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Sectional Analysis
HB 337, Version N, Health Care Transparency Act

Section |
Provides for Legislative findings and intent to mandate an evaluation of the state’s health

care needs, propose reforms, and improve health care in Alaska by establishing the
Alaska Health Care Commission for the purpose of developing a comprehensive policy
that better meets the current and long-range health care needs in the state.

See. 2AS 18.05.010(h)
Requires the Department of Health and Social Services to implement a statewide health
plan under AS 18.09. which h a new chaptei creating the Alaska 1icallh Care

Commission.

See. 3 AS 18.07.031(e)
Amends definition of “expenditure” under the Certificate of Need program.

Sec. 4 AS 18.07.111(8)
Under the Certificate of Need program, applies the definition of "health care facility,” if

the hospital facility, or center is located in a municipality or borough that has a critical
access hospital or that has a population of 60,000 or fewer persons (excluding recipients
of military or Indian Ilealtli Service health care); and nursing homes, residential
psychiatric treatment centers; excludes Alaska Pioneers Homes, offices of private
physicians or dentists, and military and tribal health entities.

Sec. 5AS 18.07.111
Amends definitions of facilities in which Certificate of Need applies, including:
ambulatory surgical facility, critical access hospital, independent diagnostic testing
facility, intermediate care facility, kidney dialysis center, nursing home, office of private
physicians (50 percent owned and operated by physicians), and psychiatric hospital.

Sec. 6 AS 18
Adds new Chapter 9. Statewide Health Information Office; Article I.
See. 18.09.100 I stablishes an Alaska Health Cate Information Office in the Department
of Ilealtli and Social Services to provide consistently updated health care facility
information to aid consumers of health care services, and information to encourage
personal responsibility in prevention and healthy living.

See. 18.09.110 Requires the department to establish and maintain a database on an
Internet website about health care facilities services and cost. Information in the data base
includes health care facility information: health care providers licensed in Alaska; a list
of not more than 1500 commoiilv prescribed medications in the state and the cost; a list
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of not more than 250 most commonly conducted medical procedures in the state and the
cost; hospital ratings; consumer education information on health, insurance information,
clinics that cater to uninsured and self-pay patients; and quality of health caie facilities;
and information regarding prevention and healthy living.

Sec. 18.09.120 Requires health care facilities to provide the department information
related to the facility's health care services for placement on the database developed

under AS 18.09.110.

Sec. 18.09.130 The Department of Administration, the Department of Commerce,
Community and Economic Development, and the Department of Labor and Workforce
Development, and the Department of Law shall provide information for placement on the
database regarding adverse actions taken against a health care facility or against licensed
professionals practicing in health care facilities in the state and cooperate with the
department in performance of its duties under AS 18.09.100-18.09.130.

Article 2
Sec. 18.09.900 Allows the Department of Health and Social Services to adopt regulations

under AS 44.62 to carry out purposes of this chapter.

Sec. 18.09.990 Provides definitions of facilities from which the department would collect
information.

Establishes a 16-member Alaska | lealtli Care Commission within the Department of

[ lealtli and Social Services. The tirposc of the Commission is to consider the spectrum
of health care related issues nr .ormulatc policy recommendations to be presented to the
legislature and executive bra: .n; to develop a statewide plan to address the quality,
accessibility and affordability of health care for all citizens of the state: to provide an
annual report to the legislature that includes a comprehensive list of policy options
considered by the commission; and to review and approve facility health care information
for pIncenn .t on the department's Internet database established under AS 18.09.110.

Section 2 also speeilies that the plan contain a health care policy and a strategy for
encouraging: personal responsibility and reductions in health care costs; access to safe
water and wastewater systems: development of a sustainable health care workforce:
accessible quality health care: and an increase in the number of residents who are covered

by insurance.

Membership of the commission includes the department medical director (chair), a
representative of the Mental |lealtli Trust Authority appointed by the authority, a
representative of the University of Alaska health education and training programs
appointed ny the university; seven public members including: one member representing
the Alaska Native |ribal Health Consortium appointed by the consortium, one member
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Sec. 9

See. 10

See. 11

See. 12

representing the Alaska Primary Care Association appointed by the association, one
member representing the Alaska Stale Nurses Association appointed by the association,
one member representing the health insurance industry appointed by the governor, two
health care consumers or advocates appointed by the governor, one of whom will be a
small business owner in the state; six members of the legislature, three appointed by the
president of the senate and three appointed by the speaker of the house of representatives.
Terms of office are staggered terms of three years.

The commission shall employ an executive director who is not a member of the
commission: and is classified as partially exempt.

The Health Care Commission sunsets June 30, 2014.
Directs the commissioner of the Department of Health and Social Services and

Department of Law to immediately take steps to seek dismissal of pending administrative
appeals and court actions concerning the issuance of certificates of need, as appropriate,

under AS 18.07, as amended.

Allows the Department of llealtli and Social Services to adopt regulations necessary to
implement changes made by this Act.

Provides for the department of contract with an entity to conduct a comprehensive study
of the effects of the certificate of need program in the state, and provide a copy of the
study to the legislature.

Section 9 takes effect immediately (for the development of regulations;.

bxeept as provided in sec. 11 the Act takes effect July 1 2008.



Changes in the CS for House Bill 337. N amended

1113337 original o _
Creates Health Care Commission to review health
care policy and develop a plan - .. members
* DHSS Med. Officer (Chair)

« DOA rep

* DCCED rep

= DOL rep .

* 3 public members (I small business owner)
* House cx-ofilcio,

* Senate ex-officio,

= Gov. office ex-officio

July Leffective date

Creates Health Info office: health info on web site
on health care facilities, costs on health care,
licensed facilities, July 1effective date

g{%peals Certificate of Need, immediate effective
ate

401K

1113 337 CS, Version N, amended

Section 7: .
Page 9 lines 10- page 10, line

Changes composition of the Health Care Commission: 16
members: _ .
 DIISS Med. Director (Chalr])
* MIITA Sappomted by MIL @
= UA health ed (appointed by UA)
e 7public members
ANTHC (appointed by ANTHC)
AK Primary Care Assoc (appointed by Assoc)
AK St. Hosp. & Nursing (appointed by Assoc)
Health Ins. (Gov appointed
AK Nurses Assoc, (appointed by Assoc)
. health care consumers ._small busingss
owner) (appointed by Gov.)
e . members ol legislature
0 3 House representatives
0 3 Senate representatives

OCOoocooo

Commission sunsets June 30, 2014
Section . :
Pages 5-7

Modifies info gathered to focus on:
= Access to health care,
= Cost of health care , update monthly
* Dp to 1500 common prescribed incd.
= Up to 250 common medical procedures
e Quality ofhealthcare _
= Hospital ratings including infections and mortality
= Consumer education info on topics
= Prevention and healthy living info
Section 3.4:
Pages 3- 5

« Retains CON statewide HXCTPT for munici Pality or

borough of 60,000 or more: (Anchorage, Mat-Su,

fan banks) _
* |-XCTPT retains C()N statewide for:

* Nursing Homes
RITC™

*Adds statutory definitions lor health cate facilities that are
subject to CON N _
«|-xempts federally funded or operated military and Tribal
health facilities

Dl ISS conduct study effects of CON program
infective July 1.200S
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Testimony Related to Alaska House Bill 337: An Act establishing the Alaska Health Care
Commission and the Alaska Ifealtli Care Information Office; relating to healthcare planning
and information; repealing the certificate o fneed programfor certain healthcarefacilities;
andprovidingfor an effective date"

January 31.2008
By Robert James Cimasi, MHA, ASA, ClJA, 1VA CM&AA, CMP

Good afternoon Madam Chair and Members of the Alaska House of Representatives. Thank you
for the opportunity to speak before the Alaska House Health Education & Social Services
Committee regarding the proposed House Bill 337: ““An act establishing ihe Alaska Health Care
Commission and the Alaska Health Care Information Office; relating to healthcare planning and
information; repealing the Certificate of Need program for certain healthcare facilities; and

providingfor and effective date.1”

My name is Robert James Cimasi. | am President of Health Capital Consultants, a national
healthcare economic and financial consulting firm located in St. | ouis, MO. On August 16.
2001. | was appointed to serve on the Acute Care Focus Group of the Missouri Certificate of
Need Technical Advisory Committee (CONTAC) for the Missouri Health Facilities Review
Committee (MHFRC). Over the past few years my firm has conducted dedicated, focused
research resulting in a comprehensive reference manual A sourcebook encompassing the
statutory, regulatory, administrative, and legal aspects of Certificate of Need (CON) regulation
from its inception in the late 1960's to the present. Elements of this research on CON were
published in December 2005, as “The U.S. Healthcare Certificate Of Need Sourcebook™ which
summarizes numerous studies, monographs, and research reports regarding CON regulations, as
well as. law review, bar journal articles, and in excess of 700 published legal cases related to
CON. Attached to your handouts is a brief description of my professional qualifications.

Over the years, the scope of my professional activities including testimony in court, before
legislative, and agency hearings, has required and permitted me and my firm to conduct
extensive research and analysis in the areas of healthcare delivery, public health planning,
healthcare economics, and market competition; as well as. other Certificate of Need (CON)
related topics. Based on these activities and experiences, it is m\ informed view that this
committee should vole to advance House Bill 337 (hereinafter referred lit as the PROPOSED

BILLS).

CON is a failed public health policy which is bad for Alaska citi/et’s and patients for several key
reasons. |lie following topics should be addressed:

1 COM's History us A Failed Health Planning Policy;

2. The Effects of CON Repeal in Several States:

3. The Federal Trade Commission’s Repeated Denunciation of CON;

4. CON lias Failed to Lower Healthcare Costs;

5 CON is Anti-competitive;

! Ilealtli Care Plan Curm <ssi>*n | acililics by Alaska Ilouse nl Representatives, Alaska House ul Representatives,
January 2008.Jutp: vsww.lcgi),slate .ik.uvhasiv'yct hill.asp "hill Hitoo2lliLZ&session .15 ( 2(108)

Robert .James Cimasi. MHA, ASA, (BA, AVA,CM AAA, CMP

(Dllkm .tii Capital CoNst.TTAN is Page 1of 14
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6. CON is a Barrier to Healthcare Innovation;
7. CON Reduces Access and Patient Choice; and,
8. CON Hasn’t Improved Healthcare Quality.

Robert James Cimasi, MIIA, ASA, CBA, AYYA,CMAAA,CMP
(DIIKAIl/rn CapitalConsi i.tanis Page 2 of 14
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1 CON’s History as Failed Health Planning Policy

CON legislation was put inplace nationally as a result ofa Federal mandate in 1974. Based on
over three (3) decades ofexperience, it is now clear that the CON process does not offer the
better, more efficient solution to reducing healthcare cost that its proponents have proudly
proclaimed. As Duke Professor of Law Clark | lavigliursl concludes "Protectionist regulat on,
long discredited in other areas, is particularly misguided in healthcare, where health insurance
greatly increases the profitability ofmonopoly and imposes the resulting higher costs on
unwilling premium payers. To use cross-subsidies to finance even worthy (let alone unworthy)
health care projects is to pul public burdens unfairly (rcgressively) an the hacks of working

Americans

By 1986. the federal government had shifted its attitude toward CON regulation. Over a decade
later, the federal CON legislation previously passed in 1974 had failed The National | lealtli
Planning Act was repealed due to “mounting empirical evidence that certificate o fneed cost
containment objectives were not being realized. "

Instead, the application of CON regulation has only encouraged erroneous outcomes, to the
detriment of Alaska's public interest, on the basis of insufficient valid data, flawed methodology,
arbitrary and capricious standards, and the ambiguity of mrestricted agency discretion in an
atmosphere of political influence. The Alaskan CON process’ almost total lack of applicable,
valid empirical data: the absence of generally accepted methodological standards of economic
and financial analysis, and the lack of consideration of all required pertinent variables, are based
on statutes and rules that are so fatally Hawed and so clearly based on arbitrary and capricious
standards as to be unreasonably burdensome on the citizens and patients of Alaska. Your
passage of House Bill 337 would relieve this onerous situation.

2. Effects of CON Repeal

I he Joint Legislative and Audit Review Committee and the Health Policy Analysis Program of
the University of Washington's School of Public Health and Community Medicine published a
study of the eertilieale-of-need program in the state of Washington on January S. 1999. |he
results of this study are published as the "Fffccts oft 'ertificate of Neal and Its Passible Repeal”.
This meta-study, one of the most comprehensive efforts recently conducted in the area of CON.
examined the effects of I 'ON and us possible repeal on the cost, quality, ond availability ot live
health services hospitals, ambulatory surgery, kidney treatment, home health, and liospiee as

n"Monopoly IS Not ltic Answer," Hy ( lark (*. llavigimfst, Health Affairs, August *). 2005.
1S Aaron S King. Medical Market Failure in Maine s die [Urlgn Reform t7 \ <eiiitieaie o\ Veda Market
('tnreelion?, 22 Me. ft J 156(2(107),

Robert .lames Cimasi, MHA, A" ,('BA, ANNA,CM&AA, CMP
(DlltatiitCapital Consi i.tanis Page 3of 14
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well os on charity core ond health services in rural areas. " esults of this study were based on
literature review, interviews, and information from healthcare providers and healthcare economic
experts in the State, as well as an analysis of eight (8) states which completely or partially
repealed their CON laws (i.e. Arizona, Indiana, Ohio. Pennsylvania, Tennessee, Texas, Utah, and
Wisconsin).5 The study found that CON “has not controlled overall healthcare spending or
hospital costs. ” It also found "conflicting or limited evidence about the effects of CON on the
quality ond availability o fother healthcare services or about the effects o frepealing CON. "6

T he study docs not predict the effects of CON repeal; however, the study reflected that CON has
been shown to restrict the supply of some specific health services in some areas, and inferred
that, perhaps as a result, supply surges occurred in some specific health services of some areas.7
Some supply surges were experienced in psychiatric hospitals and nursing homes (Utah); nursing
homes and open heart surgery (Arizona); home health (Tennessee); hospitals, ambulatory
surgery centers, dialysis, and pediatric services (Ohio); hospitals and psychiatric hospitals
(Wisconsin) and nursing homes and psychiatric hospitals (Texas) after the repeal of CON.8
These finding were not consistent in every state that completely or partially icpcaled their CON

laws that was included in the Washington studly.

"Not all states experience surges after repeal. When surges do occur, they tend to
moderate over lime"...In addition, initial surges ore sometimes followed by periods of
shakeout and stabilization. Therefore, while short term supply increases do appear at
times iiftcr ('ON repeal, such surges hove been insufficiently studied to determine if there
ore any persistent effects on cost for on oilier goals such as quality and access). *

. “Effects ol Certificate ol Need and Its Possible Repeal”, Joint | egislative and Audit Review Committee and the

klﬁeﬂ.th_ Polljcy AnaI1 %|7s Program of the | diversity of Washington’s School ol Public Ilealtli and Community
edicine. Jan. .. 1097, p. i. _ , o . ,

' 'Ttfects off ‘ertificate gf Need and Its Possible RePeaI", Joint Legislative and Audit Review Committee and the

Health Policy Analgsw Program of the University of Washington's Sellout of Public Health and Community

Medicine. Jan. ., 1999, , ii... _ , o o _
" “Effects of Certificate of Need and Its Possible Repeal". Joint Legislative and Audit Review Committee and the

Health Policy Analgsis Program of the University ol Washington's School ot Public Health and Community

Medicine, Jan. X 1999, p. iil. _ _ o - ,
oTffects off ertificate of Need and Its Possible Repeal”, Joint Legislative and Audit Review Committee and the

[lealtli Policy Analysis Pro?ram of the I'diversity of Washington's School of Public Ilealtli and ( oinmunity

Medicine, Jan. X 1999, p. 10. _ , o o ,

* "Effects of Certificate of Need and Its Possiblg Repeal”. Joint I cgislalivc and Audit Review Committee and the

[lealtli Policy %nﬁlggbs Pro%am of the t diversity of Washington’s School ol Public Ilcallh and Community

Medicine, Jan, 8.1999, p. 13 . R L .
"| Ifcctsof Certificate of Need and Its Possible RePeaI", Joint | cgislalivc and \udil Review Committee and the

| Icalih Policy Analysis Program of the | 'Diversity of Washington's School of Public Health and Community
Medicine. Jan... 1999. pp. 1I. 13

Robert .James Cimasi, MHA, ASA, (BA. AVA.CM AAA, CM I’
tf lem .titCapital Consultants Page 4 of 14
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A 1998 empirical study, which examined health spending between the late 1970’s and 1993 and
looked at spending prior to and directly after state CON laws were repealed, staled;

'The majorfindings about CON can be summarized asfollows: first, wefound no surge
in expenditures after CON was lifted; second, despite a statistically significant reduction
by mature programs on acute spending per capita, there was no corresponding reduction
in total per capita spending (apparently due to offsetting expenditures on non-hospital
services)...We found that mature CON reduced hospital bed supply per capita
population, but could defect no increase in bed supplyfallowing the removal of’'CON. 0

Further, the study authors found that established CON programs increased cost per adjusted
patient day and also cost per admission.

According to a Conover and Sloan 1998 study, there was no empirical support that CON
saved any money. Further, researchers concluded "There is no evidence of a surge in acquisition
of facilities or in costs following removal of CON regulations... CON regulations generally
have no detectable effect on diffusion of various hospital-based technologies. It is doubtful that
CON regulations have had much of an effect on quality of care, position of negative.” 11 Experts
have surmised that CON may increase the cost of health care. Administrative costs associated
with state-level oversight and litig: on expenses increase to the costs.¥ 1his is compounded by
the problem that the CON approval process is highly technical in nature.

3. The Federal Trade Commission’s Repeated Denunciation of CON;
31 ETC and DOJ Joint Hearings and Report on Healthcare Competition and CON

In November 2002, FTC Chairman, |imothy J. Minis, announced that the FTC would hold joint
hearings with the DO.I on competition in healthcare in 2003." On July 23. 200-1 Following the
conclusion of the hearings lasting over six (6) months, the FTC and 1)()J (agencies) issued ajoint
report on July 23, 2004. entitled " Improving Health Core: .1 Dose oft ‘ompetituni' in which the
agencies recommended that states decrease barriers to entry into provider markets. | lie agencies
encouraged states to reconsider whether CON programs “best serve their citizens’ health fare

""Does Removing Qertilication-ul'-Nccd and Regulations I.c.ul toa Surge in Health Care Spending?” Conover,
Christopher J,, Sloan. Frank A., Journal of Health Politics, Policy and 1aw, vol. 23, no. 3, June I"*%,p t55

" Ch”StOpher 1. COﬂOVGI’, Frank A. Sloan, Docs Removing Certificate of Need Regulations Lead to
a Surge in Health Care Spending?, 23 \]. HEALTH POL. POLIYY ft L. 455 (1998).

" se. ABron S King. Medical Market failure in Maine Is llie Diii*n Re/arm .ItIs t'erlificate o+ Seeda Market

<'unvdtnn?. 22 Me. HJ. 156 g20(17) , . . : .
" "I'1§ Chairman Annqunces Public Hearmgson Health C,areaml,l'ochI_lllc Lawand l'olic) to |Ugm inFebruary ...V

[ cilnnl” Iradc Commission, W lit uuv/ond JdO.” [Lnnnishralllicate filni. 1An.esveil Aug. 5 2L1(11).
Robert James Cimasi, MIITA, ASA, ( BA, AVA, CMAAA,CMI’

CTlkai.tu Capiiai.Consultants Page 5of 14
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needy".N

Following testimony at numerous hearings Iron, industry representatives and legal, economic,
and academic experts on the healthcare industry and health policy, the agencies concluded that
the burdens placed on competition by CON programs “generally outweigh™ its “purported
economic benefits”. The agencies suggested that instead o f reducing costs, there is evidence that
CON programs actually drive up casts by "fostering anticompetitive banders to entry™.,s

The agencies expressed concern that CON programs raise healthcare costs because they appear
to be used lo shield healthcare providers from competition. The agencies expressed further
concern that CON programs tend to prevent entry into the market by enterprises that may be able
to provide higher quality care, and the report contended that CON programs may delay the
introduction of new technology. In support of their conclusions, the agencies relied upon
empirical studies that showed CON programs generally failed to control costs and actually
appear to result in higher healthcare costs. (

Subsequent to the | TC’s July 23. 2004 report, on May 24, 2005 . the FTC delivered a statement
before the Subcommittee on Federal Financial Management. Government Information, and
International Security of the Committee on Homeland Security and Governmental Affairs, U.S.
Senate on New Entry Into Ilospiial Competition, the agency stated . ™ vigorous competition can
have importan! benefits in the hospital arena, just as in the multitude o fmarkets in the U.S.
economy that rely an competition to maximize the welfare ofconsumers. ('ompctitivc pressures
can lead hospitals to lower costs, improve quality and compete more efficiently. (‘ompctitivc
pressures also may spur new types o fcompetition. In hospital markers, some new entrants
specialize and prove only a limited portion o fthe in-patient and out-patient services that general
hospitals tendtop r o v id e Specifically, the ETC testimony emphasized that." Overall.
testimony at the b it'/) (Il Hearings identified a number of benefits dial SSIls /single specialty
hospitals/ may offer to consumers, with no significant controversy about the potentialfor SSHs
to provide those benefits. Rather, os discussed in more detail below, debate about SSlls
generally centered on how they may affect the functioning ofgeneral hospitals. ™" 'Ultimately,
the ETC testimony related to the efficacy of CON concluded that,

14“I roin{l glﬁﬁltl'cﬁ n?mal;\llosem Competition" \ Report by ihe federal Irude Commission and ihe Department ul'Juwice,
J ovmg (ienIYF Cgre A DBse ol Competition" A Report by the federal Ir.nle Commission and the Department of Justice.
u

‘y m800vmg He.% tare; A Dikc-of Competition” A Report hy the Federal Ir.nle Commission and the Department ol Justice.

14

]7Prepared Statement of the Federal Irude Commission Before the Subcommittee on Federal I inn ;cial
Management, Government Information, and International Security ol the Committee on Ilomeland Security and
Governmental Affairs, U.S. Senate on New Entry Into Hospital Competition, May 24.2005, p. 3.

" Prepared Statement of the Federal trade Commission Before the Subcommittee on Federal | inancial
Management. Government Information, and International Security of the Committee on 1lomeland Security atld
Governmental Affairs. U.S. Senate on New | ntry Into Hospital Competition, May 24,2005, p. 8,

Robert .lames Cimasi, MHA, ASA, ('BA, AVA, CM&AA, ('MI*

<DIIKAi.ni Caph ai.Consi itants Page 6 of 14
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“The Commission believes that CON programs generally are not successful in containing
health core costs, and that they car pose anticompetitive risk. As noted above, CON
programs risk entrenching oligopolists and eroding consumer welfare. The aim of
controlling costs is laudable, but there appear to be other, more effective means of
achieving this goal that do not pose anticompetitive risks. Indeed, competition itselfis
often the most effective method ofcontrolling costs. A similar fgnalysis applies to the use
ofCON programs to enhance health care quality and access."!

These Federal findings, by the FTC and DOJ, arc only one of the significant pronouncements in
the last several years that support the rational justification to eliminate CON and support a level
playing field for providers in fostering “a dose o f market competition in healthcare.

3.2 Previous FTC Studies of CON

The FTC’s unfavorable review of CON as a failed health policy planning mechanism is not a
new event. Beginning in tho late 1980s, the FTC issued several studies on CON and stated that,
"M%crket forces generally allocate society's resourcesfar better than decisions ofgovernment

planners.
3.3 The FTC’s Recommendations That States Repeal CON

I he FTC has consistently recommend'd that the states remove their CON regulations. In a 1957
letter to Virginia officials they stated. "Any potential benefits of CON regulation are likely to be
outweighed by the adverse effects ofsuch regulation on competition <n health care markets.
Consequently. CON regulation is likely to harm consumers on balance by increasing the price,
and decreasing the quality, of health services in Virginia."'l The FTC has issued similar
statements before numerous states considering the repeal of CON laws.

4, CON Has Failed To Lower Healthcare Costs

After nearly thirty (30) years of study, the preponderance of healthcare economic analysis has
clearly indicated that CON laws have failed to achieve their staled objectives. In an article

reviewing CON laws and their application to modern markets, Patrick J. MeCiinlev. Esq. wrote,
“In searching the scholarly journals, one cannotfind a single article that asserts that CON laws

. Prepared Statement of the Federal trade Commission Before the Subcommittee on Federal Financial
Management, Government Information, and International Security of the <ommittce on Ilomeland Security and
Gavernmental Affairs, U.S. Senate on New | utry Into Hosgétal ompetition, May 24, 2005, p. 18,

Press Release from the Federal trade Commission, "Aug. 10. 198/
;| Press Release fromthe federal trade Commission, Aup 10, 1987

Robert Jamvs Cimasi, MI IA, ASA, CBA, AVA.CM&AA, CMP

(DHeai/hi Capital Consultants Page 7 of 14
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succeed in lowering healthcare costs

In fact, a 2003 study headed by David C. Grabowski entitled "The Effects of CON Repeal on
Medicaid Nursing Home ond Long-Term Care Expenditures” found no significant increase in
either nursing home or long-term care Medicaid expenditures in states that repealed their CON
and moratorium laws.23

This confirmed the findings of an earlier 1998 study by Christopher J. Conover and Frank A.
Sloan that mature CON laws resulted in a “two percent (2%) reduction in bed supply but higher
cost per-day ondper admission, along with higher hospital profits. "*1

Additionally, a recent report commissioned by, and presented to the Georgia CON Commission
by William S. Custer, Ph.D., entitled, “Report o f Data Analysis to the Georgia Commission on
the Efficacy ofthe CON Program," dispels many of the continuing myths propounded by CON
advocates which assert that CON controls healthcare costs. Dr. Custer described his findings
related lo the overall strategy of CON regulation as the management of the allocation of health
care resources and prevention of the duplication of services by creating artificial barriers to
market entry, resulting in monopoly of players already present in the market/5 Further, in
response lo the Georgia Commission’s request for Dr. Custer to study the efficacy of CON. Dr.
Custer concluded that, contrary lo the purpose of CON, basic economic theory suggests that
monopolies generally have higher process and lower quality than firms in more competitive

markets.

Although one of the original purposes of CON was to restrict supply of hospital beds and
services, the authors concluded that there does not seem to be a statistically significant
correlation between a lower number of hospitals or hospital bed supply and the presence of CON
regulation in the acute setting.*7 Of the states studied, while Georgia experienced the most rapid
g wvtli in the number of ambulatory surgery centers, it is important to highlight that the study

:: "Ikl) Unit Health Cure iteFor Reco,nsidering Certificate ol Need laws InuManaged Care Competition System". Mc(jinlcy,

I*), Horida State Unlver5|t¥zl aw Review, 1975, , , o

| “1lie Effects of CON Repeal on Medicaid Nutsing Ilomc and t.onﬂ-T erm Care Expenditures”, Grabowski, David
Olisfeldt, Robert I... Morriscy, Michael A.. lin[tiirx el:\ccllus Ileaftli Plan, vol. ..,no. 2, Summer 200.1, p. 117,

., "Does Removing Certilicatioil-ol-Nccd and Requlations Lead to a Surge in Ilealtli Care Spending?" Conov er,

Christopher J., Sloan, frank A.. Journal oft lealtli Politics, Policy and | aw. vol. 21. no, .L June 17 P 165 I<f

'"Report of Data Analysis lo the Georgia Commission on the Efficacy of the CON Program," By William S.

Custer. Ph.I > ¢l at, October 2006, 8.5. _ o _ .

i 'Report of Data Analysis go the Georgia Commission on the Efficacy ot the CON Program," By William S.

( uster. Ph.D. et nl, October 2006, 8.5. , o _ ,

.+ "Report of Data Analysis to the Georgia Commission on the Efficacy ol the CON Program.” By William s

Custer, Ph.D. et at, October 2006. p.7.

Robert James (’imasi, MIIA, ASA, CHA, AVA, CM A AA, ('MI*
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found that there was “not a statistically significant relationship between CON rigor and the
number orgrowth o fASCs. ”[emphasis added].28

Recently, the proponents of CON have suggested that CON is necessary to protect charity care
provided by community hospitals. However, this assertion has been strongly rebuked. Recently,
a working paper prepared by the FTC concluded that, “Most noticeable in oil ofthe results is the
lock of any statistically significant evidence for ihe cross-subsidization hypothesis. The data
provides no statistically significant evidence thot increased competition leads to reductions in
charity core. The claim that hospitals will use market power to increase services to the poor is

largely unsupported by this data." 2’

As stated by Clark C. Havighurst, a William Neal Reynolds Professor Emeritus of Law at Duke
University School of Law, “The huge enterprises thot U.S. hospitals hove become ore largely
unaccountablefor the amounts ofrevenue they raise or the uses to which they put thot money,
indeed, they ore major contributors to ever-rising healthcare costs. Using CON regulation to
maintain their ability to extract resourcesfrom the economy only to pour them bock into more
health core would keep costs under control. Competition is the best way hath to limit dominant
hospitals' claims on gross domestic product (GDP) ond to restore voters ond their
representatives the power to decidejust what extras ore worth paving for. "M

Aside from its ineffectiveness in reducing costs and its inability to promote charity care, CON
itself incurs large administrative and indirect costs as an added burden on available healthcare
funding. As Christopher J Conover, an assistant research professor with the Center for Ilealtli
Policy. Law and Management in the Terry Sanford Institute of Public Policy at Duke University,
recently stated. "There is a significant amount of literature on the benefits ond costs of
regulation in the U.S. economy, with the first efforts to estimate the overall impact doting hock to
the mid- 1970s. From this work il is known that regulations impose a considerable burden on
i 1.5’ businesses and consumers: the impact ofregulation on the overall economy will approach
Si trillion in 2004" Specifically, Conover found that, CON regulations had a net cost of
approximately Sl 10 million, with no value to consumers. “Vie most recent studies that use the
most credible statistical methods and most recent data find no impact of CON regulation on
health spending (ond concomitantly no increase in health spending among states that have
elected to drop CON regulation), so zero was used as the expected value."3l Ihe cost of
attorneys, consultants, lobbyists and internal staff to healthcare organizations for CON

"Report of Data Analysis to the Georgia Commission on the Efficacy of the (*(»N Program.” My William S.

Custer. Ph.D., ct at, October 2006, p.. . , , ,
m'Hospital Competition and Charity Care," Working Paper No. 285Hy Christopher Gannon, Bureau of Economics

federal trade Commission, October 2006, p. 18. ,
"Monopoly Is Not Hie Answer,” B I<Iark C, Havigimrst, Health Affairs, August 9,2005.
|

" "llealtli COre Regulation A $169 Myl ion Iliddcn fax," By Christopher J, <onover. Policy Analysis, No. 527.
CAT *>Intitute, October 4,2001, pp,2,. .

Robert .lames Cimasi, MHA, ASA, C/BA, AVA,CM&AA, CMP
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applications is considerable. Litigation and lobbying on both sides of the CON debate arc other
significant costs.

CON was originally conceived in the old payment structure plan of fee for service. With the
advent of managcd-care and the sea change it has brought to healthcare, CON is more useless
now than ever. CON has devised what economist call the “Rociner Effectl which essentially
means if there is a hospital bed to be filled, doctors will find a way to do so to increase their
revenue. Yet managed care, with capitation payment schemes, has eliminated the “Rocmer
Effect” and the incentive to provide unnecessary or “duplicative” services. Physicians and
hospitals are under pressure to constrain and control their expenses, not balloon them.'?*

5. CON is Anti-competitive

Competition creates choices for consumers and raises quality standards as providers compete for
patient loyalty. A 1993 study found that hospitals in more competitive markets had average
costs below those of less competitive markets.1l According to Professor Carolyn Madden,
“AT\here is .. agreement across all perspectives of[health economics theory/ on one issue: the
negative consequences o ftoo much concentration o feconomic power,

The evidence presented by Ellen S. Campbell and Gary M. Fournier in their 1993 study entitled.
"Certificatc-of-Nccd Deregulation and Indigent Hospital (‘are,” commented on CON's
anticompetitive effect, in suggesting that overall CON policy is absent of a ‘tlear, economic,
mid legal standard to distinguish between an action to deny an applicant in order la prevent
investments that would raise costs by unnecessary duplication, and actions motivated by the
anticompetitive effect of such denial.../I/he trouble is that agency decisions can often
accomplish the latter while claiming theformer,

As Duke Professor of l.aw Clark Ilavighurst concludes, Hut CUN regulation was itselfnot
clearly intended to suppress competition that is inconvenientfor certain hospitals (fsleiisibly, at
least, the original rationale for enacting (7)N laws in (lie regulation-ridden | §7i vwas
policymakers'beliefthat marketJarirs canid not be trusted to defer overinvestment in health
facilities. Since that lime, cost reimbursement have been replaced by prospective payment (even
for capital expenditures), removing a maior cause ofthe problem thatfirst occasioned ( VTV
regulation. In addition, private liealih phots have develapi d the ability to steer patients to
cooperative, law costprovuh rs, thereby signifying a “need” for the latter \ facilities and

See Aarons Kln ,Medlcal Market Failure hi Maine Isthe Dingo Reform Act V<'crli/ieale of Seed ii Market

Direction.”, 22 M H 56 2
"'Callfornla l’rowdcers Just To Increasm Puce Controls”, Avun/iger J. Melnick <. Uainc/ai A, Health Policy Kclonn

Competition and Conltofs, Alll Press, 19
* Man(}oent‘w “I"\ccxv capacity; markets, re&ﬁlatlon and values." Health Services Research February, 1999,

" “Certilieale-of-Nced Dereguiation and Indlthent Hospital Care". Campbell, Ellen S., Fournier, (iary M,, Journal of
Health Polities, Policy and 1aw. vol. 1S, no. -I, Winter 177.1, pp. 722-723.

Robert .lames Cinuisi, MHA, ASA. ( BA, AVA, CM&AA, CMP
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services ond belying the old notion that supply can creole its own demand. Thus, whatever,
might have been the case in the earlier era. it isfarfrom obvious today that CON regulation is
needed to avoid excess capacity. "3

Market competition in healthcare delivery provides economic empowerment to patients and
payors by providing access: encouraging innovation and the investment of capital in overall cost
saving technologies; and. by creating choices for consumers which, in turn encourages providers
to raise quality standards as they compete for patient loyalty. When patient snoice is diminished,
decisions about appropriate pric ng/costs. access, quality, and beneficial outcomes become the
sole purview of elite groups of oligopoly decision makers who, in the absence of healthy
competition, are free to ignore market demands and patient needs. That circumstance is what

drives the acceleration of costs.
6. CON is a Barrier to Healthcare Innovation

Because CON acts as a barrier to entry for new market entrant competitors, it slows the
introduction of new healthcare facilities, equipment, and services and thus acts as a barrier to
healthcare innovation. Famed economist Michael Porter wrote in the | larvard Business Review:

“In industry after industry, the underlying dynamic is the same: competition compels
companies to deliver increasing value to customers. The fundamental driver of this
continuous quality improvement and cost reduction is innovation. Without incentives lo
sustain innovation in healthcare, short-term cost savings will soon he overwhelmed by the
desire to widen access, the growing health needs of an aging population, and the
unwillingness o fAmericans to settle for anything less than the best treatments available.
Inevitably, the failure to promote innovation will lead lo lower quality or more rationing of
care two equally undesirable results.

CON repeal would remove unnecessary and irrational constraints and costly regulatory barriers
to innovation: to investment in new technologies: to quality services: and. to cost-effective
improvements, which, as the technology of healthcare advances, offer the true and valid
opportunity to provide cost-effective quality healthcare to Alaska's citizens.

7. ('ON Reduces Access and Patient Choice

Ihe fundamental and simplistic, yet Hawed, idea of CON was straightforward: lower costs by
“reducing duplication”. However both competition and patient choice, by definition, require
"duplication" of providers. Denial of patient choice in Alaska is tightly correlated whit the
barrier to en’ry posed by CON. New medical provider entrants, no matte * how efficiently and

" "Monopoly. Is Not 1]ie Answer," By <Turk _Iluvighurxt, Health Affajrs, August (, 3005,
J?"Mlldr%cgirpcll\fﬁon |]n Iéﬂmate k.~ My Michael %orter,c n nurvan, Business Review, July/Aug. 1981, p MI.

Robert .lames Cimasi, MI IA. ASA, CBA, AVA,CM&AA, CMP
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creatively they might contribute to higher quality, more beneficial outcomes, and lower overall
healthcare costs, lace substantial opposition by these established oligopoly interests, who,
historically, have actively strived to limit competition with the resulting impact of denying
patient choice for Alaskans and their families.

Excess capacity is a value-laden term, not an absolute standard. In a February 1999 article
published in tlealtli Services Research, Professor Carolyn Madden summarized a number of
studies of excess capacity saying, "Without a clear statement o fthis standard [e.g., the correct
number of hospital beds/, we cannot determine what constitutes too many. The research

literature provides no clear statement. 105

Access issues are especially important in rural areas where patients must travel long distances
and have litt'e choice of provider. Access is closely linked to patient choice. When choice is
diminished, decisions about access, quality, and beneficial outcomes are made in isolation by
healthcare businesses. In the absence of healthy competition, they are free to ignore patient

needs and demands.

Under CON laws, patients arc defacto limited to accept the services that existing providers wish
to offer them when in king major healthcare decisions for themselves and their families because
their geographic region may be determined by CON administrators to lack a sufficient utilization

ratio to allow alternative market entrants.
X CON Hasn’t Improved Healthcare Quality

CON proponents, faced with irrefutable empirical data and evidence that CON lias utterly failed,
now have attempted to shift their ever-changing arguments to a new focus, that CON protects
quality. They claim that by limiting the number of locations for highly technical surgeries and
procedures, .hat each location and surgeon gains a greater level of experience with these
procedures, which results in better quality outcomes. Part of this argument by CON proponents
is based on the disingenuous quoting of research from “The Dartmouth Atlas of Healthcare"
which does not support this assertion. Further, there have been a number of studies which
contradict these assertions.\VV An article, in the March 2003 issue of Health Allairs entitled.
"Why ('ampctition l.aw Matters To Health ('are Quality" once again refutes the validity of these
( ON proponents latest desperate move to maintain this failed policy."”

Healthcare economists know that in the absence of sustained competition, large provider systems
have little or no incentive to offer the highest quality at the lowest price. Effective health policy

Madden CW "Excessc aCIW markets requlation, and values." Health Serwfes Ref %rch February, ITW
Isvolume (ell led ooutco ealth care?” A'Systematic review and meiltmiologic trili [Ue of the literature  AmwuJol

dicin
V\%y corrllgletletlonﬁawnngers&))heailth care ijtialily". Health Alliiirv. Vol. 22, no. 2 (March Apnl 2003). p. 31

Robert .lames Cimasi, MHA, ASA. ('BA, AVA, CMiVrAA, CMP
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planning should let the quality of services and beneficial outcomes define the level of
competition, not the present failed system of CON review.

CON essentially serves as an ineffective means for rationing healthcare access to facilities,
equipment (often innovation and technology) and services, thereby acting to ration care.
Expanded access to healthcare and innovative new technologies has transformed modern
lifestyles, improved the quality of life and life expectancy in the U.S., and contributed to
increased productivity in the U.S. workforce. A CON regulatory system that has demonstrated
that it cannot control costs, even by irrationally rationing healthcare, has now, in desperation,
turned to the "Quality and Safety” issues as the "refuge of a scoundrel.”

9. Summary

CON, although began with the best intentions, has failed in its goals of reducing costs, improving
access and quality of care, and preventing duplication of medical services/1

In my view, the Alaska House of Representatives Health Education and Social Services
Committee has an opportunity on behalf of the citizens of the State of Alaska to thoroughly
investigate and eliminate a clearly failed health planning policy, which has undoubtedly cost the
taxpayers of Alaska more than had CON never existed and impeded healthcare access for Alaska
patients and their families. The Federal government, who first imposed ('ON on all the states,
learned this early on after the change from a “cost plus” to a “prospective payment system" and
has repeatedly denounced this failed health planning policy. CON has not achieved its stated
purpose of reducing overall healthcare costs, as demonstrated by the preponderance of empirical
evidence. Further, CON has caused severe regulatory interference in the healthcare market
economy of Alaska in an uninformed, irrational, unfair and capricious manner.

| close by making a request of this committee and a commitment. The request is &>urgently ask
you to advance the efforts to repeal CON in Alaska. | commit to you that | will make available
to you whatever related performance data, information and research related to the history of
CON and its implementation in the State of Alaska as you may request. | urge you to get
informed on this issue and offer to make myself and my staff available to any of you that may
wish additional information in support of my position. | remain confident that once you have the
lads. CON regulation in Alaska will be repealed.

Respectfully Submitted,

" SeAaron S. Kin™™. Medical Market Failure in Maine Is the Dingo Reform Act's | ‘ertificate of Seeda Market
Correction 22 Me. 1U. 156 (21)07).

Robert James Cimasi, MHA, ASA, ( BA, AVA,CM&AA, CMP
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EXPERIENCE

Robert James Cimasi, MHA, ASA, CBA, AVA, CM&AA, CMP is President
of Health Capital Consultants (IICC), a nationally recognized
healthcare financial and economic consulting firm. With over twenty years
(20) of experience in serving clients, in over forty five (45) states, his
professional focus is on the financial and economic aspects of healthcare
service sector entities including: valuation consulting; litigation support &
expert testimony;, business intermediary and capital formation services;
certificale-of-necd and other regulator}- and policy planning consulting; and,
healthcare industry transactions including joint ventures, sales, mergers,

acquisitions, and divestitures.
Mr. Cimasi holds a Masters in Health Administration from the University of Maryland, the Accredited Senior

Appraiser (ASA) designation in Business Valuation, as well as, the Certified Business Appraiser (CBA),
Accredited Valuation Analyst (AVA), the Certified Merger & Acquisition Advisors (CM&AA), and the
Certified Medical Planner (CMP) professional designations (see Professional Designations section helow), lie
is a nationally known speaker on healthcare industry topics, who has served as conference faculty or presenter
*0r such organizations as the American Society of Appraisers (ASA), the Institute of Business Appraisers (IBA),
the American Institute of Certified Public Accountants (AICPA), the National Association of Certified
Valuation Analysis (NACVA), the American College of Ilealthcare Executives (ACHE), the National Society of
Certified Healthcare Business Consultants(NSCHBC), the Academy Health, Healthcare f inancial Management
Association (HFMA), the American Association of Ambulatory- Surgery Centers (AAASC).Physician Hospitals
of America (PilA) F/k/a American Surgical Hospital Association (ASHA), National Litigation Support Services
Association (N1.SSA). as well as many other national and state healthcare industry associations and professional
societies, trade groups, companies and organizations, lie has been certified and has served as an expert witness
on cases in numerous states, and has provided testimony before federal and state legislative committees. In
2006, Mr. Cimasi was honored with the prestigious Shannon Pratt Award in Business Initiation conferred by
the Institute of Business Appraisers and was recently elevated to its College of Fellows in 2007. Mr. Cimasi is
the author of -l Guide To Consulting Services for lanereim; Healthcare Organize'inns (John Wiley & Sons,
1090), The Valuation ol Healthcare Politics in a Chaneing Regulatory and Reimbursement Environment (IBA
Course 1011 text - 1999), and the author o f.In Pxeiting insight Into the Health Care Industry and Medical
Practice Valuation (AICPA course text 1997. rev. 2006.) He has authored chapters on healthcare valuation in
I'he Ilandbook of Business Valuation (John Wiley & Sons), Valuing Professional Practices and Licenses: A
Gu.de lor the Matrimonial Practitioner. .v~ed. DPP) (Aspen Law & Business), and 1'gluing Specific Assets in
Divorce (Aspen Law & Business) and has been a contributor to Ihe Cuide to Business Valuations (Practitioners
Publishing Company). Physician's Managed Care Success Manual Strategic Options. Alliances, and
('ontractinn Issues (Mosby). and numerous other chapters. He has written published ailicles in peer review
journals, frequently presented research papers and case studies Lefore national conferences, and is often quoted
by healthcare industry professional publications and the general media. Mr. Cimasi's latest book, Ihe VS
llealthcare (‘ertificate ofNeed Sourcehook, was published in 2005 by Beard Books.
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EDUCATIONAL BACKGROUND

University of Maryland. College Park. Maryland - Masters of Science in Health Administration
Lindenwood College, St. Charles, Missouri - Bachelor of Arts in Valuation Science
Meramcc Community College, St. Louis, Missouri - Associate Degree in Real Estate Appraisal

ROFESSIONAL DESIGNATIONS

ASA—Accredited Senior Appraiser, Designated in: Business Valuation, American Society of Appraisers (ASA)
CBA —Certified Business Appraiser, Institute of Business Appraisers (IBA)

AV A —Accredited Valuation Analyst, National Association of Certified Valuation Analysts (NACVA)

CM & AA—Certified Merger & Acquisition Advisors (CM&AA)

CM P—<Certified Medical Planner, Institute of Medical Business Advisors, Inc.

ARTICIPATION IN PROFESSIONAL SOCIETIES & ORGANIZATIONS

AAASC—American Association Ambulatory Surgery Centers
AAIIC —American Association of Healthcare Consultants
AAPS—Association of American Physicians and Surgeons
ABA—American Bar Association
ACIIE—American College of Ilealthcare Executives
ACM —Association of Computing Machinery
A ll—Academy llealtli f/k/a Academy for Health Services Research and Ilea'th Policy
AH LA—American Health Lawyers Association
AllPA—American Health Planning Association
AM &AA—The Alliance of Mergers and Acquisition Advisors
ASA—American Society of Appraisers - Member of ASA Business Valuation Standards Subcommittee
IIFM A —Healthcare Financial Management Association
IBA —Institute of Business Appraisers- Fellow, Editorial Review Board for Business Appraisal Practice
(BAP) Journal of the IBA, National Governor at Large
IC BC —nstitute of Certified Business Counselors
MGMA -Medical Group Management Association
NACVA—National Association of Certified Valuation Analysis; member of the Litigation Forensics Board
N AFE—National Association of forensic Economists
NSCHBC—National Society of Certified Ilealthcare Business Consultants,
F/k/a National Association of Ilealthcare Consultants (NAITI(’)
NBVG National Business Valuation Group
SHSMD-Society for Healthcare Strategy and Market Development
SLBVR—St. Louis Business Valuation Roundtable (Co-founder)
SLSAF St. Louis Society of Association Executives
TMA lurnaround Management Association

)OKS AND CHAPTERS PUBLISHED

"Research and Financial Benchmarking in the Healthcare Industry, " chapter m Ilealthcare Organizations:
financial Management Strategies, David Marcinko. M.D., Id. SIP Specialty Icchnical Publishers (2007).
"Market ("ompelitinn in Healthcare," chapter in Ilealthcare ( trgani/ations: Financial Management

Strategies. DttVid Marcinko, M.D., | .I. S IP Specially Technical Publishers (2006).

"Research and Financial Benchmarking in the Healthcare Industry, "chapter in Ilealthcare Organizations:
:inancial Management Strategies. David Marcinko, M.D.. | d. SI P Specialty Tecluii.'ill Publishers (2006).
"Valuation oj Hospitals in a ("hanging Rciinhurscnu atand Regulatory Environment,” chapter in Ilealthcare
Organizations: Financial Management Strategies. David Marcinko, M.D., Ed. S | P Specialty Fcchnical

Publishers (2006).
I'he H.S. Ilealthcare Certificate of Need Sourcebook. Beard Books (2005).
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BOOKS AND CHAPTERS PUBLISHED (CONTINUED)

« "MedicalMalpractice and Tart Reform Risks (Crisis or Red Herring?), " chapter in Insurance and Risk
Management Strategies: For Physicians and Advisors. David Marcinko, M.D., Ed. Jones and Bartlett (2004).

« An Exciting Insight Into the Ilealtli Care Industry and Medical Practice Valuation. Course texthook for the
AICPA's Business Valuation course (MCIV) (2002. updated 2003, 2004, 2005).

« "Medical Practice Valuation in a Changing Market," chapter in Valuing Professional Practices and
Licenses: A Guide for the Matrimonial Practitioner. Ronald L. Brown, Ed. Aspen Law & Business (2nl
edition 1995,3'ded. 1998).

« "Anatomy ofan MSO Gone [Vrong, " chapter in supplement to Financial Planning lor Physicians and
I'calthcaie Professionals 2002. David Marcinko. M.D., Ed. Aspen Publishers (2002).

« "Lessonsfrom Market Competition in Healthcare, " chapter in supplement to Financial Planning lor
Physicians and Healthcare Professionals 2002, David Marcinko, M.D ., Ed. Aspen Publishers (2002).

« "RuralHospital Networks, " chapter in supplement to Financial Planning for Physicians and Healthcare
Professionals 2002. David Marcinko, M.D., Ed. Aspen Publishers (2002)

« "The Valuation o fHealthcare Entities in a ("hanging Regulatory and Reimbursement Environment, "
chapter in supplement to Financial Planning for nvsicians and Healthcare Professionals 2002. David
Marcinko, M.D., Ed. Aspen Publishers (2002).

« "Valuation ofHealthcare Assets, " chapter in supplement to Financial Planning for Physicians and
llealthcare Professionals 2002, David Marcinko, M.D., Ed. Aspen Publishers (2002).

«  "Medical Practice Valuation in Divorce, " chapter in Valuing Specific Assets in Divorce. Robert D. Fedecr,
Esq., Ed. Aspen Law & Business (2000).

« Appraisal MD Pro. Valuation software and users manual. John Wiley & Sons, ValuSourcc Division,
(released March 2000).

« The Valuation of Ilealthcare Entities ina Changing Regulatory and Reimbursement Environment. Course
textbook for the Institute of Business Appraisers' Course #1011 (1999, updated 2000).

® A Guide to Consulting Services for Emerging Ilealthcare Organizations. John Wiley & Sons (1999).

« "Physician Integration Organization. Sample Business Plan (Appendix A), "appendix in Physician’s
Managed Care Success Manual: Strategic Options. Alliances, and Contracting Issues Scott Becker, JD,
CPA. Moshy (1999) p. 325-330.

+ |Medical practice valuation research sources and bibliographies| in Guide to Business Valuations. Jay
Fishman, cl al. Practitioners Publishing Company 11998. update 2002).

« "Valuing Medical Practices, " chapter in Handbook of Business Valuation. Thomas | . West. Jeffrey 1).
Jones, Eds. John Wiley & Sons. Inc. (P ledition 19*>2, 2"'ledition 1998).

« Healthcare Industry and Medical Practice Valuation. Course textbook for the AICPA's Advanced Business
Valuation course (BVA-HC), originally co-authored with !,cs Barenbaum and Bonnie O 'Rourke (1997,
updated 1998. 1999.2000.2001).

« "Chronology of Key Healthcare Milestones, “ and (several valuation diagrams! >n Integrated Community
Ilealthcare: Next Generation Strategies for Developing Provider Networks. Christopher J. Evans; CHE. ct
al. HFMA (1997) p. 07, 70-71. 89. 93. 132.

PUBLISHED ARTICLES

« "TipstiBin Niivigating ("(>\ l.awsfor.ISC's.™ hnlav's Snrgicenter. September 2007,

« "Living With ("omplexily: Traversing the Multitude of BVStandards, " National I ilig.ilion Consultants
Review, September 2007.

«  “Valuation Discounts far lack ofMarketability, ” Physician’'s News Digest. August 2007.

« "Now Hear This ..Are Physicians ('anting Through l.oud and ('tear on ()wnership A Reimbursement
Issues? The Benefits o fPhysician Ownership of Unbulatory Surgery Centers, " Today's Surgicenter. Vol.
4,n0.5(May 2005) p. 21-28,

« "The Application of Einaneial Benchmarking and Ratio Analysis to Healthcare |'dilation, " Business
Appraisal Practice, Winter. 2004*2005.

« "Einaneial Benchmarking in the Health (\ire Industry. "CPA 1| eadership Report, November 2004 (part I1)
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PUBLISHED ARTICLES (CONTINUED)

« “Financial Benchmarking am|Ratio Anal)=is in the Health Care Industry, " CPA Leadership Report.
..0ctober 2004 (part I).

* "Improving Health Care: A Dose ofCompetition, An Analysis ofthe FTC/DOJ Report, " Today's
Surgicgntgr. (October 2004)

« “The Application ofFinancial Benchmarking and Ratio Analysis to Medical Practice Assessment and
Valuation™ article in Medical Management Advisor. Vol. 4. no. 8 (August 2004) p. 1-16.

® “Improving Health Care: A Dose ofCompetition, An Analysis ofthe FTC/D0J Report,” AAASC Update.
(Aug. 12,2004)

« "Healthcare Valuation Research Sources, "CPA Expert. (Summer 2004) p. 4-7.

+ "Valuation References on Healthcare Service Organizations, " CPA Expert. (Summer2004) p 7-9.

« “Battling CON in the Show-Me *State: Missouri'vCertificate ofNeed Laws and Ambulatory Surgery
Centers, " American Association of Ambulatory Surgery Centers’ Monitor. (2003).

#  "The Effect ofthe Changing U.S. Economy on Healthcare Valuation, " The Journal o f Business Valuation:
Proceedings of the Fifth Joint Business Valuation Conference ofthe Canadian Institute o f Chartered
Business Valuators and the American Society of Appraisers Orlando, PL: Canadian Institute o f Chartered
Business Valuators (2003) p. 349-390.

« "The Pitfalls ofUsing Historic Merger & Acquisition Data When Valuing Medical Practices,” Business
Appraisal Practice. (Spring/Summer 2001) p. 4-21.

* "No Duplication with Women's Hospital, " St. Louis Business Journal. (June 19-25, 2000) p. 87.

« "Valualing Your Medical Practice: The Importance ofa Third Party Valuation When Selling a Medical

Practice, "with Larry G. Dcnissen,. Carolina Healthcare Business. (March/April 2000) p. 19,23.

“Current Ambulatory Surgery Center Trends, " The Certified Business Counselor. (March/April 2000) p.5-7

"The Realities ofRising Healthcare Casts, " The Certified Business Counselor. (September/October 1999).

"Duped by Cries ofDuplication, " Green Bav Prcss-Gal.eltc. (March 14. 1999) p. A -15.

“The Realities ofRising Healthcare Costs,” Green Bav Prcss-Gn/ctte, (January 19. 1999),

"A Rationalefor Due Diligencefor the Business Intermediary, " IBB A News. International Business

Brokers Association (Pall 1998) p. 10.

«  'Medical Practice Mt&A, " IBBA News. International Business Brokers Association (Spring 1998) p. 9-10.

« "Pursuing the New Paradigm: Consulting Servicesfor Physician Integration, " Tile Certified Business

Counselor. (January/February 1997) p. 2, 6-7.

".| 'New Paradigm"in Healthcare, " Shannon Pratt's Business Valuation Update. Vol2:10 (October 1996).

"A Valuation Case Study ofa Diabetes Clinic. " Your Ilcnllhv Practice. Vol. 9. no. | (Winter 1996) p. 1,6.

"Planning far Successful Practice Integration, “ The Physician Recruiter. (December 1995) p. 24-26, 47.

“Trends A Developments in the |'aluation ofHealth | "are Entities. " The Journal of Business Valuation:

Proceedings o f the Third Joint Business Valuation Conference of the Canadian Institute of Chartered

Business Valuators and the American Society of Appraiser-. Toronto: (1995) p. 119-148.

«  "SBA funding vital," Letter to the Editor published in the St. | ouis Business Journal.(May 17-23.1993)p.55.

LEGISLATIVE & AGENCY TESTIMONY

«  “Testimony Before the Alaska Health. Health Education A-SocialServices ( ommitlee Meeting” Joint
Meeting Ileld by Alaska Ilouse ol Representatives & Alaska Senate, Juneau, AK (September 1S. 2007).

« "Testimonyon II.B I: Medical Facility Certificate of Neat" Alaska Ilouse of Representatives | lealtli
Education and Social Services Committee. Juneau, AK (April 24, 2007).

« “Testimony on IL.Il. 466" Missouri Ilouse of Representatives Special Committee on Ilealthcare Facilities.
Jefferson City. MO (February 6, 2007).

«  "Testimony on | ertificate ofNeed" Missouri Senate Interim Committee on Certificate of Need. Jefferson
City, MO, (August 1.2006).

«  "Testimony on Proposed Bill (IfIt 1SJ7)" Certificate of Need (CON) Special Committee on Ilealthcare
Facilities, Jefferson ( ity, MO. (February 15,2006).

«  "Testimony on Proposed Bill (11B 2"I)" Iospital (Ownership of Ilealtli Plans « Ilouse llealtli Care Policy
Committee, JcITcison City. MO. (March 30.2005).
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LEGISLATIVE & AGENCY TESTIMONY (CONTINUED)

"Testimony on Proposed Bill (11.B. 555)" Certificate of Need (CON) - House Health Care Policy

Committee, Jefferson City, MO, (March 30,2005).

"Testimony on Proposed Bill (Il.B. 132)" Certificate of Need (CON) - Llouse Health Care Policy
Committee, Jefferson City, MO, (March 12, 2003).

"Testimony on Proposed Bill (S.B. 440) " Certificate ol'Nced (CON) - Committee on Pensions and Geneial
Laws, Jefferson City, MO, (March 11, 2003).

"Missouri Health Facilities Review Committee (MHFRC) Proposed Rule Changes Testimony, ” Certificate of Need
(CON) - Missouri Joint Committee on Administrative Rules (JCAR). Jefferson City, MO, (March 20. 2002).
“Testimony on Proposed Bill (S.B. 1087) " Certificate oI'Nced (CON) - Committee on Pensions and General
Laws, Jefferson City, MO, (February 20, 2002).

“Testimony on Proposed Rule Changes, " Certificate of Need (CON) - Missouri Ilealtli Facilities Review
Committee (MHFRC), Jefferson City, MO, (February 15.2002).

"Entrepreneurship in America: Focus on Capital Formation,” Committee on Small Business Field |fearing.
United States Senate, 104th Congress, 1st session. (April 12, 1995).

ROFESSIONAL COURSES TAUGHT

"Researchfur Valuations The Theory and Practice ofIndustry Data Gathering, " Consultants’ Training
Institute Online Learning Lecture Series, National Association of Certified Valuation Analysts, (November
29,2007).

"Valuation ofHealthcare Ancillary Services Providers, " Consultants’ Training Institute, National
Association of Certified Valuation Analysts, Philadelphia, PA (November 2,2007).

"Valuation ofManaged Care Organizations, " Consultants’ Training Institute Online Learning Lecture
Series, National Association of Certified Valuation Analysts, (October 18, 2007).

"Valuation ofHealthcare Ancillary Services Providers, " Consultants’ Training Institute, National
Association of Certified Valuation Analysts. Phoenix, AZ (September 13.2007).

"Aspects ofFraud Unique to Healthcare Valuation, " Consultants’ Training Institute's Online Learning
Lecture Series, National Association o f Certified Valuation Analysts, (August 9,2007).

"Valuation ofAmbulatory Surgery Centers. " Eide Bailly, LLP Business Valuation Seminar. Minneapaolis,
MN (May 24, 2007.)
"Obtaining Certificates of Need Tor Qutpatient Providers: Strategiesfor ASC\s Specialty Hospitals.
Diagnostic Imaging. Cancer Treatment Centers, and Other Healthcare Facilities, " Beard Audio
Conferences, The Beard Group Law and Business Publishers (May 9. 2007).

"Valuation ofHealthcare Ancillary Services Enterprises: Ambulatory Surgery i ‘enters, Specialty Hospitals,
Diagnostic Imaging Centers, Outpatient Cancer Treatment Centers, and Dialysis Facilities, " Consultants'
Training Institute’s Online Learning Lecture Series. National Association of Certified Valuation Analysts,
(May 3,2007).
“IE WISHES WERE IK )RSES..." The Use ofEmpirical Data to Support Healthcare Valuations, " The
Institute of Business Appraisers 2006 Business Valuation Symposium, Clayton. MO (June 2J, 2006).
“Valuation ofMedical /radices in a ('hanging Regulatory and Reimbursement Environment, " The Institute
of Business Appraisers Educational Course #1011 Clayton, MO (August 16. 2005).
"An Exciting Insight into the Health ("are Industry o' Medical Practice Valuation. "AICPA Course
(#11CIV), sponsored by the Ohio Society oft PAs. Iludson, Ol 11September 13, 2002).
"Managed( 'are: Complete Guide to Mastering the Critical Health Care Issues, “AICPA Course (#MCl),
sponsored by the Indiana CPA Society. Indianapolis, IN (September 9, 2002).
"Health ("arc Consulting New Practice Opportunities, " AICPA Course (#11(sponsored by the Indiana
CPA Society. Indianapolis. IN (October 8, 2001).
"The Valuation ofHealthcare Entities in a | 'hanging Regulatory and Reimbursement Environment, " Ihe
Institute of Business Appraisers- Educational Course #1011, St. Louis, MO (September 10. 2001).
Health ('ore Industry  Medical Practice Valuation, " AICPA Advanced Business Valuation Course
BVA-IIC, sponsored by the Virginia Society of CPAs. Centerville. YA (September 25.2000).
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PROFESSIONAL COURSES TAUGHT (CONTINUED)

"The Valuation ofHealthcare Entities in a Changing Regulatory amiReimbursement Environment, " The
Institute o f Business Appraisers— Educational Course //1011. Indianapolis, iN (July 17, 2000).

"Health Care Industry & Medical Practice Valuation, "AICPA Advanced Business Valuation Course
BVA-IIC, sponsored hy Texas Society of CPAs. Dallas, TX (July 12,2000).

"The Valuation ofHealthcare Entities in a Changing Regulatory and Reimbursement Environment,"
Institute o f Business Appraisers— Educational Course #1011, Cincinnati, OH (November 15, 1999).

"The Valuation ofHealthcare Entities in a Changing Regulatory and Reimbursement Environment, "
Institute o f Business Appraisers— Educational Course #1011. Kansas City, MO (October IS, 1999).
"Health Care Industry A-Medical Practice Valuation, "sponsored by Missouri Society of CPAs. St. Louis,

MO (September 30, 1997).
“Health Care Industry A Medical Practice Valuation, "sponson.d by Georgia Society of CPAs. Atlanta,

GA (September 29, 1997).
"Health Care Industry & Medical Practice Valuation, " sponsored by Tennessee Society 0'CPAS.

Brentwood, TN (September 15, 1997).
“Practice Abuse sminar, " Erie County Medical Society. Buffalo, NY (September 29, 1993)

ACADEMIC TEACHING ASSIGNMENTS

"Einaneial Benchmarking: Research and Application to the Healthcare Industry, ” Guest Instructor-Ileal'h
Administration Program, Washington University School of Medicine, St. Louis. MO. Master of I lealtli
Administration (M HA) Program. Stuart Boxerman, D.Sc., Program Director. (January 27, 2005).

"The Surgical Hospital: Threat or Non-Threat to the Local Hospital, " Guest Instructor-Health
Administration Program, Washington University School of Medicine, St. Louis. MO. Mas or o f Health
Administration (M HA) Program, Stuart Boxerman. D.Sc., Program Director, (February 5, 2004).
“Practice Valuation: Issuesfor New Optometry Graduates, " Practice Management IV Seminar, sponsored
by University of Missouri— Sr. Louis. St. Louis, MO (October21, 1998).

“Practice Valuation: Issuesfor New Optometry Graduates,” Practice Management IV Seminar, Sponsored
by University of Missouri - St. Louis, St. Louis, MO (October 23, 1997).

“Valuation o fHealth Care Professional Practices in a Changing Reimbursement tfe Regulatory
Environment, " Guest Instructor-1 lealtli Care Finance course (I 1A-667), Washington University School of
Medicine St. louis, MO, Master of Health Administration (M HA) Program. Robert S. Woodward, PhD.
professor. (April 15, 1996).

"Valuation o fHealth ("are Professional Practices in a (‘hanging Reimbursement <S Regulatory
Environment,” Guest Instructor-1 lealtli Care Finance course (HA-667), Washington University School ol
Medicine St. Louis. MO. Master of Health Administration (M I IA) Program, Robert S. Woodward, PhD,
professor. (April 5. 1995).

"Practice Abuse: Avoiding the Pitfalls o fPrivate Practice, " Medical Society of the County of Erie

& Citibank. Buffalo, NY (September 29, 1993).

“Practice Management A- Marketing Review, " St. Vincent's Medical Center, Staten Island, NY (June 5.

1993).
“Negotiating Assoclateship Arrangements, A- Practice Buy-ins. " Winthrop University Ilospital Mincola.

NY (February 2, 1993).
“Practice ('hoice," Medical Society of the State of New York (M SSNY) State University of New York,

Health Science Center at Syracuse. University Ilospital. (March 11, 1992).
"Practice Management A Marketing Review, " State University of New York Ilealtli Science Center at
Syracuse University Hospital, Syracuse, NY (November 18. 1992).

LECTURES AND PRESENTATIONS

“Developing and Implementing a Successful Certificate of Need Strateqy, GE Ilealthcare Second Annual

Outpatient Imaging Center Conference. Washington D.C.. July 26. 2007.
“Benefits o f Physician Ownership of Ambulatory Surgery Centers,” American Association of Ambulatory

Surgery Centers Annual Meeting 2007, Denver Colorado, May IS. 2007.
«IUA 111 CA'IAL CONSI'T| amis
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LECTURES AND PRESENTATIONS (CONTINUED)

“The Four Pillars™ Supporting the Future of Healthcare: A Look at Market Forces,” Missouri League for
Nursing 2007 Annual Convention, Tan-Tar-A, MO, April 13, 2007,

“Quantifying Business Interruption Damages,” National Association of Certified Valuation
Analysts Missouri State Chapter Meeting 2007, St. Louis, MO, January, 26, 2007.

“The Orthopedic Single Specialty Hospital: Is it Still Possible. " Winning O ff tiie Field: The AOSSM
Practice Management Workshop, The American Orthopedic Society of Sports Medicine, Phoenix, AZ,
December 1,2006.

"The Attack on Orthopedic Providers at Federaland Stale Levels and Iluw to Defend Yourself " Winning
O ff the Field: The AOSSM Practice Management Workshop, Ihe American Orthopedic Society of Sports
Medicine, Phoenix, AZ, December 1, 2006.

"SuccessfulAdvocacy, " Panel Member, American Association of Ambulatory Surgery Centers Slate
Leadership Retreat, Scottsdale, AZ, October 28, 2006.

"Aspects ofFraud in Healthcare Valuation " The National Association o f Certified Valuation Analysts, 13'1
Annual Consultants’ Conference, San Francisco, CA (June 2, 2006).

"IfWishes Were Horses...The Use ofEmpirical Data to Support Healthcare Valuations™ New York Slate
Society of CPAs, Business Valuation Conference, New York. NY (May 15, 2006).

"The Attack on Specialty and Niche Providers " Beard Group & Renaissance Management, Inc, 2ndAnnual
Physicians Agreements and Joint Ventures Conference, Chicago, IL (November 3, 2005).

“Valuation StandardsSt. Louis Business Valuation Roundtable, St. Louis, MO (November 2. 2005).
"Presenting the Truth: The Attack on Niche Providers " American Surgical Ilospital Association, 5,h Annual
Conference & Exhibits. San Francisco, C'A (October 28. 2005).

"The Attack on Niche Providers” [Panel Discussion] Texas Orthopaedic Association, 2005 Socioeconomic
Summit. Austin, TX (October 7.2005)

"Development of Professional Standards: Update on North American Business Valuation Standards
Council™ [Panel Discussion] flic Institute o f Business Appraisers Midwest Regional Caucus 2005. Clayton.
MO (August 16, 2005).

"Buy vs. Lease Decisions" Building ()wncrs and Managers Association International, The North American
Commercial Real Estate Congress and The Office Building Show. Anaheim, CA  (June 25. 2005).
"Benchmarking Using the Association’s Statistics " National Association of Ilealthcare Consultants,
HealthCon 2005. Baltimore, MD (June 16, 2005).

"The Valuation of. Imbtdalory Surgery t 'enters and Outpatient Health Entities " I'he National Association
ofCertified Valuation Analysts, 12dl Annual Valuation Conference. Philadelphia, PA (June 2, 2005).
"Valuation ofMedical Practices in a C'hanging Regulatory and Reimbursement Environment. " Accountants
Global Network, AGN North America Regional Meeting. St. Louis, MO (May is. 2005).

"The Attack an Niche Providers " The American Association of Ambulatory Surgery Centers, 27'2 Annual
Meeting. Reno, NV (March 11.2005).

"The Valuation nfAmbulatory Surgery Centers" Hie American Association of Ambulatory Surgery
Centers, 27" Annual Meeting. Reno. NV (March 9, 2005).

"Making the Case For /Against Specialty Hospitals" [Moderator] National Managed |lealtli Care
Congress. 17th Annual Conference. Washington U.C. (March 8, 2005).

"Valuation of Healthcare Enterprises in a Dynamic Market Economy "Business Valuation Resources
Audio Conference. (December 2. 2004).

"Healthcare MAA Issues. " International Business Brokers Association (IBBA) Conference for
Professional Development. 1on Worth, IX. (Novemoor 12.2004).

"The Specialty Hospital Moratorium The Impact on Physician (iwiicrship of Specialty Surgical Hospitals "
Healthcare Financial Management Association (I IFMA) Tall Conference. Kansas City MO (September 16. 2004).
"The Valuation ofllealthcare Entities in a (*hanging Reimbursement and Regulatory Environment, "
American Academy of Matrimonial | awyers, Ohio Chapter 2004 Lake Las Vegas Confeicncc. Lake Las
Vegas, NV (June 25, 2004).
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LECTURES AND PRESENTATIONS (CONTINUED)

« "TheDon’sandDon 'lsofHealthcare Valuation: The Valuation ofHealthcare Entities ina Changing
Reimbursement and Regulatory Environment, " Institute o f Business Appraisers (IBA) - 2004 Annual

Business Valuation Conference. Las Vegas, NV (June 9,2004).
"The Surgical Hospital: Threat or Non-Threat to the Local Hospital, ” Academy Health - 2004

Annual Research Meeting. San Diego. CA (June 6, 2004) [Poster].

"The Surgical Hospital: Threat or Non-Threat to the Local Hospital, " American Surgical Hospital
Association - Third Annual Conference and Exhibits. San Diego, CA (November 22, 2003).

"The Valuation ofHealthcare Entities in a Changing Regulatory and Reimbursement Environment: A
Critical Update " Accountants Global Network - North American BV Share group Web conference
(November 13, 2003).

“Whistling Past the Graveyard: The Value ofProfessionalAppraisal Designations in a Changing
Regulatory and Competitive Environment*American Society of Appraisers - St. Louis Chapter
Membership Meeting. St. Louis, MO (April 24, 2003).

"From Spreadsheet to Wall Street: A PanelDiscussion on the Theory and Reality ofBuilding Value in
llomecare" American Association for Homccare- Leadership Conference. St. Petersburg, PL
(February 26. 2003).

"Butfor the Purported WrongfulAct: the Analysis A Valuation ofHealthcare Commercial Damages in a
Changing Reimbursement A Regulatory Environment™ Eastern Economic Association (session sponsored
by the National Association of Forensic Economists)- Eastern Economic Association Annual Conference
2003. New York. NY (February 22,2003).

"Healthcare Mergers A Acquisitions: Recent Developments A Issues” International Business Brokers
Association. Inc.-3 6 IhConference & Educational Program. Los Angeles, CA (November 16.2002).
"The Effect ofthe Changing U.S. Economy on Healthcare Valuation™ Missouri Society of Certified Public
Accountants— 2002 Healthcare Forum. St. Louis, MO (November 13,2002).

"Duped by Cries ofDuplication - The Failure ofCertificate ofNeed (CON) Laws " Missouri Society of
Certified Public Accountants - 2002 Ilealthcare Forum. St. Louis, MO (November 13, 2002).

"The Effect ofthe Changing U.S. Economy on Healthcare Valuation™ American Society of
Appraisers/Canadian Institute o f Chartered Business Valuator - 5"1Joint Advanced Business Valuation
Conference. Orlando, FL (October 25, 2002).

"Duped By Cries O fDuplication: The Failure of (‘ertificate 0 fNeed Regulation " Academy for Ileallb
Services Research and Ilealtli Policy - 2002 Annual Research Meeting. Washington, DC (June 23, 2002)
[Poster].

"lhe Effect ofthe Changing U.S. Economy on Healthcare Valuation: An Examination ofthe Impactof
Recent Events™ National Association of Certified Valuation Analysts-~"Annual Business Valuation
Conference. San Diego, CA (May 23, 2002).

“The Effect of the Changing U.S. Economy on Ilealthcare Valuation: An Examination of the Impact of
Recent Events" Institute of Business Appraisers 2002 IBA Conference. Washington D.C. (May 5, 2002).
“Valuation ofHealthcare Intangible Assets, ” Missouri Society ofCPAs (M SCPA)- 2001 Ilealthcare
Conference. Columbia, MO (November 13,2001).

"Valuation of Healthcare Intangible Assets: The Definition, Classification, and Determination of
Intangible Assets in Healthcare Service rector Entities,” Internal Revenue Service - Large and Midsize
Business & Engineering, Continuing Professional Education, St. Louis, MO (August S. 2001).

"Valuation of [lealthcare Intangible Assets: The Definition, <'/ossification, and Determination of intangible
Assets in Healthcare Service Sector Entities, " New York State Society of CPAs  Business Valuation
Conference, New York, NY (June 15,2001).

"Valuation o fHealthcare Assets: the Definition, (*(ossification, amiDetermination ofintangible Assets in
Healthcare Service Sector Entities, " Institute o f Business Appraisers - 2001 National Conference. Orlando,
FL (May It). 2001).

"Lessonsfrom Market Competition in [b* Athcare, " Institute o f Certified Business Counselors - 2000
Annual Meeting. Tcmpe AZ (September 22. 2000).
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LECTURES AND PRESENTATIONS (CONTINUED)

"Lessonsfront Market Competition in Healthcare: Love Everyone, Trust No One & Paddle Your Own
Canre," American College ofHealthcare Executives- 2000 Congress on Healthcare Management.
Chicago, IL (March 29, 2000).

"Developments in the Valuation ofHealthcare Service Businesses, ” Business Valuation
Association of Chicago. Chicago, IL (March 23, 2000).

"The Valuation ofHealthcare Entities in a Changing Regulatory and Reimbursement Environment, "
American Society of Appraisers- 18hAnnual Advanced Business Valuation Conference. New Orleans, LA
(October 29, 1999).

"Love Everyone, Trust No One, A Paddle Your Own Canoe, " Institute o f Certified Business Counselors -
Annual Meeting. Portland, OR (October 1, 1999).

"Healthcare Business and Industry Research and Its Application: The Internet and Other Sources, " CPA
Associates International— Medical Professionals Seminar. Denver, CO (August 17, 1999).

"doing Ambulatory: Development ofa Plan," Ambulatory Surgery Centers - Keys to Business Success,
FMR Communications, Ross & Hardies. Chicago, IL (October 13, 1998).

"PPMC Acquisitions o fPhysician Practices: Valuation and Consulting Issues, " Institute o f Certified
Business Counselors Annual Meeting. Tempe, AZ (September 18, 1998).

"PPMC Acquisitions o fPhysician Practices: Valuation and Consulting Issues, " CPA Associates
International, Medical Professionals Seminar. Atlanta, GA (August 17, 1998).

"The Valuation ofHealthcare Entities, " St. Louis Business Valuation Round Table, St. Louis. MO (1998).
"Focus Group I: Valuation ofMedical Practices, " Institute of Business Appraisers 1998 National
Conference: The Future ofBusiness Valuation. San Antonio, 1 X (1998).

"Developing Successful Management Services Organizations, " Hospital and Health Systems: Strategic
Options and Practical Guidance, sponsored by FMR Communications. Chicago, IL (November 4, 1997).
"Anatomy ofan MSO Gone Wrong- Stabilizing and Restructuring MSOs, "Advanced Financial and
Operational Strategies for Management Services Organizations & Physician Practice Management
Companies, sponsored by IBC USA Conferences. Chicago, IL (October 31, 1997).

"Historical Review, "2nd Annual PRN Leadership Retreat— Physician Resource Network. Elkhart Lake,
\VI (February 14-15, 1998).

"Implementation Phase - Report on Group Services, Human Resources—Central Business Office, * 2nd
Annual PRN Leadership Retreat— Physician Resource Network. Elkhart | ake. Wl (February 14-15, 1998).
"Managed Care ( ‘ontracting, "2nd Annual PRN Leadership Retreat— Physician Resource Network. Elkhart
Lake. WI (February 14-15.1998).

"FinancialReportand Budget /Proforma, “ 2nd Annual PRN Leadership Retreat— Physician Resource
Network. Elkhart Lake. W1 (February 14-15, 1998).

“Introduction to Strategic Plan. Part I, "and "Strategic Plan, Partil, " 2nd Annual PRN Leadership
Retreat— Physician Resource Network. Elkhart Lake, Wl (February 14-15, 1998).

"Valuations ofMedical Practices, " 1997 Medical Professional Seminar, sponsored by CPA Associates
International, Inc. Baltimore, M I) (August 18-19, 1997).

"Valuation ofPhysician Practices: A Workshopfor Physicians ond Practice Management ('ompanies, "
Practice Management Financing Partnership, sponsored by Global Business Research, | td. Philadelphia, PA
(July 23, 1997).

"Anatomy ofan MSO Gone Wrong, " American College of Ilealthcare Executives Congress on Ilealthcare
Management. Chicago, IL (March 4. 1997).

"Valuing a Medical Practice from a Physician ‘v Perspective, " National | itigation Support Services
Association Educational and Networking Conference. I'empe, AZ (January 23. 1997).

"How to he an Effective Board Member ("hairpcrson,” PRN Board of Managers ( hairperson Retreat.
Kohler, WI (January 18-19, 1997).

"Research/Data Sources A ('apitat Requirementsfor Radiology Network Development, " The Radiology
Business Management Association Midwest Conference. Minneapolis, MN (October 29-22, 1990).
"Valuation ofHealth ('are Entities - An Update, " paper presented at the Pittsburgh ( Iviptcrof the American
Society of Appraisers, Business Valuation Seminar. Pittsburgh, PA.
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LECTURES AND PRESENTATIONS (CONTINUED)

" Valuation ofHealth Care Entities, in a Changing Regulatory and Reimbursement Environment,"" Clifton
Gunderson LLC, Valuation and Litigation Services Conference. Itasca, IL.

Acquisitions by Practice Management Companies (PM Cs) and Ilospital Companies in the Public Market,”
American Institute of Certified Public Accountants, New Orleans, LA (December4-5, 1996).

"Medical Practice Valuation, Operation and Sales," IBC 21MAnnual Meeting and Seminar (September 20,

1996).
"Did Marcus Welby Worry About Profitability?" LAWCO Healthcare Conference '96. Rochester, MN

(June 10-11, 1996).

"Hospital -Physician Affdiation/zIntegration//Acquisition: Developing a Plan and Agenda, "LAWCO
Healthcare Conference '96. Rochester, MN (June 10-11, 1996).

“The Anatomy of a Practice: Conducting a Management Assessment and Operational Review,”
LAWCO Healthcare Conference '96. Rochester, MN (June 10-11. 1996).

“Valuation ofHealth Care Entities in a Changing Regulatory and Reimbursement Environment, " North
Carolina Association ofCcrtified Public Accountants 1996 Health Care Industry Conference. Greenshoro,
NC (July 27-28, 1996).

"Practice Valuation Issues: What Healthcare Executives Must Know, "American College of Healthcare
Executives. Chicago, IL (March 10-14. 1996).

"Valuation o fPhysician Practices in a Changing Reimbursement and Regulatory Environment, " Global
Business Research. Miami, FL (January 24-26, 1996).

"Valuation ofa Medical Practice, " National CPA Healthcare, Advisors Association. Las Vcg,s, NV
(January 11-12, 1996).

"Introduction and BriefOverview ofCurrent Developments in the Health Care Fields" Developing a
llospital/Physician Integration/Affiliation Practice Acquisition Program. Ilealtli Capital Consultants (1 1CC).
Marriott New York Marquis, New York, NY (January 9. 1996).

“Identifying and Evaluating Potential Acquisitions and Affiliation Targets, " Developing a
Hospital/Physician Integration/Affiliation Practice Acquisition Program. Health Capital Consultants (I ICC).
Marriott New York Marquis. New York, NY (January 9, 1996).

"Marketing/Packaging Acquisitions and Affiliation Opportwu ies in Prospects” Developing a
[lospital/Physician Integration/Affiliation Practice Acquisition Progiam. Health Capital Consultants (I 1CC).
Marriott New York Marquis, New York. NY (January 9, 1996),

"Compensation Plans, " Developing a Hospital/Physician Integration/Affiliation Practice Acquisition Program,
[lealtli Capital Consultants (I ICC). Marriott New York Marquis, New York, NY (January 9, 1996).
"Misuse ofBusiness Valuation Methodology t rilical Solutions—Litigation Issues, " 1996 Conference.
Northbrook, IL (January 15, 1996).

"Yes, IVe Have No Bananas: Ihe Shocking Truth About the Market Approach,” Practice Valuation Study
Group (I'VSG). Charleston. SC (November 4. 1995),

"Issues in Valuing Health Cure Professional Practices, " Ohio Chapter o f the American Academy of
Matrimonial Lawyers. Columbus, Oil (October9.1995).

“Issues in Valuing Health Care Professional Practices in a Changing Reimbursement A Regulatory
Environment. " Business Valuation Association. Chicago. Il. (September 28, 1995).

"Valuation ofPhysician Practices in a (‘hanging Reimbursement C- Regulatory Environment, " Acquiring
and Integrating Physician Practices, sponsored by Global Business Research. Chicago, II.

(September 13-14, 1995),

"Risky Business The Valuation of Healthcare Entities in a (‘hanging Industry, " AICPA 1995 National
Conference on Divorce. Las Vegas, NV (June 14-16, 1995).

"Valuing Health ('are Professional Practices in a Changing Reimbursement A Regulatory Environment. ™
lllinois Society of CPAs, Chicago, IL (May 11. 1995).

"Trends and Developments in the Valuation o fHealth ('are Professional Practices in a ('hanging
Reimbursement A Regulatory Environment, " International Group of Accounting Firms (IGAF). Chicago, I

(May 9, 1995).
i lim iiiCvrirw fossil tanis
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LECTURES AND PRESENTATIONS (CONTINUED)

“Issues in Valuing Health Care Professional Practices in a Changing Reimbursement eft Regulatory
Environment," American Society of Appraisers, St. Louis Chapter. St. Louis. MO (March 15. 1995).
“The Emperor Has No Clothes—The Decline and Fall ofthe Excess Earnings Approach, ” Practice
Valuation Study Group (PVSG), New Orleans, LA (February 10, 1995).

"Issues in Valuing Health Care Professional Practices, " Effective Solutions Litigation Issues 1995
Conference. Northbrook, IL (January 16, 1995).

"Purchasing o fPhysician Practices, "National Association ofHealth Care Consultants (NAITICC), 1995
Joint Conference. Cincinnati, OH (1995).

"Valuation ofHealth Care Practices in a Changing Reimbursement Environment, " Colorado Society of
CPAs, 1994 Litigation Support Conference. Denver, CO (December 8, 1994).

"Trends & Developments in the Valuation ofHealth Care Entities, " Joint ASA/CICE V Conference. San
Diego, CA (November 4, 1994).

"Doing Business Across State Lines, " IBB A Conference. Nashville, TN (October 24, 1994),

"Trends & Developments in the Valuation ofHealth Care Professional Practices, " National CPA Health
Care Advisors Association, 1994 Services To Health Care Professionals Training Course. San Diego, CA
(July 29, 1994).

“Valuation ofHealthcare Practices in a Changing Reimbursement Environment, " AICPA 1994 National
Conference on Divorce. New Orleans, LA (June 7, 1994).

“Impact ofHealthcare Reform on the Valuation ofHealthcare Professional Practices, " Executive
Enterprises, Medical Mergers and Acquisitions Seminar. Dallas, TX (February 3, 1994).

"Valuation ofHealth Care Practices. " New York State Society of Certified Public Accountants
(NYSSCPA). Manhattan, NY (December 10, 1993).

"Legal it- Regulatory Impact an the Valuation A Sale o fHealthcare Practices, " Practice Valuation Study
Group (PVSG). Boston, MA (October I, 1993),

"The Impact ofHealthcare Reform on the Valuation ofHealthcare Professional Practices, " Nassau Chapter
ofNew York State Society of Certified, Public Accountants (NYSSCPA) Committee. (July 20, 1993).
"Valuation nfHealthcare Professional Practices,” ASA 1993 International Appraisal Conference. Seattle,
WA (June 29, 1993).

"Practice Management A Marketing,” Medical Society of the Stale of New York (MSSNY), State
University ofNew York, Ilealtli Science Center at Syracuse University Ilospital & St. Vincent's Medical
Centeron Staten Island. (June 5, 1993).

"Case Study— Valuation ofMedical Practices, " AICPA, 1993 National Conference on Divoiec. Las Vegas.
NV (June 1993).

"Planningfor Retirement, " Medical Society ofthe State o fNew York Conference. Syracuse, NY (1993).
"Valuation and Sale ofMedical Practices." International Business Brokers Association (IBBA)

Conference. Denver, CO (May 4, 1991).
“Business Valuation in a Changing International Environment," Ohio Society of CPAs Health Care

Conference. Columbus, O1 1.

