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Sectional Analysis 
H B  337, Version N, Health C a re  Transparency A ct 

Section l
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. 2 AS 18.05.010(b)
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 1 Icallh 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 I lealtli 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. 5 AS 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 I lealtli 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 c o m m o i i lv  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.

See. 7
Establishes a 16-member Alaska I lealtli Care Commission within the Department of 
I 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 plncenn .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 I 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 I ribal Health Consortium appointed by the consortium, one member
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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.

See. 8
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.

Sec. 9
Allows the Department of 1 lealtli and Social Services to adopt regulations necessary to 
implement changes made by this Act.

See. 10
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.

See. 11
Section 9 takes effect immediately (for the development of regulations;.

bxeept as provided in sec. 11. the Act takes effect July 1. 2008.
S ee .  12



C h a n g e s  in the C S  for H o u s e  Bill 337 . N a m e nded
1113337 o r ig in a l 1113 337 CS , V e r s i o n  N, a m e n d e d
Creates Health Care Commission to review health 
care policy and develop a plan -  1 0  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 1 effective date

Section 7:
Page 9 lines 10 - page 10, line 6

Changes composition of the Health Care Commission: 16 
members:
• DIISS Med. Director (Chair)
• MI IT A (appointed by MI1TA)
• UA health ed (appointed by UA)
• 7 public members

o ANTHC (appointed by ANTHC) 
o AK Primary Care Assoc (appointed by Assoc) 
o AK St. Hosp. & Nursing (appointed by Assoc) 
o Health Ins. (Gov appointed) 
o AK Nurses Assoc, (appointed by Assoc) 
o 2  health care consumers ( 1  small business 

owner) (appointed by Gov.)
• 6  members ol legislature

o 3 House representatives 
o 3 Senate representatives

Commission sunsets June 30, 2014
Creates Health Info office: health info on web site 
on health care facilities, costs on health care, 
licensed facilities, July 1 effective date

Section 6 :
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

• Quality of health care
• Hospital ratings including infections and mortality

• Consumer education info on topics
• Prevention and healthy living info

Repeals Certificate of Need, immediate effective 
date

Section 3.4:
Pages 3- 5

• Retains CON statewide HXCTPT for municipality or 
borough of 60,000 or more: (Anchorage, Mat-Su, 
fan banks)

• i-XCTPT retains C()N statewide for:
• Nursing Homes
• RI’TC

• Adds statutory definitions lor health cate facilities that are 
subject to CON

• l-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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Test imony Related to A laska House B il l 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 f  need program fo r  certain healthcare facilities; 

_____________________and providing fo r  an effective date"___________________________

January 31.2008

By Robert James Cimasi, MHA, ASA, CJJA, 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 o f  Need program fo r  certain healthcare facilities; and 
providing fo r  and effective date.1 ”

My name is Robert James Cimasi. I am President of Health Capital Consultants, a national 
healthcare economic and financial consulting firm located in St. I ouis, MO. On August 16. 
2001. I 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 I960'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 
rea son s . I lie following topics should be addressed:

1. COM 's History us A Fa iled Hea lth P lann ing Policy;
2. T h e  Effects o f C O N  Repeal in Several States:
3. T h e  Federa l Trade C om m is s io n ’s Repeated Denunc ia t ion o f C O N ;
4. C O N  l ia s  Fa iled to Lower Hea lthcare Costs;
5. C O N  is Anti-competitive;

1 I lealtli C are Plan Curm <ssi>*n I acililics by Alaska I louse nl Representatives, Alaska House ul Representatives, 
January 2008.Jutp: vsvvw.lcgi),slate .ik.uvhasiv'yct hill.asp "hill Hit0 o211iLZ&session .15 ( 2(108)

R o b e r t  . J a m e s  C i m a s i .  M H A ,  A S A ,  ( B A ,  A V A ,  C M  A A A ,  C M P
(DIIk m .t i i  C a p i t a l  C oN st.T T A N  i s  P age  1 o f  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.

R o b e r t  J a m e s  C i m a s i ,  M I I A ,  A S A ,  C B A ,  A Y 'A , C M A A A ,  C M P
(D llK A l/rn  C a p i t a l C o n s i  i .t a n i s  P age  2 o f  14
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1. CON’s History as Failed Health Planning Policy

CON legislation was put in place nationally as a result o f  a Federal mandate in 1974. Based on 
over three (3) decades o f  experience, 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 I Iavigliursl concludes "Protectionist regulat on, 
long discredited in other areas, is particularly misguided in healthcare, where health insurance 
greatly increases the profitability o f  monopoly 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 un fairly (rcgressively) an the hacks o f  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 I lealtli 
Planning Act was repealed due to “mounting empirical evidence that certificate o f  need 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, 
v alid 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. I he 
results of this study are published as the "Fffccts o ft  'ertificate o f 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 l '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

■ "Monopoly Is Not I tic Answer," Hy ( lark (*. Ilaviglmfst, Health Affairs, August • ). 2005.
1 SW  Aaron S King. M ed ic a l M a rk e t F a i lu r e  in  M a in e  I s  d ie lU r lg n  R e fo rm  t»7 \ < e i i i t ie a ie  o f  \ V e d a  M arke t 
( ’t n r e e l i o n ? ,  2 2  Me. ft J 156(2(107),

R o b e r t  . l a m e s  C i m a s i ,  M H A ,  A '  , ( 'B A ,  AN’A, C M & A A ,  C M P
(DIIl a l i it C a p i t a l  C o n s i  i .t a n i s  P age  3 o f  14



Testimony Related to Alaska House Bill 337: An Act establishing the Alaska Health Care 
Commission and the Alaska Health Care Information Office; relating to healthcare planning 
and information; repealing the certificate o f  need program fo r  certain healthcare facilities;

and providing  fo r  an effective date"___________________________

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 o f  CON on the 
quality ond availability o f  other healthcare services or about the effects o f  repealing 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 study.

"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 o f  
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). ‘

4 “Effects ol Certificate oI Need and Its Possible Repeal”, Joint l egislative and Audit Review Committee and the 
Health Policy Analysis Program of the I diversity of  Washington’s School ol Public I lealtli and Community 
Medicine. Jan. 8 . 1097, p. i.
' 'Tffects of f  'ertificate of  Need and Its Possible Repeal", Joint Legislative and Audit Review Committee and the 
Health Policy Analysis Program of the University of  Washington's Sellout of Public Health and Community 
Medicine. Jan. 8 , 1999. p .  ii. 6 .
' “Effects of Certificate of  Need and Its Possible Repeal". Joint Legislative and Audit Rev icvv Committee and the 
Health Policy Analysis Program of the University ol Washington's School ot Public Health and Community 
Medicine, Jan. X. 1999, p. iii.
•Tffects of f ertificate of Need and Its Possible Repeal", Joint Legislative and Audit Review Committee and the 

I lealtli Policy Analysis Program of  the I 'diversity of Washington's School of Public I lealtli and ( oinmunity 
Medicine, Jan. X, 1999, p. 10.
’ "Effects of Certificate of Need and Its Possible Repeal". Joint I cgislalivc and Audit Review Committee and the
I lealtli Policy Analysis Program of the t diversity of Washington’s School ol Public I Icallh and Community 
Medicine, Jan. 8.1999, p. 13.
"I Ifcctsof Certificate of  Need and Its Possible Repeal", Joint I cgislalivc and \udil Review Committee and the 

I Icalih Policy Analysis Program o f  the I ’Diversity of Washington's School of Public Health and Community 
Medicine. Jan. 8 . 1999. pp. II. 13.

R o b e r t  . J a m e s  C i m a s i ,  M H A ,  A S A ,  ( B A .  A V A . C M  A A A ,  C M  I’
tf 11 e .m . t it C a p i t a l  C o n s u l t a n t s  P ag e  4 o f  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 major findings about CON can be summarized as follows: first, we found 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 supply fallowing the removal of’C 'ON. 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.1* I his 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;

3.1 ETC  and DOJ Joint Hearings and Report on Healthcare Competition and CON

In November 2002, FTC Chairman, l 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 l)()J (agencies) issued a joint 
report on July 23, 2004. entitled " Improving Health Core: .1 Dose o ft  'ompetituni' in which the 
agencies recommended that states decrease barriers to entry into provider markets. I lie agencies 
encouraged states to reconsider whether CON programs “best serve their citizens’ health fa r e

'"Does Removing Oertilication-ul'-Nccd and Regulations l.c.ul toa Surge in Health Care Spending?” C onover, 
Christopher J„ Sloan. Frank A., Journal of Health Politics, Policy and 1 aw, vol. 23, no. 3, June I‘>‘>8 , p t55 
" Chr is topher 1. Conover , Frank A. Sloan, D o c s  R e m o v i n g  C e r t i f i c a t e  o f  N e e d  R e g u l a t i o n s  L e a d  t o  

a  S u r g e  i n  H e a l t h  C a r e  S p e n d i n g ? ,  23 J. HEALTH POL. POL'YY ft L. 455 (1998).
' S e e  Aaron S. King. M ed ic a l M a rk e t  f a i l u r e  in  M a in e  Is  l l i e  D i i i^ n  R e /a rm  .It I s  t 'e r li f ic a te  n f  S e e d  a  M a rk e t  
< ' u n v d t n n ? .  2 2  Me. HJ. 156 (20(17).
" "I I f  Chairman Announces Public Hearings on Health Care ami I'ompclilic Law and I'olic) to lUgm in February 2 0 0 .V 
I cilnnl I radc Commission, vvww lit uuv/ona JdO.’ I Lnnnishralllicaie lilni. IAn.esveil Aug. 5. 211(11).

R o b e r t  J a m e s  C i m a s i ,  M I I A ,  A S A ,  ( BA, A V A ,  C M A A A ,  C’M I ’
C T I k a i .t u  C a p i  i a i . C o n s u l t a n t s  P a g e  5 o f  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. (l

Subsequent to the I 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 I lospiial Competition, the agency stated . " vigorous competition can 
have import an! benefits in the hospital arena, just as in the multitude o f  markets in the U.S. 
economy that rely an competition to maximize the welfare o f  consumers. ( 'ompctitivc pressures 
can lead hospitals to lower costs, improve quality and compete more efficiently. ( 'ompctitivc 
pressures also may spur new types o f  competition. In hospital markers, some new entrants 
specialize and prove only a limited portion o f  the in-patient and out-patient services that general 
hospitals tend to p r o v i d e Specifically, the ETC testimony emphasized that."Overall. 
testimony at the b i t ' /) ( l l  Hearings identified a number of benefits dial SSI Is /single specialty 
hospitals/ may offer to consumers, with no significant controversy about the potential fo r  SSHs 
to provide those benefits. Rather, os discussed in more detail below, debate about SSI Is

t i l H  i  i t  •generally centered on how they may affect the functioning o f  general hospitals. ” Ultimately, 
the ETC testimony related to the efficacy of CON concluded that,

14 “Improving t lealtli Cate: A I lose 0 1’Competition" \ Report by ihe federal I rude Commission and ihe Department ul'Juwice, 
July 2001.1'xccniive Summary, p 22
*' “Improving I lenllli Care: A Dose ol Competition" A Report by the federal I r.nle Commission and the Department of Justice. 
July 2001. eh «.pp 1-2.
14 “Improving Health t are: A Dikc-of Competition" A Report hy the Federal I r.nle Commission and the Department ol Justice. 
July 2001. eh 8 . p I
17 Prepared Statement o f  the Federal I rude Commission Before the Subcommittee on Federal I inn ;cial 
Management, Government Information, and International Security ol the Committee on I lomeland Security and 
Governmental Affairs, U .S. Senate on New Entry Into Hospital Competition, May 24.2005, p. 3.
"  Prepared Statement o f  the Federal trade Commission Before the Subcommittee on Federal I inancial 
Management. Government Information, and International Security o f the Committee on 1 lomeland Security atld 
Governmental Affairs. U .S. Senate on New I ntry Into Hospital Competition, May 24,2005, p. 8,

R o b e r t  . l a m e s  C i m a s i ,  M H A ,  A S A ,  ( ’B A , A V A , C.’M & A A ,  ( ’Ml*
<DIlKAi.ni C a p h  a i . C o n s i  i .t a n t s  P age  6  o f  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 o f  
controlling costs is laudable, but there appear to be other, more effective means o f  
achieving this goal that do not pose anticompetitive risks. Indeed, competition itself is 
often the most effective method o f  controlling costs. A similar analysis applies to the use 
o f  CON programs to enhance health care quality and access.' ,19

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, 
"Market forces generally allocate society's resources fa r  better than decisions o f  government

/ * m20planners.

3.3 The FT C ’s Recommendations That States Repeal CON

I he FTC has consistently recommend'd that the states remove their CON regulations. In a 19,S7 
letter to Virginia officials they stated. "Any potential benefits o f  CON regulation are likely to be 
outweighed by the adverse effects o f  such 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, o f  health services in Virginia."'1 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 cannot fin d  a single article that asserts that CON laws

1 Prepared Statement of the Federal t rade Commission Before the Subcommittee on Federal Financial 
Management, Government Information, and International Security of  the < 'ommittce on I lomeland Security and 
Governmental Affairs, U.S. Senate on New I utry Into Hospital ompetition, May 24, 2005, p. 18.

Press Release from the Federal t rade Commission, Aug. 10. 1987 
;| Press Release from the federal trade Commission, Aup 10, 1987
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succeed in lowering healthcare costs

In fact, a 2003 study headed by David C. Grabowski entitled "The Effects o f  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 ond per 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 o f  the 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.26

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

:: "Ik) Unit Health Cure ite Form: Reconsidering Certificate ol Need laws In u Managed Care Competition System". Mc(iinlcy, 
l*J, Florida State University I aw Review, 1975.
:l “ I lie Effects of  CON Repeal on Medicaid Nut sing I lomc and t .ong-T erm Care Expenditures", Grabowski, David 

Olisfeldt, Robert I... Morriscy, Michael A.. Iin|tiirx •l:\ccllus I lealtli Plan, vol. 1 0 , no. 2, Summer 200.1, p. 117.
‘ 1 "Does Removing Certilicatioii-ol-Nccd and Regulations Lead to a Surge in I lealtli Care Spending?'' Conov er, 
Christopher J., Sloan, frank A.. Journal of t  lealtli Politics, Policy and I aw. vol. 21. no, .1. June 1778. pp. 16.5, I <>(>.
' "Report of  Data Analysis lo the Georgia Commission on the Efficacy of the CON Program," By William S. 

Custer. Ph.I >. el at, October 2006, p.5.
■" "Report of Data Analysis (o the Georgia Commission on the Efficacy ot the CON Program," By William S.
( uster. Ph.D. et nl, October 2006, p.5.
:1 "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.
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found that there was “not a statistically significant relationship between CON rigor and the 
number or growth o f  ASCs. ’’[emphasis added].28

Recently, the proponents o f  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 o f  the results is the 
lock o f  any statistically significant evidence fo r  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 o f  Law at Duke 
University School o f  Law, “The huge enterprises thot U.S. hospitals hove become ore largely 
unaccountable fo r  the amounts o f  revenue 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 resources from  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 decide just 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 I lealtli 
Policy. Law and Management in the Terry Sanford Institute o f  Public Policy at Duke University, 
recently stated. " There is a significant amount o f  literature on the benefits ond costs o f  
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 /..S’ businesses and consumers: the impact o f regulation on the overall economy will approach 
S i trillion in 2004"  Specifically, Conover found that, CON regulations had a net cost of 
approximately SI 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 o f  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. " 31 I he cost o f  
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.8 .
■ ' "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,’’ By < lark C, I laviglmrst, Health Affairs, August 9,2005.
" "1 lealtli Core Regulation A $169 Million I liddcn fax," By Christopher J, < onovcr. Policy Analysis, No. 527.
CAT * > Institute, October 4,2001, pp,2, 8 .
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applications is considerable. Litigation and lobbying on both sides o f  the CON debate arc other 
significant costs.

CON was originally conceived in the old payment structure plan o f  fee for service. With the 
advent o f  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 Effect1' 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.'1*

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.11 According to Professor Carolyn Madden, 
“\T\here is ... agreement across all perspectives o f  [health economics theory/ on one issue: the 
negative consequences o f  too much concentration o f  economic 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 C’ON's 
anticompetitive effect, in suggesting that overall CON policy is absent o f  a “clear, 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 o f  such denial.../I/he trouble is that agency decisions can often 
accomplish the latter while claiming the former,

As Duke Professor of I .aw Clark I lavighurst concludes, Hut CUN regulation was itself not 
clearly intended to suppress competition that is inconvenient fo r  certain hospitals (fsleiisibly, at 
least, the original rationale for enacting ( 7)N laws in (lie regulation-ridden l ()7i v was 
policymakers' belief that market Jarirs 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 o f  the problem that first occasioned ( V TV 
regulation. In addition, private liealih phots have develapi d the ability to steer patients to 
cooperative, law cost provuh rs, thereby signifying a “need" for the latter \  facilities and

S e e  Aaron S. King, M e d i c a l  M a r k e t  F a i l u r e  h i  M a i n e  I s  t h e  D i n g o  R e f o r m  A c t  ,v < ' c r l i / i e a l e  o f  S e e d  i i  M a r k e t  

(  D i r e c t i o n . ’ ,  2 2  Me. H J. 156 (2007).
’’"California 1’rovidcrs Adjust To Increasing Puce Controls", Avun/igcr J. Mclnick <i. Uainc/ai A., Health Policy Kclonn 

Competition and Conltols, Alii Press. 197V pp. 24I-5X 
’* Madden t ‘W. “I:\ccx.v capacity: markets, regulation, and values." Health Services Research February, 1999.
"  "Ccrtilieale-of-Nced Deregulation and Indigent Hospital Care". Campbell, Ellen S., Fournier, (iary M„ Journal of 
Health Polities, Policy and I.avv. vol. IS, 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 is fa r  from obvious today that CON regulation is 
needed to avoid excess capacity. ”3t’

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 s.n oice 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 I Iarvard Business Review:

“In industry after industry, the underlying dynamic is the same: competition compels 
companies to deliver increasing value to customers. The fundamental driver o f 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 o f  an aging population, and the 
unwillingness o f  Americans to settle for anything less than the best treatments available. 
Inevitably, the failure to promote innovation will lead lo lower quality or more rationing o f 
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 A la s k a  is tightly correlated whit the 
barrier to en’ry posed by CON. New medical provider entrants, no matte * how efficiently and

" "Monopoly Is Not I lie Answer," By < Turk lluvighurxt, Health Affairs, August (>, 3005,
17 "Milking coir pclilion in liciilili cate work. My Michael Porter, cl nl I lurvanl Business Review, July/Aug. 1991, p. Ml.
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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 t lealtli Services Research, Professor Carolyn Madden summarized a number of 
studies of excess capacity saying, ''Without a clear statement o f  this standard [e.g., the correct 
number o f  hospital beds/, we cannot determine what constitutes too many. The research 
literature provides no clear statement. 10,5

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 de facto  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, w hich results in better quality outcomes. Part of this argument by CON proponents 
is based on the disingenuous quoting of research from “The Dartmouth Atlas o f  Healthcare" 
which does not support this assertion. Further, there have been a number of studies which 
contradict these assertions.V/ An article, in the March 2003 issue of Health Allairs entitled. 
"Why ( 'ampctition I.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 C’W. "Excess capacity: markets, regulation, and values." Health Services Research. February, I7W 
"Is volume reli led to outcome in health care? A Systematic review and mciltmlologic trili,|Ue ol the literature AmwUol 

Internal Medicine, Sept. 17. 2(102, p. 511
< J "Why competition law matters to health care ijtialily". Health Alliiirv. Vol. 22, no. 2 (March Apnl 2003). p. 31
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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.

I close by making a request of this committee and a commitment. The request is t<> urgently ask 
you to advance the efforts to repeal CON in Alaska. I commit to you that I 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. I 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. I remain confident that once you have the 
lads. CON regulation in Alaska w ill be repealed.

Respectfully Submitted,

' .See Aaron S. Kin̂ . Medical Market Failure in Maine Is the Dingo Reform Act's I 'ertificate of Seed a Market 
Correction 22 Me. IU. 156 (21)07).
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Providing Solutions m the Em offfeatihatte Refitnn

EX PER IEN C E

R ob e r t  Jam es C im a s i, M H A , A S A , C B A , A V A , C M & A A , C M P  is P res iden t 
o f  Health Capital Consultants ( I IC C ) ,  a n a t io n a lly  re c ogn ized  
h e a lth ca re  fin a n c ia l and e co n om ic  c on su lt in g  fi rm . W ith  o v e r  tw en ty  y ea rs  
( 2 0 )  o f  e xp e rien ce  in s e rv in g  c lie n ts , in o v e r  fo r ty  fiv e  ( 4 5 )  states , his 
p ro fe s s io n a l fo cu s is on  the fin a n c ia l and e co n om ic  aspec ts o f  hea lth ca re  
se rv ic e  sec to r en titie s in c lu d in g : v a lu a t io n  c on su lt in g ; lit ig a t io n  suppo rt &  
e xp e rt te s tim on y ; business in te rm ed ia ry  and cap ita l fo rm a t io n  se rv ic e s ; 
c e r t i f ic a le -o f-n e c d  and o th e r regu la to r}- and p o lic y  p la n n in g  c o n su lt in g ; and, 
hea lth ca re  industry  tran sac tion s in c lu d in g  jo in t  ven tu re s , sa le s , m erge rs , 
a cq u is it io n s , and  d ive s titu re s .
M r . C im as i h o ld s  a  M aste rs  in H ea lth  A dm in is tra t io n  from  the U n iv e rs ity  o f  M a ry la n d , the A cc red ite d  S e n io r  
A p p ra is e r  (A S A )  d e s ig n a tio n  in B u s in e ss  V a lu a t io n , as w e ll as, the C e rt if ie d  B u s in ess  A p p ra is e r  (C B A ) ,  
A cc red ited  V a lu a t io n  A n a ly s t (A V A ) ,  the C e rt if ie d  M e rg e r &  A cq u is it io n  A d v is o rs  (C M & A A ) , and the 
C e r t i f ie d  M ed ic a l P la n n e r (C M P )  p ro fe s s io n a l d e s ig n a tion s  (se e  P ro fe s s io n a l D e s ig n a t io n s  sec tion  b e lo w ), l i e  
is a n a t io n a lly  kn ow n  sp e ak e r on  h ea lth ca re  in du stry  top ic s , w h o  has se rved  as c on fe re n c e  fa c u lty  o r  p re sen te r 
•o r  such  o rg an iza t io n s  as the  A m e ric a n  S o c ie ty  o f  A p p ra is e rs  (A S A ) ,  the In s titu te  o f  B u s in ess  A p p ra ise rs  ( I B A ), 
the A m e ric a n  In stitu te  o f  C e rt if ie d  P u b lic  A ccoun tan ts  (A IC P A ) ,  the N a tion a l A ssoc ia t io n  o f  C e rt if ie d  
V a lu a t io n  A n a ly s is  (N A C V A ) ,  the A m e ric an  C o lle g e  o f  I le a lth c a re  E xe cu tiv e s  (A C H E ) , the N a tio n a l S o c ie ty  o f  
C e r t i f ie d  H ea lth ca re  B u s in ess  C o n s u lta n ts (N S C H B C ) , the A cad em y  H ea lth , H ea lth ca re  f  in anc ia l M anag em en t 
A s so c ia t io n  (H F M A ) , the A m e ric a n  A sso c ia t io n  o f  A m bu la to ry - S u rg e ry  C en te rs  (A A A S C ).P h y s ic ia n  H osp ita ls  
o f  A m e r ic a  (P i I A ) F/k/a A m e ric an  S u rg ic a l H o sp ita l A s so c ia t io n  (A S H A ) ,  N a tio n a l L it ig a tio n  S u p p o rt S e rv ic e s  
A s so c ia t io n  (N I .S S A ) .  as w e ll as m any  o th e r n a tion a l and  state h e a lth ca re  industry  a sso c ia tion s  and p ro fe s s io n a l 
soc ie tie s , trade  g ro u p s , c om pan ie s  and  o rg an iza tion s , l i e  has been c e rt if ie d  and has se rved  as an e xp e rt w itness 
on  cases in n um e rou s  states, and has p ro v id ed  te s tim ony  b e fo re  fe d e ra l and state le g is la t iv e  c om m ittee s . In 
2 0 0 6 , M r . C im as i w as h on o re d  w ith  the p re s tig iou s  S h a n n o n  P ra tt A w a rd  in  B us iness  In it ia t io n  c o n fe r re d  by 
the In s titu te  o f  B u s in e ss  A p p ra is e rs  and was rec en t ly  e le v a te d  to  its C o lle g e  o f  F e llo w s  in 2 0 0 7 . M r. C im as i is 
the a u th o r o f  .-I G u id e  To C o n s u lt in g  S e rv ice s  fo r  la n e r e im ;  H e a lth c a r e  O rg a n iz e 'inns  (J o h n  W i le y  &  S on s , 
1 0 9 0 ) , The V a lu a t io n  o l  H e a lth c a re  P o lit ic s  in  a  C h a n e in g R eg u la to ry  a n d  R e im bu rsem en t E n v ir o n m e n t  ( IB A  
C o u rs e  1 0 1 1 tex t - 1 9 9 9 ) , and the a u th o r o f . In  P x e it in  g in s ig h t  In to  the H e a lth  C a r e  In d u s try  a n d  M e d ic a l  
P ra c t ic e  V a lu a t io n  (A IC P A  c ou rse  text 1 9 9 7 . re v . 2 0 0 6 . )  H e has au th o red  chapters on  hea lth ca re  v a lu a t io n  in 
I he I la n d b o o k  o f  B u s in e ss  V a lu a t io n  (J o h n  W i le y  &  Sons), V a lu in g  P ro fe s s io n a l P ra c t ic e s  a n d  L ic e n s e s: A 
G u .d e  lo r  the M a t r im o n ia l P ra c t it io n e r . . v ~ e d . DPP) (A sp e n  L aw  &  B u s in e ss ), and I 'g lu in g  S p e c if ic  Assets in  
D iv o r c e  (A sp e n  L aw  &  B u s in e s s ) and has been a  c on tr ib u to r to  I he C u id e  to B u s iness V a lu a t io n s (P ra c t it io n e rs  
P u b lish in g  C om p a n y ) . P hy s ic ia n 's  M a n a g e d  C a r e  Success M a n u a l S tra teg ic  O p t io n s . A ll ia n c e s , a n d  
( 'on tra c t in n  Issues  (M o s b y ) . and n um e rou s  o th e r chap te rs . H e has w ritten  pub lished  a i lic le s  in p e e r rev iew  
jo u rn a ls , fre q u en t ly  p resen ted resea rch  pape rs and  case stud ies L e fo re  n a tio n a l c on fe ren ces , and is o fte n  quo ted  
by h ea lth ca re  in du stry  p ro fe s s io n a l p u b lic a tion s  and the g en e ra l m ed ia . M r. C im a s i ’ s latest b o o k , I h e  V S  
I  le a lt h c a r e  ( ’e r t if ic a te  o f  N e e d  S o u rce  h o o k, was pub lish ed  in 2 0 0 5  by B e a rd  B o o k s .

(800) FYI-VALU
ttM'w.lii'iillhcnpllnl.coni 
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EDUCATIONAL BACKGROUND

University o f  M aryland . C o llege Park. M aryland - Masters o f  Science in Health Administration 
Lindenwood C o llege , St. Charles, M issouri -  Bachelor o f  Arts in Valuation Science 
M eram cc Community C o llege , St. Lou is , M issouri -  A ssociate Degree in Real Estate Appraisal

RO FESSIO N AL DESIGNATIONS

A S A —Accredited Sen ior Appraiser, Designated in: Business Valuation , American Society o f  Appraisers (A SA ) 
C B A —Certified Business Appraiser, Institute o f  Business Appraisers ( IBA )
A V A —Accredited Valuation Analyst, National A ssociation  o f  Certified Valuation Analysts (N A C V A ) 
C M & A A —Certified Merger &  Acquisition Adviso rs (C M & A A )
C M P —Certified M ed ical Planner, Institute o f  M edical Business Advisors, Inc.

A R TIC IPA TIO N  IN PRO FESSIO NA L SO C IETIES & ORGANIZATIONS

A A A S C —Am erican Association  Ambulatory Surgery Centers 
A A I IC —Am erican Association  o f  Healthcare Consultants 
A A P S —Associa tion  o f  American Physicians and Surgeons 
A B A —Am erican B ar Association 
A C I IE —Am erican C o llege o f  I lealthcare Execu tives 
A C M —Assoc ia tion  o f  Computing Machinery
A l l—Academ y I lea ltli f/k/a Academ y for Health Serv ices Research and I lea'th Po licy 
A H  L A —Am erican Health Law yers A ssociation  
A l l  P A —Am erican Health Planning Association 
A M & A A —The A llian ce  o f  Mergers and Acqu isition  Advisors
A S A —Am erican Society o f  Appraisers - Member o f  A SA  Business Valuation Standards Subcommittee 
I I F M A —Healthcare Financial M anagement A ssociation
IB A —Institute o f  Business App ra isers- Fe llow , Editorial R ev iew  Board for Bus iness  A p p r a is a l P ra c t ic e  

(B A P ) Journal o f  the IB A , N ational Governor at Large 
IC B C —Institute o f  Certified Business Counselors 
M G M A  -M ed ic a l Group Management A ssociation
N A C V A —National Association o f  Certified Valuation Ana ly s is ; member o f  the L itigation Forensics Board 
N A F E —National A ssociation  of f  orensic Econom ists 
N S C H B C —National Society o f  Certified I lealthcare Business Consultants,

F/k/a National Association of I lealthcare Consultants (NAII(’)
N B V G  National Business Valuation Group 
SH SM D -So c ie ty  for Healthcare Strategy and Market Development 
S L B V R —St. Lou is Business Valuation Roundtable (Co-founder)
S L S A F  St. Lou is Society o f  A ssociation  Execu tives 
T M A  I urnaround Management Association

)()KS AND CH APTERS PUBLISHED

"R esea rch  a n d  F in a n c ia l B e n chm a rk in g  in  the H e a lth c a re  Industry , " chapter m I lealthcare Organizations: 
f in an c ia l M anagem ent Strategies, David M arcinko . M .D ., I d .  S I P  Specialty I cchnical Publishers (2007). 
"M arke t ( 'om p e lit in n  in  H e a lt h c a r e ," chapter in I lealthcare ( trg an i/ations: Financial M anagement 
Strategies. DttVid M arcinko , M .D ., I .1. S I P Sp ec ia lly  Technical Publishers (2006).
"R esea rch  a n d  F in a n c ia l B e n chm a rk in g  in  the H e a lth c a re  Industry , "chapter in I lealthcare Organizations: 
: inanc ia l Management Strategies. D avid M arcinko , M .D .. I d. S I  P Specialty Teclu ii.'ill Publishers (2006).
" V a lu a t io n  o j  H o s p ita ls  in  a  ( 'han g ing  R c iin h u rs c n u  a t a n d  R e g u la to ry  E n v ir o n m e n t , "  chapter in I lealthcare 
O rganizations: F inanc ia l Management Strateg ies . D avid M arcinko, M .D ., Ed. S I P Specialty Fcchnical 
Publishers (2006).
I he H .S . I lea lthcare C ertificate o f  Need Sou rcebook . Beard Books (2005).
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R o b e r t  t a m e s  c i m a s i , m h a , a s a , c b a , a v a , c m & a a , c m p

B O O K S  A N D  C H A P T E R S  P U B L I S H E D  ( C O N T IN U E D )
•  "M e d ic a l M a lp r a c t ic e  a n d  Tart R e fo rm  R isks (C r is is  o r  R e d  H e rr ing? ) , "  ch ap te r in In su rance  and R is k  

M anagem en t S tra te g ie s : F o r  P h y s ic ian s  and A d v is o rs . D a v id  M a rc in k o , M .D ., E d . Jon es  and B a rt le tt ( 2 0 0 4 ) .
•  A n  E xc itin g  In s igh t In to  the I le a ltli C a re  In du stry  and M ed ic a l P rac tice  V a lu a t io n . C o u rse  te x tb o ok  fo r  the 

A lC P A ’ s B u s in e ss  V a lu a t io n  c ou rse  (M C I V )  (2 0 0 2 .  updated 2 0 0 3 , 2 0 0 4 , 2 0 0 5 ) .
•  " M e d ic a l P ra c t ic e  V a lu a t io n  in  a  C h a n g in g  M a rk e t ,"  chap te r in V a lu in g  P ro fe s s io n a l P ractices and 

L icen se s : A  G u id e  fo r  the M a tr im on ia l P ra c tit io n e r. R o n a ld  L . B row n , E d . A spen  L aw  &  Bus in ess  ( 2 n l 
ed it ion  1 9 9 5 ,3 'd ed . 1 9 9 8 ) .

•  " A na tom y o f  a n  M S O  G o n e  IV rong , " ch ap te r in supp lem en t to  F in an c ia l P la n n in g  lo r  Ph ys ic ian s  and 
I Ic a lth ca ie  P ro fe s s io n a ls  2 0 0 2 . D a v id  M a rc in k o . M .D ., E d . A sp en  P u b lish e rs  (2 0 0 2 ) .

•  "Lessons f r o m  M a rk e t C om p e t it io n  in  H e a lth ca re , " ch ap te r in su pp lem en t to  F in an c ia l P la nn ing  lo r  
Ph ys ic ian s  and H ea lth c a re  P ro fe s s io n a ls  2 0 0 2 , D a v id  M a rc in k o , M .D . ,  E d . A sp en  P u b lish e rs  (2 0 0 2 ) .

•  "R u ra l H o s p it a l N etw orks , ”  ch ap te r in su pp lem en t to F in an c ia l P la n n in g  fo r  P hys ic ian s and H ea lth ca re  
P ro fe s s io n a ls  2 0 0 2 . D a v id  M a rc in k o , M .D ., E d . A spen  P u b lish e rs  ( 2 0 0 2 )

•  "The V a lu a t io n  o f  H e a lth c a r e  E n t it ie s  in  a  ( 'h ang in g  R e g u la to ry  a n d  R e im bu rsem en t E n v iro nm en t, " 
chap te r in su p p lem en t to  F in an c ia l P la n n in g  fo r  nvs ic ian s and H ea lth c a re  P ro fe s s io n a ls  2 0 0 2 . D a v id  
M a rc in k o , M .D ., E d . A spen  P u b lish e rs  ( 2 0 0 2 ) .

•  " V a lu a t io n  o f  H e a lth c a r e  Assets, " ch ap te r in supp lem en t to  F inanc ia l P la n n in g  fo r  P h ys ic ian s  and 
1 le a lth c a re  P ro fe s s io n a ls  2 0 0 2 . D a v id  M a rc in k o , M .D ., Ed . A spen  P u b lish e rs  (2 0 0 2 ) .

•  " M e d ic a l P ra c t ic e  V a lu a t io n  in  D iv o r c e , " chap te r in V a lu in g  S p e c if ic  A sse ts  in D iv o rc e . R ob e rt D . F edc r, 
E sq ., Ed . A sp en  L aw  &  B u s in e s s  ( 2 0 0 0 ) .

•  A p p ra is a l M D  P r o . V a lu a t io n  so ftw a re  and users m anua l. John  W i le y  &  S on s , V a lu S o u rc c  D iv is io n , 
(re le a s e d  M a rch  2 0 0 0 ) .

•  T he  V a lu a tio n  o f  I le a lth c a re  E n tities  in a C h ang ing  R eg u la to ry  and R e im bu rsem en t E n v iro nm en t . C o u rse  
te x tb o ok  fo r  the In s titu te  o f  B u s in ess  A pp ra is e rs ' C o u rs e  # 1 0 1 1  (1 9 9 9 ,  updated 2 0 0 0 ) .

® A  G u id e  to  C o n s u lt ing S e rv ic es  fo r  E m e rg in g  I le a lth ca re  O rg a n iz a t io n s . Joh n  W ile y  &  S on s  (1 9 9 9 ) .
•  "P hy s ic ia n  In te g ra t io n  O rg a n iz a t io n . S am p le  Bus iness P la n  (A ppend ix  A), " append ix  in P h y s ic ia n ’ s 

M anaged  C a re  Su ccess  M an u a l: S tra teg ic  O p tio n s . A llia n c e s , and C on tra c tin g  Issues Scott B e c k e r , JD ,
C P A . M o sb y  ( 1 9 9 9 )  p. 3 2 5 - 3 3 0 .

•  |M e d ic a l p rac tice  v a lu a t io n  re se a rch  sou rce s and b ib lio g ra p h ie s | in G u id e  to  B u s in e ss  V a lu a t io n s . Jay 
F ishm an , c l a l. P ra c t itio n e rs  P u b lis h in g  C om p an y  1 1 9 9 8 . update  2 0 0 2 ) .

•  " V a lu in g  M e d ic a l P ra c t ic e s , ”  ch ap te r in H an db ook  o f  B u s iness V a lu a t io n . T h om as  I . W est. J e f fre y  I ) .
Jon es , Eds . Joh n  W i le y  &  S on s . In c . ( P 1 e d it io n  I9*>2, 2"'1 e d it io n  1 9 9 8 ).

•  H e a lt h c a r e  In d u s try  and M ed ic a l P ractice  V a lua tion . C o u rs e  tex tb o ok  fo r  the A lC P A ’ s A dvanced  B u s in ess  
V a lu a t io n  c ou rse  (B V A -H C ) ,  o r ig in a lly  c o -au th o red  w ith ! ,c s  B a renb aum  and  B on n ie  O ’ R o u rk e  (1 9 9 7 , 
updated 1998 . 1 9 9 9 . 2 0 0 0 . 2 0 0 1 ) .

•  " C h ro n o lo g y  o f K e y  H e a lth c a re  M ile s to nes , “ and (s e v e ra l v a lu a t io n  d iag ram s! >n In teg ra ted C o m m u nity
I le a lth c a re : N ex t G en e ra t io n  S tra teg ies  fo r  D e v e lo p in g  P ro v id e r N e tw o rk s . C h ris to p h e r J. E van s ; C H E . ct 
a1. H F M A  (1 9 9 7 )  p . 0 7 , 7 0 -7 1 . 8 9 . 9 3 . 132 .

P U B L I S H E D  A R T I C L E S
•  "T ip s  t<i B in  N i iv ig a t in g  ( '(>,\ l.a w s  f o r . ISC's. " h n la v ’ s S n rg ic en te r . S ep tem be r 2 0 0 7 ,
•  " L iv in g  W ith  ( 'om p le x ily : T ra ve rs in g  the M u lt itu d e  o f B V S ta n d a rd s , " N a tion a l I i l ig .ilio n  C o n su ltants 

R ev iew , S ep tem b e r 2 0 0 7 .
•  “ V a lu a t io n  D is co un ts  fa r  la c k  o f  M a rk e ta b ility , ”  P h y s ic ia n ’ s N ew s D ig es t. A ugust 2 0 0 7 .
•  "N ow  H e a r  Th is . .A re  P h y s ic ia n s  ( 'anting T h roug h  l.o u d  a n d  ( 'tear o n  ()w n e rs h ip  A Re im bu rsem en t 

Issues? The B ene fits  o f  P h y s ic ia n  O w n e rs h ip  o f U nbu la to ry  S u rg e ry  C en te rs , " T od a y ’ s S u rg ic en ter. V o l.
4 , no . 5 ( M ay  2 0 0 5 )  p . 2 1 -2 8 ,

•  "The A p p lic a t io n  o f E in a n e ia l B e n chm a rk in g  a n d  R a t io  A na ly s is  to  H e a lth c a re  I '<d ila t io n , " Business 
A p p ra isa l P ra c t ic e , W in te r . 2 0 0 4 * 2 0 0 5 .

•  " E in a n e ia l B e n c hm a rk in g  in  the H e a lth  ( \ ire Industry . " C P A  I e a d e rsh ip R e p o rt , N ov em b e r 2 0 0 4  (p a rt I I )

C l l rx l  III  ( 41*11 o ( ' o w n  I AMS
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P U B L I S H E D  A R T I C L E S  ( C O N T IN U E D )
•  ‘' F in a n c ia l B e n chm a rk in g  a m I R a t io  A n a l) -;is in  the H e a lth  C a r e  Ind us try , " C P A  L ead e rsh ip  R e p o r t . 

. . .O c to b e r  2 0 0 4  (p a rt I ) .
•  "Im p ro v in g  H e a lth  C a re :  A  D ose  o f  C om p e t it io n , A n  A n a ly s is  o f  the F T C / D O J  R eport, "  T o d a y ’ s 

Su rg icgn tg r. (O c to b e r  2 0 0 4 )
•  “ T he  A p p lic a t io n  o f  F in an c ia l B en chm a rk in g  and R a tio  A n a ly s is  to  M ed ic a l P rac tice  A ssessm en t and 

V a lu a t io n ”  a rt ic le  in  M ed ic a l M anag em en t A d v is o r . V o l. 4 . n o . 8 (A u gu s t 2 0 0 4 )  p . 1 -1 6 .
® " Im p ro v in g  H e a lth  C a re :  A  D ose  o f  C om p e t it io n , A n  A n a ly s is  o f  the F T C / D O J  R eport, ”  A A A S C  U pd a te . 

(A u g . 1 2 ,2 0 0 4 )
•  "H ea lth c a re  V a lu a t io n  R esea rch  Sources , " C P A  E xp e rt . (S u m m e r 2 0 0 4 )  p. 4 -7 .
•  " V a lu a t io n  References o n  H e a lth c a re  S e rv ic e  O rg a n iz a t io n s , ”  C P A  E xp e rt . (S u m m e r 2 0 0 4 )  p 7 -9 .
•  “B a tt l in g  C O N  in  the  ‘Show-M e ’ State: M is s o u r i '.v C e r t if ic a te  o f  N e e d  L aw s  a n d  A m b u la to ry  S u rg e ry  

Cen te rs , ”  A m e ric a n  A ssoc ia tio n  o f  A m b u la to ry  S u rg e ry  C en te rs ’ M o n ito r . ( 2 0 0 3 ) .
** "The E ffect o f  the C h a n g in g  U .S . E c o n om y  on  H e a lth c a r e  V a lu a t io n , " T he  Jou rn a l o f  B u s in ess  V a lu a t io n : 

P ro ceed ing s  o f  the F ifth  Jo in t B u s in ess V a lu a t io n  C on fe re n c e  o f  the C anad ian  In s titu te  o f  C h a rte red  
B u s in ess V a lu a to rs  and the A m e ric an  S o c ie ty  o f  A pp ra ise rs  O r la n d o , P L : C anad ian  In s titu te  o f  C harte red  
B u s in ess V a lu a to rs  ( 2 0 0 3 )  p. 3 4 9 -3 9 0 .

•  "The P it fa lls  o f  U s in g  H is to r ic  M e rg e r  &  A c q u is it io n  D a ta  W hen V a lu in g  M e d ic a l P ra c t ic e s ,"  B u s in ess  
A pp ra isa l P ra c tic e . (S p r in g /S u m m e r 2 0 0 1 )  p. 4 - 2 1 .

•  "No D u p l ic a t io n  w ith  W om en 's H o s p ita l, " S t. L o u is  B us in ess  J o u rn a l. (Ju n e  1 9 -2 5 , 2 0 0 0 )  p. 8 7 .
•  " V a lu a lin g  Y our M e d ic a l P ra c t ic e : The Im p o r ta n c e  o f  a  T h ir d  P a rty  V a lu a t io n  W hen  S e l l in g  a  M e d ic a l 

P rac t ic e , ' w ith  L a r ry  G . D cn issen ,. C a ro lin a  H ea lth ca re  B u s in e ss . (M a rc h /A p r i l 2 0 0 0 )  p. 1 9 ,2 3 .
•  " C u rren t A m b u la to ry  S u rg e ry  C e n te r  Trends, ”  T h e  C e rt if ie d  B u s in ess C o u n s e lo r . (M a rc h /A p r i l 2 0 0 0 )  p .5 -7
•  "The R e a lit ie s  o f  R is in g  H e a lth c a re  Casts , "  T he  C e rt if ie d  B usiness C o u n s e lo r . (S e p tem b e r/O c to b e r 19 9 9 ) .
•  "D up e d  by  C r ie s  o f  D u p l ic a t io n , " G reen  B a v  P rc ss -G a /.e ltc . (M a rc h  14. 19 9 9 )  p. A - 15.
•  “The R e a lit ie s  o f  R is in g  H e a lth c a re  Costs , ”  G reen  B av  P rc s s -G n /c tte , (J a n u a ry  19 . 19 9 9 ) ,
•  "A R a t io n a le  f o r  D u e  D il ig e n c e  f o r  the B us iness In te rm ed ia ry , "  IB B  A N ew s . In te rn a tio n a l B u s in e ss

B ro k e rs  A s so c ia t io n  (P a l l  1 9 9 8 ) p. 10.
•  'M e d ic a l P ra c t ic e  Mt&A, " IB B A  N ew s . In te rn a tion a l B u s in ess B ro k e rs  A ssoc ia tio n  (S p r in g  1 9 9 8 ) p. 9 - 1 0 .
•  "P u rsu in g  the N ew  P a ra d igm : C o n s u lt in g  S e rv ice s  f o r  P h y s ic ia n  In teg ra t io n , " T i le  C e r t i f ie d Bus in ess 

C o u n se lo r . (J a n u a ry /F e b ru a ry  1 9 9 7 ) p. 2 , 6 -7 .
•  ". I 'New P a r a d ig m ' in  H e a lth c a re , " S h annon  P ra tt ’ s B us in ess  V a lu a tio n  U pd a te . V o l2 :1 0  (O c to b e r  19 9 6 ) .
•  "A V a lu a t io n  C a s e  S tudy  o f  a  D ia b e te s  C l in ic .  "  Y o u r  I Ic n llh v  P ra c tic e . V o l. 9 . n o . I (W in te r  1 9 9 6 ) p . 1 ,6 .
•  " P la n n in g  fa r  S u cce ss fu l P ra c t ic e  In te g ra t io n , “ The P h y s ic ian  R e c ru ite r . (D e c e m b e r 1 9 9 5 ) p. 2 4 -2 6 , 4 7 .
•  “Trends A  D ev e lo pm en ts  in  the  I 'a lu a t io n  o f  H e a lth  I 'are E n t it ie s . " The Jou rn al o f  B u s in e ss  V a lu a t io n : 

P roceed ing s o f  the T h ird  J o in t B u s in ess V a lu a t io n  C on fe re n c e  o f  the C anad ian  In s titu te  o f  C h a rte red  
B u s in ess V a lu a to rs  and the A m e ric an  S o c ie ty  o f  A p p ra iser-,. T o ro n to : ( 1 9 9 5 )  p. 1 1 9 -1 4 8 .

•  "SBA fu n d in g  v i t a l , " L e tte r to  the E d ito r p u b lish ed  in the S t . l o u is  B u s in ess  J o u rn a l. (M a y  I 7 - 2 3 .1 9 9 3 )p .55 .

L E G I S L A T I V E  &  A G E N C Y  T E S T I M O N Y
•  “  Testim ony B efore  the  A la sk a  H ea lth . H e a lth  E d u c a t io n  A- S o c ia l S e rv ice s  ( om m it le e  M e e t in g ”  Jo in t 

M ee tin g  I le ld  by  A la s k a  I lo u s e  o l R ep re sen ta tiv e s  &  A la sk a  Sena te , Juneau , A K  (S ep tem b e r IS . 2 0 0 7 ) .
•  "Tes tim ony  o n  I I .B  I :  M e d ic a l F a c i l it y  C e r t if ic a te  o f N e a t '  A la sk a  I lo u se  o f  Representatives I le a lt li 

Educa tion  and  S o c ia l S e rv ic e s  C om m itte e . Juneau , A K  (A p r i l  2 4 , 2 0 0 7 ) .
•  “ Testim ony  o n  I I . I I .  466" M is s o u r i I lo u se  o f  R ep resen ta tive s  S p ec ia l C om m itte e  o n  I le a lth c a re  F a c ilit ie s . 

J e ffe rs o n  C ity . M O  (F e b ru a ry  6 , 2 0 0 7 ) .
•  "Testim ony  o n  I  ’e r t if ic a te  o f  N e e d "  M issou ri Sena te  In te rim  C om m ittee  o n  C e rt if ic a te  o f  N eed . J e ffe rs o n  

C ity , M O , (A u g u s t 1. 2 0 0 6 ) .
•  "Testim ony o n  P ro p o s ed  B i l l  ( I f  I t  I S J 7) " C e rt if ic a te  o f  N eed (C O N ) S p e c ia l C om m itte e  o n  I le a lth c a re  

F a c ilit ie s , J e f fe rs o n  ( ity , M O . (F e b ru a ry  15 , 2 0 0 6 ) .
•  "Testim ony o n  P ro p o s ed  B i l l  ( I I B  2" I ) "  I lo sp ita l ( Ownership o f  I le a lt li P la n s  • I lo u s e  1 le a lt li  C a re  P o lic y  

C om m ittee , Jc lT c ison  C ity . M O . (M a rc h  3 0 . 2 0 0 5 ) .

r*U i:A i.iit C'ati ia i .C onM'I.i \m s
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R o b e r t  t a m e s  c i m a s i , m h a , a s a , c b a , a v a ,  c m & a a , c m p

LE G IS LA T IV E  & AGEN CY TESTIMONY (CONTINUED)

"Testimony on Proposed B ill (II.B . 555)" Certificate of Need (CON) - House Health Care Policy 
Committee, Jefferson City, MO, (March 30,2005).
"T es t im ony  o n  P ro p o s e d  B i l l  ( l l .B . 132)"  C e rt if ic a te  o f  N eed  (C O N )  - 1 lo u se  H ea lth  C a re  P o lic y  
C om m itte e , J e f fe rs o n  C ity , M O , (M a rc h  12 , 2 0 0 3 ) .
"T es t im ony  o n  P ro p o s e d  B i l l  (S.B. 44(J) " C e rt if ic a te  o l'N c e d  (C O N )  - C om m itte e  o n  P en s ion s  and G en e ia l 
L aw s , J e f fe rs o n  C ity , M O , (M a rc h  1 1, 2 0 0 3 ) .
"M is s o u r i H e a lth  F a c i l i t ie s  R e v iew  C om m itte e  (M H F R C )  P ro p o s ed  R u le  C h a n g e s  Testim ony , ” C e rt if ic a te  o f  N eed  
(C O N )  -  M isso u ri J o in t C om m itte e  o n  A dm in is tra t iv e  R u le s  (J C A R ) .  J e f fe rs o n  C ity , M O , (M a rc h  2 0 . 2 0 0 2 ) .  
“T es t im o ny  o n  P ro p o s e d  B i l l  (S.B. 1087) " C e rt ific a te  o l'N c e d  (C O N ) - C om m itte e  on  P en s ion s  and G en e ra l 
L aw s , J e f fe rs o n  C ity , M O , (F e b ru a ry  2 0 , 2 0 0 2 ) .
" T es t im ony  o n  P ro p o s e d  R u le  C h a n g e s , "  C e rt if ic a te  o f  N eed  (C O N ) - M iss o u ri I le a lt li  F a c i lit ie s  R e v iew  
C om m itte e  (M H F R C ) ,  J e f fe rs o n  C ity , M O , (F eb ru a ry  15. 2 0 0 2 ) .
" E n tre p re n e u rs h ip  in  A m e r ic a :  F o cu s  o n  C a p it a l F o rm a t io n , ”  C om m itte e  on  S m a ll B u s in e ss  F ie ld  I fe a rin g .
U n ited  S ta tes S ena te , 1 0 4 th  C o n g re s s , 1st sess ion . (A p r i l 12 , 1 9 9 5 ).

ROFESSIONAL COURSES TAUGHT

"R esea rch  f u r  V a lu a t io n s  The T heo ry  a n d  P ra c t ic e  o f  In d u s try  D a ta  G a th e r in g , " C o n su lta n ts ’ T ra in in g  
In s titu te  O n lin e  L e a rn in g  L e c tu re  S e r ie s , N a tion a l A ssoc ia tio n  o f  C e r t if ie d  V a lu a t io n  A n a ly s ts , (N o v em b e r 
2 9 , 2 0 0 7 ) .
" V a lu a t io n  o f  H e a lth c a r e  A n c i l la r y  S e rv ic e s  P ro v id e rs , ”  C o n su lta n ts ’ T ra in in g  In s titu te , N a tion a l 
A s so c ia t io n  o f  C e r t i f ie d  V a lu a t io n  A n a ly s ts , P h ila d e lp h ia , PA  (N o v e m b e r  2 , 2 0 0 7 ) .
" V a lu a t io n  o f  M a n a g e d  C a r e  O rg a n iz a t io n s , " C on su lta n ts ’  T ra in in g  In s titu te  O n lin e  L e a rn in g  Lectu re  
S e r ie s , N a t io n a l A s so c ia t io n  o f  C e r t i f ie d  V a lu a t io n  A n a ly s ts , (O c to b e r 18 , 2 0 0 7 ) .
" V a lu a t io n  o f  H e a lt h c a r e  A n c i l la r y  S e rv ice s  P ro v id e rs , " C o n su lta n ts ’  T ra in in g  In stitu te , N a tion a l 
A s so c ia t io n  o f  C e r t i f ie d  V a lu a t io n  A n a ly s ts . P h o en ix , A Z  (S ep tem b e r 13 . 2 0 0 7 ) .
"Aspects o f  F r a u d  U n iq u e  to  H e a lth c a r e  V a lu a tio n , " C on su ltan ts ' T ra in in g  In s titu te ’ s O n lin e  L e a rn in g  
L e c tu re  S e r ie s , N a t io n a l A s so c ia t io n  o f  C e rt if ie d  V a lu a t io n  A n a ly s ts , (A u g u s t 9 , 2 0 0 7 ) .
" V a lu a t io n  o f  A m b u la to r y  S u rg e ry  C en te rs . " E id e  B a i l ly , L L P  B u s in e ss  V a lu a t io n  S em in a r. M in n e ap o lis ,
MN (May 24, 2007.)
" O b ta in in g  C e r t if ic a te s  o f  N e e d  T o r  O u tp a t ie n t P ro v id e rs : S tra teg ies  f o r  ASC \s. S p e c ia lty  H osp ita ls .
D ia g n o s t ic  Im a g in g . C a n c e r  T rea tm ent Cen te rs , a n d  O th e r  H e a lth c a r e  F a c il it ie s , " B ea rd  A ud io  
C o n fe re n c e s , T h e  B e a rd  G ro u p  L a w  and  B u s in ess P ub lish e rs  (M a y  9 . 2 0 0 7 ) .
" V a lu a t io n  o f  H e a lth c a r e  A n c i l la r y  S e rv ic e s  E n te rp r ises : A m b u la to ry  S u rg e ry  i  'enters, S p e c ia lty  H o sp ita ls , 
D ia g n o s t ic  Im a g in g  C en te rs , O u tp a t ie n t  C a n c e r  T rea tm ent C en te rs , a n d  D ia ly s is  F a c il it ie s , ”  C on su ltan ts '
T ra in in g  In s titu te ’ s O n lin e  L e a rn in g  L e c tu re  S e rie s . N a tion a l A s so c ia t io n  o f  C e rt if ie d  V a lu a tio n  A n a ly s ts ,
(M a y  3 , 2 0 0 7 ) .
“I E  W IS H E S  W E R E  I K  ) R S E S .. . ' The U se o f  E m p ir ic a l D a ta  to S up p o rt H e a lth c a r e  V a lu a tio n s , " The 
In s titu te  o f  B u s in e ss  A p p ra is e rs  2 0 0 6  B u s in ess  V a lu a tio n  S ym p o s ium , C la y to n . M O  (Ju n e  2 J , 2 0 0 6 ) .
“ V a lu a t io n  o f  M e d ic a l /’r a d ic e s  in  a  ( 'h ang in g  R eg u la to ry  a n d  R e im bu rsem en t E n v iro nm en t , " The Institu te 
o f  B u s in e ss  A p p ra is e rs  E du c a tion a l C o u rs e  # 1 0 1 1. C la y to n , M O  (A u gu s t 16 . 2 0 0 5 ) .
"An E x c it in g  In s ig h t  in to  the  H e a lth  ( 'are Ind ustry  o' M e d ic a l P ra c t ic e  V a lu a t io n . " A IC P A  C ou rse  
( # 1 IC IV ) ,  sp on so re d  b y  the O h io  S o c ie ty  o f t  PA s . I lu d son , O l 11 S ep tem be r 13 , 2 0 0 2 ) .
" M a n a g e d ( 'are: C om p le te  G u id e  to  M a s te r in g  the C r it ic a l H e a lth  C a r e  Issues, “ A IC P A  C ou rse  (# M C I ) ,  
sp on so re d  by  the In d ian a  C P A  S o c ie ty . In d ia n ap o lis , IN  (S ep tem b e r 9 , 2 0 0 2 ) .
"H e a lth  ( 'arc C o n s u lt in g  N ew  P ra c t ic e  O p po rtu n it ie s , " A IC P A  C ou rse  (# 1 1 ( s p o n s o r e d  by the Ind iana 
C P A  S o c ie ty . In d ia n a p o lis . IN  (O c to b e r  8 , 2 0 0 1 ) .
"The V a lu a t io n  o f  H e a lth c a r e  E n t it ie s  in  a  I 'hang ing  R e g u la to ry  a n d  R e im bu rsem en t E n v iro nm en t , "  I he 
In s titu te  o f  B u s in e ss  A p p ra is e rs -  E du ca tion a l C ou rse  # 1 0 1 1 . St. L o u is , M O  (S ep tem b e r 10. 2 0 0 1 ) .

H e a lth  ( 'ore In d u s try  M e d ic a l P ra c t ic e  V a lua tion , " A IC P A  A d van ced  B u s in e ss  V a lu a t io n  C ou rse  
B V A - I IC ,  sp on so red  by  the V irg in ia  S o c ie ty  o f  C P A s . C e n te rv i l le . Y A  (S ep tem b e r 2 5 . 2 0 0 0 ) .

r t l M I  I I I C a I ’ I I V I , (  O N S 1 I  I V M S
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P R O F E S S I O N A L  C O U R S E S  T A U G I I T  ( C O N T IN U E D )
•  "The V a lu a t io n  o f  H e a lth c a r e  E n t it ie s  in  a  C h a n g in g  R e g u la to ry  a m i R e im b u rsem en t E n v iro n m e n t , ”  T he  

In stitu te  o f  B u s in e ss  A p p ra is e rs— E duca tion a l C o u rs e  //1 0 1 1 . In d ia n a p o lis , iN  (J u ly  17 , 2 0 0 0 ) .
•  "H ea lth  C a r e  In d u s try  &  M e d ic a l P ra c t ic e  V a lu a t io n , " A IC P A  A dvanced  B u s in e s s  V a lu a t io n  C ou rse  

B V A - I IC ,  sp on so re d  by  T e x a s  S o c ie ty  o f  C P A s . D a lla s , T X  (J u ly  12, 2 0 0 0 ) .
•  "The V a lu a t io n  o f  H e a lth c a r e  E n t it ie s  in  a  C h a n g in g  R eg u la to ry  a n d  R e im b u rsem en t E n v ir o n m e n t ," 

In stitu te  o f  B u s in e ss  A p p ra ise rs— E duca tion a l C ou rse  # 1 0 1 1 . C in c in n a ti, O H  (N o v e m b e r  15 , 1 9 9 9 ).
•  "The V a lu a t io n  o f  H e a lth c a r e  E n t it ie s  in  a  C h a n g in g  R e g u la to ry  a n d  R e im b u rsem en t E n v ir o nm e n t , " 

In stitu te  o f  B u s in ess  A p p ra is e rs— E du c a tio n a l C ou rse  # 1 0 1 1 . K an sas  C ity , M O  (O c to b e r  IS , 1 9 9 9 ) .
•  "H ea lth  C a r e  In d u s try  A- M e d ic a l P ra c t ic e  V a lu a t io n , " sp on so red  by  M isso u ri S o c ie ty  o f  C P A s . St. L o u is ,

M O  (S ep tem b e r 3 0 , 1 9 9 7 ) .
•  “H e a lth  C a r e  In d u s try  A  M e d ic a l P ra c t ic e  V a lu a t io n , " sponson . d by G e o rg ia  S o c ie ty  o f  C P A s . A tlan ta , 

G A  (S ep tem b e r 2 9 , 1 9 9 7 ) .
•  "H e a lth  C a r e  In d u s try  &  M e d ic a l P ra c t ic e  V a lu a t io n , "  sp on so red  b y  T enn essee  S o c ie ty  o 'C P A s .  

B ren tw ood , T N  (S ep tem b e r 15, 1 9 9 7 ).
•  “P ra c t ic e  A buse  sm in a r , " E r ie  C ou n ty  M ed ic a l S o c ie ty . B u f fa lo ,  N Y  (S ep tem b e r 2 9 , 1 9 9 3 )

A C A D E M IC  T E A C H IN G  A S S I G N M E N T S
•  " E in a n e ia l B e n chm a rk in g : R esea rch  a n d  A p p lic a t io n  to the H e a lth c a re  Industry , ” G ue s t I n s tru c to r-I le a l ’ h 

A dm in is tra t io n  P ro g ram , W a sh in g ton  U n iv e rs ity  S c h o o l o f  M ed ic in e , S t. L o u is . M O . M a s te r o f  I le a lt li 
A dm in is tra t io n  (M H A ) P ro g ram . S tua rt B o x e rm a n , D .S c . , P ro g ram  D ire c to r . (J a n u a ry  2 7 , 2 0 0 5 ).

•  "The S u r g ic a l H o s p ita l:  T h rea t o r  Non-Threat to the L o c a l H o s p ita l, ”  G ues t In s tru c to r-H e a lth  
A dm in is tra t io n  P ro g ram , W ash ing ton  U n iv e rs ity  S c h o o l o f  M ed ic in e , S t. L o u is . M O . M as o r  o f  H ea lth  
A dm in is tra t io n  (M H A ) P ro g ram , S tua rt B o x e rm an . D .S c . , P ro g ram  D ire c to r , (F e b ru a ry  5 , 2 0 0 4 ) .

•  “P ra c t ic e  V a lu a t io n : Issues f o r  N ew  O p tom e try  G radua tes , " P rac tice  M anag em en t IV  S em in a r , sp on so red  
by  U n iv e rs ity  o f  M is s o u r i— Sr. L o u is . S t. L o u is , M O (O c t o b e r 2 1 ,  1 9 9 8 ) .

•  “P ra c t ic e  V a lu a t io n : Issues f o r  N ew  O p tom e try  G ra du a tes ,"  P rac tice  M anag em en t IV  S em in a r, S p on so red  
by  U n iv e rs ity  o f  M isso u r i - S t. L o u is , S t. L o u is , M O  (O c to b e r  2 3 , 1 9 9 7 ).

•  “ V a lu a t io n  o f  H e a lth  C a re  P ro fe s s io n a l P ra c t ic e s  in  a  C h a n g in g  R e im bu rsem en t  tfe R eg u la to ry
E n v iro nm en t, " G ues t In structo r-1  le a lt li C a re  F inan ce  c ou rse  ( I  IA - 6 6 7 ) ,  W a sh in g ton  U n iv e rs ity  S c h o o l o f
M ed ic in e  S t. l o u i s ,  M O , M as te r o f  H ea lth  A dm in is tra t io n  (M H A ) P ro g ram . R ob e rt S . W o o d w a rd , P hD . 
p ro fe s so r . (A p r i l 15 , 1 9 9 6 ) .

•  "V a lu a t io n  o f  H e a lth  ( 'are P ro fe s s io n a l P ra c t ic e s  in  a  ( 'h an g in g  R e im bu rsem en t <S R e g u la to ry
E n v ir o n m e n t ," G ues t In s tru c to r-1  le a lt li C a re  F in an ce  c ou rse  (H A - 6 6 7 ) ,  W a sh in g ton  U n iv e rs ity  S c h o o l o l
M ed ic in e  S t. L o u is . M O . M aste r o f  H ea lth  A d m in is tra t io n  (M l IA ) P ro g ram , R ob e rt S . W o o d w a rd , P h D , 
p ro fe s so r . (A p r i l 5 . 1 9 9 5 ) .

•  "P ra c t ic e  A buse: A v o id in g  the P it fa lls  o f  P r iv a te  P ra c t ic e , " M ed ic a l S o c ie ty  o f  the C ou n ty  o f  E rie  
&  C it ib an k . B u f fa lo ,  N Y  (S ep tem b e r 2 9 , 1 9 9 3 ).

•  “P ra c t ic e  M a n a g em e n t A- M a rk e t in g  R e v iew , " S t. V in c en t ’ s M ed ic a l C en te r , S ta ten  Is la n d , N Y  (Ju ne  5 . 
1 9 9 3 ).

•  “N e g o t ia t in g  A s so c la te sh ip  A rrangem en ts , A- P ra c t ic e  Buy-ins. "  W in th ro p  U n iv e rs ity  I lo sp ita l M in c o la .
N Y  (F e b ru a ry  2 , 1 9 9 3 ) .

•  “P ra c t ic e  ( 'ho ice ,"  M ed ic a l S o c ie ty  o f  the S ta te  o f  N ew  Y o r k  ( M S S N Y )  S ta te  U n iv e rs ity  o f  N ew  Y o rk , 
H ea lth  S c ien ce  C en te r at S y ra cu se . U n iv e rs ity  I lo sp ita l. (M a rc h  11. 1 9 9 2 ) .

•  ''P ractice M a n a g em e n t A  M a rk e t in g  R ev iew , " S ta te  U n iv e rs ity  o f  N ew  Y o rk  I le a lt li  S c ien ce  C en te r at 
S y racu se  U n iv e rs ity  H o sp ita l, S y racu se , N Y  (N o v e m b e r  18. 1 9 9 2 ).