QUOTATIONS AND CITATIONS

Monstcr.com. “How to Evaluate Your (‘ompany s Health Insurance (Bferings" (caroer-
advice,monster.com/sniniy-trends/l low-to-Evalunte-Your-Companys-I lcnlt/Llome.aspx) Accessed
November 1,2007.

llealthcare Corporate Finance News. “Institutional Funding Flows to Health Care" (August 2007).
Fairbanks Daily News-Mincr. “CON Process Not Helping Fairbanks Sfedical Costs” (October 15, 2006).
Outpatient Surgery Magazine. "What 's Your Surgery Center Worth'!" (August 2006),

Washington Policy Center "Failure ofGovernment Cam al Planning, Washington's Medical ("erii)icale of
Need Program " January 2006. (http://www.washingtonpolicy.Org/l lealthCare/PBBARNESCON.htm)
Chicago Hospital News. "Physician Agreements A Ventures Conference Produces Positive Results™ Vol. 3
- Issue 11 (January 2006), (www.chieagohospitalnews.com/current/default.asp?page=2&arliclelD 839)
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QUOTATIONS AND CITATION (CONTINUED)

Eugene Weekly “CON Job, Hospital certificate of need process leaves out consumers” December 15, 2005,
(vww\v.eugenevveekly.com/2005/12/15/conlroversy.html)

Chicago Hospital News. “Conference To Help Physicians ‘Think Outside Box". * Vol. 3 Issue 8

(October 2005), (www.chicagohospitalnews.com/archives/dcfault.asp?page=I&articleFD=77

AM News. "Anticipation key to dealing with cashflow shortfalls. " August 22,2005. http://lwww.ama-
assn.org/amednews/site/free/bica0522.him

Workforce Insights. "In Bush's Encore, Employers Can Expect Friendly Courts, Help with Benefits Costs. *
August 21, 2005.

Doctor’s Digest. "Resolving Practice Dilemmas." July/Aug. 2005.

Surgicenteronline. "The Medicare B ill Aftermath: Surgical Hospitals Pick up the Pieces and Plan their
Strategy" (http://www.surgiccnteronline.com/arlicles/411 featl.html) accessed on Mar.15, 2005.

Today’s Surgiccntcr. "Improving Your ASC's Operational Bottom Line. " Mar. 2, 2005.

Physicians Practice. "Be Your Own Landlord? How to Decide Whether to Own Your Space. " Feb. 2005.
Workforce Insights. "In Bush's Encore, Employers Can Expect Friendly Courts, Help With Benefits Costs "
Veritude (vcritude.com/ResourceCenter/PrintFriendly.aspx?id=1 132 accessed Jan.29, 2005.

Modern Healthcare. "The Surge to Merge " 2005 Mergers and Acquisitions Report, Jan. 24, 2005, p. 20.
(www.inodernheallhcare.com/r>rinlwindow.cms?artieleFd=34891£pageTvne=article).

2005 Manager's Guide to Surgical Construction supplement to Outpatient Surgery. "Are CONs Making a
Comeback?" Jan. 2005, p. 118-121.

Shannon Pratt's Business Valuation Update. "IBA Conference Heats Up Las Vegas" Sept. 2004, p. 13.

St. Louis Business Journal. "Sisters ofMercy Launches S226 Million Technology Upgrade. " Aug. 20, 2004
(http://stlouis.bizjournals.com/stlouis/stories/2004/08/23/story3.html).

St. Louis Business Journal. “B.ICFights United Healthcare Over Coverage. " Aug. 20, 2004
(http://stlouis.bizjournals.com/stlouis/stories/2004/08/23/storyl.html).

St. Louis p"siness Journal. "Merit Tells Tenet No Dealon Forest Park Hospital. *July 2-8, 2004,

Health I.  ors. "Sharing Bad Financial News Cards on the Table." Jun. 2004.
http://www.healthleadcrs.com/survival/article/54S54/print accessed on June 19, 2004.

Dynamic Ingenuity Inc. “Ethics Reference Guidefor Expert Witnesses,"
http://www.ethicsreferenceguide.eom/pages/l/index.htin accessed on May 29,2004.

Health Leaders. "The Flu Bug. " May, 2004. p. 14-15.

http://www.healthleadcrs.com/magazine/feature |.php?contentid=54546&categoryid=! 5

Health Leaders. "A New Course." April, 2004. p. 15.
http://www,healthleaders.com/magazine/featurel.php7contentid 53816

Physicians Praclice.com. "To Lease or Buy: Planning Your Approach to Capital Investments, *
(hup://www.physicianspracticc.ei>m/index.cfm?method=paro»t&submethod=dctails&ariiclejd=487&r=p).
accessed March 13, 2004.

Healthcare Real Estate Insights. "Is Competition Healthy?" Vol.2, No.3 (March 2004) p. 13.

Healthcare Real Estate Insights. "Specialty Hospital Hiatus: Debate Rages on in Wake nfMoratorium.
March, 2004. (http://www.hreinsights.eom/l IREI%20sample%20issue.pdl)

Dermatology Business Management. “Is a Specialty Practice Rightfor You? " March 200 I. p. 7-16.

The Detroit News. "Tribe 'vM RIPlan Stirs Dispute, " February 26, 2004.
(http://www.dctncws.coin/2004/busincss/0402/26/h01-75019.htm ).

Baltimore Business Journal. "Certificate o fGreed?, " February 23, 2004,
(http://baltimore.bi/journals,com/bnltimore/stories/2004/02/23/1bcus I. litml),

Ilealtli Plan. "Getting Physical Yields More Benefits: HealthPartners Study Links Moderate Increase in
Exercise to Reduced Health (‘arc Costs, " January/February 2004. p. 32-35.

Denver Business Journal. "Specially Hospitals Drawing Attention from Stale Lawmakers,” January 19.
2004, (http:/filenver.hi/jouiiuils.com/denver/stories/20044J 1/19/story5.html).

Today's Surgicenler. "The Medicare BUIAftermath: Surgical Hospitals Pick Up the Pieces and Plan Their
Strategy, " Volume 3, issue | (January 2001) p. 21-28.

(hllp://www.surgiccnteronline.coin/articles/411 feat I.litml).
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QUOTATIONS AND CITATION (CONTINUED)

« The Business of Medical Practice. David Marcinko. MBA, Ed. Springer Publishing Company (2004) p.298.

« The Business of Medicine. ""Quick Tips, " Winter 2003. p. 2.

+ St. Louis Business Journal. "St. Paul, Travelers Merger Could Bring Premium Rise, " November
21-27,2003. (hUp://WA\W\v.bizjournals.com/sliouis/stories/2003/I 1/24/story5.html).

* Health Leaders. "Backing Away, " November 2003, p. 30-34.
(http://lwww.healthleaders.coin/magazine/print.php?contentid=49973).

« Health Leaders. "A Heavy Toll, " August 20, 2003. p. 36-39.
(http://www.heallhleadcrs.com/magazine/print.php?contentid=47290).

+ Health Leaders. "Late to the Party? " August 20, 2003. p. 72-73.
(http:/Avww.healthleaders.com/magazine/Drint.Dhn?conlentid=47260).

« Qutpatient Care Technology. "Certificales-of-Need, " February/March 2003, (v. .vw.opctonline.net),
accessed July 30, 2003.

« Health Leaders, "Balance Sheet Shuffle, " July 7, 2003
(www.healthleaders.com/magazinc/print.php?contcntid=46552).

« American Medical News. "Ripefor Refinancing: It's notjustfor Mortgages Anymaore, "June 29, 2003
(http:/lwww.ama-assn.org/sci-pubs/ainnews/pick 03/bisa0602.htni).

« U.S. 1 "Lifein the Fast Lane," June 11,2003 (161.58.97.168/200306/3061lit) Llitml).

« University of Utah. "Practice Valuation: A Tough Job to Tackle Alone," June 10, 2003
(http://www.nied.utah.edu/physref/ppd/financc/fin5.html). (also found on
www.sliands.org/professional/ppd/practicc/finance/valiiation.asp), accessed June 10, 2003.

« Kansas Citv Star. "St. Luke's Proposal Tests Missouri 'sCerlificate-of-Need Law, "
(www.kansascily.com/mld/Kansascity/business/589269.ntml) accessed on May 20, 2003.

« Portsmouth Herald. “Health Experts: Consumers Biggest Losets in Hospital Wars, " (December 9,2002)
(www .seacoastonliiie.com/2002news/12092002/maine/2289.html), accessed May 5, 2003.

« Portsmouth Hiraid. "Health Experts: Consumers Biggest Losers in Hospital Wars, "
(www.scacoaslonline.eom/2002news/12092002/maiiie/2289.html), accessed May 5, 2003.

« Birmingham Business Journal. "Playing Slate's CON Game, " December 23, 2002
(htin:/lwww .hiziournals.com/birmineham/.slories/2002/12/23/slorvl .Inm["?t=nrintahle).

« Foster's Sunday Citizen. "Hospitals'Motives Questioned in Questfor New Cancer Care Center, ”
(www .fostcrs.com/news2002/dec_02/dcc08_02/news/dol208b.asp), accessed December 10, 2002.

« Physicians Financial News. "Succession Plans Preserve Value ofPractice™ November 15, 2002.

* Monslcr.com. “Health Insurance Costs to Jump in 2003: Find Out W lial this MeansJor Benefit Plans, "
(content.salary.monster.com/articles/benefits/liealthcost2003/), accessed November 14,2002,

« Monster.com. “Get Savvy About Sectors, " (internet iiionster.com/articles/innection/), accessed
November 14, 2002.

« Monster.com. “Medical Information Regulations Create More Jobs, "
(technology.aol.monster.com/articles/hipaa/), accessed October 3, 2002.

« St Louis Business Journal, "Committee Reviews Changes for Oversight ofHospitals," Vol. 22, no. 3
(September 28-October 4, 2001) p. 30-31L.
(http:/Iwww.bizjouriials.eom/stiouis/stoiics/2001/10/01/focus3.htinr).

e |IS People.com. "Making the Most ofF-Recruitment, "
(http:/lwww.hspeople.com/archivcs/iicw.shiiefs/072902.asp), July 29,2002,

* Monster.com. "Healthcare Keeps on Booming, " (uww.healthcare.monslcr.com/a ticles/jobovcrview/),
accessed January 12, 2001. (also found on www.hspcoplc.coni/archives/Ncwshricfs/D72902.usp), accessed

July 29, 2002.
* RcgAlert. "Missouri Orders ojRulemaking Department ofHealth and Senior Services 19CSR60-

50," (May 1.2002).
+ Shannon Pratt's Business Valuation Update. "1ICC Moves O/fice: Key Valuation Professional Achieves

ASA Designation "(October2001) p. 22.
+ Shannon Pratt's Business Valuation Update. "'Valuation o fHealth Care Assets " (June, 2001) p.3.
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QUOTATIONS AND CITATION (CONTINUED)

« The American Academy of Orthopedic Surgeons Bulletin. "Practices Use Hybrid Systems to Split Income:
Distribution Plan Promotes Vitality, Growth, Unity and Specialization,” Vol. 49, no. 2 (April 2001).

+ Physicians Practice, Inc. - Syndicated Content Package. * Valuation: One Job Not to Tackle Alone, "
[Available as 0f3/19/01 through MedChi: (www.medchi.org/Pearls/value.lvm)).

« iVlonster.com. “Healthcare Consulting: Play the Niches,"
(www.conlent.talentmarkct.com/contractor/freeagentgiiide/managingyourbusiness/aliveandwcll/) accessed

January 17,2001,
« Physician's Practice Digest. "Dollars and Sense: The Keys to Performing a Medical Practice Valuation, "

Vol. 11, no. 1 (January/February, 2001), p. 39-40.

« The American Academy ofQrthopedic Surgeons Bulletin. "Doctors Eye MBA to Compete, Some Say
Business Degree is Worthwhile; Others Disagree, " Vol. 48, no. 6 (December 2000).

« F.content. "Business Connection; Industry Informationfrom Consulting Finns, " (August 2000).

« The American Academy of Orthopedic Surgeons Bulletin. "Sell Your Practicefor Premium Price, " Vol.
48, no. 3 (June 2000).

« WchMD. "Another St. Louis-Area Hospital to Close: Experts Cite Industry-Wide Financial Pressures, "
Health St. Louis (stlouis.webmd.com) accessed on April 26, 2000.

« Appraisal Journal. "A Guide to Consulting Servicesfor Emerging Ilealthcare Organizations " |book review)

Vol. CS, issue 2 (April 1.2000).

St. Louis Business Journal. "Premier Care Bools Up to Help Doctors Do Billing, " (August 9, 1999) p. 12.

The American Academy of Orthopedic Surgeons Bulletin. "Selling a Practice, " Vol. 47, no. 2 (April 1999).

Milwaukee Journal Sentinel. "Doctors Group Loses ER Contract,” (March 11, 1999), p. ID, 3D.

The Green Bav News Chronicle. "Emergency Physicians Bootedfrom Hospitals, " (March 4. 1999).

Green Bav Press-Gazette. "Doctors, Hospitals Square O £” (March 4, 1999).

Green Bav Press-Gazette. "Competition in Health-Care Field Heating Up, " (March 3, 1999).

Between Rounds. "Planningfor Managed Cure Retirement, " (February/March, 1999) p. 9-10, 12-13.

Green Bav Press-Gazette. "Managed Health Care About to Get Checkup,” (January 19, 1999).

Green Bav Press-Gazette. "Competition Can Lead to Duplication, " (January 1S, 1999).

Physician's Managed Care Success Manual: Strategic Options. Alliances, and Contracting Issues. Scott

Becker, JD, CPA. Moshy (1999) p. 52.

Modem Healthcare. "Changing Partners, " Vol. 28, no. 49 (December 7, 1998), p. 28.

Green Bav Press-Gazette. "Fourth Hospitalin the Worksfor Green Bay?" (November 18, 1998).

Green Bav Press-Gazette. "Bay Care Expanding Services, "(November 16, 1998).

Green Bav Press-Gazette. "Bay Care Health System Faces Desertions, " (November 16. 1998).

Green Bav Press-Gazette. "Health System Faces Desertions, " (November 16, 1998).

Green Bav Press-Gazette. "Buy Care, Aurora Plan Health Care Partnership, " (November 9. 1998).

Shannon Pratt's Business Valuation Update. "Acquisitions/Physicians Practices, Valuations A Consulting

Services, "Vol. 4, no 11(November 1998).

« llandbook ofHealth Administration and Policy. Anne Osborne Kilpatrick Ed., James A. Johnson Ed.

Marcel Dekker, Inc. (October I, 1998) p. 330.

Green Bav Press-Gazette. "Health Care Groups Change with Time, " (June 30, 1998).

Green Bav Press-Gazette. "Planned Clinic Sparks Debate, " (June 30, 1998).

Green Bav Press-Gazette. "Managed Health Care May Lead to Duplication, " (June 30, 1998).

Green Bav Press-Gazette. "Surgical Center Opposed Two Local Hospitals, " (June 30, 1998).

Green Bay Press-Gazette. "Expansion Projects Aim to Improve Patient Care, " (March 28. 1998).

Milwaukee Journal Sentinel, "Green Bay Physicians to Build." (July 12, 1997).

Medical Economics. "Physician Practice-Managcment (‘ompanv Buyouts: Is Taking the Leap Worth the

Risk?" Vol. 74, no. 9 (April 28. 1997) p. 106+,

« Modern Healthcare. "Fixing Management Service Organizations. " Vol. 27, no. 8 (February 24, 1997) p. 49,

« Integrated Community Healthcare: Next Generation Strategies for Developing Provider Networks.
Christopher J. Evans, CI IE etal, (The I1I'MA Ilealthcare Financial Management Series,) Healthcare
Financial Managers Association (ILFMA), (1997) p. 66-67, 70-71, 89.92-93. 131-132.
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QUOTATIONS ANI) CITATION (CONTINUED)

Medical Economics. "Do YouNeed a Broker to Help Sell Your Practice? " Vol. 73, no. 18 (September 23,

1996) p.124+.
Medical Economics. "Your Broker May Represent Both Sides ofthe Deal, " Vol. 73, no. 18

(September 23, 1996) p. 130.

American Medical News. "Caveat Vendor (Sellers Beware!), " Vol. 39, No. 24 (June 24, 1996) p. 13-16.
Developing & Managing Physician Networks. "Negotiating a Compensation Package When Selling a
Physician Practice, " Vol. I, no. 6 (March 1996) p. 1+.

Medical Economics. "Getting the BestDeal When You Sell Your Practice/Do Stark Rules Inhibit Sales to
Hospitals?™ Vol. 73, no. 2 (January 29, 1996) p. 32+.

Exempt Organization: Technical Instruction Program for FY 1996. "Valuation ofMedical Practices, "
Charles F. Kaiser and Amy Henchey Department ofthe Treasury, Internal Revenue Service ATraining 4277-
048 (7-95) TPDS S4699Z) p. 419-420.

Jenks Healthcare Business Report. "Healthcare Leaders are Positive on 1996 Outlook; More Consolidation
is Expected, " Vol. 6, no. 6 (December 24, 1995) p. 1+.

MedCal Economics. "Should YouMerge or Sell—or Do Nothing? " Vol. 72, no. 23 (December 11,1995)

p. 'T 54,

American Medical News. "Leave Yourselfan Out, " Vol. 38. no. 26 (July 17, 1995) p. 12+.

Certified Business Counselor. "Capital Formationfor Small Business: Impact ofSBA Lending U.S.Senate
Small Business Committee Field Hearing, Senator Kit Bond, " (May/June 1995).

American Medical News. "The Urge to Merge, " Vol. 38, no. 14 (April 10. 1995) p. 1+,

American Medical News. "Growing the Value ofYour Practice, " Vol.37, ii 21 (June 27, 1994) p.25+
Medical Staff Briefing. "What Happens to Physicians When Hospitals Merge, Consolidate, and Acquire?"
Vol. 4, no. 2 (February, 1994) p. 1+.

New York Slate Medical News. "Viewpoints, " Vol. 5, no. 8 (January, 1992) p. 10.

Physicians Financial News. "Looking To Grow? Doctor's Squeezed by Credit Crunch, " Vol. 9, no. 12
(June 30, 1991) p. ]J+.

New' York State Medical News. "Viewpoints, " Vol. 5, no. | (June, 1991) p. 8,
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ASHNHA Comments on CS for House Bill 337 (HES Version 'N')
Prepared by: Rod Befit, President/CEO ¢ April 4, 2008

L Sectional Overview: Recommendation

m Section 1- Legislative Findings & Intent SUPPORT
Section 2 - Statewide Health Plan SUPPORT
Section 3- Re-define "expenditure” OPPOSE
Section 4 - Define "health care facility" & Repeal CON OPPOSE
Section 5- Add new definitions AMEND
Section 6 - Health Care Information Office & Reporting AMEND

* Section 7 - Establish Commission AMEND

* Section 8- CON Repeal Transition Steps OPPOSE

m Section 10- CON Study SUPPORT

m  Section 11 - Effective Date for Section 9 OPPOSE

m  Section 12 - Mandatory Reporting Effective Date SUPPORT

11 Sectional Analysis:

Section | -Findings & Inlenl: SUPPORT
ASLINI JAmembers agree with the policy statement expressed in this Section.

Section 2-Statewide Health Plan SUPPORT
ASHNHA members support the creation and regular updating of a statewide health plan.

Section 3-Re-define Expenditure o . OPPOSE _ _
This is a new section mod /ing the definition currently being used to determine which projects

exceed the dollar threshold that would trigger a CON review. This new language is unclear to
ASHNHA members as to how it would improve or clarify projects under review by the department.
In addition this new language only includes equipment when computing project costs. Current law
includes both equipment and property related costs. Current language is recommended over this

new proposed language.

Section 4-Define "Health Care Facility" & Partial Repeal of CON: OPPOSE

This Section would repeal CON in municipalities or boroughs with populations over 60,000 persons
not including recipients of public health care who are military or Indian Ilealtli Service covered. Ihe
effect of this language would be to effectively repeal CON in Mat-Su, Anchorage and bairbanks.
Repeal of CON would be detrimental to Alaska consumers, not helpful.

IB337 is being pitched as a way to increase competition and decrease costs, but it would have the
exact opposite effect. As stated recently in a St Louis editorial, the fact that repeal of CON does not

increase competition and lower costs is often *counler-inuitice."

The editorial goes on It) note that "lwisconsin and ohio both did away with their CON  rcipiirenwts. Hut

the promised savingsfoiled to materialize. What come instead wes.
B 26 new hospitals were built when Ohio"s CON low was repealed.
e S2 new multi-million dollarMR 1 and CT scan centers were opened.

Alaska State Hospital & Nursing Home Association, 426 Main St., Juneau, AK 99801 (907) 586-1790 1



ASHNHA Comments on CS or House Bill 337 (HES Version 'NO
Prepared by: Rod Betit, President/CEO « April 4, 2008

B The number of open heart surgeries performed in the state jumped by 38 percent. Many mere
Judgment alls, done at the discretion of doctors who otherwise would opt for a more conservative

approach than surgery.
B When Pennsylvania®s CON law was repealed, Ihe number ofMR I machines jumpedfrom 7S 1o 187

and capacity at cardiac catheterization labs jumped by 90 peroent.

“All that new equipment and expertise has to be paid for somehow. A 2001 study by Chrysler, Ford and
General Motors shows theeffact.  The study examined health costs over several years in eight slates, including
Missouri. Hfound that aosts were 11 to 39 percent lower in slates with CON requirements than in those
without it

"In a landmark study, Dartmouth University researchersfound that Medicare pays twice as much per patient
in Miami as itdoes in Minneapolis. The difference largely s because Florida patients are more likely to be
referred to medical specialists, where they often are given expensive tests and admitted to hospitals.

"'Put the patients in Miami don™t Iive longer or have a belter quality of life than those in Minneapolis. A more
recent Dartmouth study found that patients in cities where health spending was highest actually died sooner

than those where itwas lover."

Alaska would be taking a huge risk by enacting any repeal of CON absent empirical data that
increased competition and lower costs would actually come about. That data does not exist at the
present time. The most likely impact of repealing CON would be to further erode community
hospitals financial ability to provide needed medical services to everyone, including those who

cannot pay.

The amount of bad Debt that hit Alaska's hospitals increased by 55% between 2006 and 2007,
Nationally during this same period Bad Debt increased 14.1% Repeal of CON would reduce
hospitals revenue from more profitable service areas that are used to offset part of this growing Bad
Debt problem, and to fund the 24/7 areas of medical care like Emergency Departments.

Section 5 - Add New Definitions: AMEND

Some of the proposed definitions are helpful (#1112, 14 15 & 16) while two are not, #43dealing with
IDTFs versus a practice with imaging equipment and #A7 which attempts to define a "physician

office".
Definition #A3should be replaced with language from 1IB 345 that clarifies when imaging equipment
purchased for a physician's office is exempt from CON review. Adding this language in place of

definition A3 would also eliminate 80% of the lawsuits and appeals currently before the State on
imaging CON decisions that the Department of lleallh & Social Services has made in the last two

years.

Alaska State Hospital & Nursing Home* Association, *12G Mam St.. Juneau, AK 99801 (907) 586-1790 2



ASHNHA Comments on CS for House Bill 337 (HES Version 'N")
Prepared by: Rod Betit, President/CEQO « April 4, 2008

Definition #17should be deleted in its entirety as there is no useful purpose for attempting to define
what is or is not a physician office. Physician offices have always been exempt from CON in Alaska
and this proposed definition would simply create interpretive complexity to an area that is already

very clear.

Section 6-Health Care Information Office & Mandatory Reporting ~ AMEND

ASHNHA members strongly support efforts to provide consumers with better information to guide
their health care purchases but there are several amendments which are important to make to this
Section. Specificallyz

m Replace language on lines 12 & 13 page Swith new language that reads (1) information
about health care services, price, and quality to aid consumers in making health care
decisions; and"

m Add language on line 22 page 5 after the word ‘information' "with the health care
facility".

m Add gfter ‘and"' on line 1, page 7, a new #A1 that reads "(12) a list of physicians who accept
patients with Medicare coverage;" Renumber accordingly.

m Replace language on lines 12 - 14 page 7with new language that reads "(1) information
on costs to and hills payable by the consumer for health care services that include hoth
facility and physician components of care.

m Add new E and i: after line 27, page 8that add requirement for pharmacies and physicians
to report. It is critical that pharmacy and physician information be part of the data base
that consumers have access to in making health care decisions. New language to add:

» "(E) alicensed pharmacy; and
* "(E) a physician's office.

Section 7-Establish Health Care Commission: AMEND
ASIINI IA strongly supports creation of a I lealtli Care Commission. While there are several different

membership structures being proposed in different legislation, it is important that a Commission of
some structure is created.

It is important to note also that in this 11ES version of |1B 337, the responsibilities of the Commission
have been diluted to simply review and advise the Department on health care information reporting
rather than "approving” the process (see line 9 on page 11). ASHNHA strongly recommends
amending this section to give the Commission authority lo define the reporting requirements for each
health care category. The Commission is the more appropriate body for determining what is most
useful to consumers in weighing health care decisions that must be made.

Section 8-CON Repeal Transition Steps: OPPOSE
ASI INI'IA's members do not support any repeal of CON and therefore believe this section should be

deleted.

Alaska State Hospital & Nursing Home Association, *126 Main St., Juneau, AK 99001 (907) 586-1790 3



AS5HNHA Comments on CS for House Bill 337 (HES Version 'N")
Prepared by: Rod Betit, President/CEO « April 4, 2008

Section 9- CON Transition Regulations: OPPOSE

ASHNHA's members do not support any repeal of CON and therefore believe this section should be
deleted.

Section 10-C O N Study: SUPPORT

ASHNHA strongly supports completion of an Alaska specific CON Study to address the question of
what impact CON repeal would have in Alaska. Future debate of this topic would be enhanced by
identification of any data unique to Alaska that might shed light on any positive or negative impacts
that the Alaska CON process has had on consumer access and cost for health care services.

Section 11 - Effective Pate for Section 9: OPPOSE

ASHNHA's members do not support any repeal of CON and therefore believe this section should be
deleted.

Section 12- Mandatory Reporting Date: AMEND

This HES version of HB 337 continues to have a July 1 2008 effective date for reporting information.
Even with a staggered implementation of this provision for different health care provider types, it is
unrealistic to expect that the Department can actually begin receiving and posting reported

information prior to July 1 2000,

Thank you for the opportunity to testify and express ASHNHA's members' opinions about this
legislation.

Alaska State Hospital & Nursing Home Association, '126 Main St., Juneau, AK 99801 (907) 586-1790 4
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Good afternoon. | appreciate the invitation to the Antitrust Division of the U.S,
Department of Justice to share our views on the impact of Certificate of Need (“CON”) laws on

healthcare markets.

, MB.n.ame is Joseph Miller. |am the Assistant Chief of the Litigation 1Section of the
Antitrust Division. The Litigation | Section enforces the intitrust laws in awide variety of
industries, including healthcare markets. Our attorneys confer closely with a I,arqe team of
economists holding doctorates in the stud% of markets and their performance, including a number
with specialization'in the performance of healthcare markets. We also confer closely with the
attorneys and economists at the Federal Trade Commission, who have dedicated time to the study

of healthcare markets.

The Antitrust Division and the FTC have investigated and litigated antitrust cases in
markets across the country involving hospitals, physicians, ambulatory surgery centers, stand-
alone radiology programs, medical equipment, pharmaceuticals and other healthcare products,
Through that Work we have developed a substantial understanding of the competitive forces that
drive innovation in and contain the costs of healthcare. We regularly issue informal advisory
letters on the application of the antitrust laws to healthcare markets, and periodically issue réports
and general guidance to the healthcare community. For example, in 2003, we conducted 27 days
of hearings on competition and policy concerns in the healthcare industry, heard from
a?prommately 250 panelists, elicited 62 written submissions, and generated almost 6,000 pages
oftranscripts:1 As a result of that cflbit. we published an extensive report, entitled improving

Health Care: A Dose ofCompetition, Il JU|y 2004,

} Scope nf Remarks

The Antitrust Division's experience and expertise has taught us that Certificate of Need
|laws pose a substantial threat to the efficient performance of healthcare markets. By their very
nature, CON laws create harriers to entry and expansion and thus restrict free and open

~1This paper draws significantly from testimony delivered on behalf of the Antitrust
Division to the General Assembly and Senate of the State of Georgia on February 23,2007

1 ThIS extensive hearing record I largely available at
http://www.fic.gov/bcyiiealthcarc/rescarch/hcalthcarcliiMring.htm.
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competition. They undercut consumer choice, weaken markets” ability to contain healthcare
costs, and stifie innovation.

We have examined historical and current arguments lor CON laws, and conclude that
such arguments provide no economic justification for depriving consumers’ of the benefits of
free markets. To the extent that CONS are used to further non-economic goals, they impose
substantial costs. Such goals, purportedly furthered through CON laws, can be more efficiently
achieved through other mechanisms. We hope you will carefully consider the substantial costs
that CON laws impose on consumers as you evaluate whether to eliminate those laws in Alaska.

| do not testify today to discuss il ¢ details of the legislation you are considering. |am,
however, generally familiar with the issues before you and recognize them as issues that CON
laws present in other states and other markets. MP{ remarks, accordingly, will focus on the
impact of and justifications for CON laws generally

It is not the Antitrust Division’s intent to “favor any particular procompetitive
orgzamzanon or structure of health care delivery over otherforms that consumers may desire.
Rather, [our] goal is to ensure acompetitive marketplace in which consumers will have the
benefit of high quality, cost-effective health care and awide range of choices .. .”3 Our overall
mission is to preserve and promote economic competition rather than to preserve any particular

marketplace rival or group of rivals.
Il.  Importance of Competition and the Harm Caused by Regulatory Barriers to Entry

A, The Benefits of Competition in Healthcare

Our concerns about the harm from CON laws are informed by one fundamental principle:
market forcesmFrove the quality and lower the costs of healthcare services. They drive
innovation and ultimately lead to the delivery of better healthcare. Government intervention can
undermine market forces to the detriment of healthcare consumers.

~Inour antitrust investigations we often hear the argument that healthcare is “different”

ami therefore competition principles do not appI?/ to the provision of healthcare services. The
ﬁroposmon that competition cannot work in healthcare is simply not true. Engineers and lawyers

ave made similar arquments that competition does not work in their industries and, in fact
undermined other social goods advanced by their professions. Such arguments have been
rejected by the courts, an 8 vatc restraintS on competition have long been condemned.4 Indeed
at least since the Supreme Court's seminal 1943 decision in a case brought by the Department of
Justice against the American Medical Association, competition has played a critical role in

J Statements of Antitrust enforcement Policy in Health Care, August 1996, Introduction,
pg. 3(available at: httpv/w.vw.usdoj gov/atr/puhlic/quidelines/1791 htm).

4 p.i.e. I’ Superior Court Trial Lawyers Ass n, 493 11S 411(1990); Na’ionat Society of
Professional Tngincrrs V. U.S., 435 U.S. 679 (1978).



shaping the delivery of healthcare in this country.5 The Antitrust Division and the Federal Trade
Commission have worked diligently to make sure that private barriers to that competition do not

arise.

During our extensive healthcare hearings in 2003 we obtained substantial evidence
generally about the role of competition in our healthcare dclivety system and reached the
conclusion that vigorous competition amonq healthcare,Prowders “promotes the delivery of high-
quality, cost-effective healthcare.” Specifically, competition results in lower prices and Droader
access to health care and health insurance, while non-price competition can promote higher

quality.0

, This finding is not new. We saw in the 1990s the growth of managed care and the impact
it had on the cost and availability of insurance. Competition among and between hospitals and
th$|C|ans intensified with the development of managed care organizations. In addition to.
putting pressure on costs, ,mana%;ed care plans have pressured providers to use shorter hospital
staP/s and to offer alternative outpatient treatments, This evolution in health care purchasing led
to fower costs and increased choice without sacrificing quality. Moreover, lower costs and
improved efficiency made health insurance more affordable and available.

Competition also helped bring lo consumers important innovations in healthcare
technology. For example, health plan demand for lower costs and “patient demand for a non-
institutional, fnendlgl convenient setting for their surgical care” drove the growth of Ambulatory
Surgery Centers (A Csz - Ambulatory surgery" centers offered patients more “convenient
locations, shorter wait time, and lower coinsurance than a hospital department.”8 Important to
the success of these competitive forces in improving the delivery of care to consumers was the
availabilit oftechnolqgmal advances, such as endoscopic suagery and advanced anesthetic
agents.9 Thus, competition harnessed this new technology and brought it to consumers in the
lower cost, more convenient settm&of ambulatory surgery centers. The impact on traditional
general acute care hospitals led to those hospitals responding to the competition by delivering
more care, in a belter manner, in an outpatient setting, both at their own campuses and at
ambulatory surgery centers in which *hey invested.

Mnerican Medical Association V. U.S.,.317 U.S. 519, 529 (1943)

0 Improving Health Care: A Dose ofCompetition, ch. 3§ VIII and Executive Summary
at 4 (July 2004) ava||l§ble a http://www.ftc.gov/reports/heallhcare/040723healthcarcrpt.pdf. ¢a

Dose ofCompetition ).
2 1d., Ch. 3at 25.

8 Medicare Parment Advisory Comtuitions (McdPAC), Report to the Congress:

Medicare Payment Policy § 2F, at 140(2003), available at ,
http://www.niedpac.gov/publicalions/congrcssional reports/Mat0O3 Entire report.paf.

9 A Dose of Competition, at ch. 3at 24
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This type of competitive success story has occurred again and again in healthcare in the
area of pharmaceuticals, urgent care centers, and elective surgeries such as Lasik procedures, to
name lUSt a few. Without private or governmental impediments to their performance, we can
expect healthcare markets to continue to deliver these benefits.

0 CON Laws Create Barriers to Beneficial Competition

~ CON laws are a classic government-erected barrier to entry, and by their nature are an
impediment to the proper functioning of the market process. Accordingly, in A pose of
competition, the Federal Trade Commission and we urged the states to rethink their CON laws.D

1. Original Cost-Conlrol Reasons For CON Laws No Longer Apply

We made that recommendation in part because the original reason for the adoption of
CON laws is no longer valid. Many CON J)rograms trace their origin lo a repealed federal
mandate, the National Health Planning and Resources Development Act of 1974, which offered
incentives for states to implement CON programs. At the time, the federal qovernm_ent and
private insurance reimbursed healthcare charges predominantly on a ‘cost-plus” basis, which
provided incentives for over-investment. The hope was that CON laws would provide a

counterweight against that skewed incentive.

In considering this historicaléustjfication for CON laws, we need to keeP Clear that a
number of other arguments made today in support of CON laws were not part ol the rationale lor

their original adoption -
* CON laws were not adopted as a means of cross-subsidizing care;

* CON laws were not adopted in order to have centralized planning of the
location and nature of healthcare facilities; and,

CON laws were not adopted to protect the health and safety of the
population from poor quality medicine.

Instead, CON laws were adopted because excessive capital investments, spurred by the then-
current cost-plus method of reimbursement, were driving up healthcare costs. There was concern
that, because patients are usually not price-sensitive, providers engaged in a "medical arms race"
by unnecessarily expanding their services to offer the perceived highest quality services."

~ CON laws appear to have failed in their intended purpose of containing costs. Several
studies have examined the effectiveness of CONs in controlling costs, The empirical evidence

DA pose o) competition, lixecutive Summary at 2.

11 A Dose of Competition, Ch. S 0g. 12
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on the economic effects of CON programs has dem mstrated near-universal agreement among
health economists that CON laws were unsuccessfv Iin containing healthcare costs.2

In addition to the fact that CON laws have | cen ineffective in serving their original
Purpose, CON laws should be reexamined because the reimbursement methodologies that may in
heory have justified them initially have chan%]ed s gnificantly since the 1970s. The federal,
aovernment no longer reimburses on acost—E ush.sis. In (Congress repealed the National
ealth Planning and Resources DeveIoEmen Act | f 1974 Adaitionally, health plans and other
purchasers routinely bargam with healthcare prov ders over prices, Essentially, government
regulations have changed in away that eliminates the original justification for CON urogram.,.B

2. Protecting Revenues of It cumbcnts Does Not Justify CON Laws

Incumbent hospitals often argue that they should be protected a?a[r “additional
competition so that they can continue to cross-su' tsidizc care provided toi  Hired or under-
insured patients. Under this rationale, CON law would impede the en,tr?/m such healthcare
providers as independent ambulatory surgery cen ers, free-standing radm,ogy or radiation-therany
providers, smgzle— or multi-specialty physician-ov, ned hospitals, because if these new competitors
were to enter the marketplace, community hospiti Is could not continue to exploit their existing
market power over consumers. Put anotfier way, vithout CON laws, we would see new, higher-
quah%, low cost providers in the marketplace, wl ich would ,out competitive pressure on
incumbent providers, and deprive them of revenu s they could put to a charitable use. X

_ We fully appreciate the Iaudatory_goal of| roviding sufficient funding for communlt}/
hospitals so that these hospitals can provide healtl care services to those who cannot afford them
and for whom government payments are cither un ivailablc or too little to cover the cost of care.
But, we also want to make clear that the use of go /cmmcent banders to entry to fund indigent care
has costs. There are more efficient ways to accoir plish this goal without iricurring the costs of
impeding the proper functioning of health care ma 'kcts. Essentially, by protecting incumbent
hospitals from competition, CON laws allow dom nant hospitals to tax consumers through the
exercise of market power in order to pursue the ch iritable goal of providing care to other, less
fortunate consumers. Inusing t'  amding mcchai ism, however, the CON"laws may do more

harm than good.

D David S. Sallwver, Re%ulation of Prices ai d Investment in Hospital in the United
States, in 1B Handbook of Health Econamics, 1489-"0(A.J. Culycr & J.P. Ncwhouse cds., 2000)
(“there is little evidence that f 1970's era] investment tontrols reduced the rate of cost growth.”)

"4 pose oj Competition d 0. 10

BNote the irony of this argument: What started us laws intended to control costs have
become laws intended to inflate costs. Proponents of C ON laws now would use these barriers to
entry to stitle comﬁetmon, protect incumbent market pn ver, frustrate consumer choice, and keep

prices and profits high.



~ First, CON laws ha!in the consumers who would have chosen alternative, lower priced,
higher quality, or more convenient sources of care.

Second, CON_laws impose that cost without ang clear evidence that other desired social
goals are advanced. The evidence to date indicates that new competition does not undercut
community hospitals’ ability to fulfill charitable missions. Recently the federal %overnment
studied just this issue in connection with the emergence of single-specialty hospitals around the
country. The study found that, for several reasons, specialty hospitals did not undercut the
financial V|ab|_I|tY of lival community hospitals.b One substantial reason for this was that
specialty hospitals generally locate in areas that have above average population growth. Thus,
they are competmﬁ1 for anew and growing patient population, notjust siphoning off the existing

customer base of the community hospitals.

~ Third, new competition can force community hospitals to improve their performance. In
studying the effect of sin I_e—sgeqalty hospitals, MedPAC, found that the community hospitals
responded to the competition by improving efficiency, adjustin the|r_p_r|cm?, and éxpanding
profitable lines of business. Community hospitals encouraged physicians fo perform
procedures on the hospital campus by develop!n% centers of excellence and bwldmg physician
offices on campus. 7Overall, community hospitals affected b)ﬁspemally hospital entry =
maintained profit margins in line with national averages. Rather than undercuttln(t; community
hospitals, new entry drives them to do a betterjob. Thus, in addition to the harm fo the
consumers who would have chosen the new healthcare provider, CON laws harm society in
eneral by depriving it of the increased efficiency that competition would have brought to the

gealth care market.

3 CON Laws Impose Other Costs And May Facilitate Anti-Competitive
Behavior

CON laws apPear to raise a particularly substantial barrier to entry and expansion of
competitors because they create an opportunity for existing competitors to exploit procedural

B Report to the Con%ress: Physician-Owned Specialty Ilospitals Revisited, pg. 21-25
August 2006), available at http://www.medpac.gov/publicalions/congressional _ reports/
ug06_specialtyhospilal_mandatcd_rcport.pdf. ?"MedPAC 2000Repprtf‘3 (concluding that

physician-owned specially hospitals admit a lower proportion of Medicaid patients)

B Other studies have found that the presence of for-profit competitors leads to increased

efficiency at nonprofit hospitals. Kessler, 1), and McClellan M,, “The Effects ot Hospital
Ownership on Medical Productivity," RAND Journal of Economics 33 (3), —%—%FMZ).

T Greenwald, L. et al., "Specialty Versus Community Hospitals: Referrals, Quality, and
Community Bengfits," Heartn affairs 25, 10. | (2006?; 116-117. see atso Stensinnd J and
Winter A., Do Physician-Owned Cardiac Ilospitals Increase Utilization?" Hearth affairs 25 N0
1(200(). 128 %some community hospitals have responded to the presence of specially hospitals
by recruiting physicians and adding new cardiac catheterization labs).

6


http://www.mcdpac.gov/publicalions/congrcssional_

opportunities to thwart or delay new competition. Such behavior, commonly called “rent
seeking” conduct, is a well-recognized consequence of regulatory intervention in the market. B
Essentially, an existing competitor uses the hearing and ippeals process to cause substantial
delays, leading both the emstmq competitor and the new entrant to divert significant funds away
from dehvermg healthcare and to spend them on legal fees, consulting fees, and lobbying efforts.
Moreover, much of this conduct, even if exclusionary and anticompetitive, is unlikely to'be
subject to legal challenge as a violation of the antitrust laws because it involves petitioning of the
state government by the existing competitor.® Indeed, during our hearmgs, Wwe received
evidence of the ywdesPread recognition that existing competitors use the CON process “lo
forestall competitors from entering an incumbent’s market.”2

~ We have found that existin? competitors, at times with the encouragement or
acquiescence of state officials, go further and enter into agreements not required by the CON
laws but nonetheless facilitated by them. Two examples arise from West Virginia, and a third

comes from Vermont.

In the first West Virginia case, we found that a Charleston, West V|r?|n|a hospital used
the threat of ohjection during the CON process, and the potential ensuing delay and cost, to
induce a hospital seeking a certificate of need for an open heart surgery program not to apply for
it at the location that would have well served Charleston consumers and provided greater
competition for their business. Instead, the Charleston hospital successfully prevented the
P053|b|l|ty of this competing open heart ﬁrogram. The state authorities never had the o Bortumty
0 decide whether under the CON laws that Second program would have been approved because

of the unlawful agreement among the hospitals.

In the second West Virginia case, two closely competing hospitals decided to allocate
healthcare services hetween themselves.2 The informal ur?mg of state CON officials led them

to agree unlawfully that only the one hospital would apply for an open heart program and onlg
the other would apply to provide cancer sendees. Again, the stale took no official action an
consumers were deprived of the potential competition between these hospitals.

IS Joskow, Paul and Rose, Nancy, "The Effects of Economic Re?ulation " Handbook of
Industrial Organization, vol. 2, Sclunalensec and \M”jy, ed Amsterdam: Noitlil 0] and, 1989

B Eastern Rail. Pres. Conf V. Noorr Motor Brgt., Inc., 5 U.S. 127 (1961)

D A Dose ofcorpetition, Executive Summary at 22

y.l U.S. V. Charleston Area Medical Center, Irc., Civil Action 2:06 0001 (SDWV&
2000) (available at: http://www.usacj.gov/atr/cascs/1214400/214477 htm).

21 US. V MinefieldRegional Medical Center, Irc., 2006°2 Trade Cases 74916 (S|)

W.Va. 2005).
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, A third example comes from the State of Vermont. There, home health agencies entered
into territorial market allocations, again under cover of the state regulatory program, to give each
other exclusive %eograph[c markets. 2 That state’s CON laws prevented competitive entry, which
normally might have disciplined such cartel behavior, We found that Vermant consumers were
paying higher prices than were consumers in states where home health agencies competed against

each other.

. We have learned from these matters and others that CON laws have the potential to
impede competition in ways well beyond what is intended by their supporters.

1. Conclusion

My remarks are intended to convey to you our belief that CON laws impose substantial
costs on consumers and healthcare markets. In light of these costs, the Antitrust Division
believes that Alaska should carefully consider whether on balance its CON laws do more harm
than good. Let me close by encouraging you not to accept without careful scrutiny claims that
elimination of CON laws will visit significant harm on your state.

Thank you again for the opportunity to discuss our views on how CON laws affect
competition and consumers in healthcare. Twould be happy to take your questions.

~ mDepartment of Justice Statement on the Closing of the Vermont Ilome Ilealtli
Investigation, (Nov. 23, 2005) (available at: http://www.usdoj.jov/atr/public/press _ releases/

2005/213248 ),
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l. Introduction

The Federal Trade Commission (FTC) is pleased to have the opportunity to
discuss health care competition, Alaska's certificate of need (CON) laws, and Alaska
House Bill 337 (HB. 337). which would modify certain of Alaska’s CON laws.1 The
Commission believes that CON laws such as Alaska's can be a barrier to entry to the
detriment of health care competition and health care consumers, and that the legislature
should consider their repeal. The Commission’s conclusion is based on the joint
FTC/Department of Justice (DOJ) report, Improving llea in Care: A Dose oJ Competition
(Report or FTC/DOJ Report)/ its underlying research, and recent work by FTC staffand
the staffs of our sister agencies, such as DOJ and the Centers for Medicare & Medicaid
Services (CMS) of the Department of Health and Human Services As noted in the
FTC/DOJ Report, "fijhe Agencies believe that, on balance, CON programs are not
successful m containing health care costs, and that they pose senous anticompetitive risks
that usually outweigh their purported economic benefits

Congress has ehaiged the <ommission with preventing unfair methods of
competition and unfair 01 deceptive acts or ptactices in 0! affecting commerce.'l Pursuant

to us statutory mandate, the FTC seeks to identify business practices and legulations that

LIk 11 initially was invited to submit leslimony fep.udmy lilt 117, as tnliodueed on l.muaiy 22, 200K,
*minch would have icpcaled Alaska's C'oN lequimncias eennallv. a mine tvrcitl eoinmitlec substitute dull
also t'el'ae the o levant .Alaska house committee (bin nei vei available |>ubliely) would lepcal only eeiiam
ot Alaska's c <IN tcqiiiiemenls, bill leave ollieim sueli as ihose ueauling musmc homes  mt.i |

"I QKM I'KAIZLL" IMMISSION&. [lil 1) CARIMIm <1 sumki, IMITKIVNO m Al JIK’aKl A 1119 O
i OMM IIIION" (inly, 2004) (heiematici * IMI'KOVINO Hi’Al 111C aiu )

1ld at I'Xeeilliee Siimin.uy. p 22

4 Federal li.ule | ommission Atl, I'ilINC ' s'm



impede competition without offering countervailing benefits to consumers. For several
decades, the FTC and its staff have investigated the competitive effects of restrictions on
the business practices of health care providers.5 Included in that general body of health
care competition work have been hearings, studies, and reports addressing issues raised
by CON laws.

Specifically, the FTC/DOJ Report discusses critically the role of CON laws in
health care competition, both as a distinct policy issue and as an important component of
other health care competition issues, such as entry problems in hospital markets. 1he
Report broadly examined the state of the health caie marketplace and the role of
competition, antitrust, and consumer protection in satisfying the preferences of
Americans for high-quality, cost-effective health care. The Report was base n, among
other things, joint 1 1C/DOJ hearings that took place over 27 days 1'iom February through
October 2003, following a Commission-sponsored workshop on health care issues in
September 2002 The FTC and DOJ heard testimony from about 240 panelists, including
representatives of various provider groups, insurers, employers, lawyers, patient
adv ocates, and leading scholars on subjects ranging from antitrust and economics to
health cate quality and informed consent fogether, the heatings and workshop elicited
wimen submissions fiom interested parties Almost 6,000 pages of tianscnpis of the
healings and workshop and all wntten .submissions are available on the (‘ommission

website, www lie gov In addition. | IC and DOJ staffs undertook independent lescaieh

foi the Report

Mt 1 cleiil 1 mile Commivsum, /+TC Aniilm \i/U-iiom m Health (W ServicesandI'nuhuls (Oct 20(H),

Kiiulal'tic ii liii]>."/waw 1k gtw/In 4u ugil.ileld |(i.Mjull



In this testimony, the Commission focuses specifically on a few of the issues
discussed in the Report that address CON laws and new entry into competition among
health care facilities. Three main points require attention:

® First, vigorous competition among healthcare providers, such as hospitals,

clinics, and nursing homes, usually benefits consumers through better and
more varied services and, in some cases, lower prices. CON laws were
designed to create barriers to entry for new healthcare facilities or providers to
contain the costs of healthcare services. CON laws, however, have not been
particularly effective in controlling healthcare costs, while posing significant
risks to competition. In particular, CON laws can retard the entry of firms that
could provide higher quality services or lower prices than those offered by
incumbents, depress consumer choice between qualitatively different
treatment options or settings, or reduce the pressure on incumbents to improve
qualitative aspects of their own offerings Policymakers would be wise to
consider reviewing all of the actual costs, benefits, and consequences -
intended and unintended of a regulatory system when assessing that
system’s future

* Second, the CON icgulatory system creates both the incentive and means by

which an incumbent healthcare piovidei can use the ':gulatory system itself to
delay effective competition, independent of the demand lot add tonal
healthcare services |Ins additional loss of competition is a kvlici rcgulatoiy

cost that must he weighed in the balance when assessing lie pi die interest



» Finally, Alaska currently Las one of the most stringent CON laws in the
United Slates. House Bill 337's proposed amendment of this law would
eliminate or reduce barriers lo entry for a broad range of healthcare service
providers, including small entities that might then be able to thrive as never
before.
These points are addressed more fully, below.
. Discussion
A. Provider Competition Generally: Competition has important benefits in
health care services markets, just as it has in the multitude of markets in the U.S.
economy that rely on competition to maximize the welfare of consumers. Competitive
pressures can lead hospitals and other entities to lower costs, improve quality, and
compete more efficiently. In particular, competitive pressure may spur new types of
competition In some hospital markets, new entrants specialize and provide only a
limited portion of the in-patient and out-patient services that general hospitals tend to
provide.0 Elsewhere, health care services once delivered only in large hospitals - and
rcginimg overnight stays - may be peifoimed mote conveniently and less invasively, at
lower cost, in outpatient settings. In addition, both traditional pioviders and new entities

have explored new means to expand access to basic health care by, for example.

" w5t generally | ‘repot ed Statement of the letleral 1) title (‘ommission, Hefore the S Sn/iettiimi thi Federal
Financial Mtiihigvinent, liov't Information ami Im Set nnty of the S f'omni. on Homeland Set nntv mi,/

i 1,i\ el nincillnl Affairs, on Avn Entry into Hospital (‘ompeniton (May 2-1. 2005) (rejjiirding, e g , new
specialty hospital entry), available at

http //www lie ci>v/ps/3()05tU5/05340Sncweniivintuln>spit:ilcoinn pill, w.valso |/NI111) Sia 1is L)ia*1
lit Al [l AND Homan srkvn.is. Final REPORT TO THECONITRHSS ANOSIKATEOQtC IMI'l EMENTINCI I'l.an
Rh.'Uiki uundi k Si-nnw sooreu rm |)i neir Ki ih'ciionAi ior 2005 (20¢i6) Ihe.'cmal.er* [lllsi-tmai
I ToKI"), <ntillable at Imp /LUt U curs liln em /PliysicitinSolfliefen al/Oba DRa Reportsasp
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establishing limited service clinics that can provide more convenient and lower cost care
and bring more consumers imo contact with the larger health care system.7

Although new strategies for lowering costs and enhancing quality are emerging,
competition is not as effective as possible in most health care markets, because the
prerequisites for competitive markets are not fully satisfied. Of particular concern for
today’s purpose is the extent to which state regulations can create barriers to entry in

health caie markets, without conferring countervailing benefits in quality of care or cost

containment/

At the same time, the empirical evidence generally does not indicate that CON

laws control health care costs. * Recent broad studies analyzing both national and state

7Set', i'i;,, 51 C Slafl Comment Before Ilio Massachusetts Department of public Health Concerning
Fioposcd Regulation of Limited .Service Climes, 1-2 (0Oct 2007)

"In discussing competition concerns raised by CON rcquiicmenls. the Commission docs not mean lo
'Uggest that slate CON regulations aic the only legulaloiy impediments lo competitive forces in health care
matkets for example, in testimony bcfoie ihe House Committee on l-ncrgy and Commerce on May 12,
2005, Maik McClellan, then Administrator of CM S, reported that CM S, following us own study of
specialty hospitals pursuant to congressional direction, would analyze and reform Us payment ulus "to help
ieduce ihe possibility that specially hospitals mav take advantage of impiecise payment rates in the
inpatient hospital piospective payment system™ and "to diminish the divergences in payment levels (foi
ainlHilntory surgical centers) thai ereale artificial incentives foi the creation of small oilhopcdic or suigical
hospitals ™ J'euniiiniy ofMark H McClellan, M 1) . 1"l D .Administrator, Centersfor M nluaie t(
MedicatdSo vices. Before the I'! ('amin on finciy,"om | ('omntercc Heartin', “Specialty Hospitals
.hressing Then Role in the Delivery oj Quality Health Care, "(May 12, 2005), available at
http t wvvw hlis gov/as | iestily/1050512 litml..veeaha Truuuony o/ Mark I! McC Tcllan. M D
ehhninislratnr, Centers ja< Medicare ti Medican/Setvices, on I'liys'cnni-llssiiciSpecialty Hospitals Bejoie
available al hup /.'www libs yav/ashtcstily/10b0S/7h blnil

LBt 1),

the S finance (onnn (May 17,2006),

Improving lit Al 111 CAKI. supra note 2, al C X, at pp 1-6 Although the larger body of CON lileiatuie

including anecdotal rcpoits and small, mieontiulled studies presents somewhat mixed conclusions oil cosl

savings, the conelustons ol the f ICVDOJ Repoil and stall uscauh have substantially been borne out by
moie icciiit, sophisticated laigc-scale data analyses and literature leviews "|0|n balance, the most
methodologically sound studies have found that CON has no clfeet or actually meicases boih hospital
spending per capita and total .spending per capita " CIKISTOPIIIK 1 tONOVi U« Frank A Sio\N,

I-VAt UATION IU-CI Kill K'ATI: OF NI 1B IN Mtf 1IK.AN. CI Nil R1OK I IfAT 11l I'0l.LK'Y, | AW ANY)

Manai.i.mi Nr lirrv SaniordiNsmtui: oi I'uni u I'oi icv,Doki Univi ksiiy, A Ritoki to tin
MICHIGAN DI I’'l or ComMUNIIY 111 ai ill, to (May 2U0.U (reviewing literatme and discussing national and
Miehig.in-specitie malenal legaidmg acute care (hospitals, MK1 seiviees, cardiac setvices) CON laws)
(hereinafter “Conovi k2c Si OAN, RI.PORI lo Mir UK.an"), Washing ion Sta Il JoiNI I.CGISI AlIVI

Amhi \nd Ki vii wCommit ii i. JI.LARC), Fin ois oi cntm k atkoi Niinand Its Fossihli Ki imai.. |
(.lan N IbO'f) (* flic study Ibund Ihal CON Inis nol eontiolled overall heallh care spendmu or hospital co Is



data reveal "litiie evidence that CON results in a reduction in costs and some evidence to
suggest the opposite.” 10 Studies also fail to show any consistent increase or surge in
health care spending when states remove or modify their CON requirements.1l

Barriers to entry can affect qualitative competition as well. As the Report noted,
state CON laws can retard the entry of firms that could provide higher quality services
than those offered by incumbents.12 That may tend to depress consumer choice between
qualitatively different treatment options or settings,1 or it may reduce the pressure on

incumbents to improve qualitative aspects of their own offerings

Hic study generally found cither conflicting or limited evidence about the effects of CON on the cost of
non-hospital services, and on die quality and availability of the various health care services ") Daniel
Sherman, Federal Trade Commission, The Effect OF Slate CEiuincArE-oF.-NEEn Laws on
Hospital. Cosis an Economic Policy Analysis, iv, 58-60 (1988) (concluding, after empirical study of
CON programs* effects on hospital costs using 1983-8'! data on 3,708 hospitals, that stiong CON piogiams
do not lead to lower costs but may actually increase costs), MONICA NoETMEK, FEDERAL TRADE
Commission, Competition amono Hospitals 82 (1987) (empirical study concluding that CON
icgulatton led to higher piices and expenditures), KI ITU 11 ANDERSON & David 1Kass, F.DEKAL 1KADE
Commission, Certiiicateoi Need Regulation ot Eniryiniollom| Illai thCaiu;. a Mir n-
ProDUct Cost Func IION Analysis (2986) (economic study finding that CON icgulatton led to higher
costs, and that CON regulation did lillle to further economies ofscale) lulcJ,Commonwealth of
Virginia. Kiportoi the Joint Commissionon Hiai thCare. House Doc No S2, Study oi
Virginia's Certificate or Puui.icNeed (COPN) Program pursuant u>111* 1302 0i 1996 (1997).

(" lieie is luile evidence of significant COPN impact on aggregate health expenditures, I>ut llieie is

evidence of savings Ibi speclire services tovcicd hy COPN") /;/ at l,available al
Imp .leg? slate va ns/dIsliX-s.I.K s nsf/Hv »Yoai'l ID821 '>97-Mile/I 1DS2 1997 pdI'Mtcsi m.,mi 129F6A 31P
1183-167F .-xl.esewM D/TsI'VI S1LUnllll-pAAAD'0a0U'i*hiM sc,hi icnunc~I11)82 1997 pdl (fuit

checked 1/31/0S)

- CoNovi |i & SLOAN, KI p">I lo Mu MR.an, \a,ra note *al VIl (discussing national and Michigan-
specific matcnal regaidmg acute care (hospitals, MR | services, cnidiac seivices|CON laws), < at 30- 31

111 UNOvt [<AND St ilAN also icpoit dial, " (iJii must slates that IHied CON, pel capita spending on liospil.il
and physician sciviccs (telatise to the 113) has icm.imed below the-11S avctage following temov.il ol
CON*‘) e at $0. vecn o thlstnphCI | Conover and Frank A Sloan /M 'S shiiiavini < creificetii-<i-ne<i
Regulations / 1ail 1a a Siaxe M weai1en (are Sjieialmg 2= ! ft Mill Put,'y & 1 Aw -8 (1998) t *no
evidence of a stii.ee in aequi.siiion of facilities oi hi costs billowing icniov.d ol a C<IN' ®¥ OS

Improving Hi At tiit- ARi. w//nvmote2, alt S.p ¢« (citing llosp t'oip of Am . I106FTC 36!.-195
(1985) (tipmioii of the CoimmssKui) (staling that *( ON laws pose a veiy subsianiial obstacle to holli new
entry and expansion nflied capacity in die Chattanooga maikct" and that "the veiy puipose of the CON

laws is to icstiict entiv")

With H'gaiil In hospital m-ukcts, see. eg , I[I'1S FINAL Ki Puttl,supra note /* at Id (repotting "qualUy id
isue at least as good as, -iikl ill some eases hiTtct than, c.uc piovulcsl at local eompclitoi hospitals” lor



B, Incumbent Lobbying ,iiul Petitioning Protections: When new firms
threaten to enter a market, incumbent firms may seek to deter or prevent that new
competition. Such conduct is b> no means unique to health care markets; it is a typical
reaction of incumbents to possible new competitors. In certain circumstances, such
conduct may violate the antitrust laws.11 Certain anticompetitive conduct may, however,
be shielded from antitrust scrutiny. The Noen-Pennington doctrine immunizes from
antitrust liability conduct that represents petitioning the government, even when such
petitioning is done "to restrain competition or gain advantage over competitors.” b
Moreover, ihe state action doctrine shields from antitrust scrutiny many of a state’s own
activities when a state government is acting in its sovereign, legislative capacity.l

In the context oi health care competition, the combination of these two doctrines
can offer antitrust immunity to providers that wish to lobby state officials to impede the
entiv of potential competitors, by denying or delaying the CONs required for operation.

State CON programs generally prevent firms from entering ceitam areas of the health

catdiac cate, as well as “veiy high" patient satisfaction in cauliac hospitals and orthopedic specially
hospitals) (citations omitted) In addition, specially hospitals appeal to oiler shoilcr lengths ol slay, pci
pinccduic, ihan peer hospitals SeeMedicare I'aVmi n i ADVISORY <‘ommission, KI lIuri ro iin
Congress Physician-Owned Si'kciai IV Iloswiai s, 15-17 (Mai 2005) (hereinnlici Mi.dPACKM-ord
MedPAC was directed lo tcpoii lo Congress on ceilam issues teg.udinp specialty hospitals under the
Medicate Piescnption Ding. Inipiovenieiit and Modeim/alinn Act of 2007 /,/ at vti

"Vo-Improving niaL.’ 'k Aiu. vufir</noie 2. at 1'i-1fi. eh |.al 71-77,eh V at 22-27

* Ajulrx Phaiin V Miovail, 25(» 1 7d W . 817 (I) C Cu 2001). an timed, 122S CI 1105(2002) lhe
doclnue is named loi the scnitn.il cases that healed il hasten) K K P’icsidcnis Coulcience v Noeir. 765
CS 127 (IV(il), aint United Mine Woikeisv Pennington 7X1 ws <s7(100§)

Paikei v Blown. 717 11S 741, 751(1447) 1he stale action ilociinle alsi> immuni/es from antihusl
seiulmy llie actions ol otliei enlilics and ituliv uluals if they me acting in liutliei.utce of a cleatly niliculaleil
stale policy and aie aeltvcly stipeivised hy the Male Wi- e ¢ . California Rel.nl | upior Dcaleis Assn v
Midcal Alummuin, 44S U S 07. 105(14X0)



care market unless they can demonstrate to state authorities an unmet need for tlieii
services. Because that demonstration can be time-consuming and costly, it may delay or.
at the margin, prevent the introduction of certain needed facilities and services.I7 Indeed,
limiting competitor entry and raising competitors’ costs may both be incentives for
incumbents to seek to abuse the icgulatory process. The FTC/DOJ Repoit concluded that
“incumbents can too easily use CON procedures to forestall competitors from entering an
incumbent’s market.” IS To the extent they are successful in doing so, incumbents may

preserve their market shares and revenue streams without enhancing their own operating

efficiency or providing health care savings to the state or its consumers.”

C. The Scope of Alaska CON Law: Alaska's current CON law is among
the most stringent of such laws in the United States. Many CON programs trace their
origin to a repealed federal mandate, the National Health Planning and Resources
Development Act of 1974,"" which offered states powerful incentives to enact laws

implementing CON programs 71 By 1980, all states except Louisiana had done so.2

ISee, " r., IMI'KOVINO MI Al lilt ari . \upiii note 2. ;il C I, p 25 (noting Hint npptoval ol a CON "tun
lake anywhere fiom IS months io several years," and ih.it icgulntoiy delays front C( >N npptovni aie in
addition lo those imposed hy, Idr example, tinditional licensing ieqimcmecnls)

hi nilxee Smniri .at 22

eS.. i'u, MI nI’AC Ui I'fijtl at )()*11 ( Some coinmiiiiily hospital adininisli.ilors admil Ih.il eouipetilinn
svith specially hospitals has had sonic positive elleeis on community hospitals' opeialioiis’)

Fuh | ytr.Il. SKSlal 2225 (ID75) (codilied at 22U S( 8§ 300k*.A0tlne )/ms/m< 'uh 1 yy-ififil), §
1)1, 1(H) Si.it 1700 (I'W.)

1Sec John Mii.ls, 2 dli.ai. iii Caki: a Aniiihi.'si i.aws Pkiscipi isei; I'raciici ( ir. l.at ir>2 (joot)
(noting Illint Nit* Icdctal Ileallh I'lannme Acl icquned piovnlcrs to *ol>lain slate approval a 'certificate ol
need’ hel'oie spending set amounts on cngil.il investments oi adding new health eaie services ")

See, t i;  On Oeritfn'iilc nfNeed Hef'tiltilion /lc<innn on It.ii 3J2 Hefoie the Senate Comm On Itcnhh
milllhiiuon Senice\ (Ohio 10KV) (Statement »d Mark I' Kindt, I 1C Regional Direetoi)



Congress repealed the federal law m 1986, however, and many states have repealed or
revised their CON laws in the years since. Fourteen states have eliminated their CON
requirements altogetherland, although a substantial number of states continue to
maintain CON programs,'4they do so "often in a loosened form compared to their
predecessors."' 5 Remaining CON laws may address only specific types of health care
facilities - such as hospitals or nursing homes,"  exempt certain types cf health care
facilities,'7or apply broadly to health care facilities improvements of a greater

magnitude." In addition, certain CON laws may be pending repeal according lo a sunset

provision.*y

St, e, National Conlciente of Slate i.e*zisl.uuics <\Pli/iaur of Niv) Sate Ihallh | awvsmid
I'royrmn.s (update*! Nov 2007) (CON laws icpealcd or not in etlcet in CA. A/. NM. IX, KS. CO. 111.
wy. If), s1), N1). MN. IN. mill JA). aiailaliL* til hup Scwu- in ®nip pinginim hedihccn I-noej hint (I
checked 01/25/08)

“Mil | uisTa note 21, § [(» 2. al 16-1 (slating iliit "C()N laws icmniti in many states mid the |hstriel ol
(. olumlua™) rjmte iccciilly, | loiida e\empte<l tiorn CON requirements new adult open heait .nigeiy and
angioplasty programs .it genet il hospitals and the addition ot M s to exuding hospital stiuetuies Ha Mill
SI 1117.10 (elteelive July 1, 2001), mnmidmy J[ \STA| ell 108 0*6, 0161 (20(H)

Mills, ‘ii/ira tiole 21, 316 1. ,ii Ifi-2 lo ton Sec,d\o 10l M No holsctal, Atm\fivici t-mr* \ .V.v.on
lavinyli lo th/i\¥Mrefin nt Intitin (/<o Sijhom "<oitftatinc i* Himiri. 2% 1 M LUAIT MI<s |, I {
(Mai 'Api 20111) (noting that <(»Nprograms "eioJcd thiongh the 1190s")

Sis ry ()JA( Ann 17(]]. " 05 (20 (7) (icg.u hng onlv cell.mi activities hv "long Icnii *aic" facilities in
tHim), KR S Net) § | >82Lot(2uu 'i (tON coversonly ceitam uctmiies related to long-term erne and
rehab lieds in Nebraska), «)]<S §-112 ~15(]) (2008 1(icguiding "any new' liospil.il ot new skilled iilii-.uig oi
inteiiiiedi.ilc tate seiviee ot facility" tni hccoii. suhjewt to eeilain exc loanns)

["i example. (‘mitwcliim law exempts ttriic.il .ueess hospital beds and related equipment horn the
State's r(IN law> .S'i'i'Comi lieu Slat  Ila--is7,i (7007). wenAu Hu Siit § <108 (Hol (?riu't)
(leg.mlinig CaidioSa .cul.il wish .vand ... Hinthedonic). . Slat , ... 0%6 (2007/

[ oi example x ounce lieul health tare luulmcs must obtain a i <N ptior to developing, expanding ot

do .nig ceit.nii scixiecs . ml expending nioic than SA million on a capita! piojcct Culnl (icn Slat f |i.i
6*8(a)(-1) (.'on?) IVIiaw.wr icqmics a <t>N lot the ext.ihlichmenl ol a new tacildy, hot only lor capil |

expenditures hv existing facilities m excess of SS 8 million (oi aliighei minimi based on inllation
adpislitleills lo the $8 8 million baseline) Vee 1C Del ( §1*111(20(17)

St*ee 10Del < §111 I (20U7)(miusvI pinvmun)



Alaska law requires a CON for any type of health care facility construction or
improvement of $1,000,000 or more, adjusted, "0 or the establishment of a nursing home
facility independent of that cost thieshold/1 In so doing, n places significant regulatory
buidens on the development or improvement of a very broad class of health care facilities
- not just major hospital initiatives and expansions, which may he subject to long-term
planning - but diverse outpatient clinic initiatives, which might otherwise develop
dynamically in response to market needs. Hie scope of current Alaska law thus stands in
contrast not only ro the laws of those states that have eliminated their CON requirements
altogether, but the laws of the many states that have more limited CON requirements.
Alaska's low CON threshold itself may be a special burden to the State’s health care
spending, as low CON thresholds have been observed to increase costs - relative to
higher thresholds rather than decrease them *

A degree of controversy may remain about particular issues addressed by certain
(i>\laws 1lhese include, for example, efficiency and possible conflicts of interest
concerns about certain categories of physician-owned specialty hospitals and access

issues foi iutal or otlici uiidetsetved ateas " However, the sweep of Alaska’s CON law

Alaska Slat 1K )7 (Mini) (200?) the statute contains an adjustment punumii, whereby the >1
million .lolLii llueshiiM may I"* uieicased by MO (Mill pci amim, between 2005 ami 201-! /< al §

h UI(H|(il)
"7 (X W0BLL)

A »Siptea' elyetnote 'h.i- Imitll <Jeeul deiline lit coslx associated with doubling ol all
thresholds)

Aii.. i . lesliuMliy ol M.uk Il Mel lellan, M 1), I'h 1) (21)1)81. mpra note- fs testimony ol M.uk It
Mi( leHan. M1), I'li 1) i.1)06), \n/n,i note k (reg.udinu <M S studies ot physu i.iu owned specially
hospital?, implrmeiiiaimn and teiiniii.ition id limited moiatoinln on new specially hospitals) Ilie
( ommission does not licit- intern! to analyze the details ot on, mig legnlalniy refotm at (M s designed to
addie |, special concerns ahoul certain limited types ol specialty hospitals (and related physician sell
ielert.il i sues) nr the vai unis bodies olresc.nch on whu h those lelonns aie based Ihe I 1(’notes, simply,



«

is much broader than required to address any of those more narrow and complex issues
and is likely to be detrimental to Alaska’s health care consumers. The Commission
recommends that Alaska carefully considei the evidentiary basis of these issues as they
may relate to Alaska health care consumers. |f the evidence and public policy
considerations warrant some legislative action, lhe Commission recommends that Alaska
consider regulation that is narrowly tailored to achieve focused health policy goals

instead of broad regulation of entry into the market for health care facilities

I, Con"ision

CON laws were adopted throughout most states under particular market and
regulatory conditions substantially different from those that predominate today and were
intended to help contain health care spending. The best available research does not
support the conclusion that CON laws actually reduce such expenditures. As the | TC
and DOJ have said, "on balance, CON programs are not successful in containing health
care costs, and . they pose setious anticompetitive risks that usually outweigh then
purported economic benefits ”'1 CON laws tend to create haulers to entiv for health care
service providers who may contiibute nr qualitative competition and provnle consumcis
with important choices 1l the maikei, but (ON laws do not, on balance, tend to suppiess
health cate costs ui aggregate health cate spending. Moreover, ( ON laws may be
especially subject tu abuse by incumbent provtdeis, who can seek to exploit a state"'.

CON pioc*ss 10 forestall the entry of competitors in then markets

[Iml most >'f die uelu.il .uiil potential licallli care enlilies subject lo Alaska C'<)N law arc not sntli specially
hospitals alid appeal lo tall outside the cotivems driving iln.se studies and icfoims

*IMI'jaWIMo it M. <"AM v « dole = ot Lxcculivo Silnuuaiv |i -



Alaska’scurrent CON law which House Bill 337 seeks to modify - is among
the most stringent of such laws in the United States. As a consequence, Alaska CON law
creates a barrier to entry tor a veiy broad range of health care service providers, including
small health care entities that may be ill-equipped to overcome it. The Commission
believes that both the breadth of Alaska’s CON law, and its low threshold, are of special
concern, as they may work to the detriment of Alaska health care consumers. In the
event that adequate evidence develops to support more narrow policy priorities, the
Commission believes that Alaska should consider regulations narrowly tailored to meet

those priorities, while immmi/mg the general costs to Alaska health care consumers
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Discover f-xcallcncn in Radiology

March 11™, 2008

AK State Capitol
House Finance Committee
Juneau AK 99801-1182

Dear Representative Chenault, Representative Moyer, Representative Stolze and other House
Finance Committee members

As an AK resident and healthcare administrator limplore you not to consider any legislation or
portion thereof (i.e. 11B 327,1I1B 337A/B, and HB 345), which recommends removal or
modification of AK’s Certificate of Need (CON) program. Thorough and unbiased research
needs to be accomplished prior to any such action given the potential negative impact such
legislation would have on the safety and quality of AK's healthcare.

I currently serve as the AK Area Administrator for Diagnostic Health and directly oversee a full
modality outpatient imaging center located in midtown Anchorage*. As a healthcare
administrator with over 15 years of experience, | have grave concerns regarding current
legislation in the Senate and House to eliminate or modify AK’s CON program. | strongly urge
unbiased rescnrcli/sludy to determine tho full short-term and long-term impact before any such
action is taken. Some particular? which need to be contemplated are as follows:
> Thirty-six states still maintain some form of a Certificate of Need program. Many of the
states that repealed their laws in the 80s and 90s experienced a proliferation of facility
development and major medical equipment acquisition. This is particularly disturbing
given that “supply” for outpatient imaging services (in the Anchorage area) is currently
greater than “demand.”
> Removing/modifying AK’s CON program could have an extremely negative outcome
with regard to quality of care as many freestanding imaging centers would not bother to
hire registered technologists or ensure their facility is accredited. The American College
of Radiology is conscious of this fact and thus tends to favor tighter CON restrictions for
imaging services.
> Removing/modifying AK’s CON program would certainly have an immediate and
possibly long-term impact on the availability of skilled labor (registered technologists)
causing shortages in many fields/modalities with the strong probability of negatively
impacting the safety and quality of AK’s healthcare.
> Market and business-driven healthcare in AK is idealistic but not a reality. It’s a
contradiction for some to say that “health care must be market-and business-driven,
rather than restricted by government” when reality illustrates that healthcare is the most

1 Diagnostic Health Ar.eharago tP (rotnotly Iloal thSouth Diagnostic Center of
Anchorage fP) has bear, providing full modality outpatient tmagini .*ervicea In
a tiinoly, quality, and eost-efteetive aarvicua to AK rasidonts '.or pVut 10
ycarz).

Diagnostic. Honitti Anchomgo
4100 Laloi Olis Pathway Anchomgo AK 9953
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heavily regulated industry and that government dictates a significant portion of most
healthcare entities reimbursements.

As a member of the CON Negotiated Regulation Making Committee (Oct/Nov 2007) I had
hopes that state officials would use the Committee’s recommendations in making the necessary
changes to AK’s CON program. | can attest that the Committee was a solid cross-sectional
representation of our state’s finest healthcare leaders. As you are aware, reaching 100%
consensus whether it be the Committee or AK. Legislature is never accomplished. Therefore, the
Committee agreed upfront that 66% or greater was the determinate number to say that a
consensus was reached, if 70% or higher was reached the decision would be considered a high
consensus. What was amazing is (hat 88% of the committee determined that the state of AK
needed to retain the CON program; 83% determined that imaging services needed to remain in
the CON requirements. An important point to highlight is that the Achilles Heal for the state is
not the CON program itself. The Achilles lleal has been «..c inability to define in regulation
what a “physician office” is. Not adequately defining physician office has created a tremendous
amount of litigation for the state. Realizing the import of this issue, the Committee clarified the
definition of physician office with 71% of the committee stating that a physician office should be
100% physician owned.” What perplexed me and other healthcare providers who took their
valuable time to participate in the CON Negotiated Rule Making Committee is that our
recommendations to address the obvious CON issue didn’t seem to satisfy our Governor or the
Commissioner of the Department of Health and Human Services. Within weeks of the
Committee’s final report, Ihe Governor introduced the Alaska Health Cure Transparency Act of
which a component there within proposes to completely repeal the CON program.

lappreciate some aspects of the AK Health Care Transparency Act; however, repealing or
modifying the Certificate of Need program at this time would be premature and could have
severe negative consequences to the safely and quality of Alaska's healthcare. | urge AK
Legislatures to table any discussion regarding the CON program until unbiased research and
recommendations are provided. Please contact me if yon have any questions or concents at
wntd.hiiwcr@dxhcnlihcoro.com or (907) 729-5854.

Sincerely

AK Area Administrator for Diagnostic Health
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February 25, 2008

Honorable Peggy Wilson, Chair
House Health, Education, and
Social Services Committee
Alaska State Capitol, Room 403
Juneau, AK 99801-1182

RE: House HES Committee questions on House Bill 337. House Bill 345, House Bill 407

Representative Wilson:

In response to questions raised by the llouse Health Education and Social Services Committee on
Saturday, February 23, 200S:

Questions reiiardinc Certificate of Need:
Please clarify how capital costs play into rates and how CON controls the ratesfor RPTC and

Nursing Homes.
For nursing homes, CON approved capital costs for projects with approved capital costs over S5

million are included in the calculation of payment rates immediately upon the new project
beginning normal operations. For CON approved projects costing less than $5 million, the
approved CON capital costs are included in the calculation of rates when the individual facility’s
payment rate is rebased. If a project that requires a CON does not receive an approved CON,

those costs are never included in the Medicaid payment rate.

To clarify, CON controls the Medicaid rates for Nursing Ilonics by only including capital costs
to be included in the Medicaid cost-based rate if a required CON has been approved, and initially

only to the capital costs approved m the CON.

And, currently, CON does not directly affect the Medicaid payment rates for RRTC. RRTC
payment rates are based on cost studies that include consideration of capital costs, but those lates

are not based upon whether or not an RRTC has an approved CON.

When using a specific thresholdfor population base, as in 1111.1-15at 61),HOD, donr need to

define so that ii is clear whether it includes military ami tribal?
We should define the population in statute so it is clear either wav. |he departmentbelieves we

should exclude I1'1S and Military in CON population threshold.

Questions on information collected by the Information of/ice and disseminated on the state

Web Site:
Do we want an amendment whereby physicians would need to report costs/rates to the health

information officefor posting on the Web site?
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We will need to make sure that the Information Office has the authority to collect such
information; should the committee wish to have this information collected and on the Weh site, it

should be clarified in statute.

Do we want an amendment that indicates who accepts Med: mid and Medicare in the
information new collect?

We would support having this information on the Web site, although should the committee wish
to have this information collected and on the Web site, it should be clarified in statute.

Does the commission have the ability to add to the information collected and provided to the
public new services/facility types that have notyet been developed?

There are difficulties in including emergent technologies in the bill - we recommend giving the
Commission the option to recommend inclusion of information on new types of services through

future statutory changes.

RE: composition ofthe Health Care Commission
The Administration supports the composition and duties of the Ilealtli Care Commission as

proposed in HB407. We would support incorporating in those elements into 1113337. rather than
have the Commission be legislated separately from the Health Information Office and repeal of
the Certificate of Need. We still believe that the three parts of HB337 better provide for support
to the Commission by the department, and provides for needed change in the Health Care system

by repealing Certificate of Need.

Technical amendments-.
With ihe permission of the IIHS ('hair, the I)epatl mcnls of l.aw and llealtli and Social Services

can work with Legislative drafters to clear up technical problems in the legislation.

Sincerely,

Sherry 1 -«
Assistant Commissioner for Public Affairs

Ccr Representative Paul Seaton, Room 102
Representative Hob Roses, Room 416
Representative Anna Fairclough. Room -111
Representative Wes Keller. Room 24
Representative Sharon Cissna. Room 420
Representative Berta Gardner, Room 422
Karleen Jackson. Commissioner
Dr. Jay Butler, DIISS Chief Medical Officer
Mike Tibbies, Chief ol Staff, Governor's Office
Anna Kim. Special Assistant. Governor's Ol lice
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Russell Kelly, Director, Governor’s Legislative Office
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Certificate of Need Laws: Why It’s Time for Repeal
Introduction
Dr. Michael A. Moiriscy

Certificate of need (CON) is an amazing program that requires hospitals, nursing
homes, and usually other medical facilities such as ambulatory surgery centers and
diagnostic imaging facilities lo have the explicit approval of the state before they can
operate. It originated in New York Slate in 1964 and became national policy during die
Richard Nixon administration. The legislation was intended to control rising healthcare
costs that resulted from cost-based reimbursement. CON was repealed as national policy
during the Reagan administration —some 20 years ago.

Wliai is amazing is that there is virtually no rigorous empirical evidence that the
program has been effective in reducing hospital or healthcare costs and some evidence
that it increases costs, this was true in the heyday of the program in the 1980s and is still
true in more recent evaluations. Yet, CON continues to exist for hospitals in Alabama
and 25" other states and effectively limits hospital construction and renovation.

In this report Roy Cordato does a masterful job ofdescribing the wonder of CON

the evidenee of ineffectiveness, the record of bureaucracy and delay, the stilling of
innovation, and the limits lo competition in heallheaie. Il should he read hy anyone
interested in reducing healthcare costs, increasing competition, thereby empowering
healthcare consumers, and ieducing unnecessary government agencies.

| want to highlight four points for Alabamians to consider. 1list, we don't save

money as a result of the | <N program. There is essentially no evidence that healthcare

|lietc ate 2< Stales with CON ptopuaiw Im liospilah. Ilieic ate .'> slates with a ( ON piogiam applicable
In M.aiie type of medical van* lacdilics .iiid'm equipment
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costs are reduced. Cordalo carefully documents this. Currently, hospitals and other
protected providers argue that CON keeps new providers from coming in and taking the
profitable patients. It certainly does. Another way t say this is that the existing
providers are collecting prices that arc higher than their costs and apparently higher than
the new entrants would charge. So, by their own admission, we pay higher prices.

Second, we have less choice and less innovation. In the spring 0f2007 our
neighbors in Georgia witnessed a long and bitter battle waged in the legislature over
amending or repealing its CON law. On one side were hospitals arguing to keep CON
intact. On the other side were physician groups arguing to be allowed to open
freestanding ambulatory surgery centers and other outpatient facilities without having to
go through the burden of the CON process, flic hospitals won this battle when the
legislature deadlocked and took no action.

h'ntry of new ambulatory surgical providers is no trivial issue. We all have
friends or family members who have had an ambulatory procedure performed that only u
few years ago would have required a day or more in the hospital. The American Hospital
Association repotted that in 2011 there were over | 7 outpatient surgeries conducted in
U.S. hospitals for every one hospital surgeiy that lequiied an overnight stay.1
Ambulatory surgery centers icpresenl a competitive alternative to hospitals for these
outpatient procedures. Indeed, my research suggests that nationally every freestanding
ambulatory center per 1(10,000 population in a metropolitan area is associated with a
reduction of** t percent in the nuinbet of hospital-bused outpatient procedures.* |lie
battle in Georgia was over entry ol new pioviders and choice and ultimately over who

gels the patients As Conklin makes crystal clear in this monograph, in states like
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Georgia, North Carolina and Alabama the CON agency plays a big role in deciding who
gets the patients and what access those patients have to new technology.

Third, CON is not only focused on keeping out new forms of healthcare delivery,
it is also concerned with whether and how existing providers can serve their
communities. One need look no further than the burgeoning Highway 280 corridor in
Birmingham or the growth in Madison County near Huntsville to appreciate that many
people in increasingly congested areas of the stale now have longer travel times lo get to
a hospital. In both communities, existing hospitals (and new providers) would almost
certainly be willing to build in the growth corridor. Much of what stops them is the CON
process. Any proposed action will he opposed by other hospitals in the community
because of the threat to their established patient flow. So. in addition to the usual
construction and operating costs, an effort to expand will be lied up with CON hearings,
decisions, appeals and more appeals.

There is no better example of provider opposition than Brevaid County, Florida,
near Cape Canaveral. Wuesthoff Hospital and Health First Hospital have been
competitors in this fast growing community for years. In 1997 Wuestoffproposed to
build a second hospital. It obtained an CON approval that was opposed by Health First in
the courts. It uas only in 2000 that WueslholT finally cleared the legal challenges and the
new facility opened in December 02002 Ironically enough, Ilealtli First lospital later
applied lot a CON for its own new hospital. After getting a CON in late 2005, the
appioval was opposed by Wuesthoff Health Fiist's final appioval was not obtained until
April 02007 and the new facility is expected to open m 2010 ' Ibus, the opposition

fostered by the <ON process resulted in delays ol'three years in the fust instance and
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nearly two years in the .second. In other cases, undoubtedly the Highway 280 case as
well, providers don’t even try because of the time and cost of lighting for approval.

Finally, Alabamians needn’t be reminded of the embarrassment of a former
governorand former hospital CEO who were convicted in a federal bribery ease
associated with an appointment to the Alabama CON board. We arc not alone, of course.
In 2006 a member of the Illinois CON board pleaded guilty in federal court to accepting
kickbacks associated with steering business lo a construction contractor when a suburban
hospital sought a CON approval. lie was also charged with being instrumental in
denying the application of another hospital that did not hire the contractor,4

Regulatory agencies that provide protection from market competition and thereby
offer the potential for substantial profits arc tempting targets for unscrupulous politicians
and bureaucrats. These temptations can be overcome with sufficient monitoring and
careful processes, but it seems foolish to go through all of that for a program that doesn’t

provide benefits to the citizens of the state.

The CON program never controlled costs and has become a mechanism to limit
competition lit healthcare, making till of us worse off. i encourage you to read Roy

Codato's icport andjudge lot yourself. It'stime for icpeal.

Michael.l Morrisev is a health et onoinist in /In1School oj J'uhlic Health at the
University oj Alabama at lUirininyhain. lie holds a Pit.A in economies Irani the
University oj Illishinyton and has heen a nsidenl oj Alabamafor over 20years. He has
contributed extensively to the emjiirieal research on the etje<'tivoness o f Certificate ([l

Heed This is Itlitten in his />ri\ile eaiaeily
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Certificate of Need Laws: Why It's Time for Repeal
Dr. Roy Cordalo
What's Wrong with tliis Picture?

Imagine ail economic system where market competition is viewed as a wasteful
activity that needs to be discouraged or even prohibited by government. In such a system,
for example, if a Chinese immigrant family wants to open a restaurant, they first have to
go lo a government commission that will survey the economic landscape for Chinese
restaurants to determine if there already arc “enough” such eateries in the area. The
commission might have a formula that looks at data regarding how many Chinese
restaurants exist per 100,000 or 50,000 or 25,000 in population; how many of those are
strictly take-out restaurants and how many are eat-in or "sit down" restaurants; and
among those that are sit-down style, how many feature huffcls and how many arc strictly
order-from-menu. Llie formula might also consider variations in price from restaurant to
restaurant to deleiminc how many are serving lower-income families and how many arc
targeted to the gourmet Chinese food market.

Alter going through all this-a process that might take several years-Ihc
commission will then decide whether this particular (’hine.se restaurant is "needed" in the
area. If it is not, this immigrant family will then he sent packing lo find another way of
earning a living. Or, it might he suggested that they try some other area where it has been
determined there are too few ('hmese restaurants to adequately seivc the existing
population.

I it is determined that, yes this community indeed does "need" one more <'Innesc

restaurant, a "eeitilicate” will be issued to the immigiant family, I' could stale that a
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restaurant of this type and sil.e is "needed" and that the family has permission to set tip
shop. I3ul of course the restaurant will have to he built to the exact specifications
described m the otiginal proposal that was ultimately approved. It may not be able lo
offer take-out service if there are already "enough" take-out restaurants in the area. Il will
have to be built only to accommodate a certain number oftables because any more or any
less will not fit the need as determined by the formula. The menu will have to be
approved, because if die restauiam is also going to serve non-Chinese foods such as piz/.a
or hamburgers— for those who might not like Chinese food-—that will fall into a different
category and those menu items will have to be passed through another formula and
another process.

Most reoplc look at such a system and think "ibis is ciaz.y. only an old Sovict-
style central planner could be happy with such a bureaucratic nightmare." Besides, we all
understand it is competition that makes the consumers m the maikctplacc belter oil
Competition brings lowci puces, moic convenience. licltei quality, new technologies and
innovations, anil so on

lhe system as described above will have its beneficiaries, (iovemment workei>
chulged with miming the system cleatly can do well because ot its existence Hut beyond
tins, what about existing rostamalcuis who have already received one of these highly
valued certificates and arc <pei.itmg a flourishing business? Wouldn't they like the idea
that the local goveminent had an entile div e.iun devoted to piotecting them fmm
competition Wouldn't it lie nice lo not have tit wmry aliout customeis being taken bv
some upstart ( limesc re .tauranl with lowci prices or fancier foods on it> hutfef' Sure,

restain.mt cum meis would probably be belter o|( if anyone who wanted to could simply
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start a new restaurant, but people aren’t aware of what they arc not getting. Some
customers might look around anil say "gee the town already has a couple of Chinese
restaurants and there’s never await to get in, sowhy is there a need for another one?
Certainly a new one would be wasteful."

Ofcourse this would be said without knowing what a new restaurant would be
like, what menu items it might offer, what prices it might charge, etc. Because people
don't know what they don't know, even the consumers, who arc always hurt by

monopolies, might end up supporting this system.

I he Reality of Certificates for Medical Care

The system described above is exactly the kind ofsystem that Alabama and 35'
other states have with respect lo medical care facilities and equipment. If you arc a
healthcare entrepreneur and you want to do anything from adding a new wing or extra
?eds to an existing hospital, to opening an oflicc that ol'feis MRI. X-ray or other scivices,

you need a "Certificate ot Need" from the state |he function of Alabama's CON is

summarized as follows:

"No certificate of need for nev inpatient facilities or services shall be issued unless the
Sta(tje Hialth Planning ami Development Agency (SIIPDA) makes each ofthe following
rinding &

11g That the proposed facility or service is consistent with the latest approved revision
of the appropriate state plan effective at the time (lie application was received by
the state agent.,,

2) That less costly, more clliucm pp e e atives to such inpatient
service ate not available, and that thcdevelopuiet.' rf.u.ch alternatives lias been
studied and found not piacticoblc;

5) ril.it existing inpatient facilities ptovidmg inpatient services simil ir to those
proposed are being used in an appropriate and eltieient manner consistent with the
community demands for services;

]Set‘ loolumv' tin Jugt |
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4) Thatin the case of new construction, alternatives to new construction (e.g.,
modernization and sharing arrangement) have been considered and have been

implemented to the maximum extent practicable; Mid
5) [Iliat patients will experience serious problems in obtaining inpatient care of the
type proposed in the absence of the proposed new service."'

If this sounds like the kind of central planning one might find in a oocialist
economy— it is. In Alabama, the central planning authority is known as the State Health
Planning and Development Agency (SI'IPDA.I 'Hie role of this agency is to plan economic
activity provided hy medical care facilities This is done down to the most minute detail,
circumventing the most basic function of private decision-making in a free enterprise
system, i.e., the allocation o f resources hased on entrepreneurial insight and risk-taking.

The purpose of ILPDA in implementing CON s to “develop policy, criteria, and
standards for health service facilities planning; conduct statewide registration and
inventories of, and make determinations of need for health service facilities, health
seivices as specified (in the statute) and equipments as specific fin the statute], which
shall include consideration of adequate geographic location of equipment of services; and
develop a State Medical Facilities Plan " 'he Agency also has the authority to review all
records m any avoiding medium ofany person or health service facility subject to
agency tevicw under these articles which pertain to construction ofacquisition activities,
statfing or costs and charges tor patient care, including hm not limited to, construction
contracts, architectural conducts, consultant contracts, purchase orders, cancelled checks,
accounting and financial rccouis, debt instiumciils, loan ami security agreements, stalling

records, utilization statistics and any other records deemed lo be reasonably necevsaiy In

determine compliance.
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Alabama’s Ccrtillcatc of Need Law is, with few exccplions, an all-inclusive and
all-intrusive blueprint for stale government control of all supply and pricing decisions
with respect to the provision of institutional healthcare facilities, flic process that a
potential hospital, nursing home, clinic, doctor's office or other supplier must go through
to receive a CON is tedious and potentially very long. Depending ot the number of
rev,cws the process can take anywhere from 90 days to over two years. If a denial is
appealed to the stale Couil of Appeals, the process can go well beyond this two-year
period.

It is quite clear that most important aspects o fthe production, distribution, and
sale of healthcare services in Alabama, and most other stales, have been removed from
the competitive free cnteiprise system and placed under the authority of acommand and
control government bureaucracy. And like all other bureaucracies, it promotes
factionalism and division and allows some groups and institutions to suppress the

activities of otlieis. I'he market is run by government fiat lather than entrepreneurial

insight and patient preferences

History, Justification, and Application of (ON

Ilie mights of CON in Alabama, and many of the other states that have such a
ssstem. rest in a long since repealed federal government mandate. In 197-1, Congress
passed the National Ileahh I'l.inning and Resources Development Act. |he Act slated
that 1 otdet to icccive fedeial funding lioin piogiams like Medicate and Medicaid, new

healthcare facilities, and additions to existing facilities, needed approval from a sritc*
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agency established to issue certificates of need. All states were told to have such
programs in place by 1980. This was seen as a way of controlling healthcare costs.

At the time, reimbursements for services were bcit.g made ot1 the basis of costs ol
production. Il was thought that facilities were being built and equipment was being
purchased unnecessarily simply because the hospitals knew the facilities would
ultimately be paid for through increased fees. In a market setting where healthcare
providers need to compete for cost e. .iscious purchasers of services, even if those
purchasers arc insurance companies, higher costs cannot simply be passed along in higher
prices.

New facilities would he built or new equipment would be purchased only it'the
market prices for the services that would he generated could justify the added costs.
Hxpnnsions would be made only if it was thought they could be justified by actual
deal ud. I'his is what entrepreneurship is all about: spotting actual ot potential unfilled
demand and organizing resources in new ways in order to meet it. If the demand is not
there, losses will be incurred and plans would have to be revised. | he government
payment system at the time did encourage inellic ent investment because it took the risk
out of the process.

Costs were recouped regardless of any shortcomings in accurately estimating
demand. Indeed the so called "cost plus" system t | reimbursement took away the need to
consider lutuic demand at all. Ihe result was a classic case of an initial government
intervention into maikel decisioii-making- iii this case the Medicate and Medicaid

programs-screating distortion* of its own. Ihose. m turn were used tojustify additional
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interventions: the CON program. As is typical, the new interventions lead to their own set
of problems.

In 1987 Congress repealed its mandate and stopped subsidizing states that
implemented it. This came after the federal government abandoned its Medicare cost-
based reimbursement system and switched to paying a predetermined amount based on
the kind of treatment. Since that time. H states have dropped their CON program,
allowing for competition. Alabama isone of 36 slatesp*  _TI.*  "Columbia, that
continues with centralized planning ofthe heahhcarc-facilitics market.

Although cost containment, as noted, was and continues to be the primary
justilicatioii for CON. there are other reasons given for keeping these laws in place. The
most prominent are related lo the provision of care for the indigent and include the
arguments that:6
« Removal of CON will place a greater burden on the disadvantaged. 1he fear is that

market forces will lead to certain segments of the popi lation and those living in rural
areas being undersetvcd.
* Removal will favor for-protit hospitals, which may be less willing to provide indigent

cate.
+ Removal will lead to a pioliieration of "low volume" facilities, which are associated

by some with lowciequality care
As a historical footnote, in the 1% <k and early 1970s. prior lo the federal
mandate, more than .'0 t«t. had decided lo implement C()N laws independently,
allegedly lot Co-1 contiol leasons. Aecoiding to Charles Ciaiena. wining foi the federal

Reserve Hank of Richmond, these pre-mandate laws uctc implemented "in icspoiise to
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hospita' operators who favored centralized health planning."7This is consistent with the
economic, of CON, to be discussed below, which suggests that in reality, CON is a cartel
enforcement device that protects incumben' providers from new entrants and
competition.

According to Oast Carolina University researchers Campbell and Fournier, "there
are reasons to suspect that CON may have been adopted for other purposes ... the states
most likely to enact CON ... were those with a highly concentrated hospital industry and
increasing competitive pressures ... hospitals were largely in favor of CON regulation,
which is understandable considering that it protected them from competition."8 Much like
existing restaurant owners in our opening example, having a govcrnmem bureaucracy
whose goal is lo protect your business from upstarts is a nice perk.

In reality, the continuation of CON regulations cannot be justified either
theoretically or empirically. In fact, from the perspective of sound economics, the reverse
is true. Ifont* desired to devise a policy for any market whose juirpo.se would be lo reduce

efficiency, raise cos sand prices, and reduce product quality, the existing CON programs

would be highly recommended

If Vou l.ike Ori'C, You'll 1.on-CON

When it comes to crude oil, it is indisputable that ihe ability to raise prices and
therefore energy costs rests with the power to restrict output and production. When
President Hush met with Prince Abdullah of Saudi Arabia ui Ajuil 25, 2005 to discuss
high oil paces, the question immediately turned to the Organization o f Petroleum

F.xporlmg t ‘ountrics (<)PUC) which raises juices by restricting production. Saudi Aiubiu,



the largest oil producer in the world and the leader of OPEC, is seen as having ihe power
lo expand production and bring prices down.

For those who support CON laws il is thought that medical-carc markets operate
in the exact opposite manner, that the way to keep costs down is to restrict the supply of
medical facilities and equipment. For example, if the intent is that MR1 services should
be less expensive, we should have fewer MRI machines; or if we want hospital stays to
be cheaper, we need fewer hospital rooms. As pointed out by The National Academy of
State Health Policy in describing CON regulations: “Efforts to control the supply of
services arc well demonstrated by stale Certificate o f Need programs, which seek lo limit
the acquisition and dissemination of substantial investments in technology and capacity,
These limitations are imposed in an effort .. lo hold down the volume of services
provided and the cost."" Hot it isjust as wrong-headed to think that limiting the supply of
healthcare equipment and facilities can tedtice healthcare costs as to think that oil prices
could be reduced with fuither reductions in oil production.

There is possibly no proposition m economics that is more accepted than the idea
that if you want to reduce the cost o f something, you foster an environment that
eneouiages open competition and entrepreneurship and discourages mono, oly. But the
role of competition goes well beyond this. Rivalry among Inisinesses-and healthcare
providers are no oxception- stinmlatcs new technologies and innovative and more
efficient ways ol'dolivciing goods and setvices lo customers. Existing providers
continuously have to keep then costs low and their products desirable in oulet to fend ol f

potential competitors Evoking for an opportunity to earn profits 1liesc potential

tt



Aabarre lliey Intit e

competitors, like the neurologists discussed above who wish to provide MRI services, arc
always looking for ways to outperform existing providers.

As noted, CON laws turn the simple economic truths about the relationships
between competition and lower prices and higher quality on their head. Proponents of
¢-ON laws do not refute the economics by presenting an alternative economic framework
that would explain why an actual free market in medical care facilities and equipment
would not behave as economic theory would predict. Instead they suggest that standard
economics should not be used as the basis for analysis at all, even though what is being
assessed is at the heart of what economic science is about— market price and output
formation and the efficient allocation of scarce resources.

For example, The American Health Planning Association (AHPA), in criticizing a
recent report by the Federal Trade Commission (which 1discuss in the next section),
disparagingly notes that the FIC grounds its opposition to CON laws in “orthodox
economic doctrine." The AHPA suggests that to rely on standaid economic theory, as
opposed, | presume, to some non-orthodox economic theory or possibly some other social
science, is to ground the analysis in "an article of faith."1' I'his would be comparable to
complaining that much of medicine and the analysis of patients’ conditions by doctors is
also mistakenly grounded in “orthodox" theories of hiology and human anatomy.

In large part, the idea that increased supply leads to higher puces and costs stems
from a basic premise that is clearly false; namely that service duplication within a
gcogiapliical area (delined by government planneis) is inefficient and tlierefoie cost
enhancing. In justifying Alabama's law, it is stated that "the costly proliferation of

unnt. cssiit I' health setvice facilities results in cuxen titiplicttiioii and ////iAvimvol



facilities, with the availability of excess capacity leading to unnecessary Use 0f expensive
resources and ovem lilization 0f healthcare services.” 1L [livohasis added] First, note the
presumptuous and paternalistic attitude of the legislators formulating this statement. They
claim to know better llian healthcare consumers, their doctors, and facility operators, how
“necessary” facilities arc and that these market participants are “overutilizing" the
healthcare that is available lo them.21t should also be noted that the utter confusion of
this statement is demonstrated by the Tact that in (he same sentence, it claims the free
market somehow leads to hoth "die wufernxe 0f facilities" and the "ovenitilization 0f
healthcare services.”

But more importantly, in a fundamental sense the statement is proclaiming that
monopoly is good. Facility duplication is at Ib™* heart o f competition. Indeed, the
definition ofa monopoly market is one where there is no duplication. And this is why
customers in monopoly markets lose. |hey are denied the option ol turning to others who
aie providing "duplicated" services when the monopoly pioviders act like monopolists
This is essentially the debate going on betore an administrative law judge in
Montgomery. Which hospital, Crcstwocd Medical Center or Iluntsvillc Tlospital, will he
allowed to build a new facility in the fast growing Huntsville, AL market'.-'

Apparently, some slate bureaucrats, who ate not market participants themselves,
believe there would be excess capacity if new providers are allowed to enter the market.
But the concept is meaningless, | or example, because many Chinese restaurants, at a
point in time, have empty tallies, or some movie theaters have empty chairs, it doesn't
mean there is inelficient excess capacity oficstaurants or theaters New facilities and

seivices would lead to more choices Jbr patients and more competition for their
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healthcare dollars. Indeed, at the lower prices that could he generated, people who might
forgo health exams for less expensive, but also less effective methods of diagnosis may
be able to take advantage of the more advanced technology. What is and isn’t excess
capacity has lo be determined in Ihe marketplace and will be revealed through the system
of profit and loss. Certainly there is no way for a healthcare central planner to second-

guess the correct result.

The Evidence on CON and Costs

Not surprisingly, the evidence matches the economic theory. Since the 1980s when
states were set free from the federal requirement to have CON laws, numerous studies'
have examined the change in healthcare costs as stales eliminated their laws. If CON
were “working" as advertised, then one would expect lo see arise in healthcare costs
when the laws were eliminated, But this is not the ease. One of the most recent and
widely referenced studies was written by Duke University Professors Christopher
Conover and Prank Sloan and published 1t 1998 in thcim tm ul o fHealth Politics, Policy,
and Liiw 1

Iheir results are consistent with "orthodox" economics. Output restrictions lead to
higher, not lowci costs and higher profits lor existing providers, i lie authors point out
that for hospitals. CON laws instilled in a 2 percent reduction in bed supply am/*higher
costs per day and per admission, along with higher hospital profits," exactly what
economic theory would piedict. The study did find a modest reduction in per capita
"acute care" spending, which it attiibutcd to i 'ON laws. Interestingly, the study "was

unable to detect a statistically significant effect ot removing CON on these same
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expenditures." But overall, the study found no decrease in per capita healthcare spending
attributable to CON.

An earlier study showed even more dramat'c results. This study examined data
through 1982 and found that CON was associated with a 20.6 percent increase in hospital
spending and a nine percent increase in spending on other healthcare. Overall, the study
found that CON was responsible for a 13.6 percent increase in per capita spending on

personal healthcare services.5

Over the last two decades, the FTC has done several studies on the impact of CON
laws, both nationally and for specific stales. Ilie FTC's consistent conclusion can be
summarized in the language Itotn its most recent study releasedjointly with the
Department of Justice in July 2004. "7 lie Agencies believe that CON programs can pose
serious competitive concerns that generally outweigh CON programs’ purported
economic henefits. Where CON programs are intended to control healthcare costs, there
Is considerable evidence that they can actually drive up prices by fostering

anticompetitive barriers to entry."t

In 1989. similar testimony was given to the North Carolina (ioals and State Fob
Board by FTC staff. Ilie stafftestified that “evidence does not support the view that
Certificate of Need regulation reduces the costs of pioviding healthcare services ...
consumers would most likely he belter served if CON regulations were removed.” 11As
one study reports, "in researching die scholarly journals, one cannot liitd a single article

that asserts that CON laws succeed in lowering healthcare costs."1l
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CONas a Hidden Healthcare Tax

While Ihe discussion lo this point has focused o1t the economics of CON, il should
be pointed out that there are other fallback arguments for these regulations that relate to
the provision ofeare lo the indigent. Oddly enough, the arguments from this perspective
actually contradict the "cost saving” case for CON. The argument is that entry
restrictions, and the higher prices and profits that go along with them, are necessary to
induce providers to provide free indigent care. As .summarized in a study by Campbell
and Fournier, “CON policies have ... been pursued with the implicit aim of ‘cross
subsidization,’ that is, regulators have used their power to issue licenses and restrict
competition in order to create an incentive to hospitals to provide high levels ol'care to
the indigent population."9

What this means is that CON laws arc used to create a hidden lax. The cost of
healthcare and the profits to healthcare providers are purposely kept high by granting
monopoly privileges. It is then expected that these excess profits will he used to provide
free healthcare to the indigent. Healthcare customers are forced to pay a premium created
by CON laws and the proceeds from this premium are used to pay for indigent care. I
nothing else, this is dishonest. If a social and political goal is to see to it that those who
cannot afford healthcare have their needs taken care of, then the costs of that policy
should he up front and explicit 1his is the only way the electorate can make informed
decisions regarding public policy. Ifit is deemed that those who too paying for healthcare
services should hear the burden ofalso paying for care given to the indigent, then an
explicit excise tax should he placed as a line item 1 all healthcare invoices, and CON

laws should be abolished. If O >N laws are being used to hide this lax from the electorate,



then not only are they inconsistent with sound economies; they are also inconsistent with
an open and democratic political process.

Another way in which CON imposes a hidden tax on the healthcare system relates
to the resources hospitals and other healthcare entrepreneurs must devote to obtaining the
certificate. The process ot obtaining aCON is not only time consuming but expensive.
The ill-fated U.S. Highway 280 “hospital” in Birmingham provides an excellent example.
The facility stands empty in large part because no new private entity believes they can
obtain a CON and no current market participants believe it is worth the fight with its
sister hospitals to try to open a new hospital in the high growth 280 corridor. The
experience in Madison County, near Huntsville is also instructive, Local Huntsville
hospitals are “competing” to get the SHIPDA, the Alabama CON agency to designate one

and only one nfthem as having the right lo build a new facility.

Healthcare Policy: Breaking the Consumption/Payment Link

Is healthcare over-priced” In many, if not most cases, ihe answer is yes. Hut this is
not a problem that CON regulations can address. In fact, as argued previously, such laws
aie likely to contiibute to the piohlem. Ihe leason why healthcare may beoveiptieed :s
that, in most cases, what economists call "the consumption payment link" is broken.

Because of government entitlement programs and the nature of modern health
insurance, most people do not directly pay their own healthcare expenses. In 2002 over
S percent of all personal healthcare expenditures were made by someone other than the
person receiving the cate.1linlike the market for other goods ami services, healthcare is

consumed by the patient and, minus aco pay oi deductible, paid for by state and local

10
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government or by an insurance company operating a healthcare plan, lienee, the
“consumption/payment link" that is typical of most other buyer/seller arrangements, is
broken in the healthcare market.

How is healthcare like an all-ynu-cun-eut buffetor afree shopping spree?

This arrangement causes healthcare to be overpriced because it leads to healthcare
being over-consumed. People will generally consume more ofany product when lhe
amount paid is unrelated to the amount consumed. Furthermore, they will consume
relatively more of what would otherwise be the highest-priced or higher-valued options.
This is why people tend to “overeat” at all-you-can-eat buffets. It also explains why,
when crab legs or sirloin steaks arc ou the buffet, people will tend to consume relatively
more 0 f those items than the hot clogs or beans.

Imagine agrocery store operating like the healthcare system. Instead of walking
up and lown the isles seeing different prices for different food items and making
tradeoffs between prices and diffeienl kinds of products, we wete all on an employer-
paid-for “food insurance" plan. Whenever we needed groceries, we would drive to the
local supermarket and pay a fixed co-pay at the door Once inside, we could simply take
all the loud products we "needed." As a food consumer, how might we behave'.” Would
we lake only “what we needed" ot all that we could cany out? Would we go directly lo
the hot dogs and canned beans or would we find ourselves eating significantly more filet
mignon and lobster? Clearly, the “purchase" of food overall and the propoition of lobster
and liigh-piiced cuts of meal relative to hot dogs and beans would increase. This would
send the overall price o ffood and ihe "food insurance” premiums and co-pays through

the toot his is exactly what has happened for decades in the healthcare market
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The Problem nfLow Deductibles

The fnci that many plans have low deductibles with routine healthcare problems
being paid by insurance, rather than only high-cost operations and catastrophic conditions
also fuels the costs ofhealthcare, hi the 10-10s, ‘50s, and ‘bf)s, most people referred to
healthcare insurance as "hospitalization insurance.” This is because insurance mostly
covered high-cost health problems that required operations and stays in the hospital. The
effect of what is now called “first dollar coverage” or near lirst dollar coverage, i.e., plans
with very low deductibles, can be seen if we imagine the effects of auto insurance that
not only covered damage from accidents, but oil changes and tune-ups as well. If people-
showed up for an oil change and showed the mechanic an insurance card, the service
shop would clearly be less concerned about keeping the price competitive, and the car
owner would be less concerned about getting the best deal. 1lie prices of oi! changes,
tune-ups, etc,, would be much higher than they arc today.

Isit’t the Free Market Failing?
The current consumption and payment arrangements are not the result of a free
market for healthcare, but a failed set of government policies, As noted, most people do
not pay directly for their own healthcare, but it goes beyond that. Ihey don't even pay
diicctlv for, oi even own llurir own health insurance policy, like they do with auto or
homeowners insurance Taxpayer-funded programs like Medicare and Medicaid pay
nearly -15 percent of all healthcare hills.*1 I he icsl is mostly paid for by group health
lii.Miiaiicc policies that are owned by employei.s. I'm most types of insurance, such as
auto, homeowners, and life, premiums are associated with the risks posed by the owners

ofthe policy, i.c , those who are coveted by the policy, Ihe problem ol over consumption
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is tempered by the policy owner's desire to keep his or her premiums low. This market
check is not in place for health insurance. Those who are insured are not paying
individual premiums for their insurance, and the amount being paid in premiums is not
related to the risk associated with insuring individual policyholders. As noted, with few
exceptions, there are 110 individual policyholders.

All the usual checks that would occur in a Ircc market arc missing. There arc a
number ol reasons for this but the most important is related to the way health insurance is
treated for income tax purpc scs. The tax code penalizes the individual ownership of
health insurance policies and encourages the ownership of group policies by employers.
Since WW I, health insurance provided by employers is considered a tax-free benefit to
Ine employee, while personally owned health insurance plans must b. paid for with after-
tax income." Hits has led to very generous and expensive low- or no-deductible plans
offered by employers. In many cases a tax-free dollar offered in the form of .1 low- or no-
deductible health insurance benefit is more valuable to an employee than a taxable dollar
offered in the form ofwages. So v.e end up in a situation where public policy has led to
A1t overuse of health insurance and healthcare services.

Ihere is some good evidence that competition actually has worked in healthcare.

I he evidence . i« front the workings of managed care in the first hall'ofthe 1ss0s.
Now' most people tend to think o! managed care as their primary care gatekeeper denying
them access to a specialist or to a longer hospital stay or to a particul.tr diug. Managed

care plans have done these tilings  hut ironically 'here is remarkably little evidence that

these activities lowered costs.
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However, the real contribution of managed care was (and is) selective contracting,
not these ineffectual utilization controls. Managed 'are plans negotiated contracts with
hospitals and other providers based upon quality, and location andprice. What the
evidence shows is that when there were more hospitals in a market, the managed care
plan was able lo negotiate lower prices. Given the number of hospitals, when there was
more idle capacity in the market, the managed care plans were able to get still lower
prices. The managed care plans were also able lo get lower prices when they had a laiger
number of enrollees in the market. Thus, consistent with orthodox economics, managed
care plans were able to use patient volume to drive lower prices - and this process was
more successful when there weic mote piovidcis in the riaikcl.1L The "managed care
backlash" lias focused on the utilization controls and ignored the selective conlrael'ng
with the result that we moved from declining health insurance premiums in the mid 1990s
to increasing picnnuins today.

A public policy answci to bus problem is aim ing, albeit tentatively and slowly,
m the form of "health swmgs .mounts" (USA), which were made legal as part of the
Medicare Kctbini Act passed in 'OUT 1he entire point of these accounts is to reconnect
the consumption payment link. |liese plans allow cmployeis to oiler high deductible
insurance plans to their employees, which have lower premiums |he employer then
deposits 1 fixed amount each year into an individual 11SA that is owned by the employee
and wlieie both the amount deposited and any interest earned is tax exempt |he money
in this account can be used to pav for expenses up to the deductible, is well as other
healthcare cotis. In addition, any amount left in an USA can be willed &>the owner's

heirs, who ue not icquiied to use this money lor Itealtlicaic expenses 1tic important
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point is that any amount from this account not spent remains the property of the
employee, to be used for either future healthcare problems, retirement income, or to leave
to their children and grandchildren.

This approach reconnects consumption and payn. ill for most routine healthcare-
related costs. A dollar spent on healthcare services now is a dollar that cannot be used
later. As in other areas ofincome allocation people will consider tradeoffs. By partially
reconnecting the consumption/payment link. USAs provide people with an incentive to
be smaller and more cost-conscious healthcare consumers. In addition, this approach
returns insurance to its original purpose, to manage risk of catastrophic medical expenses

as opposed to being a form of "pre-payment” for routine medical services.

I ON and the Impossibility of Central Hanning

( (>N regulations ate an attempt at complete central planning ol investment in
licaltinaie-ielateil facilities The underlying premise is twofold fust, that individuals and
companies acting in a free market will mis.illocnte healthcare resources. As stated
directly in Alabama’s CON law." . will be administered in the state to assure .>* only
those liealthcaic services and facilities found to be in the public mtciesi shall be offered
or ile" eloped in the stale.

I he second premise behind the L v. implied by all that the law empowers the
ante to do, is that the st.ue. tliioiigh centr di/cd Inueaucratie allocation vifhealthcare
investment, can i.apiovc on iaaikel results. and better serve the public’s liealtlic.no needs

Ilie point here is that even il the lifst premise, as lenuoiis as n is. is accepted, there is no
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reason lo assume that a large scale intervention, such as authorized by CON laws, can do
anything to improve the situation.

This second assumption ignores all that the economics profession has learned
over the last 50 years regarding eommand-and-eonlrol methods ofresource allocation and
the central planning ofboth economies in general and specific markets within economic
systems. All of the reasons economists typically give regarding why economic central
planning fails, apply to CON regulations.

In afree market, resource allocation is driven by entrepreneurs who try to predict
what consumer demand is and will he for the future, before a physicians group invests in
MRI equipment, for example, they would want to he sure the community of patients they
serve would hiing forth enough business to eventually make that investment pay off,
Ihey have powerful market incentives to get it right. If their market analysis is wrong,
they lose money and their entire practice suffers. In other words, the bestjudges as to
whether the service will be "needed" are the entrepreneurs and investors themselves. It is
the profit and loss system that works to efficiently allocate investment and to provide the
information necessary liu making wise investments In the absence of CON, these
medical cnticpicnenrs would be operating m all aspects ofthe healthcare market.
Hospitals will lontimiou.sl) re-evaluate their circumstances lo determine if new birthing
rooms are needed, or an expanded emergency room is necessary, or if a new helicopter
evacuation unit would be woithwhtle 1lie key is that in each ol these cases they have a
strong incentive to aecin.itely assess the market and the community's "needs." If they

can't, they lose money and must divert revenues ami resources from other parts of their

operations
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On Ine other hand, CON laws substitute bureaucratic decision-making for the
market's entrepreneurial assessments. Government decision-makers have no basis for
gathering accurate market information and, furthermore, they have no incentive to make
investments in the right places, at (lie right times, and in the right amounts. Unlike the
ease with private entrepreneurs, if their decisions prove to be wrong, there are no
personal consequences borne by the planners. In fact, there is no real way o determining
subsequently whether or not aproper decision lias been made. Conversely, a good
entrepreneurial decision is one that accurately assesses healthcare consumers’ needs and
survives the competitive pressures of the marketplace. Ihat is, it is a decision that
satisfies consumer needs at least as well as, if not belter than, existing and potential
competitors

| or those who are granted membership in the CON-sponsorod cartel, the real tests
ofthe marketplace arc forgone. In other woids, the market forces that would ultimately
determine whether a particular investment by a hospital, clinic, physician’s practice, etc.
truly served the needs ofihe community are blocked, Bureaucrats who judge CON
submissions do not. indeed cannot. .Mindly determine whether there is a need that will
best be tilled by a particular applicant, because they are outside the market process
generating the information

In Ins Nobel l,auiv ite lecture, " Ihe I'reteiise of Knowledge," economist Iriedrich
Hayek argued that cential planners, like those charged with determining who should and

should not provide medical services can oulv “pieteild" to have the itifoimalioil necessary

to make the kinds ot decisions they make
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At best, any determination of*need*by such planners will be arbitrary and will
not reflect actual market conditions. At worst, these planners can become witting or
unwitting tools of entrenched interests wlish to keep competition out of the market.
As University of Pennsylvania analyst Mark Pauly noted, CON programs “tended to be
‘captured* or dominated by the hospitals they were intended to regulate, and those

hospitals used regulation to keep out competition.

Conclusion
| he Federal Trade Commission advises that “ states with CON programs should

reconsider whether these programs best serve their citizens’ healthcare needs,” In fact,
Certificate of Need l.aws in Alabama and other slates should be explicitly repealed. State
governments should not be aiding and abetting monopolies or their formation, or acting
as a cartel enforcement mechanism for established healthcare interests. This is especially
true in healthcare markets where competition, which is widely iccognizcd by economists
as the most effective tool for driving costs down, is sorely needed Competition provides
the incentives to discovci new technologies and new efficiencies for dclivcting those
technologies to patients,

The idea that in the area nl iiealtlieare services, lice market competition can't
work as a means of cost control is not grounded in either economic theory or empirical
evidence. Indeed in areas wlieie competition i <allowed to llourish, such as nptomeny,
the customer is well served with plenty ofoptions and competitive pticii." luithetiiioie.

believing that ( <N laws and the bureaucrats who administer them can do a better job
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than the competitive market process is not only wishful thinking, it is the economic
equivalent to believing the earth is flat.

Healthcare provision around the world is controlled by varying degrees of
government central planning. Consequently, all systems tend to be dominated by
different forms of healthcare market malfunctions. In countries like Canada and Great
Britain, there are long queues and bottlenecks for vital services and treatments. In the
United Stales, there are pioblcms associated with high costs and affordability. None of
these countries allow free markets and open competition. Government command-and-

control has failed: it is time to let the free market work.
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Alaska's hospitals:

improving Health through Community benefits
Aboi7 this Report

T he challenges to improving (lie health of Alaskans are as (all as our mountains and as unique as our topography,

climates and communities. Each and every day, Alaska hospitals voluntarily olfer programs and services in
their communities that exceed traditional daily medical care. These programs and services — called Community
Benefits — deliver health care assistance and solutions to specific populations with unique medical needs. The goal
of Community Benefits is to improve the health of Alaska by improving the quality of life for Alaskans.

The Alaska State Hospital and Nursing Home Association (ASHNHA) is proud to present the 2008 Alaska Hospital
Community Benefits Report. While many people are familiar with hospitals’role as major employers, this is the first
time ASHNHA has quantified and reported to Alaskans the Community Benefits provided by the state’s acute care

hospitals.

Community Benefits are programs and services that exceed the routine and emergency care provided around the
clock daily by Alaska hospitals. Community Benefits are oflcn provided free of charge oral substantially reduced
fees. They arc targeted programs and sendees that address the identified and often unique health care, social and
welfare needs of the people who live in a particular community. These benefits provide measurable improvements
in health status and access to health care for a community’s residents. They also provide care to Alaskans regardless

of ability to pay.

Sixteen Alaskan hospitals provided data to the 2008 Alaska Hospital Com
inanity Benefits Report. Participating hospitals are Alaska Regional Hos-
pital, Anchorage; Bartlett Regional Hospital. Juneau; Central Peninsula
Hospital, Soldolna; Cordova Community Medical Center, Cordova;
Fairbanks Memorial llospital, Fairbanks; Ketchikan General Ilospi-

tal, Ketchikan; Mat-Su Regional Medical Center, Palmer; North Star
Behavioral Health, Anchorage; Petersburg Medical Center, Petersburg;
Sitka Community Hospital, Sitka; South Peninsula Hospital, Homer;
Wrangell Medical Center, Wrangell; Providence Alaska Medical Center,
Anchorage; Providence Kodiak Island Medical Center, Kodiak; Providence
Seward Medical & Care Center, Seward;

and Providence Valdez Medical Center, Valdez.

Community Benefits: Saving & Changing lives

Sale Kids Water Safely Program Saves Lives

Dan Baeten credits his 14-year-old son for saving the lives
of his family members after attending the Safe Kids Water
Safety community benefit event in Soldolna. The young
man’s personal flotation device and his knowledge of how
to handle a boating accident saved the family when their
canoes overturned and were swept down river on a treacher-
ous stretch of water.

WOW Rule Gives Hack

Oncology nurse Kathy Lopcmait started a fun-filled winter
snowmobile fundraiser. The event raised $34,000 to distrib-
ute to community members as $1,000 grants for those need-
ing items not covered by insurance or assistance to travel lbr
medical care.

r



FINDINGS:

Alaska hospitals Provide $151.6 million

COMMUNITY BENEFITS

Alaska hospitals provided $151.Amillion in Community
Benefits to communities and citizens in 2006, the most
recent year for which data arc available. The hospitals also
paid more than S10.3 million in taxes and fees to state and
local governments. The data come from surveys completed
in January 2008 by 16 Alaska hospitals (sec complete list on
page 2 under “About this Report.”) Community Benefits arc
programs and services offered by hospitals beyond required
daily health care services. They target specific populations
inacommunity with assistance and solutions to unique
health care needs.

ASHNHA Community Benefits Survey Report Summary
Benefit Category Participants Served Loss/Cost

Community Health Improvement Services

Community Health Education 57,394 $1,340,996
Support Groups 128 $2,798
Self Help 242 $1,900
Nonbilled/Reduced-Fee Clinics 7,016 $142,434
Health Screening 989 $49,494
Immunization 800 $18,807
Counseling 424 $76,755
Family Support Services 15 $2,120
Free/Discounted Prescriptions/Supplies to Patients 473 $75,512
In-Home ervices 307 $1,06f
Meals/Nutrition Services 5,382 $212,469
Transportation Services 628 $38,314
All Other Health Care Support Services 75 $500
Community Health Improvement Services Total 73,873 $1,963,159
Financial and In-Kind Contributions 15,730 $1,214,786
Health Professions Education Contribution 1,247 $2,044,967
Health Research Contribution 0 0
Community Building Activities 16,046 $79,375
Community Benefit Operations 0 $3,700
TOTAL PARTICIPANTS IN COMMUNITY BENEFITS PROGRAMS 106,896

$22,967,322
$12,545,792
$12,543,156

Charity Care At Cost

Medicaid Underpayment

Losses on Other Public Programs
(Excludes Medicare and Medicaid)

Bad Debt at Cost

Medicare Unreimbursed

Subsidized Health Services

Hospital-Based Nursing Heme Losses

TOTAL COMMUNITY BENEFITS $151,557,561



Community Benefits improve the

health of Thousands of Alaskans

is report uses numbers to present the Community Benefits provided by Alaska hospitals. But Com -

T}unity Benefits arc really about people. Community Benefits include care provided free of charge to
Alaskans who are unable to pay. Programs and services can include prenatal care for expectant mothers
and families, smoking cessation, preventing sports and other avoidable injuries, CPR and first aid classes,
AIDS education and awareness, school-based health services, help for elderly citizens, work-site based
health promotion, fitness and exercise seminars, blood pressure screenings, cholesterol testing, mental health
and depression screenings, diabetes counseling, adult and child immunizations, blood drives, nutrition and
weight loss management, substance abuse counseling, prescription drugs, transportation services, child car
safety seat classes, and so much more. The goal of Community Benefits is to improve the health of Alaska

by improving the quality of life for Alaskans.

Alaska Hospitals Provide Alaska Hospitals Send
$151.6 Million in Community Benefits $10.3 Million in Taxes, Fees to State and
Subsidized Hospital-Based Local Governments
Health Services Nursing Home License Fees
Income Taxes 270,400
$£.n (ia Sales Taxes
Programs $19,070
6 Services State
$5.3 Million 6 Local
Charity Care Taxes

$12,773

Unreimbursed Cost
of Medicaid & Othe
Government
Programs

Total Value of Benefits Provided to Alaskan Total Payments to State aqd_ Local
Communities: $151.55 Million Governments: SW.31 Million
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I. Overview

InJuly 2004, the Federal Trade Commission (FTC) and the Department ofJustice (DOJ) issued a
joint report titled Improving Health Care: A Dose o f Competition. Described as advisory' in
nature, ostensibly, it offers recommendations on how to “improve the balance between
competition and regulation in health care.” 1 The authors say they want “to inform consumers,
businesses, [and] policy-makers on a range of issues affecting the cost, quality, and accessibility
of health care,”2Except for more effective enforcement of antitrust laws, which falls within the
scope of the agencies’ responsibilities, the report seeks to effect change by influencing the views
and conduct of others, particularly national and State policymakers.

Eliminating certificate of need (CON) regulation is only one of several problematic arguments
and recommendations presented. It is the only recommendation that has gained much public
attention, but the issue is given only cursory, dismissive consideration in the report.3The overall
thrust of the report is to encourage movement to a "consumer driven" health care system that
relics on market forces to determine costs (prices), access, and quality. CON regulation and
planning is seen as an obvious obstacle to this goal, but the renoit also cautions against:

e Ovcr-rcliance on health insurance;

e The system-distorting effects of Medicare and other “ad ninistered pricing” schemes;

e Economic cross-subsidies within the system;

e Government-imposed service mandates;

« Attempting to control prescription drug prices;

e Permitting collective bargains by physicians, and generally; and

< Any other action or process contemplated, in the pursuit ofother (perhaps larger) social
goals and interests that might limit competition or the full application of market forces.

Criticism of CON regulation in Im pr oving Health Care is not surprising. Given the FTC raison
d'etre of promoting free markets and unfettered competition, and its longstanding opposition to
CON programs, little else could be expected. Nevertheless, the unsupported conclusion that CON
programs “pose anticompetitive risks” and “risk entrenching oligopolists and eroding consumer
welfare" is little more than doctrinaire posturing. Similarly, the recommendation that States with
CON programs “reconsider whether these programs best serve their citizens’ health care needs” is
gratuitous. State legislatures do this regularly, often annually.

1 1TC-DOJ press release July 23,2004, at «http://www.ltc.gov/opa/2004 07/heathcnrerpt.htm>,

- Ibid.

" CON and related planning aic treated briefly as “miscellaneous subjects” in Chapter S, the last chapter ot
the report. Although there are occasional allusions to CON regulation i Isewherc in the report, the
question is discussed directly in fewer than 10 pages of the 350 plus page report. The cursory treatment
of CON planning and regulation appears calculated: CON regulation is treated dismissivcly, almost as an
afterthought, tu the body of die report, but is elevated to prominence in the recommendations (number 2)
offered “to improve competition in health cate markets". Improving Health Care: A I)ose of
Competition. A Report by the Federal Trade Commission and the Department o f Justice, July 2004. flic
full report is available at www.Oc.i’ov. See specifically Chapter S (p> 1-6) and the Executive Summary
(p.22), both ofwhich discuss CON regulation directly.
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I, Context & History

Improving Health Care is but the most recent, and perhaps the most visible, example of
the decades-long FTC effort to shape the climate of opinion on health care.1In a February
9, 1987, letterto the Health Systems Agency of New York City, advising the agency to
not tryto reduce excess hospital bed capacity in the city, Jeffrey Zuckerman, Director of
the FTC’s Bureau of Competition, noted that the FTC had “been engaged in extensive
efforts to preserve and promote competition in health care markets” for more than a
decade.5 A year earlier, Terry Calvani. FTC Acting Chairman, had made it clear that
CON was a part of that effort:

“A major initiative for the coming year... will be aprogram to halt actions by
health-carc providers which are designed to raise the costs and deter the entry of
competitors. For example, state law frequently requires a hospital to obtain a
"certificate of need" (CON) before it can build anew facility. The Commission
has discovered that existing hospitals have sometimes opposed these CON
application,, not in good faith, but merely to delay the entry of anew competitor
and to burden it with heavy costs. The Commission will watch for such activities
and will challenge them as trade restraints where appropriate,” 6

In other words, certificate of need (CUN) regulation has long been anathema to the FTC. The
Commission has actively opposed CON programs for at least the last two decades.

It is unclear how the FTC ascertained the motivation and intent of hospitals participating in CON
review processes, but its attack on CON has not been limited to, or even meaningfully related to,
preventing existing service providers from engaging in restraint of trade. Beginning in the mid-
1980s, Commission staff reqularly urged State policymakers and health care officials to eliminate
or, alternatively, limit CON regulation. The period between 1986 and 1989 was particularly
intense. Beyond its sustained generic opposition, during this period alone the FTC! formally

1Apparently, the Commission had no great concern about the structure and nature of the health care
system before the advent the Medicare program and the economic and system changes dating front that
period. There is little, if any, evidence of FTC concern about the structure and operational aspects of the
health caie system as long as its was dominated by market forces, ic.. before Medicare and other
government-sponsored health and health-related programs.
Jeffrey Zuckerman, Direcior, Bureau of Competition, U.S. Federal Trade Commission, to Giii Vuppala,
Assistant Director, Planning and Implementation, Health Systems Agency of New York c ity, Febmary 9,
1987, p. 2.

6See FT( ’press release, February 21.1986 at www fie gov. See also F 1C annual reports for 1989 and
1987. U.S. Federal Trade Commission, Washington, D (
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opposed CON regulation in Georgia7, Hawaii", Maryland9, Michigan10, Nebraska", New YorkZ1,
North Carolinal3 Ohioll, Pennsylvanials and Virginia.16

FTC attacks itave been multifaceted, with arguments ranging from the purported failure of CON
regulation to meet legislative cost control objectives to assertions that it results in higher

operating costs and charges, threatens quality, reduces innovation and system efficiency, and

7In March 1988, FTC staffsaid * We believe the continued existence of CON re%ulation Is contrary to the
inleiests of health care consumers iu Georgia.... More importantly, CON regulation tends to foster
higher gnces, lower quality and reduced innovation in health care markets”. Sec FTC press release,
March 7, 1988, atwww.flc.pov. o

81n early 1987, FTC stafftold Hawaii legislators “wc strongly encourage repeal of CON Ie(]n_slatmn. There
is no evidence that the CON regulatory process has served its intended purpose ofcontrolling health care
costs. Indeed, CON regulation may well increase prices to consumers by restricting supply ot hospital
scrfices below the level that would exist in anon regulated competitive environment." See FTC press
release, March 17, 1987, at www.ftc.gov.

9In 1987, FTC staff advised Maryland policymakers to not control ambulatory surgery center development
under the State’s CON prog?ram. See FTC Annual Report, 1987, U. S. Federal Trade Commission,
Washington, D.C. atwww fte.gov. . .

1In March 1988, FTC stuffadvised Michigan health officials that the State’s CON regulations were (are)
“contrary to the interests of health care consumers in M|ch|gan” because they “tend to decrease
efficiency and impede competition.” The staff also asserted “any potential benefits of CON regulation
are likely to be outweighed by its adverse effects on competition in health carc markets.” See FTC press
iclcase, May 9, 1988, at www.fic.gov. . o S

1L In February 1989, FTC staffinformed the Nebraska Legislature * contmumtﬁ; CON regulation is likely to
harm consumers by increasing the price and decreasing the quality of health services." See FTC press
release, February 24, 1989, at www.ftc.gov , N

21In February 1987, ITC staffadvised New York City Health Systems Agency officials that a
contemplated reduction in excess hospital capacity *would substantially reduce the incentives for
hospitals in New York City to improve the price and quality of their services." Consequently, officials
should “rely on the hosp[|tals themselves, rather than government regulation, to determine appropriate
capacity levels." See FTC press release. February 10, 1987, at www fic.gov.

1" In March 1989, FTC stafftold the North Carolina policy-makers “CON regulation does not appear to be
an efficient way to ensure the quality of health carc services, to assure that health care is available to the
mdqent, or to control Medicaid expenditures for nursing home beds." Staff also argued "consumers
would most likely be better served if CON regulations were removed.” See FTC press release, March
14, 1989. at www.fte.cov. . _ ,

" In June 1989, FTC stafftold the Ohio Stale Senate "'there is near universal agreement' among health
carc economists that Certificate of Need regulation ‘lias been unsuccessful in containing health carc
costs.” See FTC press release June 22, 1989, at wxvw.ftc.gov. , _ .

Bin AF”J 1988, FTC staffurged Pennsylvania to eliminate CON re?ulatlon, arguing “ the benefits of CON
regulation, if any, are likely to be outweighed bz the adverse effects of such regulation on competition in
health cure markets. Consequently, continuing CON regulation is likely to harm consumers by |.ncrea3|n8g
gge pnceﬂand decreasing the quality of health servk sin the state." Sec FTC press release, April 1, 1988,

www flc.gov

BIn August 1987,1 TC stalf advised Virginia officials to eliminate its CON regulation of health care
facilities because such regulation is “contrary to the interests of health care consumers™ and “market
forces generally allocate society’s resources far better than decisions ofgovernment planners." FTC stall
also asserted "any potential benefits of CON regulation arc likely to be outweighed by the adverse effects
of such regulation on competition in health carc markets. Consequently, CON ret};ulaﬂon is likely to harm
consumers on balance by increasing the price, and decreasing the quality, of health services in Virginia.”
See ITC press release. August 10, 1987. at www dkj'ov.
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limits access to carc. Whatever the focus of the argument presented in individual states, the
underlying FTC argument in all cases was, and remains, that in health care—as in other sectors of
the economy—an unregulated market is superior to planning and regulation in assuring quality,
access and cost-effectiveness. In addition to consistently opposing CON regulation for at least the
lost 20 years, the FTC has also opposed related state planning and regulatory initiatives.I7

Fourteen states have dropped their CON programs since the mid-1980s. It is not clear how many
of these states, if any, responded to FTC arguments or recommendations. Commission staff was
active in a number of them, responding to the inquiries of CON opponents, advising state
lawmakers to oppose or otherwise limit CON regulation, and preaching the redeeming value of
market forces in health care. FTC officials have devoted substantial effort to opposing CON
regulation and appear to believe their campaign was nccessaiy, if not uniformly successful. After
a brief hiatus, they now appear ready to resume the cntsade.

Ostensibly, Improving Health Care was issued as an “educational resource” to Stales and other
interested parlies. It is unclear bow State policymakers will respond to the current FTC advice.
Those engaged in the day-to-day struggle to make health care available and affordable, or at least
nominally accessible, to all in need necessarily have proven resistant to the siren song of free
markets and unfettered competition as the solution to cost, quality and access problems.
Nevertheless, the 2004 report will certainly encourage opponents of CON, whatever their
motivation.18There is likely to be much discussion in State legislatures during upcoming
legislative sessions. CON regulation is likely to remain in the FTC crosshairs as long as a
significant number of States have such programs.

||| Nature of the FTC Critique

Stated simply, the FTC argument against CON regulation holds that health care is as much
subject to orthodox economic principles and doctrine as any other sector of the economy.
Consequently, the best (i.e., the surest, most effective, most efficient) way to assure quality,
efficiency, access, innovation, and lower prices is to rely on market forces and competition. The
Commission recognizes that many do not view health care as a commodity that is, or should be,
tcsponsiv e to market forces. The authors lament that much of the public, nationally and
internationally, view health care as “a special good” that is “not subject to normal market forces,
with significant obligational norms to provide necessary care without regard to ability to pay.”

I7The FTC opposed the enactment of "certificate ofpublic advantage" legislation in a number of states in
the 1990s. These legislative initiatives attempted to provide guidance and “ safe harbors" for certain
cooperative arrangements that appeared warranted, especially following the sharp nationwide reduction
in inpatient hosgnal use during the picvious decade, to promote efficiency and the financial viability of
some services. On March 10, 1993, FTC stall advised North Dakota officials that such legislation “could
raise costs and reduce quallt?/'_'. See FTC press release. March 10. 1993 at www.ftc.gov. Similar advice
was presented to Vermont officials on October 20, 1994. Sec FTC press release, October 20, 1994 at
WWW.nc.uov

lk See, for example, the Virginia Department of Planning and Budget's Economic Impact Analysis 0f
proposed revisions to Virginia's Certificate of Public Need State Medical Facilities Plan. The "analysis"
IS a gratuitous attack on certificate of need regulation, clearly modeled after the ITC argui 4 and
assumptions. CO[?]IQS of the Virginia report are available ftom the Health Systems Agency O» Northern
Virginia, Falls Church, VA.
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An underlying objective of the report is to change views on this question, especially among
policymakers. The authors’ recognize that mediating forces (insurance, public health and payer
programs, lack of accurate and reliable cost and quality information, and the absence ora truly
independent and sovereign consumer) make the current health care market an imperfee: one.
They insist that, given this circumstance, all efforts should be directed at perfecting the market,
and paying directly any additional cost that a free unfettered market may entail.

FTC arguments presented in .opPosmon to CON requlation, and in sulppprt of unrestrained
market forces, are necessanlel argely doctrinaire. There is little analytical or factual basis
for the criticism of CON or for the recommendation to eliminate it. Similarly, other than
recitation of orthodox economic doctrine, little is presented to demonstrate that market
forces have had, or are likely tohave, the positive effects in the health care system that

the authors claim or assume.

The FTC opposes most barriers to market entry, whatever their nature, purpose or function, as an
article of faith. The report makes clear that the FTC opposition is grounded in orthodox economic
doctrine and the principles of the “American” market system. The Executive Summary of the
report concludes with the report anthem:

“The fundamental premise of the American free-markct system is that consumer
welfare is maximized by open competition and consumer sovereignty - even
when complex products and services such as health care arc involved. ... The
Agencies do not have a pre-existing preference for any particular model for the
financing and delivery of health carc. Such nu.ttcrs are best left to the impersonal
wc rkings of the marketplace.” Improving llco 'tit Care: A Dose o f Competition,

Executive Summary, p, 11.

In other words, the FTC is not in favor of a particula emodel as long as the defacto model is the
“American free market" model. Doctrine, or perhaps faith and hope, trump experience and
reason. This is not surprising, given the FTC’s mission of promoting competition. This inherent
bias, though understandable, docs not absolve the Commission of its responsibility to avoid
substituting belief for fact, or to refrain from accepting uncorroborated allegations of interested
parties as fact. The report, and the record compiled in producing it, shows the Commission relied
on beliefand uncorroborated allegations rather than demonstrated fact in its rebuke of CON.

Although packaged and presented as a major new report, the evidence and argument against CON
regulation is cither a rehash of FTC arguments front the 1980s,190r the uncorroborated self-
serving allegations of interested parties.20 There is a notable absc ice ofdocumented fact or
cogent analysis. Mo new evidence is offered to support the claim that, by raising market entry
barriers for some services, CON raises costs, impedes access, or threatens quality. References to

19See Keith 1). Anderson and David | Kass, Certificate o fNeed Regulation i f Entry into Home Health
Care, FTC staffreport, January 1986; Monica Noether, Competition Among Hospitals, FTC staff report.
May 1987; and Daniel Sherman, The Effect ofState Certifuate-of-Nced lans on Hospital Costs: An
Economic Policy Analysis, FTC staffreport, January 1988.

0 See unsupported and anecdotal testimony of John llennessy, Executive Director, Kansas City Cancer
Centers (a subsidiary of U, S. Oncology) and Megan Price, Director, Contracts and Communications,
Professional Nurses Association. Both were (arc) disappointed CON applicants who made bold.
uncorroborated assertions that arc problematic on their face.
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recenl empirical evidence of the value of regional planning and CON regulation in helping
control costs and maintaining quality are dismissed by citing the anecdotal comments of CON
opponents.2l

To the extent the FTC argument against CON is grounded in analysis, it is based largely on three
FTC staffreports produced in the mid-1980s. These are unusually weak studies. All three are
macro econometric studies that involve multivariate regression analysis of aggregated data
obtained from standard sources, e.g., state licensure programs, American Hospital Association
surveys, and Medicare data. All are burdened by the inherent weaknesses of such examinations of
the health care system. Concerns include whether the factors being examined arc actually being
measured, whether the data used are accurate, reliable, or relevant, and whether the methods used
arc actually applicable to the question raised. For example, though undertaken in the mid-1980s,
the health service and cost data examined in the three FTC staffreports comes from 1977-78
(Noether, Hospital Competition), 1981 (Anderson, Home Health Care Costs), and 1983-84
(Sherman, Hospital Costs).

Underlying assumptions that planning and CON regulation of certain capital costs had (or could
have) readily discernible effects in such a short period (PL 93-641 was enacted in 1974 and
implemented in 1976) are problematic, attempts to account analytically for these deficiencies
notwithstanding. The accuracy and reliability of the data used in these studies are equally
questionable. Ifever of any value, all three have been eclipsed by changes over the last two
decades and have lost any relevance they may have had. Repeated citation by the FTC does not
improve or add to the credibility of these studies, or of similar reports that have been cited
repeatedly but conflict with experience.

Virtually all of the arguments against CON made by the FTC to Slate policymakers have been
conjecture, based on theory and doctrine rather than acknowledged fact or demonstrated cause
and effect. There arc few reliable studies of the effects, if any, on the costs and charges for
services subject to CON regulation. The results of studies that have been performed have been
mixed. In the 19S0s, when the FTC staff made representations about the negative effects of CON
regulation on access, quality, innovation, and system efficiency, there were few, if any, studies or
data that supported these arguments. They were assertions derived from an abiding faith in the
effectiveness and unalloyed good of market forces.

Even today there arc few studies that try to assess objectively the effects of CON regulation on
regulated services. Whatever the purported results, all are regression and correlation studies that
do not demonstrate or explain cause and effect. Recent studies that try to discern quality effects of
CON regulation generally favor CON regulation.2 Notwithstanding the repeated claims of I-'TC
staff, there ate still no reliable studies that show negative access, innovation, or system efficiency

21 Recent favorable reports of lower automaker health care costs in states with CON programs, and reports
of lower open-heart surge%mortahty rates in states with CON programs, arc dismissed in this fashion.

* See, for example, General Motors Corporation. Statement of General Motors Corporation on the
Certificate of Need (CON) Program in Michigan, February 12,2002; Ford Motor Company. Relative
Cost Data vs Certificate ofNeed (CON) for States in Which Ford has a Major Presence, February, 2002;
DwmlerC‘hrgsIcr Corporation. Certificate of Need: Endorsement by DaimlcrChrysler Corporation.
February 2002. Vaughan-Sarruzin, MS, llnnnan, FL, Gonnicy, CJ, Rosenthal, GF. “ Mortality in Medicare
Benericidries Following Cntunaly Arte ngassGraft Su‘rsgseor)yn States With and Without Certificate of Need
Regulation," JAMA. Vol. 245 No. 15 October 162002, ISSO-ISHit.
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effects of CON regulation. Statements to the contrary notwithstanding, these are doctrinaire

assertions, not demonstrated fact.
IV. Allusive Arguments

The FTC assertion that, rather than helping control costs, “there is considerable evidence” that
CON “can actually drive up prices by fostering anticompetitive barrier to entry” is not supported
by credible evidence. This uncorroborated assertion is typical of the argument presented. No
source for this conclusion is cited. The language, like the argument itself, is in the subjunctive,
opaque and indirect. Considerable evidence is not otherwise defined or identified. So-called
“anticompetitive barriers,” such as CON, arc not clearly distinguished from barriers such as
licensure and insurance payment rules and regulations that, though they limit or otherwise affect
market entry as forcefully as CON regulation, presumably do not rise to the level of being an

"anticompetitive barrier”.

The opaque assertion that CON "can actually drive up prices” permits the writers to project their
views without having to meet the burden of proving them. Orthodox economic theory holds that
market entry barriers “can,” and often do result in higher prices in many markets, but there is no
credible evidence that CON has, or necessarily does, lead to higher costs in health care. Recourse
to theory is necessary if the argument is to appear plausible. In other words, if there is not
evidence to document the practice or effect, simply assert repeatedly the beliefor theory’.

V. Related Opinions and Findings

The attack 0ll CON, though sharp, is a small part of Improving Health Care. Perhaps more
problematic are the related assumptions, beliefs and recommendations that, ifimplemented,
would undermine community and regional planning, and subject those in need of health services
to the vagaries of unfettered market forces. These views and assumptions include;

* Opposition to Internal Subsidies (Cross-subsidies). The report recommends that
governments (federal and state) re-examine their support of policies and practices that
underlie cross-subsidies in health carc markets. The rationale offered for this
recommendation is that internal (scrvice-to-scrvice) subsidies are inefficient and have
the “potential to distort competition.”

The report is indifferent to the implications of the loss of service to those who now
benefit from these subsidies, noting that “competition cannot provide resources to
those who lack them; it does not work well when certain facilities are expected to use
higher profits in certain areas to crcss-subsidize uncompensated carc.” If there is a
genuine commitment to assist those benefiting from cross-subsidization, 'he necessity
ofsuch assistance should be weighed and, if found meritorious, be provided directly to
recipients (presumably through direct payment or vouchers) because that approach
would be "more efficient” and "transparent”. There is no discussion of the practicality
of this approach or of the likely affects on current beneficiaries of subsidies. The net
social and health system gain (benefit) of eliminating cross-subsidization is assumed to
be positive.

Health Insurance Distorts Markets and Competition. The report does not recommend
specific changes in the Medicare program or in other health insurer coverage or
payment practices, but asserts repeatedly that insurance coverage and payment
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practices, particularly those of the Medicare program (“government administered
pricing”), interfere with market forces and competition. 3

The report cites approvingly the commentary of Newt Gingrich that “the third party
payment model is inherently conflict ridden”™ and that these insurance schemes
“distort incentives and have unintended consequences”. According to the report, these
distortions explain the rise of ambulatory surgery centers and single-specialty hospitals,
particularly cardiovascular services specialty hospitals. The import of the argument is
that both Medicare and other third party payers arc problematic because they shield
individuals from the economic effects and implications of their health care choices and
use. From the FTC perspective, if third party payment is to be permitted, high
deductible and high co-payment coverage structures arc desirable.

Goveinmenl Purchasing ofServices. The report is highly skeptical of government
purchasing of health care services on behalfof citizens, because it shields the recipient
of such care from the disciplining effects of market forces. Hence, although neutrality
is claimed on possible Financing schemes, the authors warn against single-payer
financing arrangements on the grounds that “government purchasing that reflects
monopsony power would likely reduce output and innovation.”2 The report makes
clear that this and related concerns apply to both the existing Medicare and Medicaid
programs and 10 any expansion of them such as any effort (e.g., government
purchasing or regulation) to control the costs of, or improve access to, prescription
drugs.

* Physician Self-Referral. Although the FTC' and DOJ are charged with preventing
monopoly and rooting out restraint of trade practices, and oppose collective bargaining
among independent physicians on these grounds, they show little concern about self-
referral among physicians. They note approvingly that single-specialty hospitals
(SSHs) established recently in stales without CON programs “differ from their
predecessors in that many of the physicians who refer patients have an ownership
interest in the facility.” Rather than question this arrangement, or examine carefully
the significance of physician-driven decisions in health care and the underlying
incentives and practices, the authors “encourage further research into the competitive
significance of SSI1s." I he FT'C is especially interested in determining “whether payors
can discipline general acute care hospitals by shifting a larger percentage of patients to

SSHs.” 2

* Excess Capacity. Stated simply, the "Rociner effect" is not recognized by the FTC. As
indicated in its recommendation to the New York City Health Systems Agency, a market
driven system docs not have, or will not long have, excess capacity. According to market

21* Any administered pricing system inevitably has difficulty in replicating the price that would prevail in a
competitive market. Not surprisingly, one unintended consequence ofthe CMS administered pricin
systems has been to make some hosgnal services cxtraordiiiaiily lucrative and others unprofitable. As a
tesnlt, some services arc more available (ami others less available) than they would be in a competitive

n .
market. Improving Health Care Al)o\e OfCompetition‘EXeCutlve Summary,p 9

*  large majority of consumers purchase health care through multiple agents. This multiﬁlicity of agents
is @ major source of problems in the market for health care services. Agents often do not have adequate
information about the preferences ol those they representor sufficient incentive to serve those interests."
Improving Health Care: A Dose of Competition, EXeCuthe Summary, p. 11
Improving Health Care A Dose ofcompetition Executive Summon', . 20.

$Improving Health Care:A Dose ofCompetition Chapter I. p. 18.
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VI.

theory, some level of surplus capacity— the level to be determined by market forces— is
necessary for a competitive system. FTC staffassumes that the market will punish, and
ultimately root out, surplus capacity, inappropriately low occupancy levels, and
inefficiency (e.g., low throughput). In other woi Js, there cannot be too many hospitals,
hospital beds, or too much service capacity ofany kind in a free market.22

Supportable Report Findings and Recommendations

Inform ition Asymmetry. The report recognizes that a major imperfection in the current
system is the lack of accurate and reliable cost and quality information consumers can use
in seeking health services. The recommendation for a concerted, system-wide effort to
make more of such information available is commendable. Unfortunately, the report does
not recognize or acknowledge that knowledge and information asymmetry is inherent
(unavoidable), nor does it suggest ways to deal with this question.

Enhance Incentives to Lower Costs and Improve Quality. The recommendations offered
in the report are generic in nature and unobjectionable. The need to improve incentives to
reduce or control costs, and to improve quality is recognized and accepted by nearly
everyone. Unfortunately, little guidance is offered about the specific questions 10 be
addressed, the means to address them, or the problems likely to be encountered in dealing

with them.

Implement Institute ofMedicine Licensure Reforms. The suggestion that the membership,
and consumer representation on state health facility and service licensing boards be
broadened is laudable. Both the scope and substance of licensing decisions, and the
processes used in making them, need reform.

Problematic Report Findings and Recommendations

Eliminate CON Regulation. The recommendation that CON programs be eliminated is
based largely on doctrine. The argument is a repackaged version of decades-old FTC
arguments and positions. No new studies or analyses are offered. Empirical evidence and
recent studies and experience showing the benefits of CON regulation arc largely

dismissed, not disproved.

Re-examine Subsidies in Health Care Services. The value of all health care polices and
practices should be examined periodically as a matter of course. In fact, most are. The
underlying FTC argument against cross-subsidization is based on orthodox economic
doctrine, not on an assessment of their intrinsic merit or the rationale for them. Most
subsidies are in place for notably laudable purposes. Some, perhaps all, may need to bo
reconsidered, but not for theoretical or doctrinal reasons. The evolved connection between
cross-subsidization, provision of charily carc, and CON review contingencies and
conditions is of considerable social value. Current practices should not be changed unless

meaningful alternatives are in place.

v Jeffrey Zuckerman, Director, Buicau of Competition, U. S. Federal Trade Commission, to Giri Vuppola,
Assistant Director, Planning and Implementation, Health Systems Agency of New York City, February 9,
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Prohibition ofPhysician Collective Bargaining. Though arelatively small issue, the
argument against collective bargaining among independent physicians is doctrinal in
nature. The presumed negative effects of collective bargaining o1 quality and costs arc
theoretical. The FTC position appears to be more a statement o f the Commission’s social
views, not one based on analysis or evidence.

Regulation ofPharmacy Benefits Manager Transparency. The problems with
prescription drug prices, and with obtaining reliable information about their efficacy and
cost, are manifest. The FTC recommendation that there be no government regulation of
pharmacy managers appears to be an attempt at preemption. The argument and
recommendation are illustrative of the doctrinal nature of the FTC positions. The report
acknowledges that accurate and reliable information is necessary, but rejects government
action to ensure that such information is available to payers and consumers. It falls back on
the doctrinal argument that a free market should be relied Oll to produce the information
that is needed to discipline the system.

Service mandates. As with cross-subsidization, the FTC argument against seivice
mandates is based largely on orthodox economic theory, and hence doctrinal in nature.
There is no meaningful analysis of the rationale for, the value of, or the costs of mandates
compared with alternatives. The merits and costs ofservice coverage mandates should be
reviewed periodically, but eliminating them in the name of economic orthodoxy is not

warranted.
Arguments Against FTC Assertions and Assumptions

The health care market is inherently imperfect. The FTC recognizes that the usual
benefits of competition are not achievable in the health care system under current
conditions. The report acknowledges a number of glaring market imperfections that need to
be cured if market forces and competition arc to have their presumed beneficial effects. The
problems cited include the mediating influence of service selection and purchasing
intermediaries such as insurance, Medicare, physicians and other health carc professionals,
the lack of price and quality information, legislatively imposed service mandates, cross-
subsidization within the system, and service to all in urgent and emergent circumstances

regardless of ability to pay.

flic report argues that these imperfections should be cured as quickly as possible. Whatever
the merit of this view and argument, cures are not likely soon. Even ifacted upon
aggressively, the changes required would take years to accomplish in most cases.
Community-based planning and CON regulation arc linked to, and help compensate for. a
number of these imperfections. It is important to maintain and strengthen planning and
targeted CON regulation until the related market imperfections are corrected.

Health care is not, and should not he treated as. a commodity. Although the FTC does
not state directly that health carc should be treated as an economic commodity, its
arguments and assumptions make practical sense only if that were the case. Even in theory,
much less in practice, market forces can have the system-shaping effects the FTC calls for,
and argues will result from unfettered competition, only if health care is treated as any
other economic good. The report laments that many, if not most, people see health care as
"a special good" that is not, and should not he, subject to orthodox market forces, The
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positive aspects of planning, CON regulation, facility licensure, and a number of other
mediating social constraints are in place, in part, because market forces do not, and
probably cannot, be used to discipline this market,

« Thestudies critical o fCON cited by the FTC are not reliable. The argument that
planning and CON regulation result in higher costs and prices, inferior quality, reduced
access, less innovation, and lower operating efficiency, though asserted repeatedly, is not
supported by demonstrated fact. This refrain is based largely on an unwavering adherence

to orthodox economic doctrine.

Most of the sources cited that puqrortedly show negative economic and quality effects of
CON regulation, are FTC staffreports and FTC staffstatements, which, in turn, are often
based on these studies. Thus, many of the citations are self-referential. The base studies

themselves are suspect. The data used, the timeframes covered, and analytical processes

relied upon are problematic. The conclusions drawn are debatable. Based on multivariate
regression analysis and statistical correlation, none of these “studies” demonstrates cause
and effect and, beyond theoretical conjecture, none explains the method or mechanism by

which the changes observed were achieved.

Analyses that try to examine the economic and quality effects of CON regulation yield
mixed findings, not the uniformly negative results asserted in the FTC report. Contraiy to
the impression conveyed in the FTC report, there arc no reliable studies showing the effects
of CON regulation on access to care, system efficiency, innovation, or other specific

system characteristics.

* Empirical evidence and experience are ignored or treated dismissivelv. The recently
reported experience of U.S. automakers showing lower costs in States with CON programs,
and published analyses showing significantly lower mortality rates among open-heart
surgery patients in States with CON programs, are dismissed. This information, when
acknowledged, is usually cited in the testimony ofacommcnta;oror hearing panel member
and dismissed by pairing it with opposing anecdotal testimony of CON critics.

Health care as a privilege. The FTC prides itselfon working in the interest of the
consumer, the average citizen. It argues that “consumer driven" health caterystem is
desirable and possible if market forces are permitted free reign. The paean to consumer
control, though superficially attractive, borders on the disingenuous when examined in the
light of economic and health system realities. The report prescribes theoretical cures to real
problems. The discussion is at the macroeconomic level. The assumption appears to be that,
if you address, at least theoretically, overarching system questions and imperfections,
maximum benefit will flow (trickle down) to the individual.

Unfortunately, the individual is treated as a theoretical economic entity or construct.

Market realities arc such that, under FTC prescriptions access, to quality health carc would
become a privilege, not a right or reasonable social expectation, dependent upon the
economic standing, the knowledge base, and the social status of the individual. The report
appears to anticipate and endorse this outcome. It speaks approvingly of consumers needing
incentives to “balance costs and benefits and search for lower cost health carc with the
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level of quality that they prefer.” 8 Presumably, the poor might “prefer” a“level of
quality” consonant with what they could afford. As with an* other commodity, an
unfet.ered health care system will offer many different quality levels or categories, in
both clinical and economic terms.

IX. Arguments in Favor of Planning and CON Regulation

* CON is a useful market balancing tool. In @ necessarily imperfect, and an increasingly
inequitable, health care system, community-based planning and CON re%ulati.o_n are
flexible tools that, when used intelligently and objectively, help protect the critical health
care infrastructure that is required to meet both expected and unanticipated public need.
Market forces are invaluable in balancing the cost, supply, access, and quality of most
goods and services. Market fluctuations and vagaries are acceptable for most commodities,
but are problematic for essential social goods and services, especially health carc.

* Under current and expected health system market conditions, community-based planning
and CON regulation are useful in promoting competition. CON regulation, and related
planning, can be and lias been used to provide consumers and other purchasers with price
and quality information. They also are used to stimulate direct competition and market
entry where evidence indicates this would improve system operations and efficiency.

Recent em pirical evidence shows substantial economic and service quality benefit from
CON regulation and related planning. Empirical studies by all three major U.S. automakers
show substantially lower health care costs In states with CON programs.2QSimilarly, the
most recent and largest study of CON regulation on treatment outcomes found that open
heart surgery mortality rates are more than 20% lower in states with CON regulation than
in states without regional planning and regulation.'0

CON regulation is one of the few practical planning tools available to policymakers.
Whatever its limitations, CON regulation, with related community-based planning, is one
of the few tools that policymakers, health system officials, and ordinary citizens have
available for use in trying to compensate for known weaknesses and deficiencies in the
existing health care system. CON decision-making processes provide a unique forum where
all interested parties, and ordinary citizens, can express their views and state their needs.
This oversight is distinct in that it often is the only light available to illuminate important
quality, cost, and access concerns that arc important to consumers.

CON regulation is the o.nly practical,tool available to implement basic planning policies
and practices. The relationship between average annual service volume and treatment

Improving Health Care: A Dose o fCompetition, Executive Summary, ). 5
General Motors Corporation. statement ofGeneral Motors Corporation on the Certificate ofNeed
(CON) Program in Michigan, February 12,2002; Ford Motor Company. Relative Cost Data vs
Certificate of Need (CON)for Slates in Which Ford has a Major Presence, February, 2002;
DalmlerChryslcr Corporatlon. Certificate of Need Endorsement by DaimlerChrysler Corporation,
February 2002, _ o o .
Vaugliun-Sarrazin, MS, ittt | 1., GonnlcY, CJ, Rosenthal, GF, "Mortality in Medicare Beneficiaries Followin
ﬁoronéa /}rtgry Bypass Graft Surgery in States With and Without Certificate of Need Regulation,” sama, Vol.
0.1, CO er16.2002,1559-1866
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outcome is well known. It has been documented repeatedly for many of the services
regulated under CON programs, CON regulation is the most reliable and practicable tool
forimplementing service, institutional and regional planning 'tolicies and practices that
facilitate and ensure appropriately high program volumes.

X. Conclusions

Improving Health Carc: A Dose ofCompetition appears to be largely a political treatise. It is not
an analytical study. The underlying purpose appears to be an attempt to frame (shape) the debate
over the nature and evolutionary direction of the U.S. health carc system. It touts a“ consumer
driven" system as the ultimate goal. The report argues that this is possible if the nation has the
courage to forgo internal subsidies, service mandates, over-reliance on insurance and government
financing and purchasing, government regulation, and associated practices. Reliance on
unrestrained market forces is prescribed as the best approach to determining health care capacity,
cost, quality, and access. The negative effects of unfettered competition are not examined.

In terms of Jiealth planning and CON regulation, the report repackages and restates decades-old
arguments against regulation. No new data, information or analysis is offered, and empirical
evidence indicative of the efficacy of CON regulation and associated planning is dismissed. By
almost any measure, the presentation is largely doctrinaire, based on an unwavering beliefin the
applicability of orthodox economic doctrine in health care rather than an objective analysis of
market realities and experience.

The stated FTC goals of market efficiency, consumer control and informed stakeholders have
been integral to community-based health planning for more than 40 years. The community has
always been, and remains, an integral part of the planning, development and regulatory processes.
The principal difference between FrC beliefs and assumptions, and those favoring planning and
targeted regulation is how best to manage the tension between public and private interests, and
between short-term and long-term perspectives and incentives. AMPA has always believed in the
importance of community-oriented health care services and systems, and encourages ongoing
reassessment of health planning and CON regulation to ensure they remain responsive to
technological change, evolving health carc practices, and community values and needs.

The Association will continue to support these principles and practices.
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Alaska State Hospitaland Nursing Home ASSoOCIation

REASONS FOR CONTINUING CERTIFICATE OF NEED IN ALASKA

» Health care is not a conventional market; its economic forces are different.

0 Health care has a finite need m oich community. Introduction of additional medicai
providers redistributes finite revenue among more providers with ‘winners and losers’ in
the community. Community hospitals will be the ‘losers’ as profitable services arc
aggressively sought by new imaging, surgery and specially hospital providers. This will
have profound adverse impact on their ability to fully meet cemmi.mil/ expectations.

0 Hospitals and nursing homes must offer a full range of outpatient inpatient and enici ney
services 24 hours a day, 7 days a week, 365 days a year. A aTiber of these esse il
services do not produce adequate revenue to offset their cost of operation yet they must be
offered to fully meet the needs of the community.

0 Health care is heavily regulated by federal & slate laws. These regulations do not afford
the health care provider the same flexibility and efficiency found in other markets. For
example, a reduction in profitable service lines cannot be recovered by increased pricing as
nearly one-half of hospital revenue comes from sources that set their own pricing (Medicare

and Medicaid).

0 There is no assurance that introducing additional health care providers in a community will
reduce cost to the consumer. In fact there is recent research that continues to suggest

otherwise.

* Hospitals must serve all persons in the community that need care regardless of ability to
pay and are the key responder in community disaster response.

o Without CON, specially providers can enter the market and create unfair competition by
offering only the most profitable medical services and limiting the number of non-paying
and underinsured patients that they will see.

o 18 of Alaska’s 25 hospitals are ‘sole community providers’ which risk financial instability
and irreparable harm to community residents if the State does not insure that there is need
for more health care infrastructure before it is introduced into the community.

0 Hospitals invest preparedness funds and extensive training to serve the community in event
of natural disasters, pandemic flu, biological, and chemical threats. These expenses arc not
recovered from health carc purchasers and only partially offset by federal/state grants.
CON helps assure these important services will not be threatened by loss of critical revenue

to keep these protections in place.



* CON isan important health policy toot that balances community need with growth.

0 There are many examples of health care projects initiated in communities around the
country where “profit” motives take priority above overall “community good”. The CON
review process focuses on these issues and assures the project is in the best interest of
patients as well as the community.

0o Without a strong CON process, over-building of health care services will occur in some
areas, while critically needed medical services will not be developed in other areas.
Developers will go into geographic areas where they sec an opportunity, not into areas
where they sec marginal return 01l investment.

0 36 states plus the District of Columbia continue to require CON approval for one or more
categories of health services. Further, some states have gone beyond CON and put
moratoriums in place to prohibit growth in certain medical services.

e Current CON laws are not preventing needed growth in Alaska’s health care infrastructure.

o Since reopening of the CON process in 2005, the Department of Health & Social Services
has approved a number of new health carc projects and has allowed others to proceed
without CON review.

o Alasl ’s hospitals and nursing homes arc required to apply for CON approval before
cmoarking 01l any new expansion project. Other parties interested in providing health care
services should be exposed to the same rigorous review with the exception of ‘physician
offices” which are exempted from CON under current law.

Over building of medical infrastructure will worsen Alaska’s workforce shortage.
0 Alaska is already facing a critical shortage of physicians and nurses. This situation is not
expected to improve in the short term. Many of the projects subject to CON review would

require the most specialized professionals in radiology and surgery,

o If we do not control the growth in Alaska’s medical infrastructure we will see staffing
shortages in our hospitals and nursing homes beyond anything we have experienced to date.

Rod I.. Hctit,I’rcsident/CliO ASIINIIA. 42ft Main St. Juneau 99X01 (907)586.3881
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Health Program

Certificate of Need: State Health Laws and Programs

December 1, 2006 - preliminary edition

Certificate of Need (C.O.N.% programs are aimed at restraining health care facility costs TABLE OF CONTENTS
and to allow coordinated planning of new services and construction. Laws authonzmﬂ -Pro ax1 Con views
such programs are one mechanism by which state governments seek to reduce overall - con programs .

health 3nd med|cal COStS Many "CON" laws were put Into effect across the nation as part of —Re Ulated SerV|CeS

the federal "Health Planning Resources Development Act" of 1974. Despite numerous changes In —CO |eg|8|at|0n, (B'(B
the past 30 years, about 36 states retain some type of CON program, law or agency as of mld- - ResQJreeS_ft,LCPprts

2006.

HISTORY

In 1964, New York became the first state to enacted a statute granting the state government
power to determine whether there was a need for any new hospital or nursing home before it was
approved for construction. Four years later the American Hospital Association expressed an
Interest in Certificate of Need lav/s. The AHA started a national campaign for states to generate
their own CON laws, By 1975, 20 states had enacted CON laws; by 1978, 36 states had enacted

them.

The 1974 federal Act required all 50 states to submit proposals and obtain approval from a state
health planning agency before beginning any major capital projects such as building expansions
or ordering new high-tech devices. Many states implemented CON programs in part because of

the Incentive of federal funds.

The federal mandate was repealed In 1987, along with its federal funding. In the decade that followed, 14 states discontinued their CON

programs,However, 36 states currently maintain some form of CON oronram. and even the 14 that repealed their state CON laws still
retain some mechanisms intended to regulate costs and duplication of services. Puerto_RIE} and the QislrictoLColJutnbia also have CON

programs.

States that have retained CON programs currently tend to concentrate activities on outpatient facilities and long-term care. This Is
largely due to the trend toward free-standing, physician owned facilities that constitute an increasing segment of the health-care

market.

INTENT

The basic assumption underlying CON regulation Is that excess capacity (In the form of facility overbuilding) directly results In health
care price inflation. When a hospital cannot fill Its beds, fixed costs must be met through higher charges for the beds that are used.
Bigger institutions have bigger costs, so CON supporters say it makes sense to limit facilities to building only enough capacity to meet

actual needs.

CON programs originated to regulate the number of beds in hospitals and nursing homes, and to prevent overbuying of expensive
equipment. Mandatory regulation through health planning agencies determined the most urgent health care needs, contributed to
solutions for these needs, and attempted to manage the fluctuations In prices often caused by a competitive market. The Idea was
that new or Improved facilities or equipment would be approved based only on a genuine need In a community. Statutory criteria often

were created to help planning agencies decide what was necessary fora given location. By reviewing the activities and resources of

hospitals, the agencies made Judgments about wha» needed to be Improved. Once need was established, the applicant organisation
(corporation, not-for-profit, partnership or public entity) was granted permission to begin a project. These approvals were known as

"Certificates of Need."
C.0.N. SUPPORTERS' VIEWS C.O.N. OPPONENTS" VIEWS

CON programs also have been subject to wide criticism. To start. It
Is not clear that these state-sponsored programs actually controlled
health care costs. For example, by restricting new construction, CON

Advocates of CON programs say that health care cannot
be considered as a "typical" economic product. They argue
that many "market forces” do not obey the same rules for

liltpV/wvvw.ncsl.org/programs/health/cert-nccd.htm 4/20/2007
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health care services as they do for other Rrodupts. In support programs may reduice price competition between facilities, and ma¥ _
of this argument, It is often pointed out that, since most ~ actually keepprices high. Barriers to new building were seen as uritair
health sefvices, (like an x-Tay) are “ordered for patients by restrictions, sometimes by both eX|st|r(1jg facilities and their potential new
Physmans, patients do not “shop” for these services the way - competitors. There IS littlé direct broa &rﬁgf that overcapacity or
ney do for other commodities. This makes hospital, lab and’  duplication leads to hg]her charges. In 2004 the Federal Trade
other services insensitive to market effects on price, and ~ Commission (FIC) and the Department of Justice both claimed that CON
sUggests a regulatoly approach based on public Interest. — programs actually’ contribuge o rising ?nces because they Inhibit

. . . conipetitive maikets that should be able to control the casts of care and
The American Health Planning Association (N'PA? Isthe quarantee quality and access to treatment and services. (1)
professional group of state agenues,resRonsmle or ,
requlation end planning. They identify three factors that ~ Some opponents felt that changes In the Medicare payment system
sugrgest the need for CON prdgrams, The primary argument  (SUch as paying hospitals accordmg% to Diagnostic Related Gratps -
Is that CON programs limit hedith-care spending. CONs can ") wolld make external legutatory controls unnecessary, because
promote appropriate competition while mamtammq lower health Care organizations would be more subject to market pressures.
costs for treatment services. The AHPA argues tha Some pointed out that the CON programs aré not consistently
by controlling construction and purchasing, state administered. A *flexible’ progr,am could allow development, o the
governments can aversee what expenditures are necessary d|,sma%/ of competitors. A “restrictive" program could limit competition,
and where funds will be used most effectively. Tills helps *  with the same effect. Man argued that fiealth facility development
eliminate PYOJGC'[S that detract attention from more urgent  should he left to the economicS of each Institution, in light of its own
and useful Investments and reduces excessive costs. AHPA  market analysis, rather than being subject to political Influence.

S'fsga?'és%mmetnh%cﬁﬁ.ﬁé Qﬁéeeamg"r%%%'?;r”e‘p%%tnﬁ%r‘;hde alty Some evidence suggests that lack of competition paradoxically

hospitals and other treatment centers can ack,nowled(t;,e what enoouragedconstitiction and additional spendmck;. Some opponents of
sort of services are In demand and how effectively patients  CON programs believe an open heaith care market, based on quality
rather tnan price, might be the best principle for containing rising costs.

are being taken care of. Additionally, accorcing t0 5 .
SUppOrters, the programs cistribute care to areas that could  Proponents of CON programs dlsa%ree. This debate rests on the Same
be ignoreq by new medical centers. CON programs area arguments as many other "Regulated market" vs. “Open market

resource for pothmakers. CON requiations are described a5 discussions.

arg%'{ﬁﬂg P g?d %p&ﬁgﬁgﬁt?flchg;elltrlgn?agrep%%]els a0 o theory, Certifiates of Need are granted based on objective analysis
ﬁemo rahic areas. The CON %ocess can call attention o 9F commiunity need, rather than thé economic seff-interest of any Single
areas%n rﬁ)eed becalse Iannerg can track and evaluate the  feciity. However, opponents of CON programs claim that the programs
requests of hospitals, doctors and citizens and see which hg‘égrgﬂtth"/"%rr‘;ﬁ%eg"gnv‘{% ggg’ g%t?)(%?crgﬂﬁ?lLljgr}’gglclmsct%ﬁowglre
aas afe Ierscored or fieed to be improved ang restioe or other factors apart from the nterests of the community.

TS QO

developed. urthérmore, It Is sometimes a matter of debate what sort of
development Is actually In the community’s interest, with people of
good will sharply divided on how to determine this.

Other Approaches

Many appioaches have heen tried to controlling health care costs, including government and Industry requlation, provider incentives,
“freé market" Incentives and educational effortS. Some of these include:

1 Limitations on physician rclerrals to facilties in which they or a family member have a financial Interest (so-called “Stark

requlations™). . . .
Sl?perv@on)by n;surers to make sure a treatment request is necessary (preceitificatlon, concurrent or retrospective medical
NECessity review), _

Prepayment for insured or covered services (““managed care” L

Fixed payments for defined service" (“Information Indlividual Programs DRGs™-uniform Diagnostic-Related Groups)
Provicing Information to patients abjut trie costs and necessity of certain tests and treatment (includes “transparency and

disclosuic programs) , , N
6 Providing Information to patients about the quality of and outcomes at certain megical facilities.