L E C T U R E S  A N D  P R E S E N T A T I O N S
•  “ D e v e lo p in g  and Im p lem en tin g  a  S u c c e s s fu l C e rt if ic a te  o f  N eed  S tra te g y , G E  I le a lth c a re  S e cond  A nnua l 

Ou tpa tien t Im ag in g  C e n te r C o n fe re n c e . W a sh in g ton  D .C . .  Ju ly 2 6 . 2 0 0 7 .
•  “ B en e fits  o f  P h y s ic ia n  O w n e rsh ip  o f  A m b u la to ry  S u rg e ry  C en te rs ,”  A m e ric an  A s so c ia t io n  o f  A m b u la to ry  

Su rge ry  C en te rs  A nnu a l M ee tin g  2 0 0 7 ,  D e n v e r C o lo ra d o , M ay  IS . 2 0 0 7 .
«'IU AI III CAI'IIAI. C.’ONSl'I.l amis
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LEC TU RES AND PRESENTATIONS (CONTINUED)

“ T h e  F o u r  P i l la r s ”  S u p p o rt in g  the Fu tu re  o f  H ea lth c a re : A L o o k  at M a rk e t F o rc e s ,”  M isso u r i L eague  fo r  
N u rs in g  2 0 0 7  A nn u a l C o n v e n tio n , T a n -T a r-A , M O , A p r i l 13 , 2 0 0 7 .
“Quantifying Business Interruption Damages,” National Association of Certified Valuation 
Analysts Missouri State Chapter Meeting 2007, St. Louis, MO, January, 26, 2007.
“ The O r th o p e d ic  S in g le  S p e c ia lty  H o s p ita l:  Is  it  S t i l l  P oss ib le . " W in n in g  O f f  tiie F ie ld : T h e  A O S S M  
P ra c tice  M an ag em en t W o rk s h o p , T h e  A m e ric an  O rth op ed ic  S o c ie ty  o f  S p o rts  M ed ic in e , P h o e n ix , A Z ,
D e c em b e r 1 , 2 0 0 6 .
"The  A ttack  o n  O r th o p e d ic  P ro v id e rs  at F e d e r a l a n d  S ta le  L e ve ls  a n d  I I u w  to D e fe n d  Y o u rs e lf  " W in n in g  
O f f  the F ie ld : T h e  A O S S M  P rac tice  M anagem en t W o rk sh o p , I he A m e ric an  O rth op ed ic  S o c ie ty  o f  S po rts  
M ed ic in e , P h o e n ix , A Z , D e c em b e r 1, 2 0 0 6 .
"Success fu l A d vo ca cy , " Pane l M em ber, A m e ric an  A ssoc ia tio n  o f  A m b u la to ry  S u rg e ry  C en te rs  S la te  
L e ad e rsh ip  R e tre a t , S c o ttsd a le , A Z , O c to b e r 2 8 , 2 0 0 6 .
"Aspects o f  F r a u d  in  H e a lth c a re  V a lu a t io n  " T h e  N a tio n a l A ssoc ia tio n  o f  C e rt if ie d  V a lu a t io n  A n a ly s ts , 13'1' 
A nnu a l C o n s u lta n ts ’ C o n fe re n c e , San  F ra n c is c o , C A  (Ju ne  2 ,  2 0 0 6 ) .
" I f  W ishes W ere  H o rs e s . . .T h e  U se  o f  E m p ir ic a l D a ta  to  S up p o rt H e a lth c a r e  V a lu a t io n s "  N ew  Y o rk  S la te  
S o c ie ty  o f  C P A s , B u s in e ss  V a lu a tio n  C on fe re n c e , N ew  Y o rk . N Y  (M a y  15, 2 0 0 6 ) .
"The A ttack  o n  S p e c ia lt y  a n d  N ic h e  P ro v id e rs  " B ea rd  G ro u p  &  R en a issan ce  M anagem en t, In c , 2 nd A nnua l 
P h y s ic ia n s  A g reem en ts  and Jo in t V en tu re s C o n fe re n c e , C h ic ag o , IL  (N o v e m b e r  3 , 2 0 0 5 ) .
“  V a lu a t io n  S t a n d a r d s St. L o u is  B u s in ess  V a lu a t io n  R ou n d tab le , S t. L o u is , M O  (N o v em b e r 2 . 2 0 0 5 ) .  
"P resen t in g  the T ru th: The A ttack  o n  N ic h e  P ro v id e rs  " A m e ric an  S u rg ic a l I lo sp ita l A ssoc ia t io n , 5 ,h A nnu a l 
C o n fe re n c e  &  E xh ib its . San  F ra n c isco , C'A (O c to b e r  2 8 . 2 0 0 5 ) .
"The A tta ck  o n  N ic h e  P ro v id e rs "  [P an e l D is c u s s io n ] T exa s  O rth op aed ic  A ssoc ia t io n , 2 0 0 5  S o c io e c on om ic  
S um m it . A u s t in , T X  (O c to b e r  7 . 2 0 0 5 )
"D ev e lo pm en t o f  P ro fe s s io n a l S tanda rds: U pda te  o n  N o rth  A m e r ic a n  B us iness V a lu a t io n  S tanda rds  
C o u n c i l"  [P a n e l D is c u s s io n ] f l i c  In stitu te  o f  B u s in e ss  A pp ra ise rs  M idw est R e g io n a l C aucus 2 0 0 5 . C la y to n .
M O  (A u g u s t 16 , 2 0 0 5 ) .
"Buy vs. L ease  D e c is io n s " B u i ld in g  ( )w n c rs  and M anag e rs  A ssoc ia tio n  In te rn a tio n a l, The N o rth  A m e ric an  
C om m e rc ia l R e a l E sta te  C on g re ss  and T he  O f f ic e  B u i ld in g  S h ow . A n ah e im , C A  (Ju ne  2 5 . 2 0 0 5 ) .  
" B e n chm a rk in g  U s in g  the  A sso c ia t io n 's  S ta tis tics  " N a tio n a l A ssoc ia t io n  o f  I le a lth c a re  C on su ltan ts ,
H e a lth C on  2 0 0 5 . B a lt im o re , M D  (Ju ne  16 , 2 0 0 5 ) .
"The V a lu a t io n  o f .  Im b td a lo r y  S u rg e ry  t 'enters a n d  O u tp a t ie n t H e a lth  E n t it ie s  "  I he N a tion a l A ssoc ia tion  
o f  C e r t i f ie d  V a lu a t io n  A n a ly s ts , 12dl A nnu a l V a lu a t io n  C o n fe re n c e . P h ila d e lp h ia , PA  (Ju ne  2 , 2 0 0 5 ) .
" V a lu a t io n  o f  M e d ic a l P ra c t ic e s  in  a  C 'hang ing  R e g u la to ry  a n d  R e im bu rsem en t E n v iro nm en t. ”  A ccoun tan ts  
G lo b a l N e tw o rk , A G N  N o rth  A m e ric a  R eg io n a l M ee ting . S t. L o u is , M O  (M a y  i s .  2 0 0 5 ) .
"The A ttack a n  N ic h e  P ro v id e rs  "  T h e  A m eric an  A ssoc ia tion  o f  A m b u la to ry  S u rg e ry  C en te rs , 2 7 '1' A nnua l 
M ee tin g . R e n o , N V  (M a rc h  11. 2 0 0 5 ) .
"The V a lu a t io n  n fA m b u la to r y  S u rg e ry  C en te rs"  H ie  A m e ric an  A sso c ia t io n  o f  A m bu la to ry  S u rg e ry  
C en te rs , 27 " ' A n n u a l M ee tin g . R en o . N V  (M a rc h  9 , 2 0 0 5 ) .
" M a k in g  the  C a s e  F o r  / A g a in s t  S p e c ia lty  H o s p it a ls " [M o d e ra to r ] N a tio n a l M anaged  I le a lt li C a re  
C on g re s s . 17 th  A nnu a l C o n fe re n c e . W ash ing ton  U .C . (M a rc h  8 , 2 0 0 5 ) .
" V a lu a t io n  o f  H e a lth c a r e  E n te rp r is e s  in  a  D y n a m ic  M arke t E c o n o m y  " B u s in e ss  V a lu a tio n  R esou rc e s  
A u d io  C o n fe re n c e . (D e c e m b e r 2 . 2 0 0 4 ) .
"H e a lth c a re  M A A  Issues. " In te rn a tion a l B u s in ess  B ro k e rs  A s so c ia t io n  ( I B B A ) C on fe re n c e  fo r  
P ro fe s s io n a l D e v e lo p m en t . I o n  W o rth , I X . (N o v c m o o r  12 . 2 0 0 4 ) .
"The S p e c ia lty  H o s p it a l M o ra to r ium  The Im p a c t  o n  P h y s ic ia n  ( iw iic r s h ip  o f S p e c ia lty  S u r g ic a l H o sp ita ls  " 
H ea lth c a re  F in an c ia l M anag em en t A ssoc ia tio n  ( I  IF M A ) T a l l  C o n fe re n c e . K a n sa s  C ity  M O  (S ep tem b e r 16. 2 0 0 4 ) .  
"The V a lu a t io n  o f  I  le a lt h c a r e  E n t it ie s  in  a  ( 'h ang in g  R e im bu rsem en t a n d  R e g u la to ry  E n v iro nm en t, "
A m eric an  A cad em y  o f  M a tr im on ia l l aw ye rs , O h io  C h ap te r 2 0 0 4  L a k e  L a s  V egas C o n fe ic n c c . L a ke  L a s  
V egas , N V  (Ju n e  2 5 , 2 0 0 4 ) .
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•  "The D o n  ’Is  a n d  D o n  'Is o f  H e a lth c a re  V a lu a t io n : The V a lu a t io n  o f  H e a lth c a re  E n t it ie s  in  a  C h a n g in g  
R e im b u rsem en t a n d  R e g u la to ry  E n v iro nm en t, " In s titu te  o f  B u s in e ss  A pp ra ise rs  ( I B A )  -  2 0 0 4  A nnu a l 
B u s in e ss  V a lu a t io n  C on fe re n c e . L a s  V eg a s , N V  (Ju n e  9 , 2 0 0 4 ) .
"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 S u r g ic a l H o s p ita l:  T h rea t o r  Non-Threat to  the L o c a l H o s p ita l, ” A m e ric an  S u rg ic a l H osp ita l 
A s so c ia t io n  -  T h ird  A n n u a l C o n fe re n c e  and E xh ib its . S an  D ie g o , C A  (N o v em b e r 2 2 , 2 0 0 3 ) .
"The V a lu a t io n  o f  H e a lth c a re  E n t it ie s  in  a  C h a n g in g  R e g u la to ry  a n d  R e im bu rsem en t E n v ir o nm e n t:  A  
C r it ic a l  U p d a te  " A ccoun tan ts  G lo b a l N e tw o rk  -  N o r th  A m e ric a n  B  V  Sh a re  g ro u p  W eb  con fe re n c e  
(N o v e m b e r  13 , 2 0 0 3 ) .
“ W h is t lin g  P ast the G ra ve y a rd : The V a lu e  o f  P ro fe s s io n a l A p p r a is a l D e s ig n a t io n s  in  a  C h a n g in g  
R eg u la to ry  a n d  C om p e t it iv e  E n v ir o n m e n t“ A m e ric a n  S o c ie ty  o f  A pp ra ise rs  -  St. L o u is  C h ap te r 
M em b e rsh ip  M ee tin g . S t. L o u is , M O  (A p r i l 2 4 , 2 0 0 3 ) .
' F rom  S p readshee t to W a ll S treet: A P a n e l D is c u s s io n  o n  the T heo ry  a n d  R e a lit y  o f  B u i ld in g  V a lu e  in  
I lo m e c a r e "  A m e ric a n  A ssoc ia t io n  fo r  H o m c c a r e -  L e ad e rsh ip  C o n fe re n c e . S t. P e te rsbu rg , P L  
(F e b ru a ry  2 6 . 2 0 0 3 ) .
"But f o r  the P u rp o r te d  W ro n g fu l A ct: the A n a ly s is  A  V a lu a t io n  o f  H e a lth c a r e  C o m m e r c ia l D am ag e s  in  a  
C h a n g in g  R e im b u rsem en t A  R e g u la to ry  E n v ir o n m e n t"  E aste rn  E c o n om ic  A ssoc ia tio n  (s e s s io n  sp on so red  
b y  the N a t io n a l A s so c ia t io n  o f  Fo ren s ic  E c o n o m is t s ) -  E as te rn  E con om ic  A ssoc ia tio n  A n n u a l C o n fe re n c e
2 0 0 3 . N ew  Y o r k .  N Y  (F e b ru a ry  2 2 , 2 0 0 3 ) .
"H e a lth c a re  M e rg e rs  A  A c q u is it io n s : R ecen t D e v e lo pm e n ts  A  Issues"  In te rn a tio n a l B u s in e ss  B ro k e rs  
A ssoc ia tio n . In c . - 3 6 lh C on fe re n c e  &  E du ca tion a l P ro g ram . L o s  A ng e le s , C A  (N o v em b e r  16 . 2 0 0 2 ) .
"The E ffect o f  the  C h a n g in g  U .S . E c o n o m y  o n  H e a lth c a r e  V a lu a t io n "  M isso u ri S o c ie ty  o f  C e r t if ie d  P u b lic  
A cc ou n tan ts— 2 0 0 2  H ea lth c a re  F o rum . St. L o u is , M O  (N o v e m b e r  13 , 2 0 0 2 ) .
"D u p e d  by  C r ie s  o f  D u p l ic a t io n  - The F a ilu r e  o f  C e r t if ic a te  o f  N e e d  (CO N ) Law s  " M iss o u ri S o c ie ty  o f  
C e rt if ie d  P u b lic  A ccoun tan ts  -  2 0 0 2  I le a lth c a re  F o ru m . S t. L o u is , M O  (N o v em b e r 13 , 2 0 0 2 ) .
"The E ffect o f  the  C h a n g in g  U .S . E co n om y  o n  H e a lth c a r e  V a lu a t io n "  A m e ric an  S o c ie ty  o f  
A p p ra ise rs /C an ad ian  In stitu te  o f  C h a rte red  B u s in e ss  V a lu a to r  -  5 "1 Jo in t A dvanced  B u s in e ss  V a lu a t io n  
C o n fe re n c e . O r la n d o , F L  (O c to b e r  2 5 , 2 0 0 2 ) .
"D u p e d  B y  C r ie s  O f  D u p lic a t io n :  The F a ilu r e  o f  ( 'ertif ica te  o f  N e e d  R e g u la t io n  " A cad em y  fo r  I le a l lb  
S e rv ic e s  R esea rch  and I le a lt li P o lic y  -  2 0 0 2  A n n u a l R esea rch  M ee ting . W ash in g ton , D C  (Ju n e  2 3 , 2 0 0 2 )  
[P o s te r ] .
" Ih e  E ffect o f  the  C h a n g in g  U .S . E co n om y  o n  H e a lth c a r e  V a lu a t io n : A n  E x a m in a t io n  o f  the  Im p a c t  o f  
R ecen t E v e n ts "  N a tio n a l A s so c ia t io n  o f  C e rt if ie d  V a lu a t io n  A n a ly s t s - ^ ’'A nnua l B u s in e ss  V a lu a tio n  
C o n fe re n c e . S an  D ie g o , C A  (M a y  2 3 , 2 0 0 2 ) .
“ T h e  E ffe c t o f  the C h an g in g  U .S . E co n om y  o n  I le a lth c a re  V a lu a t io n : A n  E xam in a tio n  o f  the Im pac t o f  
R ecen t E v e n ts "  In s titu te  o f  B u s in e ss  A pp ra ise rs  2 0 0 2  IB A  C o n fe re n c e . W a sh in g ton  D .C . (M a y  5 , 2 0 0 2 ) .  
“ V a lu a t io n  o f  H e a lth c a r e  In ta n g ib le  Assets, ” M is s o u ri S o c ie ty  o f  C P A s  (M S C P A ) -  2 0 0 1  I le a lth c a re  
C o n fe re n c e . C o lu m b ia , M O  (N o v em b e r  1 3 ,2 0 0 1 ) .
" V a lu a t io n  o f H e a lth c a r e  In ta n g ib le  Assets: The D e f in it io n , C la s s if ic a t io n , a n d  D e te rm in a t io n  o f 
In ta n g ib le  Assets in  H e a lth c a re  S e rv ic e  r e c to r E n t it ie s ,"  In te rn a l R ev en u e  S e rv ic e  -  L a rg e  and M id s iz e  
B u s in ess  &  E n g in e e rin g , C o n tin u in g  P ro fe s s io n a l E duca tion , S t. L o u is , M O  (A u gu s t S. 2 0 0 1 ) .
"V a lu a t io n  o f  I  le a lt h c a r e  In ta n g ib le  Assets: The D e f in it io n , < '/ossification, a n d  D e te rm in a t io n  o f in ta n g ib le  
Assets in  H e a lth c a r e  S e rv ic e  S e c to r E n t it ie s , " N ew  Y o rk  S ta te  S oc ie ty  o f  C P A s  B u s in ess  V a lu a t io n  
C o n fe re n c e , N ew  Y o r k ,  N Y  (Ju ne  I S , 2 0 0 1 ) .

" V a lu a t io n  o f  H e a lth c a r e  Assets: the  D e f in it io n , ( '(oss if ication , a m i D e te rm in a t io n  o f  In ta n g ib le  Assets in  
H e a lth c a re  S e rv ic e  S e c to r E n t it ie s , " In stitu te  o f  B u s in e ss  A p p ra is e rs  -  20 01  N a t io n a l C o n fe re n c e . O r la n d o , 
F L  (M a y  It ) . 2 0 0 1 ) .
"Lessons f r o m  M a rk e t C o m p e t it io n  in  lb '  A thcare , " In stitu te  o f  C e rt if ie d  B u s in e ss  C o u n s e lo rs  -  2 0 0 0  
A nnua l M ee tin g . T cm p e  A Z  (S ep tem b e r 2 2 . 2 0 0 0 ) .

r l l F A t . r u  ( ’Al ' I IAl . t  OSM 1.1 AMS
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"Lessons f ro n t  M a rk e t C o m p e t it io n  in  H e a lth c a re : L o ve  E ve ryo ne , Trust N o  O n e  & P a d d le  Your O w n  
C a n r e , " A m e ric a n  C o lle g e  o f  H ea lth c a re  E xecu tiv es  -  2 0 0 0  C ong re ss  on  H ea lth c a re  M anagem en t. 
C h ic a g o , IL  (M a rc h  2 9 , 2 0 0 0 ) .
"Developments in the Valuation o f Healthcare Service Businesses, ” Business Valuation 
Association of Chicago. Chicago, IL  (March 23, 2000).
"The V a lu a t io n  o f  H e a lth c a r e  E n t it ie s  in  a  C h a n g in g  R eg u la to ry  a n d  R e im bu rsem en t E n v iro nm en t , ”  
A m e ric a n  S o c ie ty  o f  A p p ra is e rs  -  1 8 ,h A nnua l A dvanced  B u s in ess  V a lu a t io n  C on fe re n c e . N ew  O r le a n s , LA  
(O c to b e r  2 9 ,  1 9 9 9 ) .
"Lo ve  E ve ryo ne , Trust N o  O ne , A  P a d d le  Your O w n  C a n o e , " In s titu te  o f  C e rt if ie d  B u s in e ss  C o u n se lo rs  -  
A n n u a l M ee tin g . P o rt la n d , O R  (O c to b e r  1, 1 9 9 9 ).
"H ea lth c a re  B us in ess  a n d  In d u s try  R e sea rch  a n d  Its  A p p lic a t io n :  The In te rn e t a n d  O th e r  Sources , " C P A  
A ssoc ia te s  In te rn a t io n a l— M ed ic a l P ro fe s s io n a ls  S em in a r. D e n v e r , C O  (A u g u s t 17, 1 9 9 9 ) .
" d o in g  A m b u la to ry : D e v e lo pm e n t o f  a  P la n ," A m b u la to ry  S u rg e ry  C en te rs  -  K e y s  to  B u s in ess  Success, 
F M R  C om m u n ic a t io n s , R o ss  &  H a rd ie s . C h ic ag o , IL  (O c to b e r  13 , 1 9 9 8 ).
"P P M C  A c q u is it io n s  o f  P h y s ic ia n  P ra c t ic e s : V a lu a t io n  a n d  C o n s u lt in g  Issues, " In s titu te  o f  C e rt if ie d  
B u s in e ss  C o u n s e lo rs  A nnu a l M ee tin g . T em pe , A Z  (S ep tem b e r 18, 1 9 9 8 ) .
" P P M C  A cq u is it io n s  o f  P h y s ic ia n  P ra c t ic e s : V a lu a t io n  a n d  C o n s u lt in g  Issues, "  C P A  A ssoc ia te s  

In te rn a t io n a l, M ed ic a l P ro fe s s io n a ls  S em in a r . A tlan ta , G A  (A u g u s t 17 , 1 9 9 8 ) .
"The V a lu a t io n  o f  H e a lth c a re  E n t it ie s , "  S t. L ou is  B u s in ess  V a lu a t io n  R ou n d  T ab le , S t. L ou is . M O  (1 9 9 8 ) .  
"Focus  G ro u p  I:  V a lu a t io n  o f  M e d ic a l P ract ices , ”  In s titu te  o f  B u s in e ss  A pp ra ise rs  19 98  N a tion a l 
C o n fe re n c e : T h e  Fu tu re  o f  B u s in e ss  V a lu a t io n . San  A n ton io , 1 X  (1 9 9 8 ) .
"D e v e lo p in g  S u cce s s fu l M a n a g em e n t  S e rv ice s  O rg a n iz a t io n s , " H o sp ita l and H ea lth  S y s tem s : S tra teg ic  
O p t io n s  and P ra c tic a l G u id an ce , sp on so re d  b y  F M R  C om m un ic a t ion s . C h ic ag o , IL  (N o v em b e r  4 , 1 9 9 7 ). 
"A na tom y  o f  a n  M S O  G o n e  W ro ng-  S ta b il iz in g  a n d  R es tru c tu r in g  M S O s , " A d van ced  F in an c ia l and 
O p e ra t io n a l S tra teg ies fo r  M anag em en t S e rv ic e s  O rg an iza t io n s  &  P h y s ic ia n  P rac tice  M anagem en t 
C om p an ie s , sp on so red  by IB C  U S A  C on fe re n c e s . C h ic ag o , IL  (O c to b e r  3 1 , 1 9 9 7 ) .
" H is to r ic a l R e v iew , " 2n d  A nnua l P R N  L ead e rsh ip  R e trea t— Phy s ic ia n  R e so u rc e  N e tw o rk . E lk h a rt L a k e ,
\V I (F e b ru a ry  1 4 -1 5 , 1 9 9 8 ) .
" Im p lem e n ta t io n  P hase  - R epo rt o n  G ro u p  Serv ices , H um a n  R esou rces—C e n t r a l B us iness O ff ice , “ 2n d  
A n n u a l P R N  L e ad e rsh ip  R e tre a t— Ph y s ic ia n  R esou rc e  N e tw o rk . E lk h a rt  I a ke . W l (F e b ru a ry  1 4 -1 5 , 1 9 9 8 ) . 
"M a n a g e d  C a r e  ( 'on tracting , " 2n d  A nn u a l P R N  L e ad e rsh ip  R e tre a t— Phy s ic ia n  R esou rc e  N e tw o rk . E lk h a rt 
L a k e . W l (F e b ru a ry  1 4 - 1 5 .1 9 9 8 ) .
" F in a n c ia l  R e p o r t  a n d  B udge t / P ro fo rm a , “ 2nd A nnua l P R N  L e ad e rsh ip  R e tre a t—  Phys ic ian  R esou rc e  
N e tw o rk . E lk h a rt L a k e . W l (F e b ru a ry  1 4 -1 5 , 1 9 9 8 ) .
“In t r o d u c t io n  to S tra teg ic  P la n . P a rt I, " and "S tra teg ic  P la n , P a rt i l ,  " 2n d  A nnu a l P R N  L ead e rsh ip  
R e tre a t— Ph y s ic ia n  R e so u rc e  N e tw o rk . E lk h a rt  L a k e , W l (F e b ru a ry  1 4 -1 5 , 1 9 9 8 ).
" V a lu a t io n s  o f  M e d ic a l P ra c t ic es , " 1 9 9 7  M ed ic a l P ro fe s s io n a l S em in a r , sp on so re d  by C P A  A ssoc ia tes  
In te rn a t io n a l, In c . B a lt im o re , M l )  (A u g u s t 1 8 -1 9 , 1 9 9 7 ).
" V a lu a t io n  o f  P h y s ic ia n  P ra c t ic e s : A  W orkshop  f o r  P h y s ic ia n s  o n d  P ra c t ic e  M a na g em en t ( 'ompanies, " 

P ra c tic e  M anagem en t F in an c in g  P a rtn e rsh ip , sp on so red  by  G lo b a l B u s in e ss  R esea rch , l td. P h ila d e lp h ia , PA  
(J u ly  2 3 , 1 9 9 7 ).
"A na tom y  o f  a n  M S O  G o n e  W rong , " A m eric an  C o lle g e  o f  I le a lth c a re  E xe cu tiv e s  C on g re s s  on  I le a lth ca re  
M anag em en t. C h ic a g o , IL  (M a rc h  4 .  1 9 9 7 ).
" V a lu in g  a  M e d ic a l P ra c t ic e  from  a  P h y s ic ia n  ‘.v P erspective , " N a tio n a l I itig a tion  S up p o rt S e rv ice s  
A s so c ia t io n  E du ca tio n a l and N e tw o rk in g  C on fe re n c e . I'empe, A Z  (J a n u a ry  2 3 . 1 9 9 7 ).
"H ow  to he  a n  E ffe c t iv e  B o a rd  M em b e r  ( ' h a irp c r s o n , "  P R N  B o a rd  o f  M anag e rs  ( h a irp e rson  Retreat.
K o h le r ,  W l (J a n u a ry  1 8 -1 9 , 1 9 9 7 ) .
"R esea rch/D a ta  S o u rces  A  ( 'ap ita t R eq u irem en ts  f o r  R a d io lo g y  N e tw o rk  D eve lo pm en t , "  T he  R a d io lo g y  
B u s in e ss  M anag em en t A ssoc ia tio n  M idw est C on fe re n c e . M in n e a p o lis , M N  (O c to b e r  2 9 - 2 2 , 1 9 9 0 ) . 
" V a lu a t io n  o f  H e a lth  ( 'are E n t it ie s  - A n  Update , " pape r p resen ted at the P ittsbu rgh  ( Iv ip tc r o f  the A m erican  
S o c ie ty  o f  A p p ra is e rs , B u s in ess  V a lu a t io n  S em in a r. P ittsbu rgh , PA .
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" V a lu a t io n  o f  H e a lt h  C a r e  E n t it ie s , in  a  C h a n g in g  R e g u la to ry  a n d  R e im bu rsem en t E n v iro nm en t,''  C li f to n  
G und e rson  L L C , V a lu a t io n  and L it ig a tio n  S e rv ic e s  C on fe re n c e . Ita sca , IL .
A cq u is it io n s  by  P ra c tic e  M anagem en t C om p an ie s  (P M C s ) and  I lo sp ita l C om p an ie s  in the P u b lic  M a rk e t ,”  
A m e ric a n  In s titu te  o f  C e rt if ie d  P u b lic  A ccoun tan ts , N ew  O r le a n s , LA  (D e c em b e r 4 - 5 , 1 9 9 6 ) .
"M e d ic a l P r a c t ic e  V a lu a t io n , O p e ra t io n  a n d  S a le s ," IB C  2 1 M A n n u a l M eeting  and S em in a r (S ep tem b e r 2 0 , 
1 9 9 6 ) .
" D id  M a r c u s  W e lb y  W o rry  A b o u t  P ro f ita b il ity ? "  L A W C O  H ea lth ca re  C on fe re n c e  '9 6 . R o c h e s te r , M N  
(Ju n e  1 0 -1 1 , 1 9 9 6 ) .
"H o s p ita l - P h y s ic ia n  A ffd ia t io n/ z ln teg ra t io n//A cqu is it io n : D e v e lo p in g  a  P la n  a n d  A genda , " L A W C O  
H ea lth c a re  C o n fe re n c e  ’ 9 6 . R o c h e s te r , M N  (Ju n e  1 0 -1 1 , 1 9 9 6 ) .
“The Anatomy of a Practice: Conducting a Management Assessment and Operational Review,” 
LAWCO Healthcare Conference ’96. Rochester, MN (June 10-11. 1996).
“ V a lu a t io n  o f  H e a lt h  C a r e  E n t it ie s  in  a  C h a n g in g  R e g u la to ry  a n d  R e im bu rsem en t E n v iro nm en t , " N o rth  
C a ro lin a  A s so c ia t io n  o fC c r t i f i e d  P u b lic  A ccoun tan ts  1 9 9 6  H ea lth  C a re  In du s try  C on fe re n c e . G re e n sb o ro ,
N C  (J u ly  2 7 - 2 8 ,  1 9 9 6 ) .
"P ra c t ic e  V a lu a t io n  Issues: W hat H e a lth c a re  E x e cu t iv e s  M u s t K now , " A m e ric an  C o lle g e  o f  H ea lth ca re  
E xe cu tiv e s . C h ic a g o , IL  (M a rc h  1 0 -1 4 . 1 9 9 6 ).
" V a lu a t io n  o f  P h y s ic ia n  P ra c t ic e s  in  a  C h a n g in g  R e im b u rsem en t a n d  R e g u la to ry  E n v iro nm en t , " G lo b a l 
B u s in e ss  R e se a rc h . M iam i, F L  (Ja n u a ry  2 4 - 2 6 , 1 9 9 6 ) .
" V a lu a t io n  o f  a  M e d ic a l P ra c t ic e , " N a tio n a l C P A  H ea lth c a re , A d v is o rs  A ssoc ia tio n . L a s  V c g „s , N V  
(J a n u a ry  1 1 -1 2 , 1 9 9 6 ) .
" In tro d u c t io n  a n d  B r ie f  O v e r v ie w  o f  C u r re n t  D e v e lo pm e n ts  in  the H e a lth  C a re  F ie ld s "  D e v e lo p in g  a 
I lo sp ita l/P h y s ic ia n  In te g ra t io n /A ff i lia t io n  P ra c tic e  A cq u is it io n  P rog ram . I le a lt li  C ap ita l C on su lta n ts  ( I  IC C ). 
M a rr io tt  N ew  Y o r k  M a rq u is , N ew  Y o rk , N Y  (J a n u a ry  9 . 1 9 9 6 ) .
" Id e n t ify in g  a n d  E v a lu a t in g  P o te n t ia l A c q u is it io n s  a n d  A f f i l ia t io n  Targets, " D e v e lo p in g  a 

H o sp ita l/P h y s ic ia n  In te g ra t io n /A ff i lia t io n  P ra c tic e  A cq u is it io n  P rog ram . H ea lth  C ap ita l C on su lta n ts  ( I  IC C ) . 
M a rr io t t N ew  Y o r k  M a rq u is . N ew  Y o rk , N Y  (J a n u a ry  9 , 1 9 9 6 ) .
"M a rk e t in g /P a ck ag in g  A c q u is it io n s  a n d  A f f il ia t io n  O p p o r tw u  ies  in  P rospects"  D e v e lo p in g  a 
I lo sp ita l/P h y s ic ia n  In te g ra t io n /A ff i lia t io n  P ra c tice  A cq u is it io n  P ro g iam . H ea lth  C ap ita l C o n su lta n ts  ( I  IC C ) . 
M a rr io tt N ew  Y o r k  M a rq u is , N ew  Y o r k . N Y  (J a n u a ry  9 , 1 9 9 6 ) ,
" C om p e n s a t io n  P la ns , ”  D e v e lo p in g  a H o sp ita l/P h y s ic ia n  In te g ra t io n /A ff i lia t io n  P rac tice  A cq u is it io n  P rog ram , 
I le a lt li  C a p ita l C o n su lta n ts  ( I  IC C ) . M a rrio tt N ew  Y o r k  M a rq u is , N ew  Y o r k , N Y  (Ja n u a ry  9 , 1 9 9 6 ) .
"M isuse  o f  B us in e ss  V a lu a t io n  M e th o d o lo g y  t ’r i l i c a l  S o lu t io n s—L it ig a t io n  Issues, " 19 9 6  C on fe re n c e . 
N o r th b ro o k , IL  (J a n u a ry  15 , 1 9 9 6 ) .
"Yes, IVe H a v e  N o  B anana s : I h e  S h o ck in g  T ru th  A bou t the M a rk e t A p p ro a c h , "  P rac tice  V a lu a t io n  S tudy  
G ro u p  ( I ’ V S G ) . C h a r le s to n . S C  (N o v e m b e r  4 . 1 9 9 5 ) ,
"Issues in  V a lu in g  H e a lth  C u r e  P ro fe s s io n a l P ra c t ic es , "  O h io  C h ap te r o f  the A m eric an  A cad em y  o f  
M a tr im on ia l L aw y e rs . C o lu m b u s , O i l  (O c t o b e r 9 . 1 9 9 5 ) .
"Issues in  V a lu in g  H e a lth  C a re  P ro fe s s io n a l P ra c t ic e s  in  a  C h a n g in g  R e im bu rsem en t A  R eg u la to ry  
E n v iro nm en t . " B u s in e s s  V a lu a t io n  A ssoc ia t io n . C h ic ag o . I I .  (S e p tem b e r 2 8 , 1 9 9 5 ).
" V a lu a t io n  o f  P h y s ic ia n  P ra c t ic e s  in  a  ( 'h a n g in g  R e im bu rsem en t C- R eg u la to ry  E n v iro nm en t , " A cq u ir in g  
and  In teg ra tin g  P h y s ic ia n  P rac tice s , sp on so red  by  G lo b a l B u s in e ss  R esea rch . C h ic ag o , I I .
(S e p tem b e r 1 3 -1 4 , 1 9 9 5 ) .
" R isky  B us in ess  The V a lu a t io n  o f  H e a lth c a re  E n t it ie s  in  a  ( 'h a n g in g  Industry , " A IC P A  19 9 5  N a tion a l 
C o n fe re n c e  o n  D iv o rc e . L a s  V eg a s , N V  (Ju ne  1 4 -1 6 , 1 9 9 5 ) .
" V a lu in g  H e a lt h  ( 'are P ro fe s s io n a l P ra c t ic e s  in  a  C h a n g in g  R e im bu rsem en t A  R eg u la to ry  E n v iro nm en t. " 
I l l in o is  S o c ie ty  o f  C P A s , C h ic ag o , IL  (M a y  11. 1 9 9 5 ).
"Trends a n d  D e v e lo pm e n ts  in  the V a lu a t io n  o f  H e a lt h  ( 'are P ro fe s s io n a l P ra c t ic es  in  a  ( 'hang ing  
R e im b u rsem en t A  R e g u la to ry  E n v iro nm en t, "  In te rn a t io n a l G ro u p  o f  A ccoun tin g  F irm s  ( IG A F ) .  C h ic ag o , II 
(M ay 9, 1995).
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‘‘Issues in  V a lu in g  H e a lt h  C a r e  P ro fe s s io n a l P ra c t ic e s  in  a  C h a n g in g  R e im b u rsem en t  eft R eg u la to ry  
E n v ir o n m e n t ," A m e ric a n  S o c ie ty  o f  A p p ra is e rs , S t. L o u is  C h ap te r. S t. L o u is . M O  (M a rc h  15 . 1 9 9 5 ).
“ The E m p e ro r  H a s  N o  C lo th e s— The D e c l in e  a n d  F a l l  o f  the E xcess E a r n in g s  A p p ro a ch , ” P ractice  
V a lu a t io n  S tudy  G ro u p  (P V S G ) ,  N ew  O r le a n s , L A  (F e b ru a ry  10 , 1 9 9 5 ) .
"Issues in  V a lu in g  H e a lth  C a r e  P ro fe s s io n a l P ra c t ic es , " E ffe c t iv e  S o lu t io n s  L it ig a t io n  Issues 1995  
C on fe re n c e . N o r th b ro o k , IL  (J a n u a ry  16 , 1 9 9 5 ).
" P u rch a s in g  o f  P h y s ic ia n  P ra c t ic e s , " N a t io n a l A ssoc ia tio n  o f  H ea lth  C a re  C on su lta n ts  (N A I IC C ) ,  19 95  
Jo in t C on fe re n c e . C in c in n a t i, O H  (1 9 9 5 ) .
" V a lu a t io n  o f  H e a lt h  C a r e  P ra c t ic e s  in  a  C h a n g in g  R e im bu rsem en t E n v iro n m e n t , " C o lo ra d o  S o c ie ty  o f  
C P A s , 1 9 9 4  L it ig a t io n  S u p p o rt C o n fe re n c e . D e n v e r , C O  (D e c em b e r 8 , 1 9 9 4 ) .
"T rends & D e v e lo pm e n ts  in  the V a lu a t io n  o f  H e a lth  C a r e  E n t it ie s , ’’ J o in t A S A /C IC E  V  C on fe re n c e . San 
D ie g o , C A  (N o v e m b e r  4 , 1 9 9 4 ) .
" D o in g  B us in e ss  A c ross  S tate L in e s , " IB B  A  C on fe re n c e . N a s h v i lle , T N  (O c to b e r  2 4 , 1 9 9 4 ) .
"Trends & D e v e lo pm e n ts  in  the V a lu a t io n  o f  H e a lth  C a r e  P ro fe s s io n a l P ra c t ic e s , " N a t io n a l C P A  H ea lth  
C a re  A d v iso rs  A s so c ia t io n , 1 9 9 4  S e rv ic e s  T o  H ea lth  C a re  P ro fe s s io n a ls  T ra in in g  C o u rs e . San  D ie g o , C A  
( J u ly  2 9 , 1 9 9 4 ).
“ V a lu a t io n  o f  H e a lth c a r e  P ra c t ic e s  in  a  C h a n g in g  R e im bu rsem en t E n v ir o n m e n t , " A IC P A  1994 N a tion a l 
C o n fe re n c e  on  D iv o rc e . N ew  O r le a n s , L A  (Ju n e  7 , 1 9 9 4 ).
" Im pa c t o f  H e a lth c a r e  R e fo rm  o n  the V a lu a t io n  o f  H e a lth c a r e  P ro fe s s io n a l P ra c t ic e s , " E xecu tiv e  
E n te rp rises , M ed ic a l M e rg e rs  and  A cq u is it io n s  S em in a r . D a lla s , T X  (F e b ru a ry  3 , 1 9 9 4 ) .
" V a lu a t io n  o f  H e a lt h  C a r e  P ra c t ic e s . ”  N ew  Y o r k  S ta te  S o c ie ty  o f  C e r t i f ie d  P u b lic  A ccoun tan ts  
(N Y S S C P A ) .  M anha ttan , N Y  (D e c e m b e r  10 , 1 9 9 3 ) .
"L eg a l it- R eg u la to ry  Im p a c t  a n  the  V a lu a t io n  A  S a le  o f  H e a lth c a re  P ra c t ic e s , " P ra c tic e  V a lu a t io n  S tudy  
G ro u p  (P V S G ) .  B o s to n , M A  (O c to b e r  I ,  1 9 9 3 ),
"The Im p a c t o f  H e a lth c a r e  R e fo rm  o n  the V a lu a t io n  o f  H e a lth c a r e  P ro fe s s io n a l P ra c t ic e s , " N assau  C h ap te r 
o f  N ew  Y o r k  S ta te  S o c ie ty  o f  C e r t i f ie d , P u b lic  A ccoun tan ts  (N Y S S C P A )  C om m itte e . (J u ly  2 0 , 1 9 9 3 ). 
" V a lu a t io n  n f  H e a lth c a r e  P ro fe s s io n a l P r a c t ic e s ," A S A  19 93  In te rn a tio n a l A p p ra is a l C o n fe re n c e . S ea tt le , 
W A  (Ju n e  2 9 , 1 9 9 3 ) .
"P ra c t ic e  M a n a g em e n t  A  M a rk e t in g ,”  M ed ic a l S o c ie ty  o f  the S ta le  o f  N ew  Y o rk  (M S S N  Y ), State 
U n iv e rs ity  o f  N ew  Y o rk , I le a lt l i  S c ie n c e  C en te r at S y ra c u se  U n iv e rs ity  I lo s p ita l &  S t. V in cen t's  M ed ic a l 
C en te r on  S ta ten  Is la n d . (Ju n e  5 , 1 9 9 3 ).
"C ase  S tudy— V a lu a t io n  o f  M e d ic a l P ra c t ic es , ” A IC P A , 1993  N a tio n a l C o n fe re n c e  on  D iv o ie c . Las V egas . 
N V  (Ju n e  1 9 9 3 ) .
" P la n n in g  f o r  R e t irem en t, " M e d ic a l S o c ie ty  o f  the State o f  N ew  York C o n fe re n c e . S yracuse , N Y  (1993). 
" V a lu a t io n  a n d  S a le  o f  M e d ic a l P r a c t ic e s ." In te rn a tion a l B u s in ess  B ro k e r s  A s so c ia t io n  ( I B B A )
C o n fe re n c e . D e n v e r , C O  (M a y  4 , 1 9 9 1 ) .
“ B u s in ess V a lu a t io n  in a C h an g in g  In te rn a tio n a l E n v iro n m en t ,"  O h io  S o c ie ty  o f  C P A s  H ea lth  C a re  
C on fe re n c e . C o lu m b u s , O l I.

QUOTATIONS AND CITATIO NS

M on s tc r .c om . “ H o w  to E v a lu a te  Y our ( 'om pany s H e a lth  In s u ra n c e  ( B fe r ing s"  (c a ro e r -  
a d v ic e ,m on ste r.com /sn ln i y -t re n d s / l lo w - to -E v a lu n te -Y o u r-C om p a n y s - I lcn lt/1 lo m e .a s p x ) A ccessed  
N o v em b e r 1 , 2 0 0 7 .
I le a lth ca re  C o rp o ra te  F in an ce  N ew s . “ In s t itu t io n a l F u n d in g  F lo w s  to H e a lth  C a r e " (A u g u s t 2 0 0 7 ) .
F a irb an k s  D a i ly  N ew s -M in c r . “C O N  P rocess N o t H e lp in g  F a ir b a n k s  S f e d ic a l C os ts"  (O c to b e r  15, 2 0 0 6 ) . 
O u tp a tient S u rg e ry  M ag a z in e . "W ha t 's Y our S u rg e ry  C e n te r  Worth'!" (A u g u s t 2 0 0 6 ) ,
W ash in g ton  P o lic y  C e n te r " F a ilu re  o f  G o v e rnm e n t C a m  a l  P la n n in g , W ash in g to n 's  M e d ic a l ( 'e r ii) ic a le  o f 
N e e d  P ro g ram  "  Jan u a ry  2 0 0 6 . ( h ttp ://w w w .w a sh in g ton p o lic y .O rg / l le a lth C a re /P B B A R N E S C O N .h tm ) 
C h ic ag o  H osp ita l N ew s . " P h y s ic ia n  A g reem en ts  A  Ventures C o n fe re n c e  P ro du ce s  P o s it iv e  Resu lts"  V o l. 3 
-  Issue  11 (J a n u a ry  2 0 0 6 ) ,  ( w w w .ch ie ag oh o sp ita ln ew s .c om /c u rre n t/d e fa u lt .a s p ? p a g e = 2 & a r lic le lD  8 3 9 )
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•  Eugene Weekly “CON Job, Hospital certificate of need process leaves out consumers” December 15, 2005, 
(vvw\v.eugenevveekly.com/2005/12/l5/conlroversy.html)

•  Chicago Hospital News. “C on fe re n c e  To H e lp  P h y s ic ia n s  ‘T h in k  O u ts id e  Box'. " Vol. 3 Issue 8 
(October 2005), (www.chicagohospitalnews.com/archives/dcfault.asp?page=l&articleFD=77

® A M  N ew s . "A n t ic ip a t io n  key to d e a lin g  w ith  c a s h f lo w  sho rtfa lls . " A ugust 2 2 ,2 0 0 5 .  h ttp ://w w w .am a - 
a ssn .o rg /am ednew s/s ite /fre e /b icaO S22 .h lm

•  Workforce Insights. " In  B ush 's  E n co re , Em p lo y e rs  C a n  E xp e c t F r ie n d ly  C ou rts , H e lp  w ith  Benefits  Costs . " 
August 21, 2005.

•  Doctor’s Digest. "R e so lv in g  P ra c t ic e  D ile m m a s ."  July/Aug. 2005.
•  Surgicenteronline. "The M e d ic a r e  B i l l  A fterm ath : S u r g ic a l H o s p ita ls  P ic k  u p  the P ie ce s  a n d  P la n  th e ir  

S tra tegy"  (http://www.surgiccnteronline.com/arlicles/411 featl.html) accessed on Mar.I5, 2005.
•  Today’s Surgiccntcr. " Im p ro v in g  Y our A S C 's  O p e r a t io n a l B o ttom  L in e . " Mar. 2, 2005.
•  P h y s ic ian s  P ra c tic e . "Be Y our O w n  L and lo rd?  H o w  to D e c id e  W he ther to O w n  Y ou r Space . " Feb . 2 0 0 5 .
•  W o rk fo rc e  In s ig h ts . " In  B ush 's  E n co re , E m p lo y e rs  C a n  E xp ec t F r ie n d ly  C ou rts , H e lp  W ith  B ene fits  C osts  " 

V e ritu d e  (v c r itu d e .c om /R e s o u rc eC e n te r/P r in tF r ie n d ly .a sp x ? id = I 132  accessed J an .2 9 , 2 0 0 5 .
•  Modern Healthcare. "The S u rge  to M e rg e  " 2005 Mergers and Acquisitions Report, Jan. 24, 2005, p. 20. 

(www.inodernheallhcare.com/r>rinlwindow.cms?artieleFd=3489l£pageTvne=article).
•  2 0 0 5  M an ag e r's  G u id e  to  S u rg ic a l C on s tru c tion  supp lem en t to O u tpa tien t S u rg e ry . "Are C O N s  M a k in g  a  

Com eba ck? "  Jan . 2 0 0 5 , p. 1 1 8 -1 2 1 .
•  S h annon  P ra tt ’ s B u s in ess  V a lu a t io n  U p d a te . "IBA  C o n fe re n ce  H ea ts  U p  Las Vegas"  Sep t. 2 0 0 4 , p. 13.
•  St. Louis Business Journal. "Sisters o f  M e rc y  L au n ch e s  S226 M i l l io n  T e ch n o lo g y  U pg rade . " Aug. 20, 2004 

(http://stlouis.bizjournals.com/stlouis/stories/2004/08/23/story3.html).
•  St. Louis Business Journal. "B.IC F ig h ts  U n ite d  H e a lth c a r e  O v e r  C o ve rag e . " Aug. 20, 2004 

(http://stlouis.bizjournals.com/stlouis/stories/2004/08/23/storyl.html).
St. L o u is  p " s iness J o u rn a l. "M e r it T e lls  Tenet N o  D e a l o n  Fo res t P a rk  H o sp ita l. " Ju ly  2-8, 2 0 0 4 .

•  Health I. ors. "S ha r in g  B a d  F in a n c ia l News C a rd s  o n  the  T a b le ."  Jun. 2004. 
http://www.healthleadcrs.com/survival/article/54S54/print accessed on June 19, 2004.

•  Dynamic Ingenuity Inc. “E th ic s  R e fe rence  G u id e  f o r  E xpert W itnesses,"  
http://www.ethicsreferenceguide.eom/pages/l/index.htin accessed on May 29,2004.

•  Health Leaders. "The F lu  B ug . " May, 2004. p. 14-15. 
http://www.healthleadcrs.com/magazine/feature l.php?contentid=54546&categoryid=! 5

•  H ea lth  L e ad e rs . "A N ew  C o u r s e ." A p r i l , 2 0 0 4 . p. 15 .
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• Physicians Praclice.com. "To Lease o r  Buy: P la n n in g  Y our A p p ro a ch  to C a p it a l Investm ents , " 
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accessed March 13, 2004.

•  H ea lth c a re  R e a l Estate I n s ights. "Is C o m p e t it io n  H ea lthy? "  V o l .2 , N o .3  (M a rc h  2 0 0 4 )  p. 13.
► Healthcare Real Estate Insights. "S p e c ia lty  H o s p it a l H ia tu s : D eb a te  Rages o n  in  W ake n f  M o ra to r ium . ” 

March, 2004. (http://www.hreinsights.eom/I IREI%20sample%20issue.pdl)
• Dermatology Business Management. “Is a  S p e c ia lty  P ra c t ic e  R ig h t f o r  You? " March 200 I. p. 7-16.
» The Detroit News. " T r ib e  ’.v M R l P la n  S tirs  D ispu te , " February 26, 2004.

( h t tp :/ /w w w .d c tn cw s .c o in /2 0 0 4 /b u s ln c s s /0 4 0 2 /2 6 /h 0 1 -7 5 0 1 9 .h tm ).
► B a lt im o re  B u s in e ss  J o u rn a l. "C e rt if ic a te  o f  G reed? , " F e b ru a ry  2 3 , 2 0 0 4 .

(http://baltimore.bi/journals, com/bnltimore/stories/2004/02/23/lbcus I. Iitml),
► I lealtli Plan. "G e tt in g  P h y s ic a l Y ie lds M o re  Benefits : H e a lth P a r tn e rs  S tudy L inks M od e ra te  In c rea se  in  

E x e rc is e  to R e d u ce d  H e a lth  ( ’a r c  Costs , " January/February 2004. p. 32-35.
► D e n v e r B u s in e ss  J o u rn a l. " S p e c ia lly  H o s p ita ls  D r a w in g  A tte n t io n  from  S ta le  L awm akers ,"  Jan u a ry  19 .

2 0 0 4 . ( h ttp :/ / i le n v e r .h i/ jo u i iu ils .c om /d en v e r/s to rie s /2 0 04 4 J  I/1 9 /s to ry 5 .h tm l) .
► T o d a y ’ s S u rg ic e n le r . "The M e d ic a re  B U I A fterm ath : S u r g ic a l H o s p ita ls  P ick  U p  the P ie ce s  a n d  P la n  T h e ir  

Strategy , " V o lu m e  3 , issue I (Ja n u a ry  2 0 0 1) p. 2 1 -2 8 .
(hllp://www.surgiccnteronline.coin/articles/411 feat I .Iitml).
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Q U O T A T IO N S  A N D  C I T A T I O N  ( C O N T IN U E D )
•  T h e  B u s in e ss  o f  M ed ic a l P ra c tic e . D a v id  M a rc in k o . M B A , E d . S p r in g e r P u b lish in g  C om p an y  ( 2 0 0 4 )  p .2 9 8 .
•  T h e  B u s in e ss  o f  M e d ic in e . ''Q u ick  T ips , " W in te r  2 0 0 3 . p. 2 .
•  S t . Louis Business Journal. "St. P a u l ,  T r a v e le r s  M e r g e r  C o u ld  B r in g  P r e m iu m  R is e , ”  November 

2 1 - 2 7 ,  2 0 0 3 .  (hUp://w\v\v.bizjournals.com/sliouis/stories/2003/l l/24/story5.html).
•  H ea lth  L e a d e rs . " B a ck in g  A w ay , ”  N o v em b e r 2 0 0 3 , p. 3 0 -3 4 .

( h ttp ://w w w .h e a l th le a d e rs .c o in /m ag a z in e /p r in t .p h p ?c on te n t id = 4 9 9 7 3 ).
•  H ea lth  L e a d e rs . "A H e a v y  T o ll, ” A ugu s t 2 0 , 2 0 0 3 . p. 3 6 -3 9 .

( h ttp :/ /w w w .h e a llh le a d c rs .c om /m ag a z in e /p r in t .p h p ?c o n te n t id = 4 7 2 9 0 ).
•  H ea lth  L e a d e rs . "Late  to the Party?  " A ugus t 2 0 , 2 0 0 3 . p . 7 2 -7 3 . 

( h ttp :/A vw w .h e a lth le a d e rs .c om /m ag a z in e /D rin t.D h n ?c on len tid = 47 2 6 0 ).
•  O u tpa tien t C a re  T e c h n o lo g y . "Certif ica les-of-Need , " F e b ru a ry /M a rc h  2 0 0 3 , (v . .vw .op c to n lin e .n e t), 

a ccessed  J u ly  3 0 , 2 0 0 3 .
•  H ea lth  L e ad e rs , "B a la n c e  Sheet S hu ff le , " J u ly  7 , 2 0 0 3  

( w w w .h e a lth le a d e rs .c om /m ag a z in c /p r in t . p h p ?c o n tc n t id = 4 6 5 5 2 ).
•  A m e ric a n  M ed ic a l N ew s . "R ipe  f o r  R e f in a n c in g : I t ‘s no t ju s t  f o r  M o rtg ag e s  A nym o re , " June  2 9 , 2 0 0 3  

( h ttp :/ /w w w .am a -a s sn .o rg /sc i-p u b s /a in n ew s /p ic k _ 0 3 /b is a 0 6 0 2 .h tn i) .
•  U .S . 1. "L ife  in  the F a s t L a n e ," Ju n e  11 , 2 0 0 3  (1 6 1 .5 8 .9 7 .1 6 8 / 2 0 0 3 0 6 / 3 0 6 1 l i t )  1 .I itm l).
•  U n iv e rs ity  o f  U ta h . "P ra c t ic e  V a lu a t io n : A T o ugh  J ob  to  T a ck le  A lo n e ," June 10 , 2 0 0 3  

( h ttp :/ /w w w .n ie d .u ta h .e d u /p h y s re f/p p d /fin an c c /fin 5 .h tm l) .  (a ls o  fo und  on  
w w w .s lia n d s .o rg /p ro fe s s io n a l/p p d /p ra c t ic c /f in an c e /v a liia t io n .a sp ), accessed  June 10, 2 0 0 3 .

•  K a n sa s  C itv  S ta r . "St. Luke's P ro p o s a l Tests M is s o u r i "s C er lif ica te- o f-N eed  L aw , " 
( w w w .k a n s a s c i ly .c om /m ld /K a n s a s c ity /b u s in e s s /5 8 9 2 6 9 .h tm l)  accessed  on  M ay  2 0 , 2 0 0 3 .

•  P o rtsm ou th  H e ra ld . “H e a lth  E xperts : C o n sum e rs  B igges t L o se ts  in  H o s p it a l W ars, " (D e c e m b e r  9 , 2 0 0 2 )  
( w w w .s e a c o a s to n li i ie .c o m /2 0 0 2 n e w s /1 2 0 9 2 0 0 2 /m a in e /2 2 8 9 .h tm l), accessed M ay  5 , 2 0 0 3 .

•  P o rtsm ou th  H i  ra id . "H e a lth  E xperts : C o n sum e rs  B ig g es t L osers  in  H o s p it a l W ars, " 
( w w w .s c a c o a s lo n lin e .e om /2 0 0 2 n ew s /1 2 0 9 2 0 0 2 /m a ii ie /2 2 8 9 .h tm l) ,  accessed  M ay  5 , 2 0 0 3 .

•  B irm in g h am  B u s in e s s  J o u rn a l. " P la y in g  S la te 's  C O N  G am e , " D e c em b e r 2 3 , 2 0 0 2  
(h t ln :/ /w w w .h iz io u rn a ls .c o m /b irm in e h a m / .s lo r ie s /2 0 0 2 / l2 /2 3 /s lo rv l .lnm l'? t= n rin tah le ).

•  F o s te r 's  S u n d ay  C it iz e n . " H o s p it a ls ' M o t iv e s  Q u e s t io n e d  in  Q ues t f o r  N ew  C a n c e r  C a r e  C en te r , ” 
( w w w .fo s tc rs .c o m /n e w s 2 0 0 2 /d e c _ 0 2 /d c c 0 8 _ 0 2 /n ew s /d o l2 0 8 b .a s p ) , accessed D e c em b e r 10, 2 0 0 2 .

•  P h y s ic ia n s  F in an c ia l N ew s . "Success io n  P la n s  P rese rve  V a lu e  o f  P ra c t ic e "  N o v e m b e r  15, 2 0 0 2 .
•  M o n s lc r .c o m . “ H e a lth  In s u ra n c e  Costs  to  J um p  in  2003: F in d  O u t W lia l th is  M e a n s J o r  B ene fit P la ns , " 

(c o n te n t .s a la ry .m o n s te r .c om /a r t ic le s /b e n e fits / lie a lth c o s t2 0 0 3 / ) , accessed  N o v e m b e r  1 4 ,2 0 0 2 .
•  M o n s te r .c om . “ G e t S a v vy  A bo u t Secto rs , " (in te rn e t ii io n s te r .c om /a rt ic le s / in n e c t io n / ) , accessed 

N o v e m b e r  14 , 2 0 0 2 .
•  M o n s te r .c om . “ M e d ic a l In fo rm a t io n  R e g u la t io n s  C re a te  M o re  Jobs, " 

(te c h n o lo g y .a o l.m o n s te r .c om /a rt ic le s /h ip a a / ), accessed O c to b e r 3 , 2 0 0 2 .
•  S t. L o u is  B u s in e s s  J o u rn a l, "C om m itte e  R ev iew s  C h a n g e s  fo r  O v e rs ig h t  o f  H o s p ita ls ,"  V o l .  2 2 , no . 3 

(S e p te m b e r  2 8 -O c to b e r  4 , 2 0 0 1 )  p . 3 0 - 3 1.
( h t tp :/ /w w w .b iz jo u r i ia ls .e o m /s t io u is / s t o i ic s / 2 0 0 l/ l0 / 0 l/ fo c u s 3 .h t in r ).

•  I IS  P e o p le .c o m . "M a k in g  the M o s t o f  F-R ecru itm en t, "
( h ttp ://w w w .h sp eop le .c om /a rch ivc s /iicw .sh i ie fs /0 7 2 9 0 2 .a s p ) , J u ly  2 9 ,2 0 0 2 .

•  M o n s te r .c om . " H e a lth c a re  K eeps  o n  B o om in g , " (u w w .h e a lth c a re .m o n s lc r .c om /a  t ic le s / jo b o v c rv iew / ), 
accessed  Jan u a ry  12 , 2 0 0 1 . (a ls o  found  on  w w w .h sp c o p lc .c o n i/a rc h iv c s /N cw sb ric fs /D 7 2 9 0 2 .u sp ), accessed 
J u ly  2 9 , 2 0 0 2 .

•  R c g A le r t . " M is s o u r i O rd e rs  o j  R u lem a k in g  D ep a r tm en t o f  H e a lth  a n d  S e n io r  S e rv ic e s  I9 CSR6 0 -  
50,"  (M a y  1 . 2 0 0 2 ) .

•  S h an n on  P ra tt 's  B u s in e ss  V a lu a t io n  U p d a te . " I I C C  M o ve s  O/fice: K ey  V a lu a t io n  P ro fe s s io n a l A ch ie ve s  
ASA D e s ig n a t io n  " (O c to b e r  2 0 0 1 ) p. 2 2 .

•  S h a n n on  P ra tt 's  B u s in e ss  V a lu a t io n  U p d a te . ''V a lu a t io n  o f  H e a lth  C a r e  Assets " (Ju n e , 2 0 0 1) p .3 .

( I l l  AI.TII Ca p i i a i .Cossui I AVIS
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Q U O T A T IO N S  A N D  C I T A T IO N  ( C O N T IN U E D )
•  T h e  A m eric an  A cad em y  o f  O rth op ed ic  S u rg eon s B u lle t in . "P ra c t ic e s  U se H y b r id  Systems to S p lit  In c om e : 

D is t r ib u t io n  P la n  P rom o tes  V ita lity , G row th , U n ity  a n d  S p e c ia liz a t io n ,"  V o l .  4 9 , n o . 2  (A p r i l 2 0 0 1 ) .
•  P h y s ic ian s  P rac tice , In c . -  Synd ica ted  C on ten t Package . “  V a lu a t io n : O n e  J ob  N o t to Tack le  A lo n e , " 

[A v a i la b le  as o f  3 /1 9 /0 1  th rough  M edC h i: ( w w w .m ed c h i.o rg /P e a r ls /v a lu e .Ivm ) ) .
•  iV lonste r.com . “ H e a lth c a re  C o n s u lt in g : P la y  the N ic h e s ," 

( w w w .c on le n t.ta le n tm a rkc t.c om /c on tra c to r/ fre e ag en tg iiid e /m an ag in g y ou rb u s in e ss /a liv e an dw c ll/ )  accessed  
Jan ua ry  17, 2 0 0 1 .

•  P h y s ic ia n ’ s P rac tice  D ig e s t . " D o lla r s  a n d  Sense: The K eys  to P e r fo rm in g  a  M e d ic a l P ra c t ic e  V a lu a t io n , ”  
V o l.  1 1, no . 1 (J a n u a ry /F e b ru a ry , 2 0 0 1 ) ,  p . 3 9 -4 0 .

•  T h e  A m eric an  A cad em y  o f  O rth op ed ic  Su rg eon s  B u lle t in . "D oc to rs  E ye  M B A  to Com pete , Som e Say  
B us iness  D e g re e  is  W o rthw h ile ; O the rs  D is ag re e , " V o l. 4 8 , no . 6  (D e c em b e r 2 0 0 0 ) .

•  F .con ten t. "Bus iness C o n n e c t io n ;  In d u s try  In fo rm a t io n  f r o m  C o n s u lt in g  F in n s , " (A u gu s t 2 0 0 0 ) .
•  T h e  A m eric an  A cad em y  o f  O rth op ed ic  S u rg eon s  B u lle t in . "S e ll Y ou r P ra c t ic e  f o r  P rem ium  P r ic e , " V o l.

4 8 , no . 3 (Ju n e  2 0 0 0 ) .
•  W c b M D . "A no ther St. L ou is-A rea  H o s p ita l to C lo s e : Experts  C it e  Industry-W ide  F in a n c ia l P ressures, " 

H ea lth  St. L o u is  (s t lo u is .w e b m d .c om ) accessed on A p r i l 2 6 ,  2 0 0 0 .
•  A p p ra is a l J o u rn a l. "A G u id e  to C o n s u lt in g  S e rv ice s  f o r  E m e r g in g  I  le a lt h c a r e  O rg a n iz a t io n s  " |b o o k  re v iew ) 

V o l. CS, issue 2  (A p r i l 1 .2 0 0 0 ) .
•  S t. L o u is  B us in ess  J o u rn a l. "P rem ie r C a re  B oo ls  U p  to H e lp  D o c to rs  D o  B il l in g , " (A u gu s t 9 , 1 9 9 9 ) p. 12 .
•  T he  A m e ric an  A cad em y  o f  O rth op ed ic  S u rg eon s  B u lle t in . " S e llin g  a  P ra c t ic e , " V o l. 4 7 , no . 2 (A p r i l 1 9 9 9 ).
•  M ilw a u k e e  Jo u rn a l S e n tin e l. "D octo rs  G ro u p  Loses E R  C o n t r a c t ," (M a rc h  11, 1 9 9 9 ), p. ID ,  3 D .
•  T h e  G reen  B a v  N ew s C h ro n ic le . "Em erg en cy  P h y s ic ia n s  B o o te d  f r o m  H o sp ita ls , " (M a rch  4 . 1 9 9 9 ).
•  G re e n  B a v  P re s s -G a ze tte . "Doctors , H o s p ita ls  S q u a re  O ff, ” (M a rc h  4 , 1 9 9 9 ) .
•  G reen  B a v  P re s s -G a ze tte . " C om p e t it io n  in  H ea lth- C a re  F ie ld  H e a t in g  Up , " (M a rc h  3 , 1 9 9 9 ).
•  B e tw een  R o u n d s . " P la n n in g  f o r  M a n a g e d  C u r e  R e tirem en t, " (F e b ru a ry /M a rc h , 1 9 9 9 ) p. 9 - 1 0 , 1 2 -1 3 .
•  G reen  B av  P re s s -G a ze tte . " M a n a g e d  H e a lth  C a r e  A b o u t to  G e t C h e c k u p ," (J a n u a ry  19, 1 9 9 9 ).
•  G reen  B a v  P re s s -G a ze tte . " C om p e t it io n  C a n  L ea d  to D u p lic a t io n , "  (J a n u a ry  IS , 19 9 9 ) .
•  P h y s ic ia n 's  M anaged  C a re  Success M anu a l: S tra teg ic  O p tio n s . A llia n c e s , and C on trac tin g  Issu e s . Scott 

B e c k e r , J D , C P A . M o sb y  ( 1 9 9 9 )  p . 5 2 .
•  M o d em  H ea lth c a re . " C h a n g in g  P artners , " V o l. 2 8 , no . 4 9  (D e c e m b e r 7 , 1 9 9 8 ) , p. 2 8 .
•  G reen  B a v  P re s s -G a ze tte . " F ou r th  H o s p it a l in  the W orks f o r  G re e n  B a y? " (N o v em b e r  18, 19 9 8 ) .
•  G reen  B av  P re s s -G a ze tte . "B ay  C a r e  E x p a n d in g  Se rv ices , " (N o v e m b e r  16 , 1 9 9 8 ).
•  G reen  B a v  P re s s -G a ze tte . "Bay C a r e  H e a lth  System F a ce s  D ese rt io n s , " (N o v em b e r  16 . 1 9 9 8 ).
•  G reen  B a v  P re s s -G a ze tte . "H ea lth  System F a ce s  D ese rt io n s , " (N o v e m b e r  16 , 1 9 9 8 ) .
•  G reen  B a v  P re s s -G a ze tte . "Buy C a re , A u ro ra  P la n  H e a lth  C a r e  P a rtn e rsh ip , " (N o v em b e r 9 . 1 9 9 8 ) .
•  S h ann on  P ra tt 's  B u s in e ss  V a lu a tio n  U pd a te . "A cq u is it io n s/P hys ic ia n s  P ra c t ic es , V a lu a tio n s  A  C o n s u lt in g  

Serv ices , " V o l.  4 , n o  1 1 (N o v em b e r  1 9 9 8 ).
•  I la n d b o o k  o f  H ea lth  A dm in is tra t io n  and P o lic y . A nne  O sb o rn e  K i lp a t r ic k  E d ., Jam es A . Joh n son  Ed .

M a rc e l D e k k e r , In c . (O c to b e r  I ,  1 9 9 8 ) p . 3 3 0 .
•  G reen  B av  P re s s -G a ze tte . "H ea lth  C a r e  G ro u p s  C h a n g e  w ith  T im e , " (Ju n e  3 0 , 1 9 9 8 ).
•  G reen  B a v  P re s s -G a ze tte . " P la n n e d  C l in ic  Sparks D eba te , " (Ju n e  3 0 , 1 9 9 8 ) .
•  G re e n  B a v  P re s s -G a ze tte . "M a n a g e d  H e a lth  C a r e  M a y  L e a d  to  D u p lic a t io n , "  (Ju n e  3 0 , 1 9 9 8 ).
•  G re e n  B av  P re s s -G a ze tte . " S u rg ic a l C e n te r  O p p o s e d  Two L o c a l H o sp ita ls , ”  (Ju n e  3 0 , 1 9 9 8 ).
•  G re en  B ay  P re s s -G a ze tte . "E x p a n s io n  P ro je cts  A im  to Im p ro v e  P a t ie n t C a re , " (M a rc h  2 8 . 1 9 9 8 ).
•  M ilw a u k e e  J o u rn a l S en tin e l, "G reen  B ay  P h y s ic ia n s  to  B u i ld ."  (J u ly  12 , 1 9 9 7 ) .
•  M ed ic a l E c o n om ic s . " P h y s ic ia n  P ra c t lc e- M anag cm en t ( 'om panv  Buyouts: Is  T ak in g  the L ea p  W orth  the  

R isk?"  V o l .  7 4 , no . 9  (A p r i l 2 8 . 1 9 9 7 ) p. I0 6 + .
•  M od e rn  H ea lth c a re . " F ix in g  M a n a g em e n t S e rv ic e  O rg a n iz a t io n s . " V o l.  2 7 , no . 8 (F e b ru a ry  2 4 , 1 9 9 7 ) p. 4 9 ,
•  In teg rated C om m un ity  H ea lth ca re : N ex t G en e ra tion  S tra teg ie s  fo r  D e v e lo p in g  P ro v id e r N e tw o rk s . 

C h r is to p h e r J. E van s , C l IE  et a l, (T h e  I I l 'M A  I le a lth c a re  F in an c ia l M anagem en t S e r ie s ,) H ea lth ca re  
F in an c ia l M an ag e rs  A s so c ia t io n  ( I 1 F M A ) , ( 1 9 9 7 )  p. 6 6 - 6 7 , 7 0 -7 1 , 8 9 . 9 2 - 9 3 .  1 3 1 -1 3 2 .
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QUOTATIONS ANI) CITATION (CONTINUED)

•  M ed ic a l E c o n o m ic s . "D o  You N e e d  a  B ro k e r to H e lp  S e l l Y our P ractice?  " V o l. 7 3 , no . 18 (S ep tem b e r 2 3 , 
1 9 9 6 ) p . 1 2 4+ .

•  M e d ic a l E c o n o m ic s . " Y o u r  B r o k e r  M a y  R e p r e s e n t  B o th  S id e s  o f  th e  D e a l ,  " V o l .  7 3 ,  n o . 18 
(S e p t e m b e r  2 3 ,  1 9 9 6 )  p . 1 3 0 .

•  A m e ric a n  M ed ic a l N ew s . "C avea t V endo r (Se lle rs  Beware!) , " V o l. 3 9 , N o . 2 4  (Ju n e  2 4 , 1 9 9 6 ) p . 1 3 -1 6 .
•  D e v e lo p in g  &  M an ag in g  P h y s ic ian  N e tw o rk s. "N eg o t ia t in g  a  C om p e n s a t io n  P a ck ag e  W hen S e l l in g  a  

P h y s ic ia n  P ra c t ic e , " V o l .  I ,  no . 6  (M a rc h  1 9 9 6 ) p. 1+.
•  M ed ic a l E c o n om ic s. "G e tt in g  the Best D e a l W hen You S e l l Your P ra ct ic e/D o  S ta rk  R u le s  In h ib it  S a le s  to 

H o sp ita ls? "  V o l .  7 3 , n o . 2  (J a n u a ry  2 9 ,  1 9 9 6 ) p. 3 2 + .
•  E xem p t O rg a n iz a t io n : T ech n ic a l In s tru c tio n  P ro g ram  fo r  F Y  1 9 9 6 . " V a lu a t io n  o f  M e d ic a l P ra c t ic es , " 

C h a r le s  F . K a is e r  and  A m y  H enchey  D epa rtm en t o f  the T re a su ry , In te rn a l R e v e n u e  S e rv ic e  ^T ra in ing  4 2 7 7 -  
0 4 8  ( 7 - 9 5 )  T P D S  S 4 6 9 9 Z )  p. 4 1 9 - 4 2 0 .