[Sa BN IO \G

Footnotes:

1 Theafle%%rgjegradepggmmission, Depaitment of Justice, Inroving Ucalwit.rre Atv.e a Qonptition (Washington D.C.. FTC, DQJ,

STATES WITH CON PROGRAMS

hltp://w\vw.ncsl.org/progranis/lieulth/ccrt-need.htni 4/20/2007
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State Certificate of Need Laws, 2G06

CON h'v; state approval m.iv be required

< (IN JIWMbpiitd LI | iTL (Uvr
Co'ibiri by NCSi.. Deled a* ca:3 from AHPA, June 2036

State/District Dates of

with CON
Programs

Alabama
Alaska

Arizona
Arkansas

California
Colorado
Connecticut

Delaware

District of

Columbia

Florida
Georgia
Hawali

|daho
lllinois

Programs

197 7present
1976-present

1971-19%%
1975-present

1980-1987
1973-1987

1973-resent

1978-presert

1968-present
1972-present

1979-present
1974-present

180-1983
1974-yesent

Certificate of Need Contact Information

ames E. sanders, DEPU'Y Director  Phone:
BISHAR e DA

james.standers ashpdji e'abama.gov

Individual CON Websites

http://www.snpda,state al.us

David Pierce, CON COOYdinatOF Phone: 9)7' Alaska's certificate of Need Program
466-3001,; Fax: 907-460-4101

Fax

davicLpicrcC'S'hea.lth stare.ok.us

Deborah Frazier, Director
Phone: 501-61-2508; Fax501-661-230

dfraziei § hedlthyarkonsas.com

Susan Cole, Director Phone:
804 ax;

18-103 F

susoiv colccngland@ pu.staUr.ct.us

Francis Osel-Afriyie, Mana ementAnal
Phone: 0TS, Fax. “TD-7A1-2310
Iranos osei-afnyie'A'Statc deus

Amaha Selassie, Chief, Project Review
Phone; 0P-4A0-5875; Fax; X0-4/0-4%24

Jeff Grega, Bureau Chief Phone:
850—9229&7& Fax; S50-438-004

gicggj Afdhc state ff us } )

Robert Rozler, Fsg., Executive Director
Phor]q -104-657-7198; Fax: 404-656-0554
[TOZIEl  dch ga.go- N

David Sakamoto, MD, Administrator
Pione; 803-587-0788, Fax; 808-587-0783

david'isiipdd.oig

Jeffrey Mark, Health Plannin Board
Phone: 217-783-316, Fax: 217-/85-43B

http://www.ncsl.org/programs/health/ccrt-nccd.htin

No CON Program; see planning agency below

http://www.arhspa.org

No CON Program; see planning agency below
No CON Program; see planning agency below

Connecticut s Certificate of Need Program

Delaware's Certificate of Public Revic-w Program

DC Certificate of Heed Website

Florida Licensing jnd Certification
Georgia's Ccfl'tifflte of Heed Program

Hawaii's v.ehr.ito fur Coitihcau- jNer r

No CON Program; see planning agency bo-ow

ittpv/www idph.stale il.us/auoutylifpb.ntm

4/20/2007
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jnvrkis'lcph.stare.Il.us

Indiana %@ No CON Program; see planning agency below
lowa 1977-present Barb Nervig, Program Manager t'ttp /Avwwwidph state.:n us/do/«;rt ot need.as
o Phone; 515~ %&-%304 281-408 b d ‘ d
tiriPryifiiiidph.store .a us ,
Kansas 1972-1%5 No CON Program; see planning agency below
Kentuc 1972 Chrrs Corbin, Executive Director http7/chfs, ky.gov/ohp/con
i T e T SD-H64-0F), Fax: SP-564-030 P gy
Louisiana 1991 -present James or, Program Manager http /wvww.dnn.state.ifwilv
Phone: 22%—342%], e T
jnuylor ihhh.ia.gQv
Maine 1978-presert - Catherine Cobb, Director Phone  Mame Certificate of Need frocedures Manual
207-287-2975, Fax. 0/-287-58 .
Catherine cob’s; msme-fiov ftame Government Website
Maryland 1968-present  Paul Parker, Acting Chief Phone: Maryland Certificate of Need Program
g 075281 Fac 0581311 g Y
pparker rinhcc state md.us
Massachusetts  1972-present goan Grér1 a%gct_ Drrector hnp://Aww.v.StiRe ma.uS/dph/ahtg/don it
hone;
Nic o2t Ly o tsﬁatrerarﬂaus Phore: /Ay mifhigin o
ichigan arry Horva ager one: mifhig.in gov/con
! et 517ryz41 3343 Fax: Sl7-241-262 p/Akaymingn g
horvathl im.ciiigan —ov
Minesota ~ 1971-19% No CON Program; see planning agency below
Mississippi 19/ present  Rachel Pittman, Chief, P&RD Mississippi fpiTifiCrite of Need Program
Phone: 801-5/6-7874 Fax: 601-576-753)
ra]rher pittman gmsch sr\|< ns.ns . y
Missouri 1979resent  Thomas Pi er Drrector wiw.Qlist ing gov/ton
Phone: -0043 Fax: 573-/1-/8% 0

tjuper; mail, state mo us

Montana 1975-resent  Pamela Sourbeer. Administrative Officer — AanvniM».nive Pules of Montana Cou
Phone: 406-444-%619, Tax: 406-444-1742
psourbeei uml gov

Nebraska ly?9present  Claire Trtus Section Program _mr_;er http://www.nhs state r«u$/r(/ncfd Mm

Phone: AP
Nevad 1971-present crauegruFth%?\lnngglvhR And l Itjijk stole " vli/vs/lliter ht'i
evada 71 nn Solano kalth Resouice ittp . wrtw m.altjijk stole * vli/vs/lllter ht'
Kone T/ 644177 Fax; 716344 P &
soianpnvan state n«d p— 1o/ -
New Hampshire 19/ present  Margaret Heatlcy, Administrator itr://www nhha pro/nhha/state 1..v/con
d P or% J(rm Fix: 6032714141 fr o/ e
- Jn Hca(t:telybrmrrs |3tafe Nn.us
New Jel -presont - John Calabria, Director We ol ate s o'Vt e
il Phone: G00-20-8773 Fax; 600-2P-3780 r pyf Egpplrcaﬁon only)
ofni coitfbnau dsbic ]tc.n j US
New Mexico ~ 197MOP3 No CON Program; see planning .agency below

New York 1966-presait ChrrstogherD clier Program Resea_r(c}hyslp nip /Aww nea th state nr ">, th/cc is/inog* nim

pjin/ | state y IS
NOfth Cam"na |978 pI’«SQﬂt ee HOﬁman, Chief Phone: >ttp |, fatii'tyservitej.itate n s

119 855-3873; fax: 919 733 6139
> itoffman mgncmnii net

North Dakota 971-1995 lo CON Program

Ohio 975-prcsent Jhrlt”ne Kenney, CON Oirector Phone: jtlhio LON webpage

http://www.nesl.org/progranis/lienllli/cert-necd.hlin 4/20/2007
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Oklahoma

Oregon

Pennsylvania
Puerto Rico

Rhode Island

South Carolina

South Dakota

Tennessee

Texas
Utah

Vermont

Virginia

Washington

West Virginia

Wisconsin

Wyoming

HEALTH PLANNING AGENCIES

State

Ai.arna

Caiifoinia

Colorado

Idaho

Indiana

1971-present

1971-present

1979-1996
1975-present
1968-present

1971-present

1972-1988
1973-present

1975-1985
1979-1984
1979-present

1973-present

1971-present

1977-present

1977-1978,

1993-present

1977-1989

614-644-3325; Fax: 614-752-41S7
Christine,kenney.'a'ocri.ohiQ.gpv

Darlene Simmons, Director Phone:
405-271-9444; Fax: 405-271-73GO
oarienShQirUh. state,.ok.gov

Jana Fusscll, CON Coordinator Phone:

503-731-437.0; Fax: 503-731-4078
lana tusseiifstate.,ocus

Michael K. Dexter, Chief, Office of Health
Systems Development
410-222-2788; Fax: 410-273-4350
michael.dextei'S'health ri gov

Joel C. Grice, Director Phone:
803-545-4200; Fax: 803-545-4570

guceic j-'shec.sc.a’A’

Melane M. Hill, Executive Director Phone:
615-741-2364; Fax: 615-741-9864

melame.hiilgstate In us

Jennifer Garson, CON Analyst Phone:
802-828-2900; Fax: 802-828-2949
Jij>rsong! bishca state.vt us

Erik Rodin, Director Phone:
804-367-2126; Fax: 804-367-2206
trm.Bodin Jvdh Virginia.gcv

Janls Sigman. Manager Phone:
360-236-2955; Fax: 360-236-2901

ia» is sigiiian~doh.wa.gov

Dayle CON PlanningStcpp, CON

Director
304-559-7001 dstvpp Jjv.owv.otg
C. David Lund, Chief, N.H. Section Phone:
608-266-2021; rax: 608-464-7720

vii O.ddChls state, w. us

Date* of CON law Planning Agency & Contacts

1971-1985

1969-1567

1973 1987

1980-1983

1980-1996,

PatrlcU Taringa, Chief
542-1219; Tax: 602-542 2011
f'ligd jt.s tlt-'."-M,
Jonathan M. Teague, Manager
322-281-1. Fax 916-37-1-5742
Itclguc BI/'!" I>d state A ut
Susan Rehak, Contact
692-2470; fax: 303-782-5576
lusoii.ii'hax istatr « «j >

Jane Smith, Chief

208 334-5976; Tax 20H-332-7360
jtiiit'ijii'dI'vv state "l us

1997-

htipV/www.nc'il.org/programs/hcalih/cert-necd.htm

Phone:

Phone: 30-1-558-7000, Fax:

Tom Reed, Public Health Administrator Phone
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Oklahoma CON Abstract

Oregon con webpage

No CON Program; see planning agency below

Consultant CON Avcbooofl

http,7/vnvv/ hxiitit.ri.gov/hcr/hoalrhoyr.temshndex php

http://w.nv.scdhoc gov/hr/cofn/

No CON Program; see planning agency below

http://tennossfle.gOv/hsci.i/rert need sum litml

No CON Program; see planning agency below
No CON Program; see planning agency below

Vermont CON proutam

hlcp./.v.'ww.cvMpa org/COPN him

Washington tor. program

http //. v.w i.eav/v ijig/CcrtOfNecd/ccnil'jrne htm

Wisconsin Resource Allocation pioR'am

No CON Program; see planning agency below

IN STATES WITHOUT CURRENT C.O.N. PROGRAMS

Phone: 602- No CON Program
Phone: 916- No CON Program
Phone: 303- No CON Program
Phone; No CON Program

No CON Program

*1/20/2007
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199 317-233-15AL, Fax: 317-233-7157
tteed"alisdh. state, in. us
Kansas 1972-19%% Richard J. Morrtsse%B_tenm Director Phone: ~ No CON Program
15-2%6-1343
. rmomssttho state, ks.Ls
Minnesota 1971-19%6 She||a Brunelleé?lnn cipal Planner  Phone: 661~ No CON Program
Fax:

she||a btun«l!e®heaith. state Irin.Jis

New Mexico 19781983 Karen Meader Deputy Director ~ Phone: 505~ No CON Program
220-300) Fax: A-307)
kmeaber Zhpc.state nm.uS

North Dakota 1971-19% %g Garland Contact Phone: 701- No CON Program
ax M1-38-130

. ggarlandS’ state ks
Pensylvania 19M-19% MtcheIIeS DaV|s D _t%cretary Phone: 717~ No CON Program
7838804 Fax

msdavs’ fﬁstate aus
South Dakota 1972-1983 Doneen Hollmgsworth Secretary - Pnone: 6B~ No CON Program
13- 607735083

331, Fax
ooneen, heHmsgworth ff"tate sd ur
Texas 1951% Connie Turney, Project Director ~ Phone: 512~ No CON Program
512458734

43-76L Fax
COnn?tZ(t?a’rneyA tishS.SWe.tn us

Utah 1970-19%84 Scott Williams, MD, MPH No CON Program
executive Director Phone: 801~
5386111 sdwilliainsCiuiah.gov

Wyoming 1977-198 Morrls Gardnert{%emor Advisoi  Phone: 307~ 1oCON Program
aX _ _
mgardr Estate wy Us

Contact information obtained from American Health Planning Association National Directory, 2006edition,

FACILITIES AND SERVICES REGULATED BY C.0.N.

Regulated Services States, with Districts & Commonwealth

Acute Hospital Beds %\A/KCT DE HBG%RHl 1L, KV, ME, MD, MI, MS, MO, NV, NH, NJ. NY, NC, RI, SC. TN,

Ar Ambulance A, CT. HI, ME, MA MI, NC, TN, VT

Ambulatory Surgical Centers Al AK.CT. DE. GA H IL | KY. ME MD, MA ML MS, MT, NV, NH, NY, NC, RI, SC, TN,
Vo th il A 1 400

ésdsisted Living (dso -6 Resicertid Qe A

Behavioral Health W

Birthing Centers DE

Burn Carc A CT, AL HI, IL, ME. MD, NJ, NY. NC, VT, WA W

Busingss Compuiters CT, VT, W

Cardiac Cathetcnration \tALA C\XNDE'CGA M, IL, 1A, KY, ME, MD. MI, MS, MO, NH, M, NY, NC. RI, SC. TN, VT.

Computed Tomogiaphy (CT) Scanners AK, T, GA, H, VE, MI, MO, NH, NY. NC, Rl TN, VT, VA DC, R

Gamma Knives AL AK CT. GA IIl, IL. VE, MA 1T, MS, MO, NY, NC, RI. 5C, VT, VA ,DC

Home Health AL AK AR, GA HI, KY. MD. MS, MT, NJ, NY, NC, C, N, VT, WA, WV. DC

Hospile AL AK AR CT. R IL, KY, MD, MS. NV, NY, NC, OH, TN, VT, WA, WV, PR

Hospital (also See Aate Hopitdl, above) — MI, MO

Intensive Care NC

littp://www.ncsl.org/programs/})calth/ceil-necd.htm *1/20/2007
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Intermediate Care Facilities/Mental
Retardation (1CF/VR)

Long Term Acute Care (LTAC)

Lithotripsy
Long Term Care

Medical Office Buildings
Medical Services for Indigents (MS)

Page 7 ofl7

HI, IL, 1A KY, LA ME, MD, MS; MO, MT, NV, NJ, NY, NC, OK; SC, TN, VT, V/
g A A

CT, DE HI, IL, KT ME, MD, MA MI, MS, MO, NV, NH, NJ, Y, NC, RI. SC,

Mbﬁ VA WAHVW(,S%C, iR WA

AL AK CT DE, GA HI, KY. ME, MA MI, MS, MO, NH, NY, NC, SC, TN, VT, VA WV, X,
AR, CT. DE HI 20 |A, KY, LA ME, MD, MA MI, MS, MO, MT, NE, NH

/Mﬁ NY. NC, OH, %‘KG&( RI'SC, TN, VTL,A\/A WA, W, W1, 'DC, R

CT GA DC

\A

Mobile H Technology (CT /MRI /PET, etc) A CT, GA HI, KY, ME MI, MO, NH, NY; NC, RI, SC, VT, VA W, DC

Mohile Medical Services

KY
Magnetic Resonance Imaging (VRI) Scanners AL, AK, CT, GA, HI, KY, ME, MA M, MS; MO, NH, NY, NC, RI, SC, TN, VT VA W, DC

Neo-Natal Intensive Care

Obstetrics Services
Open Heart Services

Organ Transplants

Positron Emission Tomography (PET)
Scanners

Psychiatric Services
Radiation Therapy
Rehabilitation

Renal Failure/Dialvsls
Assisted Living &Residential Care Facilities

Sing e Photon Emission Computed
Tomography (SPECT)

Subacute Seivices
Substanco/Drug Abuse

Surgery (elso seeAmuatory Surgical
Cates)
Swing Beds

Uttra-Sound
Other (Not otherwise covered)

T, AL GA HI, IL, KY; ME, MD, MA MI, NJ, NY; NC, RI, SC, TN, VT, VA WA W,

C
CT, GA HI, IL, ME, MD, Y. RI, SC, VT, VA WA WV, DC

CT HL IL, 1A, KY, ME, MD, MA MI, MS, MC, NH, NJ, NY. NC, RI, SC, TN,
WAQA‘N(,;ADC A WA

CT. AL GA HI, IL, IA KY, ME, MD, MA Mi, MO, NJ, NY, NC, RI, T, VA VI/A WV

\RN”N ; CERDE, GA HL, IL IA NE MA M, MS, MO, NH, NY. NG, RI. SC. TN. VT, VA
AK CT HI, 1L, KY, VE, MD, MA ML MS, NH. NJ, Y, NC, OK, RI, SC, TN, VT,
R .

GIA Nm ]C&:’DE, GA HI, IL, 1A KY, ME, ND, MA MI, MS, MO, NH, NY; NC, RI, SC, TN, VT,
o) HI, IL, KY, ME, MD, MA MS; MT, NE, NV, NH, NJ, NY, NC, RI, SC, TN,
AR O

AL AK HI 1T, MVE; VS, MO, NY; NC, VT, WA WY, DC
AG AR, CT, GA KY, MA MS, MO, NJ, NY, NC, W
VA

HI, IL, KY, MD, NV, OK; RI, SC, TN, WA WI, DC
MS, MT; NV, NH, NY, NC, OK; RI, SC, TN, VT, VA

NOTE: The categories listed above are lor general information, See state-specific limitations, exceptions and requirements.

CON Online Sources a Resources:

e 1 o- <u'tiritss.ipi’ 5y i Ankles and essays collected

Jtip. <
!rom FA)\mencan Health Planning Assocation

2 -ti D» e < 1 1i | ke "
Oppo'r'?ent view of CON P|ograrnI using W'ash}n'gton State as example>
3 ....«its.g.. The Federal Trade Commission website

4 .4 vw o Uipani't uj/vsei'ss  ipn ntml American Health and
Planning Assaciation with other planning related websites and a list of

websites for the CON programs of each"state.

liltp.7/\vww. ncsl.org/progratns/hcaltli/ccn-necd.hiin

4/20/2007
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http://ww\v,atipaoet.org/liui (bx.htmi
5. iinpl//cor:;eni.itcoi9ia(iai'£.oig«cQ>" connt/rtliYf, 2Stvt-i3 A i

Surgery centers growing

6. nnp://rs5 nct/tn jsp. I-%O:u tsrqf(g}tgjs
t=)mabKiMkflLrSavo6J>6.-iGOUKYOS IM90I?/.U)i/>;Rf fiKH %3 ASit?.E3i N
.dcwv/vv.nealfhaffalir-.rrg G \r/]euer?r.re S
opened e
v e
12 s
Q “b . 7 o' —f
5 411 if
0 *1996 1997 1998 1999 2000 2001 2002 2003 2004 2005

fiscal yea3

Sy> H oo IiCed Mot
7. Monopoly Is not the Answer* an abstract of how regulations has  cted the markets. Heeith Attain, August 9, 2006
8 "Effects of Physician-Ov/ned limited Service Hospitals; Evidence t/om Arizona an abstract. Heeith Attain, October 25 2006
9 "Political pYQilinnr -1t fecleral Health Care Requlation Hesith Affairs, Copyright 1992
10 *specialty Versus Community Hospitals What Role foMhc |aw’* Hesith Affairs, August 9 2006
11 "Rules of me Game; How Public on /afeds-local Health Cait* Markets' Heeith Affairs, Copyright 1908
12 http / vA/vlaw/ lyj Ocwji- jirt{Sayre/--"ASSULS"23i iiln.g;’

2005-06 Exarttpies of CON Slate Legislation

State/BIllII/Web Descriptions Of Bllls/Excerpts of bill text
link/Sponsor }leN
bedground-enacted
AK Anact amende the certificate of need requirements to aﬁply only to health care facilities and nursmq
VB 287 homes locateg n borough with @ population of not more than 25,000, In the unorganlacd borough, or'in a
Rep. Lymn community with a critical access hospital. _
(Rled 427338 ddnat pess by end of regular sessian, 2006)
CA* An act to amend Section 1250 of the Health and Safety Code, relating to health facilities.
Bal (Filed 2/22/08; pelsed House 634n, 9805, msaegSmaewm 98Cs  dr.iru /etv In
Sen. Aal....ratl flcsenior as Chepterddd 930005)

cT An examination of the State's current and future hospital bed capacity and hospital-based graduate
lih 3P meglical education.

n*p. Dillon (Filed 2/16/06; didnct pess by a#Lof regular sessian, 2006)

T To Increase the certificate of need threshold for all capital expenditures, Including major medical

hn 5-ich equipment, to three million dollars,

Public Hlih. Comm Z&f&i?/wgg/ O%-)&ed House 142y0n 4/11/2006; pessed Serete 330 4/21/06; sewed into lo-vhby
uewriitr

CT To make the certificale of need process for new or expanded emergency medical Services dearer and

MB 5719 more consistent.

Public Hitii. Comm. (Filed 3/3/06, did ot pess by end of reguiar sessian, 2006)

cr To allow certified or licensed emergency medical service providers to add one emergency vehicle to their
B P/ service every three years without Under omg a needs assessment by the Office of Emergency Megical
Public tilth. Comm Services, fo clarify the Commissioner of Public Health's responsibilities with respect to establishing
methods for setting emergency service rates for certified ambulance Services and to protect Panents from
the dangers of seconahand smoke while being transported to or from nonemergency medical services.
(Fled 2/22/06; ddnat pess by end of tegular sessian, 2006)
io revise statutes pertaining to the Office of Health Care Access.

http://www.nesl.org/progranis/lieallh/cert-nccil.litiii *1/20/2007
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(Filed 2/23/06; passed Senate 33y-On 4/20/06; passed House 146y-On 4/28/06; Sdoncd Into law hy

SB.36.6

Penile Needetman WouldHIth. Governor 5/19/06)

Comm.

CcT To require the Department of Health to establish a standard set of exemptions for single specialty
SB 621 outpatient surgical facilities from licensure 3nd certificate of need requirements.

Public HIth. Comm. (Filed 3/8/06; did not bass by end of regular session, 2006)

Would require county commissioners board to Issue certificate of public convenience & necessity to any
municipality that applies for such certificate to provide advanced life support transport or nontransport
emergency medical services within its geographic limits or outside its geographic limits by mutual
agreement with govern'ng body of jurisdiction served, etc.

(Filed 3/8/0S; died in committee S/6/0S)

For Holmes County Hospital Corporation, amends special act and revises provisions regarding

FL
HB 1565
Rep. Needelman

FL
HB 1829 corporation's Issuance of bonds to construct and erect new hospital facility in Holmes County; repeals
various provisions of said special act.
(Passed House and Senate; signed into Uw hy governor as Chapter No. 2005-3S2, 6/13/06) |
FL Extends moratorium on certificates of need for additional community nursing home beds until July 1,
HB 2051 2011, specifies nonapplication of moratorium for addition of nursing home beds In certain specified
Rep. Glbscn facilities; provides for repeal upon expiration of moratorium; exempts nursing home that Is created by
combining certain licensed beds from requirements for obtaining certificate of need from AHCA, etc.
(Filed 2/22/06; passed House 120y-0n 4/19/06; passed Senate 34y-On 4/20/06; signed into law hy
Governor 6/9/2006 )
FL Requires healthcare providers to display licenses; exempts nursing home created by combining certain
MB 71-51 licensed beds from requirements for obtaining certificate of need from AHCA; establishes trauma center
Pep. Garcia startup grant program, etc.
(Filed 3/17/2006; passed House 114y-On. 4/28/06; passed Senate 40y-On, S/4/06; signer! into law hy
Governor 6/12/06)
FL Would create intergenerational respite care assisted living facility pilot program; provides duties of AHCA
SB 1518 re
Sen. Wilson program; provides requirements & standards for program; provides for rules; requires report to
Legislature.
(Filed 2/15/05; did not pass by end of regular session, 2006)
FL Would amend provision re health-care-related projects subject to review for certificate of need; exempts
SB 2158 class Il specialty hospitals specializing in delivery of health services to pediatric patients from
Sen. requirement to obtain certificate of need from AHCA; provides criteria for such exemption.
(.""id 2/16/06; died In committee 3/22/06; did not pass by end of regular session)
GA State Commission on the Efficacy of the Certificate of Need Program
HB 390 (Filed 2/9/05; passed House 15ly-0n 3/3/05; passed Senate 42y-0n, 3/22/05; signed into low by
Rep. Scott Governor 4/7/05)
GA Relates to the certificate of need program, so as to provide for an exemption from the certificate of need
SB 24, requirements for the voluntarily relocation if a health care facility under certain conditions; to provide for

an exemption from the certificate of need requirements for the relocation, repair, or replacement of a
icaith care facility that Is damaged, destroyed, or rendered inoperable under certain conditions; to
piovide for related matters; to provide for an effective date; to repeal conflicting laws; and for other

Sen. Hudgens

aurposes.
filed 2/23/05; did nor pass by end of regular session, 2005)

Exempts all long-term caie facilities at all levels of carc from the certificate of need process under the

til

hr @ 1/ itate health planning and development agency.

Rep. Evans Filed 1/20/2005; coined over to 2006 session 17/2/05)

IL tmends the Illinois Health Facilities Planning Act. Piovldcs that "capital expendituie minimum" means
51- et~ 110,000,000 (now, 6,000,000) and "non-dInlral service area” includes research facilities, auditoilums,

ind medical office buildings. Provides that pennlLt are not required for the establishment of swmg-beds
luthorlzed under Title XVIII of the federal Social Security Act, or for the modification Of a hospital's bod
apacity, Provides that the Illinois Health facilities Planning Act is repealed on July 1, 2011 (now July 1,

Sen. Garrett

006). Effective immediately.
(Filed 2/17/05; passed Senate 56y-0n 4/14/05; did not pass by end of regular session, 2005)

IL / mends the lllinois Health Facilities Planning Act. Requires inventories of certain skilled or Intctmediato
'ib ‘430 carc facilities to be conducted annually by July 1, to list services provided, and to differentiate between
Sen. Crotty actlvc and Inactive beds. Effective immediately.

hup://www.ncsl.org/programs/lieaUli/ecil-nceil.him 4/20/2007
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IN

sd is;

Sen. Miller

1A

MSB 614

SSB ICI'l*
Chair Upmeyer
KS

HB 2799

KS

HR 6036

KS

S.R. 1856, SR 1052
KY

SB 61

Sc-n. Kelly

LA

HB 12 37

Rep. Thompson
LA

SB 311

Sen. Hines

LA

SB 759

Sen. Cravins

ME

HB 1254
IP i514
Rep. Miller

ME

HB 1315
ID 1875
Rep. Millett
ME

SB 225

ID 6:8
Sen. Daw
ME

SB -190

1P 141)1
Sen. Brennan

ME

SB 701/LR 2677
IP 17'M

Sen. Rosen

ME

SB (352

11)2110

Comm, of HMS
MD

MB HHVSU 832
Rep. Pendergrass

lutp://www,ncsl.org/programs7healili/cert*neod.htm
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(Filed 1/18/06; passed Senate S7y-On 3/2/06; passed house 105y-4n S/4/06; sianud into liyv by
Governor 6/30/06)

Moratorium on comprehensive care beds. Imposes a moratorium on the construction or addition of
comprehensive care beds through June 30, 2007, with certain exceptions.

(Filed 1/9/06; passed Senate 4Sy-2n 1/26/06; passed House 68y-0On 3/1/06; signed into lav.- by

GovCrnoi 3/20/06)

An Act relating to placing nursing facility beds In reserve.
(Filed 1/31/06; did not pass by end of regular session, 2006)

Concerns adult care homes, relating to home plus beds.

(Filed 2/1/06; did not pass by end of regular session, 2006)

Would Memorialize the Congress of the United States regarding the benefits of speciality hospitals.

(Filed and sent to committee, 4/29/06; did not pass by end of session, 6/06)

Memorializes the U.S. Congress to continue the current federal moratonum on specialty hospitals.

(Filed 4/1/06; Sn 1Se2 passed Senate 4/30/06) \

To replace the Office of Certificate of Need with the Office of Health Policy for Health and Family Services.

(Filed 1/6/06; passed Senate 92y-3n, 3/24/06; passed House 4/11/06; signed into ;aiv try Gov,:, uni In
Acts Chapter 181, 4/18/06 )

To provide for the certificate of rural necessity program.
(Filed 4/18/06; did not pass by end of regular session, 2006)

Provides for the needs assessment review for the approval of federally qualified healthcare centers.
(Filed 3/17/06; did not pass by end of regular session, 2006)

Related to adult day healthcare providers and to provide for related matters.
(Filed 6/1/06; passed House 90y-0On, 6/16/06; passed Senate 32y-0n, 6/16/06; signed into to.v by
Governor as Act 637, 6/23/06)

Proposes to amend the certificate of need law to Improve review procedures in the certificate of need
program within the Department of Health and Human Services.
(Filed 12/28/2005; died in committee 4/26/06)

Piovldes Improved services to persons in rehabilitation programs; Directs the Department of Health and
Human Services, Office of Substance Abuse to evaluate need wnen issuing licenses, etc.
(Filed 1/3/06; passed House 3/23/06; passed Senate 3/27/06; signed into lavs by Governor 3/30/06)

An act to ensure access to swing beds in hospital
Filed 2/10/05; died in committee 5/23/05'

To further coordinate the laws regarding certificate of need, the state health plan and the Capital

Investment fund.
(filed 3/22/05; passed House 6/8/65: passed Senate 6/8/05; »men ........ . by Governor 6/10/05)

Requires the Department of Health and Human .services to allow construction contingency budgeting for
apltal projects that Is consistent wun industry standards in a cemfic ne- of need application.

Filed 12/30/05; p  ed House J/IO'CS passed Senate 4'10/06, mpiled >-» n» Hy Guvri"."
1/13/06)

Repeals the Hospital Cooperation Act c' 1992; enacts the Hospital and Health Carc Provider Cooperation

\ct.
Filed 4/13/06: passed HouSeS/23/06; passed Ser.atuS/23/06; signed into lavs by Govern,u 5/30/06)

7tcnng the level of capital expenditures made by or on behalf of a hospital or a health ram facility other

inan a hospital tint requires a ccitificate of need, etc
(filed 2/9/06; passed House 4/1/06; passed Senate 4/1/06; Governor vetoed 5/26/06)

4/20/2007



CON-Certificate of Need State Laws, 2006

MD

HB 1105
Rep. Morhaim

MD

ne 121/B 59
Rep. Smigiel

MA

S 1293

Sen. Moore

MA

S. 1299

MA

S 2141
Public HIth Comm.

MA

HD 4853

Rep. Koutoujian
MN

hF 1311(7 sr 129/
Solberg

MN
HF 142

Rep. Bradley

MN

HF 1flo2
Rep. Abeler

WN

HF 2:133
Rep. Westrom

WN

5F 2232/ HF 2
Sen. Belanger
SFII'lb/ HF <J; »
Sen. Sparks

MS
ML Os./Hi- 0"
Rep. Woods

MS

HP 296
Rep. Flaggs

MS

ne
Rep. Fillmganc

MS

HP 457

Rep. Filltngone
MB 3B(<

Rep. Holland
MB 599

Rep. Holland

http://www.ncsl.org/programs/licaltli/cert-need.htin

Page 11 of 17

Raq.irirgthe Maryland Health Care Commission to adopt rules and regulations for certification of need
that provide consideration for hospital projects that incorporate the requirements for a high performance
building; and requiring the Health Services Cost Review Commission, In the determination of reasonable
rates for each facility, to take Into account the costs of hospital projects that incorporate the
requirements for a high performance building

(Fled 2/9/06; passed House 317/06; did nat pess by end of regular sessan, 2006)

Repealing a specmed requirement fd QAspecified State health plan relating to the certificate of need
program, etc.

(Fled2/10/36; ddnaot pessby endo 1 regular sessan, 2000)

Determination of need for hospital beds.

(Filed 12608 cid not pess by end of reguiar session, 2008)

Would study the delivery of specialty hospitals.

(Filed Y505 didnat pess by end of regUiar sessan, 32006)

Amends law regulating need for hospital beds.

(riled 6/30/05; did not pess by end of regular sessan, 2006)

The Depaitment of Public Health be required to hold public hearings before the removal of publicly-
funded beds under the Jurisdiction of the Commonwealth.

(Fled 12/19C8 dd nat pess byena of regular sessian, 2006)

Human services; extends deadline for a nursing facility moratorium exception project in Aitkin County.

(Filed 2/28/05; cid not pess by end of reguiar session, 2005)

To modifying license fees, state-operated services, nursing facility reimbursement, children and families
programs, and other provisions; providing positive abortion alternatives; and appropriating money,
(Fled2/28/05; did nat pess by end of regular sessian, 20089

Creates evidence-based practice standards, achieves cost-contalnment measures, allows discounted
payments, modifies other health Insurance piovislons and appropriates money.

(Fled 31608 didnat pess by end of tegular sessan, 2006)

Hosp.tal construction and modification moratorium and public Interest review requirements for hospitals
eliminated.

(Fled3/27/06; ddnotpt  endof reguiar sessan, 2009)

Nursing home bed moratorium exception project deadline extension.

(Fled-#/18/06; dd not pess by end of regular sessan, 2006)

Ambulance purctiase and lease regulations; hospital construction proposals; alternative approval process,
etc.

Hled S26/06; pessed House S20/06, pessad Sarete 5/20/06; signed inio Jay/tiy Guyenur 526/06)
Removes all except specialty hospitals from application oi certificate of need lav/; Authorizes construction
of new acute care hospital.

Filed 1/3/06; died in committee 1/31/06)

Certificate of need; authorizes nursing home for disabled adults.

"Hled 1/506; diedin committee 1/31/06)

‘Jursuig homes may add up to 60 new beds it have 95% occupancy rate.

'Hled 1/6/06; dedin committee 1/31/06)

toped sections 41—2-171 through 41-7-209 from Mississippi Code of 1972, wlvrh are the Mississippi
lealth Caa- Certificate of Need law of 1979 etc.

Filed 1/6/06; died In committee 1/31/06)

roamend sections 4 1‘7‘173and 3].‘7‘Mfrom Mississippi Code of 1972regarding hospices requiring a
tcalth care certificate of need by the State Department of Health

Fled 1/10/06; died In committee 1/31/06)

10 requite the Division of Medicaid to allow certain faith-based assisted living facilities to participate In
the Medicaid Assisted Living Waiver Program and related purposes.

Filed 2/10/06; died In comittee 2/28/06)
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Amends section 41-7-191 of Mississippi Code of '972 to Issue a certificate of need for the adlitlon of

hospital beds.
(Filed 1/10/06; died In committee 1/31/06)

Amends section 41-7-191 cl Mississippi Code of 1972 to authorize a health care certificate of need for
ICF-MR beds In community living programs for developmentaliy disabled adults.

(Filed 1/10/06; died in committee 1/31/06)

For the State Department of Health to provide a health care certificate of need for Psychiatric Residential
Treatment Facility beds to be transferred; etc.

(Filed 1/16/06; died in committee 1/31/06)

Relates to moving nursing home beds from one facility to another; etc.
(Filed 1/16/06; passed House 3/22/06; passed Senate 3/22/06; signed into law bv Governor 3/29/06)

Relates to an ambulatory surgical facility; certain offices of private physicians shall require certificates
of need; Revises the list of activities that require certificates of need.

(Filed 1/16/06; aled In committee 1/31/06)

Specifies requirements for issuance of CON for relocation of a health care facility.

(Filed 1/16/06; died In committee 1/31/06)

Certificate of Need Program for ICF/MR beds in a community living program for developmentaliy disabled
adults; Nursing facility beds at "Green House Model" campus located In Yazoo city.

(Filed 1/4/06; died in committee 1/31/06)

Certificate of Need Program for community living program for developmentaliy disabled adults in Madison

County.
(Filed 1/10/06; died in committee 1/31/06)

Clarifies Certificate of Need Program for the relocation of a health care facility.
(Filed 1/12/06; died In committee 1/31/06)

Creates an establishment for the Home Health Agency In Kemper County.
(Filed 1/12/06; died in committee 1/31/06)

Relates to certificates of need that will transfer ICF/MR and child psychiatric beds from one facility to

another.
/Filed 1/13/06; died In committee 1/31/06)

Medicaid reimbursement lor nursing facility beds under Certificate of Need Programs in Columbus.
(Filed 1/13/06; died in committee 1/31/06)

Relates to psychiatric treatment facility beds In Simpson County.
(Filed 1/16/06: died in committee 1/31/06)

Clarifies definition of ambulatory surgical famines under Certificate of Need Program.
(Filed 1/16/06. died m committee 1/31/06)

Revises definition of ambulatory surgical facilities and licensure under Certificate of Need Program.
ritea 1/16/06; died in committee 1/31/06)

telatcs to healtn caro fae.ety activities under Ccrtifica'e of Need Program.
ritea 1/16/00; oiea in comm tlce 1/31/06)

Vculd impose a certifies:.. of rued moratoitum on specialized programs offered by hospitals.
Filed 1/16/06; died in committee 1 31/06:

Vould authorize j certificate ut need progiam for a nursing facility in any undeserved minoiily zip code

irea in the siot-v
(Filed 1/16/06, died In committee 1/31/06)

Vould move nursing home beds Item one facility to another and to construct another facility.
[Filed 1/16/06, died In committee 1/31/06)
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Would transfer certificates of need from Hancock to Stone and other counties.
(Filed 1/16/06; died in committee 1/31/06)

Refers to 'long-term care facilities’ for the purpose of the Certificate of Need Program and limits
application of certificate of need requirements to long-term care facilities.

(Filed 1/25/06; aid not pass by end of regular session, 2006)

Requires certain background checks for assisted living administrators and applicants for certificate of
need.

(Filed 1/10/06; Referred to committee 2/2/06)

Prohibits granting certificates of need for hospital closures in service areas with high Incidence of
morbidity unless DHSS has plan to manage public health emergency.

(F,led 2/23/06; Referred to committee 2/27/06)

Urges DHSS to allocate 25% of new slots that are available In FY 2006 under Enhanced Community
Options waiver to assisted living program providers.

(Filed 1/17/06; Referred to committee 2/26/06)

To amend the public health law, In relation to nursing home staffing levels.

(Filed 2/1/06; Referred to committee 2/1/06)

To amend the public health lav; In relation to a nurse staffing centers; Additional powers and duties for
the Commissioner of Health; / u hortzes such commissioner to establish an advisory committee to advise

in related Issues; etc.

(Filed 2/1/06; Referred to com,.. It: - ./1/06)

An act to amend the mental hygiene law, in .elation to establishing minimum staffing ratios in facilities
operated under the jurisdiction of i ie office of mental health.

(Filed 2/7/06; Refeired to committee 2/7/06)

An act to amend the public health law, In lelatlon to hospital establishment,

(Filed 2/18/06; Referred to committee 2/18/06)

Relates to the limitation on the number of continuing care retirement community beds in the state.
(Filed 6/16/06; passed House 6/23/06; passed Senate 6/23/06)

Requires health commissioner to make certain findings concerning access to health care services as a
prerequisite to approving applications f«r establishment, incorporation or construction of certain health
care facilities.

(Filed 3/5/05; Referred to committee 3/3/05)

Establishes minimum staffing levels of types of various personnel in nursing homes throughout any
particular day; creates the advisory council on nursing home staffing to make recommendations to the
governor, legislature and commissioner ol health on nursing home staffing; requires public disclosure by
each nursing home of its staffing levels and reporting thereof to the d rrartment of health.

(Filed 3/15/05; Referred to committee 3/IS/US)

Relates to increasing availability of services in certain assisted living programs.

Filed 6/15/05; passed Assembly 6/23/0S; passed Senate 6/23/05; signed Into law by Governor
Chapter 593, 0/23/05 )

The Commission on Health Carc facilil.es In the /Ir.t Century mpnrt picposes major adjustments In

"Msting facilities including closings and downswing.
A Prescription for New York City’s Health Care Crisis: Recommendations of the flew Yotk City

council Hor.pitnl Closing Task Force.
Report issued H/06, Implementation pending 1/07)

ro amend die Certifirato of Hoed | nws
Filed 3/23/05. termed to committee 3/6/05)

ro change the definition of "Critical Access Hospital' to conform to federal law.
tFiled 3/30/05; passed House 3/13/05; passed Senate 8/23/0S; signed into f.nv i v Cover.m 9/02/05)

10 appropriate funds to the Department of Healih and Human Services, Division of facility services, to
cnhanee fair and consistent application of the certificate of need law and health planning process.

4/20/2007


http://www.ncsl.org/programs/health/ccri-nccd.lHm

CON-Certificate of Need State Laws, 2006

Rep. Nye

NC

SB 740

Sen. Rand
NC

SB 1151/MB I M I’
Sen. Apocada
PA

HB 2443

Rep. Killian
PA

SB 1253
Sen. Greenleat

RI

hb Sacs
Rep. Landroche
RI

HB 58/0
Rep. Lewlss
RI

HE 5815
Rep. Savage
RI

MB 7022
Rep. Long
RI

HB

Rep. Long
RI

HB *;¢ 10
Rep. Slater
RI

SB 426

Sen. Gibbs
RI

SB 7SJ

Sen. Robcits
RI

SB 70S

Sen. bjdeau
RI

SL* 4/4 1
Sen. Roberts
SC

HR 161'I/Mi V',
Rep. Hitts

SC
U iUSI

Sen Peeler
sc
SB |.’Ck

htlp:/Avivw.iicsl.org/prograins/hcaltli/cert-need.litni

Page 14 of 17

(Filed S/22/06; Referred to committee S/23/06)

To amend the Certificate of Need Laws.
(Filed 3/21/0S; passed House 7/13/05; passed Senate 8/16/0S; slgnnd into law t>y Governor 8/26/0S)

Requires the Department of Health and Human Services to develop a central registry of available beds In
mental health facilities to assist in the placement of individuals Involuntarily committed to the facilities.
(Filed 3/23/05; did not pass by end of regular session, 2006)

Relates to health care; delegating responsibilities to the State Health Coordinating Council, etc., providing
certificates of need for health care providers and prescribing penalties, etc.

(Filed 2/8/06; Referred to committee 6/13/06)

Exempts continuing care retirement communities from the medical assistance bed approval process and
allowing nursing facilities operated by continuing core retirement communities to obtain medical
assistance certified beds under limited terms and conditions.

(Filed 6/22/06; Referred to committee 6/22/06)

Relating to Businesses and Professions, Board of Medical Licensure and Discipline, and self-referral.
(Filed 3/1/0S; Did not pass by end of regular session, 2005)

Relates to health and safely and the licensing of health care facilities.
(Filed 3/1/0S; Did not pass by end of regular session, 200S)

Relates to determination of need for new health care equipment and new institutional health care

institutions.
(Filed 3/1/0S; Did not pass by end of regular session, 2005)

Relates to determination of need for new health care equipment and new Institutional health care

institutions.
(Filed 2/16/06; Did not pass by end of regular session, 2006)

Determination of Need for New Health Care Equipment and New Institutional Health Services
(Filed 5/2/06; passed House6/22/06; passed Senate 6/23/06); s/go.-,/ into law by Governor, 7/5/06)

Amends the defnitions section, review and approval section, procedures for review section, and
application fees section in the "Determination of Need for New Health Care Equipment and New
Institutional Health Services"

(Filed 6/15/06; Did not pass by end of regular session, 2006)

To analyl applications for certificate of need.

(Filed 2/10/0S; Did not pass by end of regular session, 200S)

Amends sections in the Determination of Need for New Health Care Equipment and New Institutional
Health Services.

(Tiled 2/17/0S; Did not pass by end of legular session, 200S)

Relates to self referral by medical practitioners; remove the capital cost test for application/installation or
radiologic equipment.

(Filed 2/17/0S; Did not pass by end oftegular session, 2005)

fo reduce the size and make up of the health seivices council.
Filed 2/74/06; passed House 0/23/06; passed Senate 6/22/06; M ir a mt, r-y -nninor 7/6/06)

delates to the State Health Planning Committee Including the development and contents of the state

iralth plan for use in the Administration of the Certificate of Need Program, so as to require the state

lealth plan to include a provision that the Department of Health and Environmental Control shall approve
certificate of need application for open heait surgery if the applicant meets certain criteria.

Filed 2/22/05; Referred fo committee 2/22/05)

trlates to the State Health Planning Committee including the development and contents of the state

irnlth plan for use in the approval of certificates of need, including a certificate of need for methadone

trefitment facilities; provides that a certificate of need is rrgnlied for the acquisition of certain medical

iquipmont.

(Filed 1/18/06; Referred to committee 1/18/06)

| elates to certificate of need requirements for home health agencies, so as to exempt from these

requlrements private duty homo cate agencies that participate in state-funded waiver programs, that
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continuously have provided these services since January 1, 2001, and that are accredited by the Joint
Commission for the accreditation of health care organizations.

(Filed 3/16/06; Referred to committee 3/16/06)

To increase state expenditures to the extent the replacement facility increases the nursing home bod
pool, there could be an increase in the number of beds. Such an Increase could result In an increase in
expenditures exceeding S1,000,000 ($360,000 In state fund and $640,000 in federal funds).

(Filed 2/1/05; passed House 94y-0n, 5/22/05; passed Senate 32y-On, 5/4/05; signed into law by
Governor as Chapter 385, 5/23/05)

Concerns hospitals and health care facilities; revises certificate of need requirements for relocation and
partial replacement of nursing home beds and facilities.

(Filed 2/4/05; passed House 93y-0n 5/27/05; passed Senate 30y-On 5/19/05; signed into low hy
Governor as Public Chapter 445, 6/24/05)

Prohibits Issuance of certificates of need for new nursing home beds between July 1, 2005 and June 30,
2007, except for certain Medicare skilled nursing facility beds.

(Filed 2/4/05; passed House 97y-0n, 5/12/05; passed Senate 3ly-on, 4/28/05; signed into low hy
Governor as Chapter 237, 5/27/0S)

Exempts PACE program from certificate of need required to provide nursing home

(Filed 2/17/05; Referred to committee 3/30/05)

Imposes a one-year moratorium on certificates of need for non-residentlal methadone treatment
facilities.

(Filed 2/17/05; Referred to committee 4/17/05)

Changes the maximum time allowed for reviewing agencies to report concerning a certificate of need
application to the health services and development agency from 60 to 50 days.

(Filed 2/3/05; Did not pass by end of regular session, 2005)

Clarifies that applications for a certificate of need shall be filed within five business days from the date of
publication of the letter of Intent

(Filed 2/16/06; Referred to committee 3/5/06)

Increases the total number cf beds in ICF/MR facilities that have been providing state-contracted services
to persons with developmental disabilities for at least five years by 50 beds per year for the next four
years after July |, 2006. This change would result -n a maximum of 668 beds by June 30, 2009.

(Filed 2/17/06; passed House 98y-On 5/11/06: passed Senate 32y-On 4/20/06; signed into law tiy
Governru as Chapter 761, 5/25/06)

Health; health care administration; health facilities; discontinuance of services; licensing of hospitals;
open meetings; public records; certificate of need; hospital budgets.

(Filed 1/13/05; Referred ro committee 1/13/05)

fo reform Vermont's Certificate of Need Laws.

(Filed 3/8/0S; Referred to committee 3/8/05)

Relates to exemption from certificates of need and HMO requirements for PACE
Filed 1/20/06; passed House 2/3/06; passed Senate 2/3/06; siQ/iort Into lavr ny Governor 2/15/06

ituthorlzes the submission of an application for an increase In nursing home beds, either on-site or
hrough relocation within the same city or county, for a facility that was licensed for less than 40 beds
mder certain specific conditions.

Filed 1/4/06; passed House 98/ In, 2/14/06; passed Senate aOy-On, 3/7/06; igrud -.no law by
jovennu as Chapter 816, 4/6/06)

rhc b Il authorizes the facility to request an amend ant to its previous certificate of public need to admit
rersons, other than residents of the cooperative ilts, to Its nursing home facility beds. The facility must
je; (i) operated by an association described in  35-458; (ll) created In connection with a real estate
ooperativo; and (Hi) providing its residents * iev<| of nursing services consistent with the definition of
(ontlnulng care In Chapter 49 (8§ 38.2-4900 ztse, ) of Title 38.2. ,

(Filed 1/6/06; passed House 94y-On, 1/24 06; pa edsenate 40y-0n; 3/6/06; signed IIﬁ.-IaW hy
[tovernor as Chapter 776, 4/6/06)

Requires the Board of Health to develop staring regulations specific to entitles that are concurrently
1censed as a hospice and an assisted living f dlity that would not require the presence on each shift of a
reglstercd nurse for any concurrently licensei facility that has no more than four beds and operates

4/20/2007
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within an Integrated healthcare system.

ff.'/eL/1/11/06; Died In committee 1/24/06)

Revises the designation of the parties to the case if an Informal fact-finding conference is determined to
be necessary by the Department of Health or Is requested by a person seeking good cause standing. In
such cases, the designation of the parties to the case will include the relevant health planning agency.
(Filed 1/11/05; passed House 96y-On, 2/7/05; passed Senate 40y-On 2/22/05; signed into Iriv hy
Governor as Chapter 404, 3/21/05)

Certificate of Public Need; relocation of certain nursing home beds under limited circumstances.

(Filed 1/11/05; passed House 79y-17n, 1/26/05; passed Senate 38y-In, 2/21/05; signed into laiv lay
Governor as Chapter 99, 3/24/05)

Requires the Commissioner of Health to reissue a Request for Applications for 60 new nursing home or
nursing facility beds in Planning District 12 when the scheduled construction date has passed, the
company Issued a certificate pursuant to a 1997 Request for Applications has not begun construction, and
the certifies a has expired.

(Filed 1/12/05; passed House 97y-0n, 2/1/05; passed Senate 40y-0n, 2/14/05; signed into, law liy
Governor as Chapter 838, 3/26/05)

Authorizes DMHMRSAS to license providers of services under the Medicaid Brain Injury Waiver and
providers of residential services for persons with brain Injury. The bill requires the State Board of Mental
Health, Mental Retardation and Substance Abuse Services to promulgate necessary regulations within

280 days of enactment.
(Filed 1/19/05; passed House 94y-2n, 2/8/05; passed Senate 40y-0On, 2/22/05; signed into law ijv

Governor as Chapter 725, 3/25/05)

Defines "reduced rate,” for the purpose of the Commissioner's conditions on approval of a certificate of
need.

(Filed 1/11/06; Died in committee 1/19/06)

Requires the regulation of abortion clinics as a category of outpatient surgical hospital and sets forth the
requirements for the licensure of abortion clinics in a new article. Abortion clinics will not be required to
comply with certificate of public need requirements or health care data reporting. The provision becomes
effective on January 1, 2006.

(F.ied 1/3/05; Referred to committee 2/3/05)

Creating a task force to review the certificate of need program and the health care facilities bonding

program.
(Filed 2/2/05; passed House 7ly-2Sn, 3/14/05; passed Senate 34y-lIn, 4/7/05; signed Into law ny

Governor as Chapter 283, 5/4/05)

Establishes a moratorium on licensing physician owned specialty hospitals, from Jan !, 2005 to July 1,
2006.

(Filed 1/17/05; passed Senate and House; signed into law hy governor as Chapter 39, 4/13/Go) |
Relates to licensing specialty hospitals.

(Filed 1/10/06; favorable repoit 2/1/06; did not pass by endi  ession 3/06)

Establishing standards for and guidance to the West Virginia Health Carc Authonty in amending arid
modifying certificate of need standards.

(Filed 2/21/06; Referred to committee 2/21/06)

Exempting ventilator beds from certificate of need requirement

'Filed 2/15/06: Referred to committee 2/15/06)

Authorizing certain nursing uemes ,u obtain certificates of need for additional beds
'Filed 2/20/06; Referred to committee 7/20/06)

Establishes certificate u<need siandaids.

Filed 2/27/06; passed House 3/10/06; passed Senate 3/1/06; mgen.-
:hapter 101, 3/23/06)

hovldes for a study of medical speciality center’, and new general hospitals hy the Wyoming health i are
ommissioii. Piovldes a temporary moratorium on licensing of new hospitals or medical specialty

enters, requires a report by November 2006; provides an appropriation

Filed 1/24/06, passed Senate and Houje; ionua ito l.nv by goveinot as Chapter 112. 3/24/06)

LNV up <in ernni as
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January 30,2008 Report Number 08.127

Alaska's State Health Plans

Prepared for Representative Sharon Cissna

By Chuck Burnham, Legislative Analyst
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You asked that we identify Alaska's current statewide health plans. You also asked that we
Elrowde information on the integration of the state plans with those of the Alaska Native Tribal

ealth Consortium (ANTHC).1 In addition, you wanted us to identify states that have undertaken
processes that have resulted in successful strategic health plans.

"Wo have requested n copy ol the ANTHC strategic plan and wilt include that document as an addendum to this
report when it becomes available. It aﬁpeals that the ANTHC coordinates Its ollorts. to some extent, with the state as

evidenced by tho Department o1 Health and Social Service's website at o
http/fass state tik us/dpMargets/1)a2010/volumo3/summarics/ANTHCplan him  Tho Department maintains a refetencc

list o( Native Health organizations online at littp /avw v hss State ak us/dpMaigets/t)a2010Arolume3/iintive_rot.htm

907-dG5-399J Alaska LegiSIature State Capitol

907-165-3908 (lot) Legislative Research Services Jimoau, AK 99801
'»\/3Iegis state ak usdan/reseaichAesearch php



Summary

Alaska's current state health planning regime began in the early 1990s through the framework of
the federal “Healthy People 2000" progtam. Under that model, broad-hased assessments of the
health status indicators of Alaskans were conducted. These assessments served as the baseline
health measures against which goals and objectives were established through a grant from the
Robert Wood Johnson Foundation's "Turning Point" collaborative, which, in turn, spurred the
creation of the Alaska Public Health Improvement Process. These earlier activities served as the
foundation for the development of the state's current health plans under the "Healthy People

2010" model.

Two overarching documents currently supply the primary framework for Alaska’s public health
planning.2 First, “Healthy Alaskans 2010," consisting of three volumes, contains goals and
objectives for twenty-six health "problem areas." Cumulatively, the chaf)ters assoclated with
those areas have heen the basis for numerous—at least 38—individual implementation plans and
specific pro%ram plans.  Second, "Moving Forward" is the state's comprehensive integrated
mental health plan, which is required as a separate document under Alaska statute.

In the timeframe allowed for this report, we were unable to conduct extensive assessments of
other states' planning processes. We do identify, however, publications that discuss “best
practices” for cross-disciplinary collaborative planning processes, and we attach documents that
examine the exPeriences of selected states in public health planning and improvement, In
addition, we include links to online resources through which you may review assessments of
numerous states' activities in specific areas of public health planning and practice.

Turning Point

According to Alice Rang, Health Planner IV, Alaska Department of Health and Social Services
(DHSS), Alaska’s current health planning regime began in 1999 with the state's involvement with
the “Turning Point" collaborative.3 Formed in 1997, Turing Point is described on the
organization's website as follows:

Turning Point is an initiative of The Robert Wood Johnson Foundation and the
W K. Kellogg Foundation Its mission was to transform and strengthen the public
health system in the United States by making it more community-based and
collaborative. The initial idea for Turnin% Point came from the foundations'
concerns about the capacity of the public health system to respond to emerging

3 Athird document—1Ihe Medicaid Stale Plan—also serves as a vital component ol overall statewide health planning
Lhis plan, however, largely concerns lhe means ol financing aspects of the stale's plans, and addresses Ihe techa nl
aspects and lequirements ot federal Medicaid lav/. The document is, In our view, a detailing ot tho means of exccui,, |
health policy rather than a planning document, per se The plan can he found online at
http [AVMV hr.s state ak us/commlssicner/m edicaidstateplarvVefault htmtttop

* Ms. Rarlg can bo roachod al (007) 4G0'1?85 Extensive Information on Turning Point is available on the
organization's website at http //tnUV lumingpolntprogram org/index html. Alaska's Involvement mTurning Point is
conducted by tho Department of Health and Social Services Additional information on Ihe stale's current Turning Point
activities aio available online at nttp //hss stato ak tis/dph/imptovingAumingpoinvdcfault him. and (rom Patricia Nault (907-
'IG5-8G17). Health Piogrnm Manager II, who serves as the slate's coordinator for Ihe project
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challenges in public health, specificallY the system's capacity to work with people
from many sectors to improve the health status of all people in a community.

Turing Point's underlying philosophy was that public health agencies and their
ﬁartners can be strengthened by linking to other sectors (not just the private
ealth care sector, but education, criminal justice, faith communities, business,
and others) because the underlying causes of Foor health and quality of life are
tied closely to social issues that are too complex to be approached hy disease
models of intervention.

Turning Point specifically collaborated with its 23 state partners to pursue the following
overarching actions:

« Influence good public health policy

+ Expand information technology so data is available to local communities for
addressing health concerns

& Stimulate state agencies and organizations to develop comprehensive state
health plans

The state’s involvement with Turning Point resulted in the formulation of the Alaska Public Health
Improvement Process (APHIP), which the DHSS describes as follows:

APHIP is a pIanningi process implemented to develop a better understanding of
Alaska's public health srstem and infrastructure, to identify weaknesses in the
system, and to set goals and develop strategies for strengthening the state's
public health infrastructure. This process was supported by a grant from the
Robert Wood Johnson Foundation from April 1997-March 1999. It resulted in a
successful application to the Foundation for subsequent implementation funds to
support creation of an Alaska Public Health Information System, to lead a
national initiative to modernize state pubiic health law, and to participate in a
national initiative to promote performance management in public health. Other
goals identified through the public health im{)rovement process, such as
assurance of a well trained, competent public health workforce, are also currently
being addressed by a number of public health system partners.4

Healthy Alaskans 2010

Emerging out of the APHIP process, "Healthy Alaskans 2010" is the state-focused aoaptation of
"Healthy People 2010," the current national public health guidelines and objective developed by
the US Department of Health and Human Services.5 According to the DHSS, Healthy People

*http //hss state al; us/dpMmproAnsyaphip/default htm

~"In 1994, DIISS published a Elan to assess the health stales of Alaskans and to identify key actions to he taken In
oidef to mako progress on certain health indicators based on the framework provided by the national Healthy People

2000 program. Tho data from these assessment servo as the baseline health status Indicators upon which tho updated
goals and new measures ot |lealthy People 2010 seek to Improve More information on Healthy People 2010 Is avallablo

on tho program'sweh. to nl nttp'/As.vw healthypeople qov/Abou.
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2010 was "developed through a broad consultation process' and is "built on the best scientific
knowledge” and is designed to measure health trends over time  The program has two-

overarching goals, as follows:

& To help individuals of all ages increase life expectancy and improve their
quality of life; and

& To eliminate health disparities among different segments of the population.

Numerous states have followed the federal Healthy People framework in formulating their health
plans and policies. This circumstance will likely continue, as grants from the Centers for Disease
Control—on wnich many state public health programs depend—are often tied to meeting the
priorities and objectives of the program.

The development of Healthy Alaskans 2010 was guided by the Healthy Alaskans Partnership
Council (formerly the APHIP Steering Committee).  The Council was comprised of
representatives of at least 32 organizations including state agencies, health care associations,
the state university system, the military, Native health organizations, private health provider
agencies, and the legislature. Under the Council s guidance three volumes were produced under
the Healthy Alaskans 2010 fitle. Volume | is comprised of twenty-six "problem-area” chapters,
authored primarily by DHSS staff, that each provide information, objectives and targets for a
unique public health issue area.5 Volume Il is the strategic plan for the project; however, the
volume employs the novel approach of using anecdotes and stories from communities across
Alaska to impart the importance and relevance cf each of the volume's chapters and issue areas.

Whereas volumes | S Il of Healthy Alaskans provide the framework for the state's public health
regime, volume ill contains at least 38 specific program plans that are currently in effect in the
state. Each of these(flans relates to the objectives, targets and strategies of one or more of the
issue areas delineated in volumes | & Il of the series.’

Comprehensive Integrated Mental Health P lan

The DHSS, in conjunction with the Alaska Mental Health Trust Authority (AMHTA), is required by
AS § 4730660 to "lorepare, and periodically revise and amend, a plan for an integrated
comprehensive mental health program.” The current plan, ‘Moving Forwa <*covers the years
2006-2011, and was ‘coordinated with federal, state, regional, local, and private entities involved
in mental health services.” as is required by statuteT The DHSS and the AMHTA specifically
acknowledge the contributions to the report of the Alaska Commission on Aging, the Governor s
Council on Disabilities and Special Education, the Governor's Advisory Board on Alcoholism and
Drug Abuse, and the Alaska Mental Health Board In the view of the authors, the involvement of
these groups "assures that the Comprehensive Integrated Plan is consistent with the planning

*We include copies ol Healthy Alaskans Volumes | & Il as Attachment A Volume Il is avmiablo online al
http //hss state nk vs.dphTaigetS/haOO M PVolumclVefauA him

* The DHSS maintains o table toi cross rolorencing individual program plans to the 20 chaplets ol Ilenllhy Alaskans
volume lonline al nttp //hss state ak uVIphtiugets/tialoICi/Vohimei/chapters him

"We include a copy ol Moving f oiward" os Al'acrimenl 0 Additional Information and electronic copies ol the plan
are available at nttp AUUV hss state ak iivtMm missionof/heontiplanmniytnovmgfonYanWetautt him More information on
(he Alaska Mental Health Trust Aulhonty n. available online at http / Uis-v mhtw stoig/
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efforts” of statutory advisory and advocacy boards.” According to the authors, the intent cf the
plan is as follows;

.. to guide resource allocation decisions in the development of services,
workforce, and facilities to meet the needs of Trust beneficiaries. The overall goal
is a service system that quickly meets the needs of each individual, where highly
qualifed staff from state, federal, tribal and private agencies have the resources
necessary to work together to provide seamless care for the best outcome
BOSS'b“? for each person. Another goal is to reduce the incidence of Trust

eneficiaries' disabling conditions through prevention and early intervention, to

the extent possible.
Alaska Health Care Strategies Planning Council

On February 15, 2007, Governor Palin issued Administrative Order 232, establishing the Alaska
Health Care Strategies Planning Council. In the order, the Governor states that the provision of
adequate health care is among the "most pressing domestic issues” for the country. She further
states that providing health care in Alaska is complicated by the state's "unique demographic
characteristics, including our small and geographically disbursed population.” The Council is
tasked with addressing these complc. ‘<es by synthesizing and building upon past health care
planning efforts in order to fulfill the following objectives:

.. . develop a statewide plan to identify short-term and long-term strategies to
effectively address the issues of access fo, and cost and quality of, health care
for Alaskans. The council's development of a health care action plan should
serve to educate all Alaskans about the m%riad of public policy choices regarding
health care issues and should engage both governmental agencies and the
private sector in finding solutions to these problems.'J

On May 8, 2007, the Governor appointed fourteen Alaskans to serve on the Council. These
members include health care providers; administrators of hospitals, nursing homes, tribal and
community health organizations; and current and former policymakers including non-voting ex-
officio members Senator Bc-ltye Davis and Representative Peggy Wilson, the respective chairs of
the Senate end House Health Education and Social Services Committees. The group, under the
guidance of DHSS Commissioner Karleen Jackson, held a "health care conference" and a total of
seven public meetings between June and December. 2007, to gather public testimony on health
care access, cost, and quality, and to educate Alaskans on health C3re issues .n the state. The
meetings were held at various locations in Anchorage, and were available via sireaming live

video online.

The Council submitted its final report and recommendations to the Governor and the _Le?islature
on December 23. 2007 The order establishing the Council directed that the report include the

following:

(1) adescription of the current health care system in Alaska,

" Monv ol tho stalo's various health plan# are available through Ihe "publications’ s«ction o1 tho website of the
Department ot Health and Social Services at tho following URL
htlp/Avww hss stole ak us/comnvssiontir/HenithpInnniiKyiw tihcationiw otMilt
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(2) an inventory and analysis of all existing private arid public health care plans, reports, and
initiatives in Alaska;

(3) short-term and long-term statewide strategic plans designed to improve health care access,
cost, and quality within the next ten years; each strategy should

(A) include estimates of cost and potential funding sources;

(B) involve non-traditional stakeholders, including business, philanthropic, faith-hased,
and other community organizations; and

(C) promote integration across public and private health care delivery systems; and

(4) performai ce measures and accountability mechanisms to provide policy makers with tools
to assess the success of the strategic plans over time. 1

According to the Council's report, however, the short operational time frame didnot allow the
group to address the Governor's directive to present fiscal information to accompany each of the
strategies outlined in the report. The Council further indicates that imFIementation plans were
beyond the scope of its report, but that its recommendations nonetheless present a "real and
actionable foundation" for meeting the long-term goals and strategic directions articulated in its
report. The first of these recommendations, as listed in Appendix A of the finalreport, is to create
an “ongoing and quasi-independent" Alaska Health Care Commission.1l

Assessing Other States’Health Planning Processes

Due to the limited timeframe allowed for this request, we were unable to conduct an extensive
assessment of other states’ planning processes. Our research does indicate, however, that the
success of a given panning process Is ultimately determined largely by the success of the plan
once implemented. That is, a plan may only be considered a success if it achieves the goals and
outcome targets articulated by the plan  With that in mind, there are a number of organization
that have sought to identify the important aspects of successful planning in cross-disciplinary,
collaborative circumstances such as those necessarily encountered in large-scale public health
planning. One such organization, the National Charrette Institute (NCI) has published a "best
practices" report on collaborative, community-based planning.”

Additionally, the Turning Point Collaborative, of which Alaska is a member, has a number of
publications that identify the efforts and successes of its member-states. We include two of these

~aFurther information, including meeting schedules, minutes and presentations (rom Ihe meetings, live web stream
links, numerous links to online healthcare resources and reports, and general Inloimalion about the Council < available

onling it nttp /AVMV.hSS state ak us/hspc/meettngs htm

» We include the Alaska Health Care Strategies Council. 'Final Report Summary and Recommendations’ as
Attachment C

J Tho report and more tntormotion on planning processes aro availobio on the NCt website at o
http XA'WV chnnettemstitute otyAesuurces/NCI_RW JF_Forum html Tho National Chemotto Institute describes itself us a

nonprofit educational Institution that teaches Ihe transformative process ot dynamic planning to create healthy community
plans.
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publications as Attachment D.13 In addition, synopses of the experiences and successes of
specific states' activities in various areas of public health planning are available through the
search function of the Robert Wood Johnson Foundation website at nttpYAr/ww.rwif.org/.

| hope you find this information to be useful. Please do not hesitate to contact us if you have
questions or need additional information.

" Specifically, we Include 'Transforming Public Health Stale by Stale” and "Slates o1 Change: Stories of
Transformation in Public Hoalth" Additional turmning Point publications, including recommended statutory changes,
performance management, and social marketing, as they relate to public health, mo available on the group's website ot

httpJAvww lurningpolnlprogmm org/Pagos/archives htmlttiepotts

LEOQislative Research Reportos 127 January3o,2008— Page 7

Alaska's S tate Health Plans



Attachment A

Alaska Department of He. "hand Social Services, Division of Public Health, "Healthy
Alaskans 2010," Volumes 1 & Il, November 2005; online at
htto://hss. state, ak. us/dph/targets/ha2010/default. htm



Attachment B

Alaska Department of Health and Social Services, “Moving Forward:
Comprehensive Integrated Mental Health Plan, 2006-2011;" available online at
http://www.hss.state.ak.us/commissioner/healtholanning/movingforward/default.htm
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Executive Summary

Moving Forward, Comprehensive Integrated Mental Health Plan 2006-2011 is the work
of the Alaska Department of Health and Social Services, the Alaska Mental Health Trust
Authority and other stale agencies, boards and commissions. This plan is a response to a
statutory requirement that such a plan be developed (AS 47.30.660).

The Comprehensive Integrated Mental Health Plan has a vision of optimal quality of life
for Alaskans, especially those Alaskans who receive services under the Comprehensive
Integrated Mental Health Program. By law, these recipients (also called beneficiaries) arc
Alaskans who have a mental illness, a developmental disability, experience chronic
alcoholism, or suffer from Alzheimer’s disease or a related dementia. Also included are
individuals at risk of developing these conditions — for example, children who exhibit
behaviors or symptoms suggesting they may develop a mental disorder.

The Comprehensive Integrated Mental Health Plan 2706-2011 looks at the status of Trust
beneficiaries in four areas: health, safely, quality of life and economic security. Data are
used to show long-term changes in these four areas. Another section of the Plan examines
current service delivery and gaps in service. The Plan highlights current efforts to
improve health, safety, living with dignity, and economic security for Trust beneficiaries
and indicates future avenues for further efforts.

Abbreviations Used in this Plan

M g ciMHP” M Comprehensive Integrated Mental Health Plan
H DHSS Alaska Departmur e of Health and Social Services
AMHTA Alaska Mental Health Trust Authority
AS . Alaskzz,%atgt% | ipLpi

AMHB Alaska Mental Health Board
ABADA Advisory Board on Alcoholism and Drug Abuse
ACoA Alaska Commiss on on Aging
GCDSE : Governor's Council on Disabilities and Special Education
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. Introduction

Plan Vision

The vision of the Comprehensive Integrated Mental Health Plan is optimal quality of life
for all Alaskans, especially those experiencing mental and emotional illness, cognitive
and developmental disabilities, alcoholism and substance use disorders, and Alzheimer’s

disease or similar dementia.

Authority for Plan

Alaska Statute 47.30.660 requires the Department of Health and Social Services, in
conjunction with the Alaska Mental Health Trust Authority, to develop and revise a plan
for a comprehensive integrated mental health program for Alaska. Under the statute, the
preparation of this plan is to be coordinated with federal, state, regional, local, and private
entities involved in mental health services.

Purpose of Plan

The purpose of this Comprehensive Integrated Mental Health Plan (Comp Mil Plan) is to
guide resource allocation decisions in the development of services, workforce, and
facilities to meet the needs of Trust beneficiaries. The overall goal is a service system that
quickly meets the needs of each individual, where highly qualified staff from state,
federal, tribal and private agencies have the resources necessary to work together to
provide seamless care for the best outcome possible for each person. Another goal is to
reduce the incidence of Trust beneficiaries’ disabling conditions through prevention and
early intervention, to the extent possible.

Moving Forward: Comprehensive Integrated Mental Health Plan is coordinated with
plans developed by the Alaska Mental Health Be ' the Governor’s Council on
Disabilities and Special Education, the Governor’s Advisory Board on Alcoholism and
Ding Abuse and the Alaska Commission 01l Aging, collectively called the beneficiary
planning and advocacy boards, and by the Department of Corrections’1999 plan. This
plan is also linked with such DHSS plans as Healthy Alaskans 2010 and other planniim
initiatives, (hyperlink to http;/'
hss.state.ak.us/commissioner/Hcallhplanning/publications/assets/.statel lealthPlans.pdf

Target Population of Plan

Moving Forward: Comprehensive Integrated Mental Health Plan has a vision of optimal
quality of life for Alaskans, especially those Alaskans who receive services under the
Comprehensive Integrated Mental Health Program (AS 47.30). By law. these service
recipients (also called Trust beneficiaries' arc Alaskans who have a mental illness, a
developmental disability, experience chronic alcoholism or Alzheimer's disease or a
related dementia. Efforts include prevention, to the extent possible, of these disabling

http;//hss.slate.ak.us/commissioner/heal'hplanning/moving(orward
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conditions. Those who may need services in the future are included in this plan since
prevention is the surest way to limit human suffering and is usually the least costly

strategy.

Extent of the Problem

With Alaska data and national prevalence data, we can estimate that there are currently
up to 90,000 Trust beneficiaries in Alaska. (This number may include duplications due to
the nature of the data available). If those with substance use disorders were counted
instead ofjust those who arc alcohol dependent, the number of Trust beneficiaries would

rise to 120,000.

e Chronic mental illness (adults): 27,600

» Serious Emotional Disturbance (youth): 17,000
e Alzheimer’s Disease (adults over age 65): 4,900
* Brain injured: 10,000

» Developmentaliy disabled: 11,500

e Alcohol dependent: 19,000

Mental Illness:

Approximately 27,600 Al' ikan adults experience chronic mental illness. These are adults
who have a diagnosablc mental disorder that has resulted in functional impairment which
substantially interferes with or limits one or more major life activities such as the ability

to perform self care, personal relations, living arrangements, or work.1

It is estimated that 17,000 young Alaskans (12 percent of the population under age 18)
experience Serious Emotional Disturbance (SED). These are children and youth who
have a diagnosablc mental disorder that substantially interferes with or prevents them
from achieving or maintaining one or more developmentaliy appropriate social,
behavioral, cognitive, communicative, or adaptive skills such as completing their

education.:
Alzheimer’s Disease and Related Dementia:

An estimated one in eight Americans over age 65, and nearly half of those 85 or older,
have Alzheimer’s disease. From 2000 to 2004, deaths from Alzheimer's disease increased
33 percent, while deaths from heart disease, breast and prostate cancers and stroke
declined. * Although Alzheimer’s disease is not a normal part of aging, the risk of
developing the illness rises with age.

http://hss.state.ak.us/commissioner/healthplanning/movingforward 7
Download 12/31/07


http://hss.state.ak.us/commissioner/healthplanning/movingforward

Using national prevalence rates, the Alaska Commission on Aging estimates that as of
2006, there were 4,916 Alaskans aged 65 and above with Alzheimer’s. As of January,
2007, 57 percent of residents in Alaska Pioneer Homes had a dementia diagnosis.4

It is estimated that one to four family members act as caregivers for each individual with
Alzheimer’s disease. Nearly 10 million Americans carc for a person with Alzheimer’s or
other dementia, and about one-third of the caregivers are aged 60 and older.5

It is estimated that at least 10,000 Alaskans are living with brain injury today. Every year
the Alaska Department of Health & Social Services reports about 800 traumatic brain
injury (TBI) cases resulting in hospitalization or fatality. The Alaska TBI rate is 28
percent higher than the national average.6

Developmental Disabilities:

According to national prevalence data, 1.8 percent of the national population has a
developmental disability. At this rate, it is estimated that 11,500 Alaskans have

developmental disabilities.7

According to the U.S. Department of Education and other agencies, autism is the fastest-
growing developmental disability. It is the most common of the Pervasive Developmental
Disorders, affecting an estimated one in 150 births." From 1993 to 2004, autism cases in

ages 6-22 increased 522 percent nationwide and 685 percent in Alaska.9

Chronic Alcoholism:

Rates of heavy and binge drinking are consistently higher in Alaska than in the United
States as a whole. In 2006, the highest prevalence of heavy and binge drinking was
among young adults aged 25 to 34.19

In 2005, approximately 19,000 Alaskans were alcohol dependent and 49,000 had
substance use disorders. Almost 27% of young Alaskans between the ages of 12 and 17
used alcohol in the last month, according to 2004 and 2005 statistics.1l This isa
significant concern, because research shows that young people who begin drinking before
the age of 15 are four times more likely to develop dependence.l

http://hss.stnte.nk.us/commissionor/healthplanning/movingforward X
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Il. Results Areas
Health

When someone is born as or becomes a Trust beneficiary, the individual and the family
want the best carc possible—the most helpful services close to home. Accessing
behavioral health carc can be difficult for Alaskans in small communities, for those who
have inadequate or no health insurance, or whose access to information is limited. Not all
communities, even larger ones, have a range of treatment programs and other needed
supportive services. Without strong support and treatment services, people may not get
the sendees they need, may become homeless, or become involved with the justice

system.

Health Goal #L Enhance quality of life through appropriate services for
people with mental and cognitive disabilities and substance use

disorders

Good physical and mental health is a common measure of an individual’s well being.
One way to assess a population’s overall health is with a sct'of measures known as
"Healthy Days.” 13 Developed by the National Center for Disease Control, Healthy Days
is one of the few population-based surveys of mental health status. It measures
individuals’ self-evaluation of their physical and mental health within the past 30 days.

Figure | — Days ofPoor Menial Health in Past Month by Age Group

Data from the Behavioral Risk Factor Surveillance Survey 'show the percent of Alaskans
surveyed who self-report the number ofdays in the prior month that they experienced
“poor mental health.” Fourteen percent of survey respondents reported more than five
days of poor mental health during the previous month. The percentage of young adults
who report that they experienced between six and 10 days of poor mental health was
three times higher than other age groups.
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Figure 1: Days of Poor Mental Health in Past Month
by Age Group
Source: BRFSS 2006
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Figure HM-1 - Percent o fAlaskans Reporting 11-15 Days and 16-30 Days o f Poor
Mental Health in Past Month, 2001-2006

The number of Alaskans in all age groups reporting poor mental health for more than half
of the past month increased in 2006. The number reporting only 11 to 15 days of poor
mental health in the past month has increased gradually during the last six years.

Figure HM-1
Percent of Alaskans Reporting 11-15 Days and 16-30 Days of
Poor Mental Health In Past Month, 2001-2006
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Health Goal #2 Reduce the abusive use of alcohol and other drugs to
protect Alaskans’ health, safety, and quality of life.

Alcoholism and chemical dependency have long been recognized as Alaska’s number
one behavioral health problem. Alcoholism and other addictive diseases not only
compromise individuals’ health but also create profound social problems. The social cost
ofalcohol abuse is seen in rates of related injuries, chronic disease, and deaths. National
research shows that substance abuse has been implicated in 70 percent of all cases of
child abuse and that 80 percent of the men and women behind bars are there because of

drug or alcohol related crime.14
Figure 2 — U.S. and Alaska Alcohol Consumption Comparisons

Alcohol consumption rates reflect lhe prevalence and severity of alcohol related
problems. The alcohol consumption rate in Alaska has been higher than the rate in the
rest of the nation during each of the last 14 years, and is well above the Healthy Alaskans

2010 goal of 2.2 gallons or less per person per year.

Data from the National Institute on Alcohol Abuse and Alcoholism (NIAAA) indicates
that Alaska remains in the highest group for alcohol consumption in the nation (per capita
ethanol consumption per 10,000 people aged 14 and over). Consumption rates are
calculated with in-state sales of alcoholic beverages and the state population of persons

14 years and older.

US, and Alaska Alcohol Consumption
U | B R LS R LA IS N TS i**» m i in* JON 29%1  J#«l J**«  Joo*
MAK D*<>t iif *nu« AK OHftS CWw»*on n»llahswwsl ¢ OtMA i*vnp4#<I |iy NfFADD

Figure 3 — Heavy and Hinge Drinkers, Alaska and U.S.

Another indication of the pervasiveness of alcohol abuse is the percentage of Alaskans
who report acute (binge) and chronic (heavy) drinking. The Behavioral Risk Factor
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Surveillance Survey9shows that binge drinking is more prevalent than heavy drinking,
and each year Alaskan adults report more binge and heavy drinking than in the rest ol'

United States. In 2006, the highest prevalence of binge (31%) and heavy (7 %) drinking
in Alaska was among young adults aged 18 to 24. Overall, heavy drinking in Alaska rose

slightly between 2005 and 2006.

Figure 3
Binge Drinking and Heavy Drinking
(Percent Self-reporting)
Alaska and U.S. 2002-2006

-AK Binge
-National Binge
-AK Heavy
-National Heavy

2002 2003 2004 2005 2006

AK DHSS Division of Public Health, Behavioral Risk Factor Surveillance System
Figure HA-2 — Alcohol Induced Deaths

Data for alcohol-induced deaths includes fatalities from alcoholic psychoses, alcohol
dependence syndrome, non-dependent abuse of alcohol, alcohol-induced chronic liver
disease and cirrhosis, and alcohol poisoning. It does not include deaths due to traumatic
injury, such as motor vehicle crashes. There were 114 alcohol-induced deaths in Alaska
in 2005.

Figure HA-2:
Alcohol-Induced Deaths

IIU, DIISS pivision of Public Health, Bureau of Vital stnliMii
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On average, 16.7 years of productive life were lost for each alcohol-induced death. The
late of alcohol-induccd deaths for Natives was nearly six times higher than that for
whites. Alaska males were over 25 percent more likely than females to die from alcohol-
induccd causes, but this disparity is less than in the U.S. as a whole.155

Health Goal #3: Promote healthy births and encourage early childhood
interventions to reduce the risk of disability

Alaska families, like those everywhere, strive to have healthy babies and provide good
homes for their children. The first three years ofa child’s life are a time of extraordinary
growth physically, mentally, emotionally, and socially. We know that environmental
factors have a profound influence on the brain. Research confirms that many children’s
mental health problems are related to family violence, parents’ chemical addiction,
mental illness, and poverty.16Often a number of identinablc stresses combine to create
family dysfunction and to compromise the children’s development and health.

Figure 4 — Percentage o f Women Sell-reporting Alcohol Consumption During
Pregnancy, Alaska 1096-2005

The U.S. Substance Abuse and Mental Health Services Administration estimates the
prevalence of FASD at about 100 per 10,000 live births. Brain damage can occur when
alcohol crosses the placenta and damages developing tissues. The resul: may be mild to
severe cognitive impairment, mental retardation, social and emotional problems, learning
disabilities, visual impairment, ncurobchavioral problems and other structural birth
defects.. Approximately 126 infants are born each year in Alaska who have been affected

by maternal alcohol use during pregnancy.'7

Alaska Bureau of Vital Statistics birth data indicates an overall decrease in self-reported
alcohol use during pregnancy between 19% and 2005 and a slight increase from 200-1 to
2005 (Figure 4). It is generally acknowledged that this data, self-reported by women at
the time of delivery, is underreported. However, it is agreed that over the last decade,
there has been a significant decline in prenatal alcohol use in Alaska.lh

For more information about efforts to prevent FASD, see Initiatives section.

http//hss.stato ak.us/commissioner/hoolthplnnning/movingforward 13
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Figuro 4: Percentage of Womon Solf-roporting Alcohol
Consumption During Pregnancy
Alaska 1996-2005

Po-

W-
I,

% - - S N—
696 697 698 099 00 0L AR 0B AU A6

S:ifCC OtISSDw of Public IVnlIK VII4 SIdW o

Health Goal #4: Reduce the number of suicides in Alaska.

In 2004, the latest year for which official data arc available nationally, Alaska’s suicide
rate was the highest in the nation. Alaskans aged 20-29 years had the highest rate,
followed by the 30-39 year old group. The estimated years of potential life lost due to

suicide in Alaska was 4.686.19

Fipure 5 — Alaska Suicide Hales per 101(1(11) Population by Area, Alaska ) §()-2005

figure 5 shows Alaska’s age-adjusted suicide rates per region for the years 1996 through
2005. The regions with the lowest rates of suicide were Kodiak and the Aleutians, while

the highest rates were in Nome and the Northwest Arctic.
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Figure 5: Suicide Rate per 100,000 Population
by Area, Alaska 1996-2005
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Figure 6: Alaska Suicide Rates (andNumbers) by Region, 1))6-2005
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The Alaska Suicide Follow-back Study contains information from interviews with the
families of some of Alaska’s suicide victims from 2003 to 2006. According to the
interviews, more than half (54%) of the decedents had a disability or illness that made it
difficult for them to take care of normal daily activities. Almost two-thirds (62%) of
decedents were reported to have had current prescriptions for mental health medications
at the time of their death but many were not taking the medications as prescribed.'0

Among the suicide c,.scs that had a follow-back interview, a binge drinking rate of 43
percent was reported, which is 2.5 times higher than the Alaska rate and three times
higher than the national estimated rale according to the 2005 BRFSS. 43perccnt of the
interviewees said the decedents drank alcohol daily. The interviews indicated that 54
percent of the decedents had smoked marijuana within the past year. The reported rate for
alcohol and drug use by Alaska Natives was exactly the same as for non-Natives.
Although Alaska Natives comprise only 16 percent of the population, they acci tinted for
39 percent of the suicides.2L

Figure US-1 — Alaska Teen Suicides
Among Alaskans aged 15 to 19, there were 22 suicides in 2004 and 11 in 2005.

Figure HS-1
Alaska Teen Suicides (Age 15-19)

30
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Source: DHSS Division of Public Health, Bureau of
Vital Statistics, Health Profiles

Figure 11S-2 — Nan-fatal Suicide Attempts by Sex

Between 2000 and 2005, nun-fatal suicide attempts were almost twice as high among
Alaskan women as compared to men.
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Figure HS-2
Non-Fatal Suicide Attempts by Sex
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Source: Alaska Trauma Registry, 2000-2005, Alaska residents (hospital admissions of 24 hours or more);
DHSS DPII Section of Injury Prevention and EMS staff.

Suicidal ideation/attemptsfrom 2003 Youth Risk Behavior Survey (YRBS2)

Percentage oi'students who actually attempted suicide one or more times during
the past 12 months: 8.1 %

* Percentage of students who seriously considered attempting suicide during the
past 12 months: 16.7 %

Protective Factors

Measures that enhance resilience or protective factors are as essentia! as risk reduction in
preventing suicide. Positive resistance to suicide is not permanent, so programs that
support and maintain protection against suicide need to be ongoing.

Protective ftctors include:

» Effective and appropriate clinical care for mental, physical, and substance

abuse disoulers

» [Easy access to a variety of clinical interventions and support for help
seeking

» Restricted access to highly lethal methods of suicide

e Family and community support

» Support from ongoing medical and mental health care relationships

» Learned skills in problem solving, conflict resolution, and nonviolent
handling of disputes

e (Jullural and religious beliefs that discourage suicide and support self-
preservation instincts*r
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The Current Initiatives section reflects projects to prevent suicide in Alaska.

Health Goal #5: Access: ensure high quality treatment, recovery and
support services are provided as close to one’s home community as
possible.

The Department and The Trust aim to provide sustainable, comprehensive behavioral
health so. vices that are based in local communities so that residents can be served as
close t) their home as possible. Some of the current initiatives that address this goal arc
the Brine the Kids Home Initiative, the Community-based Suicide Prevention and Rural
I luman Services project, the Comprehensive Feta! Alcohol Syndrome Project, and
Workforce Development.

Estimated Number ofAlaska Mental Health Trust Beneficiaries Served by DHSS
Divisions (Figure HC-1)

The Department of Health and Social Services serves many Trust beneficiaries in its
various programs throughout the state. An estimate of the number of Trust beneficiaries
served by each division within the Department is shown in Figure HC-1. Since people
served remain anonymous, and the same person may have been served by more than one
program or division during the same year, there is not a way to avoid duplication in the
numbers in all divisions.
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Figure IIC-1

Estimated Number* of Alaska Mental Health Trust Beneficiaries Served by DHSS Divisions
*Actual number may be lower - there is duplication in some of the data reported.

Data Time
Period

FY 2005

Source:

April -
Dec., 2005

Source:

FY 2005

Source:

Age not
Division Age 0-17 Age 18-20 Age 21-64 Age 65+ available
Female Male Female Male Female Male Female Male Female Male

Behavioral Health (DB11) -
Mental health 3397 4271 247 243 2614 1782 69 29 3 5

These ore stale community mental health settings, state psych hospitals, and other settings. Some clients may have been servedin
more than one setting SOwould be counted twice. Source: CM/IS FY 2005 Uniform Reporting System. Basic Table 5A anilB.

| p
DBII - I'ASD Dagl ostic team 91

This is the number ofclients referred to and screened by the FASD Multidisciplinary Community Diagnostic Teams between April
and December 2005. O fthose screened, 3% were diagnosed with FAS or atypical FAS; 51% with static encephalopathy; 39%

with neurobehavioral disorder; and 7% werefound to have no evidence oforganic brain damage. Scarce: Behavioral Health Research &
Services FAS Evaluation Summary Report ofthe Alaska Multidisciplinary' FASD Diagnostic Team Data, UAA (BURS FAS-Related Technical Report No. 35)

*a. ..j*
DBII - Chronic Alcoholism | I I 776 P fIP
Estimates drawnfrom State grantee residential substance abuse treatmentfacilities quarterly reports to D illl. Excludedfrom

these numbers are youth and women with children.

Total for
Specified
Time
Period

12,660

99

776

| \\/B |
1 - wy' §!
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Data
Time
Period
1/1/07 to
4130/07

One-day
snapshot,
5/1/07

Source:

One
month -
April,
2007

April.
2007
April,
2007

Source:

Total for

Specified
o Age not Time
Division Age 0-17 Age 18-20 Age 21-64 Age 65*+ available Period
Juvenile Justice (DJJ) - . o L
Age 0-21 ' c 841
Female 142 .
Male 699
Numbers represent youth on supervision with DJJ who had at least one Axis 1diagnosis, under DSM-IV-I'R I
(clinical disorders & other conditions that may be afocus ofclinical attention). Most were 17years ofage or | Z v-- .
younger. O fthe total, 39% also had a co-occurring disorder (substance related disorder accompicd by a mental e | \’\*W \’:_
health disorder). Alaska Nativeyouth had more Axis 1primary diagnoses than any other group. source: o#ss oiv. of "
Juvenile Justice
Pioneer Homes 263 263
Total Pioneer llome residents with a dementia diagnosis (sortedfor "dementia” in ICD-9 code). source: pivision o f
Pioneer Homes. Aecu.\feciElectronic Medical Records System
Public Assistance (DPA) '
-Alaska Temporary
Assistance Program
(A TAP) (4/05) 339 4784
DPA- Adult Public
Assistance (APA) 16,568 16.104
DPA - Pood Stamps 22491 21477

Thesefigures reflect a one-montli caseloadfor all Alaskans; this data does not break out the number of Trust beneficiaries. Not countedarc the
customers whose cases are managed bv the tribal system source: o1
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Public perceptions ofcure

The public behavioral health system is responsible for providing safe and effective carc.
The system has changed with consumers’ increasing involvement in choosing the types
of treatment and other services they receive. Today, many agencies include consumers on
their boards of directors. Consumers participate in quality assurance reviews for mental
health, developmental disabilities, and early intervention/infant learning programs.
Consumer satisfaction surveys are included in most provider reviews conducted by the
Department of Health and Social Services.

Public perceptions ofcare us indicated through number ofcomplaints to the Long-
Term Care Ombudsman (Figure HC-2).

In 1978. the federal Older Americans Act began requiring every state to have a Long
Term Carc Ombudsman Program to identify, investigate and resolve complaints and
advocate for seniors. The ombudsman investigates complaints about nursing homes,
assisted living homes, and senior housing units as well as concerns about individuals’
care and circumstances. Consumers, family members, administrators, and facility staff
can make complaints regarding the health, safety, welfare, or rights of a long-term carc
resident. The Alaska ombudsman’s office is administratively managed by and resides in
the office of the Alaska Mental Health Trust Authority. The majority of funding for the
office comes from grants through the federal Administration on Aging.

Figure HC-2 shows the number of complaints that Alaska’s Office of the Long-Term
Care Ombudsman received from consumers each year. Most of the complaints were
against assisted living homes and nursing homes. Beginning with fiscal year 2004, fewer
complaints were recorded in this data base because at that time they began counting only
cases that llu ir office was actively investigating. Before 2004 the cases they counted also
included ones that they were monitoring and that were being investigated by other state
agencies such as Adult Protective Service and Certification and Licensing. There I” ve
been about 250 complaints actively investigated during each of the last three year

http://h5S.stntG.ak.us/commissioner/hcollhplanning/movincjforwiird 22
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Figure HC-2: Number of Complaints to
Long Term Care Ombudsman
Source: OmbudsManagerdata base
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Alaska lias one of the fastest-growing senior populations of all the states, with the
number of seniors expected to more than double by 2030. While Alaska seniors have a
higher mean and median income than U.S. seniors as a whole, higher living costs may
consume much of that additional income. Incomes of senior households located in rural
areas and those headed by Alaska Natives have substantially lower incomes. The poorest
group is seniors age 85 and over, which is also the fastest-growing sub-group of the
senior population. By 2030, the number of Alaskans in this age group is expected to

triple. *3

Consumers Satisfied with Public Mental Health and Substance Abuse Services
(Figures 11C-3a and I1C-3b).

Figures HC-3a and b show the results of a cooperative effort between the DHSS Division
of Behavioral health and providers to ask consumers to evaluate services. Questions were
asked about satisfaction with services, quality and outcomes, participation in treatment
outcomes, access to services, and cultural sensitivity. For interviews in fiscal year 2006,

satisfaction ranged from 70 to 82 percent.
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Flguro HC-3a - Adults
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Figure HC-3b - Youth , Familiios with Youth
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Publicperceptions ofcare as indicated through agencies withfamily members or
consumers on governing/advisory boards

A majority of the behavioral health and developmental disability agencies now include
consumers on their governing boards. All 84 agencies providing behavioral health
services met the review standard of having consumers or family members in sufficient
numbers on the agency governing body or board to ensure their meaningful participation.
Consumers of publicly funded behavioral health and developmental disabilities services
demand increased involvement in their treatment and carc. Consumers or family
members of consumers also sit on each of the four statewide advocacy boards and

commission.

Safety

Thousands of Alaskans with mental and developmental disabilities arc incarcerated each
year because they do not get the services they need through Alaska’s treatment and
support systems. Police and court responses are often the only available resolution to
crises or to public displays of untreated mental health problems, when appropriate
treatment to prevent or respond to these situations was cither unavailable or inaccessible.

Alaska has a high rate of child abuse and domestic violence. Experiencing or even
witnessing violence may result in developmental delays, emotional disorders and
substance use disorder.*4 Adults with cognitive or developmental disabilities are also
vulnerable to neglect and abuse. State programs can assist in strengthening and re-
building families, providing treatment, and providing guardianship for adults with mental

impairments.

Filling the gaps in treatment and support services, both in communities and within the
correctional system, can prevent crises that bring people with mental and developmental
disabilities into contact with the criminal justice system and contribute to their repeated
incarceration. Training for police, court and prison personnel can help divert many people
into appropriate treatment in communities or provide effective treatment when people
with mental health problems or developmental disabilities are unavoidably or necessarily

incarcerated.

Safety Goal //l: Protect children and vulnerable adults front abuse,
neglect, and exploitation

Childhood maltreatment has been linked to a variety of changes in brain structure and
function and stress-responsive neurobiologieal systems.*' The Adverse Childhood
Experiences (ACE) Study provided evidence that adverse childhood experiences cast a
major shadow 01l health and well-being in peoples’ lives even 50 years later. “Adverse
childhood experiences" include repeated physical abuse; chronic emotional abuse; and
growing up !l a household where someone was alcoholic or a drug user; a member was
imprisoned; a mother was treated violently; someone was mentally ill, chronically
depressed, or suicidal; or parents were separated or divorced during childhood.20
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Figure IVS-J — Unduplicated Count ofChildren with Reports o fHarm

Figure WS-1 shows the unduplicated count of Alaska’s children for whom a report of
harm was received by the Alaska Department of Health and Social Services Office of
Children’s Services. Each child is counted only once regardless of the number of reports
received. Generally, it indicates the number of children for whom individuals reported
sonic safety concerns to the Office of Children’s Services. OCS did not investigate all
reports of harm received; some did not meet OCS criteria for investigation and some
were referred for another type of response. The number of children with reports of harm
increased from 9,531 in state fiscal year 2004 to 12,491 in state fiscal year 2006.

Figure 7— Safety of Children: Mumher o f Children with a Substantiated L.port of
Harm by Type o fHarm

Figure 7 represents the number of Alaska’s children who were substantiated as victims of
child abuse and neglect. It counts children who had a report of harm which was
investigated and harm substantiated. Each child is counted once for each type of harm
substantiated. Types of harm reported and substantiated include neglect, physical abuse,
sexual abuse, mental injury, and abandonment. The number of substantiated reports of
harm increased between state fiscal year 2005 and state fiscal year 2006
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Figure JVS-2 Rate o fRepeat Maltreatment o f Children
Figure WS-2 shows the percentage of all children who were subjects of substantiated or
unconfirmed reports of harm during the first 6 months of the year and who had another

substantiated or unconfirmed report of harm within 6 months. In state fiscal year 2006,
the rate of repeat maltreatment was 13 percent.

Figure WS-2
Rate of Repeat* Maltreatment of Children
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Reports o fphysical injury, sexual assault, and threats/injuries by weapon at school
from Youth Risk Behavior Survey 2

According to the Youth Risk Behavior Survey, the number of high school students
reporting threats and sexual abuse has increased since 2003.

* 2003 Youth Risk Behavior Survey

0 4.1 percent of students did not go to school on one or more of the past 30 days
because they felt unsafe at school or on their way to or from school,
o 8.1 percent of students have been physically forced to have sexual intercourse

when they did not want to

e 2007 Youth Risk Behavior Survey

0 5.5 percent of students did not go to school oil one or more of the past 30 days
because they felt unsafe at school or on their way io or from school,

0 9.2 percent of students have been physically forced to have sexual intercourse
when they did not want to

Table S-1: Domestic Violence and Sexual Assault Fiscal Year 2(K)(>Statistics

During fiscal year 2006, Alaska shelters provided services to 8,140 clients. 25% of the
clients were children. Services include safe shelter, crisis intervention, food and clothing,
referrals and many other services. Table S-1 aggregates the field reports from victim
service providers and shows the types of incidents experienced by the clients. The top
three types of incidents were domestic \ioiencc, sexual abuse of children, and sexual
assault toward adults.

Adult Molested as a Child Count 59
Assault Count 195
Child Physical Abuse Count 109
Child Sexual Abuse Count 898
Domestic Violence Count 5,257
DWI DU Victim Count 14
Hldcr Abuse (victim 60 ryears of age) 14
Count

Other Violent Crime Count 79
Robbery Count 13
Sexual Assault (adult) Count 653
Stalking Count 139
Sur\ivor of Jlomicide Victim ( ount 37
Grand Count 7,464
http7/hss.stato.ak us/commissioner/healthplnnmng/movingforwurc] 28
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Figure 1VS-3: Percentage ofAlaskan Adults who have Experienced Domestic Violence
over (heir Lifetime

Figure WS-3 shows the percentage of participants in the most rccently-availablc
Behavioral Risk Factor Surveillance Survey (BRFSS)X4who responded that they had
witnessed domestic violence in their family as a child, experienced physical violence
from an intimate partner, or been sexually abused during their lifetime. In 2006, twenty-
two pcrccm of Alaskan adults had experience physical violence from an intimate partner;
fourteen percent had witnessed domestic violence as a child; and fourteen percent had

experienced sexual abuse.

Figure WS-3: Percentage of Alaskan Adults who have 1
Experienced Domestic Violence over their Lifetime

Experienced Witnessed Experienced Sexual
Physical Violence Domestic Violence APuco
from an Intimate as a Child

Sonrco Alaska Drvttion of Rjbli: Honltn DKFSS. 2006

Adult Protective Services Reports of Harm

Alaska law defines vulnerable adults as persons IS years of age or older who, because of
a physical or mental impairment or condition, are unable to meet their own needs or to
seek help without assistance." Adult Protective Services in the Department of Health and
Social Services receives and investigates reports of harm. Harm includes abandonment,
abuse, exploitation, and neglect (the most common report). More than halfof the clients

are female.

Adult Protective Services Investigations:
Tdtal investigations FY 04: 1173
Total investigations FY 05: 1497
Total investigations FY 06: 1-f27*
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In fiscal year 2006, the Department of Health and Social Services was contacted about
1666 people (unduplicated) for whom an investigation was possibly warranted; 86% of
*hese intakes were investigated.

Safety Goal #2: Prevent and reduce inappropriate or avoidable arrest,
prosecution, incarceration and recidivism of persons with mental health
problems or developmental disabilities through appropriate treatment

and supports.

Jail Diversion — Arrest History:

The Alaska Mental Health Board, the Alaska Mental Health Trust Authority, the
Department of Corrections, the Court System, prosecutors, defense attorneys and
community treatment providers have collaborated to implement Jail Alternative Services
(JAS) and a therapeutic mental health court. JAS diverts voluntary low risk offenders to
treatment instead ofjail and monitors compliance with treatment.

The JAS program annually refers up to 40 eligible individuals to community treatment
providers and monitors compliance with court-ordered treatment conditions. JAS is
operated by the Department of Corrections for individuals sentenced through the
Anchorage District Court Coordinated Resources Project “CRP” (Mental Health Court)

to the JAS program.

Between July, 1998 and June, 2003, the JAS program served a total of 103 unduplicated
clients. Ofthe 103 clients. 36 completed the program, 37 were vacated or opted out of the
program after entry, and 30 were still active on the caseload., These 103 clients had had
a total of 197 misdemeanor arrests and 20 felony arrests during the 12 months prior to
participation in Jail Alternative Service. A+ ' : JAS. artests decreased
sharply to 86 misdemeanor arrests and two felony arrests. In terms of total days of
incarceration, there was a reduction of 4,468 inmate days related to JAS clients between
the 12-month period before entry into JAS and the period while active m JAS more

than 12 years.

Once clients are no longer active in JAS. whether or not they have completed the
program, there is no longer any legal leverage to require them to receive services. A
measure of the effectiveness of the JAS program, therefore, is the extent to which these
clients are able to maintain the gains that were so evident while active in JAS. Table |
clearly shows that clients who successfully complete the JAS program fare considerably
better after leaving JAS than those who do not complete the pi gram.
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Tabic 1and Figures 8A and 8B show a reduction in legal recidivism as a result of the
JAS program.

Table J: Arrest Datafor Clients not active in Jail Alternative Service (JAS)

1 Metric Lifetime Total  12months  During JAS
. N-103 Before JAS Before
| JAS
_ w Misdemeanor Arrests (New Charges) 173 197 "
! Il Individuals with Misd -meanor Arrests (100%) 103 (55%) 57  (45.2%) 40
! Il Felony Arrests 113 20 .
v Individuals with Felony Arrests (29.1%) 30 2
Average Number of Arrests/per JAS Participant 21 0.9
Total Days in Custody for All JAS Participants 42,120 1,132 3,264

The lcngih oftime or JAS client participation ranged from 14 days to i.7-42. The median length of time
under JAS supervision was 402 days.

Sources; Jail Alternative Service Proqram 1-va|uat|0n_JuI§ 1, 1998 - June 30, 2003, C&S Management
Associates, 2004. Alaska Mental Health Trust Authority Status Report, Jail Alternative Services, which
included data from program inception July L 198 throtgh June 30,2003. dated April 12, 2004, hy Co’lccn
Patrick-Rilcy. Department of Corrections Mental Health.

Figure 8A: Arrest Datafor Individuals Who Participated in Jail Alternative
Services (JAS)

a Misdemeanor Arrests

m Individuals w/ Misd
Arrests

O Folony Arrosts

O Individuals wl Folony

Lifetime 12 Mn  During
Anests

Boforo Boforo JAS
JAS JAS

gRevised February. 2007) ,
ource: JAS Program Evaluation, July 1, WS-Juuc 30.2003; t\V:S Management Associates, 2004
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Figure SB: Days in Custody and Arrest Datafor Individuals Who Participated
in Jail Alternative Senices (JAS)

O Lifetime
Before JAS

m 12 Months
Before JAS

0O During JAS

Days in Arrests
Custody

(Revised February, 2007)

Source: JAS Program Evaluation. July 1, 1998-June 30,2003; C& Management Associates, 2004
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Living with Dignity

Living with dignity can be defined as being valued and appreciated by others lor the
choices and contributions one makes and being able to take advantage of the
opportunities available to all Alaskans. The Comprehensive Plan focuses on three issues
related to life with dignity: community participation, housing, and education and training.

To be part of a neighborhood, live in acceptable housing and attend the public school are
marks of community membership. Alaskans experiencing mental illness, substance use
disorders, developmental disabilities, and age-related dementia need to engage with
family, friends, and neighbors and participate in their communities. Social contributions
can include volunteer or paid work, subsistence activities, active membership in spiritual
and other community organizations, and successful school attendance. People with
cognitive or developmental disabilities may need support and assistance to connect with
and become contributing members of their communities. Prejudice may limit social
acceptance in school, religious organizations and volunteer activities. In some
communities, unavailability of transportation services can limit participation in

community life.

While many Alaskans struggle to find decent, affordable housing, people with cognitive
or developmental disabilities and their families often find it especially difficult to obtain
appropriate housing because they are more often poor and because they face
discrimination. Poverty makes a person particularly vulnerable to homelessness: an
individual may be less than a paycheck away from losing shelter. Many of Alaska’s
homeless arc people with mental, developmental or cognitive disabilities or addictive
diseases. Once people are homeless, finding and keeping a treatment schedule becomes

even more difficult.

Gaining new skills and experiences in supported environments can prepare adolescents
and adults with cognitive or developmental disabilities forjobs and participation in
community life. All children arc entitled to a public school education where they learn
the social, academic and practical skills needed to become adults who are as independent
as possible. Children can progress further when developmental delays are identified and
addressed early. Schools can also help in identifying students with emotional
disturbances and referring them to behavioral health care providers. Schools can educate
all children about addictive disorders and healthy lifestyles.

Dignity Cosil #1: Make it possible for Trust beneficiaries to be
productively engaged in meaningful activities throughout their

communities.

The Client Status Review (CSR) tracks the quality of life of consumers of the Alaska
behavioral health treatment system. When clients enter the system they are asked a series
ofquestions about their "life domains" such as thoughts of self-harm, feelings of

http://hss.stiitu.ijk.us/comrnissionor/hoalthplanning/movinflforwnrd
Download 12/31/07


http://hss.stiitu.ijk.us/comrnissionor/hoalthplannlng/movlnflforwnrd

connectedness, productivity, etc. For comparison, they are asked the same questions at
different intervals during treatment, and at discharge. Figjres 9A and 9B show the
percentage of consumers who reported that their conditions were the same or better than
they had been when they entered the system. Included arc 1,658 consumers (419 children
and 1,269 adults) in state fiscal year 2006.

Figure 9A: Positive Outcomes in Life Domnins -Adult:; (Percentage o fAdult
Behavioral Health Consumers Improving or Maintaining Quality o fLife)

Tlgure 9A: Positive Outcomos in LIfo Domains - Adults
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Figure 9B: Positive Outcomes in Life Domains - Youth (Percentage of Youth
Behavioral Health Consumers Improving or Maintaining Quality o f Life)
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Youth connectedness at levels o ffamily, school, and community - Youth Risk Behavior
Survey 2003 Report22

Connectedness is a key protective factor correlated with a decrease in youth risk
behaviors (use of tobacco, alcohol and other drugs, suicide ideation, violence and early
sexual activity).29 The term “connectedness,” in this context, refers to the feeling of
support and connection youth feel from their school and their community. Youth who
help others or who arc engaged in community service activities arc less likely to be
involved in anti-social behaviors, to be suspended from school or to become pregnant/9
Service activities also provide an opportunity for youth to form close relationships with

caring adults.

The 2003 Youth Risk Behavior Survey” shows that among Alaska high school students:

e 79.3 percent of boys and 78.1 percent of girls report they don t feel alone in life.

* Most Alaska high school students, 71.0 percent of boys and 74.6 percent of girls,
believe they matter to people in their community.

 The majority of boys (60.0 percent) and girls (55.0 percent) report they have
teachers who carc about them and give encouragement.

» Forty-eight percent of students agree or strongly agree that in their community

they feel they matter to people.

Dignity Goal #2: Enable Trust beneficiaries to live in appropriate,
accessible and affordable housing in communities of their choice.

On any given night in Alaska, there arc an estimated 3,500 homeless Alaskans. Of these,
35 percent suffer from chronic substance abuse problems, 21 percent are severely
mentally ill, 19 percent have a dual diagnosis, and 36 percent live with a disability/' At
least 3000 children were homeless or inadequately housed during the 2005-2006 school
year.  These children are more likely to experience conditions of anxiety, withdrawal,
depression, hunger, asthma, car infections, stomach problems and speech problems than

their peers.

Ilomclessness results from a complex set of circumstances that require people to choose
between food, shelter, and other basic needs. Contributing factors include:

Inadequate income. A 2001 study found 57% of Alaska households could not
afford a median-priced home and 46% could not afford the average rent." In
Anchorage, a person needs to earn S18.12 per hour to afford a modest two-
bedroom apartment at the average fair market rent of S942/' (For more
information about rcnt-wage dispaiitics in Alaska, please see Table F-1.)

e Inadequate supply of affordable housing. The private housing market alone
cannot supply enough affordable housing because of high land prices and other
costs. The waiting list in Alaska for publicly financed housing is over 3,000

households/5
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« Catastrophic events and destabilizing forces. A sudden economic downturn
caused by illness, injury, divorce orjob loss may push people into homelcssness.
Mental illness and addiction disorders arc also destabilizing forces that can cause
homelcssness.

Insufficient support” ’e services. In Alaska, homeless prevention services, case
management services, after-hours mental health counseling and other housing retention
services arc not widely available. Once special needs clients have been placed in housing,
there is a great need for “house calls” by occupational therapists or other providers to
help the client retain the housing.37

Figure 10 — Estimated number ofhomeless Alaskans: Alaska Housing Finance
Corporation Statewide Winter Homeless Survey Reports

Estimated Number of Homeless Alaskans: Alaska Housing Finance Corporation
Statewide Winter Homeless Survey Reports
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Data reflects total homeless numbers reported by agencies, with duplicates removed

Figure 10 show:, that the estimated number of homeless Alaskans doubled between 2001
and 20(16. The AtIFC survey is completed semiannually on a predetermined day by
providers of services for homeless people. Although the survey has many limitations,
including low survey return rates, it does provide some idea of the number of homeless
Alaskans and their characteristics.

Section ¥/Public Housing

Over 4,000 Alaska residents currently are using Section S public housing vouchers,
which are allocated from the U.S. Department of Housing and Urban Development to the
Alaska Housing and Finance Corporation’s Public Housing Division. In addition, as of
July 2, 2007. there were 3.020 households still waiting for Section 8 vouchers. The
number of vouchers allocated from HUD to AMFC is currently limited to 4,183. thus the

need is greater than the supply. is
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Homeless Bed Inventory

According lo the Alaska Housing and Finance Corporation, the 2007 Homeless Bed
Inventory showed 1,265 emergency shelter beds and 690 transitional housing beds for a

total of 1,955 temporary bed* in Alaska.36

Supportive Housing

There are approximately 53S supportive housing units statewide. These units, designed
for those who are homeless with special needs, enable people to live as independently as
practicable/7In supportive housing, residents have their own housing units and lease

agreements.

Assisted Living

Throughout Alaska there are 2702 assisted living beds in 506 licensed facilities/'5
Assisted living is a more structured and regulated form of special needs housing. More
often than not, the landlord and service provider are the same and housing tenancy is tied
to using the services provided. Many of these required services are related to activities of
daily living. In Alaska, virtually all of the special needs housing for persons with
developmental disabilities are licensed assisted living homes.

Number o findividuals discharged to homeless situations from Alaskan institutions:
Alaska Psychiatric Institute (API)

When Alaska Psychiatric Institute patients return to their home community, staff works
to identify appropriate living arrangements whenever possible. Those who are homclccs
at discharge arc typically referred to shelters in the community. Over the last six years, an
average of 88 discharges a year have led to homeless status. ">

Alaska Department o f Corrections

A 2005 Department of Corrections Homeless Offender survey found that 35% of
offenders did not know where they would live upon release or planned to live in a shelter

or on the streetf*

Dignity Goal #3: Assist Trust beneficiaries to receive the guidance and
support needed to reach their educational goals.

The federal Individuals with Disabilities Education Act (IDFA)Wis the primary law that
entitles children with disabilities to a free and appropriate education. IDEA requires
stales to provide special education and related services to students who meet eligibility
requirements. To be eligible, a student must meet criteria established in the law and the
condition must adversely affect his or her educational performance. Children with
disabilities must be might in the least restrictive environment and among non-disabled

children to the maximum extent appropriate.
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IDEA requires schools lo provide necessary accommodations, as identified in each
student’s required Individual Education Plan, for special education students to participate
in the high school exit examination. This accommodation includes development of an
alternate assessment for students with significant disabilities. It is critical for children to
participate in school and complete a high school course of study  part of their
preparation for a life as independent as possible.

Figure 11 — High School Graduation Ratesfor Students Receiving Special Education
Compared with Students Not Receiving Special Education

Figure 11 shows the rate of students who graduated from Alaska’s public high schools
with a regular diploma. Between 2002 and 2006 there was a slight decline in graduation
rates among all students. During that time the graduation rates for Alaskans who received
special education services were 18 to 23 percent lower than the rates for those who did

not receive special education services.

Figure 11: High School Graduation Rates for Youth Receiving
Special Education Compared with Youth not Receiving Special
Education

O SPED Students

m Non-SPED

Source: Alaska
Department of
Education and
Early
Development

(this does not
include GED
data)

2002-2003 2003-2004 2004-2005 2005-200

Alaska loses a significant number of students over their four years of high school.
Reasons for discontinuing school include pursuing a GED, entering the military,
becoming employed, facing family problems, illness, pregnancy, or alcohol/drug
dependency, failing, truancy, being expelled due to behavior, transferring to non-district
sponsored home schooling, or leaving for unknown reasons without a formal request for
transfer of records. Part of the recent decline in overall graduation rales may be tied to
belter record keeping and reporting in the districts.

The data used to generate the graduation rate is the same for all students, whether or not
they are on an Individual Education Plan. The actual yearly graduation rate is computed
by determining the total number of graduates divided by the sum of the continuing 12th
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grade students plus the total of yearly “drop-outs” for each of the four preceding years
(i.e., a cohort model).

In the 2003-04 school year, the state offered a one-year waiver to all special education
students so that if they met all other graduation requirements in their district, they were
granted a diploma without having passed the High School Graduate Qualifying Exam
(HSGQE- high school exit exam). This caused a one -year spike in the Special Education
graduates. The 2004-05 graduate counts returned to the historical norm.

Figure DL-I - Grade 10 Students Passing Qualifying Exams - Students Receiving
Special Education Services and Students Not Receiving Special Education Services

Figure DL-1 shows the percentage of 10th Grade students enrolled in special education
who scored above proficiency in reading, writing, and math on the High School Graduate
Qualifying Exam, as compared to the students not receiving special education who also
scored above proficiency. Overall, more students passed the exams in 2006 than in 2005.
The rate of passage for those receiving special education is consistently less than half the
rate for those not receiving special education. These percentages are statewide and
include only the students who participated in the exams.

Figure DL-1
Grade 10 Students Passing Qualifying Exam - Students
Receiving Special Education and Students Not Receiving
Special Education
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Economic Security

“Economic security’*means that people arc able to provide basic necessities for
themselves and their families. Many Trust beneficiaries must rely on public assistance to
meet basic needs because they are unable to work or engage in subsistence activities..
Unfortunately, public assistance has not kept pace with the cost of living, and poverty is
common among Trust beneficiaries and their families. Alaskans living with mental health
problems and developmental or cognitive disabilities who are able to work can be helped
in this effort by continued Medicaid and assistance with expensive medications needed

for the treatment of their illness.

Economic Security Goal #1: Make it possible for Trust beneficiaries
most in need to live with dignity, ensuring they have adequate food,
housing, medical care, work opportunities, and consistent access to

basic resources.

Figure 12 — SSI/APA Payment Compared to Alaska Poverty Level

The Supplemental Security Income (SSI)/Adult Public Assistance (APA) cash benefit for
people with disabilities has eroded over the years in 'selation to the Alaska poverty level.
In Alaska, the SSI/APA programs combine to provide minimal cash assistance of S9.S5
dollars a month to elderly, blind, or disabled individuals. While the SSI payment is
adjusted every year for inflation, the APA payment is legally capped and therefore
diminishes in value every year due to inflation
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Figure 13 — Alaska Population 18 and Over by Income Level and Disability Status,
2005-2006

Behavioral Risk Factor Surveillance Survey data from 2005 and 2006 show that Alaskans
experiencing a disability (i.e., limited in any way in any activities because of physical,
mental or emotional problems) have a significantly lower annual income than those not

experiencing a disability.

Figure 13: Population 18 and Over by Income Level
and Disability Status, 2005-2006

Population in Thousands
B< 515,000 515,000 - 24,999  n 525,000 - 34,999
D 535,000-49,999  m550.000-574,999 m 575,000+

Figure N — Number of Trust Beneficiaries Receiving Support through Division of
Vocational Rehabilitation versus Number Employed

The Division of Vocational Rehabilitation (DVR) assists individuals with a disability to
obtain and maintain employment. With the proper services and supports, such as
education, on-the-job training, job search, and placement services, people with
disabilities can be employed. Of the total clients served by DVR in 2006,68 percent were
Trust beneficiaries. Trust beneficiaries comprised 61 percent of the total clients receiving
training, and 63 percent of the total becoming employed.

Figure 14 shows that over the last six years, the number of Trust beneficiaries served by

DVR has steadily grown by over 11 percent and the number who became employed grew
approximately 8.5 percent. Although DVR has increased community outreach, cases can
take years to reach a successful outcome, thus outcomes lag behind the number served.
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Source: AK Department of Labor and Workforce Development. Division of Vocational Rehabilitation

Employment initiatives of DVR with a focus oil Trust beneficiaries include the
Customized Employment Grant (CEG), supported employment services, and micro-
enterprise grants from The Trust. The goal of the CEG is to build the capacity in Job
Centers in Juneau, Kenai, Anchorage, NVasilla and Fairbanks to better serve people with
severe disabilities so that they have a more responsive and individualized employment
relationship based on their strengths, needs and interests, while meeting the needs of the
employer, flic micro-cntcrpriso grants require DVR to match the funds and focus on .self-
employment ventures. Supported employment is a service delivery system within Ihe
vocational rehabilitation program to provide employment opportunities to individuals
who require intensive services to gain employment and extended services to maintain

employment.

Figure FS-1: MR/DI) Waiver Recipients who Receive Supported Employment Services

Figure ES-1 shows that approximately 320 MR/DI) waiver recipients have received
supported employment services annually for the last five years. "Supported
employment" is paid employment for persons with developmental disabilities for whom
competitive employment at or above the minimum wage is unlikely and who, because of
ihcir disabilities, need intensive ongoing support, including supcrvi.sion and training, to
perform in a work setting. Medicaid covers the costs of supported employment for people
with developmental disabilities, allowing participants to contribute to the community and

to their own sense of self-esteem through work.

http://hss.stato.ak.us/commissioner/healthplanning/mov'figforward 42
Download 12/31/07


http://hss.stato.ak.us/commissioner/healthplanning/mov'figforward

Figure ES-1: MR/DU* Waiver Recipients who
Receive Supported Employment Services
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Figure ES-2 - Average Number ofParticipants in the Medicaid Buy-in Option

The Working Disabled Medicaid Buy-in is a category of Medicaid intended to encourage
an individual with a disability to work (if they arc able) by giving or extending their
access to health coverage. Alaska was the first state to pass legislation that provides for
this program and participation has doubled since 2001. To participate in the buy-in
program, family income cannot exceed 250 percent of federal poverty guidelines for
Alaska, and the individual's monthly unearned income must be less than $1156 (S1390, if
married) and countable assets of less than $2000 (S3000, if married).

Figure ES-2: Average Number of
Participants in Working Disabled
Medicaid Buy-in Option
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Sou.ce: AK DHSS Div. of Public Assistance Eligibility Information System
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Affordability o fHousing

Many Alaskan families cannot afford adequate housing. A minimum wage worker in
Alaska earns S7.15 per hour. The average Fair Market Rent (FMR) for a two-bedroom
apartment in Alaska is S931 For this level of rent and utilities to be considered
affordable, a minimum wage earner must work 100 hours per week, 52 weeks per year.
Or, a household must include 2.5 minimum wage camer(s) working 40 hours per week
year-round. A housing unit is considered affordable if it costs no more than 30 percent of

one’s income.

The following chart shows how much money a person in each Alaska census area would
need to cam in order for them to be spending only the recommended 30 percent of their
income on a typical two-bedroom rental. For instance, a person renting a two-bedroom
apartment in Mat-Su would need to earn $15.33 per hour working fulltime. But if they
were only able to earn minimum wage, they would need to work 86 hours per week.

An Alaskan household must earn $3,103 monthly or $37,235 annually to afford the
average unit. This translates into an hourly wage ofS 17.90, based on a 40-hour work

week, 52 weeks per year.
For more information about homelcssness, please sec the Livinu with Dignity section

TABLE ES-1
Alaska Rent-NVage Disparities
WARC Mrs pr
SSI/APA Needed wk
Affmdnlilc  Affordable 2-BR to Afford Mitt
Community Rent* Rent FMR 2-BRFMR  Wage**
Fair Malet
Kat R Hor

AnchoraRc S577 S290 S942 SIS.12 101
Barrow $588 S290 $1,104 $21.23 119
Bethel S33D $290 $1,213 $23.33 131
Dillingham $420 $290 $1,004 S19.31 108
Fairbanks $526 $290 $859 $16.52 R
Juneau $652 $290 $1,096 $21.08 18
Kenai $499 $290 $732 $14.08 79
Ketchikan S545 $290 $962 $18.50 103
Kodiak $547 $290 $1,034 $19.88 m
Mat-Su $528 $290 S797 $15.33 86
Nome $407 $290 S1.030 $19.81 I
Sitka $578 $290 $920 $17.69 99
Unalnska $458 $290 S1.004 S19.31 108
Valdez $559 $290 $907 S17.44 98
v o \ih\nil Tm Imnire l/m .mg (\i,ililn*ll n. 1 nliln rie "Oul €l 'u,hl™ h/nil

rat ek oty lent affadilde onitonatudearing Wo SfATLE Medan Inoae tre
gﬁealyammjl\mhdldqm”dUgrunme lian3ed |m1§mm® T

< Mimumvaed S7 Bhreffective | 1 ()M
I MK lanMaet Kat assissedby | 1tD 101 2006
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111, Current Services and Service Gaps Analysis

Services for Alaskans experiencing developmental disabilities, alcoholism or other drug
addictions, mental or emotional illnesses, and Alzheimer’s disease or other dementias
were originally shaped and frequently compartmentalized by federal funding availability
and federal program requirements. Advocates and program managers have long
recognized that service integration is a first step toward higher quality services, increased
access to services, and greater cost savings. In addition, many people experience more
than one beneficiary disability during the course of their lifetimes. Simplifying and
coordinating services for people with multiple cognitive or developmental disabilities is
both cost effective and provides better care. Initiatives, discussed in a later section,

address gaps in service delivery systems.
Figure 15— Components of Curefor Three or More Beneficiary Groups

The Trust and the Department of Health and Social Services support the components of
care illustrated in Figure 15, ranging from prevention at the bottom to acute care at the
top for people requiring intensive care. Public education and prevention services, which
reach large audiences, arc listed at the bottom of the diagram. Services in the middle of
the triangle are home and community-based and arc used by people requiring a less

intensive level of care.

Although economics of scale restrict some services to urban areas, the Plan’s vision is
that appropriate services would be available when needed across the state. The
components of carc listed are only those that serve three or more beneficiary groups.
These arc the same services listed in the Matrix on the following page.
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Figure 15
Components of Care for Three or More Beneficiary Groups
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Current Services

Table 2 shows the geographic availability ol'serviccs that are needed by three or more
Trust beneficiary groups.

Tabic 2— Matrix of Current CIMHP Services

Matrix of Current CIMHP Services for Three or More Trust Beneficiary Groups
Servke Level I.'VVIage Level 2: Subregional Level 3; Regional Level 4. Level 5:
Centeror town Center or SmallCity  Urban Center Metropolitan Area
2,000+ In Immediate  25,000+In Immediate

500+In Immediate it idi community providin
community, providing ye 9 200,000 + In Immedi-

. 25+ In immediate com country;a sub- . X i
Population it matoail population of seivices to a regional  services to a larger ate communis/
community. g pop population of atleast  regional or statewide '
at least 1,500. i
5.000 population
inpatient services C D 4 4 *
Residential Service* =] =] 1 = 4
Emergency/ Assess-
ment/Outpatient * \ . 4
Services
D_nect an_d Rehabilita- . 4 4 4 4
tion Services
Specialized Services
Chsklren's Services . . 4
Medical services-
. c c . 4
specialized
Denial services-
] O O 4- 4 *
specialized
Pharmacy services * 4 4 4 4
Leqgal services 4 4 - 4 4
Transportation . . 4 4
services - specialized
Corr_ectlons - O 9 4 4
services
Outrcach/Sc/eenirxj M > 4 4 4
Community
Preven_tlon, _ * . 4 4 4
Education, Public
Awareness

+ Available (adequate): the service is widely available and meets most needs
<Sometimes available (gaps exist): the service is currently available in many communities of that size
but not in all such communities, or is not available to a!! eligible individuals due to inadequate resources.

« Minimally available (needed): the service is mostly unavailable.
H Theie is not general agreement tliat these services are feasihle at this level of community.

Service Gaps Analysis

The matrix in Tabic 2 represents a first effort to analyze those similar services provided
by separate service ¢ bvcry systems to different Trust beneficiary groups. Planning staff
(DHSS, The Trust, AMI IB, ABADA, GCDSIi, ACoA. and the Department of
Corrections) developed this matrix by comparing service definitions used by different
programs and coming to agreement about common definitional elements and suitable
aggregate definitions. Next, based on the common definitions, the group assessed service
availability using the Alaska Mental Health Board’s Level of Community template. This
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assessment was based on data and documents produced by the agencies represented by
the planning staff.

Development of the matrix assists in considering collaborative approaches and in
determining priorities for service needs. Several observations can be made from the

matrix:

* Many commonalities exist among services to beneficiaries, especially in such
specialized services as medical, dental and pharmacy services.

« The more specialized the service, the more likely it is to have substantial gaps in
delivery. For example, even in Alaska ’s metropolitan area ( Anchorage ), gaps
exist in direct and rehabilitation care, the foundation of personal support and
recovery: even when a service is available, “gaps” may reflect a lack of capacity
to serve all who need that service.

e Access to carc and participation in community life may require specialized
transportation, a service that is needed across all levels of community.

» The matrix also shows that despite efforts to develop services in regional
centers, this strategy has not yet produced a full range of adequate care in those
areas.

» Below the regional center level, many gaps exist, both for individualized
sendees and for facility based care.

Some service delivery programs, notably those for people with Alzheimer’s disease or
similar dementia and for people with developmental disabilities, try to meet each
person’s particular needs in their own homes. ldeally, this would mean that all services
could be made available at each level of community. However, the reality is that
resources frequently limit such delivery. Often, providers may not *tavailable in a
community, but more commonly, resources do not meet current need. For example, about
1.006 people with developmental disabilities were waiting for services at the end of fiscal

year 2006."’

The Trust and the Department have targeted development of infrastructure and resources
for many of these services.
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Continuum o fCure Matricesfor Trust Beneficiary Groups

Characteristics

Government

Population

Economy

Level I:
Frontier/Village

Community or city
council, Native
Council, incorporated
city or unincorporated
community.

25+ in immediate
community.

Subsistence,
government services
(e.g. school)

Definitionsfor Levels of Community

LEVELS OF COMMUNITY*

Level II:
Sub-Regional Center or
Town

Incorporated city, may
have health powers and
may provide health and
social services.

500+ in immediate
community; a sub-regional
population of at least
1,500.

A developing private
sector, some government
services; provides some
service to surrounding
areas.

http://hss.state.ak.us/commissioner/healtliplanning/movingforward
Download 12/31/07

Level II1:
Regional Center or
Small City

Incorporated city or
unified municipality,
may have health powers
and may provide health
and social services.

2,000+ in immediate

community, providing
services to a regional

population of at least

5,000

Regional trade and
service center, mixed
economy with multiple
private and government
employers.

Level IV:
Urban Center

Incorporated, home
rule city or unified
municipality; may
have health powers
and may provide
health and social
services.

25,000+ in immediate
community providing
services to a larger
regional or statewide
population

Major trade and
service center, broad
based multi-sector
economy.

Level V:
Metropolitan Area

Incorporated, home
rule city, or unified
municipality; may
have health powers
and may provide
health and social
services.

200,000+ in
immediate
community.

Principal trade and
service center; broad
based, multi-sector
economy.
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Health &
Social Services

Access

Communities

Community Health
Aide, paraprofcssionai
and itinerant services.

Usually, more than 60
minutes by year-round
ground transportation
from a Level 11 or Il
community; limited air
and/or marine highway
access to Level L or 111
community.

Too numerous to list,
includes Anvik, Eagle,
Ilouston, Ruby,
llydaburg, Wales,
Skagway, etc...

Health and social sctvices
.nay be provided by both
the private and public
sector, community clinic
and mid-level provider or
MD.

Usually less than 60
minutes by year-round
ground transportation
from a Level Il
community; marine
highway or daily air
access to closest Level Il
community; airline service
to Level 1communities in
ihe area.

Antak, Craig, Delta
Junction, Tok, Emmonak,
Fort Yukon, Galena,
Haines, Hoonah, Hooper
Hay, King Cove, King
Salmon/Naknck, Ncnana,
McGrath, Mctlakatla, Mt
Village,St. Mary’s, Sand

f Hv.dti! carc and social
service agencies,
including both private
and government
programs; community
hospital and physicians.

Daily air service to
closest Level IV or V
community; airline
service to Level 1land 11
communities in the
region; road or marine
highway access all year.

Harrow, Hcthecl,
Dillingham, Homer,
Kcnai/Soldotna,
Ketchikan, Kodiak,
Kotzebue, Nome,
Palmer/Wasilla, Sitka,
Cordova, Petersburg,
Wrangell, Valdez.

Multiple providers of
health carc and other
services including
both private and
government programs;
health carc specialists;
hospitals with full
continuum o fcarc.

Daily airline service to
Level 11, HI, IV, and V
communities; road or
marine highway
access all year.

Fairbanks, Juneau

Point, Togiak, Unalaska, Seward
Unalaklcet, Glcnnallcn/
Copper Center
*l.evels of (‘'ommunity ('arc is a documentcreated by the Alaska M ental Health Hoard (rev.N/93).
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Level 1V plus highl
specialized medical
and rehabilitation

y

services; specialized

hospitals and
consulting services.

Daily airline service

to Level II-1V

communities; road or

marine highway
access all year.

Anchorage
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Characteristics

I. Community
Prevention /
Education

Continuum ofCure Matrixfor Alaskans with Behavioral Health Disorders
(Mental Illness, Alcoholism, Drug Addictions)

Level I:
Frontier/Village

1 Community
Prevention/Education

a. Advocacy/sclf-hclp

b. Prevention and
intervention

c. Community
education

d. Peer, Consumer, and
Client Support

Services
General Availability?

None

LEVELS OF COMMUNITY *

Level 1L
Sub-Regional Center
or Town

I. Community
Prevention/Education

a. Advocacy/sclf-hclp

b. Prevention and
intervention

¢. Community
education

d. Peer, Consumer, and
Client Support

Services
General Availability?

Very limited

Level I11:
Regional Center or
Small City

I. Community
Prevention/Education

a. Advocacy/sclf-hclp

b. Prevention and
intervention

¢. Community
education

d. Peer. Consumer, and
Client Support

Services

General Availability?

Limited capacity
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Level 1V:
Urban Center

I. Community
Prevention/Education

a. Advocacy/sclf-hclp

b. Prevention and
intervention

c. Community
education

d. Peer, Consumer, and
Client Support

Services
General Availability?

Some capacity

Level V:
Metropolitan Area

I. Community
Prevention/Education

a. Advocacy/sclf-hclp

b. Prevention and
intervention

¢. Community
education

d. Peer, Consumer, and
Client Support

Services
General Availability?

Greatest capacity
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Il. Behavioral Health Services (a-g)

a. Outreach

b. Emergency

Services

Assessment

a. Outreach

General Availability?

None

b. Emergency Services
i. 24 hour telephone
screening, assessment,

triage

ii. Crisis Intervention
&

Stabilization
General Availability?

Very limited

c. Assessment

i. screening

il evaluation/referral

a. Outreach
General Availability?

Very Limited

b. Emergency Services
i. 24 hour telephone
screening, assessment,

triage

ii. Crisis Intervention
&

Stabilization
General Availability?

Good capacity

c. Assessment

i. screening

ii evaluation/referral

a. Outreach
General Availability?

Limited capacity

b. Emergency Services
i. 24 hour telephone
screening, assessment,

tiiagc

ii. Crisis Intervention
&

Stabilization

General Availability?

Good capacity

c. Assessment
i. screening

ii evaluation/referral

hltp://hss. state, ak.us/commissioner/healthplanning/movingforward
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a. Outreach
General Availability?

Some capacity

b. Emergency Services
i. 24 hour telephone
screening, assessment,

triage

ii. Crisis Intervention
&

Stabilization

General Availability?

j Very good capacity

c. Assessment

i. screening

ii evaluation/referral

a. Outreach
General Availability?

Greatest capacity

b. Emergency Services
i. 24 hour telephone
screening, assessment,

triage

ii. Crisis Intervention
&

Stabilization
General Availability ?

Very good capacity

c. Assessment
i. screening

ii evaluation/referral



d. Outpatient

(Clinic-Based)

Services

C.
Rehabilitation
& Recovery
Services

General Availability?

Very limited

d. Outpatient Services
i. Screening

ii. Facc-to-Facc
assessment & triage
(SA:MH; TBI)

iii Treatment Planning

iv. Counseling (1:1;
Group)

General Availability?

None

c. Rehabilitation &
Recovery Services

i. Case Management

ii. Skill Development

iii. Day Treatment

iv. School/homc-bascd

General Availability?

Good capability

d. Outpatient Services
i. Sciccning

ii. Facc-to-Facc
assessment & triage
(SA;MH; TBI)

iii Treatment Planning

iv. Counseling (1:1;
Group)

General Availability?

Limited capacity

c. Rehabilitation &
Recovery Services

i. Case Management

ii. Skill Development

iii. Day Treatment

iv. Sehool/homc-bascd

General Availability ?

Good capability

d. Outpatient Services
i. Screening

ii. Face-to-Facc
assessment & triage
(SA;MII; TBI)

iii Treatment Planning

iv. Counseling (1:1;
Group)

General Availability?

Good capacity

c. Rehabilitation &
Recovery Services

i. Case Management

ii. Skill Development

iii. Day Treatment

iv. School/homc-bascd
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General Availability?

Excellent capability
d. Outpatient Services
i. Screening

ii. Facc-to-Facc
assessment & triage
(SA;MH; TBI)

iii Treatment Planning

iv. Counseling (1:1;
Group)

General Availability?

Excellent capability

c. Rehabilitation &
Recovery Services

i. Case Management

ii. Skill Development

iii. Day Treatment

iv. Sehool/lhomc-bascd

General Availability ?

Excellent capability

d. Outpatient Services

i, Screening

ii. Facc-to-Facc
assessment & triage
(SA;MH; TBI)

iii Treatment Planning

iv. Counseling (1:1;
Group)

General Availability?

Excellent capability

c. Rehabilitation &
Recovery Services

i. Case Management

ii. Skill Development

iii. Day Treatment

iv. Sehool/homc-bascd
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f. Medical
Services

services
v. Supported Living

vi. individualized
services

vii. Intensive
outpatient services

General
Availability?

None

f. Medical Services

i. Psychiatric
As.lcssment

ii. Pharmacological
Management

iii. Medical Co-
morbidity

General Availability?

None

services
v. Supported Living

vi. Individualized
services

vii. Intensive
outpaticn. services

General
Availability?

Very limited

f. Medical Services

i. Psychiatric
Assessment

ii. Pharmacological
Management

iii. Medical Co-
morbidity

General Availability?

Limited

services
v. Supported Living

vi. Individualized
services

vii. Intensive
outpatient services

Ccncral
Availability?

Good capacity

f. Medical Services

i. Psychiatric
Assessment

ii. Pharmacological
Management

iii. Medical Co-
morbidity

General Availability?

Good capacity
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services
v. Supported Living

vi. Individualized
services

vii. Intensive
outpatient services

General
Availability?

Excellent capacity

f. Medical Services

i. Psychiatric
Assessment

ii. Pharmacological
Management

iii. Medical Co-
morbidity

General Availability?

Good capacity

services
v. Supported Living

vi. Individualized
services

vii. Intensive
outpatient services

General
Availability?

Excellent capacity

f. Medical Services

i. Psychiatric
Assessment

ii. Pharmacological
Management

iii. Medical Co-
morbidity

General Availability?

Good capacity
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Detoxification
Services

g. Detoxification

i. social detox

ii. outpatient detox

iii. medical detox

General Availability?

None

I1l. Residential Services

a. Cnildrcr.
Services

a. Day Treatment

b. Foster Homes

c. Therapeutic Group
Homes

d. Emergency
Stabilization &
Assessment

e. Residential
Treatment

f. Secure Locked
Residential Carc

g. Detoxification

i. social detox

ii. outpatient detox

iii. medical Jctox

General Availability?

Very limited

a. Day Treatment

b. Foster llomcs

c. Therapeutic Group
Homes

d. Emergency
Stabilization &
Assessment

e. Residential
Treatment

f. Secure Locked
Residential Carc

g. Detoxification

i. social detox

ii. outpatient detox

iii. mcJical detox
General Availability ?

Very Limited

a. Day Treatment

b. Foster Ilomes

c. Therapeutic Group
Homes

d. Emergency
Stabilization &
Assessment

e. Residential
Treatment

f. Secure Locked
Residential Care
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g. Detoxification

i. social detox

ii. outpatient detox

iii. medical detox
General Availability?

Limited

a. Day Treatment

b. Foster Homes

c. Thcnpcutic Group
Homes

d. Emergency
Stabilization &
Assessment

e. Residential
Treatment

f. Secure Locked
Residential Care

g. Detoxification

i. social detox

ii. outpatient detox

iii. medical detox
General Availability?

Limited

a. Day Treatment

b. Foster Homes

c. Therapeutic Group
Homes

d. Emergency
Stabilization &
Assessment

e. Residential
Treatment

f. Secure Locked
Residential Carc
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b. Adult
Services

IV. Inputicnt
Services

(Acute)

General Availability?

None

a. Crisis Respite

b. Residential
Treatment

General Availability?

None

a. Acute Psychiatric
Carc

b. DET / DES

General
Availability? None

General Availability?

Very limited

a. Crisis Respite

b. Residential
Treatment

General Availability?

None

a. Acute Psychiatric
Care

b. DET / DES

General
Availability? None

General Availability?

Limited Capacity

a. Crisis Respite

b. Residential
Treatment

General Availability?

a. Acute Psychiatric
Carc

b. DET/DES

General
Availability? Very
limited
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General Availability ?

Good capacity

a. Crisis Respite

b. Residential
Treatment

General Availability ?

J
a. Acute Psychiatric

Care

b. DET/DES

General
Availability? Limited

General Availability?

Good capacity

a. Crisis Respite

b. Residential
Treatment

General Availability ?

a. Acute Psychiatric
Carc

b. DET/DES

General
Availability? Good
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Definitionsfor Continuum ofCare Matrixfor Alaskans with behavioral health disorders (mental illness,

alcoholism, drug addictions)

Community Prevention/Education: Community interventions and education that ward off the initial onset or risk of a substance use
or mental disorder or emotional or behavioral problem, including prevention of co-occurring substance use and mental health disorder.
Community prevention/education examples include peer/consumer and client support services; community education; advocacy/sclf-

hclp; and prevention.

Outreach: Facilitate entry into treatment or meeting the individual within their community, job, home or school setting to engage in
treatment or support services for cither a substance use or mental disorder or for those individuals experiencing co-occurring mental

health and substance use disorders. (Agency Defined).

Emergency Services: are provided in a crisis situation during an acute episode of a substance use, mental, emotional or behavioral
disorder. Emergency services arc intended to reduce the symptoms of the disorder, prevent harm to the recipient or others; prevent
further relapse or deterioration of the recipient’s condition; or to stabilize the recipient. Inpatient Medical Detox is also included in this
section. This level of detoxification provides the highest icvel of monitoring. Placement criteria arc defined by the presence of high
risk factors for complicated withdrawal: high risk biomedical complications, psychiatric or behavioral complications.

Detoxification Services: Detoxification is a process involving multiple procedures for alleviating the short-term symptoms of
withdrawal from dnig dependence. The immediate goals of detoxification are 1) to provide a safe withdrawal from the drug(s) of
dependence and enable the client to become drug free; 2) to provide withdrawal that is humane and protects the client’s dignity; and 3)

prepares the client for ongoing treatment of alcohol or drug dependence.

Social Detox: This is a model of detoxification that requires no medication, and allows the client to withdraw from abused chemicals

in a safe environment.

Outpatient Detox : The client is at minimal risk from severe withdrawal, which requires moderate levels of medication and

monitoring.
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Medical Detox: This level of detoxification provides the highest level of monitoring. Placement criteria are defined by the
presence of high risk factors for complicated withdrawal: high risk biomedical complications, psychiatric or behavioral

complications.

Assessment: A face-to-face, computer assisted, or telephone interview with lhe person served to collect information related to his or
her history and needs, preferences, strengths, and abilities in order to determine the diagnosis, appropriate services, and /or referral for
services to address substance use and or mental disorders. The type of assessment is determined by the level of entry into services and
the qualified staff delivering the service: Intake Assessment, Drug/Alcohol Assessment, Psychiatric Assessment, Psychological

Assessment, Ncuro-Psychological Testing and Evaluation.

Outpatient (Clinic-Based) Services: Refers to a range of facility based behavioral health services that can include assessment,
individual, family, and group therapy. These services arc designed to treat substance use disorders, mental illness, behavioral
maladaption, or other problems: to remove, modify, or retard existing symptoms, attenuate or reverse disturbed patterns ofbehavior
and promote positive recovery, rehabilitation, and personality growth and development.

Note: Screening differs from assessment in the following ways:

Screening is a process for evaluating the possible presence of a particular problem; and,

Assessment is a process for defining the nature of that problem and developing specific treatment recommendations for

addressing the problem.

Rehabilitation and Recovery Services: Refers to a range of services that are available to clients who meet criteria based,on levels of
functioning in multiple spheres. Services can include a functional assessment, ease management, individual/family/group skill
development, and recipient support services. A functional assessment assists the client in identifying areas ol need in developing a
treatment plan. Case management services assist the recipient in accessing and coordinating needed services, such as medical,
substance use, psychiatric, and behavioral health care. Skill development services help the recipient develop or improve specific self-
care skills, self-direction, communication and social interaction skills necessary for successful community adjustment and interaction
with persons in Ihe recipient’s home, school, work, or community environment. Recovery is a treatment philosophy that provides the
framework of service delivery. A recovery model offers hope that the restoration of a meaningful life is possible and achievable.
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Medical Services: Refers to a range of behavioral health services that are delivered by trained medical staff, and can include
psychiatric assessment and pharmacological management, and medical co-morbidity.

Residential Services: Is a licensed 24 hour facility (not licensed as a hospital) which offers behavioral health services which include
treatment for substance use disorders; settings range from structured facilities, resembling psychiatric hospitals or drug/alcohol
treatment facilities, to those that function as group homes or halfway houses; therapeutic foster carc and foster carc, family teaching
homes, crisis beds, therapeutic groun homes, staff-secure crisis/respite group homes, residential ease managements specialized

drug/alcohol, evaluation/treatment and specialized vocational rehabilitation.

Inpatient Services: Inpatient hospitalization is the most restrictive type of care in the continuum of behavioral health services; it
focuses on ameliorating the risk of danger to selfor others in those circumstances in which dangerous behavior is associated with
substance use or mental disorder. Services include facility-based crisis respite, community hospitals, Designated Evaluation and

Treatment (DET) beds, and the Alaska Psychiatric Institute (API).
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Characteristics

Inform ation
and Referral

Direct
Services

Continuum ofCure Matrixfor Alaskans with Developmental Disahilities

Level L
Frontier/Village

Telephonic

assistance in
completing
eligibility
applications

information about
and referral to
services described
below

Case
Management/Care

C -ordination

Respite

Specialized Medical
Equipment

Environmental
Modifications

LEVELS OF COMMUNITY*

Level II:

Sub-Regional Center

or Town

Telephonic

assistance in
completing
eligibility
applications

information about
and referral to
services described
below

Case
Management/Care
Coordination

Respite
Specialized
Medical

Equipment

Environmental
Modifications
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Level III:

Regional Center or

Small City

assistance in
completing
eligibility
applications

information about
and referral to
services described
below

Case
Management/Care
Coordination

Respite

Specialized

Medical Equipment |

Environmental
Modifications

Level IV:
Urban Center

assistance in
completing
eligibility
applications

mfonnation about
and referral to
services described
below

Case
Management/Care
Coordination

Respite

Specialized
Medical Equipment

Environmental
Modifications

Level V:
Metropolitan Area

assistance in
completing
eligibility
applications

information about
and referral to
services described
below

Case
Management/Care
Coordination

Respite

Specialized
Medical Equipment

Environmental
Modifications
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Day I-labilitation

Supported
Employment /
Subsistence
Activities

Vocational
Rehabilitation

Transportation

Educational
services

Infant Learning
Preschool
K-12

Chore Services

Intensive Active
Treatment

Crisis Response

Legal Services

Day Habitation
Supported
Employment/
Subsistence

Activities

Vocational
Rehabilitation

Transportation

Educational
services

Infant Learning
Preschool
K-12

Chore Services

Intensive Active
Treatment

Crisis Response

Legal Services
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Day Habitation
Supported
Employment /
Subsistence

Activities

Vocational
Rehabilitation

Transportation
Coordinated
transportation

system

Educational
services

Infant Learning
Preschool
K-12

Chore Services

Intensive Active
Treatment

Crisis Response

Day Habitation

Supported
Employment

Vocational
Rehabilitation

Transportation
Coordinated
transportation

system

Educational
services

Infant Learning
Preschool
K-12

Chore Services

Intensive Active
Treatment

Crisis Response

Day Habitation

Supported
Employment

Vocational
Rehabilitation

Transportation
Coordinated
transportation

system

Educational
services

Infant Learning
Preschool
K-12

Chore Services

Intensive Active
Treatment

Crisis Response
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Residential
Services

In-homc F oporl
Shared Ca. -

Family
Mabilitation

Supported Living

In-homc Support
Shared Carc
Family Mabilitation

Supported Living
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Medical

Dental
Pharmaceutical
Recreation

Legal Services

In-homc Support
Shared Care
Family Mabilitation
Supported Living

Group Home

Medical

Dental
Pharmaceutical
Recreation

Legal Services

In-home Support
Shared Care
Family Mabilitation
Supported Living

Group Home

Medical

Dental
Pharmaceutical
Recreation

Legal Services

In-homc Support
Shared Carc
Family Mabilitation
Supported Living

Group Home
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Definitionsfor Continuum ofCare Matrixfor Alaskans with Developmental Disabilities

I. Information and Referral is a service whereby individuals and families can learn about the generic and specialized types of
services and supports available in Alaska. Assistance in acquiring and completing eligibility paperwork can be provided, and referrals
can be made to agencies offering the types of services an individual or family is seeking. This service is provided by a variety of
agencies, including Infant Learning and Early Intervention Programs, school districts, Head Start, Public Health Centers, the
Department of Health & Social Services, and various non-profit agencies that provide services to individuals and families.

Il. Direct Services described below arc available to eligible individuals depending on availability of funding.

Case Management/Care Coordination assists persons in gaining access to needed medical, social, educational and other services
regardless of the funding source for the services to which access is gained. Case management links persons with complex personal
circumstances to appropriate services and insures coordination of those services. This service may include referral services, routine

monitoring and support, and/or review and revision of the habilitation plan.

Respite provides relief to caregivers from the everyday stress of caring for an individual who experiences a disability. Respite care
can be provided in a variety of settings. Providers arc trained in first aid, CPR, behavior and physical management, and information
specillc to the recipient's needs. Respite care cannot be used for regular childcare or adult day carc except for short-term emergency

situations.

Specialized Medical Equipment and Supplies arc devices, controls or appliances that enable an individual to increase their ability to
perform activities of daily living, or to perceive, control or communicate with the environment in which the individual lives. They are
also supplies and equipment necessary for the proper functioning of the above medical equipment.

Environmental Modifications are physical adaptations to an individual’s home, which are necessary to ensure the health, welfare and

safety of the recipient.

Day Habilitation services assist with acquisition, retention or improvement in self-help, socialization and adaptive skills, and may
include pre-vocational training or subsistence activities. These services take place in a nonresidcntial setting, separate from the home

in which the individual lives.
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Supported Employment services are provided at a work site in which individuals without disabilities are employed. They include the
adaptations, supervision and training needed by individual unlikely to obtain competitive employment at or above the minimum wage.
Supported employment is for individuals who need intensive, ongoing support, supervision and training to perform in a work setting.

Supported employment may include subsistence activities.

Vocational Rehabilitation services include job counseling, referral, on-the-job training, tests and tools to evaluate an individual's
talents, short-term job try-out, job search and placement services, interpreter, reading and tutoring services. In some eases additional

services may be covered.

Transportation services enable an individual and necessary escort to gain access to home and community-based waiver services or
other community services and resources. Transportation may be provided as part of a coordinated transportation system, with public
buses, accessible, door-to-door vans and/or taxi service. In smaller communities this service may be provided through social service

agencies.

Educational Services arc provided to eligible children birth to 3 through the Infant Learning Program, from 3-5 through the school
districts and/or Head Start and from 5-22 through the school districts.

Infant Learning Program services include developmental screening, evaluation, and information about the child’s strengths and
needs, home visits to help the family or caregivers guide their children in learning new skills, physical, occupation or speech therapy,

specialized equipment and resources, and assistance in getting other specialized services and care.

Preschool Special Education services are provided to children ages three through live in order to meet their individual needs
identified either through the Infant Learning Program or designed by an interdisciplinary team working through an Alaskan school
district. These services are developmentaliy appropriate and include needed physical, occupational and/or speech therapy, and needed
adaptive equipment. Services are designed to prepare children for an inclusive kindergarten placement.

Special Education and Related Services encompass the provision of a free and appropriate education to children aged 3-21 who
experience a disability and require specialized instruction in lhe least restrictive environment. Certified special educators and aides
provide a range of services including adaptive physical education, individualized help with all school subjects and classes. Public

schools are charged with transitioning students to adult life beginning at age 16.T110 overall goal ol special education is to prepare

students for independent living and employment.
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Chore Services include regular cleaning and heavy household chores within an individual’s residence, snow shoveling to provide safe
access and egress, and oilier services necessary to maintain a clean, sanitary and safe environment in the individual’s residence.

Intensive Active Treatment arc time-limited specific treatments or therapies to address a family problem or a personal, social,
behavioral, mental, or substance abuse disorder in order to maintain or improve effective functioning of an individual. These are

designed and provided by a professional or paraprofcssional working under a professional.

Crisis Response is olTcred as short-term assistance to people with developmental disabilities and their families. The purpose is to
stabilize circumstances in order to keep the family unit intact, prevent an out-of-home placement, or to maximize an individual’s
ability to function independently in a difficult situation by providing immediate but limited relief. Examples include ground and/or air
transportation and lodging, emergency car repairs needed to maintain employment, and emergency utility expenses if there is an

immediate health and safety issue.

Medical services include screening, assessment, diagnosis, and treatment. Specialist and sub-specialist carc is available in a limited
number of larger communities.

Dental services include preventive and restorative carc.

Pharmaceutical services provide access to prescribed medications, nutritional supplements, and durable medical supplies and

equipment.

Recreational services are frequently offered by parks and recreation programs. Therapeutic and inclusive recreation and the loan of
adaptive recreational equipment are also available.

Legal advocacy services for people with disabilities are available. The slate’s protection and advocacy program provides training in
self-advocacy, disability rights, and special education, assists individuals and family members in advocating for their rights, provides
legal representation when problems cannot be resolved by other means, and investigates complaints of abuse, neglect and denial of

lights. Private attorneys may also provide representation for a fee.
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I11. Residential Services

In-homc Support services arc designed to help individuals overcome or cope with functional limitations.

Shared Care is an arrangement whereby an individual spends more than 50% of the time in the home of an unpaid primary caregiver,
and the remainder of the time in an assisted living home.
Family Habilitation services are provided to individuals who live more than 50% of the time in an assisted living home or foster

home, receiving carc from a paid caregiver who is not a member of the individual's family. This residential arrangement docs not
require the natural family to give up custody or parental rights. Families and the individual may help ehoose die Family Habilitation

home.

Group Homes are provided to individuals 18 years of age or older who live in an assisted living home. llabilitation plans frequently
include goals designed to develop relationships and skills that lead toward inercased independence.

Supported Living service; are provided to individuals 18 years of age or older in the recipient’s private residence by a caregiver who
does not reside in that rcsidonc*\ Habilitation plans identify the various levels of training and supervision needed by adults moving

into or living in settings that maximize their independence.
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Continuum ofCare Matrixfor Older Alaskans and Alaskans with Alzheimer’s Disease and Related Dementias

Characteristics

Level
Frontier/Village

Level II:
Sub-Regional
Center or Town

I. Services for Individuals with Alzheimer’s Disease and Related Dementias

a. Outreach & Education

i
b. Assessment

Information and referral
available statewide
through SeniorCare toll-
free number. Literature,
audio/video resources
available through
Alzheimer’s Resource or
Geriatric Ed Centers

Assessment - targeted,
personal service.

Information and
referral available
statewide through
SeniorCare toll-free
number.

Literature,
audio/video
resources, some
trainings available
through Alzheimer’s
Resource or
Geriatric Ed Centers

Assessment -
targeted, personal
service.
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Level I11:
Regional Center or
Small City

Information and
referral available
statewide through
SeniorCare toll-free
number. Aging and
Disability Resource
Center in Kcnai,

Literature,
audio/video
resources, some
trainings available
through Alzheimer’s
Resource or
Geriatric Ed Centers

Assessment -
targeted, personal
service.

Level 1V:
Urban Center

Information and
referral available
statewide through
SeniorCare toll-free
number.

Aging and
Disability Resource
Center in Juneau,

Literature,
audio/video
resources, trainings
available through
Alzheimer’s
Resource or
Geriatric Ed Centers

Assessment -
targeted, personal
service.

Level V:
Metropolitan Area

Information and
referral available
statewide through
SeniorCare toll-free
number.

Literature,
audio/video
resources, trainings
available through
Alzheimer’s
Resource or
Geriatric Ed Centers.
Statewide
conferences.

Assessment -
targeted, personal
service.
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I'm 4 =m
c. Medical

d. Pharmaceutical

Community Health Aides

Prescription medications
available primarily
through village-based
I1'lS clinics or
dispensaries.

e. Home and Community Based Services

ii. Personal carc attendant

ni. Chore services

Personal carc attendant -
very limited, not available

_in many villages due to
i
workforce shortage

Chore services - very

| limited, not available in

most villages due to
workforce shortage

Health Clinics,
Physician's
Assistants, Public
Health Nurses

Prescription
medications
available primarily
through 11'IS clinics
and some private
pharmacies,
physicians and nurse
practitioners.

Personal care
attendant - targeted,
personal, very

llcailh Clinics,
Physician's
Assistants, Public
Health Nurses,
Nurse Practitioners,
physicians, some
small communities
have hospitals

Prescription
medications
available through
IHS clinics,
hospitals, private
pharmacies,
physicians and nurse
practitioners.

Personal care
| attendant - targeted
personal, dependent

limited, not available jon available

in many towns due
to workforce
shortage

TBitore servites -
limited, dependent
on workforce
availability
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j workforce

j
l( hore services
| dependent on

workforce
availability

Health Clinics,
Physician's
Assistants, Public
Health Nurses,
1Nurse Practitioners,
physicians, hospitals

Prescription
medications
available through
IHS clinics,
hospitals, private
pharmacies,
physicians and
nurse practitioners.

Personal care
attendant - targeted
personal, dependent
on available
workforce

Chore services -
dependent on
workforce
availability

Health Clinics,
Physician's
Assistants, Public
Health Nurses,
Nurse Practitioners,
physicians, hospitals

Prescription
medications
available through
IHS clinics,
hospitals, private
pharmacies,
physicians and nurse
practitioners.

Personal care
attendant - targeted
personal, dependent
on available
workforce

Chore services -
dependent on
workforce
availability
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iv. Respite

v. Adult da, programs
for individuals with
ADRD. 15 programs
across stale, two which
coordinate with

community mental health

centers for assessment,
referral and medication
management.

vi. Meals - congregate
and home-delivered

i
viii. Environmental
i modifications

i
ix. Specialized medical

i equipment
1
. f. Family Caregiver

Support

Respite - very limited,
not available in most
villages

not available

Congregate meals very
limited, not available in
most villages/home
delivered meals not
available

Environmental
modifications - rarely
available due to lack of
local contractors

Specialized medical
equipment - limited
availability

Family caregiver support
- very limited, not
available in most villages

Respite - limited,
not available in all
towns

not available

Congregate meals
limited, not available
in all towns/home
delivered meals not
available

Environmental
modifications -
dependent on
availability of local
contractors

Specialized medical
equipment - limited
availability

Family caregiver
support - limited,
not available in all
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Respite - dependent
on workforce
availability

Adult day programs
- limited availability

Meals - congregate

and home-delivered,
one or both available
in some communities

Environmental
modifications -
dependent on
availability oflocal
contractors

Specialized medical
equipment

Family caregiver
support - dependent
on workforce

Respite - dependent
on workforce
availability

Adult day programs

Meals - congregate
and home delivered
available

Environmental
modifications

Specialized medical
equipment

Family caregiver
support - dependent
on workforce

Respite - dependent
on workforce
availability

Adult day programs

Meals - congregate
and home-delivered
available

Environmental
modifications

Specialized medical

equipment

Family caregiver
support - dependent
on workforce
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g. Legal Service (AoA
funded through Alaska
Legal Services

h. Residential Carc

i. Assisted Living Homes

ii. Pioneers Homes

iii. Nursing Homes

Il. Specialized Behavioral Health Services for Seniors

a. Mental Health

h. Chemical Dependency

Phone and internet
assistance available

Not available

Not available

Not available

Not available

Not available

towns.

Phone and internet
assistance available

Not available

Not available

Not available

Mental Health for
Senior: - limited
assessment and
referral

Chemical

1Dependency -

limited assessment
and referral
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availability

Legal Service - in
person and phone
and internet
assistance available

r
Assisted Living

Homes - limited
availability

Pioneers Homes -
Ketchikan. Palmer,
Sitka

Nursing Homes -

i limited availability

Mental Health for
Seniors - limited
assessment and
referral

, Chemical
1Dependency -
:limited assessment
land referral

availability

Legal Service - in
person and phone
and internet
assistance available

Assisted Living
Homes

Pioneers Homes -
Fairbanks and
Juneau

Nursing Homes

Mental Health for
Seniors - limited
assessment and
referral

Chemical
Dependency
limited assessment
and referral

availability

Legal Service - in
person and phone
and internet
assistance available

Assisted Living
Homes

Pioneers Home -
Anchorage

Nursing Homes

Not available

Chemical
Dependency
Treatment -
Inpatient elders
program
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Definitionsfor Continuum ofCare Matrixfor Alaskans with Alzheimer’ Disease anil Related Dementias

Outreach, Education, Information and Referral:

This category of service provides for outreach, education, information and referral of issues related to ADRD for individuals and their
caregivers. This is accomplished through the Senior Centers, the Aging and Disability Resource Centers (provided through regional
independent living centers). State SeniorCare Office, and Stale Care Coordination and Education grants. Slate grant funds from The
Alaska Mental Health Trust Authority (AMHTA), the U.S. Administration on Aging and State of Alaska general funds arc used to

fund projects offered through private non-profits, tribal and government entities.

Assessment: Assessments arc completed under die Medicaid Waiver Program, the Medicaid Personal Carc Attendant Program, the
Medicaid Long Term Care Program and grant funds from the MIITA and the State of Alaska. These assessments are used to access
services and to assist in developing a plan of carc for the individual. This service is provided by private non-profits, for profit, tribal

and government entities.

Medical Services: This includes any medical treatment for individuals with ADRD by health care professionals or paraprofcssionals:
i.e., Community Health Aides (CHA’s), Certified Nursing Assistants, Registered Nurses (including Public Health Nurses), Physicians
Assistants, Nurse Practitioners, and Physicians. Treatment is provided in patients’ homes, in health clinics, private provider offices,

hospitals and nursing homes.

Pharmacy Services: This inclades medications for both physical and mental health needs of seniors, 'flic Medicaid Personal Care
Assistance program provides medication management for those who qualify with physical needs. State and federal funds are provided
on a limited basis for this service through an Anchorage Senior Center and Mental Ilealth Trust Authority funded grant in Southeast.

Carc Coordination: This service makes available an “expert” who is available to navigate the system of care a senior receives
through the Waiver or other services, 'flic Care Coordinator works with the senior and her Carcg.vers to establish a Plan of Carc and
helps assure that services are delivered adequately to their client. These services are provided by private non-profits, for profit, and

tribal entities.

Personal Care Attendants: Personal Care Services arc designed to assist seniors in need of assistance with Activities of Daily Living
(e.g. bathing, eating etc.) in their own homes. This service provided through Medicaid can be utilized in two distinct ways: Agency

http://liss.stato.ak.us/commissioner/tiealthplanninn/movinciforward 71

Download 12/31/07


http://liss.stato.ak.us/commissioner/tiealthplanninn/movinciforward

Based services allow lor a certified provider to manage lhe hiring and supervision of a Personal Carc Attendant for a senior while
Consumer Directed PCA allows for that attendant to be hired and supervised by the senior or their legal representative receiving the

services with minimal assistance from an agency.

Chore Services: These arc housekeeping and other services in a senior’s own home. This program is both a Medicaid Waiver and
grant program with funding from the state of Alaska and the U.S. Administration on Aging. Providers of all types offer these services.

Respite Services: Reliefto a primary Caregiver in order to reduce caregiver stress is the primary purpose of this service. This service
provided under the Medicaid Waiver, U.S. Administration on Aging - National Family Caregiver Program and state grant programs.

Providers of all types offer these services.

Adult Day Services: Adult day Programs offer facility based programs, which provide recreational, health and social opportunities
for seniors who arc frail or experience ADRD. These programs are funded through State of Alaska funds and the Medicaid Waiver

programs.

Congregate and Ilomc Delivered Meals: These programs offer one third of the recommended daily allowances (RDA) for adults.
Congregate meals are provided in senior centers and schools throughout the state. Home Delivered meals arc provided tor those
seniors unable to easily leave their homes. These programs are provided by private non-profits, for profit, tribal and government
entities through the Medicaid Waiver, U.S. Administration on Aging and State of Alaska funds.

Assisted Transportation: Assisted Transportation services are those, which take a senior from their home to appointments and back
with door-to-door assistance. Transportation services are provided through the U.S. Administration on Aging, State ol Alaska grant
funds and the Medicaid Waiver programs through private non-profits, for prolit, tribal and government entities. 'l hese services include

assisted and unassisted rides.

Knvironmcntnl Modifications: Refers to converting or adapting the environment to make tasks easier, reduce accidents, and support
independent living lor frail seniors and/or individuals with disabilities. Fxamplcs of home modification include: lever door handles
that operate easily with a push: handrails on both sides of staircase and outside steps; ramps for accessible entry and exit; walk-in

shower; grab bars in the shower, by the toilet, and by the tub,
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Specialized Medical Equipment and Supplies: Specialized equipment and supplies include devices, controls, or appliances specified
in the plan of carc which enable clients to increase their ability to perform activities of daily living, or to perceive, control or

communicate with their environment.

Family Caregiver Programs: These programs offer a wide range of services for family caregivers of seniors with the focus solely on
the caregiver’s needs. The U.S. Administration on Aging funds programs, which arc designed to support Caregivers ol seniors
recognizing their unique role in the continuum of care. Grants arc made to private non-profits to execute these program.,.

Legal Service: Legal services for seniors consist primarily of guardianships and other minor legal problems. Through funding from
the U.S. Administration on Aging and the State of Alaska, a provision of legal services is provided for seniors and their caregivers

through Alaska Legal Services Corporation.

Assisted Living Homes: Assisted Living homes provide 24-hour care to seniors in a non-institutional setting outside a senior's
honic.Assisted Living homes are operated by private non-profits, for profit, and tribal entities using funds from the Medicaid Waiver
Program and the State of Alaska grant funds. These homes provide twenty-four hour care for seniors and others in non-institutional

settings often in or near the seniors community.

Pioneers’ Homes: Located in six communities ( Sitka, Ketchikan, Juneau, Anchorage, Palmer and Fairbanks) the Alaska Pioneers’

I lonics provide up to 600 beds of assisted living services for seniors in Alaska. Open to any senior over 65 years ofage these homes
arc funded through the Medicaid Waiver and State of Alaska funds and operated by the Department of Health and Social Services.
They have developed a specialty in serving those people who experience ADRD as well as other frail seniors. They have a Registered
Nurse on site 24 hours a day and provide a centralized pharmacy, which includes a high level of medication oversight.

Nursing Homes: Skilled Nursing Facilities provide intensive services for those at the highest level of care. Funded through Medicaid
they offer both short and long-term placements for senior who require significant nursing interventions each day. In many cases,
through Medicare funding these facilities provide for rehabilitation services for senior returning to their homes from acute

hospitalizations.
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IV. Examples of Current Initiatives, Projects and
Activities That Fill Service Gaps

One aim of Moving Forward and its related initiatives is to provide decision makers with
appropriate data regarding issues that impact Trust beneficiaries. To the extent data is
available or can be developed through better data collection and analysis, progress is
measured for these efforts. A key strategy has been to work with partners on projects.
Successful partnerships expand and enhance the resources of the Department of Health
and Social Services and The Trust and further the goal of shared and integrated
approaches to bettering the lives of Trust beneficiaries. Initiative efforts are largely
directed toward system change. Following are examples of current initiatives, projects
and activities that, in addition to the extensive day-to-day activities of the Department
and The Trust, work to create system change and target improved services for Trust

beneficiaries.

System Strategies

Over the last few years, The Trust and DHSS have focused efforts in six areas:
prevention, integration of services, infrastructure development, workforce development,
employment, and public awareness. The emphasis has been to alter the systems that
provide services, and organize them in more effective and efficient ways that better meet
needs, while promising cost savings in the future. Increasing public acceptance of Trust
beneficiaries through education is a long-term effort to improve their lives.

Helow are some examples of projects that focus on changing systems through prevention,
integration, infrastructure development, workforce development, employment, and public
awareness.

Prevention

Ilie federal Substance Abuse and Mental Health Services Administration defines
prevention as:

".I proactive process tin 1 empowers individuals and systems to meet the challenges of
life events and transitions hv creating and reinforcing conditions that promote healthy
behaviors. "

Mental health and substance abuse prevention activities for children and youth focus on
building emotional resiliency and adding positive influences and protective factors to
children’s lives. Prevention includes not only interventions that occur before a problem
occurs, but also interventions that prevent behaviors from becoming more severe, relapse
and secondary conditions, liarly intervention can often keep children’s emotional and
developmental disorders from becoming more severe.

C'ominunity-bnsed Suicide Prevention and Rural Human Services
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In 2004 (the most current year with official national data), Alaska had the highest suicide
rate in the United States. Suicide was the 1l'hleading cause of death in the United States
for all ages and third among the young. During that same period in Alaska, suicide was
the fifth leading cause ofMcath for all ages and second for those under age 50. The
distribution of suicide by ethnicity shows a greater proportion of Alaska Natives taking
their own life than the Caucasian or “other” racial categories. Although Alaska Natives
comprise 16% of the population, they accounted for 39% of the suicides. And, the
majority of suicides are occurring among our young people ages 20-29 years ofagc.2n -

To better address this reality, DHSS established two programs aimed at mral Alaska and
at suicide prevention and early intervention. The Community-based Suicide Prevention
program provides small rural Alaska communities with the resources to lake ownership
of community-driven solutions to high numbers of suicides, attempted suicides,
depression and alcohol use. In fiscal year 2007, over 25 communities received a
comprehensive behavioral health prevention grant, with a focus on suicide prevention.
Recognizing that suicide is often associated with overall mental health and alcohol and
other drug use, the department requested that communities look at suicide from a holistic
perspective. The goal is to integrate with other programming to reduce drug and alcohol
use, increase connectedness and resiliency and to better recognize the signs of suicide.

In an effort to increase the number of trained human service paraprofcssionals in our
most rural and remote communities, the Rural Human Services Systems (RUSS) project,
a partnership between the DHSS Division of Behavioral Health and the University of
Alaska Fairbanks, Rural Human Services program, trains, hires, develops and mentors
local providers in communities across Alaska. The goal of “a counselor in every village"
has not yet been reached, but the number of students who have completed their Rural
Human Services certification and have returned to their villages as paraprofcssional
counselors grows each year. Through RUSS funding, 15 rural agencies receive funding to
train and employ counselors in more than 100 villages across the state. These individuals
serve as a community resource, a first responder, a referral source and often, the only
available resource in a community dealing with suicide, substance abuse, domestic
violence, child abuse, delinquent youth and more. The Department of Health and Social
Services requested and received an increment of S550.000 in fiscal year 2007 to add ten
additional human service counselors statewide. With this additional funding, the
Division of Behavioral Health was able to increase funding to some existing programs to
serve more villages, and add two new programs through Copper River Native
Association and Cook Inlet Tribal Council, Inc.

Comprehensive Fetal Alcohol Syndrome Project

Fetal alcohol spectrum diso: ,crs (FASD) are one of the most common causes of mental
retardation, and the only cause that is entirely preventable. FASD refers to all those
conditions caused by prenatal 'xposure to alcohol, including fetal alcohol syndrome
(FAS). FAS is a medical diagnosis defined by the presence of specific growth and
nervous system abnormalities and other factors. Receiving on early, comprehensive
diagnosis that looks at growth deficiencies, facial dysmorphology, central nervous system
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functionality and maternal history of alcohol abuse provides a complete picture of the
level of disability, the impaired functionality and the overall interventions and
accommodations that will benefit the individual. This is the first and most important
intervention— from a comprehensive diagnosis, a clear case plan can be implemented and
service delivery needs can be better coordinated.

FASD is found in all races and all socio-economic groups - wherever women drink
alcohol, FASD exists. With the right diagnosis, support and understanding, many
individuals with FASD can live happy and full lives.

Alaska’s Comprehensive Fetal Alcohol Syndrome Project is an example of an effort to
prevent a developmental disability, to improve services for individuals with an alcohol-
related disability and to enhance alcohol treatment services for women at risk of drinking
alcohol during pregnancy. With state and federal funds, the Alaska FAS Project
developed community-based teams that diagnose and refer children for services,
developed a multimedia public education campaign to raise awareness about the danger
of drinking alcohol during pregnancy, and improved training for all service providers in
Alaska to better understand and serve affected individuals and their families. Alaska’s
FAS Project has enhanced the state’s surveillance of alcohol-related births; thereby
improving the state’s data related to FAS prevalence rates.

» In fiscal year 2007, the Division of Behavioral Ilcalth continued funding for 20
community based grants awarded to local nonprofit organizations across Alaska
to provide services related to individuals, families and communities impacted by
FASD. These grants focus on FASD prevention, training and educational
services, improved services for individuals affected by FASD, diagnostic services,
and treatment services for women at risk for giving birth to a child affected by
prenatal exposure to alcohol.

» Since March of 1999. approximately 1.000 diagnoses have been completed by 13
Diagnostic Teams from Fairbanks to Ketchikan, providing earlier and more
comprehensive assessments for those children, youth and adults who were pre-
natallv exposed to alcohol, causing permanent learning, behavioral, and ncuro-
dovelopmental disabilities. Through early and comprehensive diagnosis, children
and youth have more opportunities for services that will increase their quality of
file and their ability to he healthy, productive adults.

 Two curricula were developed to give Alaska service providers (including
educators, mental health clinicians, health care providers, and correctional
officers) current, consistent and scientifically-based information about the affects
of alcohol on a developing fetus, the impact of alcohol on the central nervous
system, and the resulting disabilities. Over 50 Alaskans, representing Alaska
geographically, ethnically and across various disciplines, have been trained and
certified to provide training with these two curricula.