•  Jen ks  H ea lth c a re  B u s in e s s  R e p o rt . " H e a lth c a re  L ead e rs  a re  P o s it iv e  o n  1996 O u t lo o k ; M o re  C o n s o lid a t io n  
is  E xpec ted , " V o l .  6 , n o . 6  (D e c e m b e r 24 , 1 9 9 5 ) p. 1+.

•  M e d C a l E c o n om ic s . "S ho u ld  You M e rg e  o r  S e l l—o r  D o  N o th ing?  " V o l. 7 2 , no . 2 3  (D e c em b e r 1 1 ,1 9 9 5 )  
p .  '7  5+.

•  A m e ric a n  M ed ic a l N ew s . "Leave Y o u rs e lf  a n  O ut, " V o l.  3 8 . no . 2 6  (J u ly  17 , 1 9 9 5 ) p. 12+ .
•  C e r t if ie d  B u s in e ss  C o u n s e lo r . " C a p it a l F o rm a t io n  f o r  S m a ll B us iness: Im p a c t o fS B A  L e n d in g  U .S . Senate

S m a ll B us in ess  C om m it te e  F ie ld  H e a r in g , S e n a to r  K it  B ond , " (M ay /Ju n e  1 9 9 5 ).
•  A m e ric a n  M ed ic a l N ew s . "The U rg e  to M e rg e , " V o l. 3 8 , no . 14 (A p r i l 10. 1 9 9 5 ) p. 1+.
•  A m e ric a n  M ed ic a l N ew s . " G row in g  the V a lu e  o f  Y ou r P ra c t ic e , " V o l . 3 7 , i i 2-1 (Ju ne  2 7 , 1 9 9 4 ) p .2 5+
•  M ed ic a l S t a f f  B r ie f in g . "W hat H a p p e n s  to P h y s ic ia n s  W hen H o s p ita ls  M e rg e , C o n s o lid a te , a n d  A cqu ire? "  

V o l. 4 , n o . 2  (F e b ru a ry , 1 9 9 4 ) p. 1+.
•  N ew  Y o r k  S la te  M ed ic a l N ew s . "V iew po in ts , " V o l .  5 , no . 8 (J a n u a ry , 1 9 9 2 ) p . 10.
•  P h y s ic ia n s  F in an c ia l N ew s . " L o o k in g  To G row ?  D oc to r 's  S queezed  by  C r e d it  C ru n c h , " V o l. 9 , no . 12 

(Ju n e  3 0 , 1 9 9 1 ) p. ]+ .
•  New' Y o r k  S ta te  M ed ic a l N ew s . "V iew po in ts , " V o l.  5 , no . I (Ju n e , 1 9 9 1 ) p. 8 ,
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A S H N H A  C o m m e n ts  on CS fo r H o u se  B ill 337 (H ES V e rs io n  'N ')
P re p a re d  by: R od  Befit, P re s id e n t/C E O  •  A p ril 4, 2008

L S e c tio n a l O v e rv ie w :________________________________________ R e c o m m e n d a tio n

■ Section 1 - L eg is la tive  F in d in g s  &  In te n t SUPPO RT
• Section 2 - S ta tew ide  H ea lth  P lan SUPPO RT
• Section 3- R e-de fine  "e x p e n d itu re "  OPPOSE
• Section 4 - D e fin e  "h e a lth  care fa c i l i ty "  &  Repeal C O N  OPPOSE

• Section 5 - A d d  new d e fin it io n s  A M E N D
• Section 6 - H ea lth  Care In fo rm a tio n  O ff ic e  &  R eporting  A M E N D

^ * Section 7 - Estab lish  C om m iss ion  A M E N D

'  * Section 8 - C O N  Repeal T ra n s it io n  Steps OPPOSE
!l ■ Section 10 - C O N  S tudy SUPPO RT

■ Section 11 - E ffective  Date fo r  Section 9 OPPOSE
■ Section 12 - M an da to ry  R ep o rtin g  E ffec tive  Date SUPPO RT

r

11. Sectional Analysis:

Section I - F ind ings & In len l: SUPPORT
AS1 IN I 1A members 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 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 CO N  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 - Def ine "Health Care Facility" & Partial Repeal of CON : OPPOSE
This Section wou ld repeal CO N  in municipalities or boroughs with populations over 60,000 persons 

•* not inc lud ing recipients of pub lic health care who are military or Indian I lealtli Service covered. I he
' effect of this language would be to effectively repeal CO N  in Mat-Su, Anchorage and bairbanks.
^ Repeal of CO N  wou ld be detrimental to Alaska consumers, not helpful.

IIB337 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 C O N  does not 
increase competition and lower costs is often "counler-intuitioe."

' The editorial goes on It) note that "IWisconsin and Ohio both did away with their C O N  rcipiirenwuts. Hut 
the promised savings foiled to materialize. What come instead was.

\ ■ 26 new hospitals were built when Ohio's C O N  low was repealed.

• S2 new multi-million dollar MRI and CT scan centers were opened.

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



A S H N H A  C o m m e n ts  o n  CS o r  H o u se  B ill 337 (H ES V e rs io n  'NO
P re p a re d  by: R od B etit, P re s id e n t/C E O  •  A p ril 4, 2008

■ The number of open heart surgeries performed in the state jumped by 38 percent. Many mere 

judgment calls, done at the discretion of doctors who otherwise would opt for a more conservative 

approach than surgery.

■ When Pennsylvania's C O N  law was repealed, Ihe number of MRI machines jumped from 7S to 187 

and capacity at cardiac catheterization labs jumped by 90 percent.

"All that new equipment and expertise has to be paid for somehow. A 2001 study by Chrysler, Ford and 

General Motors shows the effect. The study examined health costs over several years in eight slates, including 

Missouri. It found that costs were 11 to 39 percent lower in slates with C O N  requirements than in those 

without it.

"In a landmark study, Dartmouth University researchers found that Medicare pays twice as much per patient 

in Miami as it does in Minneapolis. The difference largely is 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 live 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 it was lower."

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, inc lud ing 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 (#11,12, 14, 15, & 16) while two are not, #13 dealing with 
IDTFs versus a practice with imaging equipment and #17 which attempts to define a 'physician 
office'.

Definition #13 should be replaced with language from 1 IB 345 that clarifies when imaging equipment 
purchased for a physician's office is exempt from CON  review. Adding this language in place of 
definition #13 wou ld also eliminate 80% of the lawsuits and appeals currently before the State on 
imaging CON  decisions that the Department of 1 leallh & 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
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Definition # 17 should 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 wou ld s imply 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. Specifically:

■ Replace language on lines 12 & 13, page 5 with new language that reads "(1) information
about health care services, price, and quality to aid consumers in making health care
decisions; and"

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

■ Add after 'and' on line 1, page 7, a new #11 that reads "(11) a list of physicians who accept 
patients with Medicare coverage;" Renumber accordingly.

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

■ Add new E and i: after line 27, page 8 that 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) a licensed pharmacy; and
• "(E) a physician's office.

Section 7 - Establish Health Care Commission: AMEND
ASI INI 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 I IB 337, the responsibilities of the Commission 
have been diluted to s imply 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 - CO N  Repeal Transition Steps: OPPOSE
ASI INI lA'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
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S e c tio n  9 - C O N  T ra n s it io n  R e g u la t io n s : OPPOSE

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

S e c tio n  10 - C O N  S tu d y : SU PPO R T

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

S e c tio n  11 - E f fe c t iv e  P a te  fo r  S e c tio n  9: OPPOSE

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

S e c tio n  12 - M a n d a to ry  R e p o r t in g  D a te : A M E N D

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, 2009.

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. I appreciate the invitation to the Antitrust Division o f the U.S. 
Department of Justice to share our views on the impact of Certificate of Need (“CON”) laws on 
healthcare markets.

My name is Joseph Miller. I am the Assistant Chief of the Litigation 1 Section of the 
Antitrust Division. The Litigation I Section enforces the intitrust laws in a wide variety of 
industries, including healthcare markets. Our attorneys confer closely with a large team of 
economists holding doctorates in the study o f 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 reports 
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 
approximately 250 panelists, elicited 62 written submissions, and generated almost 6,000 pages 
o f transcripts.1 As a result of that cflbit. we published an extensive report, entitled Improving 
Health Care: A Dose of Competition, in July 2004.

I . Scope n f 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 barriers to entry and expansion and thus restrict free and open

1 This 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 is largely available at 
http://www.fic.gov/bcyiiealthcarc/rescarch/hcalthcarcIiiMring.htm.

http://www.fic.gov/bcyiiealthcarc/rescarch/hcalthcarcIiiMring.htm


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 w ill carefully consider the substantial costs 
that CON  laws impose on consumers as you evaluate whether to eliminate those laws in Alaska.

I do not testify today to discuss il c details o f the legislation you are considering. I am, 
however, generally familiar with the issues before you and recognize them as issues that CON 
laws present in other states and other markets. My remarks, accordingly, w il l focus on the 
impact of and justifications for CON  laws generally.

It is not the Antitrust Div is ion’s intent to “favor any particular procompetitive 
organization or structure of health care delivery over other forms that consumers may desire. 
Rather, [our] goal is to ensure a competitive marketplace in which consumers w il l have the 
benefit of high quality, cost-effective health care and a wide 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.

I I .  Importance of Compet it ion  and the H a rm  Caused by Regulatory Barriers to En try

A. The Benefits of Competition in Healthcare

Our concerns about the harm from CON laws are informed by one fundamental principle: 
market forces improve the quality and lower the costs o f  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.

In our antitrust investigations we often hear the argument that healthcare is “different” 
ami therefore competition principles do not apply to the provision of healthcare services. The 
proposition that competition cannot work in healthcare is simply not true. Engineers and lawyers 
have made similar arguments 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, and p. ivatc 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 o f Antitrust enforcement Policy in Health Care, August 1996, Introduction, 
pg. 3 (available at: httpv/w.vw.usdoj gov/atr/puhlic/guideIines/1791 htm).

4 /•'. i.e . i ’. Superior Court Trial Lawyers Ass n, 493 11.S. 411(1990); Na’ionat Society o f 
Professional Tngincrrs v. U.S., 435 U.S. 679 (1978).



shaping the delivery o f 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 among healthcare providers “promotes the delivery of high- 
quality, cost-effective healthcare.” Specifically, competition results in lower prices and broader 
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 o f insurance. Competition among and between hospitals and 
physicians intensified with the development of managed care organizations. In addition to 
putting pressure on costs, managed care plans have pressured providers to use shorter hospital 
stays and to offer alternative outpatient treatments. T his evolution in health care purchasing led 
to lower 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, friendly, convenient setting for their surgical care” drove the growth of Ambulatory 
Surgery Centers (ASCs). ' Ambulatory surgery' centers offered patients more “convenient 
locations, shorter wait time, and lower coinsurance than a hospital department.’’8 Important to 
the success o f these competitive forces in improving the delivery of care to consumers was the 
availability o f technological advances, such as endoscopic surgery and advanced anesthetic 
agents.9 Thus, competition harnessed this new technology and brought it to consumers in the 
lower cost, more convenient setting 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.

■ American Medical Association v. U.S.,317 U.S. 519, 529 (1943).

0 Improving Health Care: A Dose of Competition, ch. 3 § V III and Executive Summary 
at 4 (July 2004) available at http://www.ftc.gov/reports/heallhcare/040723healthcarcrpt.pdf. (“A 
Dose of Competition ").

: Id., Ch. 3 at 25.

8 Medicare Payment Advisory Comtuitions (McdPAC), Report to the Congress: 
Medicare Payment Policy § 2F, at 140 (2003), available at
http://www.niedpac.gov/publicalions/congrcssional reports/Mat03 Entire report.pdf.

9 A Dose of Competition, at ch. 3 at 24.
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This type o f 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 just a few. Without private or governmental impediments to their performance, we can 
expect healthcare markets to continue to deliver these benefits.

11. 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 Dose of 
Competition, the Federal Trade Commission and we urged the states to rethink their CON laws.10

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 programs 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 government 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 historical justification 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

10 A Dose o) Competition, lixecutive Summary at 22.

11 A Dose of Competition, Ch. S, pg. 1-2.
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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 I in containing healthcare costs.12

In addition to the fact that CON laws have I cen ineffective in serving their original 
purpose, CON laws should be reexamined because the reimbursement methodologies that may in 
theory have justified them initially have changed s gnificantly since the 1970s. The federal 
government no longer reimburses on a cost-plus b .sis. In 19<S6, Congress repealed the National 
Health Planning and Resources Development Act j f 1974. Additionally, health plans and other 
purchasers routinely bargain with healthcare prov ders over prices. Essentially, government 
regulations have changed in a way that eliminates the original justification for CON  urogram.,.13

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

Incumbent hospitals often argue that they should be protected agair ‘ additional 
competition so that they can continue to cross-su' tsidizc care provided to i Hired or under- 
insured patients. Under this rationale, CON law would impede the entry ui such healthcare 
providers as independent ambulatory surgery cen ers, free-standing radiology or radiation-therany 
providers, single- 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 another way, vithout CON laws, we would see new, higher- 
quality, low cost providers in the marketplace, wl ich would put competitive pressure on 
incumbent providers, and deprive them of revenu s they could put to a charitable use.14

We fully appreciate the laudatory goal o f | roviding sufficient funding for community 
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 /cmmcnt banders to entry to fund indigent care 
has costs. There are more efficient ways to accoir plish this goal without incurring 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. In using t' amding mcchai ism, however, the CON  laws may do more 
harm than good.

12 David S. Sall.wVcr, Regulation of Prices ai d Investment in Hospital in the United 
States, in 1B Handbook of Health Economics, 1489-"0 (A.J. Culycr & J.P. Ncwhouse cds., 2000) 
(“there is little evidence that f 1970's era] investment t ontrols reduced the rate o f cost growth.”)

".4 Dose oj Competition at pg. 1-0.

14 Note 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 competition, protect incumbent market pn ver, frustrate consumer choice, and keep 
prices and profits high.
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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 any 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 government 
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 viability of lival community hospitals.15 One substantial reason for this was that 
specialty hospitals generally locate in areas that have above average population growth. Thus, 
they are competing for a new and growing patient population, not just 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 single-specialty hospitals, MedPAC found that the community hospitals 
responded to the competition by improving efficiency, adjusting their pricing, and expanding 
profitable lines of business.16 Community hospitals encouraged physicians to perform 
procedures on the hospital campus by developing centers of excellence and building physician 
offices on campus.17 Overall, community hospitals affected by specially hospital entry 
maintained profit margins in line with national averages. Rather than undercutting community 
hospitals, new entry drives them to do a better job. Thus, in addition to the harm to the 
consumers who would have chosen the new healthcare provider, CON  laws harm society in 
general by depriving it of the increased efficiency that competition would have brought to the 
health care market.

3, C O N  Laws Impose O ther Costs A nd M ay  Fac il itate Anti-Competit ive 
Behav ior

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

15 Report to the Congress: Physician-Owned Specialty I lospitals Revisited, pg. 21-25 
(August 2006), available at http://www.mcdpac.gov/publicalions/congrcssional_ reports/ 
Aug06_specialtyhospilal_mandatcd_rcport.pdf. ("MedPAC 2000 Report") (concluding that 
physician-owned specially hospitals admit a lower proportion o f Medicaid patients)

16 Other studies have found that the presence of for-profit competitors leads to increased 
efficiency at nonprofit hospitals. Kessler, I), and McClellan M„ “The Effects ot Hospital 
Ownership on Medical Productivity," RAND Journal of Economics 33 (3), -188-506 (2002).

17 Grcenwald, L. et al., "Specialty Versus Community Hospitals: Referrals, Quality, and 
Community Benefits," Health Affairs 25, no. I (2006); 116-117. See also Stcnslnnd J. and 
Winter A., "Do Physician-Owned Cardiac I lospitals Increase Utilization?" Health Affairs 25, no 
1 (200(i): 128 (some community hospitals have responded to the presence of specially hospitals 
by recruiting physicians and adding new cardiac catheterization labs).
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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.18 
Essentially, an existing competitor uses the hearing and i ppeals process to cause substantial 
delays, leading both the existing competitor and the new entrant to divert significant funds away 
from delivering healthcare and to spend them on legal fees, consulting fees, and lobbying efforts. 
Moreover, much o f this conduct, even i f  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.19 Indeed, during our hearings, we received 
evidence of the widespread recognition that existing competitors use the CON  process “lo 
forestall competitors from entering an incumbent’s market.”20

We have found that existing 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 Virginia hospital used 
the threat of objection 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.21 Instead, the Charleston hospital successfully prevented the 
possibility of this competing open heart program. The state authorities never had the opportunity 
to 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 between themselves.22 The informal urging of state CON  officials led them 
to agree unlawfully that only the one hospital would apply for an open heart program and only 
the other would apply to provide cancer sendees. Again, the stale took no official action and 
consumers were deprived of the potential competition between these hospitals.

IS Joskow, Paul and Rose, Nancy, "The Effects of Economic Regulation " Handbook of 
Industrial Organization, vol. 2, Sclunalensec and Willjy, ed. Amste rdam : N o i t l i l  lolland, 1989.

19 Eastern Rail. Pres. Conf v. Noorr Motor Ergt., Inc., 365 U.S. 127 (1961).

20 A Dose of Competition, Executive Summary at 22.

21 U.S. v. Charleston Area Medical Center, Inc., C iv i l Action 2:06 -0091 (S.D.W.Va. 
2006) (available at: http://www.usdqj.gov/atr/cascs/1214400/214477.htm).

21 U.S. v Minefield Regional Medical Center, Inc., 2005*2 Trade Cases 74,916 (S.I) 
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 geographic markets.23 That state’s CON  laws prevented competitive entry, which 
normally might have disciplined such cartel behavior. We found that Vermont 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.

I I I .  C o n c lu s io n

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 w il l 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. I would be happy to take your questions.

■' Department o f Justice Statement on the Closing of the Vermont I lome I lealtli 
Investigation, (Nov. 23, 2005) (available at: http://www.usdoj.jov/atr/public/press_ releases/ 
2005/213248.htm).

http://www.usdoj.jov/atr/public/press_
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I. 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 (H B. 337). which would modify certain o f  Alaska’s CON laws.1 The 

Commission believes that CON laws such as Alaska's can be a barrier to entry to the 

detriment o f  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 Ilea in Care: A Dose oJ Competition 

(Report or FTC/DOJ Report)/ its underlying research, and recent work by FTC staff and 

the staffs o f  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 01 affecting commerce.'1 Pursuant 

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

1 I Ik* I I in i t ia l ly  was inv ited to  subm it le s l im on y  fe p .u d m y  l i l t  1 1 7, as tn l iodueed  on  l .m ua iy  22, 200K .  
•'■Inch w o u ld  have  icpca led  A la s k a ’ s C ' o N  l e q u im n c i a s  e e n n a l l v .  a m in e  tv rc i t l  e o inm it le c  substitute d u l l  
a ls o  t 'e l 'a e  the o  levant .Alaska house com m it te e  (b in  nei ve i a v a i lab le  |>ub lie ly ) w ou ld  le p ca l  o n ly  ee i iam  
ot A la sk a 's  c < IN  tcq i i i iem en ls ,  b i l l le a ve  o l l i e i■ sue li a s  ihose u e a u l i n g  m u sm c  homes mt.ii I

' l l  01 K.M I'KAI/I.l .''IMMISSION& l l i l I )l CAR I Ml M  < 'I JUMKI , IMI IKlVNo III Al J IK ’aKI A 111'SI Ol 
i OMM IIIION' ( Inly, 2004) (heiemallci ' IMI'KOVINO H i’AI I I IC aiu ")

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

4 Federal li.ule l ommission Atl, I ' i l lN C  ' ■! ’■

2*•



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. I he 

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 I 1 C/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 

wi men submissions fiom interested parties Almost 6,000 pages of tianscnpis o f  the 

healings and workshop and all wntten .submissions are available on the ( 'ommission 

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

foi the Report

Vi t • 1 c.lei.il 1  mile Commivsum, /• T C  A n i i l m \ i  / U - i i o m  m  H e a l t h  ( W  S e r v i c e s  a n d I ’ n u h u l s  (Oct 20(H), 
kii u l a l ' l i '  i i  liii|> . '/wavy 111.- gtw/ln 4 u  u g i l . i l e l H  |(i.M j u 11



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 o f  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 o f  the demand lot add tonal 

healthcare services I Ins additional loss of competition is a kvIici rcgulatoiy 

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

•t



•» 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.

II. 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 

rcqinimg 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.

" ■Si't' generally I ‘repot ed Statement of the letleral I) title ( 'ommission, He fore the S Sn/iettiimi t hi Federal 
Financial Mtiihigvinent, liov't Information ami Im Set nnty of the S f 'omni. on Homeland Set nntv mi,/ 
i i,i\ ei nincillnl Affairs, on AVn Entry into Hospital ( 'ompeniton (M ay 2-1. 2005) (rejjiirding, e g , new 
specialty hospital entry), available at
http / /w w w  lie c i>v/ps/3()05tU5/05340Sncwcniivintuln>spit:ilcoinn pill, w.v a l s o  I /Nl 111) S i  a  1 i s  L)ia* I ' »r 
l i t  Al l l l  AND  H o m a n  SrKvn. i s . F i n a l  REPORT TO THECONlTRHSS A N O S lK A T E O tC  IMI'I EMENTINCi I ’ I . a n  
R h . 'U ik i  u u n d i  k  S i - n n w 500^*• u r m  | ) i  n e i r  K i  i h ' c i i o n A i  i o r  2005 (20(i6) I h e . ' c m a l . e r “ I I l l s i - t m a i  
I I I  I’o K l " ) ,  <n  t i l l a b l e  a t  I m p  / / t u t  u c u r s  l i l n  e m / P l i y s i c i t i n S o l f l i e f e n  a l / O b a  D R  A  R e p o r t s  a s p



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. O f 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 o f  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

7 S e t ' ,  i ' i ; . ,  I ; 1  C  S l a f l  C o m m e n t  B e f o r e  l l i o  M a s s a c h u s e t t s  D e p a r t m e n t  o f  p u b l i c  H e a l t h  C o n c e r n i n g  
F i o p o s c d  R e g u l a t i o n  o f  L i m i t e d  . S e r v i c e  C l i m e s ,  1 - 2  ( O c t  2 0 0 7 )

" I n  d i s c u s s i n g  c o m p e t i t i o n  c o n c e r n s  r a i s e d  b y  C O N  r c q u i i c m e n l s .  t h e  C o m m i s s i o n  d o c s  n o t  m e a n  l o  
' U g g e s t  t h a t  s l a t e  C O N  r e g u l a t i o n s  a i c  t h e  o n l y  l e g u l a l o i y  i m p e d i m e n t s  l o  c o m p e t i t i v e  f o r c e s  i n  h e a l t h  c a r e  
m a t k e t s  f o r  e x a m p l e ,  i n  t e s t i m o n y  b c f o i e  i h e  H o u s e  C o m m i t t e e  o n  1 - n c r g y  a n d  C o m m e r c e  o n  M a y  1 2 ,  
2 0 0 5 ,  M a i k  M c C l e l l a n ,  t h e n  A d m i n i s t r a t o r  o f  C M S ,  r e p o r t e d  t h a t  C M S ,  f o l l o w i n g  u s  o w n  s t u d y  o f  
s p e c i a l t y  h o s p i t a l s  p u r s u a n t  t o  c o n g r e s s i o n a l  d i r e c t i o n ,  w o u l d  a n a l y z e  a n d  r e f o r m  U s  p a y m e n t  u l u s  " t o  h e l p  
i e d u c e  i h e  p o s s i b i l i t y  t h a t  s p e c i a l l y  h o s p i t a l s  m a v  t a k e  a d v a n t a g e  o f  i m p i e c i s e  p a y m e n t  r a t e s  i n  t h e  
i n p a t i e n t  h o s p i t a l  p i o s p e c t i v e  p a y m e n t  s y s t e m "  a n d  " t o  d i m i n i s h  t h e  d i v e r g e n c e s  i n  p a y m e n t  l e v e l s  ( f o i  
a i n l H i l n t o r y  s u r g i c a l  c e n t e r  s )  t h a i  e r e a l e  a r t i f i c i a l  i n c e n t i v e s  f o i  t h e  c r e a t i o n  o f  s m a l l  o i l h o p c d i c  o r  s u i g i c a l  
h o s p i t a l s  " J ' e u n i i i n i y  o f  M a r k  H  M c C l e l l a n ,  M l ) . I ' l l  D  . A d m i n i s t r a t o r ,  C e n t e r s  f o r  M n l u a i e  t(- 
M e d i c a t d S o  v i c e s .  B e f o r e  t h e  I !  ( ' a m i n  o n  f i n c i y , ' o m l  ( ' o m n t e r c c  H e a r t i n ' ,  “ S p e c i a l t y  H o s p i t a l s  

. h r e s s i n g  T h e n  R o l e  i n  t h e  D e l i v e r y  o j  Q u a l i t y  H e a l t h  C a r e ,  " ( M a y  1 2 ,  2 0 0 5 ) ,  a v a i l a b l e  a t  

h t t p  t  w v v w  h l i s  g o v / a s  I i e s t i l y / 1 0 5 0 5 1 2 I i t m l . . v e e  a h a  T r u u u o n y  o /  M a r k  I !  M c C  T c l l a n .  M  D  , B i t  I ) . 

• h h n i n i s l r a t n r ,  C e n t e r s  ja< M e d i c a r e  t i  M e d i c a n / S e t  v i c e s ,  o n  I ’ l i y s ’ c n n i - l l s s i i c J S p e c i a l t y  H o s p i t a l s  B e j o i e  

t h e  S  f i n a n c e  (  o n n n  ( M a y  1 7 ,  2 0 0 6 ) ,  a v a i l a b l e  a l  h u p  / . ' w w w  l i b s  y a v / a s h t c s t i l y / l O b O S / 7 b  b l n i l

Im p ro v in g  l i t  A l I I I  C A K I . supra  note 2, al C  X , at pp 1-6 A ltho u g h  the larger b o d y  o f  C O N  li le ia tu ie  

in c lu d in g  anecdotal rcp o its and sm a ll, m ie o n tiu lle d  stud ies presents som ew hat m ixe d  co n c lu s io n s o il cosl 

s a v in g s , the co n e lu sto n s ol the f  IC V D O J R e p o il and s ta ll u s c a u h  have  su b stan tia lly  been borne out by 

m o ie  ic c i i i t ,  sop h istica ted  la ig c-sca le  data an a ly se s  and lite ra ture  le v ie w s  " | 0 | n  b a lan ce , the most 

m e th o d o lo g ica lly  sound stud ies h ave  found that C O N  has no c l feet or a c tu a lly  m ei c a se s  bo ih  hosp ita l 

sp end ing  per cap ita  and total .spending per cap ita  " C llK lS T O P II IK  .1 t'O N O Vi u «y F r a n k  A Si o \ N , 

l-V A t UA I ION IU -C l K i l l  K 'A T I: OF Nl I B  IN M tf I IK . AN. Cl N il R I OK I If AT I I I  I ’o l .K 'Y , I AW A N !)

Manai.i.mi Nr Ii r r v  S a n io r d iN s m tu i :  oi I'uni u I'oi icv,Doki Univi ksii y, A R i to k i  t o  tin 
MICHIGAN Dl I’I o r  ComMUNIIY III ai ill, to  (May 2U0.U (re viewing liter atm e and discussing national and 
Miehig.in-specitie malenal legaidmg acute care (hospitals, MK1 seiviees, cardiac set vices) CON laws) 
(hereinafter “Conovi l< 2c Si OAN, Rl.PORI lo  Mir UK .an"), Washing ion S ta  11 JoiN l I.CGISI AIIVI 
A m hi \n d  Ki vii w Commit ii i. (Jl.ARC), Fi n  o is  oi c n t m  k a tk o i  Ni i n a n d  I ts  Fossihli Ki im ai.. I 
(.Ian N, IbO'f) (' flic study Ibund lhal CON Inis nol eontiolled overall heallh care spendmu or hospital co Is
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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.11

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

Flic 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 ") D a n i e l  
S h e r m a n ,  F e d e r a l  T r a d e  C o m m i s s i o n ,  T h e  E f f e c t  or s i a t e  CEiuincArE-oF.-NEEn L a w s  o n  
H o s p i t a l .  Cos i s  a n  E c o n o m i c  P o l i c y  A n a l y s i s ,  i v ,  5 8 - 6 0  (1988) (concluding, after empirical study of 
CON programs* effects on hospital costs using 1983-8'! data on 3,708 hospitals, that stiong CON piogiams 
d o  not l e ad  to lower costs but may actually increase costs), M ONICA NoETMEK , F EDERA L  TRADE 
C o m m i s s i o n ,  C o m p e t i t i o n  a  m o n o  H o s p i t a l s  8 2  ( 1 9 8 7 )  ( e m p i r i c a l  study concluding that CON 
icgulatton led to higher pi ices and expenditures), Kl ITU 11 ANDERSON &  D a v i d  1 K a s s ,  F l .DEKAL 1KADE 
C o m m i s s i o n ,  C e r t  ii i c a t e o i  N e e d  R e g u l a t i o n  o t  E n i r y i n i o I I o m l  I I l a i  t h C a i u ; .  a  M i r  n -  
P r o D U c t  C o s t  F u n c  I ION A n a l y s i s  ( 19 8 6 )  (economic study finding that CON icgulatton led to higher 
costs, and that CON regulation did lillle to further economies of scale) llu l c J , C o m m o n w e a l t h  o f  
V i r g i n i a .  K i  p o r t o i  t h e  J o i n t  C o m m i s s i o n  o n  H i  a i  t h C a r e .  H o u s e  D o c  N o  S2 ,  S t u d y  o i  
V i r g i n i a ' s  C e r t i f i c a t e  or Puui.ic N e e d  (COPN) P r o g r a m  p u r s u a n t  u> 111* 1302 oi 1996 (1997).
(" I lieie is luile evidence of significant COPN impact on aggregate health expenditures, l>ut llieie is 
evidence of savings Ibi spec lire services tovcicd hy COPN") /;/ at I , a v a i l a b l e  al
Im p  . l e g ?  s la te  va  n s /d l s l iX - s . I .K  s n s f /H v  » Y o a i ' l  I D 8 2 1  ‘ >97- M i le / I  1D S2  1 9 9 7  pdl'Mtcsi m. ,mi I 2 9 F 6 A 3 1 P  
118 3 - 1 6 7 F . - x l . e s e w M D / T s l ' V I  S 11 U n l l l l - p A A A D ' O a O U ’ î h iM  sc ,h i icn ,u n c ~ l 11 )82  19 9 7  p d l  ( fu i t  
checked 1 /31 /OS)

’ '  C o N o v i  |i «V: S l .OAN , K l  p' >K I l o  M u  MR . a n ,  \ a / 'r a  n o te  '* a l  VII ( d i s c u s s in g  n a t io n a l  and  M ich ig an -  
sp ec i f ic  m a tc n a l  r e g a id m g  acu te  c a r e  (h o sp i t a l s ,  M R  I se rv ic e s ,  c n id ia c  sei v ices  | C O N  law s ) ,  </ at 3 0 -  3 1

111 UNOvt |< AND St i IAN  a l s o  i c p o i t  d ia l ,  " ( iJii mus t  s la tes that I H ied  C O N ,  p e l  cap i ta  spend ing  on  l io sp i l . i l  
and  p h y s ic ia n  s c i v i c c s  ( t e l a t i s e  to  the I !3 )  has i cm . im ed  b e l o w  the- 1 1 S  a v c t a g c  f o l l o w in g  tem o v . i l  o l  
C O N * ' )  t il at $ 0 .  \ e c n / \ o  L h i i s tnp hc i  I C o n o v e r  an d  F ra n k  A  S lo a n  / M s  J h ' i i i a v i n i ;  < 'c t t if ic < t l i '- < i / -N e < \l  

Regulations / 1 ail la  a Si axe m H e a l t h  ( are Sjieialmg 2 * ! I ft M i l l  P u t  , 'y  &  I AW - I‘>3 (1998) t *no 
e v id ence  o f  a sti i.ee in aequ i .s i i ion  o f  fa c i l i t ie s  o i  hi costs  b i l l o w in g  ic n i o v .d  o l  a C< IN' **) O S

Im p r o v i n g  H i  At t i i t -  A R i . w / / n v m o t e 2 ,  a l  t  S . p  •! (c i t in g  l l o s p  t.’o i p  o f  A m  . I 0 6 F T C  361 . -195 
( 1 9 8 5 )  (t ipm io i i  o f  the C o im m s s K u i )  ( s t a l i n g  that * (  O N  law s  p o s e  a v e i y  s u b s ia n i ia l  o b s ta c le  to h o l l i  new 
en t ry  and  e x p a n s i o n  n f  l i e d  c a p a c i t y  in  d ie C h a t ta n o o g a  m a i k c t "  and  that " th e  v e i y  p u ip o s e  o f  the C O N  
law s  is to i c s t i ic t  e n t i v " )

W ith  H'gaii l In hosp ita l m -ukcts , s e e .  e g  , I I I  IS  FINAL K i  Putt I , s u p r a  note /*, at Id  ( repo t t ing  "qualUy id 
isue at least as g ood  as, -iikI i l l  som e  eases hiTtct than, c .uc  p iovu lc s l  at lo c a l  e om p c l l t o i  hosp ita ls "  lo r
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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 o f  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.”15. 