* In December 2006 the DHSS received a five-year Medicaid Waiver
Demonstration Project to improve services to young Alaskans ages 1-1-21 with co-
occurring diagnoses of SED and a FASD. This Demonstration Project will allow
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Alaska to begin developing "practice to research” service delivery approaches that
will improve the long-term outcomes for youth with these diagnoses.

Medicaid Disease Management Program

Based on input from the National Governors Association Chronic Disease Policy
Academy, a steering committee of top Alaska Department of Health and Social Services
policy makers has been convened to direct the development of a Medicaid Disease
Management (DM) Program. The DM program is a system aimed at coordinated health
care interventions and communications for populations with chronic conditions. DM
supports the provider-patient relationship and plan of carc and emphasizes prevention
utilizing evidence-based practice guidelines and patient empowerment strategies. A
critical component of DM is evaluating strategies designed to optimize both clinical and

economic outcomes.

The steering committee has worked with DHSS staff to analyze Medicaid claims data,
identify target populations, and begin designing a DM program. The committee will
develop a request for inclusion in the Department’s FY 2009 budget. Within the next
liscal year, the steering committee will seek approval from the Center for Medicare and
Medicaid Sendees for their program, and will develop a communications plan for
engaging Medicaid clients and providers, develop an evaluation plan, and issue a Request

for Proposals to secure a DM vendor.

The Strategic Prevention Framework

The Division of Behavioral Health. Prevention & Early Intervention Services has begun
using Strategic Planning Framework from the SAM USA Center for Substance Abuse
Prevention. The purpose of the framework is to build the capacity of states. Native
organizations, and communities to decrease substance use and abuse, promote mental
health, and reduce disability, co-morbidity and relapse related to mental and substance

use conditions.
The Strategic Prevention Framework (SPF) utilizes the following five-step process:

Assessment: Profile population needs, resources, and readiness to address the
problems andgaps in service deliver}. Communities must accurately assess their
substance abuse-related problems using epidemiological data provided by the
State as well as other regional and local data.

Capacity: Mobilize anil or build capacity to address needs. Engagement of key
stakeholders at the State and community levels is critical to plan anil implement
successful prevention activities that will be sustained over time.

Planning: Develop a comprehensive Strategic Plan. Communities must develop a
strategic plan that articulates not only a vision for the prevention activities, but
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also strategies tor organizing and implementing prevention efforts in their
community

Implementation: Implement evidence-basedprevention policies, programs and
policies and infrastructure development activities. Similarly, local stakeholders
will use the findings of their needs assessments to guide selection and
implementation of policies, programs and practices proven to be effective in
research settings and communities.

Evaluation: Monitorprocess, evaluate effectiveness, sustain effective
programs/activities, and improve or replace those thatfail. Ongoing monitoring
and evaluation are essential to determine if the outcomes desired arc achieved and
to assess program effectiveness an Iservice delivery quality.

Integration

Behavioral Health Integration Project (BHIP)
(http://hss.state.ak.u.s/dbh/system_redcsign/servicc_dcilivery_systcm_hcadlincs.htm)

The D11ISS Division of Behavioral Health has been integrating the two former DHSS
systems that provided community mental health and community drug and alcohol
treatment into a single behavioral health system. In addition the 13LIIP project has worked
extensively to develop co-occurring capability (services for individuals with both mental
health and substance use disorders) throughout the behavioral health service system.

This project, broad in scope, aims to transform the Alaska behavioral health services
system. The goal of the HHIP is to develop a behavioral health services system that is
welcoming, accessible, integrated, comprehensive and continuous, at a client, consumer,
clinician, program and system level.

More recently, the focus of the HI IIP project has been to finalize the integration of
regulations for the system of care. After a significant effort to obtain input from
providers and other stakeholders, the DBH is current engaged in the internal process of
regulations development that will culminate in adoption of regulations to govern the
Behavioral Health Service system

Early Childhood Comprehensive Systems (KCCS) Early Childhood

Mental Health Cross-Systems Workgroup
(http: www.hss.siate.ak.us ocs'childplan 'default.him)

Over the last year the I-XT'S (Early Childhood Comprehensive Systems) Early Childhood
Mental Health Cross-Systems Workgroup developed recommendations to improve
accessibility to appropriate, high quality mental health services for young children birth
to live years of age. They are beginning the process of translating these
recommendations into regulatory and policy changes.
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The ECCS Workgroup is developing a viable model for mental health consultation for
professionals who work with young children in Alaska. They are piloting a model over
the next year which includes billing for Medicaid Administrative reimbursement. This
will help build the number of Alaska’s mental health practitioners who me more skilled
in working with early childhood mental health issues and interventions. The ECCS
Workgroup supported a two day “early childhood mental health training” for a cohort of
mental health clinicians, early interventionists and child protection staff from across the
stale. The mental health clinicians and early interventionists will continue to participate
in a “learning network” via monthly conference calls with a consultant with expertise in
this area. This effort will continue and be expanded to more professionals over the

coming year.

Health Care Strategies Planning Council
(http://www.hss.statc.ak.us/lispc/)

A new Health Carc Strategics Planning Council was appointed by Governor Palin to
develop a statewide plan to effectively address the issues ofaccess to, and cost and
quality of, health carc for Alaskans. The intent is that the council's development of a
health care action plan should serve to educate all Alaskans about the myriad of public
policy choices regarding health care issues and engage both governmental agencies and
the private sector in finding solutions to these problems.

The council has been directed to prepare and submit to the governor and the Legislature,
by January 1, 2008, a health care action plan which includes the following: (1) a
description of the current health care system in Alaska; (2) an inventory and analysis of
all existing private and public health care plans, reports, and initiatives in Alaska; (3)
short-term and long-term statewide strategic plans designed to improve health care
access, cost, and quality within the next ten years; and (4) performance measures and
accountability mechanisms to provide policy makers with tools to assess the success of
the strategic plans over time. In addition, the council will convene a health care
conference to take public testimony on the issues of health care access, cost, and quality,
and to serve as a forum to educate all Alaskans on health care issues.

The commissioner of the Department of Health and Social Services is chairing the
council and the Department is providing administrative support.

Infrastructure Development

Affordable Housing Focus Area
http://www.inhtrust.org/index.cini.Ta-docuincnts meet-
scnrch&doctype Focus%20Arcas%20-%20Affordable%20Appropriatc%20Housing

Trust beneficiaries have many unmet housing needs; therefore the Alaska Mental Health
Trust Authority has identified afibrdablc housing as a priority area for funding and
advocacy. Safe, decent, affordable, accessible and appropriate housing is often the key
for Trust beneficiaries in maintaining a healthy lifestyle and participating in rehabilitation
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and recovery activities. The statewide shortage of affordable, safe, accessible, and
appropriate housing disproportionately affects Trust beneficiaries due to the challenges
associated with disabling conditions and the lack of opportunities for economic
advancement Some beneficiaries require long term supportive living situations or
accommodations to meet special needs and others simply require a subsidy for a period of
time to afford permanent, stable housing.

The following strategics comprise the Affordable Housing focus area’s approach to
increasing the number of safe, affordable housing options available to Trust beneficiaries:

» Policy advocacy for new funding resources (i.e. an affordable housing trust in
Alaska, inclusion of supported housing in mainstream affordable housing, etc.)

» Adaptation of successful models and existing housing options in Alaska:
increasing targeted support services for intensive needs populations, adapting
successful nudels to support alcoholics in recovery, inMUsion of special needs
housing in community developments, etc.

« Increasing capital resources for supportive housing

* Increasing options fcr housing preservation, i.e. maintaining successfully housed
Trust beneficiaries in homes as long as possible through temporary mortgage
assistance, increasing options for financial literacy, etc.

* Increasing the availability oflong term carc supports and community based
services for those beneficiaries who are at risk of institutionalization.

» Increasing the availability of technic'lassistance through the state’s Department
of Health and Social Services ft velopmcent and maintenance of safe,
affordable housing at the comr ty level.

f'he Trust is working with several housing development groups, including Tlingit and
ilaida Housing Authority and Cook Inlet Housing Authority, to determine the best
method for supporting beneficiaries in affordable housing. Successful projects have been
supported through the Kcnai Peninsula Housing Initiatives. Valley Residential Services
and Anchorage Housing Initiatives.

The Bridge Home program is an example of an early success for The Trust's Affordable
Housing focus area, This “housing first" program provides housing subsidies and
supports to individuals with severe mental illness who have a history of repeated episodes
of institutionalization. Modeled on successful supportive housing projects in Hawaii.
Connecticut and New York, the Bridge Home Program assists clients to stabilize in their
own homes and eventually become eligible for HUD Section 8 vouchers and a semi-
independent lifestyle. As a result of the Bridge Home program, clients have decreased
their rates of incarceration. Of the 31 Bridge Home clients with a history of incarceration
during the pre-program period, 29 (94" .i) decreased their rates of incarceration and 2
(C’0) increased. The clients who had no history of arrests during the pre-program period
were also not arrested during the program,
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Alaska Council on Homelcssness
(http://www.ahfc.state.ak.us/homcless/homelcss.cfm)

The Alaska Council on the Homeless was initially established in April 2004 to develop a
statewide action plan addressing homelcssness in Alaska. The plan. Keeping Alaskans
Out ofthe Colcl, was completed and submitted in October 2005. Included in its
recommendations was the appointment of a steering committee to assist the governor and
the legislature to develop an affordable housing tnist. The steering committee completed
its work in 2006 and the current council has recommended that the Alaska Housing Trust
Fund be created within the Alaska Housing Finance Corporation (Al IFC) under statute.

The Alaska Council on Homelcssness consists of members appointed by the governor.
The council will assist with development of the Alaska Housing Tnist Fund; annually
evaluate housing needs and priorities to establish a statewide homeless action plan and
recommend to the Al IFC Board of Directors the allocation of money in the fund to
implement the plan; monitor and review implementation of the statewide homeless action
plan; and annually report to the governor on how state resources, in addition to the fund,
may be used to end homelcssness.

Alaska Housing Trust
http://www.akhousingtrust.org/index.cfm?section=about&pagc=overview

Under its Affordable Mousing focus area, the Alaska Mental Health Trust Authority has
been engaged in advocating and planning an Alaska Ilousing Trust. In May and June
2007, major funding partners, The Tnist and Rasmuson Foundation, granted Si million
each to pilot the project. The Municipality of Anchorage also plans to allocate portions
of its federal grant resources to leverage these funds in the pilot program. The housing
focus area workgroup will play a major role in developing supported housing projects for

this trial run.

Alaska Policy Academy on Homelcssness
(http://www.hrsa.gov/lItomelcss/Statc/ak.htm)

The goal of the Alaska Policy Academy on Homelcssness is to enable Alaskans to live in
appropriate and affordable housing as close to their community of choice as possible by:
(1) promoting locally delivered collaborative family-centered services; (2) increasing
collaboration and coordination to end homelcssness; (3) increasing safe and affordable
housing stock; and (4) ensuring integrated planning for homelcssness in Alaska.

Brinj» the Kids Home
(http7/www.mhtrust.org/index.cfm?fa documentsjnect-
senreh&doctype-FocusVo20Arcas%20-%20Bring%20the%20Kids%20I lonic)

During the period of 1998 - 2004, the children’s behavioral health system in Alaska
became increasingly reliant on institutional care - Residential Psychiatric Treatment
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Center (RPTC) care for treatment of severely emotionally disturbed youth. Out-of-state
placements in RPTC carc grew by nearly 800%. At any given time, approximately 350-
400 children were being served in out of state placements. Alaska Native children
represent 49% of the custody children sent to out of state placements and 22% of the non-
custody children sent to out of state placements.

The Department of Health and Social Services, in collaboration with the Alaska Mental
Health Trust Authority initiated the “Bring the Kids Home” (BTKII) Initiative in 2004, to
return children being served in out-of state facilities back to in-state residential or
community-based care. The initiative intends to reinvest funding now going to out-of-
state care to in-state services and develops the capacity to serve children closer to home.
With financial support, this initiative will focus on successfully building upon the
existing infrastructure to treat youth in their community, region and state.

The scope of this project requires that four levels of the system crcare must be addressed
concurrently: community, regional, in-stale, and out-of-state care Further, there are
issues that are applicable to the overall system of carc, i.e. policy development,
management of authorization, utilization, and enhanced care coordination, workforce

development, funding, expansion of facilities and infrastructure, and expansion of
services.

Figure 16: lliing the Kids Home Results by State Fiscal Year -Percent o fAlaska
Children Receiving RPTC Services In-State and Out-of- State

Figure 1C: sring the kids Hom e Results by State Fiscal Year
Percent of Alaska Children Receiving RPTC Services
In-Stato and Out-of-State

srvoi fryw 2IVOj Srrw Sryoo
roufro DM55 D'V o* [ioM. Hflu tM "o cy $ndP.va'\g ul»ng MMi'JJUCT ti®n cdMcK RPTCtx*"*"
http://hss.state.ak.us/commissioner/healthplanning/movingforward 82

Download 12/31/07


http://hss.state.ak

Dental Care Access

The Trust and DHSS are committed to improving access to dental carc for all Trust
beneficiaries. The Trust is participating with the Alaska Dental Access Coalition (ADAC)
which is focusing on policy areas of workforce, finance and reimbursement, service
availability and access and prevention of oral diseases. The coalition serves in an
advisory capacity to the DHSS Oral Health Program supported by a grant from CDC.

The ADAC is a multi-agency coalition with broad support and participation on dental
access issues. The ADAC is chaired jointly by The Trust and the Rasmuson Foundation,
and staffed by DHSS. After successfully advocating for the new adult dental Medicaid
benefit (implemented April 1, 2007), the coalition is committed to tracking the progress
of the adult dental Medicaid services program and preparing to advocate for the renewal
of the program in FY2009 when the enabling legislation has a “sunset” provision.
Additional work is proceeding in all of the focus areas outlined in the ADAC activities.

Disability Justice-Justice for Persons with Disabilities Focus Area

Beneficiaries of the Alaska Mental Health Trust are at increased risk of involvement with
the criminal justice system both as defendants and as victims. Limitations and
deficiencies in .lie community emergency response, treatment, and support systems make
criminal justice intervention the default emergency response to the conditions and
resulting actions of many Trust beneficiaries. The Trust’s Justice for Persons with
Disabilities Initiative began in April 2004. A collaborative group, including The Tnist,
advisory boards, state and loeal government agencies, the court system, law enforcement,
consumers, advocacy groups, community behavioral health providers, and others, have
developed and arc implementing the following several strategies to address this issue:

e increase training for criminal justice personnel;

« sustain and expand therapeutic court models and practices;

e improve continuity of carc for beneficiaries involved with the criminal justice
system;

* increase capacity to meet the needs of beneficiary offenders with cognitive
impairments;

e develop mechanisms to address the needs of Trust beneficiaries who are victims;

« develop community-based alternatives to incarceration for beneficiaries;

» develop a range of housing options to provide for varying needs of beneficiaries
involved at different stages of criminal justice system; and

« evaluation of the initiative’s impact to improve justice for beneficiaries.

Examples of Justice for Persons with Disabilities Focus Area Projects:

Judicial and legal training. A collaborative effort among The Trust, Alaska Court
System, Alaska Bar Association, and the Anchorage Bar Association to provide
education and training to assist judges, lawyers, and other legal professionals
understand and more effectively handle eases involving persons with mental
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disabilities. A six session continuing legal education (CLE) curriculum has been
developed and implemented covering a variety of topics from an overview of mental
health disorders to effectively communicating with persons who experience a mental

disorders.

Crisis Intervention Team (CIT) training. A 40 hour training in which law
enforcement personnel arc educated about mental illnesses and other disabilities,
medications, suicide and crisis intervention, active listening skills, de-escalation
techniques, empathy, and respect. The CIT training recognizes the need for «
specialized response to those who experience mental illness and other disabilities. It
is a community based partnership between consumers, law enforcement, NAMI
(National Alliance on Mental Iliness), and community treatment providers. All have
joined together to recognize the common goals of safety, service, and understanding.
Currently, CIT teams exist with the Anchorage and Fairbanks police departments.

Therapeutic court principles and models. Therapeutic court principles and models
focus on appropriately diverting Trust beneficiaries with mental disabilities charged
with misdemeanor offenses from incarceration and into appropriate community
treatment and services, preventing further contacts with the criminal justice system.
There are therapeutic mental health and drug courts operating in communities
throughout the State (Anchorage, Bethel. Juneau. Ketchikan, and Palmer),

Discharge planning from corrections into the community. The Department of
Corrections is working with state, federal and community partners to coordinate and
develop a pilot re-entry transitional services model for Trust beneficiaries being
released from correctional institutions to the community. The APIC transitioned
model (Assess, Plan, ldentify, and Coordinate), cited as a best-prr.ctice in the 2004
President’s New Freedom Commission Report on Mental Health, is being adapted to
meet Alaska’s needs. The goal of the APIC e-entry pilot is to connect Trust
beneficiaries with services prior to release and to provide intensive supports upon
their initial release, to both increase their chances of success in the community and to
reduce the potential for re-inearccration. The communities targeted, but not confirmed
for this pilot include: Anchorage. Palmer and Wasilla. Fairbanks, and Juneau.

Victimization. Trust beneficiaries are at increased risk because they arc more
vulnerable to financial, physical, and sexual victimization and exploitation. However,
the number of Trust beneficiaries who are victims of crime each year is unknown
because victimization of persons with disabilities too often goes unrecognized and
unreported or, if reported, not pursued because of the perceived limitations or lack of
credibility of the victim. The University of Alaska’s Center for Human Development
with funding from The Trust is gathering in-state data on these issues to define the

scope and extent of the problem.
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Division of Juvenile Justice System Improvement Initiative

For the past several years through its system improvement efforts, the Division of
Juvenile Justice (DJJ) has enhanced the services provided to juvenile offenders and
families who arc also Trust beneficiaries. Strategics put in place by DJJ to address youth
with behavioral health issues range from services that arc community-based, to facility
detention and treatment sendees, to re-entry or aftercare services. These include, for
example, non-securc shelters for youth with immediate behavioral health problems and
alternatives to detention such as electronic monitoring and community detention.
Strategies also include therapeutic services with the addition of mental health clinicians
in several facilities and substance abuse counselor certification for field and facility staff
across the state. Aggression Replacement Training, proven to be effective in increasing
pro-social behaviors and reducing recidivism for youthful offenders, has been
implemented statewide. In addition, DJJ is partnering with the Court and other
stakeholders to develop a pilot mental health court in Fairbanks. Upcoming activities
include the integration of the statewide DJJ facility suicide prevention policy into a
statewide policy for residential providers; and the integration of three new mental health
clinician positions into DJJ core services along with ensuring DJJ clinical practices arc
consistent statewide and comport with existing Alaska protocols supported by the
Department of Health and Social Services.

The Healthy Body, Healthy Brain Campaign

The Healthy Body, Healthy Brain Campaign is an education and public awareness effort
based on recent research indicating that many cases of Alzheimer’s Disease and Related
Disorders (ADRD) can be prevented by a healthy lifestyle that includes physical activity,
good nutrition, weight management, regular socializing, and intellectual tasks such as
puzzles and games. An ADRD-preventive lifestyle has much in common with the habits
already associated with avoiding other chronic diseases such as diabetes, heart disease
and cancer. However, people often fear the mental losses of ADRD more than they fear a
heart attack, an amputation, or a round of chemotherapy. As a motivator, the prospect of
developing ADRD may be particularly effective.

I'his prevention and health promotion project will use evidence-based social marketing
tcchni pies to reach middle-aged and older adults (directly and through workplaces,
senior centers, and other organizations with which they’re connected) to maximize the
awareness of the public as well as health care and social services professionals of the
importance and the effectiveness of a healthy, balanced lifestyle in preventing ADRD.
The Healthy Body, Healthy Brain Campaign, funded by The Trust, is to be initiated in
FY OS by the Alaska Commission on Aging and the Division of Public Health.

Performance Management System Project
(http://www.hss.state.ak.us/dbh/perforin mcasure/perfiueasurcdefault.htm)

The DHSS Division of Behavioral Health “Performance Management System” is
developing a continuous quality improvement process to guide policy and decision-
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making for improving the behavioral health of Alaskans. The Performance Management
System has three broad components: the service delivery system, broad population
planning, and DBM management indicators.

In the pubic service delivery system, the performance measures address whether the
services are of high quality; whether the behavioral health system is efficient, productive,
and effective; and whether services produce the desired impact on the quality of life of
consumers. To support behavioral health planning for the broader population, the project
will address the following questions: (1) are Alaskans who need services getting them,
and able to get them conveniently; (2) do Alaskans with behavioral health disorders live
with a high quality of life: and (3) are efforts taking place to prevent or lessen problems
that result in consumers needing services. The DBII Management Indicators component
will address performance indicators useful for the management of the service delivery
system, including accountability and documented outcomes to provide transparency in

the use of public funds.

These performance measures feed into a continuous quality improvement process to
inform and improve the delivery of effective, high quality services. Provider
organizations may use the DBII performance measures and indicators for planning and
evaluating performance improvement activities; for soliciting new funding; ot for

reallocating resources.

Traumatic Brain Injury Project

The incidence rate of identified Traumatic Brain Injuries (TBIs) in Alaska is 25% higher
than the national rate. Alaska’s Traumatic Brain Injury Project is focusing on the
cognitive, emotional, and behavioral manifestations of traumatic brain injury, In
partnership with The Trust, the Department is developing infrastructure to provide for
culturally competent treatment and rehabilitation services specific to TUI survivors who
experience cognitive, emotional, and behavioral manifestations as a result of head
trauma. The Alaska Screening Tool screens all admissions into the public behavioral
health system for possible 1Bl The project has also sponsored numerous training events
to assist the behavioral health system to identify TBI. make referrals, and provide basic
services to TBI survivors, and has set up a management information system to eventually
track the course of those interventions. The State was also recognized in 2006 for system
innovation and included in a Neurobehavioral Handbook in 2007 by the National
Association of Head Injury Administrators (http://www.nashia.org' (for these
accomplishments. Regardless of these accomplishments, the need for specialized services

in Alaska remains high.

file Alaska Brain Injury Network Inc. (www.alaskabraininjury.net) serves as the TBI
Advisory Board as well as an information and referral source for Alaskans with brain
injuries needs. ABIN works with the Alaska Mental Health Trust Authority and the
Department of Health and Social Services to recommend and implement culturally
competent and statewide brain injury services.
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Trust Beneficiary Projects

Trust beneficiaries and their families are growing increasingly interested in accessing
services that are provided by fellow consumers/clients and family members. Such
services can create a sense of empowerment and promote recovery, and consumer choice
often enhances service quality and sustainability. Trust beneficiary projects can be very
cost effective and meaningful to participants. Consumers, or the ‘end users of services’,
have been key to innovations in the state’s delivery system by conceptualizing,
managing, and improving programs by and for themselves.

The Trust’s initiative for beneficiary projects is a method to assist beneficiaries in
developing and improving services, while informing the social services field of promising

practices in this area. The initiative’s goals are:

« ensuring that Tnist beneficiary initiated and managed activities are safe, effective,
and sustainable;

e providing a viable avenue for organized advocacy that is rooted in community
needs and addresses existing service gaps; and

e providing a technical assistance entity to support Trust beneficiary initiatives in
data collection, analysis and training activities.

W orkforce Development

Trained, experienced professionals are essential to providing the specialized care needed
by people with cognitive or developmental disabilities and their families. Barriers to
recruitment and retention in Alaska include workers’ stress, isolation, low pay, limited
benefits, burnout and turnover. Adequate pay, training, and supervision assure better
quality care and a more stable service delivery system. In order to provide appropriate
services to Trust beneficiaries, an adequate and competent workforce must be recruited,

trained, and retained.

Workforce Development Focus Area

The Trust, in collaboration with the Alaska Department of Health and Social Services,
other state agencies, the University of Alaska, advisory boards, service providers and
Trust beneficiaries and their families, are working to develop a prioritized plan for
workforce development for behavioral health and other beneficiary service provider
areas. In 2006 and 2007, workgroups on recruitment, retention, and training and
education developed action plans for the upcoming fiscal year.

Some examples of proposed activities to increase recruitment, retention, and training for
professionals serving Trust beneficiaries include: 1) implement a grow-your-own
initiative focused on youth including activities such as job shadowing and behavioral
health career clubs, 2) develop marketing strategies within Alaska for beneficiary area
service careers in order to recruit broader, noil-traditional populations (e.g., Alaska
Natives, seniors, retired persons, and persons with disability), 3) provide technical
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assistance to and track the progress of 6-10 service providers interested in increasing
retention efforts, 4) create a regional training collaborative that provides community-
based training that complements other education and training efforts in the slate. In
addition to generating strategics, the plans assign responsibility for implementing and
funding the strategics and for measuring the results.

In addition, DHSS and The Trust arc working with University of Alaska and tribal
organizations to develop certification standards for behavioral health aides, in order to
boost competent and accessible care in rural Alaska communities.

Figure WD-1: Behavioral Health Program Degrees anil Certificates Awarded at
Alaska's Universities

. Figure WD-1 o
Behavioral Health Program Degrees and Certificates Awarded at Alaska's Universities
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Degrees and certificates included in this data. University of Alaska: Certificate - Developmental
Disabilities, Disability Services, Human Service Technology. Rural Human Services; AAS -
Developmental Disabilities. Disability Services. Human Services; DA -1ommunity and Change, Human
Services. Social Work; DA MS Psychology; MS - Clinical Psychology. Counseling Psychology. Alaska
Pacific |'Diversity: Counseling Psychology. Iluman Services. Psychology

UA Source: UA Information Systems: Danner Sl repotting extracts Prepared by Statewide Institutional
Research and Planning (http www.alasku.edu swoir |

Alaska Pacific University: wwu alaskapacilic.edu
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Figure WD-2: Enrollmentin Behavioral Health Programs at University o fAlaska

Figure WD-2
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Source: Information provided by MAUs via UA Information Systems: Banner Sl reporting extracts.
Prepared by Statewide Institutional Research and Planning, (http://www.alaska.edu/swoir/)

Degrees and certificates included in this data. Certificate - Developmental Disabilities, Disability Services,
Human Service Technology, Rural Human Services; AAS - Developmental Disabilities, Disability
Services, Iluman Services; BA - Community and Change, Human Services, Social Work; BA/BS

Psychology; MS - Clinical Psychology, Counseling Psychology.

Employment

Moving Forward's goal for economic security includes work opportunities for Trust
beneficiaries. Being employed is a common experience that is not always shared by Tnist
beneficiaries. Employment enhances an individual’s self respect and reduces public
assistance. For many Tnist beneficiaries the goal of employment may be reachable only

through the assistance of others.

Alaska Works Initiative

www.alaskawoiksiniiiaiive.ori!
The Alaska Works Initiative is a statewide, federally-funded initiative comprised of a

variety of stakeholders who are working to implement the following vision: Alaskans
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who experience disabilities are employed at a rate as close as possible to that o fthe
generalpopulation. Over the next four years, initiative paitncrs will continue to
implement the following eiglit goals;

* Work expectations and incentives are built into programs and services for people
with disabilities.

e Success in employment is regularly measured and analyzed.

« Awareness, understanding and use of employment-related resources by Alaskans
with disabilities are increased.

e Service providers have the capacity to meet the employment-related needs of
Alaskans with disabilities

» Resources are blended and braided.

» A variety of funds including under-utilized and non-traditional resources, are
being used to fund needed services.

« Job seekers with disabilities are routinely connected to needed resources,
including the workforce investment system.

» Services and resources are coordinated as a part of everyday activities.

As of December 31. 2006, 1.495 individuals were served, of whom 640 or 42.8 percent
secured full or part time employment.

In October 2006, the Governor’s Council on Disabilities ami Special Education received
a three-year research and demonstration grant front the federal Office of Disability
Employment Policy to increase the number of Alaskans with disabilities who are self-

employed. Project goals are to:

« Update and expand resource mapping and needs assessments to identify strengths
and limitations of existing resources and ascertain training, technical assistance
and policy needs.

» Develop, test, evaluate and disseminate a customized self-employment model at
the one-stop job centers in Anchorage, Fairbanks and southeast Alaska

» Establish a business incubator program

* Modify .uid'or develop policy that facilitates permanent, systemic change that
results in incteased numbers of Alaskans with disabilities becoming self-
employed.

It is anticipated that the following outcomes will be achieved:

» System wide assessment and identification of self-employment improvement
opportunities via tesouue mapping (see Goal | above)

» Piloting and demonstration of two self-employ mcnt models (customized self-
employment partnerships and business incubator) for 50 self-employed persons
with disabilities (see Goal 2 and 3 above)

e Ihili/ing lessons learned ftom the pilots, development and implementation of
longer term policy and training strategics to enhance Alaska’s workforce system’s
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capacity to successfully serve people with and without disabilities so they can
become successfully self-employed (see Goal 4)

Family Centered Services

DI11SS’s Family Centered Services project for individuals receiving Public Assistance

focuses on solving personal and environmental barriers to employment and self-reliance
by using a proven, national “customized employment” model. This approach is designed
to increase employment options for individuals with significant barriers to employment,

such as Trust beneficiaries.

The Division ¢ 'Public Assistance, working closely with partner agencies including the
Division of Behavioral Heath, Office of Children’s Service, Division of Juvenile Justice,
Division of Vocational rehabilitation and local community partners in Fairbanks and
Mat-Su communities, have seen good outcomes through the use of these service
techniques. Through the collaboration of the service providers and coordinated case
management efforts, families have engaged in activities that have moved them towards

self-sufficiency and improved quality of life.

The Division of Public Assistance anticipates expanding the family centric approach to
all service areas in the state gradually over the next two to three years.

Public Awareness

The Tiust, D! ISS and beneficiary boards are committed to reducing the stigma associated
with mental health problems, substance use disorders, developmental disabilities, age
related dementias and brain injury. Efforts to educate the public will decrease this barrier
to necessary care and treatment. Public education to reduce stigma also makes it easier
for Trust beneficiaries to participate in community life. Learning about the prevalence of
disabling conditions and the availability and effectiveness of treatment can also positively

impact public policy.
Trust Coordinated Communications Campaign

Stereotypes about mental illness, addictive diseases, developmental disabilities or
dementia make it harder to find work, housing and meaningful social contacts. Stigma
can dissuade people from seeking care when they need it. Moving Forward's goal is to
reduce the stigma associated with mental illness, alcohol abuse, developmental
disabilities, and age related dementia. This goal is central to the Coordinated
Communications Campaign, an initiative of The Trust and its advisory boards, to reduce
the stigma of beneficiary disabilities and to emphasize the concept that treatment and
serv ices work. The Coordinated Communications Campaign is multi-media, including
newspaper ads. posters. TV ads, movie theater ads, trading cards and radio ads.
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V. Emerging Issues/Trends

The timeframe for this Comprehensive Integrated Mental Health Plan, Moving Forward,
is 2006-2011. During that time period, it is likely that changes in leadership and policies
at both the national and state levels will impact the lives of Trust beneficiaries in ways
that cannot yet be quantified. More work will be done on these issues as details become

clear.
Access to Primary Care for Medicare Patients

Patients in some paits of Alaska report disturbing levels of difficulty in finding primary
care providers willing to sec Medicare patients. Many seniors have been terminated from
care by their long-standing family physicians. Doctors say that Medicare’s
reimbursement rates cover less than 50% of their costs of care. After a Congressional
hearing held by Senator Lisa Murkowski in Anchorage in early 2007, a resolution (SJR
3) passed by the 2007 Alaska Legislature urged Congress ' order a comprehensive
rewrite of the Medicare reimbursement formulas.

Access to primary care affects all Trust beneficiary groups. There are a number of dual
eligibles (Medicaid and Medicare) among the developmentaliy disabled population, and
they are experiencing the same shortage of prov iders.

Alaska Health Information Exchange (IUK)

The State of Alaska Department of Health and Social Services Alaska Medical Assistance
Program (Medicaid Program) is collaborating with public and private providers
throughout the state to develop a more efficient and cost effective system for
communication in healthcare delivery. The goal of the initiative is to coordinate a
statewide health information exchange that will improve access to clinical information by
both providers and patients.

The intended outcomes of the I11L pilot project are:

e Toensure timely access to pertinent patient information  Providers and
consumers will have access to complete patient histories in real-time, facikK. ng
decision support, prompt treatment, and administrative efficiencies.

e Toimprove health outcomes through enhanced monitoring and reporting
Detailed, comprehensive reports can be generated through connected databases
for the purposes of quality outcomes, public health monitoring, and
biosurvcillanee.

» To reduce costs associated with duplicative testing and administrative processes
Providers and payers can quickly obtain the information necessary to process
claims and deliver case management.

« Tom lively engage patients in the management oftheir healthcare Ihrough
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personal health records, patients can utilize network resources for health
monitoring and other c-clinical services such as online scheduling, clinician
messaging, and access to educational materials.

» Toestablish a bestpractices modelfor statewide replicability andparticipation -
The pilot project will demonstrate the effectiveness of HIE and offer valuable

lessons learned for future expansion.

Due to the large percentage of Alaska Natives eligible for Medicaid, the State Medicaid
Program has enlisted the Alaska Native Tribal Health Consortium (ANTHC) to assist
with the planning and oversight of this project. ANTHC facilitated the creation of Alaska
ChartLink, a group of healthcare leaders from around the state who possess extensive
experience in the planning and oversight of many statewide tclchcalth projects.

Alaska’s Uninsured

Staff of the Department of llcalth and Social Services, working on the State Planning
Grant on insurance coverage funded by the US Department of Health and Human
Services, Health Resources and Services Administration, (2005-2007). has assembled
data from many sources that show that Alaska’s highly seasonal employment patterns
make it difficult for workers to qualify for consistent health care coverage. Focus groups
conducted in 2006 and 2007 reported that those at risk of being uninsured expected to be
responsible for contributing to the cost of health care coverage, but generally could afford
about $100 a month, considerably less than the cost ofa health insurance policy for an

individual or family.
http://www.hss.statc.ak.us/coinmissioner/Healthplanning/planningGrant/defauli.htm

About S3 percent of Alaska re: idents arc covered by health insurance (including
government health coverage) ..t some time during the ycai.[ 1JThe annual Current
Population Survey indicates that employment-based health insurance accounts for
coverage of more than halfof Alaskans (52%). and public programs cover one third of
Alaskans (Medicaid covers about 108.000, Military programs cover 84,000 people who
are residents. Mcdw.i.c“overs neatly 56,000 Alaskans).

Young adults, especially males 18-24, are the most likely age-scx group to be uninsured.
Part time and seasonal workers and the self-employed are also less likely than full-time
workers to be insured. Although the majority of uninsured people arc low-income, over a
third are middle and higher income, and about half of the uninsured people are employed.

Smaller linns arc less likely to offer health insurance than larger linns (according to state
surveys of employers in 2001 anti 2006, anti |11S Medical Expenditure Panel Survey).
Even the larger linns do not generally offer insurance to seasonal workers or to all part

time employees.
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Effects of Medicaid Rate Freeze

Providers of Developmental Disabilities and Sc'-.ior Medicaid services have experienced
significant cost increases related to fuel, health carc, and worker's compensation in
particular, as well as inflation in general. However, provider rates have been frozen since
2004. The rate freeze is impacting the financial stability of provider organizations as
well as their workforce. Difficulties in recruiting and retaining quality staffin general are
exacerbated by the freeze.

Emergency Preparedness

Individuals with special health care needs and disabilities arc extremely vulnerable
during and after an emergency or disaster. Particularly important are issues of
notification, evacuation/transpoi iation, sheltering, having access to power (i.e. for
ventilators, electric wheelcnairs, suetioning equipment, and refrigeration), medications,
mobility equipment, and accessible information. For those who are technology
dependent, being without power, durable medical equipment, medical supplies and
pharmaceuticals can be life threatening. A Hooded or damaged ramp may prevent
evacuation of a building or home. Shelters may not be prepared for people who are deaf,
people with mental illness, and those who cannot transfer onto a low-lying cot, or drink
out ofa cup without a straw.

Recent disasters in the Gulf Coast of the United States made evident to the American
public that emergency response and recovery systems arc inadequately equipped to
accommodate people with disabilities and special health care needs. A national review of
emergency preparedness plans in all U.S. states and 75 major U.S. cities found that none
adequately addressed special needs populations. All levels of government would benefit
from increased participation of people with disabilities and disability experts in the
development and execution of emergency preparedness plans, training, and exercises.

Cross training among emergency and disaster preparedness professionals, organizations
providing services to Trust beneficiaries, and advocates would be beneficial. Emergency
responders need information about how to accommodate Trust beneficiaries, and Trust
beneficiaries would benefit from learning how to be prepared for an emergency.

There have been some activities in Alaska to address emergency preparedness for special
needs populations. For example, the Municipality of Anchorage started a Special Needs
Registry. Also the Governor's Council on Disabilities and Special Education has included
this topic in their five-year plan and will be bringing together partners to discuss next
steps and increase dialogue among disability groups and emergency preparedness staff.
The Department of Health and Social Services Public Health Preparedness Program is
coordinating community-specific planning to address emergency preparedness
throughout the state. They are providing guidance to local communities to prepare their
community-specific plans. The Division of Behavioral Health is also assistin'lwith
disaster response m communities for responders as well as \ iciiins
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Emerging Addiction Research

New studies using brain imaging have confirmed that addiction is a treatable disease.
Discoveries in the science of addiction have led to advances in drug and alcohol abuse
treatments that help people stop abusing dings and resume their productive lives.
Alaska’s dmg and alcohol treatment system is not able to take full advantage of these
advances because of lack of funding and provider shortages. This imposes significant
long and short term costs on individuals and society.

Emphasis 011 Prevention and Intervention Services

Prevention of mental health problems, brain injury, Alzheimer’s disease, and substance
abuse includes building positive influences and protective factors into Alaskans’ lives.
Interventions can prevent behaviors from becoming more severe, relapse and secondary
conditions. Early intervention can often keep children’s emotional and developmental

disorders from becoming more severe.

A growing prevalence of children with autism spectrum disorders has raised the urgency
of need for early intensive intervention. Unique to this group of children is the possibility
of ameliorating symptoms. Evidence-based interventions have been shown to
substantially decrease the need for special education and lifelong care when averaged
over the population of children with autism spectrum disorders. Alaska lacks strong
intervention programs in autism, as well as a financing mechanism to pay for such
services. The lifetime cost of carc for a person with autism has been estimated at S3.2
million, yet early intensive intervention has been shown to decrease the lifetime cost of
care by 75%. There is a need to develop and finance both an intervention program that is
coordinated across service systems and a workforce to deliver the services.

Prevention and early intervention efforts are critical to minimize the financial and
personal costs associated with Alzheimer’s disease and related dementias (ADRD) in the
future. With Alaska’s senior population projected to grow at an unparalleled rate over the
next 25 years, unprecedented demands will be placed on the state’s long-term care
system. A study of Medicaid costs by the Lewin Group (2006) projected that seniors’
costs will begin to dominate Alaska’s Medicaid program as the baby boomers age.
Programs that encourage baby boomers and seniors to develop or maintain healthy
lifestyle habits such as physical activity, good nutrition, regular socialization, and
engagement in mentally challenging tasks will pay off in substantially lower health care
and long-term care costs as well as greater well-being for seniors. Such programs can he
implemented through workplaces, churches, senior centers, community organizations and

many other partnerships.
Insurance for Behavioral Health Treatment

A national move to include behavioral treatment (mental health and substance use
disorders) in health insurance coverage at the same level as physical health reflects the
awareness that many physical health problems arc tied to behavioral health problems.
Senator Murkowski is cosponsoring lhe Mental Health Parity Act of 2007 on a national
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level, but as Alaska looks at the structure of its funding for health carc services, it is
essential that we also look at the coverage available for behavioral health services in our
state. Parity in behavioral health coverage has been shown to reduce both physical health

carc and societal costs.
Long-Term Carc Strategic Plan

Alaska faces an enormous increase in the demand for long-term care as well as other
services such as health carc and affordable, appropriate housing. One of the
recommendations of the Alaska Long Term Care and Cost Study (2006) was that the
State of Alaska develop a three-to-fivc year statewide strategic plan for long-term carc to
ensure that it remains responsive to the needs of consumers, providers, and all other
stakeholders. Such a plan would provide a blueprint with goals, strategics, and
performance outcomes that can be used to guide the service system as it continues to
grow and expand.

One factor driving the need for a strategic plan is the aging of the baby boomer
generation. The number of seniors in Alaska is growing faster than any almost every
other state’s senior population. Il is estimated that by 2030, Alaska will be home to more
than twice as many seniors, including three times as many who are age 85 and older - the
group most vulnerable to Alzheimer’s disease and related dementias (ADRD).

Medicaid Issues

Several upcoming Medicaid issues could result in significant general fund expenditures
for the State of Alaska.

Because of federal changes to the rates at which slate governments and the federal
government share Medicaid costs, Alaska's Medicaid costs could increase by more than
$70 million per year beginning in federal fiscal year 2008. Due to intervention by
Alaska’s congressional delegation, the federal govt ament will continue to pay Medicaid
costs at a rate of 57 percent and Alaska will continue paying at 43 percent until federal
FY 08. At that time, the federal government is projected to pay 51.76 percent and stale
government 48.24 percent: an increase of more than 5 percent for the state.

federal deficit reduction measures in Medicaid and in other social services and education
programs will shill costs to states. For example, Targeted Case Management, a service
reimbursable by Medicaid and used by states for children in foster care and other
federally mandated programs, now has stricter definitions that limit states' ability to bill
for this service thus increasing state expense. We can anticipate further federal ilelicit
reduction measures at the expense of states, such as regulations that narrowly deline
rehabilitative services and those that define public entities as only those with taxing
authority which limits sources of available matching funds for Medicaid. In addition,
stricter audit guidelines and closer financial scrutiny are driving unofficial federal policy
cl ingcs that also shift costs to the state.

http://hss.state.ak.us/rommlsglonor/hoal lhplanning/movingforwafd
Download 12/31/07


http://hss.state.ak

Alaska is projected to have a significant increase in the elderly population. The Lcwin
Group and ECONorthwesl’s February 15, 2006 report “Long Term Forecast of Medicaid
Enrollment and Spending in Alaska: 2005-2025" predicted substantial growth in
spending on Alaska’s Medicaid program, driven by a change from serving predominantly
children to one dominated by seniors. The services needed by seniors, Home and
Community-based Waiver Services, behavioral health, and personal care services, were
identified as major cost drivers which will cause an increase to expenditures from the

general fund.

The temporary increase in Medicare physician reimbursement for Alaska b-’s lapsed, and
the reduction in reimbursement has contributed to some physicians no longer accepting
Medicare. Since Medicaid only pays after Medicare, health carc access for those
qualifying for both Medicaid and Medicare is impacted. In order to bring stability to this
segment of the health care system, there needs to be a permanent federal adjustment
made for Medicare reimbursement that reflects the significantly higher cost of providing

health carc in Alaska.

The Pacific Health Policy Group (PHPG) January 2007 report to Senate Finance offered
several recommendations about Medicaid reform. The P11GP details inefficiencies in the
Medicaid system that result in large general fund expenditures. It identifies
approximately 5220 million that is currently paid by Medicaid to non-tribal providers on
behalf of American Indians and Alaska Natives. The PIIGP report resulted in a $2,3
million Legislative appropriation for the Department of Health and Social Services to
further define and implement the opportunities noted by the PHGP report on defining the

future of Medicaid in Alaska.
Need for Accessible Information about Available Services

The boards and commission associated with The Trust report that Trust beneficiaries
needing information about long-term care and other services often say they do not know
where to turn. Seniors especially would like to speak to a “live" individual when they
need information, rather than leaving phone messages and receiving a return call several
days later suggesting additional numbers to call. The Aging and Disability Resource
Centers (ADRCs) are moving toward becoming a “one-stop shop” for information about
available programs, services, and benefits for seniors and people with disabilities. The
ADRCs also plan to become part of Network of Care, a nationwide system to help
consumers, their caregivers, and service providers locate specific services in their
communities or re; ions via an interactive website and/or a toll-free phone nutnbei that is

staffed around the clock.

ADRCYV. are a collaborative effort of the U.S. Administration on Aging and the Centers
for Medicare and Medicaid Services offered in Alaska through five regional offices of
the Statewide Independent Living Council or SILC (in Anchorage Mat-Su, Fairbanks,
Juneau, Kotzebue, and Kenai) as information resources to help streamline access to long-

term care.
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Specialized Senior Behavioral rlcalth Services

Senior services providers report a growing number of clients experiencing serious
behavioral health needs. Aggressive behavior and substance abuse arc becoming more
common and more problematic in settings such as senior centers and independent-living
senior housing. Pioneer Homes and assisted living facilities are seeing more seriously
mentally ill (though previously undiagnosed) individuals, and report that they arc not
prepared to serve these clients in a general population setting. When behavioral health
issues overlap with ADRD, treatment is particularly difficult to locate. Isolation,
depression and grief issues are also common among older Alaskans. Seniors often refuse
to seek help from sources such as a community mental health center or a local Alcoholics
Anonymous meeting for fear of stigma. Special approaches are necessary to identify,
make contact with, assess, and provide behavioral health sendees to seniors. In many
communities, no programs are in place to meet these unique needs.
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Executive Summary
On February 15, 2007, Governor Sarah Palin issued Administrative Order #232

establishing the Alaska Health Care Strategies Planning Council in the Office of the
Governor. The purpose of the Council was to build the foundation for developing a
statewide plan to identify both short-term and long-term strategies that effectively
address issues related to access, cost and quality of health care for Alaskans. Members of
the Council, all appointed by Governor Palin, are listed in Appendix C.

The Council interpreted its charge from Governor Palin broadly, to focus on the overall
goal of improving the health of Alaskans. Within that broad charge, the Council
considered health care to be an important component in impro\ ing the health of
Alaskans. According to the Council, health carc is a broadly defined term, relating to the
prevention, treatment and management of illness, preserving mental, behavioral, physical
health, and dealing with chemical dependency.

in accordance with the order, the Council reviewed and synthesized the extensive body of
existing research on the subject, agreed upon the most salient facts, and identified the
most significant health care issues in the state. Based on seven overarching healthcare
challenges identified by the Council, members articulated the following seven

comprehensive health carc policy goals:

» Personal responsibility antiprevention in health care will he top priorities for
government, the private sector, tribal entities, communities, families, and
individuals:

» Health care costsfor all Alaskans will consistently he below the national
average:

« \laska will have ii sustainable health care workforce;

* All Alaskan communities will have access to clean and safe water and
wastewater systems:

e Quality health care will he accessible to all Alaskans to meet their health care
needs;

e Develop and foster the statewide leadership necessary to support a
eoi wehensive statewide health care policy;

» Increase the number ofAlaskans covered by health insurance and encourage
employers to offer a range ofhealth insurance options.

Because of its short time frame, the Council was unable to address the Administrative
Order’s directive to present fiscal information to accompany each of the short- and long-
term strategies. |Inlonunately. with only 24 hours of face-to-face meeting time,

identity ing the fiscal impact of recommendations remains unnddrcsscd, and must be a top
priority in future consideration by this or .subsequent bodies.

1lie Council's Vision and Long-term Goal
At its inaugural meeting on June 11. 2(H>7, Council members articulated an overall vision

of health care in Alaska that "Alaskans are the healthiest people in the nation.”" Ihis
vision led to development of a concrete mission statement describing the ultimate



The Alaska Health Carc Strategies Planning Council
Final Report: Summary’and Recommendations
December 23, 2007

outcome of the Council’s work: “77? develop strategies, including performance
measures, to provide health care access to ail Alaskans by 2(114.

The “Fact-Based Process”

The work of the Council was facilitated through a “fact-based” process by Mr. Dennis
McMillian, President and CEO of The Forakcr Group, an Alaskan-based nonprofit
corporation. Members were asked to review existing research and initiatives, and hear
from subject-matter experts on the major issues in Alaska’s health care system. Only
those facts garnered from existing sources and/or presented to the Council at its meetings,
and which were widely recognized by Council member as salient to the process, were

allowed to remain in the conversation.

While time-consuming, the fact-based process allowed the development of a solid basis
for discussing the issue of health care in Alaska, highlighting the major challenges with
that system, and identifying realistic solutions to address those challenges.

Alaska’s Health Care Challenges: A Strategic Plan for the Future
In the opinion of the Council, there are seven challenges requiring immediate and
comprehensive attention in Alaska’s health care system:

e Prevention andpersonalresponsibility don 7play big enough roles in the
health and health care o fAlaskans:

e Receiving quality health carc in Alaska is expensive, wellabove the national
average, and increasing:

« There are significant shortages in the health care workforce across the state:

« Haterand itastewaler systems in many rural communities lead to health
problems:;

e Quality health care is difficult to accessfor many Alaskans, urban and rural:
« lhere musthe consistentandfocused state and local leadership to improve
the health of Alaskans, and build a comprehensive health care system in

Alaska;
« Health insurance is an important ifas vet misunderstoodpart of
comprehensive health and health care

Based on the \ision of a healthy Alaska, a one-page "Alaska llcalth Care Action Plan”
was developed hy the Council. 1he plan appears in the follow ing section, and includes a
combination of long-term and shorl-lertn goals. Where applicable, the short-term
strategies appear at the beginning of the relevant goals.

During its work the Council was able to generate dozens of possible solutions to address
the challenges, much of that the result ol "brain-storming." lhe identified solutions are
presented in Appendix V Most require development of implementation plans, which
was considered beyond the scope of the (‘ouncil's work, especially given the short
window for completion ol its tasks. Although they are not developed fully, the
articulated solutions in the plan, and within Appendix A, present a real and actionable
foundation for helping to meet the goals in the "Alaska Health Care Action Plan."

2
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Alaska’s Health Carc Action Plan: “Making Alaskans the healthiestpeople in the nation.”
Long-Term Goals and Strategic Directions (2008 - 2014)

GoalOne: Health costsfor allAlaskans willconsistently he below the nationalaverage.

= Increase Ihe place of consumerism in health care purchasing by giving ?eople,control over their health carc dollar - the
foundations are accessible, transparent, evidence " -scd price/quality information about pioviders and services (short-term)

= (reate an easily accessible and constantly updated website containing evidence-based price and quality inSormation about
health carc providers and services (short-term)

= Increase community-based health carc services, both public and private sector

= Stabilize the costs of health carc by reducing the rate of increase relative to other states (national increaseis . %, decrease

Alaskan rate to -1%annual increase)

Goal Two: Alaska willhave a sustainable health care workforce.
. Increase WWAMI scats to 50 per year, and increase scats in UA Nursing and Nurse Practitioner programs (short-term)
= Develop policies and systems to alleviate the health care worker shortage, and prevent it from recurring
« Implement a doctoral-level nursing program at the University of Alaska to meet the 2015 deadline for Nurse Practitioner
education requirements

Goal Three: AllAlaskan communities willhave clean ant!safe water anti wastewater systems.
= Improve adherence to the state's existing water and wastewater treatment “plan,” through the Village Safe \\ atcr Program

Coal hour: Quality health care will be accessible to all Alaskans to meetllieir health care needs
Hxpand tele-health and electronic health record systems, taking the lead in pursuing matching I ¢ grant funds (short-term)
« Increase presence of the public health system, particularly public health nurses, especially in mrnl communities (short-term)
 Increase access of Alaskans to a primary care provider and behavioral health provider sshcn they arc needed
m Decrease the likelinood that Alaskans will use emergency rooms for primary carc
= Reduce the impact of existing barriers to health carc accessibility by exploring private enterprise incentives
= Improve primary and long-term health carc options for elders, particularly with regard to Medicaid and Medicare

OoalFive: Personalresponsibility andprevention in health care will be top prioritiesfor government, the private
sector, tribal entities, communities, fam ilies, and individuals.
= Decrease the impact of obesity, smoking, substance abuse and other lifcvty Ic factors on Lite health of Alaskans, through
intense public education ssith public ang private partners (short-term)
Improve the likelihood that every Alaskan will choose to live a healthy lifestyle and make healthy lifestyle choices

 Increase the place of personal responsibility in health core decision making tor all Alaskans

GoalSix: Develop andfoster the statewide leadership necessary to develop and supporta comprehensive statewide
health and health care policy.
Create an ongoing, quasi*independent, non-partisan, volunteer **Alaska Health <are Commission" in statute (short-term)

« | levatc the discussion ol health carc to i statewide audience

GoalSeven: Increase the numberofAlaskans covered by health insurance
» Raise the eligibility criteria for Denali Kid( arc from the current 175", to 200% 0! tederal poverty Imiilv (shorMcmt)
« Reduce potential I<r financial impact from catastrophic low by supp uting new and inngvative approaches to insurance f >
individuals, which would he consumer-owned, portable, ami purchased with pre-tax dollars
« All Alaskans have at least a catastrophic, inecntivc-haved insurance option li ¢ , high deductible coverage)
= Hncourage employers, ,throu?h varied incentives, to«<lker a range of insurance options choices to employees to include ai a
minimum, high déductible plans
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Alaska’s Health Care Challenges: Discussion and Recommendations
The Council engaged in lengthy discussion of the seven main challenges facing Alaska's
health carc system, and generated the following discussion points related to each.

» Defining the specific problem or problems
* Why addressing them through comprehensive state action is important
e IVhatshoaid be done about it - in other words, identifying desired outcomes

In addition to discussing what should be done to address each problem, the Council
generated possible solutions and solicited public comment on the Health Care Action
Plan. A Strategic Implementation Table (Appendix A) list the many solutions generated
by the Council, and sets the foundation for implementation of selected short and long-
term strategics. The full text of public comment will be presented to Governoi Palin
under separate cover, but the overriding themes contained within those comments are
summarized in Appendix M

Goal One: The High Cost of Health Care in Alaska

What’s the problem? The costs of producing ijuality health care are high, and
therefore it is (gate expensive to be a consumer of that care. lhe costs of health care in
.tlaska are already well above the national average, and like the rest of the nation, are

increasing.

Why this is important; .1 new approach to this problem must be embraced if there is to
be long-term, positive reform in.llaska s health care system If Alaska continues along
the same path, the results will remain unchanged deducing the rate ofincrease in the
costs iif health care is a "must do "priority, and Alaskans need to get the best value for
health care dollars spent Every health care dollar must In spent wisely Broadly stated,
the high cost of health care is a barrier to many.ilaskans getting the health care they
need lhe present system supports the high and increasing costs of health care and
inefficient utilization ofhealth care dollars

w hat should be done about it: Decreasing the rale of growth iii health care costs in
.llaska u ill rci/tiire development of a high-quality health care s\stem that is evidence-
based, consumer driven and nuirkel-res/ion.sive. It ah res/vet to lowering costs,
insurant e that is portable and tonsunicr-ownedpla) s a central role, ami requires much
more discussion at the state level <tvcralt. giving people more control over their health
care dollar is a centra! component, as is providing appropriate accessible, transfiarent
and evidence-based cost and quality information about health care pro' idcrs and
scivices hi the short-term, one of the no.st im/Hirtont goals should be stale creation of
an easily accessible and up-to-date website providing health care cost and qualify
information to ilaskans These strategies alone are not sufficient to reduce the inerall
cost of health care in Alaska, nor to reduce the rale of growth t'finely related are the
sublet is of ficrsonal res/xntstbility access to health care, an reusing the number of health

care providers, ami u surance
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Coal Two: The Health Carc Workforce

What’s the problem? There are significant shortages in the health carc workforce
across the state. Alaska needs more health care workers throughout the system, at all

levels.

Why this is important: Without ample health care workers, the system will continue to
falter - it is already showing signs ofstrain. Lack ofa sustainable health care workforce
is aprimaryfactor in the increasing costs o fhealth care, and also in the decreasing
access o fhealth carefor Alaskans. In addition, significant access issues exist in both
urban and rural areas, which will likely require expansion ofthe health care workforce.

What should be done: Statewide policy should enable the creation o fa sustainable
health care workforce that alleviates the current shortage and prevents itfrom recurring.
A goodstart is to "grow more ofour own " within Alaska, by presenting health care
professions more prominently as viable career options, with students continually
encouraged to build the skills and the interests necessary to pursue health care careers.
In the short-term, to increase primary care providers in the state, the number ofWWAMI
scats should be increased to meet the projected need 0f50 peryear in the next decade.

In concert with that, the University ofAlaska nursing doctorate degree should be
implemented as well. The number ofresident positions in the Family Practice Residency
Program should be increased, as should the number ofgraduates in both the UA Nursing

and Nurse Practitioner Programs.

Coal Three: Sustainable Rural Water and Wastewater Systems

W hat’s the problem: Water and wastewater systems in many rural communities are
inadequate, unsafe, or non-existent, and can be a major cause of health problems u ithin

those communities

Why this is important: There is a strong correlation between the health of. llaska s
rural residents, and water and wastewater safety. Pudding ami operating clean drinking
water and wastewater disposal systems is one of the most effective means for improving
the health and wellness ofrural.ilaskans and rural communities

What should be done: There is an active state program inplace to bring sustainable
and safe drinking water and wastewater disjHisol systems to till of Alaska \ rural
communities the Tillage Safe Hater Program However, the real success o fthat
program depends on ihe recognition by state jkdicy makers that there is no "on sire fits
all" approach to bringing those systems to rural Alaska. What works in one community
may not work in another Ffforts to provide infrastructure that the community can
support in the future should santinue. The state 'slong-term health care policy, therefore,
should improve and ensure llie stale\ adherence to the "plan "for bringing sustainable
and appropriate safe water and wastewater systems tom rr llaskan eommuno
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Coal Four: Access to Health Care

W hat’s the problem? Accessing quality health carc is difficultfor many Alaskans, both
urban and rural. TV re is little consistency ofaccess to health carefor all Alaskans -
some have il all the time, some have it some times, and some have it hardly at all. In
Alaska's urban areas there is a lack ofaccess to necessary specialized care and efficient
"same-day "primary care. In rural communities, there is often no access at all to health
care because ofa variety ofbarriers, including costs, geography, transportation
challenges, lack ofproviders and much more.

Why this is important? The lack ofaccess to quality health care contributes to
Alaskans'wellness challenges. Hemg able to guarantee timely access to primary care, in
particular, presents significant challenges; but appropriate primary care is one ofthe
most effective meansfor keeping Alaskans healthy. 7here was considerable discussion
among members about the positive impact oft ‘ommunity Health Centers, and the stale's
public health nurses, in providing greater access to health and health care opportunities

There was agreement among ( ouncil members on two major points relevant to health
care access. First, t'ommunity Health (‘enters t(7/('s) are a valuable part of the "health
care safety net 'for Alaskans. Second, the slate's public health nursing structure is one
o fthe most important mechanismsfor affording greater access to a wider range of health
care lhe problem with ("Hi s and public health nursing is that both programs are under- |
funded. (‘ommunity Health t 'enters arefederally funded, ami most states provide
supplementalfinancial assistance because ( 7/C’vare viewed as an important part of the
overall health care system in those slates. Partly due to the provision ofhealth care
services fo the under-insured and uninsured, ( //('vconsistently face budgetary
challenges. InAlaska ( lit sreceive virtually nofunding from the stale Similarly the
suite vpublic health nursing system has been chronically under-fundedfor years Ever-
decreasing slale dollars for the Public Health Division has meant that fewer and fewer
public health nurses are able to do the>important work improving the health of

tlaskans

What should be done: Accessing health care should not be difficult for Alaskans, and
broadpolices that improve aciess to primary care and behavioral health care should be
the focus of any state health care pohc\ Strategies should include: /) the state becoming
nore actively engaged as an active investor in the ( ommunity Health ( &nter system
through supplemental funding and regulatory relief. 2) appropriate funding for and
utilization o fthe slate 's Public Health Division, in particular the Public Health Sursmg
program. J) building monetary and other incentives into the health can system which
encourage Alaskans to more effectively utilize primary cine opportunities. ft leveraging
information technologies such as tele-health and electronic Inallh riiord systems which
ciin improve access while reducing costs, and St reducing barriers to private clinicians
practicing in undcrserved areas In the wry short term, the state could take the lead in
guaranteeing that the required "match' associated with the current Sld million Federal
(‘bmtntinications (‘omnusston tele-health giantism ade
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Goal Five: Prevention and Personal Responsibility

What’s the problem: Prevention andpersonal responsibility play too small a role in
health care, including maintaining and improving health. While Alaskans may
understand the connection between their lifestyle choices and their individual health, for
the most part they do not make a connection between personal choices, having a personal
stake in their health, and the cost oftheir health care. Alaskans are not optimally
encouraged and equipped to make the kinds o fchoices that improve health and
subsequently decrease health care costs.

Why this is important: More healthy Alaskans translates intofewer sick Alaskans, and
improved quality o flife with resultant cost savings. A clear understanding o fthe role of
personal choice in individual health status and the impact on health care costs, as well as
the central role o fgovernment in supporting health choices, are critical components in
developing long-term strategic health and health care policies.

What should be done about it: Solving thisproblem requires a two-pronged approach
First. Alaskans must be encouraged to play a much greater role in their own wellness by
having both a personal andfinancial "stake " in their own health. Having a "stake “ in
their own health is the product ofa personal investment in wellness, and realizing the
financial benefits o fsaved dollars by maintaining healthy lifestyles. In the opinion ofthe
Council, the most effective mechanismfor increasing the personal health investment of
Alaskans is ineentivizing anil supporting positive change.

Second, governments, school districts, tribal entities and othei employers are uniquely
situated to be catalysts for positive change. These entities have the influence to help
Alaskans understand and make healthy choices, while at the same time avoiding those
lifestyle decisions that contribute to poor health.

Goal Six: Statewide Leadership

W hat’s the problem: A lack ofconsistent statewide leadership makes development of
comprehensive statewide health and health care policy challenging.

Why this is important: Tublie leaders have a pivotal role as catalysisfor positive
; change. (‘ommitment at the executive and legislative levels to comprehensive and lasting
i change will effect health and health care in . llaska

What should be done about it: Ilie (‘ouncil believes that government Inis an obligation
to "jump start" healthy choices through incentives, and in addition buihl the necessary
incentive structures tor the future. Positive change will be the result ofa concerted effort
by the governor and the legislature, through pin triermg \\ith local communities, in a
long-term commitment to maintain positive momentum Ihe key is elevating the
discussion of health and health care to the statewide level.
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One o fthe most effective mechanismsfor solidifying that long-term commitment to
bringing positive change to Alaska's health care system is to establish through statute a
guasi-independent "Alaska Health r'are Commission, " which would seek to provide
advice on innovative solutions, and act as a catalystfor positive change. The
Commission would be responsiblefor advising state leaders on incentivizing positive
lifestyle choices;fostering ongoing research: controlling health care costs; improving
access, and ensuring a sustainable health carc workforce.

Goal Seven: Health Insurance

What’s the problem; Over 100,01)0 Alaskans including more than /-4,000 children -
are without health insurance at some time during any given year. 1hen insurance is
made available, there is often a misconception that il should cover everything, from
routine and predictable events to catastrophic occurrences and long-term care; this
misconception increases the cost o fhealth insurance beyond the reach of many Alaskans.

Why this is important: Having access to health insurance coverage is one ofthe most
significant determinants o faccess to appropriate health care. Alaskans who do not have
health insurance arc often unable to get the services they need to become healthy, and to

maintain wellness.

When uninsured Alaskans do seek health and health care services, it is oftenjot
expensive chronic conditions which could possibly have been avoided ifthey had had
health insurance coverage, or access to appropriate primary care. Ihen Alaskans who
may not be eligible for Medicaid aml Denali Kith ‘are ilo access health care, they arc
often unable to pay and often seek care in a hospital emergency room, which is the most
expensive and inefficient mechanism for receiving primary carc. 7In costs of such access
arc borne across the whole health care system, which raises the overall costs of health
carc in Alaska Il hen the uninsured who arc not eligible for Medicaid and Denali

Kith tire do paifor health and health care services, they often do so at significant
personal amifamily financial impact.

Xot having insurance is only part ofthe problem, and simple providing insurance under
the current structure is not the answer. With the exception of preventative health
services, comprehensive health insurance is not an efficient wav to pay for routine ami
predictable carc. such as the common cold, ear injections, hang nails, amisprained
iinkles Whereas health insurance IS the thosf important tool for protecting people from
unplanned catastrophic health events, it i%an inefficient way to pay for routine
ex/iemlitiircs Therefore, the current system, which relies on insurance to payfor routine
and predictable health care e.spenses, raises the msts of premiums above the reach of

i many Alaskans
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What should he done about it: More Alaskans need to be covered by efficient health
insurance plans. Increasing the number o fAlaskans covered by efficient health
insurance will be the result o fseveral specific actions. In the hurt-term, the Council
recommends that the state immediately pursue and support chain e in the Denali KidCare
program to make Alaskan children infamilies at 200% o fthefederal poverty level
eligiblefor coverage. While there was a majority vole among Council members
regarding this expansion o f Denali KidCare coverage, the role of(hatprogram within an
efficient and effective system ofhealth care coverage is worthy ofcontinued debate at the
statewide level, through the recommended "Alaska Health Care Commission. ”

To most effectively cover the adults and remaining children without health insurance,
bringing consumerism to theforefront o fAlaska's health insurance structure is
important. Alaskans should have access to choices, through a wide range ofhealth
insurance options, including at the very least high deductible coverage with a strong
prevention component. The key to success is insurance that at least covers catastrophic
care, so no Alaskan suffers from the extremefinancial burden ofcatastrophic or
unanticipated health events. Whereas some uninsured Alaskans arc not working, most
are workingJar employers who would like to, but cannot necessarily afford to. provide
health insurance coveragefor their employees. Therefore, through incentives. Alaskan
employers should be encouraged to offer a wide range o fcoverage choices, to include at

a minimum, high deductible coverage

t onsumerism is an essential component o fbringing rationality to the health insurance
structure in Alaska, and extending coverage to as many Alaskans as possible. The key to
success is insurance that at least covers catastrophic care, so no Alaskan suffersfrom the
extreme financial burden ofcatastrophic or unanticipated health events. In addition
insurance must be consumer-owned, market-responsive and portable; this
recommendation has received attention elsewhere in this report. Coverage options
debated in the (‘owicil's discussions, which are by no means exhaustive, include Health
Savings Accounts, l/caltli Opportunity Accounts, and high-deductible plans with a strong
prevention component. This list provides a solid foundation jr.im which to continue the
ongoing discussion about expanding hcailh carc coverage for all Alaskans,

Summary and Conclusions

Resolving the health and health care issues in Alaska will not be the result of a single
solution. Instead, bringing real and lasting change means working together in
partnership. Many of the solutions presented within this report fall squarely within the
purview of state government. Hut no matter how committed state government is.
solutions will not be forthcoming without involv ing all stakeholders as partners for
change from individual Alaskans t . families, nonprofit organizations and private sector
employers and employees, common ties and local governments, tribal entities, state
government, the governor, the legislat ire, and the federal government
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The Council has deliberately not prioritized solutions for solving the problems it has
identified with the health and health carc system in Alaska. Indeed, all of the problems
must be addressed concurrently if rca' long-term change is to take place. Having said
that, within those identified by the Council, one is definitely the larger-order problem,
meaning if wc can solve it, many of the other problems will be alleviated. That problem
is the lack of prevention and personal responsibility.

Hy improving the place of prevention and personal responsibility in the health and health
care decision-making rubric of Alaskans, costs of health care could be lower than they
otherwise would be. With concentration on a wellness model of health care, as well as
stale support for the Community |lcalth Center system and a robust public nursing
program, the current access problems could be significantly reduced. Most Alaskans will
have both the motivation and the means to maintain their own wellness. And with greater
wellness, the composition of the health care workforce will likely change, decreasing the
dependence on health care professionals who arc the most difficult and most expensive to

attract and retain.

Becoming the healthiest people in the nation is indeed a grand vision - but it is real and
achievable.

Respectfully Submitted.

The Alaska llcalth Carc Strategies Planning Council
December 23. 21)07

It
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Appendix A: Strategy Implementation Table
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Pay the tuition - or forgive student loans - for residents from rural
Alaska who arc willing to practice - after graduation - in their home
community.

Institute student loan forgiveness for medical/hcalth professionals and
parn-professionals who make a commitment to stny in Alaska.

Provide grants for low-income vocntional/tcch students jn Certified
Nurses Assistant/Pharn.ncy Tech programs.

Increasclfie presence of public health system,particularlypublic
health nurses, especially in rural communities.

Follow through on existir\1/q state plans for safe drinking water and
wastewater, through the Village Safe Water Program and other efforts,

Support and expand telemedicine and iele-beitavioral medicine -
include education, maintenance and equipment upgrades.

Increase behavioral health training and support.

Increase available slots in Physician Assistant and Nurse Practitioner
programs at the University of Alaska and with other ncadcmic

nartn#»r<

Increase number of ResiJents in Family Practice Residency Program.

Create a ?reater awareness of the distinction between routine and
predictable health carc costs (less expensive) and unanticipated or
catastrophic costs (more expensive).

Promote Health Savings Accounts and high deductible insurance plans
- for individuals and employers.

Provide incentives for providers and consumers, with performance
mealstures and rewards E)for providers), based on evidence-based
results.

Foster better informed consumers through creation of a d;{,namic
(continugusly updated(}_ website providing transparent quality and cost
Information about medical services, presCriptions, etc.

Build teaching,caPaci,ty in K-12 schools to excite Voung Alaskans
abotut tlhe physical sciences generally, mid the health care field in
particular.

Increase penalties for selling alcohol to youth.

*
Long-Term strategic*

(for Implementation between 2010 “2014)

Support information technology improvements.

Promote insurance that i* portable, consumer-focused and consumer
owned, purchased with pre-tax dollars

Increase Alaska WWAMI seat* to 50 year the projected need to
meet demand in the next .. year*.

Institute doctoral NP program at 1 \ \
Increase the availability of education program* for health care

disciplines.
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Appendix B: Summary of Public Comment Received by the Council

e Support the Community Health Centers as a way to improve access and decrease
use of the emergency room for primary care.

» Improve e-henlth

» Increase workforce, specifically mid-level practitioners

» Incorporate incentives to attract and retain necessary health care workers,
including loan forgiveness and other repayment incentives

» Make sure to get the mix right of what is needed in the health care workforce

* Recruitment programs are best done in state

» Build interest in the health carc field at the middle and high school level

» Develop a statewide group with oversight responsibility for recruitment and
retention - because it cost too much for individual organizations to do it

» Eliminate shortage of IJA educators in health care professions

e Put fluoride in rural water systems

* Improve the place of preventative dental scrvice in the health care continuum

» Prevention, collaboration and partnerships arc tue key to improving access

» Building existing programs makes the most sense, versus making new programs
and the associated structures

» Remove bureaucratic barriers to effective health care access

e Examine innovative solutions that involve Medicaid reimbursement

» Acknowledge and build upon the work of public health nurses and the public
health nursing program

* Include alternative treatments when talking about prevention and personal
responsibility

» Improve worksite health as a cosl-savcr

» Most feel there should be basic, portable insurance coverage for all Alaskans

« Concentrate on preventing sickness rather than curing it

» Should be at least some mechanism to insure a minimum coverage for all
Alaskans

» People with disabilities have real trouble finding primary care the state should
close the gap in those services

« Alaskans need a range of scrvices that are affordable maybe the state should

subsidize those services
o Don't forget the severely disadvantaged Alaska’s working poor

« funding for substance abuse and mental health are effective preventative services,
which lead to increase wellness

e State must support the e-health ITT’ grant

« State should m t be shy about supplementing the loss of federal Medicaid dollars
with state support

» Behav ioral health in Alaska lias taken huge cuts, and the system is on the verge of
crisis

* |he broadly stated goals of the (’ouncil really skip over the importance of
behavioral health and substance abuse as preventative factors
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Oral health needs to play a more significant role in overall health

Need more dental techs in the health care workforce

Realize that turning 65 in Alaska means no more health care for most elders
Make it easy for people to navigate the health care system - now it isreally
difficult

Remove barriers that prevent Alaskans from receiving necessary prii iary care,
and to get Denali KidCare after birth

There MUST be a continued forum for addressing health care issues in the long
term
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Appendix C: Alaska Health Policy Council Members
The council is composed of 14 Alaskans appointed by the governor:

«

Jeff Davis of Anchorage lias served as president of Premera Blue Cross Blue
Shield of Alaska for nine years, which provides insurance for 180,000 Alaskans
statewide.

Cathy Giessel of Anchorage is a registered nurse and advanced nurse practitioner
whose career and experience spans more than 30 years.

Dr. Derek Hagen of Anchorage is a doctor of osteopathy associated with Primary
Carc Associates, the largest private family practice in the state.

Thomas Ilendrix, PhD, of Anchorage is an assistant professor at the University of
Alaska School of Nursing specializing in the policy, economics, assessment, and
fundamentals of health care.

Don Kashevaroff of Anchorage is the chair and president ol me Alaska Native
Tribal Health Consortium, and serves as the primary spokesman for the
Consortium regarding state and federal funding, legislation, and regulatory issues.
Brian Slocum of Fairbanks is the administrator at Tanana Valley Clinic, the
largest multi-specialty, multi-site practice in Alaska.

Dr. Michael Carroll of Fairbanks is a private practice physician, specializing in
internal medicine and oncology.

Donna Fcnske of Ilomer served the State of Alaska as a public health nurse from
1979 to 2004 and most recently has provided community health aide services in
Port Graham and Nanwalek clinics, and nursing services to K-12 students in rural
communities in the Kcnai Peninsula Borough School District.

Steve Horn of Soldolna is the executive director of the Alaska Behavioral Health
Association whose members are the businesses that provide direct services to
recipients of behavioral health services throughout the state.

Dt. Cathy Baldwin-Johnson f Wasilla is a private practice family physician and
the 2002 National Family Physician of the Year from the American Academy of
Family Physicians.

Karen Rhoades of Wasilla is the owner and operator of Northern living Centers,
a live bed assisted-living home.

Iim Joyce of Cordova is a three-term mayor of the City of Cordova who has dealt
with escalating community medical costs, a constant turnover of medical center
administrators and a communit medical center that is continually in need ol city
assistance.

Rod Betil of Juneau is the president and ( TO of the Alaska State Hospital and
Nursing Home \ssociation (ASIINA). a not-for-prolil association with members
representing hospitals, nursing homes, and Native Alaska health care providers.
Dr. Bob Urata of Juneau has served as a family physician for over 23 years, and
has served on the Bartlett Regional Ilospital Board of Directors.

Commissioner Karleen Jackson managed the Health Council. Serving as ex-
oflicin. non-voting members were Senator Mettyo Davis and Representative
Peggy Wilson, chairs of the Health, education and Social Services committees in
the Alaska State | cgislature.

I



Attachment D

Turning Point, "Transforming Public Health State by State” and “States of Change:
Stories of Transformation in Public Health;” available online at
http:/Avivw.tiirningpointprogrrim.org/PagQs/arclvves. html
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At no time in recent history has the system that supports and protects the health of
the American public been as much on the minds of our national policy makers as it
is today. Potential and existing public health threats from bioterrorism and
emerging infectious diseases have made the public and our national leaders more
aware of the role of public health workers, their partnei a, and their supporting
institutions. Public health systems have always functioned to keep populations
healthy and to recognize and respond to health threats, but a unige opportunity
exists today to communicate more effectively how this isdone and what is needed
to maximize these systems and invest in those who do this work.

The pages that follow represent the extraordinary accomplishments of those who
have made significant improvements in the public health systems in their states and
communities through theTurning Point Initiative. With support fromThe Robert
Wood Johnson Foundation, state wide partnerships with representatives from local
communities, businesses, hospital corporations, nonprofit groups, minority
coalitions, religious organizations, and many others have been working together to
create more efficient and effective systems for improving the public's health.This
work has recognized and nurtured the interest and investment of multiple sectors in
wanting to create a healthy environment for all.The states and communities involved
ill theTurning Point process have sparked public health innovations by identifying
strengths and weaknesses in their public health systems; understanding the
scientific, political, and social environments that affect public health systems and the
health of their populations; and valuing the participation and contributions of other
sectors in establishing now approaches to improving health.

It iswith pride that public health partnerships fromTurning Point states and the
Turning Point National Program Office present those successes in this publication.
Those fact sheets highlight to national policy makers, what can be and lias been
achieved through planning, partnerships, and concerted efforts at improving
systems for effective? health promotion and protection. These fact sheets also outline
whatTurning Point partnerships and the National Program Office can offer to
national policy makers who want to be more responsive to tho health needs and
public health safety of their constituents,

Bobbie Berkowitz, PhD, RN, Director
Turning Point National Program Office
Seattle, Washington

May 1,2003
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C ontents

The IMationalTurning Point Initiative

Alaska
Arizona.
California
Colorado
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Louisiana
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Nebraska
Nevada ,
New Hampshire
New Jersey
New York =
North Carolina
Oklahoma
Oret};on _
South Carolina
Virginia
West Virginia
Wisconsin

More AboutTurning Point



A strong public health
system is crucial for
protecting and improving
the health of Americans.

Make Every Health Dollar Count

Half of the? woild's health can*
dollars arc spent in the IS
Bui In 2000. ihe IS. ranked 2Bi
.anting all nuhonsan terms of our life
expectancy. Al the same time, only
116f federal health dollars are
* spent on public heal*effons that
would improve our o\*|fn health

Strengthen Public Health Systems

hlow more than ever, our country
needs a vigorous public health
response 10 throats such as hio-
lerronsm and Ih** growing public
health concerns ot obesity, violence.
and toliacco-rolated iIInessa?s

Those health concerns cause more
than 2 million avoidable deaths m
tho IS. every year

Budget cuts at oh government levels

have devastated the public health

i workforce and capacity
to rospnnd at the very time that
emerging ihrents to the public s*
health rogire advances in public
health science, training, and
A loader ship

Politic hoalth nelzeds sustained
support for improving thu nation s
hoalth and proporodness

For morojnfortnntion
t

lurnjng Point
National Program Oftice
6 Nickerson St. Suite 300
Seattle. WA 98109
Bobhie Borkowit/, Dimcliir
hohinobmwashinglon edu
206 Gt6 Rrl10
www turningpointprogroin.org
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Collaborating for a New Health

What isTuming Point?

Individuals and organizations from different sectors in many communities

and states have come togethe,r to create a public health system that works

smarter and better. Transforming public health so that it achieves tho goals

of preventing disease and |nJur%, Rrot_ectmg the public from threats to

Eealth, and promoting healthy behaviors are efforts at the heart oflurning
oint.

At the national level Turning Point collaborates with other public health
organizations to help realize the Institute of Medicine's vision of a strong
and effective public health system.

How isTuming Point improving public health?

Turning Point has developed specific models for a more affective and
res(Joonswe public health sgstem.Thr_ou h.. state partnershlﬁs of state
ana local public health and community-based agencies and through five
national collaboratives we are:

 Improving the accountability of public health efforts

 Developing a model law to update public health statutes

= Increasing the effectiveness of public health information technology
= Motivating changes in behaviors to promote good hei Ith outcomes

. IProdmoting skills and competencies of public health practitioners and
eaders

What can Turning Point help you do?

« |dentify the most important health needs of residents in slates and
communities nationwide

«Create effective and accountable structures to deliver public health
services to states and communities

= Develop population data that supports decision-making about public
health priorities

=Generate strategies to improve the health status of individuals, families,
nnd communities

= Target the best ways of eliminating health disparities among and within
populations

*Provide evidence of effective partnerships that have transformed public
health systems

Support

riiti Turning Point Inilifllivo la funded by Tho llobort Wood Johnson | oundetion. Tho National
Program Offlcn in located at thu Mvorsity of Washington School ol Public Hoalth end
Community Medicine,



A strong public health
system is crucial for
protecting and improving
the health of Americans.

Alaska's Public Health

flic »(<-i tivoriis rijl Al.t.l 1lm
t/uulit. health system i\ challenged
i>y the emergence ol new public.
lhedllh‘|)[oblems and onvironrnon-
al issues arid hy changes to health
i systi m.s, health care Imanong

and govominenl 'jlmctures

Pifblic health has a mission lo
mprotect and nnnmve health To
carry out this mission pllci.hvelv
and use its resources wisely the
ijiitalic hoalth system needs up to
date information about the dis-
, eases conditions, and other health
threats affecting population
groups Among Hit- most signifi-
cant and persistent punin health
“ej.uin cm:, n Alaska today ate
tijbacco use al. ohol consumption,
oniuries, suicide, nutrition, anil
chronic diseases

Inadequate access lo health status
statistics and information was
identified in the Alall] Public

Health Improvement Ptol ess as a
S|Fn|f|cant problem m Alaska's

punliC health system Addressing
this deficiency is essential for

makch]1 ne .giem- luw.ml Alaska's
health imi rovement priorities

_Alaska needs a public health
inlotmati.iii system ariussihie 1.
al comfonents >tour diverse
public healtU system to assist wilh
not ision making at all levels
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Collaborating for a New Cent

What is Alaska Turning Point?

The nationalTurning Point Initiative aims to transform and strengthen the public
health system in the bJted States by making it more community based and
collaborative. In Alaska,Turning Point is developing a public health information
system. The goals of this project are to:

= Provide information to policy makers, public health system partners, and the
general public about the health status of Alaskans.

* Provide community-based organizations with the data and information they
need, as well as the technical assistance on how to use it, in order to conduct
sommunity assessments and plan health improvement initiatives.

How isTuming Point in Alaska improving public health?

= > gviding direct access to policy makers, health professionals, and commu-
m;_i_members needing useful information for their own pIan_mn% and decision
{ ing. Resources developed byTurning Point and now available on the
Internet can be used to assess health needs and establish priorities on a state,

regional, or local level.

e Establishing a permanent and on ojnP capacity for data compilation, analysis,
and dissemination of public health intormation. This capacity is important for:

« Recognizing trends and monitoring health improvement.

= Informing policy making, program management, and program evaluation
with current, comprehensive information.

« |dentifying and setting goals to be reached among communities throughout
Alaska using data to impact key health issues.

. Convening}AIaskans from rural and urban communities, Native organizations,
state and tederal agencies, and private businesses to contribute their knowl-
edge and expertise to public health decision making and to setting health
goals.Two ﬁ)ubllcatlons resulting from ono such ﬁartner.shlp describe thu
current health status of Alaskans, set targets for health improvement, and
describe strategies that have been used in Alaskan communities to address
public health problems.

What can AlaskaTurning Point help you do?
Identify specific hoalth issues and barriers to community health in Alaska

Access data and information for making decisions regarding allocation of
resources and tho structuring of systems

Monitor and protect tho health status of Alaska residents

Support

ThoTurninn Point Initiativo is fundod by Tho BobottWood Johnson Foundation.
Thu National Prournm Ofllcn Is located at tho Wvotslty n( Washington School of
Public Hoallh and Community ModlcIno. Contact tho National Proflram Olflco at
200-010 0410 or visit www.tumInQpolntproflram.org.


http://www.tumlnQpolntproflram.org
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Arizona's Public Health

An/ona s population has almost ,
doubled inthe last 20 years,- but

the pUb“C health Workforce haS What isthe ArizonaTurning Point Project?
not kept pace. Arizona has Only The nationalTurning Point Initiative aims to transform ancf strengthen the
-B pUblIC health WOkaI:S for gvery public health system in the bSted States by making it more community
100,000 reSIdentS, natlona”y the based and collaborative.Turning Point in Arizona works collaboratively with
iale iS 168 %el >00,000' Only communities and key partners to improve the public's health and promote
2 3% of health care eXpenditureS sound public health policies.The project addresses public health workforce
in Anzona are soer\t 0mpU0||C development needs, information dissemination, disparities in health status,
ealth » and public health advocacy and seeks to mako the public health system in

Arizona more effective and responsive to community concerns and issues.

Arizonans' life expectant \ is /|
ears (b5 lor Arizona flative

mericanS), pom arOd tO the How is the ArizonaTurning Point Project improving public health?
natl_Onal average 0 76 years The « Providing workforce development for frontline public health workers
madlng causes of death in Arizona through training and technical assistance in anAcaderny Withoutwalls”
am |arge|y pr_eventable thrOUgh i to strengthen the public hoalth workforce
access to caie, educatron, and .
Changes mOOthior e Increasing direct access to public health information through the creation
. . of Public Health Information Centers in public libraries, local health
An estimated 18 4% of Arizonans departments, and tribal service centers, providing access to public health
lack health msyrance, comoared information and building working relationships between libraries and
t0 14 5% nationally ft local health departments
An ArI_ZOHa pUb“C health SUccess., « Assessing local county and tribal public health workforce competencies in
story 1S that fewer Arizonans use partnership with the Arizona Local Health Officers'Association by imple-
tobacco than thanaborfal average menting The Public Health Competency Handbook, an assessment and
(18 6% Com_pared to 23 2% ) evaluation tool for local health departments to improve public health
natlonall ) D|Sea5.e preVEHTIOH'l competency of individuals and organizations
and health promotion urograms
iah irnprovajhe pUb”C'S hea”h e Providing skill building and knowledge to local communities about how to

advocate for their own health needs and encourage community participa-

A\V4

out they happert through broad dvo : _ :
plannlng, pUbIlC involvement, and tion in statewide public health planning
a strong public health systerrV

What can ArizonaTurning Point help you do?

« Address public health policies and piiorities identified by a planning
group of more than 100 individuals representing state and local commu-
nity partners

Eounpro, infotynfliion

Catharine Riley. MPH, Director o , _ _ .
Carol Lockhart. PhD Community « Access opportunities lo engage incommunity dialogue about promoting,

Steering Committee Chairpersqn protecting, and preserving tho public's health

Marl?crtl)zpoan%-g.ur[?elg? P()?Igtllflzgj?'lcetalth e Provide up-to-date information about emerging public health issues and

184$ Roosevelt link individuals, communities, and organizations to public health experts

Phoenix, Arizona 8006
602-06-1748
WArw.ozipp com
Support
Tho n»>tinQ Point Initialivo is (umloii hy Tho RobortWood Johnson Foundation,
RPBEKIW tW D ° Tho National Profltom Offlco Is located at tho Wvorsity ofWashinpton School
of Public Hoalth and Community Modlchio. Contact tho Notional Procirom Oftico

J O H N SO N at 2P0-G16 0410 or visit www.tuininopointprouroin.Orij.

tOIINI VMION.
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" Astrong public health
system is crucial for
protecting<and improving
the health of Americans.

Cali%rnia's Pl’,l.DHC Health 5
Willi bl public).c.mHli depariments
M b, Californi.i .cuntios and 3 .
municipalities, California lias one tf
e pest public heallli systems in
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in-u'ot .k* quale foi tlie types ol
m'mhii > s needed to'impiove
health.

*
The nir.i.ile' issues related to

indvin <11-11000mill, and temerg-
ing ink shuns diseases lyrr.me
c.brninil's -ns'i-.e si -lutions. tinla

outilii fieallli-svllem prepared to
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m<)still-miu.o-conm 1Bl health

proplems caused by tobacco use.
pooi tfu-l ﬁlnp luck ol exercise.
ak ohoi, inlectious agents. amJ
ppllwlunis Ooesity alone ou’iently
costs California $>! 2 hillion a yeai
in d'lecl merJicai costs ami lost
productivity

Today's Punlic health system must
Pc tiased ofi strun? health depart-
rifonls W-aiking col abora_llveIY with
communities-to confirm the
(.hanging social and environmental
souices ol p/eveniable illheSses

For more_infonnfllion
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What isTuming Point in California?

The nationalTurning Point Initiative aims to transform and strengthen the
Bubllc health system in the blted States by making it more community

ased and collaborative. In California, Turning Point has a formal linkage
with the Partnership for the Public's Health, a statewide initiative funded by
The California Endowment and administered by the Public Health Institute.
The Partnership for the Public's Health is a five-year initiative that supports
collaborative planning for community health improvement among 14 public
health departments and 3Tfcommunity collaborative groups in California.

How is the Partnership for the Public's Health improving health?

= Supporting the development of effective and responsive public health
systems

= Mobilizing and developing effective public health leadership in communi-
ties through {)_artnershlps between local health departments and commu-
.nlt{ otrganlza lons to suppoit sustainable community health improvement
initiatives

* Increasing cross-cultural understanding among local partners in order to
address disparities in health

= Addressing tho complex health priorities identified by communities
working in partnership with their local health departments

* Promoting policies that improve public health capacity in California to
work more effectively with communities

How can the Partnership for the Public's Health help you address these
concerns?

« |dentify and address policies that are barriers to improved health for
California and its communities

* Facilitate partnerships to develop innovative solutions to public health
problems and emerging issues

e Communicate reliable health information to the public and policy makers

Support

ThoTurning Point Initiative In funded hy Tim Rnlmit Wood
Johnson Foundation.Tho National Program Offico is locotod at
lho diversity of Washington School of Public Hoalth and
Community Mcdlcino. Contact tho National Program Offico at

700 61G-8410 or visit vwwv.turningpointprogram.org. Partnership

for the I'ublk's Health



A strong public health
T system is crucial for
protecting and improving
the health of Americans.

Colorado's Public Health

fn an®thierwse healthy stale !
‘the magnitude ol health
dispar iticvs among racial and
ethnic groups is Staggering, .
Alriurn Amr.‘iiCfihs, American *
Indians, and Latinos/as in ",
Colorado experience higher
rates of disease, disability. and
death than the geneiai popula-
tion. These disparities cust
health care dollar's, oroductiv-.
ity. and future contubutions to
« farrtily-*nd community

.With.bioterronsm threats and
emerging diseases we

collectively must unsure that. .

al Colorado communities are
prepared and protected Public

health and community basfed |

organizations peed sustained
support fn working together on
. health promotion, disease
prevention, and emergency
preparedness

t
Allé)eople, regardless of race
ana™hmecity. should have an
equal opportunity to be
healthy

For more information
j'li Wif-sake MPIi  1'i'Ctor

ColoradoTurrsng brt .ahve
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w1300 Cherry Creel ) /e 5>0uth
Denver CC/80240
>vww cdptio stale r.o .s,"i
(303i G92-23P9

I"PBLKrw tOV

JOHNSON

IOUNPAIIOJV

C olorado

T urn i
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What is Colorado Turning Point?

The nationalTurning Point Initiative aims to transform and strengthen the
Bubllc health system in the Wted States by maklng it more community

ased and collaborative. Toward this ?oal, ColoradoTurning Point is forging
new partnerships to ensure that the state's minority communities are not
left behind, The elimination of health disparities must be a top priority for
health professmnals, policy makers, and communities, so that together we
may work toward a solution.

How is ColoradoTurning Point improving public health for all?

» Tracking health issues and reporting differences in health by race and
ethnicity

« Educating affected communities, health systems, and policy makers on
the magnitude of health disparities and their root causes

= Convening traditional public health stakeholders and community-based
organizations to address complex public health issues

» Making data, information, technical assistance, and other types of
support available to community-based organizations and the public

< Building leaders among minority health professionals through direct
training and mentoring, and promoting workforce diversity to improve
tho qality of public health services

« Endorsing the need to Ipromote social justice strategies that will elimi-
nate differences in hoalth

What can ColoradoTurning Point help you do?

= Engage minority communities in assessing local public health needs and
defining priorities

« |dentify barriers to communily health including differential access to
health'care and other health promoting systems

= Educate minority constituencies about their health status and commu-
nity resources

= Consider policies that will lbvol the playing field*for minority communi-
ties

SuPsort Colorado
The Turning Point Iniliutivo is (undod try Tim holnnl Wood Johnson Foundation.  'Tvtnin# ftxnr
Tho Notional Program Offico Is located nl tho Mvornlty ol Washington School tf-TV

uf Public ltcralih and Coinmunilv Medicine. Conlocl Tho National Program OKico 7% rjafc
iit 206 616 HA410 or vialt w\vw tiimiMflpolntpmtfitim.oiij



A strong public health

i system is crucial for
protecting and Improving
the health of Americans.

Illinois' Public Health

Minor, tefi leading causes of death
ri-.1iUed.in mote (ban 84,000
drillr n '000 Manyof tljose
IViim« ud.mq heart disease,
earrt1 [Ij.'_l, |.n.19iets|d|ab|ete_s, and
‘yet dice.l | =" slrpnyly 1ssqcl-
atdrfwith lifestyle andy social
factors As many as one half of
thosodeaths could have been
[* prevented

The least costly and most effective,
way toimprove health today is to
prevent disease and disability,
before it occurs

h.ior lie.ilth ami early deSfh do not

itfc 1 ill IHiwoisans the same The

+t'((I-m. tthe rates ol premature

trait between blacks and whites is
the largest in the country

[, “inis eirr'its'd improve health are
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aaeni it-;, and ar.ross th<-private ahd

rmnpmfii ei tirs Local level
iMI tnel sjulis vity gn.MIlv Ihuu
ies riice.s uid va()ai)ililu's

The onijil. »issues that underlie
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IIinois require a public health
s+ system prepared to address the
range otTssues tpat most influence

conibin.uly health
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What is IllinoisTuming Point?

The nalionalTurning Point Initiative aims to transform and strengthen the
Bubllc health system in the blted States by making it more communlt%
ased and collaborative. In III|n0|s,Turn|ng1.P0|nt. Is known as Public Health
Futures Illinois, a partnership of over 0 public, private, and voluntary
organizations seeking to improve health through prevention by enhancing
community and state public health systems serving the people of Illinois.

How isTuming Point improving public health through Public Health Futures
Illinois?

= Engaging a broad range of public health interest groups in partnership to
identify and address gaps and weaknesses in the public health system.
Partners include representatives from the insurance industry, academia,
rural health, the hospital association, and the Red Cross who are commit-
ting time and resources to improving ihe health of Ilinoisans.

 Mobilizing collective action to advocate for improved public health poli-
cies and expanded public health resources that respond to the unige
needs of tho people of Illinois.

= Educating tho public and policy makers on tho complex, primary causes
ohf poor health for lllinois residents and promoting strategies to address
them.

eSupporting the development of local community health partnerships to
identify and address local health status and health systems priorities
through training, technical assistance, and policy development.

What can IllinoisTuming Point help you do?

. En_ga%e communities in assessing local public health needs, defining
priorities, and supportlng them in implementing innovative strategies to
address community needs

= Mobilize partners in various sectors to develop and advocate for new
policies, Including promoting and expanding prevention as a critical
strategy for saving public and private health care dollars

= Research and provide relevant statistics on the health status of Illinoisans
und related health system issues

Public H»»lIth Fulura*

Support

Lho turnino Point Initiative is (undod hy Thu Robott Wood Johnson Founda-
tion. Tho National Program Offico is located at tho bivorsity of Washington
Scltool ol Public Hoaith and Community ModlcIno. Contact tho National
Program Olfico at 206-616 0410 or visit www.turningpoinlprograrn.org.


http://www.turningpoinlprograrn.org

A strong public health
system is crucial for
protecting and improving
the health of Americans.

Kansas' Public Health

TiH leading causes of death
dlspropqrtlonate!r alfect racial
and ethnic minorities m Kansas
lhsoarnc/l.atino Kansans have an
83" luuhet death rate liom ;
diaootcs ilian the general ﬂouula-
Hon African Americans have
twice the rate of low birth weight
babies and infant deaths Under-
standing the effect of economics,
access to health services'
geograﬁhy, and having good data
are e% factors in improving
ansans'health. .

Local public health departments
provide important services and
protections in tho puDlic S inter-
est. In 10b counties, 99 locaT
health departments serve the
public. Put the,public health
workforce is strained Ina rural
state such as ours, ensuring that
we use every availaole partner in
the system is cntical®j®

Using data to make informed
decisions in times of limited
resources has never heen more
important Information is at the
core of strengthening Kansas’
public health system

Dick Morrissey,
Kansas Department of Hiflith and
Environment
1000 SW Jackson Ste 340
Tooeka Kf>660;? '365
785796 V00
»m."" YsAilrinp state ks S

Cm Kimnynau
Kansas Health Institute
2'2 5 A Eighth Ave Ste 300
forpia. KS 66603-3936
785733-54.43
I kimm.napkhi co
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What is KansasTurning Point?

The nationalTurning Point Initiative aims to transform and strengthen the
public health system in the bSled States by making it more community
based and collaborative. In Knsas, theTurning Point Initiative facilitated

a Public Health Improvement planning process that identified a number
of priority areas where attention was needed to ensure optimal public
health for Knsas.Turning Point then provided funding to enable the state
to take important action steps on some of these priorities.

How is KansasTurning Point improving public health?

e Improving linkage of health data sources for public health planning
and action to address health disparities

e Supporting a new training program for local leaders to improve their
ability to use health data to affect public health improvement

¢« Linking state and community health efforts aimed at eliminating health
disparities among Knsas racial and ethnic minority populations

» Catalyzing a Knsas public health workforce initiative that resulted in
the Knsas Public Health Certificate program, a model program to
improve the skills of local and state public health personnel

¢« Joining with the Knsas Health Foundation to expand the capacity of
the Knsas Integrated Public Health System, an information system for

local public health departments

« Facilitating discussion regarding health policy changes necessary to
meet public health needs in the future

What can Turning Point help you do?

« Serve as a reliable source of information from around the nation about
innovative programs being undertaken to improve the health of the

public

« Provide up-to-date, accurate information regarding health status and
health disparities among racial and ethnic minorities in Knsas

e Showcase effective partnerships that deliver gality public health and
preventive medical services while meeting the needs of those with and
without health insurance

Support

Tim Turning Point Initiative is funcloil by [ho Robert Wood Johnson
Foundation.The National Program Olfico is locotcd at tho bivorsity of
Washington School of Public Health and Community Medicine. Conuct
tho Notional Program Offico al 206-616-8410 or visit
www.turningpointpfogrum.org.


http://www.turnlngpointpfogrum.org

A strong public health
system is crucial for
protectin% and improving
the health of Americans.

Louisiana's Public Health

Louisiana's uubk. lin.jlth system
suffers fiom a lacf of adequate
funding and resouu es—creating
an environment in whn.li it is
difficult fo sot now hoalth
policies— and a lack ol effective
cooperation among oujam.M
tons that provide* in-uHli iare .

l'oi a decade. Louisiana has
uonsistently ranked among the
lowest 10 states for themmealth
ol its lesidents Louisiana also
has some of the highest levels
m the US of unemployment
uninsured workers, and people

with chronic diseases

Organrzahc®is and individuals
invested in the punk s health in
“Louisiana must coordinate
efforts lo fiM*imi/c; resources
and cieate nnovativd systems
ol delivery to improve tho health
of those* .Mm)live m oui state.

For more information
Joe Kimbrell or Michele Jean Pmm;

Louisiana Public Health Institute
1600 Canal Suite 501
New Orleans. LA 7011?
501 1)39-9481
mijeanpierrelphi.org
jkimbrelltphi.org
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Whatis LouisianaTurning Point?

The nationalTurning Point Initiative aims to transform and strengthen
the public health system in the bited States by making it more com-
munity based and collaborative.The LouisianaTurning Point Partner-
shiﬁ, ormed in 1998, helps communities make beneficial partnerships
with local sectors to address their public health needs. It is housed at
the Louisiana Public Health Institute.

How is LouisianaTurning Point improving public health?

+ Creating the Community Capacity Enhancement Center to help
communities gain the knowledge and skills necessary to influence
public health policy and successfully develop and sustain local health
Initiatives

+ Convening organizations engaged in improving the public's health in
forums called the Access to Care Congress, which has allowed for
comprehensive problem-solving among local organizations to ensure
access to care in the state

* Improving effective policy development in Louisiana by creatin? the
Louisiana Public Health Policy Institute and by facilitatin? aconter-
ence to help communities across the state learn about affecting the
development of local and state public health policy

mConducting the first comprehensive assessment of Louisiana's public
health environment, culminating in the Louisiana Public Health
Improvement Plan of June 2000

+ Providing training and technical support for 29 community health
Delta Parishes on effective leadership and successful grant adminis-
tration

What can LouisianaTurning Point help you do?

+ Expand access to health care for the uninsured and under-insured in
Louisiana communities

* Increase communitg leadership development and mobilization for
improving local public health systems

Support

TheTurning Point Initiative Is funded by Tho Robert Wood Johnson Foundation. The
National Program Offico is located at Iho V\,lvorsg ofWasN;Pton Schoal of Public Hoalth
and Community Modicino. Contact tho National Program Offico at 206-610-84100r visit
www.turningpointprogram.org.


http://www.turningpointprogram.org

A strong puiblic health
system is crucial for'
protectingh and improving
the health of Americans.

Maine's Public Health

Heart disease ir- tho leading
cause of death, illness, and
health care costs forKittens of
Maine.

Unlike almost all other states.

Maine does not have a system-

atic. statewide organized public
health structure at the local or
regional level

Strong public health systems

have the ability to improve the

lives of tho public protei.’ the

public s health, arid ensure the

delivery of the essential public
health services

Citizens of Maine should have
access to the benefits of public

health based in a strong system.

Maine needs a public health
infrastructure at the regional
level that can complement the
state system and local activities

.For more information

Ann Conway, Proioct Director

Maine Center for Public Health
12 Church fjtieet
Augusta. ME 04330
207-629 924

bloly@mcp) pig*
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What is MaineTuming Point?

The nationalTurning Point Initiative aims to transform and strengthen the
Bublic health system in the bSted States by making it more community

ased and collaborative.The MaineTuming Point project has more than 30
partners working together to build a strong public health system for people
In Maine.These partners are convened by the Maine Center for Public
Health, a private, nonprofit organization established by the Maine State
Legislature in 1996 to improve the health of Maine citizens.

How is MaineTuming Point improving public health?

+ Promoting access and coordination of public health services throughout
Maine communities to better protect the health of local citizens

+ Convening community partnerships across the state to assure the
coordination of community-wide public health prevention and response
programs

+ Creating new public health leaders at the local level through a formal
mentoring program that matches experienced community health coali-
tion leaders with emerging local leaders

* Providing and expanding education for public health professionals to
ensure a skilled and competent workforce

+ Linking public health efforts to form a regional approach that improves
the coordination of public health data sharing, training opportunities,
emer?ency response, and other emerging public health issues between
state level authorities and local communities

What can MaineTuming Point help you do?
* Provide information to support the development of public health policy

* bfclerstand tho issues related to the organization of public health at the
sub-state level

* Improvo the health of Maine residents through support of a regional
structure, based on the configuration of regions for bioterrorism pre-
paredness, to coordinate public health activity in communities

MAINF

Support

ThoTurning Paint Initiative Is funded Ijy Thu Robert Wood .Johnson

Foundation,Tho National Program Offico is located at Iho Wversity ot

Washington School of Public Hoalth and Community Modlcino. Contact

Iho Notional Program Qltico at 200010 84100r visit I\/un] r']'t /[ f\i

www.lijrningpolitprogiom org. g A[OEL


http://www.lijrningpolntprogiom

A strong public h *Ith
system is crucial for
protectin%and improving
the health of Americans.

Minnesota's Public Health

Minnesota hasacompM snswe
intjlK.'health system 03 .1 Iou u
Jdi0.'K) partnership between state

anil Ipral governments |

Minnesohi uinfs second in the !
US ingood health and quality of '
life due to stiong policies jtnd
partnerships minted to sale food
anrl walei and healthy nmgnar
cies and births AilJMinmv elans
have not beneliuni e(juaily.
however, Irom the systems Il.i!
promote good health since
Minnesota residents ala®have
some' ul the widest gaps of any
mdate ") the iountty m health
A this pet  mei white an |
npiiwintH populations |

Many public: health emblems,
sucti as racial ahd ellmu tieal'ti
differences, cannot be resolved

by a single agency 01 secloi

acting alone

To maximize the effectiveness ot
the public health system and the
health of all Minnesota residents,
partneiships must be strength-
ened with health Care systems
ousod organizations. educational
institutions. and ntheis m

For more information
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Collaborating for a New Centtfl*nPublio Hearth

Whatis MinnesotaTurning Point?

The nationalTurning Point Initiative aims to transform and strengthen the
Bublic health system in the Mted States by making it more community

ased and collaborative. Turning Point in Minnesota is exemplified by the
Minnesota Health Improvement Partnership, a collaborative of public,
private, and nonprofit sector organizations that are committed to improving
the health of Minnesotans.

How isTuming Point's Minnesota Health Improvement Partnership
improving public health?

» Convening people from manr sectors who are collaborating to improve
the public’s health. As a result, partner organizations are reporting signifi-
cant changes in the way they do business.

* Engaging private and nonprofit sectors in working with state and local
Rﬂublic health agencies on difficult crosscutting policy decisions.
innesota's Blue Cross Foundation is redesigning its funding guidelines
in order to address ineqities in health as o result of this Partnership s
work in linking social and economic conditions and health.

* Influencing policy direction in addressing health issues. For example, the
GreaterTwin Cities blited Way reports using new strategies to increase
community involvement and that the work of the Minnesota Health
Improvement Partnership's work influences which key public health policy
issues to address.

* Increasing the understanding and commitment to public health work
among diverse partners in public health.

* Providing direction to the work of public health partners.The Center for
Population Health in Minnesota's seven-county metro area, for example,
uses tho statewide goals developed by the partnership to develop its
annual work plan.

What can Minnesota Turning Point help you do?

* Mobilize partnerships to develop innovative strategies to address high-
priority health needs

+ Identify strategies that build o1t tho strengths of the public, private, and
nonprofit sectors sharing resources and approaches that improve health
in complementary ways

Support

ThoTurnino Point Initiative is fundod By Lo Robert Wood Johnson Founda-
tion. Tho National Pro%ram Ollico is locatod at the htvorsity ol Washington
School of Public Health and Community Medlcino. Contact the National
Program Office ot 200 @X&810or visit www.tuininnpointpiogram.offl.


http://www.tuininnpointpiogram.offl

A strong public health
system is crucial for
protecting and improving
the health of Americans.

Missouri's Public Health

In 1999. Ihe United Health
Foundation State Ilealth
Rankings ranked Missouri the
26th healthiest state in the
country By 2002 Missouri had
fallen to 32nd in overall key
health indicators Missourians

' are experiencing a significant
increase in the number of deaths
due to heart disease, cancer, and
infectious disease Combined
with increases jn smoking. ¢
children living in poverty, and a
general lack of health insurance,
the health ol Missourians is in
danger

b

A shortage of resources at all
levels of government has devas-
tated the oublic health workforce
and its capacity to respond at the
very time that emer?mg threats

to the public's health require

advances in public health sci-

ence, trammg”nd leadership

Sustained, compreheitive
attention and support is needed
for improving Missouri's health
and the ability of its workforce to

address priority health issues
and oe prepared for public health
emergencies

Jannt Canavese
b'élec: Cooidmatoi

. Missouri Institute
or Community Hea'th
4 t(pA Cast State Sfeet
Jeffo'sor. C 'v. M ssu.ri 65101
660 141 3027
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Collaborating for a New Cent ublic Health

What is MissouriTuming Point?

The nationalTurning Point Initiative aims to transform and strengthen the
Eubhc health system in the Wted States by making it more community

ased and collaboralive.Turning Point in Missouri has created the Mis-
souri Institute for Community Health (VICH)a multi-sector organization
that facilitates planning and decision making among health care provid-
ers, the private sector, community colleges, universities, health and
human service associations, and state and local government,

How isTurning Point improving the lives of Missourians through MICH?

* Encouraging and supportin% comprehensive communitr efforts to
promote health and target the root causes of preventable disease—
efforts such as county-wide health assessment, planning, and commu-

nity prioritizing
+ Supporting efforts to increase the skills and capacity of Missouri's
public health workforce

+ Fostering the use of standards of practice in the performance of essen-
tial public health activities at the community level so that communities
are guaranteed their right to comprehensive public health service and
protection

« Supporting approaches that improve public health at the level of more
efficient systems

+ Ulizing diverse partnerships to maximize shared resources and deci-
sion making

What can Turning Point's MICH help you do?

« Communicate new and emerging public health issues to tho public
health workforce and the people of Missouri

+ Showcase Missouri as a model stato for voluntary standardization of
local public health agencies

+ Convono community health systoms together with local residents to
improve public health responsiveness at tho local level

Support

TheTurning Point Initiotivo iSfundod by tho HobortWood Johnson
Foundation.Tho National Program Offico is locatod at tho Wvoisity
of Washington School of Public Hoalth and Community Modicino. &

Contact thu Notional Program Oflico at MG'8410M visit

www.tuiningpolntpragram.org.


http://www.tuiningpolntpragram.org

A strong public health
system is crucial for
protectin%1 and improving
the health of Americans.

Montana's Public Health

Montanans do not have a<cc.s
to a consistent mm of nuoiii
hr-.ilih services <nmss lho .tale
Only half of the state's local
public health departments ate
meetmri al least b0% ot the
standaui community seivici.-s
expected of nubfic health
systems

In200t\ Montana had one ol tho
highest gqprcentapes of residents

without health care coverage;
m ! had the lowest average
anno tl; a/ of any star.«iri ttie
country At the same lime,
obesity is on the esc. bringing
an teases m diaoetes. heart
disease, disabilities and health
care costs throughout the state

Montana residents face serious

public health challenges, includ-

ing the need for protection from
emeiyiny public health con-
cerns. such as West Nile vims
and biotofionsm throats

For more, information
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System Improvement
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Whatis MontanaTurning Point?

The nationalTurning Point Initiative aims to transform and strengthen the
public health system in the Wted States by making it more community based
and collaborative. Montana'sTurning Point Initiative has defined the public
health system to include traditional state and local public health agencies and a
wide variety of community partners.These partners are currently engaged in
implementing a strategic plan to improve our public health system and the
health of our citizens. t

How is Montana'sTurning Point Initiative improving public health?

’ Implementing A Strategic Plan for Public Health System Improvement in
Montana in collaboration with local public health agencies and other com-
munity partners to ensure that citizens across the state have access to a
consistent set of public health services and expertise

* Promoting local partnerships with public heal'h agencies working in coordi-
nation with hospitals, health care workers, nonprofit agencies, county gov-
ernments, business, faith communities, and others to protect and promote
the public's health

* Providing training and education for public health workers through the
Montana Public HealthTraining Institute in order to supply local health
settings with staff trained to respond to new and emerging public health
issues and emergencies

+ Facilitating communication among public health system partners, including
building capacity in telecommunications and computer tec_hnolo% for
increased efficiency and effectiveness throughout the public health system.

+ Developing a performance management system for gality improvement and
system accountability

What can MontanaTurning Point help you do?

* Work to ensure Public Health Emergency Preparedness and Response efforts
address all types of emergencies to better serve the public on a daily basis

+ Assist in tho evaluation and improvement of public health services to ensure
funding is used appropriately

* Improve communication among local public health agencies to assure public
health concerns are addressed with a coordinated statewide approach

+ Servo as a reliable source of information on the status of tho public's hoalth
in Montana

Support

rhoTtm||n%fP0|nt Initlotivo Is fundod by Tho Raboit Wood Johnson Foundation, Tho Notional
Program Ofico is locatod ol tho bivorsity of Washington School ol Public Hoalth and
Community Modlclno, Contact tho National Program Offico at X06 01GRA10 or visit
www.turningpoinlprogram.org.


http://www.turningpoinlprogram.org

A strong public health
system is crucial for
protectm%and improving
the healt ofAm«encaB%s.

v
Nebraska's Public Health

In Z00Q. Nehraska's public
health system was weak,
fragmented, uncoordinated, and
under-funded It had 16 local
health departments that covered
22 of the state's 93 counties
With state fundtrfg from the
Tobacco Settlement Fund, 16
now regional local public health
depaitrnerrts were created and
now cover all but one county

Despite this expanded capacity,
the public health system faces
many challenges, such as major
differences between the health
of Nebraska's general population
and its racial/ethnic mipdnty
populations as well as obesity
among all Nebraskans

Nebraska high school students
are twice as likely to drink and
drive as their counterparts
natipnwide Many Nebraskans
t e uninsured or under-insured,
mitmg their access to timely
preventive and medical services

Dealing with these complex
challenges requires local public
health departments that collabo-

rate with diverse community
partners to develop innovative

solutions

For more information
L)dv(i Palm or Mary Murttjr

Olfice of Put), r Heaiih
Department of Hi-a'tn and Human
Se'V'ces
PO Box 95044
Lnco'i Ni 68509 5044
402 47' 0" 10 0i 407 47" 0157
davo na'i’ tfflhhss state "h ijs *
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What is Nebraska Turning Point?

The nationalTurning Point Initiative aims to transform and strengthen the
Bublic health system in the Wted States by making it more community

ased and collaborative.Turning Point in Nebraska provided the stimulus for
building and funding Nebraska's first comprehensive public health system
at the community level.

How is NebraskaTurning Pointimproving public health?

« Supporting the development of 16 new regional public health depart-
meg;s tlhat have adopted a broad definition of health extending beyond
medical care

* Encouraging collaborative partnerships at the local and state levels that
include hospitals, fohysicians, nonprofit agencies, county governments,
businesses, schools, faith communities, and environmental health organi-
zations and are:

+ Developing strategic community plans that address local problems such
as teenage smoking, obesity, diabetes, and injuries

* Modifying outdated and fragmented laws that protect tho public's health
* Addressing the health disparities of racialblhnic minorities

* Protecting the public from and planning for bioterrorism, infectious
disease, contaminated food, and other emergency events

* Providing training opportunities to improve the skills and abilities of the
public health work force

What can NebraskaTurning Point helo you do?

+ Organize coalitions that identify priority health issues, recognize health
threats, assess health service needs, and are accountable to local commu-
nities.

* Mobilize community partnerships to develop new policies and innovative
strategies to address high priority health needs.

* Work with community coalitions to develop plans for bioterrorism events
and other emergency conditions,

* Assist in the evaluation of piograms and policies to determine the effec-
tiveness and qality of health programs and services.

Support

ThoTurning Point Initiative it fundod & Tho Rolxjrt Wood Johnson Foundation. Tho National
Propiam Offico is located ot tho btvorslty ol Wushlnnton School ol Public Hoallft and
Community Modicino. Contact tho National Program Olfiru at 200 Q1041410 0r visit

www.tuminnpolntixofirjjm.orn.


http://www.tuminnpolntixofirjjm.orn

A strong public health
sys.tem is crucial for
protectm% and improving
the health of Americans.

Nevada's Public Health

Hit; population of Nevada
nit u*.r '«(! mom than G6 percent
hutvvuen 11)9(1 arid 200C&but
Nevada has w t .. >u.i.ieaso in
state e ivij ax liealilt
promotion a'ifl ilisr' i%e preven-
tion rite tyg?

Neva;!: omn tales aim
health (w<>wli-r. !c ,d tOPaci o
are among the highest in lhe
nation Yet Ncv ida is one ol Ihe
few states ih.n iiocs not allow
local governments to regulate
UtPiit.Cu

At double the n.v.ional rate,
Hi vrtd.i has the highest prbpot-
liuri .il suicides m |he nation

Nevadans report poorer health
than the rest of the nation and
engage in more risk behaviors
that contribute lo poor he”th

Of Nevadal7counties, Ib
have no local health department
Nevada has no school ol oUblic

health to .educate new and
existing public health workers

Nevada neo”s an improved
r aAi health system that
ii -tii>fi lieahh and prevents
tlisease

For more information
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What is NevadaTuming Point?

The nationalTurning Point Initiative aims to transform and strengthen the
public health system in the bSted States by making it more community based
and collaborative. NevadaTurning Point listens to, educates, and mobilizes
Nevadans to improve the health of their communities and strengthen the
Public health system so it can respond to the emerging public health chal-
enges.

How is NevadaTurning Pointimproving public health?

+ Developing a Citizen:;" Public Health Network to establish connections
among Nevadans and their organizations to increase collaboration and
success in achieving community improvements

* Joining with the till Department of Health to create the Great Basin Public
Health Leadership Institute to develop Nevada's workforce and build leader-
ship among public health professionals and community leaders

mImproving policy and programming related to tohacco use and suicide
prevention as priority public health issues

+ Collaborating with communities and civic organizations to assess local
needs and to develop local public health systems in Nevada's rural counties
that will address local health priorities and emerging public health issues

+ Offering community education or. public health issues and the political
process to give Nevadans the information and skills they need to improve

their communities' health

+ Educating elected officials and government manrgers about Eublic health
issues so they can make decisions that protect the health of their constitu-
ents and put scarce resources to best use

What can NevadaTuming Point help you do?

* Mobilize a network of public health organizations and partners throughout
the state in order to convey information on health issues and respond to
emerging problems

« Engage communities around their unige high priority health issues

* Improve the health of Nevadans through effective health promotion and
disease prevention programs and policies

+ Strengthen Nevada's state and local public health organizations to improve
emergency readiness and accountability

Support

ThoTurning Point Inltlotivo Is fundod by Tho Robort Wood Johnson

Foundation.The National Program Olficu is locatod .it tho blvorsity of NJV\iDA
Washington School of Public Hoollli and Community Modicino. Contact Gr(|p
thu National Program Oftico or 2060168410 or visit "M HEALTH

www.totningpolntprogrrrm.org. FOUNILATION


http://www.totningpolntprogrrrm.org

A strong public health
system is crucial for
protectinc\;1 and improving
the health of Americans.

New Hampshire's Public Health

N-'w Hampshire consistently
rales as one of the healt! .of
s'aies m 'he country v.sen
nn aspmcd by such ‘aaorr as elaid
| paitr healthr:am accels. ar i
health carc quality

Statewide ... .« statistic .
hnwevei. mask o seann.s in the
health and quality olilite of :"ne

0' New 'lamoshim reside-" Is

New hampshne has avery
‘raginprrted local public health
system The 23-1 appointed health
o'fiLe's. o'ten employed as
L-uiid ng ms: i«ctrv s and with no
Hominy m health, represent the
health department in rhost New
Hampshire towns

By default, police, fire school
nurses and nonprofit health and
human service providers fulHl
mpies more tyoicallv assigned to
local public health officials

TtyC'o is a lack of cohesive
riiseaso control arid surveilla” ¢
al ihe local level, a failure .
idoniify and maximize statewide
assets relate fto Duhhr. hoalth,
and a shortdye ol public health
-esnurces coming mio the Slate
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What is New Hampshire Turning Point?

The nationalTurring Point Initiative aims to transform and strengthen the public
health system in the bited States b% making it more community based and
collaborative. In New Hampshire, theTurning Point Eartnership consists of the
New Hampshire Public Health Network.The Network originated as four regional
community collaboratives and two city health departments working to make a
more effective and responsive local public health system. Building on these
successes the Public Health Network has continued to expand and will he made
up of 10 regional collaboratives by spring 2003 representing 60%f New Hamp-
shire residents.

How is New HampshireTurnin  Pointimproving public health?

The New Hampshire Public Health Network has created effective community
collaboratives to maximize limited resources to improve public health.Together,
the Network collaboratives are:

+ Assessing local needs and identifying local public health system gaps for
which regional stakeholders are working with state partners to provide
disease monitoring, technical assistance, trainin(]; in bioterrorism response,
and installing unige regional models tailored to local needs

* Mobilizing public hoalth leaders and existing resources at tho community
level to develop coordinated responses lo community and regional public
health needs

Developing strategic linkages with businesses, schools, hosPita_Is, human
sorvice providers and faith communities to assess and plan for improvement
of overall health status

Shuring resources to create economies of scale, reduce potential lor redun-
dancy, and improvo overall public hoalth system effectiveness

What can New Hampshire Turning Point help you do?

+ Create a New Hampashiro Public Health ResourcoToam as a link botwoon
elected officials and the providers and collaborative partnors| is in local
communities

* Increase direct contact with constituents regarding priority public hoalth
issues in their communities

+ Identify harriers to community hoalth, including lack of health care coverage
and services, povurty, attitudes and buliof systems, and environmental factor:

« Slrongthon regional partnerships that share in planning, building, and main-
taining healthy communities.

Support

tlio Turning Point Inltlallvo Infundod by Tim RobmtWood Johnson Foundation
Tin? Notional Program Ofllco in locuiml al if.a tjivurtliy u( WinJiington School
of Public Health and Cotmnurniy Modlicinn Contact the National Program
Office at ZOtl G10 0410 or visit www.turnfngpofniprogram.oro


http://www.turnfngpofniprogram.oro

A strong public health
system is crucial for
protectm% and improving
the health of Americans.

New Jersey's Public Health

New lhisoys b2'i boards ot
health and lib local health
agent ii*s serVe more ihmjAi0Q
runifioalilies Mn" than HO"
ol ihe loi.ai neall*. agencies
are municipal with about-'A.
ol these “.iiui.lured as regional
health utunrtissioir.. ami M
as (i inly ar|i mios

flow Jersey faces many trzi|>|n
health chal'enoes Qur siale
. has intolerably high luiiniieis
(it/tIVIAIDS eases lugh rjies
ol mtanl deaths paihouiaily
am ug Afin.an Amoni.ai . and
meleasing cases ol asthma in
addition New Jersey is lacm.g
an enidenii. of <hildhood
ubesav and inadeguaie access
to mental Health seivnes

An esseniial elemeni missing
m Ihe New Jersey tnhli<
health syslem is Isum lure ii*
lint coinmunity needs lo
(existing public hoa'ih seiyu 0s
New Jerseys most vulneiable
communities must have
access to and involvement m
developing sold ins for the
priorily health proolems

For more information
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What is Public Health: C.A.R.E.in New Jersey?

The nationalTurning Point Initiative aims to transform and strengthen the
Bublic health system in the bited States by making it more coinmunity

ased and collaborative. In New Jersey, the nationalTurning Point Initia-
tive is affiliated with Public Health: C.A.R.E.—Crafting A Restructured
Environment. CARR.E. aims to transform and strengthen New Jersey's
public health system by making it more consistent, efficient, and acces-
sible to tho community.

How is Public Health: C.A.R.E. improving public health?

» Developing public-private partnerships to bring both community and
governmental resources to bear on public health problems and health
policy outcomes that improve health status

+ Convening the Pediatric State-wide Leadership Council in 2003 hK
bringing thsmans, nurses, public health professionals, mental health
professionals, and school-based health practitioners together to focus
o1t improving systems that can prevent childhood obesity, increase
mental health services for childrenadolescents, and improve New
Jersey's immunization practice

» Building a new constituency for health promotion and disease preven-
tion hy linking community agencies, Professmnal organizations, local
health departments, and medical professionals

What can Public Health: C.A.R.E. help you do?

« |dentify tho public health priorities and needs facing Now Jersey
communities

+ Generate practical solutions to public health problems hy applying
scientific expertise to health policy development

* Build partnerships among business, public health, medical, and
community-hased organizations to solve public health priority issues

+ Croato efficiency and accountability in public health systems, pro-
grams, and services hy leveraging private sector support

Support

Tho Turning Point Inltlativo Is fundod byThu HobortWood Johnson
Foundation. 1o National Proflrom Offico Is located ot tho blvorsity
of Washington School ol Public Health and Coinmunity McdIclno,
Contact tho National Program Ollico at 200-010-8*110 or visit
wwvy.turnlnopointproOrani.org.
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A strong public health
system is crucial for
protectin%and improving
the health of Americans.

J

New York's Public Health

MowYod s 14.000 public health
worktM« witlnu the state health
department and bs local health
depart,mpr,is are at the front lines
to preven|| epidemics and the
spread of disease They also
niotect against environmental
bawds, promote and encourage
hoaHhy Iifestﬁles, assure high-
gujjhty accessible health services,
am) respond to community
disasters and aid in recovery

lhe nearly iJ million people who
live in Mew York State urgently
need a public health workforce
trained in emerging ppohc health
issues including biological. '
chemical, and radiological emer-
gency preparedness

Now Yorkers include 12.% who are
noi citilen residents ancj a diverse
mu o< racial and ethnic grouE)s
Disease prevention and health
promotion for New Yorkers
requires communicating effec-
tively across cultures and among
diverse populations

Local health departments need
resources and training to
strengthen their capacities to
prepare for puolic health emer-
gencies among oivPise popula-
tions throughout the state

For moro infommtion

| | Cjorandi. Coordinator
Now York State Community Health
o Pal?isii
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| dtnam. NV t?no
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Collaborating for a New Centuryun Public Health

Whatis New York Turning Point?

The nationalTurning Point Initiative aims to transform and strengthen the
public health system in the bKted States by making it more community based
and collaborative. NewbYk'sTurning Point Initiative is_strengthenin?_ the
capacity of the public health workforce and community health coalitions by
increasing public health knowledge, skills and program effectiveness.The
timely successes ofTurning Point's collaborative partnerships and develop-
ment of a skilled workforce in Newtfrk are substantially improving the slate's
public health responsiveness to bioterrorism and other emerging public health

threats.

How is the NewYork State Turning Point Initiative strengthening public health?

* Enhancing partnerships with local public health agencies, schools of public
health, professional health care and community-based organizations to
identify and address the training and continuing education needs of the
public health workforce and community health coalitions.

+ Co-sponsoring the ThirdTliursday Breakfast Broadcasts fj'22) , a nationally
recognized, monthlﬁ one-hour satellite broadcast series featuring expens on
current public health issues.These broadcasts strengthen skills and provide
essential information to communities for addressing emerging public health
issues such as emergency preparedness, hioterrorism, and West Nile virus.

+ Developing an online course providing training for public health nurses and
an orientation course for new local hoalth commissioners and directors.

* Improving knowledge, skills and access to community health data and infor-
mation needed to assess and address priority health issues in communities.

» Strengthening collaboration between local hospitals and public health
agencies, which is necessary to assess and address community health
issues and to prepare for potential public health emergencies.

How can tho NewYork State Turning Point Initiative help you?

* Identify high priority public health neods and resources in your communi*
ties

mAssess and address tho ongoing training needs of NewtYrk's public health
workforce

+ Provldo access to high polity training and material on emerging public
health issues such as emergency preparedness and hioturrorism

» Assure that your public health workers are prepared and relate effectively to
important partnors such as hospitals and first rospondcrs

Support

TImtumino Point Initiative is funded liy tliu Robot! Wood Johnson Foundation,
tho National Pronoun Offico in Incntnd nt Iho Irfvursily of Wanhinnlon School ot
Public Health and Community Mudicini Contact Iho National ProQram Offico ot
200 Gt0 BA1Qor visit www.turningpGintprourdm.nru.

ATt
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A strong public health
system is crucial for
protectmqhand imprbving
the health of Americans.

North Carolina's Public Health

Not!Imamlina tankr. among Iho
(out>ny ‘. bottom thml m ovoiall
Ito.PIli 0" US n.-sidonis. Chiomec.
(lisSCHSCI. which arc laiyoly
fin v nhijiv-, fonsijmc > of
N'ifih i .irolina s health cate
dollars

'boar 1tuse alone costs North
1 )ii)|iin,fiis S- K nillion I-inntially
m:»ilh <ine4 t and indirect .csts
Al ihr-sami-luiio less thin 1%
a year of the state's total health
caie dollars goes lo support

health promotion and disease
prevention ;

Preventing illness and disaoility
associated with pievent,able
risks regimes complex solutions
and the commitment and
investment ol people and
organizations horn many

sectors e

North Carolina needs a consis
lent investment in community
and statewide activities such as
community assessment, the
mon-tonng of health trends, and
local response to priority health
issues in order to fully ﬁromote
and prn’u. i the health of S
u-sidents

For more information
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Collaborating for a New Centqr*rrPublic Health

What Is North CarolinaTurning Point?

The nationalTurning Point Initiative aims to transform and strengthen the
Bublic health system in the blted States by making it more community

ased and collahorative. North Carolina'sTurning Point is expanding and
enhancing existing state and local partner organizations working to trans-
form the overall system for meeting North Carolinians' health needs.
Turnm? Point contributes to public health improvement through its support
of Healthy Carolinians, North Carolina's network of Iocallz based, public-
private partnerships to improve and protect the public's health.

How is North Carolina'sTurning Point improving public health?

+ Fostering the use of standards of practice in the performance of essential
public health activities at the community levei so that communities are
guaranteed their right to comprehensive public health service and

protection

* Providing crisis, emergency, and risk communication training and
infrastructure development for the state's Office of Public Health Pre-
paredness

* Providing state and local training to apply techniges of social marketing
in public health programs in efforts to change health risk behaviots

- Creating educational programs and identifying best practices for public
health partnerships to eliminate health disparities in North Carolina

communities

What can North Carolina'sTurning Point help you do?

+ Engage communities in assessing local public health needs, defining
priorities, and mobilizing resources

* |dentify barriers to community health, including access to affordable
health caro

* Link community-based health assessment with state-level planning and
rosourco allocation

* Improve responsiveness for public health emergencies

. rI?acliliﬁate private sector involvement and commitment in the public's
oalt

Support

thn Turning Point InitiMivo is fumim! by Thu Itoboit Wood Johnson
foundation.Tho National Program Offico is locatod at tho Wverslty
of Washington School of Public Hoalth and Community MudIclno.
Contact Iho National Program Ollico at 200%610-8410 or visit

www.tuminiipointpionram.Qru. [l At.litv CAKOIINIan i
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A strong public health
system is crucial for
protectin% and improving
the health of Americans.

Oklahoma's Public Health

With health departments if' 65
ol its n counties. Oklahoma
has one of tho host public health
infrastructure?- m the nation

Unfortunately, out public health
-infrastructure has not resulted in
a healthier pooulation Okla-
homa ranks 46 m ihe United
Health Foundation 2002 Slate
Health banking's Oklahoma
ranks among the worst in
’infectious diseases, death rates,
and teenage births. Oklahoma's
death rates for heart disease,
cancer, injuries, stroke, and
emphysema are higher than the
national average

Oklahoma citizens are overbur-
dened with more than their
share of disability and unneces-
sary death

An essential element missing in
how public health deals with
these problems in Oklahoma is
community-based decision
making,

.4
Oklahoma's communities’ can
and must voice their community
health needs and take an active
role in mat ing public health
decisions as equal partners

Forjnore iof.otmfltlan
L. [ L>ims:e/K) or Ueo H.n™
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Or .i-'u'ua S'ate hop' o' Health
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Collaborating for a New Centucynmi Public Health

What is OklahomaTurning Point?

The nationalTurning Point Initiative aims to transform and strengthen
the public health system in the hSted States by making it more commu-
nity based and collaborative.Turning Point in Oklahoma has more than
40 partnerships across the state working to strengthen Oklahoma”
public health infrastructure through communi* ased action in order to
respond to the challenge of protecting and imp ~ mg the public's health
in the 213century.

How is OklahomaTurning Point improving public health?

* Promoting acommunity-based approach in public health decision-
making through 40 local partnerships

» Increased cooperation of key state and local partners that successfully
addressed secondhand smoke through legislation

+ Developing partnerships with the state, county agencies, and commu-
nities to assess local public health needs and develop local solutions

* Local partnerships developing Community Health Improvement Plans

+ Established a resource center for data collection and analysis that will
|heIp| communities implement population-wide services at the local
eve

What can OklahomaTurning Point help you do?

.- i communities in assessing local public health needs and
mg priorities

+ |dentify barriers to community health, including lack of hoalth caro
coverage and services, poverty, attitudes and belief systems, and
environmental factors

+ Strengthen partnerships that sharo in planning, building, and main-
taining healthy communities

* Improve tho public's health through health promotion and disease
prevention initiatives and policy change

suport | OKIAIOMA
Jjm finnInn Point initiative Is fundod by The Fiobott Wood Johnson

foundation.Tho Notional Proflram Olhco la located ot tho blvorsity T urnin g
of W.ishIn(jton School of Public lloolth and Community Medicine.
Contact tho Notional Pro(jrom Ollico ot 70t> tilO tMIO or visit
www.tuminnpolnlinoprnm.oro.
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Oregon's Public Health

« M-.smunts of'Oiegon*

In-.i ih system in 2000 and acoy

miifiwod subst.ini..Aifj:-. parti- -

i.iiiy in the pm v-W ji o" inf(M
t'ous disua L I.K'siiite new

"M ling for hie ti.-mn -.m respon- Whatis OregonTuming Point?
--ness, gaos inqubit” The nationalTurning Point Initiative aims to transform and strengthen the
ik".i"l services Olhoi vital public Eublic health system in the Wted States by making? it more community
health functions needed by the ased and collaborative.Turning Point in Oregon facilitated the creation of
punii* mill Remain, out without the Oregon Public Health Improvement Plan, which identified priority areas
I'--ljiiate restiun.es . needing public health attention.Turning Point now enables the state to take

important action steps on recommendations from the plan that will im-

Olegons I lolu'fieath system prove the health of Oregonians.

.ides impi mi"i servhes and
om'r-i noris iri tin- mini - mmter

cest Ci i miris netwoP s. and How is OregonTuming Point improving public health?

climes have ii-monslrated ffiat + Supporting collaborative partnerships at local and state levels that

ihe, an come toqc thm in . include hospitals, Phys!mans, nonprofit agencies, county governments,

nadnoi be Mt state md the* businesses, schools, faith communities, and environmental health
Satvyofidmg the punk. = health + Modifying outdated and fragmented laws that protect the public's hoalth

by using information to male , ,

informed decisions m times of + Developing standards for local and state public health systems to ensure
limited i('sources has no-.et been adcgate public health services to all Oregonians

Tdoerr?tilfgggoaléutwe IFélgdli%ch;I{ﬂ:ngfS Convening health-related organizations to identify health policy changes
g necessary to meet pubi.e health demands in Oregon for the future health
prevent,role deaths m <>mqor\and and safefy of Oreaonians
avoteeappmvi-d initiative pro- y g
vided Iendingf ovta ihe past five

What cnnTuming Point help you do?

years that led to a dramatic
decrease m inoacco use 0y * Mobilize community partnerships to develop new policies and innovative
adults and teenagers Obesity strategies to address high-priority health needs

and lancer are the tie't leading . : . : .
Cause, ol preventable Oregon  Work with public safety agencies and community coalitions to develop

deaths' Investments m public plans for biotorrdfism events and other emergency conditions

health i .ri pieveni these deaths + Showcase effective Bartnerships that deliver qalily public health a.id
Erevennve sorvicos based on assessment and spocific ncods identified

For moro information y local communities

|, =T HUjyu-s.» 1" ha Clt * Ensure an offoclivo, well-prepared public health workforce to promote
f'ublit Him i 11" egf and protect the health of Oregonians
O'y" . it if H\ytti.i- fof * Provide important data and information to members of Congress
yorhi eV s b
.o ik <)77V
m-*r foon
T mft %1 WA T L Support
; Tho Turning Point Initintlvu i» run doit by vnu Notion Wood Johnson FounrJa- L
mi lion. Tho Natlon.il Program Offirn n locat' d at tho Wvrifsity ot Washington
Rw.RIiW .o'in School of Public Health and Community Mudiclno, Contact tho Notional ~ <5>

JOHNSON Program Ofbca at 200-010-0410 or vinlt www.fiifninopoinfprogtotn.otg.

1y INIVMI0'N
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A strong public health
system is crucial for
protectm% and improving
the health of Americans.

South Carolina's Public Health

South Carolina leads tho nation in
many health indicators, trom
cardiovascular ctoail, tales to HIV/
*AIDS ParIn ui.nly irooolmg are
tho petsistpnr hoahh dispanbo:.
oolwoon white arid Afric an
American residents These
indicators and disparities ielate Lo
complex commmvtv p.(interns
associated with laostytos; the
environment nnonpmi,.Si and
access to -.are

improving community health
, Tequires local puolic health
leadership to supﬁort bommdnity
planned health initiatives

State budget cuts.,categorical
federal funding, and new de-
mands for emergency pmoared-
ness are stressing the existing
structure ol state district, and
county public heallh dihces and
limiting their ability to respond to
local communities' unique needs

Community partnerships are a
critical ingredient ‘or improving
community health We must link
community wisdom”nd profes-
sional expense with the political
will to make the necessary
changes

. For_more iafonfialioo
Pom Gillam or Dave Murday

SC Center lor Health Services &
Policy Research
Arnold School ot Public Hoalth
Columbia, SC 29208
803 B30 .
I) ia-i(ts®S" r-Cli

THt

RwktWcinn e
> SoUNTWHION

South Carolina

T urn.i
Collaborating for a New Centuf*m F’Q'ublic Health

What is South CarolinaTuming Point?

The nationalTurning Point Initiative aims to transform and strengthen the
Bublic health system in the bited States by making it more community

ased and collaborative. In South Carolina,Turning Point is a collaborative
process that strengthens the state's capacity to protect and improve the
public's health br merging professional expertise and community wisdom
with political will. Partners representing a diverse group of public, private,
state, and local organizations guide this process.

How is South CarolinaTuming Pointimproving public health?

« Supporting community-driven health planning that uses data effectively,
engages ethnic and minority communities, incorporates environmenta
factors, and builds community and local hoalth department capacity in
areas such as Horry, Georgetown, Hampton, and Orangeburg

* Improving working relationships and building effective partnerships
among agencies and organizations working with and within communities
to promote health

* Providing critical training for public health professionals and lay leaders to
eqip them with appropriate leadership skills and tho knowledge to
improve and protect health in their communities

+ Identifying health and environmental data that communities need to
inform community action for health improvement and protection

+ Creating and sustaining state level commitments to innovation related to
improving public health involvement at the local level, despite the state's
worst financial crisis in decades

What can South CarolinaTuming Point help you do?

+ Access communities that have assessed and prioritized their local Fubljc
health needs through a nationally recognized, inclusive strategic planning
process

* Improvo tho health of South Carolinians through tho support and leader-
sh|(§) development of professionals and lay community partners invested
in developing a stronger public health system

* Engage professional and lay community leaders from across tho state,
who can share first hand their successes and challenges with merging
professional oxpertise, community wisdom, and political will to improve
their community's hoalth

Support

ThOTurning Paint IniliAtivo In fundod by Hio Robert Wood Johnson Foundation i 1 D
Tho National Pronram Officeis locaind al tho bivursily of Washmgton School

0l Public Hotillh and Community Madiclim. Contact tho National Program
Ollicp ol “bo-e10-Ht10 nr visit www.tumin(ipnintprofjniin nrf)



A strong public health
system is crucial for
protecting and improving
the health of Americans.

Vir%inia's Public Health
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In just ihe past six yeais. Vngiima’s
.ovoran health status has fallen
“front 10" in the nation to, 19

lhe Commonwealth and its
citizens need and deserve a
hr'althy. moductive future

| tto\ live public private partner
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tpsit've step we can take to
ensure Virginia's tntum
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Collaborating for a New Cent Public Health

Whatis VirginiaTuming Point?

The nationalTurning Point Initiative aims to transform and strengthen the public
health system in the bitted States by making it more community based and
collaborative. i/giniaTurning Point, known as the Vginia Center for Healthy
Communities, emphasizes developing tools to help public and private sectors
work together to identify needs and implement solutions to community health

problems.

How isTuming Point improving community health through the Virginia Center for
Healthy Communities?
The health ofl/%inians improves and the health care costs for the public drops

when preventable illnesses are reduced.TheWginia Center for Healthy Communi-
ties helps businesses and communities know how lo make this happen by:

* Pinpointing the most urgent health issues for a Sﬁecific_population and provid-
ing direction on establishing related community health improvement piograms

* Linking businesses, communities, and others with Partners that will help their
programs get started more gickly and work more effectively

The Vginia Center for Healthy Communities promotes collaboration among the
business, health care, insurer, civic, education, and public health communities,
helping them work together to develop and implement effective community
health improvement activities. Among tho many ways the Center helps are:

« Community Health Incentives: technical assistance to stimulate partnerships
and community health intervention programs

* TheVginia Atlas of Community Health: an in-depth tool that identifies health
issues of communitieswith 80 health status indicators, including local rates for
key hoalth conditions each of which can bo examined for specific demographic
groups within a zip code

* AMcg for Community Health: a reliable resource for those establishing health
improvement programs and for public policy makers designing programs

What can tho Virginia Center for Healthy Communities help you do?
* Provide in-dopth information on tho specific health needs of your constituents

+ Serve os areliable resource of information on health issues and community
health needs

* Improve community hoalth through expanded investment and participation hy
local businesses and other sectors committod to community health development

* Provide the facts and figures needed to weigh the merits of proposed legislative
action on health issues,

Support

ThoTurning Point Inltlutivu is fundod by Iho Potion Wood Johnson t'ounca-

tlon. Iho Notional Program Offico is located ot tho bivorsity of Washington / Y®
Sellout of Public Hoalth and Community Mndlcmo. Contact Iho National ri inia Center fOr. .
Program Officii at 2 o1 o+10 O ViSit www.lurninopolntproofam.oru. Hea tﬁy &ommunltles
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A strong public health
system is crucial for
protecting and improving
the health oTAmericans.

WestVirginia's Public Health

West Virginia is tﬂe second
must final state in the nation,
which increases the importance
ot strong and cnnid nated local
oartrier simis

in 199/ 34 of the -19 local
health departments in West
Virgni-a were exoenenctng
seven reduction m services
and workforce due to a dra>
malic decrease mrevenue and
support

West Virginia's communicable
diseases were betmg under-
reported and the need to
stiengthen’surveiilance capac-
ity was identified

iIistoncalI?/. state and local

planning efforts have tacked a
formal process for setting pint
short and long-term priorities.

For moro information
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What isWestVirginiaTurning Point?

The nationalTurning Point Initiative aims to transform and strengthen the
public health system in the bited States by making it more community hased
and collaborative. InWestVginia, theTurning Point Initiative focuses on
improving the performance of and working relationship between state and local
governmental public health agencies in order to more effectively address health
Issues. West f/ginia, working with Turning Point partners, is creating processes
that measure the performance and effectiveness of public health activities
throughout the state.

How is West Virginia Turning Point improving public health?

* Regularly assessing the performance of local public health services through a
new accountability structure.This new structure assures WestJ/ginians of
standardized care and ongoing improvements to services that protect their
health. New performance standards, for example, have already reduced the
time it takes to recognize a new infectious disease outhreak in Westk/ginia.

+ Convening active partnerships of representatives from a variety of sectors
that have a stake in public health at the local level to share resources and
decision making based on local health priorities.

» Supporting community partnerships in developing local policies and revising
outdated public health codes, As a result, communities have the legal tools
and authority needed to respond qickly in a public health emergency.

+ Strengthening the relationship between state and local public health struc-
tures through formal working agreements and joint planning and assess-
ment with activities such as tho Annual Invitational Roundtable on Public

Health.

* Increasing the capability of the public hoalth workforce through the develop-
ment of standardized job descr||ot|ons, orientation programs, and structured
job training tools for public health nurses.

* Improving ability to track emerging infectious diseases hy developing perfor-
mance standards, increasing regional and state staff, strengthening labora-
tory capacity, and providing qortorly trainings.

What can WestVirginiaTurning Point help you do?

« Monitor the effectiveness and efficiency of public health systems and pro-
grams through performance management

» Assess the health of state and community populations to establish priority
areas for investment and health improvement

Support

[lia Turning Point Initiative I* fundod by Tho Robert Wood Johnnon Foundation.ho Notional
Program Offico is located at tho Uvorsity of Washington School of Public Hoalth and
Community Medicine, Contact tho National Program Offico at 200 01C'8410 or visit
www.turiiingpoinlpiogram.oig.
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A strong public health
system is cruciallor
protectin% and improving
the health of Americans.

Wisconsin's Transformed Public
Health System - A Good
[nvestment
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Collaborating for a New Centi ublic Health

|
Whatis WisconsinTurning Point?

The nationalTurning Point Initiative aims to transform and strengthen the
Eublic health system in the Wted States by making it more community

ased and collaborative. Wisconsin's Turning Point Initiative reflects a trans-
formation in the way Wisconsin operates its public health system and ad-
dresses its priorities. Maintaining the health of the public was once solely
identified as a governmental responsibility, butTurning Point in Wisconsin is
helping define more broadly the roles and responsibilities for improving the
health of our communities.

How is Wisconsin's Turning Point Initiative improving public health?

+ Developing policy recommendations to it prove public health laws that
provide legal support for the protection cfWisconsins

* Ensuring good mana%ement of resources through gality assurance
activities with public health partners

+ Creating model practices resulting in achievements, such as countywido
coalitions that exceeded national early childhood immunization goals and
were awarded the first annual federal Protect Award from the Centers for

Disease Control and Prevention

+ Facilitating innovative state, federal, private partnerships such as the -
partnership that has made regional dental resources accessible to entire
communities

+ Expanding academiafcomrnunily partnerships to advance hoalth through-

out the state through the formalization of strong public health Partnerships
with the Uvorsity ofWisconsin Medical School and the Medical College of

Wisconsin

What can WisconsinTurning Point help you do?

+ Focus policies and resources on the hoalth and system priorities identified
IN Healthiest Wisconsin 2010

 Monitor health improvement in Wisconsin through the evaluation efforts of
Healthiest Wisconsin 2010

+ Showcase and support tho replication of effoctivo partnerships in Wiscon-
sin that have recelved national attention for their achievements

* Mobilize community partnerships to develop now policies and innovative
strategies to address high priority health needs

Support

ThoTurninn Point Initiative Is fundod by Tho Robod Wood Johnson Founda-
lion,Tho National Pro%rnrn Offico Is locutod at Iho bfvorsity ot Washington
School of Public Health and Community Modiclno. Contact tho National
Program Offico at 200-010 BA10or visit www.turiilngpolntprogrom.ot(.



M ore AboutTurning P oint

Turning Point also sponsors five National Excellence Collaboratives, in addition to supporting the work
of the states described in this publication.The National Excellence Collaboratives are made up of
participatingTurning Point state members who work in local and state public health settings and also
Includes representatives from national organizations and federal agencies.The Collaboratives provide
an integrated approach to public hoalth system change and have developed tools and resources for
practice.

The National Excellence Collaboratives and some of their products
Statute Modernization—providing direction for improving laws that protect the health of the public

* Selected Products: The Model State Public Health Act, and The State Public Health Law Assessment
Repod

Information Technology—providing resources for effective communication and access to information

* Selected Products: A national survey on the information technology used by slate and local health
departments and the web-based Public Health Information Systems Catalog

social Marketing—providing tools for effective public health communication

* Selected Products-CDCynergy-SOC, a social marketing version of CDC's CDCynergy, The Social
Marketing Resource Guide, Social Marketing 101, and Lessons from the Field

Leadership Development—providing skills for working collaboraiivuly in public health

+ Selected PI’Od_UCtSZ Collaborative Leadership and Health: A Review of the Literature and acurriculum
for collaborative leadership

Performance Management—roviding a way to measure and improve public health systems

+ Selected Products: Performance Management in Public Health: A Literature Review, From Silos to
Systems: Performance Management in Public Health: From Silos to Systems: A Peiformance Man-
agomcntToolkit and Implementation Guide

The National Excellence Collaboratives are also joined in this work by many national public health
partners—the Centers for Disease Control and Prevention, the National Association of County and City
Health Officials, the American Public Health Association, the Association of State nndTerritorial Health
Officials, the National Association of Local Boards of Health, the National Network of Public Health
Institutes, the National Public Health Leadership Development Network, the National Council of State
Legislators, the National Governors Association, the Public Health Foundation, and others.

Information, publications, and further descriptions of the National Excellence Collaboratives
and otherTurning Point projects can be found at www.turningpointpmijram.org.

Turning Point Nntional Program Offico
Bobhie BorLowitz, Director

6 Nickerson Street, Suite 300
Seattle, WA 9B109
206-616-8"110 Phone
206-616-8166 Fax
www.turningpointpronram.org


http://www.turningpointpmijram.org
http://www.turningpointpronram.org
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States ot Change Was Written and produced througiia collaborative effort reflecting the spirit of
theTurning Foint Initiative. This publication is a product of the creativity of the following individu-

als:

Patricia Nault, Alaska Division of Public Health
Catharine Riley. Maricopa County Department of Public Health, Arizona
Jill Hunsaker, Colorado Department of Public Health and Environment
Elissa Bassler and Diana Derige, lllinois Public Health Futures Institute
Kim Kimminau, Kansas Health Institute and Richard Morrissey, Kansas Department of
Health and Environment
Michele Jean Pierre and Maggie Merrill, Louisiana Public Health Institute
Ann Conway, Maine Center for Public Health and Natalie Morse, MaineGeneral Health
Lee Kingsbury and Dorothy Bliss, Minnesota Department of Health
I\H/Iahlrﬁe Skala, Shirley Rutz, and Kathleen Wojciehowski, Missouri Department of

ealt
Melanie Reynolds, Montana Department of Health and Human Services
David Fbim and Mary Munter, Nebraska Department of Health
Rocky Polito, Nevada Public Health Foundation
Jonathan Stewart, Now Hampshire Community Health Institute
Sylvia Piram, Tom Reizes, and Christina Dyer-Drobnack, NewYork State Community
Health Partnership
Christopher Cooke, North Carolina Division of Public Health
Lair;llhOImstead, Neil Ilann, and Brandie O'Connor. Oklahoma State Department of
Healt
Casey Milne andTom Milne, Milne & Associates, LLC, Oregon: and Tom Engle, Grant
Higginson, and Kathryn Biodorick, Oregon Department of Human Sei vices
Jerry Dell Gimarc, Pamela Gillam, and Morris Govan, South CarolinaTuming Point
Jeff Wilson and Stephanie Kellner, Virginia Department of Health
Amy Atkins, West Virginia Department of Health
Margaret Sdtmelzur, Wisconsin Department of Health and Family Services
Turning Rjint National Program Office staff

Bobbie Borkowitz, Director

Betty Bekemeier, Deputy Director o
Matleyao Boidiard, Public Relations and Communications Manager

Jennifer Griffin, Program Coordinator
JudithYairow, Editor

We are giatoful for Andy Goodman's expertise aswe honed tho stories for states ol Change
Numerous individuals g<wo their tune in interviews for those stories, and our thanks goes to
each of them for their participation in ruining Point and lor sharing thou experiences. Finallﬁ, wo
thank The Robert Wood Johnson Foundation for their support and funding of this unique ﬁu lic
health imitative. Without RWJF's of forts in public health system improvement through the
fuming Pomt Initiative, the stones that follow may not have occurred

Seattle. Washington
April 2004
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7 he year 1996 ushered in a public health revolution. Melding their visions of
health improvement and community empowerment, The Robert Wood Johnson
Foundation and the W K. Kellogg Foundation heeded the growing call for
improved public health infrastructure. Dr. Susan Flassmiller of RW JF and Dr.
Barbara Sabol ofWKKF, together with Dr. Bobbie Berkowitz of the University of
Washington and Dr. Vincent Lafronza of the NationalAssociation of County and
City Health Officials, designed an initiative to build state and local public health
capacity—capacity to ensure the conditions that keep people healthy, capacity to
respond to emergencies, and capacity to eliminate health disparities. Turning
Point embraced the concept of collaborative partnership betv/een public health
and non-public health entities to assess systems and create public health im-
provement plans. The ultimate vision of the initiative is a public health system
responsive to the needs ofits communities, devoting resources to areas that can
best improve population health.

Initiative

Results

The Turning Point

Collaboration Brings

millions of dollars eadi year, yet public health

WasTuming Point really necessary? Abso- (
continues to be underfunded. Mere than ever,

lutely! Over the past century, health status in

the US declined sharply. Even with our technical
advantage and our mcrediblo medical research,
population health is lagging, and health dispari-
ties are rampant. In the 1960s the US was
ranked the 10" healthiest nation in the world

prevention and health promotion efforts matter
to individual health and the health of our nation.
A federallr led taskforce had doveloped a
vision of public health's role—theTen Essential
Services of Public Health, based on the Institute

of Medicine’s three core functions 1he Institute
of Medicine documented in black and white the
deca?;ed state of public
health and prodded public
health leaders to seek
creative solutions to
building infrastructure,
Bobbie Berkowitz and
Vincent Lafronza designed
fuming Point to incorporate
the best practices of public
health. Whon nearly all 50
states applied for Turnin%Point grants and were
willing to collaborate with thoso outside of
traditional public health, it was apparent that a
turning point wos on tho horizon Tho initiative
was developed at iho right timo.

In 1990.21 states and 41 communities hit
theground running After two years of coalition
building, assessment, ana planning, they
implemented various tactics for improving
public he." fh systems. From the foundations’

Now, in spite of spending nearly half of the
world's health care budget, wc are 26" The

When nearly all 50 states applied for Turning Point
grants and were willing to collaborate with those
outside of traditional public health, it was appar-
ent that a turning point was on the horizon. The
initiative was developed at the right time.

promise of health insurance from the Now Deal
era has eroded and left us with millions of
under-insured and uninsured men, women, and
children. Typo 2 diahotos, onco called "adult
onset" isnow on the rise among the young,
putting children at risk of alifetime of duomc
ciseoso. Diet and Bhysical activity patterns are
now groater contributors to mortality than
tobacco use and are increasing in impact.
Prownt.iblo chronic disease costs our nation



big vision, very concrete state and local
improvements have taken place and continue
to emerge. Tuming Fhint states have created
workforce development innovations, built public
health infrastructure, created tools to improve
public health practice, developed mechanisms
to eliminate health disparities, and leveraged
resources for public health All the while they
have proven tin? value of the collaborative
model through the relationships they have
fostered between typically disparate entities,
and through the achievements they've won
together The value of tho collaborative model
shone through when, in the spring of 2002.
states organized to create plans for biotenonsm
funding. Turrvng Romt states already had
working coalitions with community partners.

RWJFTurning Point National
Program Office Staff Heft to right).
Anita Kamran, Bud Nicola,

Betty Bekemeier, FredAhrahamson,
Jennifer Griffin, Bobbie Berkowitz,
Judith Yarrow, Marleyse Boichard,
and Stephen Padgett

emergency responders, and other nontraditional
oartners such as business These collaborative
partnerships placed Turning Fhint states ahead
of ihe curve m being able to respond quickly to
ihe need for preparedness plans for public
health
Bobbie Berkowitz's team at Turning Fhmt's
National Program Office promotes the achieve-
ments of the initiative through technical assis-
tance to ihe states and their partnerships,
dissemination of stories and outcomes, and
ongoing communication to create a learning
community among the states. The National
Program Offico mirrors the unique philosophy ot
the program, with team members vvoikmg
«ollaboratively to achieve the best results for
tho program and for public health
Public hoalth system change takes
tinui, olfort, and innovation
Building mfrastruc turn (focr:. riot
immediatelﬁ translate to
improved health outcomes,
but change is visible Public
health systems can bo
improved through collaborative
partnerships building on the work
of national partners As recent
yea's have shown us, public health
is not alone in the business of
improving citizens* health. Partnering
with others is riot only necessary but
desirable Tho foundations' investment m
. TutPin(h; Pouit has paid oil exponentially
Public health e. mileed a good buy



W ith 3 million lakes and more than halfa million square miles of pure nature,
it's hard to envision Alaska as a place of thriving technology. But it is true. In fact,
an economy built on development of Alaska's natural resources has allowed
government and industry to invest and become one of the most technologically
advanced states in the nation. So when the Alaska Turning Point Initiative was
funded, public health stakeholders decided to take advantage of this technologi-
calleverage and create a pubkc health information system.

North to

TheTuming Point Initiative started with a
general idea that the various components of
the r)ublic health system in Alaska—state,
local, tribal, public
sector, private
sector, nonFrofits—
already collected
and analyzed a lot
of health status
information. It
seemed feasible ‘o
find a way to create
a single electronic
"door" through
which much of it
could be made
readily available on
the state Web site.

Add some census
demographics and
clear instructions on how to interpret and use

health statistics and the Public Health Informa-

tion System would bo m business.
It's not as easy as it sounds

There
Creating the Public Health wore of
Information System probed (t:g(lijtrr?i(():al
some sensitive parts of the issues 1o soit
organizational culture... even out, design
questions about why it was ggtﬁlse“%nnsdlo
necessary or beneficial to make ;:caqs
data available to the public. concerns to
address Tito
biggest

surprise, however, was hew difficult it wos_
mmle t0 oburn tho data Croatmg tho Public
[foolth Information System probed sortie

Alaska Turning Point
th e

Future

sensitive parts of the organizational culture:
possessiveness by those who "owned” the
various databases, concerns about the public
misunderstanding or
misinterpreting data, even

questions about why it was
necessary or beneficial m
make data available to no
public.

The initiative also had to
plow through ways to
promote an external focus
on the Public rather than an
internal focus on the
a%ency, and found obstacles
when experimenting with
approadies to data analysis
and presentation. How could
they present data on a small
village without breadiing
privacy? These obstacles aro expected in any
project implementation, but add tho additional
challenges of a change in political leadership,
significant budget cuts, department-wide
reorganization, and a high rato of team member
turnovot, and tho initiative's focus wont from
just implementing .1 plan to keeping the plan
alive as playors came and went

But the initiative endured and what resulted
was tho long-awaited Alaska Public Health
Information Sﬁstem, now live and available to
the public on tho Wotld Wido Web. Tho system
provides ono-stop-shopping for health statistics
and dal.l and isavailablo to tho public. The
Alaska Turning Point Initiative was able not only
to pull buriod data logothor in an efficient,
categorical, useMriendly portal, but to complete
tho projoct amidst chaotic environmental
changes



At a G lance: A las k a

Aim of Alaska Turning Point

Alaska Turning Point has focused on developing a strong public health system to Protect and "by
improve the health of Alaskans.The two goals of this project are to- 1) provide information to Eolicy
makers, public health system partners, ulid the general public about the health status of Alaskans;
and 2) provide community-hased organizations with data and information, as wall as the technical
assistance on how to use it, in order to conduct community assessments and plan health im-
provementinitiatives,

Alaska's Public Health Challenges

The effectiveness of Alaska's public health system is challenged br the emergence of new public
health problems and environmental issues and by changes to health systems, health care
financing, and government structures. Public health has a mission to protect and improve health
To carry out this mission effectively
and use its resources wisely, the
public health system needs up-to-date
Information about the diseases,
conditions, and other health threats
affecting population groups. Among
the most si%nificant and persistent
public health concerns in Alaska today
are tobacco use, alcohol consumption,
injuries, suicide, nutrition, and chronic:
diseases. Inadequate access to health
status statistics and information was
identified in the Alaska Public Health
ImFrovement processes asignificant
problem m Alaska’s public health system

AlaskaTurning Point's Contribution to Improving Public Health

« Displaying public health information in a location accessible to all components of a
complex public health system to assist with decision making at all levels

m Making reports, publications, and analyses developed byTurning Point available on
the Internet to be used to assess health needs, establish Fnormes, and develop
improvement strategies on a state, regional, or local leve

m [dentifying and setting goals to be readied among communities throughout Alaska
using data to impact key health issues

For More Information Deborah L. Cnckson, Manager
Alaska Division of Public Health

P O Box 1106 IP. Juneau, AK 9981I-0G10
tel f907TMGG-8Glb e-mail, deb.encksondilhcalth state al us

Patricia Nault, Alaska Turning ftht Cooidinator
Alaska Division of Public | lcalt

P O Box 110(510, Juneau. AK 99811-0610

tel (907) -lob 8617 ¢ mail palricin_nault<rShe;ilth Mate ak ur



Ariz

Bob Cassa serves hiscommunity by developing the conditions that will keep the
population healthy. In his case, his community is a nation within a nation, the San
Carlos Apache Nation in Arizona. A public health educator with the Indian Health
Service, he coordinates, organizes, and implements a variety of health promotion
and disease prevention activities in the schools and community. He especially
loves working to improve the health of kids because he remembers what it was
like to be young and making life-altering decisions. One of those decisions led him
to public health and back to the San Carlos Apache Nation.

ona Turning

Collaborating for

Twenty-nine years ago, San Carlos tribal
leaders saw the future of their nation in a
ﬁrommn kid and encouraged him to pursue

igher education. When Bob first started ot
Arizona State University, his options were wide
open, but he soon found himself in pursuit of a
BA in Health Services. As a child, Bob recalls
being a patient in the local hospital, where he
remembers noticing the great number of non-
native doctors and nurses. His decision to go
into the health field came in part from his
awareness of tho need to increase the number
of native providers. After receiving his
bachelor's degree, he followed up with a

Community

Point
Health

Academy together to strengthen communica-
tion and collaboration between the two entities.
For Bob, the experience allowed him to
revisit key principles in health education and the
underlying purpose of public health. For others,

some or all of the information was new. The
trainin? sessions %rompted Bab to identifz how
he could improve health education throug
belter collaboration, communication, commu-
nity assessment, and community participation
Bob recognized that although hoand his
colleagues valued collaboration, sometimes in
the dally activities of doing their jobs, the
importance of collaboration was lost.

Master's in The
Public Health  The training sessions prompted Bob to Academy
U?}R]/etpseityof identify how he could improve health \é\{(l)t\i/]igg(thalls
Ifawaii, I1q education through better collaboration, public health
started s ~ communication, community assessment, Wworkerswho
fnar1e9e3r5mi/n|th 1S and community participatign. | Sggvp?etg(f)San
Nevada but Carlos with tools, resources, ideas, and tho

soon found his way bad; home to Son Carlos
in 1988.

Bob had already boon serving in his com-
munity for 16 yoars whan he was asked to
participate m 3training program called the
Academy Without Walls. Created by Arizona
turning Point and the Mel and Enid Zudterman
Arizona College of Public Ifoalth, tho Academy
delivers training to frontline public health
workers m Arizona Son Carlos was chosen as
a pilot site for tho Academr’s comﬁetency
basod training in basic public health science
skills, community dimensions of practice, end
cultural competency Tribal health department
omployeor. and tho employees ol tho Indian
[lor.Ith Service Unit planned to paititapulu in tho

opportunity to oxploro collaboration Several
agencies within San Carlos had been planning
programs for kids during spring break As a
result of their participation in rho Academy,
some IS de'oartments and the tribal health
programs collaborated with other community
groups, such as the Boys and Girls Club, to put
onaspring break ovunt together. lho larger
event allowed them all to do more for the kids
with tho same resources. Iho spring break
event and tho lossons learned from tho Acad-
emy WithoutWalls are living on in San Carlos.
Agencies and community groups now collabo-
rate 11 other ways to improve hoalth and are
moving in a now direction to achieve public
hoalth gams—together



At a G lance: A rizon a

Aim of ArizonaTurning Point

ArizonaTurning Point works to make the public health system more responsive to commu-
nity concerns Working collaboratively with communities and key partners, Turningf Point
addresse.  Kic health workforce development needs, consumer and public health infor-
mation dissc ninalion, disparities in health status, and public health advocacy

Arizona's Public Health Challenges

Arizona's population has nearly doubled in the last 20 years, and yet the 8ublic health workforce
has not kept pace. Arizona has only 48 public health workers for every 100,000 residents (nation-
ally the rate is 158 public health workers for every 100,000 residents). Arizonans' life exFectancy
trails the national average by 5 years, and Arizona Native Americans' life expectancy falls short of
the national average by more than 20 years The leading causes of death are largely preventable
through access to care, education, and changes in behavior.

ArizonaTurning Point's Contribution to Improving Public Health

ArizonaTurning Point has provided
workforce development opportunities,
increased access to information, and AZHeaWilrfo. 4
increased community capacity by.
m Designing and implementing .
the Arizona AcademyWithout -, """ i
Walls, a series of trainings
intended to build capacity and
competencies of the work- N = O A
force so that they are better sm.Lim e adl N
able to address tho state's ,
public health concerns Apilot  T13C
phase included tho develop-
ment, delivery, and evaluation
of competency-hased cur-
ricula m throe areas hasic o . .
prub_ht; health sciences, community dimensions of ﬁrapnce and cultural competency
rainings were delivered to 226 participants through pilot naming sites The curricula has
nowdboor/1 refined and will serve as the basis for ongoing continuing education through the
AcaderiT

m Designing and implementing aWeb based resource to facihtatc access to public health
and consumer health information for public hoalth professionals and tho general public
A2Hoallhinfo org is acontinuously expand nyWebstte developed by fuming Point through
an innovative partm rsliip with tho Arizona Health Sciences Library and other partner..

m Developing a series of training sessions in pa'tnorship with community groups, orgamz.|
tions, coalitions, local finning fhint initiatives and leadership development programs
framings are being designed to augment thu work tho partners am already doing and will
cover basic public hoalth topics with tho goal uf enabling public hoalth to come to the
forefront ot community ISSues

For More Information Cathanno Riley. Prolect Director
Mancopa County Department ol Public lloallh

1845 £ Roosevelt. Phoenix, A7 05D0G
WWwwiiltpp com ‘ . o
tel 1(102) 506-1248 email (.athnunoriloyMmail main upa guy



In the middle ofa community health meeting in Colorado, one man spoke from
the heart. The respected African American leader shared his story publicly. He
talked about learning that he had high blood pressure as a young man and his
ongoing fears of heart disease, which took the life of his father at a young age. He
shared with his neighbors the sorrow of watching his beloved mother and older
brothersuffer from diabetes and eventually die, far before their time.

Colorado Turning Point

Health

The depth of his personal
loss was recently measured
when his sister succumbed
to breast cancer. In the quiet
room he and the others
reflected on the toll disease
was taking on their families.
When he broke the silence
and asked his neighbors and
friends how many of them
had been diagnosed with a
chronic disease, tho majority
of people raised their hands
This symbolically stated
what the state's Turning
Point Initiative had recently
bogun tracking: African
Americans were corrfing
more than their share of tho Durden of disoasc.
Did it have to ho that way?

Health disparities has been a silent problem
for decades. Community members were aware
that their friends and families were getting sick,
but only anecdotes hinted at tho extern of the

In Colorado, solving the problem of
health disparities could be tackled only
when policy makers and public health
entities became aware of its pervasive-
ness. And that story hadn't been told.

10

problem Although several programs within
Colorado's Department of Public Ifoallh and
Environment collect data on specific diseases,
historically, no one was responsible for trackin?
facial and ethn_icitg health indicators colloctively
Lhat changed in 2001, when Colorado’s Turning
Point initiative synthesized Iho Ilcalth

Disparities:

[<0>iu EO Wm;iv.» oK
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Silent No Longer

Department's data and, for the
firsttime, reported on health
status by race and ethnicity.
The initiative's director, Jill
Hunsaker, discovered from
working with the data, what
the community leader knew
from life experience: in
Colorado, African Americans
died at arate up to thiee
times higher than Caucasians,
and had an overall life expect-
ancy that is four years less.
This started the ball rolling.

TheTurning Fbint partner-
ship began working with
communities of color to build
awareness of health dispari-
ties. Togother, they advocated for amore
diverse public health workforce, a Citizen's
Advisorr Commission on Minority Health, and a
now Office of llcalth Disparities at the Colorado
Department of Public Health and Environment.
Those improvements aro all now in the develop-
ment stage

Colorado's challenges to improving health
systems for diverse cultures are not unliko
other states. In Colorado, solving the problem of
health disEarities could ho tacHod only when
thcy makers and public health entities

ecame aware of its pervasivonoss. And that
story hadn't boon told.

Agency resources fueled by tho
community's knowledge, wisdom, and advo-
cacy seem to ho a solid foundation for a future
with reduced health disparities. In Colorado, tho
Department's first stab at tackling tho hoalth
disparities problem was to document it As
people ol color saw tho charts and graphs, they
exclaimed, "\Mjsensed something all along but
now vmi have proof"



At a G lanrce: € olorado

Aim of ColoradoTurning Point V

ColoradoTurning Fbint works to ensure that all Coloradans have an equal opportunity lo be
healthy, regardless of race and ethnicity.

Colorado's Public Health Challenges

Colorado is one of the healthiest states in the country; however, not all demographic groups have
equal health status. People of color exoerience poorer health outcomes in almost every area of
health than do the rest of the state's population.

Diabetes Death Rates: Age-Adjusted African Americans experience:

Coloraoo Annual Average 19 98-2002 m The highest overall rates of death and shortest life
expectancies
m The Ivnhest rates of death from cancer, stroke,
AIDS, .'art disease, and infant mortality

Latinos/as experience:
m The highest rates of death from diabetes
0 m The highest teen fertility (birth) rate
m The highest rates of death from unintentional
injuries ,
American Indians experience:
m The highest rates of death from chronic liver
dﬁe?]seh f death f hicl
£ o m The highest rates of death from motor vehicle
SV/A / accidents

cco

Colorado Turning Point's Contribution to Improving Public Health

The Coloiado Turning fomt Initiative is creat'hg systems that work toward tho pursuit ol health equity
and the elimination of health disparities Examples include

m Developing astate Office of Health Disparities and a Citizen's Commission on Minority Health

m Developing aminority health surveillance system and publication ol regular reports of health
disparities data

Diversifying the public health workforce through recruitment, scholarships, and training piograms
Improving language assistance for peoplo with limited English proficiency
Building a stalowido communication network, including job listings

Providing education about health disparities and their root causes through media outreach, confer-
ences, and publications

For More Information Jill Hunsaker. Director. Colorado Turning Point
Coloiado Department of Ifealth and Environment
*1300 CherigCreel Drive South, Donvoi, Coloiado
tel. (303) G9?-2379 e mail |ill liviisiikei"state uo n
www.r.dphe slUiu.co us/lpi
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Although perhaps notas glamorous as an episode of the WestWin g, making
effective public policy is critical and ultimately can bring tremendous rewards. In
Illinois, determination and strategy are the name ofthe game. After all, how can
you advance health without an agreed upon plan for action?

lIlinois Turning Point

Advancing

Policy

Turning Point in lllinois lives
within the lllinois Public Health
Futures Institute. Led by
director Elissa Bassler and with
adynamite steering committee,
the Institute built on planning
efforts from lllinoisTuming Point
and drafted legislation for
ongomgi State Health Improve-
ment Planning.The "SHIPAct"
would legislate creation of a
task force composed of the
governor's office, state agen-
cies. and private sector entities

to complete the first Statewide Health Improve-

ment Plan tv January 1, 200§. Using National
Performance Standards and evaluating lllinois-
ans' health against Healthy People 2010 goals,
the task force's recommendations would be
based on evidence and would ensure that
looming threats and existing health issues are
reflected in new initiatives.

The broad-hased partnershi}o responsible for
conceiving and drafting the SI IPAct ensured

The broad-based partnership responsible
for conceiving and drafting the SHIP Act
ensured that it was thorough and well
prepared. SHIP found unanimous sup-
port from a variety of usually contentious
groups. When the time came, it was
unanimously passed by both chambers
of the Illinois General Assembly.
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that it was thorough and well prepared. SI IIP
found unanimous support from ovariety of
usually contontious groups When tho time
cnmo. it was unanimously passed by hoth
iJtambors i ' the lllinois Gonoral Assembly

Public

Health in (the

Arena

All indications were that the
widely sugported bill would bo
enacted, but the Institute's
determination was tested.
Governor Rod Blagojevidi vetoed
the legislation, citing existing
initiatives to develop interagency
coordination on health and the
potential costs involved in
creating atask force and a health
improvement plan, especially in
light of a budget shortfall. For the
Institute and the bill's supporters,
this was a surprising sethack.

HoAever, faith in the policy process led the
partnership back to examining the Act and
strategiying next steps.They were not ready to
give up and live with the status quo.

Not to be undone by one defeat, ihe Institute
is moving forward with a new strategy: it is
working to implement SHIP by tying together
and enhancing a number of existing initiatives.
Recently, the bill aPain passed the lllinois
House unanimously and the Institute and tho
Blagojevich Administration have developed
new parameters for the bill which will ensure
the Governor's signature once the bill makes its
way through the General Assembly process
The partnership engaged new allies, raised the
Institute's profile in tho legislative arena and
with tho administration, and demonstrated the
capacity of a collaborative effort to generate
ovorwholrning legislative support for public
health improvement activities.

Public health's lutuio relies more and more
in successful partnering, educating tho public,
and assisting our %overnmental representatives
to protect tho publicis health through law As
lllinois demonstrates, health policy setbacks
aren’'t tho end of tho road. They push nr. to learn
towork within politics to improve health.