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.1'

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 o f  the health

cat diac 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 
p inccduic ,  ihan peer hospitals See M e d i c a r e  I’aVmi n i ADVISORY <‘om m iss ion ,  Kl I’u r i  ro  i in 
C o n g r e s s  P h y s i c i a n - O w n e d  Si 'kciai rv I I o s w i a i  s, 15-17 (Mai 2oo5) (hereinnlici M i .d P A C K M - o r d  
M edPA C  vs as directed  lo tcpoii lo C ongress on ce ilam  issues teg.udinp specialty hospitals under the 
Medicate P iescnption  Ding. Inipiovenieiit and M ode im /a l in n  Act o f  2007 /,/ at vti

' ' .V o - Im p r o v i n g  III aL.’.'K A iu .  vu / i r< /no ie  2 .  at I 'i-1 fi. eh  I . al 7 1 - 7 7 , eh V  at 2 2 - 2 7

*' Aiulrx Phaiin  V Miovail, 25(» I 7d W .  817 (I) C C u 2 0 0 1). a n  timed, 1 2 2 S Cl 11 05 (20 02 )  Ihe  
doclnue  is nam ed loi the scnitn.il cases that healed  il hasten) K K I’icsidcnis C ou lc ience  v Noeir. 765 
C S  127 (IV(il) , aint United Mine W o ik e i s v  Pennington 7X1 WS <*S7 ( 1 0 0 S )

Pa ike i v B l o w n .  7 17 11 S  7 4 1 .  7 5 1 ( 1 4 4  7 )  1 he sta le  act ion i lo c i in le  alsi> im m un i /e s  f r om  an t ihus l  
s e iu lm y  ll ie ac t ions o l  otl iei en l i l ic s  and ituliv u lua ls  i f  they me acting in l iut l ie i .u tce o f  a cleat ly  n i l icu la le i l  
stale po l ic y  and a ie  ae l tv c ly  stipei vised hy the Male .W-i-. e g  . C a l i fo rn ia  Re l .n l I up io r D c a le i s  A ssn  v 
M idca l A lum m u in ,  4 4 S  U  S 0 7 .  1 0 5 ( 1 4 X 0 )
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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.17 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 o f  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 o f  1974,“'' which offered states powerful incentives to enact laws 

implementing CON programs 71 By 1980, all states except Louisiana had done so.22

1 S e e ,  i’ r . , IMI'KOVINO Ml Al l i l t  a r i  . \upiii note 2. ;il C I, p 2 5  (noting Hint npptoval ol a C ON  "tun  
lake anyw here  fiom IS months io several years," and ih.it icgulntoiy delays front C( >N npptovni a ie  in 
addition lo those im posed hy, Idr example, tinditional licensing ieqim cm cnls)

h i  n l 1 xee Smn ir i  . at 22

•S.. i ' u , Ml n l ’AC Ui I'fijtl at )()• 11 ( Some coinmiiiiily hospital adininisli.ilors admil lh.il eouipetilinn 
•vith specially hospitals has had sonic positive elleeis on comm unity  hospitals '  o p e ia l io i is ')

I'uh I y t.r . l l .  SK Slal 2225 ( ID75) (codilied at 12 U S ( §§ 300k*.^0tln• )./■,•/■< l ’uh I yy-jfifil), tj
'1)1, 1(H) Si.it 1700 ( I 'W .)

1 Sec John Mii.ls, 2 1 li. ai. i ii C’aki: a  Anii ihi.'si i.aws I’kiscipi isei; I'raciici (j ir. I.at ir>-2 (joot)
(noting llint llit* Icdctal I leallh I ' lannme Acl icquned  piovnlcrs to *'ol>lain slate approval a 'certificate ol 
n eed ’ hel'oie spending set am ounts  on cngil.il investments oi adding new health ea ie  services ")

See, t i; On Oeritfn'iilc n f Need Hcf’tiltilion /!c<innn on lt . i i 3J2 He foie the Senate Comm On Itcnhh 
millIhiiuon Senice\ (O hio  I0KV) (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 a l together1 and, although a substantial number of states continue to 

maintain CON programs,'4 they do so "often in a loosened form compared to their 

predecessors."' 5 Remaining CON laws may address only specific types o f  health care 

facilities -  such as hospitals or nursing homes,' exempt certain types c f  health care 

facilities,'7 or 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

Sit, e g , N a t io n a l C o n l c i e n t e  o f  Slate i.e^zisl.uuics < V> li/iaur of NivJ Slate Ihallh I aw s mid 
l ' r o y r m n . s  (update*! N o v  2 0 0 7 )  ( C O N  law s icpea lcd  o r  not in e t lce t in C A .  A / .  N M .  I X ,  K S .  C O .  1 11 .
W Y. I f ) ,  SI), N l) .  M N . IN. mill J'A). a i a i l a l i L '  til hup Sc w u- in ■>) nip p in g in im  h e d ih c c n  l-noe j hint (,I 
checked 01/25/08)

‘ Mil I u i / T a  note 21, § I (» 2. al 16-1 (slating ili.it " C ( ) N  laws icmniti in m any states mid the I hstriel ol 
(. o lum lua") r jm te  iccciilly, I loiida e\empte<l tiorn C O N  requirements new adult open heait .n igeiy  and 
angioplasty program s .it genet il hospitals and the addition ot M s  to exuding hospital s t iuetu ies  H a  Mill 
SI ll 17.10 (elteelive July 1, 2001), mnmidmy J [  \ S I A I  ell 108 0*6, 0161 (20(H)

M i l l s ,  'ii/ira tiole 21, >} 16 1. ,ii lfi-2 lo t o n  Sec , d \ o  I oil M N o hols ct a l , At >■ \ f i u i c i  t-mr* \ .V.v.on 
l a u i n y l i  l o  l h " / i \ *’/• I f f  i n , n l  J h t i l i h  ( .//<• ,S’i j h o m  ’ < o i t f t d t  i h ' c  i*  H i  m i r i ; .  2 *  I I I  M 11I A l I Ml<s | , I {
(Mai 'Api 20111) (noting that < ( »N programs "e io Jcd  thiongh the 1 1 9 0 s ' )

.Sis r  y  . ( ) A (  A nn  1 7 ( | | .  | . ’  0 5  ( 2 0  (7 ) (icg.u hng on!v c e l l .m i  act iv it ies hv " lo n g  Icn i i * a ic "  fac i l i t ies  in 
1 Him), K  R  S N e t )  $ I > 8 2 1  o t ( 2 u u  'i ( t O N  cov e rs  on ly  ce i tam  u c tm i ie s  re la ted  to lo n g - te rm  erne and 
rehab l ieds in N eb ra s k a ) ,  t )]<S § -112  ̂15( | ) ( 2 0 0 8 1 ( icgu id ing  "any  new' l iosp i l . i l  ot new sk i l le d  ii lii - .uig o i 
inte i i i ied i . i lc  t ate se iv iee  ot fa c i l i t y "  tn i h cco i i .  suhjewt to e e i la in  exc I o a n n s )

I " i  e x am p le .  ( ‘m i tw c l i im  law exempts t t riic.il .ueess hosp ita l beds and re la ted  equ ipmen t h o rn  the 
State's r ( I N  l a w > .S'i'i'Comi l i e u  Slat I1 a - - is 7 , i  ( 7 0 0 7 ) .  w c n A u  H u  Si.it § <108 (H o I  (? r iu ' t )
( le g .m ln ig  Caid ioSa .cu l .i l  w i s h  i  v and I t . m  Hint h e d o n i c ) .  |  | , »  S la t }  . I n s  0 * 6  ( 2 0 0 7 /

I o i e x am p le  x ounce l ieu l hea lth t a re  l u u lm c s  must ob ta in  a i < rN p t io r to d eve lo p in g ,  e xpand ing  ot 
d o  .nig ceit .n ii sc ix iecs  . m l expending n io ic  than SA m i l l i o n  on  a capita! p io |c c t  C u ln l  ( i c n  S la t tf | i . i  
6 * 8 (a ) ( - 1 )  ( . ’ o n ? )  IV I aw .w r  ic qm ic s  a < t >N lo t  the ext . ih lichmenl o l  a new tac i ld y ,  hot o n l y  lo r  cap i l I 
expend itu res  hv  ex is t ing fac i l i t ies m excess  o f  SS 8 m i l l i o n  (o i  a li ighei m in im i based o n  in l l a t io n  
adp is l l t le i l l s  l o  the $8 8  m i l l i o n  base l in e ) Vee 1C D e l  ( § 1 * 1 1 1 (2 0 (1 7 )

.Sit* e e 10 Del < § 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 th ieshold /1 In so doing, n places significant regulatory 

buidens on the development or improvement of a very broad class o f  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 o f  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 1 hese include, for example, efficiency and possible conflicts o f  interest 

concerns about certain categories of physician-owned specialty hospitals and access 

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

A laska  Slat IK  1)7 (M in i )  ( 2 0 0 ? )  t h e  statute conta ins an ad justment p u n u m i i ,  whe reby  the :> I 
m i l l i o n  . lo l l . i i  l lu esh i iM  m ay  I" ' u ie icased by  M O  (Mill pci am im , between 2 0 0 5  ami 2 0 I - !  /</ a l § 
h  U / ( H | ( i l )

" /./ (I : IX 117 031(1.)

A. • • Sip tea ' e/yet note ‘h . i - I mi 1 1 I ,•< Jeeul deiline lit coslx associated with doubling ol all 
thresholds)

Ai i . .  i . IesliuMliy ol M.uk II M el lellan, M I ) , l ’h I) (21)1)81. mpra note- fs testimony ol M.uk It 
Mi( I •Han. Ml ) ,  I'li I ) 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 moiatoin1 n on new specially hospitals) I lie 
( 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 I ( ’ notes, simply,
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is much broader than required to address any o f  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 o f  these issues as they 

may relate to Alaska health care consumers. If the evidence and public policy 

considerations warrant some legislative action, Ihe Commission recommends that Alaska 

consider regulation that is narrowly tailored to achieve focused health policy goals 

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

I I I ,  C o n ' is ion

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 I 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 111 the maikei, but ( O N  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

l lm l most >'f d ie  ue lu . i l  .uiil po ten t ia l l ic a l l l i  care en l i l ie s  sub ject lo  A la s k a  C’< )N law  arc not sn t l i  sp e c ia l ly  
hosp ita ls  a lid  appea l lo  ta ll  ou ts ide the co t ivems d r iv ing  i ln .se studies and i c f o im s

* iMI'jaWIMo I l l  M. III < 'AIM , s i ' / m t  d o l e  2  ot 1 x c c u l i v o  S i ln u u a iv  | i 2 2



Alaska’s current CON law which House Bill 337 seeks to modify -  is among 

the most stringent o f  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 o f  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



diagnostic
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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 1 implore you not to consider any legislation or 
portion thereof (i.e. I IB 3 2 7 ,1 IB 337A/B, and HB 345), which recommends removal or 
modification of AK’s Certificate o f  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 o f  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 o f  experience, I have grave concerns regarding current 
legislation in the Senate and House to eliminate or modify AK ’s CON program. I 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 o f  a Certificate o f  Need program. Many of the 
states that repealed their laws in the 80s and 90s experienced a proliferation o f  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 o f  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 o f  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 o f  skilled labor (registered technologists) 
causing shortages in many fields/modalities with the strong probability o f  negatively 
impacting the safety and quality o f  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 D iagnos tic  H ealth  Ar.eharago t.P ( r o tn o t ly  Iloal thSouth  D iag n o s t ic  C en te r  of 
Anchorage f.P) has bear, p ro v id in g  f u l l  m oda lity  o u tp a t ie n t  tm agini .*ervicea In 
a tiinoly, q u a l i t y ,  and e o s t - e f t e e t i v e  a a rv ic u a  to  AK r a s id o n t s  '.or pVut 10 
y c a r z ) .
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heavily regulated industry and that government dictates a significant portion o f  most
healthcare entities reimbursements.

As a member o f  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 A K ’s CON program. I can attest that the Committee was a solid cross-sectional 
representation o f  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% o f  the committee determined that the state o f  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 Ileal has been «..c inability to define in regulation 
what a “physician office” is. Not adequately defining physician office has created a tremendous 
amount o f  litigation for the state. Realizing the import o f  this issue, the Committee clarified the 
definition o f  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 o f  the Department o f  Health and Human Services. Within weeks o f  the 
Committee’s final report, Ihe Governor introduced the Alaska Health Cure Transparency Act o f  
which a component there within proposes to completely repeal the CON program.

1 appreciate some aspects o f  the AK Health Care Transparency Act; however, repealing or 
modifying the Certificate o f  Need program at this time would be premature and could have 
severe negative consequences to the safely and quality o f  Alaska's healthcare. I 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.

July 1", 2007
Page 2 o f 2

Sincerely

AK Area Administrator for Diagnostic Health

mailto:wntd.hiiwcr@dxhcnlihcoro.com


D E PT . O F  H E A L T H  A N D  S O C IA L  C E R V IC E S
OFFICE OF THE COMMISSIONER

I T O T i  © I F  M f f i

SARAH PAUN, GOVERNOR

P.O. BOX 110601 
JUNEAU. ALASKA 99811-0601 
PHONE: (907) 465-3030 
FAX: (907) 465-3068

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 I louse Health Education and Social Services Committee on 
Saturday, February 23, 200S:

Questions reiiardinc Certificate o f  Need:
Please clarify how capital costs play into rates and how CON controls the rates fo r  R PTC 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 CO N  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 I Ionics 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 threshold fo r  population base, as in 1111.1-15 at 61), HOD, do n r  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. I he department believes we
should exclude II IS and Military in CON population threshold.

Questions on information collected by the Information of/ice and disseminated on the state
Web S ite:
l)o we want an amendment whereby physicians would need to report costs/rates to the health 
information office fo r  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: m id 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 not yet 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 o f  the Health Care Commission
The Administration supports the composition and duties of the I lealtli 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.

T echnical amendments-.
With ihe permission o f  the IIHS ( 'hair, the I )epat1 mcnls o f  l .aw and I lealtli and Social Services 
can work with Legislative drafters to clear up technical problems in the legislation.

Ccr Representative Paul Seaton, Room 102 
Representative Hob Roses, Room 4 I6  
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

Sincerely,

Sherry IIIII •
Assistant Commissioner for Public Affairs
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Russell Kelly, Director, Governor’s Legislative Office
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C e r t i f i c a t e  o f  N e e d  L a w s :  W h y  I t ’s T i m e  f o r  R e p e a l  

I n t r o d u c t i o n

Dr. Michael A. M o iriscy 

Certificate o f 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 explic it approval o f the state before they can 

operate. It originated in New York Slate in 1964 and became national policy during die 

Richard N ixon 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.

W liai is amazing is that there is v irtua lly no rigorous empirical evidence that the 

program has been effective in reducing hospital or healthcare costs and some evidence 

that it increases costs, t his was true in the heyday o f  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 lim its hospital construction and renovation.

In this report Roy Cordato does a masterful job o f  describing the wonder o f  CON 

the ev idenee o f  ineffectiveness, the record o f  bureaucracy and delay, the s tilling  o f 

innovation, and the lim its lo competition in heallheaie. ll should he read hy anyone 

interested in reducing healthcare costs, increasing competition, thereby empowering 

healthcare consumers, and i educing unnecessary government agencies.

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

money as a result o f  the I < )N program. There is essentially no evidence that healthcare

I lietc ate 2<> stales with CON ptopuaiw Im liospilah. I lieic ate .'> slates with a ( ON piogiam applicable 
In M.aiie type o f  medical van* lacdilics .iiid'm equipment

C'orlilicUle ol Need Laws:
Why It’s Time for Repeal

I



Alubiimu Policy lintiloic

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 o f  2007 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 w ithout having to 

go through the burden o f the CON process, f lic  hospitals won this battle when the 

legislature deadlocked and took no action.

h'ntry o f  new ambulatory surgical providers is no triv ia l issue. We all have 

friends or fam ily 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 2011-1 there were over I 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 w ith a 

reduction of** t percent in the nuinbet o f hospital-bused outpatient procedures.* I lie 

battle in Georgia was over entry o l new pioviders and choice and ultimately over who 

gels the patients As Conklin makes crystal clear in this monograph, in states like



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 o f healthcare delivery, 

it is also concerned w ith whether and how existing providers can serve their 

communities. One need look no further than the burgeoning Highway 280 corridor in 

Birm ingham or the growth in Madison County near Huntsville to appreciate that many 

people in increasingly congested areas o f the stale now have longer travel times lo get to 

a hospital. In both communities, existing hospitals (and new providers) would almost 

certainly be w illin g  to build in the growth corridor. Much o f what stops them is the CON 

process. Any proposed action w ill he opposed by other hospitals in the community 

because o f the threat to their established patient flow. So. in addition to the usual 

construction and operating costs, an effort to expand w ill be lied up w ith CON hearings, 

decisions, appeals and more appeals.

There is no better example o f  provider opposition than Brevaid County, Florida, 

near Cape Canaveral. Wuesthoff Hospital and Health First Hospital have been 

competitors in this fast grow ing community for years. In 1997 Wuestoff proposed 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 fina lly cleared the legal challenges and the 

new fac ility  opened in December o f 2002 Ironically enough, I lealtli First I lospital later 

applied lot a CON for its own new hospital. A fte r getting a CON in late 2005, the 

appioval was opposed by Wuesthoff Health F iis t’ s final appioval was not obtained until 

A p ril o f  2007 and the new fac ility  is expected to open m 2010 ' I bus, the opposition 

fostered by the < ON process resulted in delays o l’ three years in the fust instance and

Certificate of Need Laws:
Why It's Time lor Repeal
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nearly two years in the .second. In other cases, undoubtedly the H ighway 280 case as 

we ll, providers don’ t even try because o f the time and cost o f lighting fo r approval.

F inally, Alabamians needn’t be reminded o f  the embarrassment o f  a former 

governor and former hospital CEO who were convicted in a federal bribery ease 

associated w ith an appointment to the Alabama CON board. We arc not alone, o f  course. 

In 2006 a member o f the Illino is  CON board pleaded gu ilty  in federal court to accepting 

kickbacks associated w ith steering business lo a construction contractor when a suburban 

hospital sought a CON approval. l ie  was also charged w ith being instrumental in 

denying the application o f  another hospital that did not hire the contractor,4

Regulatory agencies that provide protection from market competition and thereby 

o ffe r the potential for substantial profits arc tempting targets fo r unscrupulous politicians 

and bureaucrats. These temptations can be overcome w ith suffic ien t monitoring and 

careful processes, but it seems foolish to go through all o f  that fo r a program that doesn’ t 

provide benefits to the citizens o f  the state.

The CON program never controlled costs and has become a mechanism to lim it 

competition lit healthcare, making till o f  us worse off. i encourage you to read Roy 

Codato's icport and judge lot yourself. I t ’s time for icpeal.

M ichael .1 M orrisev is a health et onoinist in /In1 School oj J ’uhlic Health at the 

University o j Alabama at IJirininyhain. lie  holds a Pit. A  in economies Irani the 

University oj l l ’iishinyton and has heen a nsidenl oj Alabama fo r over 20 years. He has 

contributed extensively to the em jiirieal research on the etje<'tivoness o f Certificate ( [I 

Heed This is it l itten in his />ri\i:le eai’aeily
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Certifica te  o f Need Laws: W hy I t ’ s T im e fo r Repeal 

Dr. Roy Cordalo

W ha t’ s W rong w ith  tliis  Picture?

Imagine ail economic system where market competition is viewed as a wasteful 

ac tiv ity  that needs to be discouraged or even prohibited by government. In such a system, 

for example, i f  a Chinese immigrant fam ily wants to open a restaurant, they firs t have to 

go lo a government commission that w ill survey the economic landscape for Chinese 

restaurants to determine i f  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 o f those are 

stric tly take-out restaurants and how many are eat-in or "s it down'’ restaurants; and 

among those that are sit-down style, how many feature huffcls and how many arc stric tly 

order-from-menu. 1 lie formula might also consider variations in price from restaurant to 

restaurant to deleim inc how many are serving lower-income families and how many arc 

targeted to the gourmet Chinese food market.

A lte r going through all th is -a  process that m ight take several years-lhc 

commission w ill then decide whether this particular ( ’hine.se restaurant is "needed" in the 

area. I f  it is not, this immigrant fam ily w ill then he sent packing lo find another way o f 

earning a liv ing . 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 f  it is determined that, yes this community indeed does "need" one more < 'Innesc 

restaurant, a "ee itilica te " w ill be issued to the imm igiant family, l! could stale that a

Ccmiicutc o f Need Luws:
Why It's Time for Repeal
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restaurant o f  this type and si/.e is "needed" and that the fam ily has permission to set tip 

shop. I3ul o f course the restaurant w ill have to he built to the exact specifications 

described m the otig ina l proposal that was ultimately approved. It may not be able lo 

o ffe r take-out service i f  there are already "enough" take-out restaurants in the area. Il w ill 

have to be built on ly to accommodate a certain number o f  tables because any more or any 

less w ill not fit the need as determined by the formula. The menu w ill have to be 

approved, because i f  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 w ill fa ll into a different 

category and those menu items w ill have to be passed through another formula and 

another process.

Most reoplc look at such a system and think "ib is  is ciaz.y. only an old Sov ict- 

style central planner could be happy w ith such a bureaucratic nightmare." Besides, we all 

understand it is competition that makes the consumers m the maikctplacc belter o il 

Competition brings lowci puces, moic convenience. Iicltei quality, new technologies and 

innovations, anil so on

Ihe system as described above w ill have its beneficiaries, (iovemment workei> 

cbulged w ith m im ing the system cleatly can do well because ot its existence Hut beyond 

tins, what about existing rostamalcuis who have already received one o f  these highly 

valued certificates and arc < pei.itmg a flourishing business? W ouldn 't they like the idea 

that the local gov eminent had an entile div e.iun devoted to piotecting them fmm 

competition W ouldn 't it lie nice lo not have tit wm ry aliout customeis being taken bv 

some upstart ( limcsc re .tauranl w ith lowci prices or fancier foods on it> h u tfe f’ Sure, 

restain.mt cum m e is  would probably be belter o|( i f  anyone who wanted to could simply

r.
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start a new restaurant, but people aren’ t aware o f what they arc not getting. Some 

customers might look around anil say "gee the town already has a couple o f  Chinese 

restaurants and there’s never a wait to get in, so why is there a need for another one? 

Certainly a new one would be wasteful."

O f course this would be said w ithout knowing what a new restaurant would be 

like, what menu items it m ight offer, what prices it m ight charge, etc. Because people 

don 't know what they don't know, even the consumers, who arc always hurt by 

monopolies, m ight end up supporting this system.

I h e  R e a l i ty  o f  C e r t i f i c a t e s  fo r  M e d i c a l  C a r e

The system described above is exactly the kind o f  system that Alabama and 35' 

other states have w ith respect lo medical care facilities and equipment. I f  you arc a 

healthcare entrepreneur and you want to do anything from adding a new w ing or extra 

?eds to an existing hospital, to opening an o flicc  that ol'feis MRI. X-ray or other scivices, 

you need a "Certificate ot Need" from the state I he function o f  Alabama's CON is 

summarized as fo llows:

"N o certificate o f  need fo r nev inpatient facilities or services shall be issued unless the 
State Health Planning ami Development Agency (S IIPD A ) makes each o f  the fo llow ing
rinding1-:

11 That the proposed facility or service is consistent w ith the latest approved revision 
o f the appropriate state plan effective at the time (lie application was received by 
the state agent.,,

2) That less costly, more c lliu cm  : pp •»• •: •’ • ativcs to such inpatient
service ate not available, and that thcdeveiopuiet.' rf.u .ch  alternatives lias been 
studied and found not piacticoblc;

5) rii.it existing inpatient facilities ptovidmg inpatient services sim il ir to those 
proposed are being used in an appropriate and eltie ient manner consistent w ith the 
community demands for services;

1 Set' loolumv' tin |u g t I
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4) That in the case o f  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) I’liat patients w ill experience serious problems in obtaining inpatient care o f the 
type proposed in the absence o f the proposed new service.” '

I f  this sounds like the kind o f  central planning one m ight 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 o f this agency is to plan economic 

activ ity provided hy medical care facilities This is done down to the most minute detail, 

circumventing the most basic function o f  private decision-making in a free enterprise 

system, i.e., the allocation o f  resources based on entrepreneurial insight and risk-taking.

The purpose o f  I1PDA in implementing CON is to “ develop policy, criteria, and 

standards for health service facilities planning; conduct statewide registration and 

inventories of, and make determinations o f need for health service facilities, health 

sei vices as specified (in the statute) and equipments as specific fin  the statute], which 

shall include consideration o f  adequate geographic location o f equipment o f  services; and 

develop a State Medical Facilities Plan ”  I he Agency also has the authority to review all 

records m any avo id ing  medium o f  any person or health service fac ility  subject to 

agency tevicw  under these articles which pertain to construction o f  acquisition activities, 

statfing or costs and charges tor patient care, including hm not lim ited 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.

•S
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Alabama’s Ccrtillcatc o f Need Law is, w ith few exccplions, an all-inclusive and 

all-in trusive blueprint for stale government control o f  all supply and pricing decisions 

w ith respect to the provision o f  institutional healthcare facilities, f l ic  process that a 

potential hospital, nursing home, c lin ic , doctor's office or other supplier must go through 

to receive a CON is tedious and potentially very long. Depending 011 the number o f 

rev ,cws the process can take anywhere from 90 days to over two years. I f  a denial is 

appealed to the stale C ou il o f Appeals, the process can go well beyond this two-year 

period.

It is quite clear that most important aspects o f  the production, distribution, and 

sale o f  healthcare services in Alabama, and most other stales, have been removed from 

the competitive free cnteiprise system and placed under the authority o f a command and 

control government bureaucracy. And like all other bureaucracies, it promotes 

factionalism and division and allows some groups and institutions to suppress the 

activities o f otlieis. I he market is run by government fiat lather than entrepreneurial 

insight and patient preferences

H is to ry , Jus tifica tion , and A pp lica tion  o f ( O N

I lie m ights o f  CON in Alabama, and many o f  the other states that have such a 

ssstem. rest in a long since repealed federal government mandate. In 197-1, Congress 

passed the National I leahh l ‘ l.inning and Resources Development Act. I he Act slated 

that 111 otdet to icccive fedeial funding lio in  piogiams like Medicate and Medicaid, new 

healthcare facilities, and additions to existing facilities, needed approval from a sr.itc*
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agency established to issue certificates o f  need. A ll states were told to have such 

programs in place by 1980. This was seen as a way o f  contro lling healthcare costs.

A t the time, reimbursements for services were bcit.g made 011 the basis o f  costs o l 

production. Il was thought that facilities were being bu ilt and equipment was being 

purchased unnecessarily simply because the hospitals knew the facilities would 

ultimately be paid fo r through increased fees. In a market setting where healthcare 

providers need to compete for cost e. .iscious purchasers o f  services, even i f  those 

purchasers arc insurance companies, higher costs cannot simply be passed along in higher 

prices.

New facilities would he bu ilt or new equipment would be purchased only it'the 

market prices for the services that would he generated could ju s tify  the added costs. 

Hxpnnsions would be made only i f  it was thought they could be jus tified  by actual 

deal ud. I his is what entrepreneurship is all about: spotting actual 01 potential unfilled 

demand and organizing resources in new ways in order to meet it. I f  the demand is not 

there, losses w ill be incurred and plans would have to be revised. I he government 

payment system at the time did encourage ine llic  ent investment because it took the risk 

out o f  the process.

Costs were recouped regardless o f  any shortcomings in accurately estimating 

demand. Indeed the so called "cost plus" system 1 I reimbursement took away the need to 

consider lu tu ic  demand at all. Ihe result was a classic case o f  an in itia l government 

intervention into maikel decisioii-making- iii this case the Medicate and Medicaid 

programs-•creating distortion* o f  its own. I hose. m turn were used to ju s tify  additional

It)



interventions: the CON program. As is typical, the new interventions lead to their own set 

o f 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 o f  treatment. Since that time. H  states have dropped their CON program, 

allow ing for competition. Alabama is one o f  36 slates,, ‘ _ TT. ‘ ''Columbia, that

continues w ith centralized planning o f the heahhcarc-facilitics market.

Although cost containment, as noted, was and continues to be the primary 

jus tilica tio ii for CON. there are other reasons given for keeping these laws in place. The 

most prominent are related lo the prov ision o f care for the indigent and include the 

arguments tha t:6

• Removal o f  CON w ill place a greater burden on the disadvantaged. 1 he fear is that 

market forces w ill lead to certain segments o f  the popi lation and those liv ing in rural 

areas being underset vcd.

• Removal w ill favor for-pro tit hospitals, which may be less w illin g  to provide indigent 

cate.

• Removal w ill lead to a p io liieration o f " low  volume" facilities, which are associated 

by some w ith lowci •quality care

As a historical footnote, in the l% <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. w in ing foi the federal 

Reserve Hank o f Richmond, these pre-mandate laws u c tc  implemented "in  icspoiise to

Ccrlilicalc of Nerd Lawi:
Why It’s Time for Repeal
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hospita' operators who favored centralized health planning."7 This is consistent w ith the 

economic, o f 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 like ly  to enact CON ... were those w ith a highly concentrated hospital industry and 

increasing competitive pressures ... hospitals were largely in favor o f  CON regulation, 

which is understandable considering that it protected them from competition."8 Much like 

existing restaurant owners in our opening example, having a govcrnmcm bureaucracy 

whose goal is lo protect your business from upstarts is a nice perk.

In reality, the continuation o f CON regulations cannot be jus tified either 

theoretically or empirically. In fact, from the perspective o f  sound economics, the reverse 

is true. I fon t* desired to devise a po licy fo r any market whose juirpo.se would be lo reduce 

effic iency, raise cos s and prices, and reduce product quality, the existing CON programs 

would be h igh ly recommended

I f  V o u  I .ike O r i ' C ,  Y o u ' l l  I . o n - C O N

When it comes to crude o il, it is indisputable that ihe ab ility  to raise prices and 

therefore energy costs rests w ith  the power to restrict output and production. When 

President Hush met w ith Prince Abdullah o f Saudi Arabia u i  A ju il 25, 2005 to discuss 

high o il paces, the question immediately turned to the Organization o f  Petroleum 

F.xporlmg t ‘ountrics (< )PUC) which raises juices by restricting production. Saudi Aiubiu,
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the largest o il producer in the world and the leader o f  OPEC, is seen as having ihe power 

lo expand production and bring prices down.

For those who support CON laws i l is thought that medical-carc markets operate 

in the exact opposite manner, that the way to keep costs down is to restrict the supply o f  

medical facilities and equipment. For example, i f  the intent is that MR I services should 

be less expensive, we should have fewer MRI machines; or i f  we want hospital stays to 

be cheaper, we need fewer hospital rooms. As pointed out by The National Academy o f  

State Health Policy in describing CON regulations: “ Efforts to control the supply o f  

services arc well demonstrated by stale Certificate o f  Need programs, which seek lo lim it 

the acquisition and dissemination o f  substantial investments in technology and capacity, 

These lim itations are imposed in an effort .. lo hold down the volume o f services 

provided and the cost."'' Hot it is just as wrong-headed to think that lim iting the supply o f 

healthcare equipment and facilities can tedtice healthcare costs as to think that o il prices 

could be reduced w ith fuither reductions in o il production.

There is possibly no proposition m economics that is more accepted than the idea 

that i f  you want to reduce the cost o f  something, you foster an environment that 

eneouiagcs open competition and entrepreneurship and discourages mono, oly. But the 

role o f competition goes well beyond this. R ivalry among Inisinesses-and healthcare 

providers are no oxception- stinmlatcs new technologies and innovative and more 

efficient ways o l'do livc iing  goods and set vices 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 1 liesc potential

t.t
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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 o f  

c-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 o f  what economic science is about— market price and output 

formation and the efficient allocation o f scarce resources.

For example, The American Health Planning Association (AHPA), in critic iz ing a 

recent report by the Federal Trade Commission (which 1 discuss in the next section), 

disparagingly notes that the F IC  grounds its opposition to CON laws in “ orthodox 

economic doctrine." The AHPA suggests that to rely on standaid economic theory, as 

opposed, I presume, to some non-orthodox economic theory or possibly some other social 

science, is to ground the analysis in "an article o f fa ith ."1' I his would be comparable to 

complaining that much o f  medicine and the analysis o f  patients’ conditions by doctors is 

also mistakenly grounded in “ orthodox" theories o f  biology 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 w ith in  a 

gcogiapliical area (delined by government planneis) is inefficient and tlierefoie cost 

enhancing. In jus tify ing Alabama's law, it is stated that "the costly proliferation o f 

unnt. cs.siit i' health set vice facilities results in cu\tl\ tltiplicttiioii and ////iAv imvoI

11



facilities, w ith the ava ilab ility o f  excess capacity leading to unnecessary use o f  expensive 

resources and ovcm lilization o f  healthcare services.” 11 [liivohasis added] First, note the 

presumptuous and paternalistic attitude o f  the legislators formulating this statement. They 

claim to know better Ilian healthcare consumers, their doctors, and fac ility  operators, how 

“ necessary”  facilities arc and that these market participants are “ ove ru tiliz ing " the 

healthcare that is available lo them.12 It should also be noted that the utter confusion o f 

this statement is demonstrated by the Tact that in (he same sentence, it claims the free 

market somehow leads to both ‘ 'die wufernxe o f facilities" and the "ovenitilization o f 

healthcare services.”

But more importantly, in a fundamental sense the statement is proclaim ing that 

monopoly is good. Facility duplication is at lb'* heart o f  competition. Indeed, the 

de fin ition o f a monopoly market is one where there is no duplication. And this is why 

customers in monopoly markets lose. I hey are denied the option o l 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 I lun tsvillc  I lospital, w ill he 

allowed to build a new fac ility  in the fast grow ing Huntsville, A L  market'.'- '

Apparently, some slate bureaucrats, who ate not market participants themselves, 

believe there would be excess capacity i f  new providers are allowed to enter the market.

But the concept is meaningless, l 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 ine lfic ient excess capacity o f  icstaurants or theaters New facilities and 

sei vices would lead to more choices Jbr patients and more competition fo r their

Certificate ot' Need Laws:
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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 o f diagnosis may 

be able to take advantage o f the more advanced technology. What is and isn’ t excess 

capacity has lo be determined in Ihe marketplace and w ill be revealed through the system 

o f p ro fit 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. I f  CON 

were “ w o rk ing " as advertised, then one would expect lo see a rise in healthcare costs 

when the laws were eliminated, But this is not the ease. One o f  the most recent and 

w idely referenced studies was written by Duke University Professors Christopher 

Conover and Prank Sloan and published 111 1998 in th cJm tm ul o f Health Politics, Policy, 

and L iiw  11

I heir results are consistent w ith  "orthodox" economics. Output restrictions lead to 

higher, not lowci costs and higher profits lo r existing providers, i lie authors point out 

that for hospitals. CON laws instilled in a 2 percent reduction in bed supply a m /“ higher 

costs per day and per admission, along w ith  higher hospital profits," exactly what 

economic theory would pi edict. 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

lo



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 w ith 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.15

Over the last two decades, the FTC has done several studies on the impact o f  CON 

laws, both nationally and for specific stales. I lie FTC 's consistent conclusion can be 

summarized in the language Itotn its most recent study released jo in tly  w ith the 

Department o f  Justice in July 2004. "7 lie Agencies believe that CON programs can pose 

serious competitive concerns that generally outweigh CON programs’ purported 

economic benefits. 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 en try ."1"

In 1989. s im ilar testimony was given to the North Carolina (ioals and State Fob 

Board by FTC staff. I lie s ta ff testified that ' ‘evidence does not support the view that 

Certificate o f  Need regulation reduces the costs o f  p iov id ing healthcare services ... 

consumers would most like ly  he belter served i f  CON regulations were removed." 11 As 

one study reports, " in  researching die scholarly journals, one cannot liitd  a single article 

that asserts that CON laws succeed in lowering healthcare costs."111

C'eililicaic of Need Laws:
Why It's Time for Repeal
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While Ihe discussion lo this point has focused 011 the economics o f  CON, il should 

be pointed out that there are other fallback arguments fo r 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 w ith 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 w ith the implic it aim o f ‘ 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."19

What this means is that CON laws arc used to create a hidden lax. The cost o f 

healthcare and the profits to healthcare providers are purposely kept high by granting 

monopoly privileges. It is then expected that these excess profits w ill 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. II 

nothing else, this is dishonest. I f  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 o f  that po licy 

should he up front and exp lic it I his is the only way the electorate can make informed 

decisions regarding public policy. I f  it is deemed that those who too paying for healthcare 

services should hear the burden o f  also paying for care given to the indigent, then an 

exp lic it excise tax should he placed as a line item (*11 all healthcare invoices, and CON 

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

CON as a Hidden Healthcare Tax

18



Certificate of Need Laws:
Why It's Time for Repeal

then not on ly are they inconsistent w ith 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 a CON is not only time consuming but expensive. 

The ill-fa ted U.S. H ighway 280 “ hospital”  in Birm ingham provides an excellent example. 

The fac ility  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 w ith 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 n f  them as having the right lo build a new facility.

Healthcare Policy: B reaking the Consumption/Payment L in k

Is healthcare over-priced'’ In many, i f  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 like ly  to contiibute to the piohlem. Ihe leason why healthcare may beoveiptieed :s 

that, in most cases, what economists call "the consumption payment lin k " is broken. 

Because o f  government entitlement programs and the nature o f modern health 

insurance, most people do not directly pay their own healthcare expenses. In 2002 over 

S-l percent o f all personal healthcare expenditures were made by someone other than the 

person receiving the ca te .111 In like the market for other goods ami ser vices, healthcare is 

consumed by the patient and, minus a co pay oi deductible, paid for by state and local
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government or by an insurance company operating a healthcare plan, lienee, the 

“ consumption/payment lin k " that is typical o f most other buyer/seller arrangements, is 

broken in the healthcare market.

How is healthcare like an all-ynu-cun-eut buffet or a free  shopping spree?

This arrangement causes healthcare to be overpriced because it leads to healthcare 

being over-consumed. People w il l generally consume more o f any product when Ihe 

amount paid is unrelated to the amount consumed. Furthermore, they w ill consume 

re latively more o f  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 s irlo in steaks arc 011 the buffet, people w ill tend to consume relatively 

more o f  those items than the hot clogs or beans.

Imagine a grocery store operating like the healthcare system. Instead o f walking 

up and lown the isles seeing different prices for different food items and making 

tradeoffs between prices and d iffe ien l kinds o f products, we wete all on an employer- 

pa id-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" 01 all that we could cany out? Would we go d irectly lo 

the hot dogs and canned beans or would we find ourselves eating significantly more file t 

m ignon and lobster? Clearly, the “ purchase" o f  food overall and the propoition o f  lobster 

and liigh-p iiced cuts o f meal relative to hot dogs and beans would increase. This would 

send the overall price o f  food and ihe "food insurance”  premiums and co-pays through 

the toot I his is exactly what has happened fo r decades in the healthcare market



The Problem n f Low Deductibles

The fnci that many plans have low deductibles w ith routine healthcare problems 

being paid by insurance, rather than only high-cost operations and catastrophic conditions 

also fuels the costs o f  healthcare, hi the 10-IOs, ‘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 o f  what is now called “ first dollar coverage”  or near lirst do lla r coverage, i.e., plans 

w ith very low  deductibles, can be seen i f  we imagine the effects o f auto insurance that 

not on ly covered damage from accidents, but o il changes and tune-ups as well. I f  people- 

showed up fo r an o il 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. 1 lie prices o f  oi! changes, 

tune-ups, etc,, would be much higher than they arc today.

Is i t ’t the Free Market Failing?

The current consumption and payment arrangements are not the result o f a free 

market for healthcare, but a failed set of government policies, As noted, most people do 

not pay d irectly for their own healthcare, but it goes beyond that. I hey don't even pay 

d iicc tlv  for, oi even own Ilurir own health insurance policy, like they do w ith auto or 

homeowners insurance Taxpayer-funded programs like Medicare and Medicaid pay 

nearly -15 percent o f  all healthcare h ills .*1 I he icsl is mostly paid for by group health 

iii.Miiaiicc policies that are owned by employei.s. I'm most types o f  insurance, such as 

auto, homeowners, and life, premiums are associated w ith the risks posed by the owners 

o f  the po licy, i.c , those who are coveted by the policy, I he problem ol over consumption

Certilicute ot Need Laws:
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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 

ind ividual premiums for their insurance, and the amount being paid in  premiums is not 

related to the risk associated w ith insuring individual policyholders. As noted, w ith few 

exceptions, there are 110 individual policyholders.

A ll 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 fo r income tax purpc scs. The tax code penalizes the individual ownership o f 

health insurance policies and encourages the ownership o f group policies by employers. 

Since W W II, health insurance provided by employers is considered a tax-free benefit to 

Ihe employee, while personally owned health insurance plans must b. paid for w ith after­

tax incom e." H its  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 o f .1 low - or no- 

deductible health insurance benefit is more valuable to an employee than a taxable dollar 

offered in the form  o f  wages. So v.e end up in a situation where public policy has led to 

.111 overuse o f health insurance and healthcare services.

I here is some good evidence that competition actually has w orked in healthcare.

I he evidence c o m i c s  front the workings o f managed care in the first ha ll'o fth e  1 9 9 0 s .

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 di ug. 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 o f managed care was (and is) selective contracting, 

not these ineffectual u tiliza tion controls. Managed '•are plans negotiated contracts w ith 

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 o f  hospitals, when there was 

more idle capacity in the market, the managed care plans were able to get s till lower 

prices. The managed care plans were also able lo get lower prices when they had a laiger 

number o f  enrol lees in the market. Thus, consistent w ith 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 p iovidcis in the r ia ik c l.11 The "managed care 

backlash" lias focused on the utilization controls and ignored the selective conlrael’ng 

w ith the result that we moved from declining health insurance premiums in the mid 1990s 

to increasing picnnuins today.

A  public po licy answci to bus problem is a im  ing, albeit tentatively and slowly, 

m the form  o f "health s.w mgs .m oun ts " (USA), which were made legal as part o f  the 

Medicare K c tb in i Act passed in .’OUT 1 he entire point o f these accounts is to reconnect 

the consumption payment link. I liese plans allow cmployeis to o ile r high deductible 

insurance plans to their employees, which have lower premiums I he employer then 

deposits .1 fixed amount each year into an individual I ISA that is owned by the employee 

and w lie ie both the amount deposited and any interest earned is tax exempt Ihe money 

in this account can be used to pav for expenses up to the deductible, is well as other 

healthcare cot is. In addition, any amount left in an USA can be w illed t<> the ow ner’s 

heirs, who ue not icquiied to use this money lor Itealtlicaic expenses 1 tic important
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point is that any amount from this account not spent remains the property o f  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 o f  income allocation people w ill consider tradeoffs. By partia lly 

reconnecting the consumption/payment link. USAs provide people w ith an incentive to 

be smaller and more cost-conscious healthcare consumers. In addition, this approach 

returns insurance to its original purpose, to manage risk o f  catastrophic medical expenses 

as opposed to being a form o f "pre-payment" fo r routine medical services.

I O N  a n d  th e  I m p o s s ib i l i t y  o f  C e n t r a l  H a n n i n g

( ( >N regulations ate an attempt at complete central planning o l investment in 

lica ltlna ie -ie la te il facilities The underlying premise is twofold fu s t, that individuals and 

companies acting in a free market w ill mis.illocnte healthcare resources. As stated 

d irectly in Alabama’s CON law ."  . w ill be administered in the state to assure 'li.>* 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. tliio iigh  centr d i/cd  Inueaucratie allocation vif healthcare 

investment, can i.apiovc on iaaikel results. and better serve the pub lic ’s liealtlic.no needs 

I lie point here is that even il the lifs t 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 o f  resource allocation and 

the central planning o f  both economies in general and specific markets w ith in economic 

systems. A ll o f  the reasons economists typically give regarding why economic central 

planning fails, apply to CON regulations.

In a free market, resource allocation is driven by entrepreneurs who try to predict 

what consumer demand is and w ill he for the future, before a physicians group invests in 

MR I equipment, for example, they would want to he sure the community o f patients they 

serve would b iing  forth enough business to eventually make that investment pay off.

I hey have powerfu l market incentives to get it right. I f  their market analysis is wrong, 

they lose money and their entire practice suffers. In other words, the best judges as to 

whether the service w i l l  be "needed" are the entrepreneurs and investors themselves. It is 

the p ro fit and loss system that works to effic iently allocate investment and to provide the 

information necessary Iiu making wise investments In the absence o f CON, these 

medical cnticpicncnrs would be operating m all aspects o f  the healthcare market.

Hospitals w ill lontim iou.sl) re-evaluate their circumstances lo determine i f  new birthing 

rooms are needed, or an expanded emergency room is necessary, or i f  a new helicopter 

evacuation unit would be woithwhtle I lie key is that in each ol these cases they have a 

strong incentive to aecin.itely assess the market and the community's "needs." I f  they 

can’t, they lose money and must divert revenues ami resources from other parts o f their 

operations
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On Ihe other hand, CON laws substitute bureaucratic decision-making fo r 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 w ith private entrepreneurs, i f  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 a proper decision lias been made. Conversely, a good 

entrepreneurial decision is one that accurately assesses healthcare consumers’ needs and 

survives the competitive pressures o f the marketplace. I hat is, it is a decision that 

satisfies consumer needs at least as well as, i f  not belter than, existing and potential 

competitors

l or those who are granted membership in the C’ON-sponsorod cartel, the real tests 

o f  the marketplace arc forgone. In other woids, the market forces that would ultimately 

determine whether a particular investment by a hospital, c lin ic, physician’s practice, etc. 

truly ser ved the needs o f ihe community are blocked, Bur eaucrats who judge CON 

submissions do not. indeed cannot. .M ind ly determine whether there is a need that w ill 

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 o f  Knowledge," economist Ir ie d rich  

Hayek argued that cential planners, like those charged w ith determining who should and 

should not provide medical services can oulv “ p ie te ild" to have the itifo im a lio il necessary 

to make the kinds ot decisions they make



A t best, any determination o f  “ need’* by such planners w ill be arbitrary and w ill 

not reflect actual market conditions. A t worst, these planners can become w itting  or 

unw itting tools o f  entrenched interests wl ish to keep competition out o f  the market.

As University o f  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

I he Federal Trade Commission advises that “ states w ith CON programs should 

reconsider whether these programs best serve their citizens’ healthcare needs,”  In fact,

Certificate o f  Need l.aws in Alabama and other slates should be exp lic itly  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 w idely iccognizcd by economists 

as the most effective tool for d riv ing costs down, is sorely needed Competition provides 

the incentives to discovci new technologies and new efficiencies for dc livcting those 

technologies to patients,

The idea that in the area n l iiealtlieare services, lice market competition can't 

work as a means o f cost control is not grounded in either economic theory or empirical 

evidence. Indeed in areas w lie ie competition i < allowed to llourish, such as nptomeny, 

the customer is well served w ith plenty o f options and competitive p tic ii." lu ith e tiiio ie . 

believing that ( < )N laws and the bureaucrats who administer them can do a better job

Ccriilictilc of Need Laws:
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than the competitive market process is not only w ishful th inking, it is the economic 

equivalent to believing the earth is flat.

Healthcare provision around the world is controlled by varying degrees o f 

government central planning. Consequently, all systems tend to be dominated by 

diffe rent forms o f 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 o f  

these countries a llow  free markets and open competition. Government command-and- 

control has failed; it is time to let the free market work.
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A l a s k a 's h o s p i t a l s :
i m p r o v in g  H ealth t h r o u g h  Co m m u n i t y  benef its
Aboi 7  this Report
T he challenges to improving (lie health o f  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 
o f  Comm unity Benefits is to improve the health o f  Alaska by improving the quality o f  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 A SH N H A  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 o f  charge o ra l  substantially reduced 
fees. They arc targeted programs and sendees that address the identified and often unique health care, social and 
welfare needs o f  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 
o f  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 1 lospital, Fairbanks; Ketchikan General I Iospi- 
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.

W O W  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 Ibr 
medical care.

Co m m u n i t y  Be n e f it s : Sa v in g  &  C h a n g i n g  lives
Sale Kids W ater 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 o f  how 
to handle a boating accident saved the family when their 
canoes overturned and were swept down river on a treacher­
ous stretch o f  water.
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ASHNHA C om m unity  Benefits Survey Report Summary
Benefit Category_________________  Participants Served  Loss /Cost
C o m m u n i t y  H e a l t h  I m p r o v e m e n t  S e r v i c e s

C o m m u n i t y  H e a l t h  E d u c a t i o n 5 7 ,3 9 4 $ 1 , 3 4 0 , 9 9 6

S u p p o r t  G r o u p s 128 $ 2 ,7 9 8

S e l f  H e lp 2 4 2 $ 1 ,9 0 0

N o n b i l l e d / R e d u c e d - F e e  C lin ics 7 , 0 1 6 $ 1 4 2 ,4 3 4

H e a l t h  S c r e e n i n g 9 8 9 $ 4 9 ,4 9 4

I m m u n i z a t i o n 8 0 0 $ 1 8 , 8 0 7

C o u n s e l i n g 42 4 $ 7 6 ,7 5 5

F a m i l y  S u p p o r t  S e r v i c e s 15 $ 2 ,1 2 0

F r e e / D i s c o u n t e d  P r e s c r i p t i o n s / S u p p l i e s  t o  P a t i e n t s 4 7 3 $ 7 5 ,5 1 2

I n - H o m e  e r v i c e s 307 $ 1 ,0 6 f

M e a l s / N u t r i t i o n  S e r v i c e s 5 ,3 8 2 $ 2 1 2 ,4 6 9

T r a n s p o r t a t i o n  S e r v i c e s 6 2 8 $ 3 8 ,3 1 4

All O t h e r  H e a l t h  C a r e  S u p p o r t  S e rv i c e s 75 $ 5 0 0

C o m m u n i t y  H e a l t h  I m p r o v e m e n t  S e r v i c e s  T o ta l 7 3 , 8 7 3 $ 1 , 9 6 3 , 1 5 9

FINDINGS:
A l a s k a  h o s p i t a l s  P r o v i d e  $ 1 5 1 . 6  m i l l i o n

C O M M U N I T Y  BENEFITS
Alaska hospita ls  provided $ 1 5 1 .A million in C om m unity  
Benefits to com m unities and citizens in 2006, the most 
recent y e a r  for which data arc available. The hospitals also 
paid m ore  than  S 10.3 million in taxes and fees to state and 
local governm ents . The data com e from surveys completed 
in January  2008 by 16 Alaska hospitals (sec com plete  list on 
page 2 u n d e r  “ About this Report.”) C om m unity  Benefits arc 
program s and  services offered by hospitals beyond required 
daily hea lth  care services. They target specific populations 
in a co m m u n ity  with assistance and solutions to unique 
health care  needs.

F i n a n c i a l  a n d  In - K in d  C o n t r i b u t i o n s  

H e a l t h  P r o f e s s i o n s  E d u c a t i o n  C o n t r i b u t i o n  

H e a l t h  R e s e a r c h  C o n t r i b u t i o n  

C o m m u n i t y  B u i l d in g  A c t i v i t i e s  

C o m m u n i t y  B e n e f i t  O p e r a t i o n s

1 5 , 7 3 0

1 , 2 4 7

0
1 6 , 0 4 6

0

$ 1 , 2 1 4 , 7 8 6

$ 2 , 0 4 4 , 9 6 7

0
$ 7 9 , 3 7 5

$ 3 , 7 0 0

TOTAL PARTICIPANTS IN COMMUNITY BENEFITS PROGRAMS 106,896

C h a r i t y  C a r e  A t  C o s t  

M e d i c a i d  U n d e r p a y m e n t  

L o s s e s  o n  O t h e r  P u b l i c  P r o g r a m s  

( E x c lu d e s  M e d i c a r e  a n d  M e d ic a id )  

B a d  D e b t  a t  C o s t  

M e d i c a r e  U n r e i m b u r s e d  

S u b s i d i z e d  H e a l t h  S e r v i c e s  

H o s p i t a l - B a s e d  N u r s i n g  H e m e  L o s s e s

TOTAL COMMUNITY BENEFITS $151,557,561

$ 2 2 , 9 6 7 , 3 2 2

$ 1 2 , 5 4 5 , 7 9 2

$ 1 2 , 5 4 3 , 1 5 6



C o m m u n i t y  Be n e f it s  i m p r o v e  t h e  
h e a l t h  o f  T h o u s a n d s  o f  A l a s k a n s

Th is  r e p o r t  u s e s  n u m b e r s  to  p r e s e n t  th e  C o m m u n i t y  B e n e f i t s  p r o v i d e d  b y  A l a s k a  h o s p i t a l s .  B u t  C o m ­

m u n i t y  B e n e f i t s  a r c  r e a l l y  a b o u t  p e o p l e .  C o m m u n i t y  B e n e f i t s  i n c l u d e  c a r e  p r o v i d e d  f ree  o f  c h a r g e  to  

A l a s k a n s  w h o  a r e  u n a b l e  to  pay .  P r o g r a m s  a n d  s e r v i c e s  c a n  i n c l u d e  p r e n a t a l  c a r e  f o r  e x p e c t a n t  m o t h e r s  

a n d  f a m i l i e s ,  s m o k i n g  c e s s a t i o n ,  p r e v e n t i n g  s p o r t s  a n d  o t h e r  a v o i d a b l e  i n j u r i e s ,  C P R  a n d  f irs t  a id  c la s s e s ,  

A I D S  e d u c a t io n  a n d  a w a r e n e s s ,  s c h o o l - b a s e d  h e a l t h  s e r v i c e s ,  h e l p  fo r  e l d e r l y  c i t i z e n s ,  w o r k - s i t e  b a s e d  

h e a l t h  p r o m o t i o n ,  f i tn e s s  a n d  e x e r c i s e  s e m i n a r s ,  b lo o d  p r e s s u r e  s c r e e n i n g s ,  c h o l e s t e r o l  t e s t i n g ,  m e n t a l  h e a l th  

a n d  d e p r e s s i o n  s c r e e n i n g s ,  d i a b e t e s  c o u n s e l i n g ,  a d u l t  a n d  c h i ld  i m m u n i z a t i o n s ,  b l o o d  d r i v e s ,  n u t r i t i o n  a n d  

w e i g h t  lo s s  m a n a g e m e n t ,  s u b s t a n c e  a b u s e  c o u n s e l i n g ,  p r e s c r i p t i o n  d r u g s ,  t r a n s p o r t a t i o n  s e r v i c e s ,  c h i l d  c a r  

s a f e t y  s e a t  c l a s s e s ,  a n d  s o  m u c h  m o r e .  T h e  g o a l  o f  C o m m u n i t y  B e n e f i t s  is  to  i m p r o v e  th e  h e a l t h  o f  A l a s k a  

b y  i m p r o v i n g  th e  q u a l i t y  o f  l i fe  f o r  A l a s k a n s .

A laska  H o s p i ta l s  P r o v id e  
$ 1 5 1 . 6  M illion in  C o m m u n i t y  B e n e f i t s

A la sk a  H o s p i t a l s  S e n d  
$ 1 0 .3  M illion  in  T a x e s ,  F e e s  t o  S t a t e  a n d  

L o c a l  G o v e r n m e n t sS u b s id iz e d H o s p ita l-B a s e d
H e a lth  S e rv ic e s  N u rs in g  H om e License Fees

$ 5 .3  Mill ion

P ro g ra m s  
6 S e rv ic e s

U n re im b u rs e d  C ost 
o f  M ed ic a id  & O th e  

G o v e rn m e n t  
P ro g ram s

C h a r i ty  C a re

Income Taxes $270,400
$£.n (.ia S a le s  T axe s

$19,070

$12,773

S ta t e  
6 L o c a l 
T axes

Total Value of Benefits Provided to Alaskan 
Communities: $ 151.55 Million

Total Payments to State and Local 
Governments: SW.31 Million
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I. Overview

In Ju ly  2004, the Federal Trade Comm ission (FTC) and the Department o f  Ju stice (DO J) issued a 
jo in t report titled Im p r o v in g  H e a l t h  C a r e :  A  D o s e  o f  C o m p e t i t io n . Described as advisory' in 
nature, ostensib ly , 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, [ a n d ]  policy-m akers on a range o f  issues affecting the cost, quality , and accessib ility  
o f  health care ,” 2 Except for more effective enforcement o f  antitrust law s, which falls w ithin the 
scope o f  the agencies’ responsib ilities, the report seeks to effect change by influencing the view s 
and conduct o f  others, particularly national and State policymakers.

E lim inating certificate o f  need (CON) regulation is on ly one o f  several problematic arguments 
and recommendations presented. It is the only recommendation that has gained much public 
attention, but the issue is given on ly cursory, d ism issive consideration in the report.3 The overall 
thrust o f  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. CO N  regulation and 
planning is seen as an obvious obstacle to this goal, but the renoit also cautions against:

• Ovcr-rcliance on health insurance;
• The system-distorting effects o f  M edicare and other “ ad ninistered pricing”  schem es;
• Econom ic cross-subsidies within the system ;
• Government-imposed service mandates;
• Attempting to control prescription drug prices;
• Permitting co llective bargains by physicians, and generally ; and
• Any other action or process contemplated, in the pursuit o f  other (perhaps larger) social 

goals and interests that might lim it competition or the full application o f  market forces.

Criticism  o f  CON regulation in Im p r  o v in g  H e a l t h  C a r e  is not surprising. G iven the FTC  r a i s o n  
d ' e t r e  o f  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 
w elfare" is little more than doctrinaire posturing. S im ilarly , the recommendation that States with 
CON programs “ reconsider whether these programs best serve their c itizens’ 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/heathcnrcrpt.htm>,
:  Ib id .
’ 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 o f die report, but is elevated to prominence in the recommendations (number 2) 
offered “ to improve competition in health cate markets". Improving Health Care: A l)ose o f 
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 (pj> 1-6) and the Executive Summary 
(p.22), both of which discuss CON regulation directly.
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II ,  Context &  History

Improving Health Care is but the most recent, and perhaps the most visible, example o f  
the decades-long FTC effort to shape the climate o f opinion on health care.11 In a February 
9, 1987, letter to the Health Systems Agency o f  New York City, advising the agency to
not try to 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 o f  that effort:

“ A  major in itia tive for the com ing y e a r. . .  w ill be a program to halt actions by 
health-carc providers which are designed to raise the costs and deter the entry o f 
competitors. For example, state law  frequently requires a hospital to obtain a 
"certificate o f  need" (CON) before it  can build a new fac ility . The Commission 
has discovered that existing hospitals have sometimes opposed these CON
application,, not in good faith, but merely to delay the entry o f  a new competitor
and to burden it w ith heavy costs. The Commission w ill watch fo r such activities 
and w ill challenge them as trade restraints where appropriate,” 6

In other words, certificate o f need (CUN) regulation has long been anathema to the FTC. The 
Commission has actively opposed CON programs fo r at least the last two decades.

It is unclear how the FTC ascertained the motivation and intent o f hospitals participating in CON 
review processes, but its attack on CON has not been lim ited to, o r even meaningfully related to, 
preventing existing service providers from engaging in restraint o f trade. Beginning in the m id- 
1980s, Commission staff regularly urged State policymakers and health care o ffic ia ls to eliminate 
or, alternatively, lim it CON regulation. The period between 1986 and 1989 was particularly 
intense. Beyond its sustained generic opposition, during this period alone the FTC! forma lly

1 Apparently, the Commission had no great concern about the structure and nature o f  the health care
system before the advent the Medicare program and the economic and system changes dating front that
period. There is little, i f  any, evidence o f  FTC concern about the structure and  operational aspects o f  the 
health ca ie  system as long as its was dominated by market forces, i c.. before Medicare and other
government-sponsored health and health-related programs.
Jeffrey Zuckerman, Direcior, Bureau o f  Competition, U.S. Federal Trade Commission, to Giii Vuppala, 
Assistant Director, Planning and Implementation, Health Systems Agency o f  New York c ity, Febm ary  9, 
1987, p. 2.

6 See FT( ’ press release, February 2 1 .1 9 8 6  at w w w  fie  gov. See also F I C annual reports for 1989 and 
1987. U.S. Federal Trade Commission, Washington, D (
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o p p o s e d  C O N  re g u la t io n  in  G e o rg ia 7, H a w a i i" ,  M a r y la n d 9, M ic h ig a n 10, N e b ra s k a " ,  N e w  Y o r k 1' ,  

N o r th  C a r o l in a 13, O h io 11, P e n n s y lv a n ia 15, a n d  V i r g in ia . 16

F T C  a tta c k s  ita v e  b e e n  m u lt i fa c e te d ,  w i t h  a rg u m e n ts  r a n g in g  f r o m  th e  p u rp o r te d  fa i lu re  o f  C O N  

re g u la t io n  to  m e e t le g is la t iv e  c o s t c o n t r o l o b je c t iv e s  to  a s s e rtio n s  th a t i t  re s u lts  in  h ig h e r  

o p e ra t in g  c o s ts  a n d  c h a rg e s , th re a te n s  q u a l i t y ,  re d u c e s  in n o v a t io n  an d  s y s te m  e f f ic ie n c y ,  an d

7 In March 1988, FTC staff said “ We believe the continued existence o f CON regulation is contrary to the 
inleiests o f health care consumers iu Georgia.. . .  More importantly, CON regulation tends to foster 
higher prices, lower quality and reduced innovation in health care markets” . Sec FTC press release,
March 7, 1988, at www.flc.pov.

8 In early 1987, FTC staff told Hawaii legislators “ wc strongly encourage repeal o f CON legislation. There 
is no evidence that the CON regulatory process has served its intended purpose o f controlling health care 
costs. Indeed, CON regulation may well increase prices to consumers by restricting supply o f hospital 
scr/iccs below the level that would exist in a non regulated competitive environment." See FTC press 
release, March 17, 1987, at www.ftc.gov.

9 In 1987, FTC staff advised Maryland policymakers to not control ambulatory surgery center development 
under the State’s CON program. See FTC Annual Report, 1987, U. S. Federal Trade Commission, 
Washington, D.C. at www.fte.gov.

10 In March 1988, FTC stuff advised Michigan health officials that the State’s CON regulations were (are) 
“ contrary to the interests o f health care consumers in Michigan”  because they “ tend to decrease 
efficiency and impede competition.”  The staff also asserted “ any potential benefits o f 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.

11 In February 1989, FTC staff informed the Nebraska Legislature “ continuing CON regulation is likely to 
harm consumers by increasing the price and decreasing the quality o f health services." See FTC press 
release, February 24, 1989, at www.ftc.gov

12 In February 1987, IT C  staff advised 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 o f their services." Consequently, officials 
should “ rely on the hospitals 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 staff told the North Carolina policy-makers “ CON regulation does not appear to be 
an efficient way to ensure the quality o f health carc services, to assure that health care is available to the 
indigent, or to control Medicaid expenditures for nursing home beds." Staff also argued "consumers 
would most likely be better served i f  CON regulations were removed.”  See FTC press release, March 
14, 1989. at www.fte.cov.

"  In June 1989, FTC staff told the Ohio Stale Senate " ’ there is near universal agreement’ among health 
carc economists that Certificate o f Need regulation ‘ lias been unsuccessful in containing health carc 
costs."’ See FTC press release June 22, 1989, at wxvw.ftc.gov.

15 In April 1988, FTC staff urged Pennsylvania to eliminate CON regulation, arguing “ the benefits o f CON 
regulation, i f  any, are likely to be outweighed by the adverse effects o f such regulation on competition in 
health cure markets. Consequently, continuing CON regulation is likely to harm consumers by increasing 
the price and decreasing the quality o f health servk s in the state." Sec FTC press release, April 1, 1988, 
at www flc.gov

16 In August 1987,1 TC stalf advised Virginia officials to eliminate its CON regulation o f health care 
facilities because such regulation is “ contrary to the interests o f health care consumers’’ and “ market 
forces generally allocate society’s resources far better than decisions o f government planners." FTC stall 
also asserted "any potential benefits o f CON regulation arc likely to be outweighed by the adverse effects 
o f such regulation on competition in health carc markets. Consequently, CON regulation is likely to harm 
consumers on balance by increasing the price, and decreasing the quality, o f health services in Virginia.”  
See ITC  press release. August 10, 1987. at w w w d k j’ov.___________ _____________________________
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limits access to carc. Whatever the focus o f 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.17

Fourteen states have dropped their CON programs since the mid-1980s. It is not clear how many 
o f these states, if  any, responded to FTC arguments or recommendations. Commission staff was 
active in a number of them, responding to the inquiries o f CON opponents, advising state 
lawmakers to oppose or otherwise limit CON regulation, and preaching the redeeming value o f 
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 o f free 
markets and unfettered competition as the solution to cost, quality and access problems. 
Nevertheless, the 2004 report will certainly encourage opponents o f CON, whatever their 
motivation.18 There 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.

I I I .  N a t u r e  o f  t h e  F T C  C r i t i q u e

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 o f 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.”

17 The FTC opposed the enactment o f "certificate o f public advantage" legislation in a number o f 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 hospital use during the picvious decade, to promote efficiency and the financial viability o f 
some services. On March 10, 1993, FTC stall advised North Dakota officials that such legislation "could 
raise costs and reduce quality". 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 o f Planning and Budget’s Economic Impact Analysis o f 
proposed revisions to Virginia's Certificate o f Public Need State Medical Facilities Plan. The "analysis" 
is a gratuitous attack on certificate o f need regulation, clearly modeled after the IT C  argui 4 and 
assumptions. Copies o f the Virginia report are available ftom the Health Systems Agency 0» Northern 
Virginia, Falls Church, VA.
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An underlying objective o f  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 o f accurate and reliable cost and quality information, and the absence o r a 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 opposition to CON  regulation, and in support o f unrestrained 
market forces, are necessarily largely 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 to have, 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 o f faith. The report makes clear that the FTC opposition is grounded in orthodox economic 
doctrine and the principles o f the “American” market system. The Executive Summary o f  the 
report concludes with the report anthem:

“The fundamental premise o f the Am erican free-m arkct system is tha t consumer 
welfare is maximized by open com petition  and consumer sovereignty -  even 
when com plex 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 o f health carc. Such nu.ttcrs are best left to the impersonal 
wc rkings o f  the marketplace.” Improving IIco ’tit Care: A Dose o f  Competition,
Executive Summary, p, 11.

In other words, the FTC is not in favor o f  a particula • model as long as the de facto  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 o f 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 o f interested 
parties as fact. The report, and the record compiled in producing it, shows the Commission relied 
on belief and uncorroborated allegations rather than demonstrated fact in its rebuke o f CON.

Although packaged and presented as a major new report, the evidence and argument against CON 
regulation is cither a rehash o f FTC arguments front the 1980s,19 or the uncorroborated self- 
serving allegations o f interested parties.20 There is a notable absc ice o f  documented 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

19 See Keith 1). Anderson and David I Kass, Certificate o f Need Regulation i f  Entry into Home Health 
Care, FTC staff report, January 1 9 8 6 ;  Monica Noether, Competition Among Hospitals, FTC staff report. 
May 1987; and Daniel Sherman, The Effect o f State Certifuate-of-Nced Ians on Hospital Costs: An 
Economic Policy Analysis, FTC staff report, January 1988.

30 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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recen l  e m p ir ic a l  e v id e n c e  o f  th e  v a lu e  o f  r e g io n a l  p la n n in g  a n d  C O N  r e g u la t io n  in h e lp in g  
co n tro l  c o s ts  a n d  m a in ta in in g  q u a l i ty  a re  d i s m is s e d  by  c i t in g  th e  a n e c d o ta l  c o m m e n t s  o f  C O N  
o p p o n e n ts .21

T o  the ex ten t  the  F T C  a r g u m e n t  a g a in s t  C O N  is g ro u n d e d  in an a ly s is ,  it is b a s e d  la rg e ly  o n  th ree  
F T C  s t a f f  rep o r ts  p ro d u c e d  in  th e  m i d -1 9 8 0 s .  T h e s e  are  u n u s u a l ly  w e a k  s tu d ie s .  A ll  th ree  a re  
m a c ro  e c o n o m e tr i c  s tu d ie s  th a t  in v o lv e  m u l t iv a r i a te  reg re ss io n  a n a ly s is  o f  a g g r e g a t e d  d a ta  
o b ta in e d  from  s ta n d a rd  so u rc e s ,  e .g . ,  s ta te  l i c e n su re  p ro g ra m s ,  A m e r i c a n  H o s p i ta l  A s s o c ia t io n  
su rv ey s ,  an d  M e d ic a re  da ta .  A ll  a re  b u rd e n e d  b y  th e  in h e re n t  w e a k n e s s e s  o f  s u c h  e x a m in a t io n s  o f  
th e  h ea l th  ca re  sy s tem .  C o n c e rn s  in c lu d e  w h e th e r  th e  fac to rs  b e in g  e x a m i n e d  a rc  a c tu a l ly  b e in g  
m e a s u re d ,  w h e th e r  the  d a ta  u s e d  a re  a c c u ra te ,  re l iab le ,  o r  re le v a n t ,  a n d  w h e th e r  th e  m e th o d s  u sed  
a rc  ac tu a l ly  a p p l ic ab le  to th e  q u e s t io n  ra i sed .  F o r  ex a m p le ,  th o u g h  u n d e r ta k e n  in th e  m id -1 9 8 0 s ,  
th e  hea l th  se rv ic e  and  c o s t  d a ta  e x a m in e d  in  the  th ree  F T C  s t a f f  r e p o r ts  c o m e s  f r o m  1 9 77 -78  
(N o e th e r ,  H o sp ita l  C o m p e t i t io n ) ,  1981 ( A n d e r s o n ,  H o m e  H e a l th  C a re  C o s ts ) ,  an d  19 8 3 -8 4  
(S h e rm a n ,  H osp ita l  C o s ts ) .