[llinois Pubfic Health Futures

At a G lanwce: 1Illin o is

Aim of IllinoisTuming Point INS TITIHUTE
In lllinois, Turning Point is known as the lllinois Public Health Futures Institute (IPHFI).
IPHFI is a partnership ol public, private, and voluntary organizations. It works through
ﬁartnerships to promate prevention and improve public health systems that maximize
ealth and quality of life for the people of lllinois. Housed within the independent, nonprofit
United Way of "linois, IPHFI is In a position to provide not only training and resources to
community-based groups, but also to represent the interests of public health on the policy
level.

[llinois's Public Health Challenges

lllinois's ten leading causes of death resulted What does IPHFI's Partnership Look Like?
in more than 81,000 deaths in 2000. Many of . . P '
those causes, including heart disease, IPHFI actively engages a variety of partners
cancer, accidents, diabetes, ano liver disease from a variety of sectors:

are strongly associated with lifestyle and

social factors. As many as half of those ™ Minority health groups
deaths could have been prevented. lllinois's = Academia

efforts to improve health are fragmented ®m Rural hoalth

among multiple state agencies and across m  Hospitals

prheranns vy glal i esoutes m Eysicans’ groups

P o vary greatly ®  Social service

and capabiltes. 1t State and local health departments

IPHFI's Contribution to Improving Public Health
IPHFI is implementing the following strategies to improve public health systems

m Engaging a broad range of public hoalth interest groups to identify and address gaps and
weaknesses in the public health system

m Mobilizing collective action to advocate at the policy level for improved public health policies
and expanded resources for the unique needs of the people of lllinois

m Educating the public and policy makers on the complex, primary causes of poor health anil
strategies to address them

m Supporting the development of local community hoalth partnerships through training,
technical assistance, and policy development

*Assembling and disseminating data on thu health of the public to promote understanding of
Illinois's health status and system challenges and to suppoit planning and policy development

For More Information tlissa Bussler, Execut.ve Director
Illinois Public loallh Futuios Institute
100W Randolgh, Suite* G GOO. Chicago. I GOGO!
tok (8121 08F)L e m.iil oh.isslorGDuJnh state il us



In 2000, Rosa Molina, director of the Medical Service Bureau, was helping
minority Kansans access health services. At the same time, Kim Kimminau and
the Kansas Turning Point partnership were collecting racial and ethnic minority
data health statistics to identify the depth and seriousness of health disparities. It
wasn't inevitable that Kim and Rosa would find each other; it was by design. Kim
and her team knew that data improvement begins at the community level, with

people rather than with numbers.

Kansas Turning Point

Diverse groups came

A Little Training

Early on, Turning Fhint approached several
leaders of organizations providing health
services to minority populations to join their
Partnership. By simply asking around, they
earned of more individuals running innovative
organizations lo improve the health status of

minorities in Kansas. Kim and her partners met
with key ﬁeople running those health access
and health improvement programs Kim wanted
to learn firsthand from their perspectives on the
nature and seventy of tho disparities their
organizations
confront daily.

At her first

together, trained intensely meeting with Rosa

for two days, and left with
skills and an enormous
sense of support....
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Kim learned about
tho Medical Service
Bureau's success
in providing reduced
cost access to
health services for lowmcomo, minority
Kansans While sharing perspectives on health
dispontios and discussing tho workings of both
of thou organizations, they found a very con-
crete way fuming Point could be of assistance

Goes a

Long W ay

to Rosa's organization. Rosa was Providing
services, but the data she was collecting along
the way was inadequate to help her support the
need for her organization's existence.
Meeting with other directors and commu-
nity, social, and public health workers, Turning
Fbint partners heard the same need
over and over. Data seemed distant
and unapproachable for many experi-
enced public health workers; they
could not find the time and didn't have
the skills to understand health statis-
tics. Organizations served the commu-
nity but didn't ha\" the data to support
their work.These frontline workers
were frustrated that their successes
and challenges were less convincing
than they could have been with the
"right" numbers.
In response, Kim and her team
developed a comprehensive, two-day
course to bring participants togothei to address
tho fear of data Rosa and others at tho training
learned about data sources and accessing
Intcrnot-basod information relevant to their
clients, to thoir issues, and lo their community.
The rosults were s_taggering Diverso?ioups
came together, trained intensely, and left with
skills and an enormous sense of suEport from
Tummy rbmtand their fellow public hoalth
workers, Rosa and her classmates have since
shared how tho training has changed thoir woik,
They are crafting better forms, surveys and
Batlent-based data systoms. Not only have they
een using tho information they learned, they
lvwo bocomo agents of change. They have
found tho confidence to rdvocato tor .mprovod
data collection of race, othnicity, and Primary
Ia%n?uage for thoir own programs and for the
state



At a G lance: K a n s a s p |ff]

Aim of KansasTurning Point

KansasTurning Fbint aims to transform Public health through partnerships, training, and
informatics that focus on the delivery ot essential services, with awareness of the growing
diversity of Kansans. Their vision is public health system improvement leading to population healtn
improvement in Kansas.

Kansas's Public Health Challenges Percent Change In Minority Population (1900-2000)

The leading causes of death disproportionately affect

racial and ethnic minorities in Kansas. Understanding

the effect of economics, access to health services,

and geography, and having good data are key factors

in imﬁroving Kansas citizens health. Local public

health departments provide important services and

protections in the public's interest. In 105 counties,

99 local health deparintents set e the public, but the

public health workforce is stra ne I. In a ruial state

such as Kansas, ensuring that every available paitner

is engaged >ntho system is critical. Using data to POUOJO
make informed decisions in times of limited ngdtm
resources has never been more important. Th> W gt Coilu iVxibdy 0y €

*

KansasTurning Point's Contribution to Improving Public Health
Following ahighly inclusive public health improvement planning process. theTurning Fbint Partner-
ship has;

m Synthesized health and health-related information on racial and ethnic minorities
m Convened astatewide conference to focus attention on tho issue of health disparities

m Disseminated a software product that assists local public health departments’
delivery of essential services

m [everaged training opportunities to involve more individuals in the mission of public
health

m Created a Certificate of Public Health program and a Public Health Scholars program

m Trained community leadors in public hoalth, focusing on tho use and interpretation
of minority health data

m Encouraged the Health Caro Data Governing Board to recommend standardization ot
race and ethnicity data collection

m Communicated to congressional delegates and to slate legislators on the issues of
public health, disparities, and workforce issues

m Developed a software model for a slate data warehouse that will integrate local
health department client and outcomes data

For Moro Information Hichard Motnsscv. Director of Health
Kansas Department ol Ilualtli and Environment

1000 SW Jackson Suite .MO. Topoka, KS 06612
tel (/B5) 296 1200 email imdrnss<Okdhe.stateks us



Terri Gremillion had her Vvork cut out for her. Hired by the Heath Resource
Services Administration's Better Health tor the Delta program, Terri was a brand
new "Community Encourager” forAvoyelles Parish, Louisiana. She had been
entrusted with developing a rural health network to address health access issues
for the parish residents. Avoyelles Parish is her home, and she knows the rural
delta community well. The population 0f41,481 suffers from a poverty rate of
25.9% and an unemployment rate of8.3% . Avoyelles is a prime example ofa
challenged community in a very challenged state, recently ranked as the least
healthy state in the US in terms of life expectancy and infant mortality.

Louisiana Turning Point

Something had to be
done to alleviate the
stress and anger of the
residents if health and
quality of life were really
going to improve for the
community.
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Encouraging the

Teri quickly learned
that being a "part time"
Community Encourager
takes more than 20 hours
aweek. The challenges of
creating anetwork and
addressing deep-rooted
problems are huge, For
Teri, "it was like being
thrown into the deep end.
We were several months
behind...and I had nothing
to go on" Her background in health care wts
helpful, but she didn't feel confident about the
skills required in her new role. Terri was afraid
that she might bum out in the face of these
challenges, as others had before her.

Just as Tetri was starting her work, the
Center for Community Capacity, a program of
LouisianaTurning Point and tfie Louisiana Public
Hoalth Institute,
arranged toprovidc-
techmcal assistance
to Community
Encouragers. Tern
enthusiastically
attended trainings
focused on leader-
ship, strategic
Blanning, coalition

uilding, mooting
facilitation, conflict
rosolut'on, advocacy, and lobbying One training
in particul ir, on collecting and assessing
community data, gavo her a porfoct starting
i"nint for her work. Terry decided to conducta
needs assessment in Avoyelles Fbrish

v o

Encouragers

Terri had never con-
ducted aneeds assessment
before, but she krew she
had to hear what commu-
nity members felt their
he”th priorities were. From
her connnunity of 41,000.
Terri received 2,497 sur-
veys. And a great surprise
came out of the surveﬁ/
results—even though health
care was important, stress

and anger management were a greater concern
to residents of Avoyelles Parish.

Community residents had never before
expressed that stress and anno' management
were problems, but then agai,  doreTern's
survey, they didn't have a way to voice their
concerns. Something had to be done to alleviate
the stress and anger of the residents if health
and quality of life were really going to improve
for the community.Terri is now leading her
network i1 developing strategic action plans to
address stress and anger management, as well
as other issues idontifiod in her needs assess-
ment

foriiis busy but not burned out With suppoit
and training, sfio has grown into her ﬁosition as
a Community Encourager. Tom has the satisfac-
tion of ti ymg to make tho world a bettor place,
starting right in her own community |for
success in Avoyollos pnish is aane example
of how, with a small investment from Potter
Health tor tho Delta and technical assistance
from Turning Roint's Center foi Community
Capacity. Louisiana communities can mobilize
for hoalth improvement



A t a G lanwce: L ouisian a

Aim of LouisianaTurning Point

The Louisiana Turnin? Point Partner: hip is a statewide, rnulti-sector coalition dedicated to improv-
ing the quality and effectiveness of public health efforts in Louisiana and working to collectiveg
transform our current health system into one that is more effective and responsive to the needs
of our communities.

Louisiana's Public Health Challenges

Louisiana's public health system suffers from a lack of adequate funding and resources and a lad:
of effective cooperation among organizations that provide health care. For a decade, Louisiana has
consistently ranked among the lowest 10states for the hoalth of its residents. Louisiana also has
some of the highest levels in the US of unemployment, uninsured workers, and people with
chronic diseases.

LouisicmaTurning Point's Contribution to Improving Public Health
Louisiana has led a collaborative planning process, developed a dedicated coalition, and instituted
dramatic system changes and innovations, including:

m The firstcomprehensive assessment of Louisiana's public health environment,
culminating in the Louisiana Public Health Improvement Plan in June 2000

m Two programs were developed based on needs identified in the comprehensive
assessment of the Louisiana public health environment:

The Access to Care Congress, which convenes organizations engaged in improv-
ing the public's health in statewide forums that have allowed for comprehensive
problem solving among local organizations lo ensure access to care in tho state

The Center tor Community Capacity, which helps communities gain the know-
edge and skills necessary to successfully develop and sustain local health initia-
tives

= Training and technical support for 29 Delta Parishes on effective leadership,
network development, and successful grant administration

m Strategic partnerships witli other statewide organizations to coordinate public
health efforts across tho state and to increase collaboration and the efficiency of
public hoalth services

For More Information Micholo JoarvPiorro. Program Director. Louisiana fuming Fvjiml
Lousiana Public Health Institute)
I000Cnn.il Suite 901. New Orleans, LA 70112
tel (hOD >39-9481 o-mail.mioanpioiiettSlphi.org



O n arecent winter day, Maine's State House hosted a hustling reception for the
Maine Network of Healthy Communities (MNHC), a Turning Point-funded coali-
tion of community groups who deliveran array of prevention and health promo-
tion services throughout the stale. As GovernorJohn Baldaccinoted in his re-

m arks, itis members of the Network who "are out there doing what needs to he

done" to help Maine people live healthier lives.

fViaine Turning Point

The Network's origin
stemmed from recognition
that coalitions need a state-
wide voice to advocate for
community health

issues in Maine, as well as a
mechanism to share informa-
tion, ideas, and best

practices.
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M aine

Inits three-year
history, the coalition
has taken important
steps to realizing its
vision ol Maine
ﬁeoFIe who "are

ealthy, not just
because of access to
appropriate medical
services, but also
because of neighbor-
hood vitality, satisfy-
ing employment,
safe environments,
and diverse recreational, educational, and
cultural opportunities"

Community coalitions have a rich history in
Maine, a state without a structure of local
health departments Instead, organizational
ﬁartnersmps seek to address the conditions that

ave led to tho state's epidemic of dironic
disease. The
Network
stemmed from
recognition that
coalitions need a
statewide voice
to advocate? for
community
hoalth issues, .is
well as a
mechanism to
sharo informa-
tion, idoas, and
best practices.

"Wo'vo come along way sinco our incep-
tion," notes Network prositJent Leah Binder
"Our first years wore occupied with recruiting
membois and defining our vision and mission in
a consensual way It's important for local
hnalth activists to foci that they are heard."

In addition to organizational activities sudi

Communities

Speak

as develoEing aboard and
members ir) require-
ments, coalition members
were actively involved in
the statewide Turning Point
Project. Inavariety of
listening sessions,
members made it clear
that coinmunity voices
should be heard in Elan-
ning for public healt
infrastructure.
"One of our key
activities has been
mentoring and information sharing," notes
Binder, She adds, "in arural state like Maine,
people can feel isolated. The Network helﬂs us
share ideas and support community healt
efforts across the state."

The coalition has created aWeb site
(wwwthohcnetwork.org) and anewsletter to
spread tho word about member activities and
programs. It recently began aWeb-hased
“shareware" project, which will allow showcas-
|n? of "best practices" in community health
efforts in Maine. The MNHC also has identified
common Ilealtlly Community indicators such as
sector involvement, civic engagement, commu-
nity diange leadership, cornmunity diange
participation, scope of work, and resources
generated,

In its final two years of funding, the Network
plans to expand its mentoring focus, with an
pyo on sustainability, fhbiic health activists
recently noted that tho value of Turning Fbint
funding is that u has allowed them to bo cio-
ative and resourceful — to build on their
strengths and create capacity for tho future. Tho
Maine Network of Ifoalthy Communities exem-
plifies fiow tins croafivity and caﬁacity lor
Innovation can bo dissnmmatod throughout lho
stoio.



MAL N}

At a G lance: M ain e

hn niii<r Point

Aim of MaineTuming Point

MaineTuming Point is convened by the Maine Center for Public Health, a

private, nonprofit organization established by the Maine State Legislature in

1996 to improve the health of Maine citizens. MaineTuming Point's mission is to develop a strong
ublic health infrastructure that is able to respond to emerging challenges and has the capacity to

Improve the health status of Maine citizens.

Maine's Public Health Challenges

Heart disease is the leading cause of death, illness, and health care costs for citizens of Maine.
Unlike almost all other states, Maine does not have a systematic, statewide public health struc-
ture at the local or regional level. Strong public health systems have the ability to improve the lives
of the public, protect the public’s health, and ensure the delivery of the essential public health
services. Citizens of Maine should have access to the benefits of public health based in a strong
system. Maine needs to build a public health infrastructure at the regional level that can comple-

ment the state system and local activities.

MaineTuming Point's Contribution to Improving Public Health
MaineTuming Point is:

m Promoting access and coordination of public health services throughout Maine
communities to belter protect the health of local citizens

m Convening community partnerships across the state to ensure the coordination of
community-wide public health prevention and response programs

* Creating, through the Maine Network of Healthy Communities, new public health
leaders at the local level using a formal mentoring program that matches experi-
enced community health coalition leaders with emerging local leaders

m Providing and expanding education for public health professionals to ensure a
skilled and competent workforce

m Working to imProve the coordination between state-level authorities and local
communities for public health data sharing, training opportunities, emergency
response, and other emerging public health issues

For More Information Ann Conway, Project Director
Maine Center for Public Health
12 Church Street, Augusta, M1 01330

tel (207) 629-9272 o mail aconwayWmcph.org



A n eleven-year veteran ofpublic health, Kristin wr.is thinking of moving on. The
assistant director ofa rural county public health department in Minnesota, in the
last few years she had grown tired of trying to find ways to do more with less.
She was discouraged by the invisibility of public health in the community and,
like many of herpeers, was becoming overwhelmed by a growing mountain of
new challenges. Rather than wanting to lead, Kristin was ready to check out.

Minnesota Turning Point
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H o w Kristin G ot

Like Kristin, the entire field of public health is
facing huge leadership challen?es. Community
needs are growing. Public health issues, such
as emergency preparedness, are becoming
more complex. Yet many leaders are retiring as
the American workforce ages, and others have

realized they
neither can nor
want to shoulder
the burdens ot
leadership alone.
Late in 2002,
Kristin's director
encouiaged her
to apply for a
new ﬁubhc
health program
focused on
collaborative
leadership.The
Emerging
Leaders Network
(ELN? was
developed in
support of Minnesota's Turning rbint Partnership
vision: to strengthen the public health system.
"We realized that we could use what we were
learning through our involvement in theTurnin?
Fbint Leadership Development National Excel-
lence Collaborativo to identify and mentor futuro
leaders in our state,” says Lee Kingshury,
MinnosotasTurnmg Fhint Program Coordinator.
"We developed the Emerging Leaders Network
to provido individuals with tho training and
confidence they need to stop into formal and
informal collaborativo leadership rolos.”

For Kristm, participating in tho yearlong ELN
program was aturning point, both personally
and professionally, "Tho most important

Her Groove

B ack

moment for me came during a simulation of a
public meeting," she says. "I had the opportu-
nity to take on the role of an elected official, and
when the situation got overwhelming, Ichecked
out, letting a more assertive person take over.
Later, as we all reflected on the experience, |
discovered that others had wanted m?/ leader-
ship and that my way of leading would have
calmed rather than escalated the situation. They
valued my skills and my style in a way that |
had not expected. From that realization, |gained
a lot of confidence in my ability to lead and
have become more willing to trust my instincts
in difficult situations.”

In another exercise, she was lequired to
introduce herself to other attendees of a state-
wide conference Together with an ELN "buddy"
they stratagized how to get acquainted with
new colleagues. "l met manK wonderful people
that lwould not have mot otherwise," she
says. "It helpod me learn how to budd a
network and also made me appreciate all the
different backgrounds, experiences, and per-
spectives of people in public health."

Kristin is looking ahead with renewed
confidence. She lias new passion for strength-
ening the public health system overall and she
wants to share it. "Those experiences," Kristin
says, "forced me out of my comfort zono. By
making now connections, mooting now indi-
viduals, and hearing different perspectives, |
learned Iam not alono. Bccauso of tho ELN
experience ljoined tho Minnesota Public Health
Association and accepted a place on tho
Governing Council. Inovor would have thought
that possible a year agol Tiro ELN connecte
mo to the entiro public health system ina
totally now way. I now knew that togother we
cantake on tomorrow's challenges”



At a G lance: M in noes o ta

Aim of MinnesotaTurning Point

The MinnesotaTurning Point partnershiﬁ aims to improve the health of all residents by strengthening
Minnesota's governmental public health system and expanding public health partnerships.

Minnesota's Public Health Challenges

Minnesota consistently ranks as one of the healthiest states in the US, due in Iarge.Part to strqn% public
health policies and partnerships. Broad averages, however, often mask 5|ﬂnlf|cant differences in health
status, and Minnesota has some of the widest gaps, of any state, in the health of various populations.

MinnesotaTurning Point's Contribution to Improving Public Health

MinnesotaTurning Fbmt has achieved numerous system changes both within and outside of the
traditional public health system through their expanded partnership. Outcomes include:

m A process to established minimum standards for local public health services and
activities.

m Local planning requirements have been refocused on outcomes, local priorities and
strategies,

m Civilc':angagement strategies have been incorporated throughout Minnesota Public
Healt

m A major foundation and partner is redesigning funding guidelines to reflect the link
between health status and social and economic conditions.

m "A Call to Action," a multi-disciplinary leport, was written, focusing on social and
economic change as a strategy for health improvement.

m Grants to local public health departments were consolidated, simplified, and new
funding formulas were developed.

* Private and nonprofit sector partners worked together with public health to sot
statewide goals.

m A multi-disciplinary effort focused on social and economic diange as a strategy for
alleviating health disparities.

m Aninnovative program develops and supports emerging public hoalth leaders.
m Redesign of public health reporting systems has begun.

m Work is underway tu define what every Minnesotan should bo able to expect from
their local governmental public health agency.

m A workforce development project aims to increase the number and diversity of
Minnesotans dioosing careers in public health.

For More Information Debra Bums. Dn» clor. Ofltco of Public Health Practice
or Lee Kingsbury, Supervisor, Standards and Practice
Minnesota Department of Health
Olficool FVfblic Health Practice, 121 Bast 7th Place
St Paul, MN 55164-0970
tel (661)296-9162 e mail dcbc.i bumsvchoalth state mn us
or loo kingshuryWhoallit stale mn us
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IVielam e Glaus has thrived in the past 12years as director of the Mississippi
County Health Department in Missouri, in part because she is receptive to
change. Hercommitment lo public health shows as she and her staffimprove
health for this agricultural community of 14,000. Melanie is walking the talk of
meeting public health standards and getting ready to prove her department’s
excellence. Mississippi County has signed on to be one of the first health depart-
ments to go through Missouri's new Voluntary Accreditation program.

Lose,

Accreditation is a hot topic in public health.
As a nation, we are debating tho costs and
benefits, logistics and feasibility of implement-
ing a national accreditation program. Fearis a
factor, as health departments wonder how
accreditation will affect funding and staffing.

Although national accreditation is in debato,
in 2030, the MissouriTurnmg Fhint padnership
decided lo mcve forward and create their own
accreditation system to improve public health
and ensure qualitK. The coalition of local and
state public health, private entities, and
academia know that an independent party's
stamp ol quality and a sense of professional
legitimacy would reap bcnofits for public health
as they continue to work with diverse partners,
the public, and political leaders As they
developed tho system, thersought feedback
along the way from every level of tho health

The coalition...knew that an indepen-
dent party's stamp of quality and a
sense of professional legitimacy would
reap benefits for public health as they
continue to work with diverse partners,
the public, and political leaders.
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System Most importantly, anindependent

991 SC?wS’ tho Missouri Institute for Community
loaltn t.AICI ), was treated to administer
accreditation Allalong the way tho process
was kept 100% transparent to tho public As
Contentious issues aio .e. subcommittees were
developed to como up with solutions And thoy
did For example, academic partnets and the
state health department responded lo concerns
about making workforce credentials roqu 'od by

Turning Point
Everything to

G ain

developing training programs so it is possible
for the workforce to get the needed training.
Resources such as distance-learning programs
and short courses wore developed alongside
the standards.

After pilot testing and refining, the system
was ready to be rolled out. In September 2003,
Melanie attended ameeting of Missouri local
health departments, devoted entirely to review-
ing the accreditation manual and answering
queslions about the process of applying for
accreditation Melanie was motivated to get her
departmentaccredited because the lack of
formal accreditation had been an obstacle to
arranging for nursing student rotations. Walking
into tho room, Melanie was confident that her
department was performing the core functions
of assessment, assurance, and policy develop-
ment. She also knew that they wore providing
the Ton Essential Services to their community
Still, a tinge of feai remained as she wondered
if re(iuirin exElicit qualifications for her nurses
would make them even harder to luro. In rural
ar?asdnurses with bachelor's degreos arc hard
to fin

lks sho went through tho day and discovered
that thu workforce requirements woie eason*
able and that training opportunities to help meo*
tho standards wore av.nlablo, sho relaxed. Over
the course of tho day Melanie could feel the
tension scopm? out of tho room. Melanie and
many ot her colleagues camo to tho realization
that accreditation would oflor benefits, and that
at this time, thoy had nothing to lose, and
oveiytling to gain Tins voluntary accreditation
system was ot thoir own making and served
their needs foar lias been icplacod by opti-
mism as Missourians take ownership and
responsibility lor mooting tho standards of
public hoalth
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Mlaiouri Institute lor Community Hvnlth

Aim of MissouriTurning Point

In Missouri, theTurning Point Partnership created the Missouri Institute for Community Health
(MICH), an independent 501(c)3 to facilitate Flanning and decision making among health care
providers, the private sector, community colleges, universities, health and human service
associations, and state and local government. MissouriTurning Point aims to improve the ability of
its public health workforce to address priority health issues and be prepared for public health
emergencies thereby improving the health and safety of all Missourians.

Missouri's Public Health Challenges

In recent Kears Missouri has fallen in the United Health Foundation s State Health Rankings from its
place as the 26th healthiest state to the 32nd healthiest in overall key health indicators Missouri-
ans are experiencing a significant increase in the number of deaths due to heart disease, cancer,
and infectious disease. Combined with increases in smoking, children living in pcx/erty, and a
general lack of health insurance, the health of Missourians is in danger. A shortage of governmen-
tﬁl resources has devastated the public health system and its capacity to respond to emerging
threats

Missouri's local public health departments vary in the level cf service they provide and how
closely they perform the core functions and essential services. Departments lacking accreditation
from a designated neutral body sometimes experience a barrier to establishing credibility when
working m coalitions with partners fioni accredited organizations

MissouriTurning Point's Contribution to Improving Public Health
Missouri Institute for Community Health has

* Developed and implemented avoluntary accreditation system for local public health
departments, MICH promotes the benefits of voluntary accreditation:gaublic recogni-
tion, enhancement of potential for increased local support and grant funding, a
climate forongoing self-study, and identification of areas of hest practice or where
improvement is needed.

Encouraged anil supported county-wide health assessment, planning, and
prioritization of community health problems.

m Developed, wi p uti.ors, ways to increase tho skills and capacity of the public
health workforcu.

m Fostered the use of standards of practice in the performance of essential public
health activities.

For More Information KathimnWojciehowski, Protect Manager

Missouri Department of lioallh. Contoi foi Local Public I tealth Suivicor-

920Wildwood Dr CLP! IS. Jefferson City, MO 65102
t-| 1573) 751 61/0 email wojcitdSdhss mogov

Janet Cunavese, Project Coordinator

Missouri institute lor Community Health

PO Bot 212. ¥ 16A Fast Stale Street, Jpffoison City, M 0 60102
tel 16601343-362/
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Kathy Jensen is a farmer's wife and a public health nurse. At dawn, when her
husband is already out tilling the fields, she drives 25 miles to open the doors of
the only public health office in Sheridan County, population 4,000. Kathy— with
some heip from a WIC specialist, a roaming sanitarian, and a part-time nurse—
embodies the entire county health staff. When an emergency hits, Kathy Jensen
is the responder. When public health efforts are launched, she is the initiator. For
Kathy, obtaining the skills and knowledge necessary to deal with the challenges
of contemporary public health is vital to the health and safety of the community.

But how can she getadequate training outin rural Sher'Jan County?

tana Turning Point

Brick by

Aitending public health conferences and
seminars in Helena means a 10-hour road trip
or two commuter pianos — and that's just to
%et there. While she's gone, the Sheridan

ounty office closes. In the rural communities
of Montana, tire public health system is only
as strong as its workers, and in Sheridan
County, Kathy Jensen is tho public health
system.

When Montana
first setout to
improve its public
health system in the
mid-1990s, it was
not with workforce
training in mind: tho
locus was initially
outward. Montana's
oublic health rofo; lit-
ers wanted policy
makers and citizens
to recognize the
valuo and role of the public health system, in
hopes of obtaining some funding Through
unsuccessful attempts to reach the public, a
more immediate problem was discovered that
demanded a moio inward focus: consistent,
high-qualitK training

Through tho support of theTurning Kuril
Initiative, Montana established a Public Hoalth
Training Institute The institute provides
Internet-hased and satellite training programs
which ore especiallz beneficial for rural com-
munities that don't havo umvorsity resources
or public health collogue. Tho institute also
dovelopod a Summor Institute that, although
+-.0melimos held in Bozeman <n Ilelona,
pmvidos unboatablo training and education ina

In the rural communities of
Montana, Kathy Jensens are
everywhere. Increasing the
capacity of the worker
increases the capacity of the
state's public health system, 1o
community by community.

Brick

few days versus traveling out-of-state several
weeks a year.

Now, Kathy has options for enhancing her
public health skills. Last June, she attended tho
Summer Institute for Public Health, where sho
learned new techniques in communicating the
public health messago and tracking communi-
cable diseases. The county sanitarian partici-
pated in a public health practice module offered
through distance learning and was able to
network with other
public health profes-
sionals without leaving
town. County Health
staff can enroll in
computer courses
designed specifically
for ?ublic health

essionals just a few
miles from their
homes. Today, training
opportunities arc
marketed through tho Institute’s Wet) sito and
soon a new feature will allow Katliy and others
to track thoir learning by using tho Institute's
now learing management system The
Institute's courses are continuing to evolve and
are meeting the needs of Montana’s public
health workforce. "Almost evegday In this
office, Turning Point has affected this commu-
nity" says Kathy, "and will continue to impact
our community forever It's for real!"

In the rural communities of Montana, Kathy
Jensens are everywhore. Increasing the
capacity of tho worker increases tho capacity of
tho state’s public health system, community hy
commu.iity. Togomor, they build a healthier
Montana, brick by brick,
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Aim of Montana Turning Point

Montana'sTurning Point Initiative has defined the public health system to include traditional
state and local public health agencies and a wide variety of community partners. These
partners are engaged in implementing a strategic plan to improve Montana's public health
system and the health of Montana residents.

Montana's Public Health Challenges

In 2000 Montana had one of the highest percentages of residents without health care coverage and
had the lowest average annual pay of any state in the country. At the same time, obesity is on the
use, bringing increases in diabetes, heart disease, disabi'ities, and rising health care costs through-
out the state. Montanans do not have access to a consistent set of public health services across
tho state. Fifty percent of Montana's local health departments reBorted they were meeting half or
fewer of their communities needs related to the ten essential public health services

Montana Turning Point's Contribution to Improving Public Health
* .MontanaTurming Point Partnership developed a strategic plan that guides its work. Accomplish-
ments and areas of maior foejs include:

m Establishing the Bureau of Public Health System Improvement (assessment, health
ﬁlanmng, training, preparedness, and informatics) to provide a focal point for public
ealth system improvement and coordination, and to be a resource on public health

system Issues

* Implementing the Montana Public Healtn Training Institute, which is a career-long
learning center for public health workers

m Enhancing communication and coordination among statewide and local public health
programs

m Ensuring that public health emergency preparedness activities are consistent and
coordinated with the Strategic Plan for Public Health System Improvement

m Coordinating health planning efforts such as county health profiles and the Montana
Health Agenda

m Reviewing Montana's public health statutes with theTurning Point Model Statute and
the Model Emergency Powers Act

] gom Ieéing a state assessment using the CDC National Public Hoalth Performance
tandards

For Morn Information Melanie Reynolds, MontanaTurnin% FbinlCoordinatoi
Department of Public I1nalih and I him,in Services
1-100 Broadway, Cogswell Bldg C305
Helena, MT 09620 291*|
tel pi061 1-M i1/ e mail mruynoldsOstato ml us



H ow do you advance health when your public health system lacks basic local
services? Back in 1988. the Institute of Medicine proclaimed that public health was
in disarray. They could have pointed to Nebraska as a prime example. In 2000 only
22 of the state's 93 counties were served by localpublic health departments. Per-
haps worse, fewer than one-quarterofthese departments assessed citizen's health
status, developed policy around health issues, or ensured care of the citizenry.

Nebraska Turning Point

N o w and T hen

David Palm and Mary Munter of the State worked with communities anddpartnerships to
Department of Health decided to be proactive in ~ translate the law into bricks and mortar, health
creating change. Beginning with a broad-based ~ directors, and skilled staff. Dave and Mary
Elartnership, including the Nebraska Public supported the effort, driving in the heat of sum-
ealth Association and all its key partners, they merand bitter cold of winter to each county to
developed acomprehensive, written public help build bridges. By June 2002, local health
health improvement plan. As anyone who has degartments provided public health coverage for

been in Nebraska during a football game all but one of the 93 counties in the state; by
knows, when Nebraskans 2004 all were included.
want something, the entire ,
state gets behind the effort. In 2004, Nebrask 3 public
This time the goal was to health looks much different
gain lasting support for than in 2001. All communities
public hea?th. Anew era are actively engaged in -~
improving ihe health of their

was about to be?in. n
The written plan and citizens. Local health depart-

broad support gave the ments have identified and
State Department of Health tracked disease outbreaks,
credibility with policy such asWest Nile virus. They
makers. When the legisla- have partnered with local
ture passed the Nebraska emergency management
[loalth Care Funding Act in coalitions to dovclop plans for

May 2001, it provided an annual appropriation of ~ a bioterrorism event or a natural disaster. Health
S5.7 million from theTobacco Sett?ement Fund  departments are b,att“ﬂ(.? obesity and chronic

to build public health infrastructure acrossthe  disease with avariety of health promotion and
state Here was their golden opportunity and ~ disease prevention programs to diange hoalth

they were ready for it In the words of Dave behaviors.
Palm, "ibu havo to bo prepared to tako advan- 102003, staff from tho health departments
tage of opportunities wﬁen the3{ arise. Wo were ~ ca'led upon their recently developed smallpox

ucky to haw tho  vaccination plans and implemented the pre-event
smallpox vaccination initiative. Public health

"When the legislature t%gﬁ{?n%%‘é've;but workers surprised oven themselves when they
asked if we had a plan, we  woonlygained  discovered that they had mobilized to vaccinate
didn't just say yes; we access to it more people for smallpox than any oilier state

. . o during tho initial stages of the campaign.
showed it to them. Sedificodion Ngbraska now h%s a public heaplthgsystem
and a solid plan that is on its way to being among tho most
When the legislature asked if wo had aplan, fesponsive public health systems in tho country
wo didn't just say yos, wo showed it to them " As tho dunged system prtves itself, Eubllc
Tho legislation promoted formation ol multi- ~ hoalth ifOWS mimpoitancoto Nobinsknns
county hoalth departments and required eachto ~ Nebraska’s succoss shows us that it is never too
provid% tho Ton Essential Sorvire>; Turning Fbint ~ lato to start mobilizing lor change
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Aim of Nebraska TurningDPoint _ _ _
NebraskaTurning Point's goal is to build the local public health infrastructure so that all people in

Nebraska are covered by a local health department.

Nebraska's Public Health Challenges

Obesity is on the rise in Nebraska. Nebraska high

school students ire twice as likely to drink and 1
drive as their counterpatts nationwide. Many

Nebraskans are uninsured or under-insured,

limiting their access to timely preventive and Wl
medical services. Major differences exisi between

the health of Nebraska's general population and its

raciallethnic minority populations. In 2000, Ne-

braska had limited organizational capacity, limited

staif. and no dedicated state funds for local public

health Only 16 local health departments ccvered o _
22 of the state's 93 counties. Nebraska Local Health Districts prior to 2000

Nebraska Turning Point's Contribution to Improving Public Health

m TheTurning Point Project allowed a broad
and diverse coalition to set the future
direction for public health in the state.

m New Ie%islation was passed in 2001 that
usedTobacco Settlement Funds to
fund 16 new multi-county local
public health departments.

m The local public health departments
must consist of at least three
contiguous counties and have
30,000 people.

m Annual funding levels range from
$160,000 to more than $800,000.

m Keyaccomplishmentinclude:
comprehensive needs assessments,
implementation of many health promotion Nebraska Local Health Districts 2002
programs, organized surveillance programs,
and local hiotorrorism and emergency
preparedness plans,

For More Information David Palm, Project Director and Administrator
or Maiy Munter, Iluulth System Administrator
Office of Public Health
Department ot Ilcalth and Ilurnan Sei vicos
PO Box 95044. Lincoln. NE 68609'6044
tel 1-J02I-1/1 0146, e-mail david palmzthhss slate no us
or mary muntenfithhss state ne us
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In Nevada, getting the "prevention " message out to the public is tough. The
layout of the land— miles ofsparse desert scattered with smallcommunities—
complicates advertisement of health promotion campaigns. Citizens seldom seek
out education on disease prevention and improving community health. Nevada's
suicide rate ranks fourth in the nation, and the state stands high in its rate of
alcohol- and tobacco-related illnesses. Nevada has yet to ban smoking in daycare
centers and grocery stores. It's safe to assume prevention isn't getting its fair

share of water-cooler talk.

Nevada Turning Point
Is Anybody Out There?

28

Nevada has two full-service local health
departments, in urban Clark and Washoe
counties, and a third developing in Carson City.
Clark County Health District, located in the
nation's fastest growing county, serves 15
million residents in the area surrounding Las
Vegas. Washoe County Health Departments
jurisdiction extends 6,600 square miles from
LakeTahoe to the
Idaho border. Carson
CitP/, located 33
miles west of Reno,
recently appointed a
County Board of
Hoalth and is ex-
panding its range of
public health ser-
vices. Nevada State
Health Division
ﬁrovides public

ealth services
rhroughout the remaining 95,884 squire miles
of the state. Local and statu health officers who
participated in Turning Point's formative sta%es
asked Nevada Public Iloalth foundation to help
got the prevention message out and to build a
statewide constituency to support public health.

Tobuild a statewide constituency Nevada
Turning Fbint sought to put tho public in public
health—gottm% information out to Nevada's
citilenry. but also getting information back about
how they think public hoalth can improve their
lives.Tho challenge was reaching the public in a
comprehensive way Technology answered iho
neod. However, tho Foundation lacked tho funds
to create an electronic communication system
With diiectior and funding from thoTurnmg Point
Initiative, tho Foundation developed a system.

To build a statewide constitu-
ency, Nevada Turning Point
sought to put the public in pub-
lic heath —getting information
out to Nevada's citizenry, but
also getting information back
about how they think public
health can improve their lives.

gnd the Citizens' Public Health Network was
om.

The new program works as ahiEh-powered
database that categorizes and quickly sorts
contacts by groups and regions, allowing the
Foundation to disseminate information quickly
and efficiently. It allows for bulk e-mailing and
provides Internet capabilities the Foundation
didn't previously
have. Using the
Network, the
Foundation now
has atechnolpﬂical
connection wit
public health
officials, federal and
state legislators,
schools, commu-
nity organizations,
faith communities,
and other commu-
nity members who can both use the information
and distribute it to their own constituencies.

The Network provides Nevada communities
with public health contacts and resources they
can reach with aclick of the mouse or a dial of
the phono. Public hoalth agencies and commu-
nity-based organizations can, if ther choose,
use tho Network as aconduit for informing
people of tho state, a particular region, or an
Interest group about prevention strategies,
public health events, training opportunities, of
public health policy issues

The Citizens' Rjblic Iloalth Network gives
Nevada a broadcast medium to th tthe preven-
tion mossago boyond tho public health commu-
mtt; to Iho public itself and to hoar what thu
public has to say in return.
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Aim of Nevada Turning Point

Nevada Turning Point's goal is an improved public health system that promotes health and prevents
disease. NevadaTuming Fbint listens to, educates, and mobilizes Nevadans to improve the health
of their communities and strengthen the public health system so it can respond to emerging public
health challenges.

Nevada's Public Health Challenges

Nevada's smoking rates and health problems from tobacco are among the highest in ihe nation.Yet
Nevada is one of the few states that does not allow local governments to regulate tobacco,
Nevada has the highest proportion of suicides in the nation, double the national rate. Nevadans
repoit poorer health than tho rest of the nation and engage in more risk behaviors that contribute to
poor health. Despite these facts and a dramatic increase in population in the past decade (over a
66% increase over ten years), there has not been an increase in state spending for health promo-
tion and disease prevention since 1992. Only two of Nevada's seventeen counties have a local
health department, and the lack of any school of public health translates to fewer educational
opportunities for new and existing public health workers.

Nevada Turning Point's Contribution to improving Public Health
NevadaTuming Point has.

m Developed a Citizens' Public Health Network to establish connections among Neva
dans and their organizations to increase collaboration and success in achieving
community improvements

m Joined with the Utah Department of Health to create the Great Basin Public Health
Leadership Institute

m [mproved policy and programming related to tobacco use and suicide prevention

m Collaborated with communities to develop local p’ olic health systems in Nevada's
rural communities

m Offered community education on public health issues and tho political process
m Educated elected officials and government managers about public health issues

For IVlore Information Lynn Carrujan,Administrator
or Rocky Polito. Deject Manager
Nevada Public Hoalth Foundation
306 N Carson Street, Suite 200. Carson City, NV 8.9701
tel C//5) 884 0392 e-mail IynnffOnphf nigni rcky(«Jnphl mg
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A 1 8:30 pm on a typical winter eve in February 2004, Donna Tighe received an
unexpected phone callat her home. Dr. Jesse Greeriblatt, the New Hampshire
state epidemiologist, was calling to inform her that the State Health Department
had a confirmed report ofa hepatitis A case involving a fast-food worker from her
area. After consulting throughout the day with the CDC and the national restau-
rant chain, the department determined that it would be necessary to immunize
approximately 2,000 people over the course ~=fthe next few days. As the director
of the Greater Derry Health and Safety Coalition, Donna would need to mobilize
her public health coalition 10 help make it aappen.

New Hampshire Turning Point

Roll Up Your

The central activity of the New Hampshire
Turning Point Initiative has been a community
grant program to stimulate expansion of the local
public health infrastructure. The Greater Derry
Health and Safety Council is one of four initial
grantees competitively selected to demonstrate
new models for delivering local public health
services. Key ingredients for improving the public
health infrastructure have included increasing
coordination between state agencies, formalizing
the traditional role of non-governmental organiza-
tions in providing a range of public health ser-
vices, and strengthening the capacit?; of local
government to partner more fully with non-
governmental organizations and the state. Tho

contemporary

As a result of previous plan- contextof

ning and relationship build-
ing, necessary decisions
were quickly made about
such things as clinic sites,
staffing, equipment, sup-
plies, public information,
and media relations.
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biotorrorism and
related resources
has also served
to focus attention
and build new
partnerships for
public hoalth. But
on aThursday
evening in
fi'biualy 200,
tho throat that faced one Now Ilamoshiic
|community camn not from terrorists, but from
acos,

As events unfolded Over tho next few days,
however, it was clear that tho work of tho past
30 months was paying off "We ate like a cable,’
said Donna "We connect tho people who need
to be connected to maku things happen" Asa
result of previous planning and reIationshiP
building, necessary decisions wero quickly made
about such things as clinic sitos, staffing.

Sleeves

and Get It Done

equipment, supplies, public information, and
media relations. "In the past, we would have
spent the first nour or two just introducing
ourselves," Derry Fire Chiefand Emergency
Management Director George Klauber said.
By the followingTuesday, through a series of

¢ :nics, more than 2,500 area residents had
received an injection of immune globulin, an

*. irz

antibody treatment that greatly lessens tho
chances of acquiring hepatitis A. Ihe response
was atiue collaboration involving a variety of
state and local public health and emergency
management partners. And it was enough to
convince MaryAnn Cooney, director of tho State
Office of Community and Public Health, of tho
need for mofo local public hoalth network sitos.
"Dorry was all over it Thoy mobilized, but there
am communities in tho state that don't have
that yut," sho said. Dr. Ed Thompson, Deput
Diioctor for Public Health Services at tho CDC,
also noticed tho rollaboiativo response. As
quotod by r ,Associated Press reporter cover-
ing the in".idont, Dr. Thompson said, "There'sn
groat roll jp-your-sloeves-nnd-got-it-dono
attitude that we s;rw thoto"
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Aim of New Hampshire Turning Point

The central activity of theTurning Fbint partnership in New Hampshire has been development
of the New Hampshire Public Health Network, a system of regional commurity
collaboratives working to create a more effective and responsive local public health system.

New Hampshire's Public Health Challenges

New Hampshire ranks among the healthiest slates in the US when measureJ by child health, and
health care access and quality. But disparities exist in the health and quality of life of many
residents. New Hampshire has a fragmented local public health system.The 234 appointed health
officers, often with limited training in health, represent local governmental public health in most
towns. By default, police, fire, sdiool nurses, and nonFrofit health and human service orcrviders
fulfi" roles that are more typically assigned to trained local public health officials. There is a lack ol
cohesive disease control and surveillance, a limited capacitf/ to identify and maximize statewide
assets related to public health, and a shortage of public health resources coming into tho state.

New HampshireTurning Point's Contribution to Improving Public Health
The major development from New HampshireTurning Point is the Network itself, whidi throu?h its
regional collaboratives, now maximizes resources to improve the health of more than 60% of New
Hampshire residents.
m Tho Network collaboratives work together with state Fartners to provide theTcn
Essential Services of Public Health and unique models tailored to individual
regional needs and assets.

m The four original Network collaboratives used the i ocal Public Health System
Performance Surveillance and Assess- _ ,
mentTool (20 Questions), a precursc. Local Public Health Capacity ,
of the National Public Hoalth Peifor- Assessment of Core Function-Related Capacity
mance Standards, to assess local
needs and identify system gaps.

m Local public health capacity was
measured at baseline onm?before
Network collaboratives implemented
any efforts to increase capacity, then
again after eadi |mP|ementet strate-

les for public health improvement
?2003). Significant capacity improve-
ments occurred over the two years,
with the moan overall capacitK score
increasing from apro-Notwork score of
26% to 82%.

m The Network has successfully leveraged upwards of $4 million to support public
health in Now Hampshire.

For Mom !:»for'viatioii Jonathan Sio.van. Project Director .
New | Limpshiru Community Health Institute
001 South Siroet. Bow. NH 0330-1
tel. (603) h/3-33030-mail |StowirtWj:-i tom
orYvonne Goldsheuy, Administrator
Ne.v llurnpshire Department of Iloalth and I luman Servicer,
tel (603)271-6133 e-mail. yyoldshenyWdhhs state nh us
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Turning Point believes that public health partnerships can create solutions to
difficult public health problems. Solutions that are elusive to individual organiza-
tions working alone suddenly are in reach when organizations recognize common

goals and pool their financial and technical resources.

York Turning Point

Local

Back in 1998, two now retired local public
health officials from different New York counties
were frustrated with the lack of aPpropriate
training opportunities for their staif. Dyan
Campbell and Jack Andrus called a meeting
with NewYork State Association of County
Health Officials director, Jo Ann Bennison, and
the dean and the director of Continuing Educa-
tion at the State University at Albany's School of
Public Health.

Dyan and Jack
shared the prob-
lems they encoun-
tered providing
continuing educa-
tion for their staffs
— cost, staff time
taken away from
work, and the
difficulty of travel-
ing to far-away
trainings. While
recognizing that
resources systom-
wide wero slim,
they still hoped for
a solution.

Faced with a concrete request for helﬁ, Jo
Ann Bennison and her team brought in other
paitners, among thorn, tho State Department of
Healthand tholurnng fhint Initiative. After
considering differon-options, they settled upon
creating a monthly .ntellito broadcast because
they knew every county had access to satellite
equipment, ov'nif only through sister agencies.
Before long thoThirdThursday Broakfast
Broadcast Senas (T2B2) was bom—a free,
continuing education opportunity, requiring only
one hour a month and virtually no travol time or
trouble for public health workers.

Sinco its start in May 1999, T2B2 has
delivered upwards of 60 broadcasts on suiii
topics as "Emergency Ftoparedness What is
Your Competency?*,' "West Nile Virus: What

Solutions

Used Nationally

Have We Learned Since 1999?" and the run-
away hit ‘A Bug's Life: Basic Epidemiology."
Readiing anywnere from 300 to 800 public
health professionals at eadi live broadcast, the
show’s interview format leaves time for the
guest expert to field questions submitted by
participants by fax, e-mail, or phone T2B2 has
taken on a life of its own as people from outside
New York have learned of it through listservs
and from organizations
such as the Public
Health Foundation.
Begun with a great
deal of creativity, seed
money from Turning
Fbint, anda tenuous
shoestring budg?et,
T2B2 has now found
its stride. With stable
funding and continued
program direction from
the partners, T2B2
conscientiously
responds to tho
dianging needs of
NewVbrk public health
professionals Recently
they wore able to begin awarding CEU credits
to participating professionals.

Perhaps tho ﬁreatest benefit o(T2B2 is
summed up in the words of Jan Chytilo,
director of Health Education in Broome County,
NY and site coordinator 0fT2B2 in her county.
"BoforaT2B2 wo had virtually nothing. Now, |
sit at my desk and look across at tho booksholf
of tapod episodes of T2B2. Wo lend them to our
partners and watdi episodes during oui ‘Leamn-
ing Lundies." Public health can bo so silo-
driven, T2B2 helps us gain both t( clinical skills
and also a broader picture of what is being done
in public health" Though viewers might not
know tho origins ofT?B2, ther have Dyan and
Jack to thank, as well as a paftnorship that
was, indeed, greater than tho sum ol its parts
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Aim of New York Turning Point

NewYorkTurning Point his focused their efforts on building public health capacity thiough M/J

sustained training opportunities for a strong public health workforce. : \eﬁ ’r\ll?
|
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New York's Public Health Challenges

NewYork State faces capacity challenges in the areas of recruitment, retention, and training of the
public health workforce. Inaddition, the state has challenging workfoice demographies, as well as
ethnic, economic, cultural, and geographic diversity in the general population of the state which
they serve. A recent survey found:

m NYSDOH has approximately 5,350 employees; NewYork LHDs have approximately
7,270 full-time equivalent public health workers.

m Difficulties recruiting qualified candidates for public health nurse, sanitarian, and
health educator positions (especially in rural areas).

m Good retention but future losses due to aging workforce retirement.

m Substantial need for continuing education.

m Emerging public health issues is an area of great need.

it Access to training constrained by limited resources, inaccessible times and loca-
tions, competing priorities, and poorly designed training.

NewYorkTurning Point's Contribution to Improving Public Health

Through development of a partnership between health departments, academic institutions, professional
organizations, and others, NewYorkTurning Point has developed and delivered coordinated training to
state and local public health workers across the state. In addition, it has been successful in
identifying and addressing long-term system changes necessaiy to strengthen the public

health system Initiatives include

m ThirdThursday Breakfast Broadcasts (T2B2)

+  Established in 1999, this innovative monthly broadcast airs to local public health and
community coalitions os well as across the nation by satellite.

« Broadcasts are also available by Web-archived streaming video and through a duo
lending library,
m Pitblic Health skills development courses and curriculum
«  Public Health 101 course

« Basic Environmental Health course (8 modules over 14 days, mandated hy Sanitary
Code)
« Annual New Local Public Health Director/Commissioner Orientation

 Public Health Nursing Continuing Education (online course, 4 modulus, CEUs)
« ContidontialilyTraining (2-hour course)
«  Online Cross-Cultural CommunicationTraining (in development)
*  SARS (or Hospitals (3 Modulus)
m Establishment of statewide public health training task force

For IVIore Inform ation Sylvia Pirani, Director, Otlice of Local Ilcalth Services
NuwTurk State Department ol | Icalth
Local Iloalth Services, CormngTower, Rtn 871 ESP
Albany, NY 12237
tel (518) 473 1723 e in.iil S|p03Mhontth statu ny us
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N orth

N o single set of steps wih bring abouta betterpublic health system. The
m\~stery and beauty behind change, however, is that it can originate just about
anywhere. And when the opportunity for change comes knocking, luck favors

the prepared mind.

W orking

By 2003, the North CarolinaTuming Point
partnership had considered anumber of rem-
edies to reverse the steady decline in the
state's Jaublic health infrastructure. A team of
talented and experienced professionals had
assessed critical
needs and created a
strategic plan.To
strengthen public
health infrastructure,
however, they
needed one more
crucial ingredient—

a legislative diam-
pion.

From a com-
pletely unexpected
quarter, they found
not one champion,
but three. Each year
teams of working professionals gather al the
University of North Carolina Sdiool of Public
Health for the learning exoerience of a lifetime.
The Public Health Leadership Program of 2002
included an unlikely mam: State Senator
Fletcher Ilartsell, Linda Attarian, a graduate of
UNC School of Public Iloalth and an attorney to
the North Carolina Speaker of the House, and
John Shaw, former North Carolina local health
director and 20-yuar veteran of public health.

Senator Ilartsell, Linda, and John wore
interested in addressing public health's dirornc
infrastructure needs Fortheir class project, the

loam decided to draft

What started as a class |ggislation to strengthen

project turned into the
introduction of highly

public health infrastruc-
ture and, hopefully,
improve tho health status

innovative legislation.  of North Carolinians Tho
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director of North
Carolina'sTurning Point, Christopher Cooke, had
sent Linda a preliminary draft of theTurnin
Point Model Public Iloalth Act along with tho
recommendations from the North Carolina
Public Hoalth Improvement Plan. Tho tools were

Policy

Carolina Turning Point

M agic

ready and waitin? to be used. With these
resources and alooming deadline, our three
diampions developed a draft statute to address
the rapidly de/eloping needs of North Carolina's
public health system.

What started as a
class project turned
into the introduction of

highlr innovative

legislation. Taking their
"out of the hox”
thinking from the
classroom to the real
woild, Senator Hartsell
introduced Senate Bl
672, "A Bill to
Strengthen the Public
Health Infrastructure,”
to the North Carolina
General Assembly in
April 2003.

We learn our greatest lessons from our best
attempts that fail. The bill sque to real needs
sudi as accreditation of public health agencies
and integrated planning. Unfortunately, it did not
ﬁass both chambers. Fblicy makers and public

ealth needed to learn to work together to build
a better system, taking time to gather com-
ments and build broad support. Senator Hartsell
and his team's innovative efforts wore not
wasted, however.The immediate outcome of
the introduction of Senate Bill 6/2 was that it
brought policy makers and public health to tho
table around the need to strongthon the state's
public health system.

Senator Hartsell, Linda Attarian, and John
Shaw graduated from the Public Health Leader-
ship Program in 2003 In rosponso to thoir worl,
tho North Carolina Public Ifoalth Task Force 2004
was initiated by tho Nuith Carolina Secretar y of
Hoalth and Human Services. Crafting recom-
mendations and redrafting tho bill to reintroduce
to tho General Assembly in May 200-1 is onlg .
ﬁart of thoir vwrk. Perfecting the dance of public

ealth and policy is tho other part.



At a G lanoce: N o rth C arolin a

Aim of North CarolinaTuming Point

INortlh CarolinﬁTuminngoint aims to expﬁncd anld enhaﬂcelehxisting state and

ocal partnerships working to meet North Carolinians’ health needs.Turning .

Point contributes to public health improvement through its support of Healthy HEAL.THY CA.LCIL.rN [AN.S
Carolinians, North Carolina's network of locally based, public-private partner-

ships to improve and protect the public's health.

North Carolina's Public Health Challenges

Noi th Carolina ranks among the country's bottom third in overall health of its residents. Chronic
diseases, whidi are largely preventable, consume 75% of North Carolina's health care dollars.
Tobacco use alone costs North Carolinians £4.8 billion annually in both direct and indirect dollars.
At the same time less than 1% a year of the state's total health care dollars goes to support health
promotion and disease prevention.

North CarolinaTuming Point's Contribution to Improving Public Health

North CarolinaTuming Point and Healthy Carolinians have improved public health through policy and
planning, preparedness and response assistance, workforce development and training innovations,
Institutionalization of health improvement, and strategic communication and marketing Examples

include:

m Provided information that contributed to the development of NC Senate Bill 672, a bill to
strengthen public hoalth infrastructure

m Guided the development of North Carolina's 2010 State Health Objectives (Healthy
Carolinians)

m [ntegrated community-based partnerships, community assessment, and public health
planning for North Carolina's public health system (Healthy Carolinians)

M Provided staff to the North Carolina Public HealthTask Force 2004 to develop recom-
mendations for strengthening public health infrastructure in North Carolina

m Assisted with the development of North Carolina's network of Public Health Regional
SurveillanceTeams

m Developed aWeb-based course in Public Health Marketing for tho Leadership Program
at the UNC-CH School of Public Health

m Established the Social Marketing MntrixTeam within tho Division of Public Health to
advance the use of social marketing in public health programs

m Helped to establish Healthy Carolinians, Inc., a not-for-profit aim of Healthy Carolinians,
to leverage private sector support for the NC 2010 Health Objectives

m Contracted for the development of amarketing campaign for North Carolina’s public
health system using data from a statewide survey

For More Information Christopher Cooke, Protect Director
North Carolina Division of Public i loalth
1915 Mail Sorvice Center
Raleigh. NC 27699-1915
tel (9191 /33 4038 e-mail Christopher cooketnnr.npnl nt¥|
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The US Department of Transportation estim ates that the typical driver will
experience a near collision two to three times a month and will be in some type
ofaccident, on average, every six years. For one resident of Altus, Oklahoma, his
six years came up. Twenty-year-old Jim Bob Redelsperger lost his life to a driver
who failed to stop at a stop sign. He wasn't wearing a seat belt.

Oklahoma Turning Point
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Saving Lives

In Altus, there is no seathelt law. For three
years, the Altus City Council had voted down
the ordinance that would require the citizens to
buckle up or pay up.The Jackson CountyTurning
Point partnership in Oklahoma decided to bring
the matter to the
council again, this
time armed with
the voices of the
community in
hopes the plight
would be better
received.

On February
10", 2003, 13
members of the
Turning Point
partnership brought
the seatbelt issue
to the Altus City
Council meeting.

Six council members listened as Henry

Hartsell, chairman of the partnership, reported
the increasing traumatic brain injury rate, lost
revenue due to low compliance, and shared
survey results that declared lack of seatbelt uso
as one of the riskiest behaviors in tho commu-
nity. Brandie O'Conner,Turning Fhint representa-
tive, spoke about how adopting this simple
habit cc ild increase the community's health
and so* >ly. Dr. Bandy Sheets, a former ER
Medical Examiner and member of tho partner-
ship, has seen too many kids in his ER from
not budding up. Ile told thu council members,
"Kids think they are invincible, and something
as simFIO as a ticket will got them wearing their
seatbelt." But nothing seemed to bo working.
Pencils weto tapping, mouths woro yawning

tho council had heard it all before Several
council members behoved that wearing a seat
belt wos a choice, an issue of personal free-

in O klahoma

dom, and they weren't interested in giving up
any freedoms tonight.

As things were lookin ?rim, a final member
stood to speak. John Redelsperger, Jim Bob's
father and a friend of Dr. Sheets, was a re-

spected member of the
community. Shortly
before the city council
meeting, Dr. Sheets had
spoken to John about
attending the meeting
and telling his personal
story advocatin
seatbelt use. John
spoke of his 20-year-old
son who also once
enjoyed personal
freedom. He wasn't
wearing his seatbelt
when he collided with
tho car that ran the stop
sign and was killed
instantly. John told the council that by not
wearing his seatbelt, his son "paid tho highest
price." The other driver walked away fiom the
accident. She waswearing her seatbelt

On February 1B, 2003, the Altus City seat
bolt ordinance was approved and one month
later was officially in effect. Five of tho six
council members said that after they heard
John Redolsporgor'sstoiy. thaydiangod thoir
minds. His story convinced them to rethink
their definition of personal freedom TheTuming
Point partnership vwts successful in thoir efforts
to bring not only community partnerships
togothor, butalso community members that are
affected hy health and safety Irws daily. Sinco
tho ordinance passed, tho rate of motor vehicle
fatalities in Jackson County has decreased hy
Bo%, and tho personal injury rato has de-
creased by 15%
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At a G lanrce: O klah o m a Tur

Aim ot OklahomaTurning Point

OklahomaTurning Point is working to strengthen Oklahoma's public health
infrastructure through community-hased action in order to respond to 'he diallenge of protecting
and improving the public's health in the twenty-first century.

*

Oklahoma's Public Health Challenges

With health departments in 69 of its 77 counties, Oklahoma has one of the best public health
infrastructures in the nation. Unfortunately. Oklahoma's public health infrastructure has not resulted
in a healthier population. Oklahoma ranks -15" in the United Health Foundation 2003 State Health
Rankings. Oklahoma ranks among the worst in infectious diseases, death rates, and teenage
births. Oklahoma’s death rate for heart disease is 21,43%, 'or cancer 3.33%, for injuries 28.73%,
for stroke 14.75%, and for COPD 25.26% higher than the national average. Oklahoma citizens are
overburdened with more than their share of disability and unnecessary death. An essential element
missing in how nublic health deals with these problems in Oklahoma is community-based deci-

sion making.

OklahomaTurning Point's Contribution to Improving Public Health
Turning Point is using innovative means to craft an improved public health system by:

m Using acomniunity-based approach in public health decision making.

m Developing more than 48 local partnerships and working with state partners.

m Increasing cooperation of key state and local partners working toward healthy
communities.

m Developing anetwork of local and state partners to address health-related smoke
legislation. Several bills have been passed.

m Developing partnerships with state,

county agencies, and communities to COMvUrNrtv partnerships
assess local Fubhc_health needs and 6.JAr RIVKGr Crabnin OkUtor TVOHT pKumi4
develop local solutions.

m Working with local partnerships to
develop and implement Community
Health Improvement Plans.

¥ Developing resources that will help
communities implement population-
wide services at the local level,
including data access, Internet-hased
video conferencing, and e-mail policy
alerts.

For More Information Neil Ilann, Chiof,Community Development
f airy OlmstOad. Project Director. Turning Point
Oklahoma State Dopadment of i(c-ilth
10000 NG 10th St, Oklahoma City. Oh 73»17
tel (405)271-6127
a-mail noibchealth sun? ok u .
i mail lariyoWlu*,ilth stain ok us
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Oregon's Turning Point Initiative began in 1998 with development of a broad-
based partnership, an analysis of the public health system, and development ofa
public health improvement plan to lead Oregon toward a brighterpublic health
future. Among the many priorities the partnership identified in the plan, two
stood out. First, was to review Oregon’'s public health laws for theirability to
protect the population against health threats, an activity that had not been done
in 30 years. Increased threats of infectious disease gave public health leaders the

incentive to examine and update public health laws.

From

The second priority was to develop standards
(or local and state public hoalth that would be
consistent with the nationally 'ecognizedTen
Essential Services of Public Ht *lth and build on
Oregon's existing standards.Theso two priori-
ties determined OregonTuming Paint's work

Turning Point
S tandard s to P

ractic e

Since 2003, OregonTuming Point has been
working with public health consultants, Milne &
Associates, LLC, to lead the Oregon Public
Health System Assessment project. The
consultants convened a broad-based commit-

tee to provide

over the past six oversight for the
years. When the Public Health Statute project.Then the
Dr. Grant Modernization National Excel- consultants facili-

Higginson, Oregon's
state health officer,
has been an active
participant in the
Turning Paint Piblic
Health Statute
Modernization
National Excellence
Collaborative When
the collaborative
developed tho
Model Emergency Iloalth Powers Act in 2001,
Oregon:;Turning Point partnership, then directed
by Kathryn Broderick, seized the opportunity to
use this tool to assess Oregon's emergency
hoalth powers. The process be?an in 2001 and
brought togoiher statoand local public health
leaders, legislators, and other partners to
comparer Oregon’s existing laws with tho model
act, and to identify improvements needed to
maku the laws effective in modem crises and
emergencies Asadirect result of this effort,
thu Oregon legislature passed anumber of
prove.ions to provide public health tho powers
needed

Boiwuon2001 and 2003, thu Oregon partner-
ship also conducted a |omt state/local process
to revise thu Oregon Minimum Public Hoalth
Standards, incorporating standards also traced
oniho Ten f.# nnlial Services of Public Ilcalth

lence Collaborative developed
the Model Emergency Health
Powers Act in 2001, Oregon's
Turning Point partnership...
seized the opportunity to use
this tool to assess Oregon's
emergency health powers.

tated assessments
of system perfor-
mance in nine
representative
Oregon counties,
using a national
public health
standaids assess-
ment tool. The
assessments
provided information
to eadi ol the nine communities on both
strengths and areas to bn strengthened throuyh
community collaboration. They also generated a
great deal of intoiest in public health among
partner organizations. The combined assess-
ment results paint a picture of local public
health caf)acity acioss the state.

Ina follow-up to the 2001-02 work of Turnin
Pent, the second project element consisted o
acomprehensive review of all of Oregon's
[)rublic hoalth statutes and requlations using the

urning Point Modol Act for comparison. Asa
result, legislation may be introduced in the next
state legislative session to address areas
where problemswere found.

Oregon fuming Point's continuing legacy can
be soon in updated public health laws, lovised
Orogon standards, and local public hoalth
systems working toward Improved practice.



At a G lance: O regon

Aim of Oregon Turning Point
OregonTuming Point aims to safeguard the public's health by using information to make informed
decisions in times of limited resources.

Oregon's Public Health Challenges
Assessments of Oregon's public health system in 2000 and 2002 shewed substantial gaps,

particularly in the prevention of infectious disease. Despite new funding for bioterrorism responsive-

ness, gaps continue to exist in public health services. Among vital public health functions, most
are performed without adequate resources.

Tobacco use was identified as the leading cause of preventable deaths in Oregon and a voter-
approved initiative proviJed funding over the past five years that led to a dramatic decrease in
tobacco use by adults and teenagers. Obesity and cancer are the nex* leading causes of prevent-
able Oregon deaths.

An assessment of nine local public health systems performed in 2004 identified relative strengths
inwork related to diagnosis and investigation of health problems, emergency preparedness, and
enforcement of public health laws However, significant shortcomings were found in monitoring
health stat is (particularly regarding information technology capacity) collaboration with community
partners, <.id evaluation of health services

Oregon Turning Point's Contribution to Improving Public Health
Oregr n's public health system provides important services and protections Coalitions, networks,

and ¢ imcs have demonstrated that they can come together in partnership with state and other
agen ans to share information Oregon Turning Point is helping to improve public health oy

m Supporting collaboralivo partnerships at local and state levels that include hospitals,
physicians, nonprofit agencies, county governments, businesses, schools, faith
communities, and environmental health organizations

m Completing areview of Oregon’s public health statutes and administrative rules,
using theTurning Point Model State Public Health Act as a standard

m Developing standards for local and stato public health systems to ensure adequate
services to all Oregonians

m Convening health-related organizations to identify health policy chan%es necessary
to moot public health demands in Oregon for the future hoalth and satety of

Oregonians

m Conducting assessments in nine communities Ieadin? to greater awareness of
essential service areas tfiat need improvement as well as essential services that are

most consistently being provided

For Moro Information Grant Higginson statu F\iblicHealihOMi<:ir
Oregon Department of Human Services
BOOME Qregon Sliei.t, Suite 93(1

Portland. OR 1)7237 . o
' 114)3Ln 1 1000 ¢ m nl giant » hiijgmvir afoto orus
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Back in 2001, Morris Govan was a district health officer forsix counties in South
Carolina looking to improve the public health system. His partnership, the
Orangeburg County Health Improvement Coalition, was one of the first community
public health coalitions to be developed using Turning Point support. Morris's belief
in community engagement and his willingness to be a change agent by applying
new tools and processes to the practice of public health, is leading to a genuinely

stronger public health system.

South Carolina. Tu&ling Point
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L eading ro u g h C h angge

South Carolina's public health system has
long been the picture of organizational clarity.
Their unified health system means that even
local public health workers are state employ-
ees, in one hierarchical structure, ultimately
answering to one
leader. The upside?

Thioughout the state,

personnel and re-

sources can be

coordinated efficiently

whether for planning or

m a crisis. But Morris

came around to asking

himself and others—is

this one-size-fits-all

approach to public

health serving the

needs of various

communities? Are wo aware of the needs of
communities and answering these needs?
Morns wanted to try a new way of working that
involved grassroots community engagement
When his health district received thoirTurning
Point grant, they had an opportunity to learn
what happens when you adogt.community
engagement processes mgu lic health.

Between 20G1 and 2003, tho then budding
I ilitiOn used "Mobilizing for ActionThrough
| jnning ano Pfcitnorship (MAPP)," a NACU IQ-
developed tool to establish partnerships, identity
commuth themes, and priorities, and develop
forces of change*. With department staff. Morris
developed a broad-bnsed coalition, which then
carried out alocal public health system assess-
ment to identify weaknesses in tho essential
soivices Theggathorod data on health and
behaviors in Orangeburg, conducting surveys to
understand community concerns at PTA
mootings, hoalth fairs, sdiools, grocery stores,
jus stations, and in tho tlu vaccmo mobile van.

nce thu stnvoys wore in, partners analyzed

the results and conducted key informant
interviews and a satisfaction survey to gain
community perspectives of the local health
department.The analysis is being used to
prioritize areas needing immediate attention. For
South Carolina this
process of
grassroots planning
and the resulting
priorities and
projects are nothing
S.iort of revolution-
ary. For example, as
aresult of the use of
MAPR the district
incorporated and
strengthened anew
local diabetes
coalition to address
this diionic disease in tho community.

The demonstration project ha* undouoiedly
lod to increased attention to /oca/public health
concerns and improved community involve-
ment in public hoalth, both of wired are pos:-
tive results. Morris and others discovered that
community mvolvomont does mako tho public
health system more responsive to the local
communities' needs.

Morris is now assistant deputy commis-
sioner of Ilcalth Services for SC Department of
Ioalth and Environmental Control Ilo contin-
ues m his rule as a change agent in public
hoalth, encouraging other hoalth directors to
use this piocoss to irnp'ovo community health
in thoir geographic areas. As a critical mass of
counties discover its benefits, community
engagementis moving from i demonstration
project to a policy diange. Moms is honing his
skills for tho nextimprovement process—
studying silos to systems and instituting a
performance management system for South
Cardlina



At a G lanoce: S outh C arolin a

Aim of South CarolinaTuming Point

In South Carolina, Turning Point is the institutional embodiment of a new way of doing
business in publ'c health, incorporating a diverse group of public, private, state, and
local organizations. By using acollaborative]process that merges professional exper-
tise, community wisdom, and political will. Turning Point aims to strengthen the state's
capacity to protect and improve the public's health.

South Carolina's Public Health Challenges

South Carolina leads the nation in many health indicators from cardiovascular deaths to HIV/AIDS
Particularly troubling are the persistent health disparities between white and African American
residents. These indicators and disparities relate to complex community problems associated with
lifestyles, the environment, economics, and access to care. State budget cuts, categorical federal
funding, and new demands for emeroonc%/ preparedness are stressing the existing structure of
state, district, and county public health offices and limiting their ability to respond to local commu-
nities' unique needs.

South CarolinaTuming Point's Contribution to Improving Public Health

On the state level. South Carolina Turning Point has led acommunity-engaged planning and action
process, fundm? three commum'y-based organizations and six local health departments to conduct
community health assessments using MAPP. Inaddition, Turning Point s implementing workforce
training programs and encouraging public hoalth leadership in several counties in the state.
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For IVIoro Information Jetry Doll Gim.trc, Protect Director
or Pam Gillam, Project Manager
USC Center foi Health Services and FY>kv Roseaut>
Arnold School ol Public Ioalth, Cc lumbia, nC29208
tel (80J1///03b0 o mail gimmextsc edu or
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Andy is twelve, and his parents lovingly call him "sturdy,” but he is carrying an
extra 45 Ibs., which makes him clinically obese. Although they live in the beautiful
mountains ofAppalachia in Wythe County, Virginia, the family doesn'tget much
exercise, and mom and dad are also overweight. The family doesn't realize they
are courting an often preventable disease, type 2 diabetes. Diabetes means a
lifetime of constant management of insulin levels, and even when "managed,”
diabetes carries a high risk of blindness, amputation, and premature death. If
Andy's parents knew this, they might make lifestyle changes that could prevent

this disease.

Virginia Turning Point

N atural

InWythe County, the age-adjusted mortal-
ity rate of diabetes as primary cause of death
is more than twice that of the state late. As
researchers look for reasons for the discrep-
ancy, public health workers are tryian to save

.Fo

lives with screening and education

rthose

at high risk, like Andy and his family, reasons
ate not as important as outreach and educa-

tion,

[lealth deportment nurses screen for
diabetes al health fairs, and the local hospital
provides classes for newly diagnosed diabet
ics referred by physicians. Unfortunately, you
won't find Andy's famHg,l or many others who

air

are at risk, at a health

. In 2001, hospital

and health department staff wore increasingly
frustrated that despite their efforts diabetes
hospitalisations and(r)nLErtah remained high

lbey needed anew

...center staff recognized an
untapped resource and ally in
Wythe County: the business
community. Diabetes can
mean many work hours lost to
illness...diabetes affects a
business's bottom line.

r€aCl strategy

In tho
meantime,
tho Virginia
Center for
Healthy
Communi-
ties in
Richmond,
anoutgrowth
of tho
Virginia
Turning Fhint

Initiative, was exploringi roles that non-public
hoalth partners could play m |mpr0vm% tho
health of thoir communities. Constantly on tho
lookout tor natural allies, tho Center stall
recognilcid an untapped rosoutco and ally in
Wytho County tho business community
Diabetes can mean many work hours lost to
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Allies

iliness. Because insurance companies pass the
higher costs of caring for the chronically ill on to
the group purchasers, diahetes affects a
business's bottom line.

In January 2002, the Center's Turning Point
director. Jeff Wilson, spoke to the Wytheville-
Wythe-Bland Chamber of Commerce. The
Chamber's executive hoard members and
executive director Jennifer Jones quickly saw
the relationship betweon preventive healtn and
theirinterests.Dio Chamber enthusiastically
formed an alliance with public health. Business
owners would help readi people by opening
their workplaces to health interventions. With
the local health department and hospital on
point for service delivery, and the Center
Provjding technical assistance, the Chamber is
eading a social marketing intervention com-
plete with screenings at worksites, education
about lowering diabetes risk, and materials
about greventmg and managing diabetes Tho
Chamber's new Iloalth Task Force is consider-
ing expanding tho program with a physical
activity or nutrition intervention

Tlu>Wytltoville-Wvtho-Bland Chamber of
Commerce's Health Task Forco k,.n?s together
business loaders, health oduc: tors from the
local hoalth department, and n rises from the
community hospital. Their combined vision and
expertise generates creativo solutions to health
ptobloms. Tho Virginia Center for Healthy
Communities links sectors and helps eadi see
their distinct rolo in improving tho public's
health. By taking the load and lending thoir
tremendous assets lo public health, business
leadois in this pan of Appalachian Virginia ac?
making a difference for business and Anriyh
family - a winning outcome for all



m
At A G lance: V irgin ia fjf

VirNinijp~AW for
Aim omfirginia :|:urning Boin’t HealthyOu:rrrunltleS
Turning Point'sVirginia Centei for Healthy Communities isan independent, nonprofit organization
dedicated toimproving the health of Virginia's communities.The Center bridges the gap between
the public health, health care, and business sectors; demonstiato- *he strong relationship between
improved health and economic prosperity; and supports collaboi sefforts toimprove health.The
Center's mission is to support public/private partnerships that ini;, we the health of local commu-
nities ty conducting research on community health, sharing information with organizations and
individuals interested in community health, and providing technical assistance for local community
health improvement efforts. The ultimate aim of the Center isaVirginia where each community
strives to optimize the health and quality of life for its citizens.

Virginia's Public Health Challenges

Virginia is respected as a safe and healthy place to livt uut troubling signs are ahead Virginia
spends $300 million per year to cover inpatient treatment fcrpreventable injuries.The state loses
$2.8 billion annually in direct medical and indirect costs related to diabetes. More than one million
Virginians are without hasic health insurance. In just the oast six years, Virginia's overall health
status has fallen from 10th in the nation to 19th.

VirginiaTurning Point's Contribution to Improving Public Health
Virginia Turning Point has successfully

- Enlga.ged the business communl.ty. - Virginia Atlas of Community Health
within the Commonwealth of Virginia in  j jmmmvrail j f WRWU T

community health improvement activi-
ties, such as woikplacc diabetes
screenings and interventions.

m Developed theVirginia Atlasof Commu-
nity Health, an online publicly available
resource providing zip-code level data
and maps depicting up to two indica-
tors and capable of running reports on
health status in specific, areas of tho
state.

m (Conducted three Business Roundtables
on Health, opportunities for business
loaders todialogue with public health jevein e « jo— i prn
officials, health care providers, elected
officials, and local government personnel about health issues facing theircommuni-

ties.

m Established an independent j01(c)3 called thuVirginia Contcr for Healthy Comnumii
ties, a self-sustaining organization dedicated todeveloping effective public-private
partnerships reflecting diverse sectors toimprove health forVirginians.

For IViore Information Jeff Wilson, Turning Fbint Strategic Planning Coordinator
Virginia Department ol 11 alili
109 Govornor Street, 13th Floor
Richmond, VA 23?19
tel (80'1)86;170190 mail (lwilsonuflydh Virginia gov
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O n July 10, 2001, WestVirginiaTurning Point Director, Amy Atkins, was preparing
for the next day's First Invitational Roundtable on Public Health Partnerships, dedi-
cated to strengthening the working relationship between state and local public
health. As rain lashed the windows and flood waters rose, Amy realized that the

Roundtable would have to be cancelled.

West Virginia Turnlng Point
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VQTfetching a

State and local public health departments,
eadi with their own disaster response procedures,
responded to the mounting flood conditions. As
part of the Division of Public Health Nursing and
Administration at the State Department of Health,
Amy and her colleagues were to maintain contact
with each local health
department (LHD) in the
affected areas, assess
their needs, and provide
assistance. Immediately
things started to go
wrong.

First, Amy found
herself without emer-
gency numbers forsome
of the LI ID staff Insome
cases sho had to reach
them through their
neighborsiThen, there
was a struggle for tetanus
vaccine. Local staff facod
crowds of people at their doors demanding
tetanus shots and requested additional vaccine.
For many itwas not medically indicated and state
supplies wore lew. Working relationships between
state and local puulic health wore strained. Robs
and responsibilities wore not clearly defined,
efforts were duplicated, and in some cases, no
one was assigned to critical tasks.

As the flood waters subsided and the immedi-
ate crisis passed, there were many repairs to do.
not thu least of which was in tho public health
system, To start with, state and local officials
found iho rescheduled Inv'tational Roundtable on
Public Health a great opportunity to plan how to
improve thoir emergency response systems while
they focused on improving thoir work relationship
ingonorol.

Did their work toimprove thoir relationships
and coordinate procedures pay off? Success was
crystal clear twoyoars later as Hurricane Isabelle
threatened tho oastorn panhandle of WestVirginia.
Isabelle’s arrival meant potential mass power
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outages, flooding, and heavy winds. Unlike in the
2001 flood, state and local public health handled
the 2003 emergency far more effectively. The
disaster network was activated with clear mes-
sages forcommunity partners. State Department
of Health staff began calling and e-mailing their
assigned LHD agen-
cies about specific
preparations. The night
before Isabelle
arrived, the local
health departments
distributed communi-
cations materials to
the press, moved
vaccines to facilities
with backup generator
power, and conducted
local emergency
planning meetings
with their partner
agencies. Besides the
diange incommunication procedures and strat-
egy, distrust had been replaced with confidence
and support. Instead of a state health department
end local health departments, a public health
system had emerged. Locals had tetanus vaccine
available and knew where additional doses could
bo found. Tho state had arranged for even more
doses toho shipped in from out of state if more
wasneeded beyond what had boon given to the
local health departments.

Tho Invitational Roundtabfo on Public Iloalth
Partnerships is now pait of a formal planning
process hetween tho state and local public health
agencies. The principles established through this
process serve as iho framework for how tho parts
of tho Wust Virginia public health system v\ork
together Thoso principles do not iust live on a
shelf. Thoy provide guidance to tho organisations
a thoy continue toimprove tho way public hoalth
dgeNCIES work together, not just in tho area of
disaster responso but in everyday public health
functions.



At a G lance: V irg in ia

Aim of West Virginia Turning Point

WestVirginiaTurning Point focuses on improving the performance of and working relationship
hetween state and local governmental public health agencies in order to more effectively address
health issues. In addition, they are creating processes that measure the performance and effective-
ness of public health activities throughout the state.

West Virginia's Public Health Challenges

West Virginia is the second most rural state in the nation, which increases the importance of strong
and coordinated local partnerships In 1997, 34 of the 49 local health departments inWest Virginia
were experiencing severe reduction in services and workforce due to a dramatic decrease in
revonueand support. In addition, West Virginia's communicable diseases were being under
reported and the need to strengthen surveillance capacity had been identified. Perhaps most
essential, public health planning effoi ts have historically lacked a formal process for setting joint
short-and long-term priorities.

WestVirginiaTurning Point's Contribution to improving Public Health
WestVirginiaTurning Point has:

m Regularly assessed the performance of local public health services through a new
accountability structure that ensures West Virginians receive standardized care and
ongoing improvements to servic s that protect their health. A prime example is the
use of performance standards and surveillance indicators to reduce the time it
takes to recognize a new infectious disease outbreak in West Virginia.

m Convened active partnerships of representatives from a variety ol sectors that have
a stake in public health at tho local level to share resources and decision making

based on local priorities

m Supported community partnerships in developing local policies and revising
outdated public health codes.

m  Strengthened tho relationship between state and local public health through formal
working agreements and joint planning and assessment.

m Increased the capability of the public health workforce through tho development of
standardized job descriptions, orientation programs, and structured training tools
for public health staff.

m Improved public health's ability to track emerging infectious diseases by develop-
ing performance standards, increasing regional and state staff, strengthening
laboratory capacity, and providing quarterly trainings,

For IVloro Information Amy Atkins. Transitions Coordinator
Division of Public Iloalth Nursing and Administration
West Virginia Department of Health and [luman .Soi vice?,
Room SIT), 350 Capitol Strom, Charleston, W V25301-3716
toT (3041 55B-H8/0  e-mail amy ntkinsWwvilhht org



Consider: "There is nothing more difficult to take in hand, more serious to
conduct, or more uncertain insuccess than to take the lead in the introduction of
a new order of things, because the innovator has for enemies all who did well
under the old conditions, and only lukewarm defenders of those who may do well

in the new " (Machiavelli, 1505)

Wisconsin Turning Point

Social Change in Action
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several transformation obstacles identified by a
small group of innovators in 1998.They were
told they were "overtaken by madness" and
instead of transforming tho public health
system they were on a course todestroy it.
Consider some of the obstacles ihey faced.
Although people cared about "public health,"
they lacked common agreement on basic
definitions. They lacked a compelling set of
statewide priorities. Policies, programs, and
ways of thinking impeded change. Partnerships
were needed yet trust was lacking. The focus
was on programs rather than on the system.

The public health system was viewed as
tho "country cousin™ to health care. No matter
how hard and how ef jctive they were, tho
label stuck. Policy loaders viewed public health
0S a program— not as a system. They viewed
its priorities as "everything but the kitchen
sink." "Balkani/ed information systems”
impeded health status evaluation. Tall order of
(Jiallenges? You bet | But they had hope,
idealism, coinage, and opportunity.Thoy didn't
have amodel so they built one with thoir
partners.

Tho Turning Point Initiative is Wisconsin's
statewide policy process for chnngo. It Iras
produced a Ieg|slat|ve|y mandated state health

a{d )y
wh L .
i}3 | The Initiative's work is
grounded m scionco, strategic planning quality
assurance, and collaborative partnerships It
inspiros a collective consciousness tf itit
takes the work ol many toimprove tl o hoalth

for all

The Initiative has brought policy, data,

partners, process, and mea%'\%g‘]
' ent. Itdirectly links

%ﬁﬁo the department's Strategic Plan. It
cieated a framework— a transformational
pathway— that depicts the vision, core func-
tions, essential services, goals, priorities, and
desired outcomes (1) improve the health of the
public, and (2) improve public health system
capacity.

And the results? Now tho department and
its partners align their work and federal grants to
tho framework's essential setvices, FOEIil anﬂ

riogities .M | tho partnersown

\/‘éﬂﬂrﬁmﬁhoir own plan. Local health
departments have linked local priorities to tho
statowide priorities. An externalcommunity
governance structure was formed to monitor
implementation ind champion transformation.
And finally, Wisconsin's two conversion founda-
tions have formally gone on record toaward 3b
porcont of tho total resources lo communities

th iinmmoiEWs lo the priorities
f



At a G lanvce: W is consin

Aim of WisconsinTurning Point

WisconsinTurning Point reflects a transformation in the way Wis jns>n operates its public health
system and addresses its priorities. Maintaining the health of the public was once solely identified
as a governmental responsibility, but Turning Point inWisconsin aims to define more broadly the
roles and responsibilities for improving the health of Wisconsin communities and its 5 4 million
residents.

Wisconsin's Public Health Challenges

Poor access to health services, inadequate nutrition, exposure toenvironmental hazards, emerging
infectious diseases, and other issues are priority areas for intervention ifWisconsin's public health
loaders are to improve the health of Wisconsin residents. Wisconsin's public health system must
be restructured to eliminate health disparities and protect and promote the health of all. No one
sector can maximize improvements in the health of Wisconsin residents; multi-sector partnerships
focused on health promotion and disease prevention are crucial for success.

WisconsinTurning Point's Contribution to Improving Public Health

\/risconsi Turnjng,Poi “Ied development of HﬂkE
nmE{h?l'&ﬁ his strategic health plan focuses on health promotion, disease

prevention, and building a strong public health system with the partners. WisconsinTurning Point is
also

m Developing policy recommendations to improve public health laws that provide
legal support for the protection of Wisconsin residents

m Ensuring good management of resouices through quality assurance activities with
public health partners

m Creating model practices, such as award-winning, countyvvide coalitions for oarlv
childhood immunization

m  Facilitating innovative state, federal, and private partnerships to solve access issues
and other public health challenges

m Expanding academic/community partnerships toadvance health throughout the state

Wisconsin Turning Point's UniqueTransformntionnl Fiamcwork
Includes

m A shared vision of Wisconsin's public health system (shared hy all partners)

m Coro principles and values (social justice,common good, and creating positive futures
for all)

m Establishing five infrastructure priorities as the "engine™ for collective action by thu
partners

m Overarching goals of eliminating health disparities, promoting and protecting health
for all, and transforming Wisconsin's public health system

For More Information Margaret Schmclzer, Stale Ilealth Plan and Public «fealth fW .y 0il" v
Bureau of Public Hoalth Information and Planning
Division of Public Ifealth. Department of Hi alth and Family Servi <s
IWest Wuson Street, Room 250, Madison, W1 537U1-2659
tel (600)25(308//e m,"I scbhmi'iiiuMdhls I lu wi us
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