U n d e r ly in g  a s s u m p t io n s  th a t  p l a n n in g  a n d  C O N  reg u la t io n  o f  c e r ta in  cap ita l  c o s t s  h a d  (o r  c o u ld  
h ave )  re a d i ly  d is c e rn ib le  e f f e c ts  in  s u c h  a s h o r t  p e r io d  (P L  93-641  w a s  e n a c t e d  in 197 4  an d  
im p le m e n te d  in 1976) are  p ro b le m a t ic ,  a t t e m p ts  to  a c co u n t  a n a ly t ic a l ly  fo r  th e s e  d e f ic ie n c ie s  
n o tw i th s ta n d in g .  T h e  a c c u ra c y  an d  r e l ia b i l i ty  o f  the  da ta  u se d  in  th e se  s tu d ie s  a r e  e q u a l ly  
q u e s t io n a b le .  I f  e v e r  o f  a n y  v a lu e ,  all th re e  h a v e  b e e n  e c l ip se d  b y  c h a n g e s  o v e r  the  las t  tw o  
d e c a d e s  a n d  h a v e  los t a n y  r e l e v a n c e  th e y  m a y  h a v e  had .  R e p e a te d  c i ta t io n  b y  th e  F T C  d o e s  n o t  
im p ro v e  o r  add  to the  c re d ib i l i ty  o f  th e s e  s tu d ie s ,  o r  o f  s im i la r  rep o r ts  th a t  h a v e  b e e n  c i ted  
r ep ea ted ly  bu t  co n f l ic t  w i th  e x p e r ie n c e .

V ir tu a l ly  all o f  the  a rg u m e n ts  a g a in s t  C O N  m a d e  b y  the  F T C  to S la te  p o l i c y m a k e r s  h a v e  b e e n  
c o n jec tu re ,  b a se d  on  th e o ry  a n d  d o c tr in e  r a th e r  than  a c k n o w le d g e d  fac t  o r  d e m o n s t r a t e d  c a u se  
an d  effec t .  T h e re  arc f e w  re l iab le  s tu d ie s  o f  the  effec ts ,  i f  an y ,  o n  the  c o s t s  a n d  c h a r g e s  fo r  
se rv ic e s  sub jec t  to  C O N  reg u la t io n .  T h e  re s u l ts  o f  s tu d ie s  th a t  h a v e  b e e n  p e r f o r m e d  h a v e  b e e n  
m ixed .  In the 19S0s, w h e n  the  F T C  s t a f f  m a d e  r e p re se n ta t io n s  a b o u t  th e  n e g a t iv e  e f fe c ts  o f  C O N  
reg u la t io n  on  access ,  q u a l i ty ,  in n o v a t io n ,  a n d  s y s te m  e f f ic ie n c y ,  th e re  w e r e  f e w ,  i f  a n y ,  s tu d ie s  o r  
d a ta  tha t  su p p o r te d  th e se  a rg u m e n ts .  T h e y  w e r e  a sse r t io n s  d e r iv e d  f ro m  an  a b id in g  faith  in th e  
e f f ec t iv en ess  an d  u n a l lo y e d  g o o d  o f  m a r k e t  forces.

E v en  to day  there  a rc  few  s tu d ie s  th a t  try  to  a s se ss  o b je c t iv e ly  the  e f f e c ts  o f  C O N  reg u la t io n  on  
reg u la ted  serv ices .  W h a te v e r  the  p u rp o r te d  re su l ts ,  all a re  re g re s s io n  a n d  c o r r e la t io n  s tu d ie s  tha t  
d o  no t d e m o n s t ra te  o r  e x p la in  c a u s e  a n d  e ffec t .  R e c e n t  s tu d ie s  tha t  try  to d is c e rn  q u a l i ty  e f fec ts  o f  
C O N  reg u la t io n  g e n e ra l ly  fa v o r  C O N  r e g u la t io n .22 N o tw i th s ta n d in g  th e  r e p e a te d  c la im s  o f  l-'TC 
staff ,  th e re  a te  still no  re l iab le  s tu d ie s  that s h o w  n e g a t iv e  a c c e ss ,  in n o v a t io n ,  o r  s y s t e m  eff ic ie n c y

21 Recent favorable reports o f lower automaker health care costs in states with CON programs, and reports 
o f lower open-heart surgery mortality rates in states with CON programs, arc dismissed in this fashion.

“  See, for example, General Motors Corporation. Statement o f General Motors Corporation on the 
Certificate o f Need (CON) Program in Michigan, February 12,2002; Ford Motor Company. Relative 
Cost Data vs Certificate o f Need (CON) for States in Which Ford has a Major Presence, February, 2002; 
DuimlerC'hryslcr Corporation. Certificate o f Need: Endorsement by DaimlcrChrysler Corporation. 
February 2002. Vaughan-Sarruzin, MS, llnnnan, FL, Gonnlcy, CJ, Rosenthal, GF. “Mortality in Medicare 
Beneficiaries Following Cntunaiy Artery Bypass Graft Surgery in States With and Without Certificate o f Need 
Regulation," JAMA. Vol. 2KS No. 15. October 16.2002, ISSO-ISfift._______________________________
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e ffec ts  o f  C O N  reg u la t io n .  S ta te m e n ts  to  the  c o n tr a ry  n o tw i th s ta n d in g ,  th ese  a r e  d o c tr in a i re  
a s s e r t io n s ,  n o t  d e m o n s t r a t e d  fact.

I V .  A l lu s iv e  A r g u m e n ts

T h e  F T C  a s s e r t io n  that ,  ra th e r  th an  h e lp in g  co n tro l  co s ts ,  “ th e re  is  c o n s id e ra b le  e v id e n c e ” th a t  
C O N  “ can  a c tu a l ly  d r iv e  u p  p r i c e s  b y  fo s te r in g  a n t i c o m p e t i t iv e  b a r r ie r  to  e n t r y ” is n o t  su p p o r te d  
b y  c re d ib le  e v id e n c e .  T h is  u n c o r ro b o ra te d  a s s e r t io n  is typ ica l  o f  th e  a rg u m e n t  p re s e n te d .  N o 
s o u r c e  f o r  th is  c o n c lu s io n  is c ited .  T h e  la n g u a g e ,  l ike  the  a rg u m e n t  itself ,  is  in  th e  su b ju n c t iv e ,  
o p a q u e  a n d  in d i rec t .  C o n s id e r a b le  e v id e n c e  is n o t  o th e r w is e  d e f in e d  o r  id en t if ied .  S o -c a l le d  
“a n t i c o m p e t i t iv e  b a r r ie r s ,” s u c h  as  C O N ,  a rc  n o t  c le a r ly  d is t in g u is h e d  f ro m  b a r r ie r s  s u c h  as 
l ic e n su re  a n d  in s u ra n c e  p a y m e n t  ru les  a n d  r e g u la t io n s  tha t ,  th o u g h  they  l im i t  o r  o th e r w is e  a f fec t  
m a r k e t  e n t ry  as  fo r c e fu l ly  as C O N  re g u la t io n ,  p r e s u m a b ly  d o  n o t  r ise  to  the  lev e l  o f  b e in g  an 
" a n t i c o m p e t i t i v e  b a r r ie r” .

T h e  o p a q u e  a s s e r t io n  th a t  C O N  "c a n  ac tu a l ly  d r iv e  u p  p r i c e s ” p e rm i t s  the  w ri te rs  to  p ro jec t  th e i r  
v ie w s  w i th o u t  h a v in g  to  m e e t  th e  b u rd e n  o f  p r o v in g  them . O r th o d o x  e c o n o m ic  th e o ry  h o ld s  tha t  
m a rk e t  en t ry  b a r r ie r s  “ c a n ,”  a n d  o f ten  d o  re su l t  in  h ig h e r  p r i c e s  in m a n y  m a r k e ts ,  b u t  th e re  is no  
c re d ib le  e v id e n c e  th a t  C O N  has ,  o r  n e c e s s a r i ly  do es ,  lead  to  h ig h e r  co s ts  in  h e a l th  ca re .  R e c o u r s e  
to th eo ry  is n e c e s s a ry  i f  the  a rg u m e n t  is to  a p p e a r  p la u s ib le .  In  o th e r  w o rd s ,  i f  th e re  is n o t  
e v id e n c e  to  d o c u m e n t  th e  p ra c t ic e  o r  e f fec t ,  s im p ly  a s s e r t  re p e a te d ly  the  b e l i e f  o r  theory’.

V .  R e la te d  O p in io n s  a n d  F in d in g s

T h e  a t ta ck  011 C O N ,  th o u g h  s h a rp ,  is a  sm a l l  p a r t  o f  Improving Health Care. P e r h a p s  m o re  
p ro b le m a t ic  a re  th e  r e la te d  a s s u m p t io n s ,  b e l ie fs  an d  r e c o m m e n d a t io n s  th a t ,  i f  im p le m e n te d ,  
w o u ld  u n d e r m in e  c o m m u n i ty  a n d  reg io n a l  p la n n in g ,  a n d  s u b je c t  th o s e  in n e e d  o f  h ea l th  s e rv ic e s  
to  th e  v a g a r ie s  o f  u n fe t te r e d  m a r k e t  fo rces .  T h e s e  v ie w s  a n d  a s s u m p t io n s  in c lu d e ;

• Opposition to Internal Subsidies (Cross-subsidies). T h e  r e p o r t  r e c o m m e n d s  th a t  
g o v e r n m e n t s  ( f e d e ra l  a n d  s t a t e )  r e - e x a m i n e  th e i r  s u p p o r t  o f  p o l i c ie s  a n d  p r a c t i c e s  t h a t  
u n d e r l ie  c ro ss -su b s id ie s  in  h e a l th  c a r c  m a r k e t s .  T h e  r a t i o n a l e  o f f e r e d  f o r  th i s  
r e c o m m e n d a t i o n  is t h a t  in t e r n a l  ( s c r v i c e - to - s c r v i c e )  subsidies a r e  i n e f f i c i e n t  a n d  h a v e  
t h e  “ p o t e n t i a l  to  d i s t o r t  c o m p e t i t i o n . ”

T h e  r e p o r t  is  in d i f f e r e n t  to  th e  i m p l i c a t i o n s  o f  th e  lo ss  o f  s e r v ic e  to  t h o s e  w h o  n o w  
b e n e f i t  f r o m  th e s e  subsid ies ,  n o t i n g  t h a t  “ c o m p e t i t i o n  c a n n o t  p r o v i d e  r e s o u rc e s  to  
t h o s e  w h o  la c k  th e m ;  it  d o e s  n o t  w o r k  w ell w h e n  c e r t a in  f a c i l i t i e s  a re  e x p e c t e d  to  u se  
h ig h e r  p r o f i t s  in  c e r t a i n  a r e a s  to  c rc s s - su b s id iz e  u n c o m p e n s a t e d  c a r c .”  I f  t h e r e  is a 
g e n u in e  c o m m i t m e n t  to  a s s is t  t h o s e  b e n e f i t i n g  f r o m  c ro s s - s u b s id i z a t io n ,  ' h e  n e c e s s i ty  
o f  s u c h  a s s i s t a n c e  s h o u ld  b e  w e ig h e d  a n d ,  i f  fo u n d  m e r i t o r io u s ,  b e  p r o v i d e d  d i r e c t l y  to  
r e c i p i e n t s  ( p r e s u m a b ly  t h r o u g h  d i r e c t  p a y m e n t  o r  v o u c h e r s )  b e c a u se  t h a t  a p p r o a c h  
w o u ld  b e  " m o r e  e f f i c i e n t ”  a n d  " t r a n s p a r e n t ” . T h e r e  is n o  d is c u ss io n  o f  t h e  p r a c t i c a l i t y  
o f  th i s  a p p r o a c h  o r  o f  t h e  l ik e ly  a f f e c t s  o n  c u r r e n t  b e n e f i c ia r i e s  o f  su bs id ies .  T h e  n e t  
so c ia l  a n d  h e a l th  s y s t e m  g a in  ( b e n e f i t )  o f  e l i m i n a t i n g  c ro s s - s u b s id iz a t io n  is  a s s u m e d  to  
be  p o s i t i v e .

• Health Insurance Distorts M arkets and Competition. T h e  r e p o r t  d o e s  n o t  r e c o m m e n d  
sp e c i f i c  c h a n g e s  in  th e  M e d ic a re  p r o g r a m  o r  in  o t h e r  h e a l t h  in s u re r  c o v e r a g e  o r  
p a y m e n t  p r a c t i c e s ,  bu t a s s e r t s  r e p e a t e d l y  t h a t  i n s u ra n c e  c o v e r a g e  a n d  p a y m e n t
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p r a c t i c e s ,  p a r t i c u l a r ly  t h o s e  o f  t h e  M e d ic a r e  p r o g r a m  ( “ g o v e r n m e n t  a d m i n i s t e r e d  
p r i c in g ” ) ,  i n t e r f e r e  w i th  m a r k e t  f o r c e s  a n d  c o m p e t i t i o n .  3

T h e  r e p o r t  c i t e s  a p p r o v i n g l y  t h e  c o m m e n t a r y  o f  N e w t  G in g r ic h  t h a t  “ t h e  th i rd  p a r t y  
p a y m e n t  m o d e l  is i n h e r e n t l y  c o n f l i c t  r i d d e n ” "'’ a n d  t h a t  t h e s e  i n s u r a n c e  s c h e m e s  
“ d i s t o r t  i n c e n t i v e s  a n d  h a v e  u n i n t e n d e d  c o n s e q u e n c e s ” . A c c o r d in g  t o  t h e  r e p o r t ,  th e s e  
d i s to r t io n s  e x p l a i n  t h e  r i s e  o f  a m b u l a t o r y  su rg e ry  c e n t e r s  a n d  s i n g le - s p e c i a l t y  h o s p i ta l s ,  
p a r t i c u l a r ly  c a r d i o v a s c u l a r  s e r v i c e s  s p e c i a l t y  h o s p i t a l s .  T h e  i m p o r t  o f  t h e  a r g u m e n t  is 
t h a t  b o t h  M e d i c a r e  a n d  o t h e r  t h i r d  p a r t y  p a y e r s  a r c  p r o b l e m a t i c  b e c a u s e  t h e y  sh ie ld  
ind iv idua ls  f r o m  th e  e c o n o m i c  e f f e c t s  a n d  im p l i c a t i o n s  o f  t h e i r  h e a l t h  c a r e  c h o ic e s  and  
use. F r o m  th e  F T C  p e r s p e c t i v e ,  i f  th i r d  p a r t y  p a y m e n t  is  to  b e  p e r m i t t e d ,  h igh  
d ed u c t ib le  a n d  h ig h  c o - p a y m e n t  c o v e r a g e  s t r u c tu r e s  a r c  de s i rab le .

• Go vein men I Purchasing o f Services. T h e  r e p o r t  is h ig h ly  s k e p t i c a l  o f  g o v e r n m e n t  
p u r c h a s in g  o f  h e a l t h  c a r e  s e r v i c e s  o n  b e h a l f  o f  c i t i z e n s ,  b e c a u s e  i t  s h i e ld s  th e  r e c ip ie n t  
o f  su ch  c a r e  f r o m  th e  d i s c ip l in i n g  e f f e c t s  o f  m a r k e t  fo r c e s .  H e n c e ,  a l t h o u g h  n e u t r a l i t y  
is c l a im e d  o n  p o s s ib le  F in a n c in g  s c h e m e s ,  th e  a u th o r s  w a r n  a g a in s t  s i n g l e - p a y e r  
f in a n c in g  a r r a n g e m e n t s  o n  th e  g ro u n d s  th a t  “ g o v e r n m e n t  p u r c h a s i n g  t h a t  r e f le c t s  
m o n o p s o n y  p o w e r  w o u ld  l ik e ly  r e d u c e  o u tp u t  a n d  i n n o v a t i o n . ” 25 T h e  r e p o r t  m a k e s  
c le a r  t h a t  th i s  a n d  r e l a t e d  c o n c e r n s  a p p l y  to  b o t h  th e  e x i s t i n g  M e d i c a r e  a n d  M ed ica id  
p r o g r a m s  a n d  10  a n y  e x p a n s i o n  o f  t h e m  su c h  as a n y  e f f o r t  ( e .g . ,  g o v e r n m e n t  
p u r c h a s in g  o r  r e g u l a t i o n )  to  c o n t r o l  th e  c o s t s  o f ,  o r  i m p r o v e  a c c e s s  to ,  p r e s c r i p t i o n  
drugs.

• Physician Self-Referra l. A l t h o u g h  th e  FTC' a n d  D O J  a r e  c h a r g e d  w i th  p r e v e n t i n g  
m o n o p o l y  a n d  r o o t i n g  o u t  r e s t r a i n t  o f  t r a d e  p r a c t i c e s ,  a n d  o p p o s e  c o l l e c t i v e  b a rg a in in g  
a m o n g  i n d e p e n d e n t  p h y s i c i a n s  o n  t h e s e  g ro u n d s ,  t h e y  s h o w  l i t t l e  c o n c e r n  a b o u t  s e l f ­
r e f e r ra l  a m o n g  p h y s i c i a n s .  T h e y  n o t e  a p p r o v i n g l y  t h a t  s i n g l e - s p e c i a l t y  h o s p i t a l s  
(SSH s) e s t a b l i s h e d  r e c e n t l y  in  s t a l e s  w i th o u t  C O N  p r o g r a m s  “d i f f e r  f r o m  th e i r  
p re d e c e s s o r s  in t h a t  m a n y  o f  t h e  p h y s i c ia n s  w h o  r e f e r  p a t i e n t s  h a v e  a n  o w n e r s h i p  
in t e r e s t  in  th e  f a c i l i t y . ”  R a t h e r  t h a n  q u e s t io n  th i s  a r r a n g e m e n t ,  o r  e x a m i n e  c a re fu l ly  
th e  s ig n i f i c a n c e  o f  p h y s i c i a n - d r i v e n  d e c is io n s  in  h e a l th  c a re  a n d  t h e  u n d e r l y in g  
in c e n t iv e s  a n d  p r a c t i c e s ,  t h e  a u t h o r s  “ e n c o u r a g e  f u r th e r  r e s e a rc h  i n t o  t h e  c o m p e t i t i v e  
s ig n i f i c a n c e  o f  SSI Is." I h e  FT 'C  is e sp e c i a l l y  i n t e r e s t e d  in d e t e r m i n i n g  “ w h e t h e r  p a y o r s  
c a n  d is c ip l in e  g e n e ra l  a c u t e  c a r e  h o s p i t a l s  by  s h i f t i n g  a  la rg e r  p e r c e n t a g e  o f  p a t i e n t s  to  
SSHs.”  2('

• Excess Capacity. S ta te d  s im p ly ,  th e  " R o c in e r  e f f e c t"  is n o t  r e c o g n iz e d  b y  th e  F T C . As 
in d ica ted  in its r e c o m m e n d a t io n  to  the  N e w  Y ork  C ity  H e a l th  S y s t e m s  A g e n c y ,  a m a rk e t  
d r iv en  s y s te m  d o c s  n o t  h a v e ,  o r  w il l  n o t  lo ng  have ,  e x c e s s  c ap a c i ty .  A c c o r d in g  to m ark e t

21 “ Any administered pricing system inevitably has difficulty in replicating the price that would prevail in a
competitive market. Not surprisingly, one unintended consequence o f the CMS administered pricing 
systems has been to make some hospital services cxtraordiiiaiiiy lucrative and others unprofitable. As a
tesnlt, some services arc more available (ami others less available) than they would be in a competitive 
market." I m p r o v i n g  H e a l t h  C a r e :  A l ) o \ e  o f C o m p e t it io n , Executive Summary, p .  9.

* large majority o f consumers purchase health care through multiple agents. This multiplicity o f agents 
is a major source o f 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." 
Im p r o v in g  H e a l t h  C a r e :  A  D o s e  o f  C o m p e t it io n , Executive Summary, p. 11.
Im p r o v in g  H e a l t h  C a r e :  A  D o s e  o f  C o m p e t it io n , Executive Summon', p. 20.

26 I m p r o v i n g  H e a l t h  C a r e :  A  D o s e  o f  C o m p e t it io n . Chapter i. p. 18.________________________________
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th eo ry ,  s o m e  level o f  su rp lu s  c a p a c i ty — the  level to  b e  d e te rm in e d  b y  m a r k e t  fo rce s— is 
n e c e s s a ry  fo r  a c o m p e t i t iv e  sy s te m .  F T C  s t a f f  a s s u m e s  th a t  th e  m a r k e t  w ill  p u n is h ,  an d  
u l t im a te ly  roo t o u t ,  su rp lu s  c ap ac i ty ,  in a p p ro p r ia te ly  l o w  o c c u p a n c y  leve ls ,  a n d  
in e f f ic ien cy  (e .g . ,  low  th ro u g h p u t) .  In o th e r  w o i Js, th e r e  c a n n o t  b e  to o  m a n y  h o sp i ta l s ,  
h o sp i ta l  b eds ,  o r  too  m u c h  s e rv ic e  c a p a c i ty  o f  a n y  k in d  in a  free  m a r k e t .22

V I .  S u p p o r ta b le  R e p o r t  F in d in g s  a n d  R e c o m m e n d a t io n s

• Inform  it  ion Asymmetry. T h e  rep o r t  re c o g n iz e s  tha t  a  m a jo r  im p e r fe c t io n  in th e  c u r r e n t  
sy s te m  is th e  lack  o f  a c cu ra te  a n d  re l ia b le  c o s t  a n d  q u a l i ty  in fo rm a t io n  c o n s u m e r s  c a n  u se  
in  s e e k in g  h e a l th  se rv ices .  T h e  r e c o m m e n d a t io n  fo r  a  c o n c e r te d ,  s y s te m - w id e  e f fo r t  to 
m a k e  m o r e  o f  su ch  in fo rm a t io n  a v a i lab le  is  c o m m e n d a b le .  U n fo r tu n a te ly ,  the  re p o r t  d o e s  
n o t  r e c o g n iz e  o r  a c k n o w le d g e  tha t  k n o w le d g e  an d  in fo rm a t io n  a s y m m e t r y  is  in h e re n t  
(u n a v o id a b le ) ,  n o r  d o es  it su g g e s t  w a y s  to  d ea l  w i th  th is  qu es t io n .

• Enhance Incentives to Lower Costs and Improve Quality. T h e  r e c o m m e n d a t io n s  o ffe re d  
in th e  rep o r t  a re  g e n e r ic  in  n a tu re  a n d  u n o b je c t io n a b le .  T h e  n ee d  to  im p ro v e  in c e n t iv e s  to 
r e d u c e  o r  co n tro l  co s ts ,  a n d  to  im p ro v e  q u a l i ty  is  r e c o g n iz e d  a n d  a c c e p te d  b y  n e a r ly  
e v e ry o n e .  U n fo r tu n a te ly ,  li t t le  g u id a n c e  is o f f e re d  a b o u t  th e  sp ec i f ic  q u e s t io n s  10 b e  
a d d re s se d ,  th e  m e a n s  to a d d re s s  th e m ,  o r  the  p ro b le m s  l ik e ly  to b e  e n c o u n te re d  in  d e a l in g  
w i th  them .

• Implement Institute o f Medicine Licensure Reforms. T h e  su g g e s t io n  th a t  th e  m e m b e r s h ip ,  
a n d  c o n s u m e r  re p re se n ta t io n  on  s ta te  h e a l th  fac i l i ty  a n d  se rv ice  l i c e n s in g  b o a rd s  b e  
b ro a d e n e d  is lau dab le .  B o th  the s c o p e  a n d  su b s ta n c e  o f  l i c e n s in g  d e c is io n s ,  a n d  th e  
p ro c e s s e s  u se d  in  m a k in g  th e m ,  n e e d  re fo rm .

V I I .  P r o b le m a t ic  R e p o r t  F in d in g s  a n d  R e c o m m e n d a t io n s

• Elim inate CON Regulation. The r e c o m m e n d a t io n  th a t  C O N  p ro g r a m s  b e  e l im in a te d  is 
b a sed  la rg e ly  on  d o c tr ine .  T h e  a rg u m e n t  is  a  r e p a c k a g e d  v e r s io n  o f  d e c a d e s - o ld  F T C  
a rg u m e n ts  a n d  p o s i t io n s .  N o  n e w  s tu d ie s  o r  an a ly s e s  a re  o f fe red .  E m p i r ic a l  e v id e n c e  and  
rece n t  s tu d ie s  a n d  e x p e r ie n c e  s h o w in g  th e  b e n e f i ts  o f  C O N  re g u la t io n  a r c  la rge ly  
d is m is se d ,  n o t  d is p ro v e d .

• Re-examine Subsidies in Health Care Services. T h e  v a lu e  o f  all h e a l th  c a re  p o l i c e s  a n d  
p ra c t ic e s  sh o u ld  b e  e x a m in e d  p e r io d ic a l ly  as  a  m a t te r  o f  c o u rse .  In fac t ,  m o s t  a re .  T h e  
u n d e r ly in g  F T C  a rg u m e n t  a g a in s t  c ro s s - s u b s id iz a t io n  is b a se d  on  o r th o d o x  e c o n o m ic  
d o c tr in e ,  n o t  on  an  a s s e s sm e n t  o f  th e i r  in t r in s ic  m er i t  o r  th e  r a t io n a le  fo r  them . M o s t  
su b s id ie s  a r e  in p la c e  fo r  n o ta b ly  la u d a b le  p u rp o se s .  S o m e ,  p e rh a p s  all ,  m a y  n e e d  to  bo 
re c o n s id e re d ,  but n o t  for th eo re t ica l  o r  d o c tr in a l  r e a so n s .  T h e  e v o lv e d  c o n n e c t io n  b e tw e e n  
c ro s s - su b s id iz a t io n ,  p ro v is io n  o f  ch a r i ly  c a rc ,  a n d  C O N  re v ie w  c o n t in g e n c ie s  and  
c o n d i t io n s  is o f  c o n s id e ra b le  so c ia l  v a lu e .  C u r re n t  p ra c t ic e s  sh o u ld  n o t  be  c h a n g e d  u n le s s  
m e a n in g fu l  a l te rn a t iv e s  a r e  in  p lace .

v  Jeffrey Zuckerman, Director, Buicau o f Competition, U. S. Federal Trade Commission, to G iri Vuppola, 
Assistant Director, Planning and Implementation, Health Systems Agency o f New York City, February 9, 
1987. ____________________________________________________
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• Prohibition o f Physician Collective Bargaining. Though a re latively small issue, the 
argument against collective bargaining among independent physicians is doctrinal in 
nature. The presumed negative effects o f  collective bargaining 011 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 o f Pharm acy Benefits Manager Transparency. T h e  p ro b le m s  w ith  
p re s c r ip t io n  d r u g  p r ices ,  a n d  w i th  o b ta in in g  re l iab le  in f o rm a t io n  a b o u t  th e i r  e f f icacy  and  
cost ,  a r e  m an i fe s t .  T h e  F T C  r e c o m m e n d a t io n  tha t  there  b e  n o  g o v e r n m e n t  reg u la t io n  o f  
p h a r m a c y  m a n a g e r s  a p p e a rs  to  b e  a n  a t t e m p t  at p r e e m p t io n .  T h e  a rg u m e n t  and  
r e c o m m e n d a t io n  are  i l lu s t ra t iv e  o f  th e  do c tr in a l  n a tu r e  o f  the  F T C  p o s i t io n s .  T h e  rep o r t  
a c k n o w le d g e s  tha t  a c c u ra te  an d  re l ia b le  in fo rm a t io n  is n e c e s s a ry ,  b u t  re jec ts  g o v e rn m e n t  
ac t ion  to  e n su re  tha t su ch  in f o rm a t io n  is a v a i l a b le  to  p a y e r s  a n d  c o n su m e rs .  It fa lls b a c k  on 
th e  d o c tr in a l  a rg u m e n t  tha t a  free m a r k e t  sh o u ld  be  re l ie d  011 to  p ro d u c e  the  in fo rm a t io n  
that is n e e d e d  to d is c ip l in e  th e  sy s tem .

• Service mandates. A s  w ith  c ro s s - s u b s id iz a t io n ,  th e  F T C  a rg u m e n t  a g a in s t  s e iv ic e  
m a n d a te s  is b a s e d  la rg e ly  o n  o r th o d o x  e c o n o m ic  th eo ry ,  a n d  h e n c e  d o c tr in a l  in na ture .  
T h e re  is no  m e a n in g fu l  a n a ly s is  o f  th e  ra t io n a le  for, th e  v a lu e  of ,  o r  the  cos ts  o f  m a n d a te s  
c o m p a r e d  w ith  a l te rn a t iv e s .  T h e  m e r i t s  a n d  c os ts  o f  s e r v ic e  c o v e ra g e  m a n d a te s  sh o u ld  be  
r e v ie w e d  p e r io d ic a l ly ,  b u t  e l im in a t in g  th e m  in th e  n a m e  o f  e c o n o m ic  o r th o d o x y  is n o t  
w a r ra n te d .

V I I I .  A rg u m e n ts  A g a in s t F T C  A s s e rtio n s  a n d  A s s u m p tio n s

• The health care market is inherently imperfect. T h e  F T C  re c o g n iz e s  tha t  th e  usua l 
b e n e f i ts  o f  c o m p e t i t io n  a re  n o t  a c h ie v a b le  in  th e  h ea l th  c a re  s y s te m  u n d e r  cu rren t  
co n d i t io n s .  T h e  repo r t  a c k n o w le d g e s  a n u m b e r  o f  g la r in g  m a rk e t  im p e r fe c t io n s  tha t  n e e d  to 
be  c u re d  i f  m a r k e t  fo rc e s  a n d  c o m p e t i t io n  arc  to h a v e  th e i r  p r e s u m e d  b e n e f ic ia l  e ffec ts .  T h e  
p r o b l e m s  c i ted  in c lu d e  th e  m e d ia t i n g  in f lu e n c e  o f  s e r v ic e  s e lec t io n  a n d  p u rc h a s in g  
in te rm e d ia r ie s  s u c h  as  in s u ra n c e ,  M e d ic a re ,  p h y s ic ia n s  an d  o th e r  h ea l th  c a rc  p ro fe ss io n a ls ,  
the lack  o f  p r ice  and  q u a l i ty  in fo rm a t io n ,  le g is la t iv e ly  im p o s e d  se rv ic e  m an d a te s ,  c ro s s -  
su b s id iz a t io n  w i th in  the  s y s te m ,  a n d  s e rv ic e  to  all  in u rg e n t  an d  e m e r g e n t  c i r c u m s ta n c e s  
r e g a rd le s s  o f  a b i l i ty  to  pay .

f l ic  re p o rt  a rg u e s  th a t  th e s e  im p e r f e c t io n s  sh o u ld  be  c u re d  as q u ic k ly  a s  p o ss ib le .  W h a te v e r  
the  m e r i t  o f  th is  v ie w  a n d  a rg u m e n t ,  c u re s  are  n o t  l ike ly  so on .  E ven  i f  a c te d  u p o n  
a g g re s s iv e ly ,  th e  c h a n g e s  r e q u i re d  w o u ld  tak e  y ea rs  to  a c c o m p l i s h  in m o s t  cases .  
C o m m u n i ty - b a s e d  p l a n n in g  a n d  C O N  re g u la t io n  a rc  l in k e d  to ,  a n d  h e lp  c o m p e n s a te  for. a 
n u m b e r  o f  th e se  im p e r fe c t io n s .  It is im p o r ta n t  to  m a in ta in  and  s t r e n g th e n  p la n n in g  and  
ta rg e ted  C O N  re g u la t io n  un t i l  the  re la ted  m ark e t  im p e r fe c t io n s  are  c o r rec te d .

• Health care is not, and should not he treated as. a commodity. A lth o u g h  the  F T C  d o e s  
no t  s ta te  d i re c t ly  that h e a l th  c a rc  sh o u ld  b e  t rea ted  as  a n  e c o n o m ic  c o m m o d i t y ,  its 
a rg u m e n ts  a n d  a s s u m p t io n s  m a k e  p rac t ic a l  s e n s e  o n ly  i f  tha t w e re  th e  case .  E v en  in theory ,  
m u c h  less  in p rac t ice ,  m a rk e t  fo rces  c a n  h a v e  th e  s y s te m - s h a p in g  e f f e c ts  the  F T C  ca l ls  for, 
a n d  a rg u e s  w ill  result f r o m  u n fe t te r e d  c o m p e t i t io n ,  o n ly  i f  he a l th  c a re  is t rea ted  as a n y  
o th e r  e c o n o m ic  g o od .  T h e  rep o r t  l a m e n ts  tha t  m a n y ,  i f  n o t  m o s t ,  p e o p le  see  hea l th  ca re  as 
" a  s p e c ia l  g o o d "  that is n o t ,  an d  s h o u ld  n o t  he, su b je c t  to  o r th o d o x  m a rk e t  forces,  T he
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p o s i t i v e  a s p e c t s  o f  p la n n in g ,  C O N  re g u la t io n ,  fa c i l i ty  l ic en su re ,  a n d  a  n u m b e r  o f  o th e r  
m e d ia t in g  so c ia l  c o n s t ra in ts  a r e  in  p la c e ,  in  p a r t ,  b e c a u s e  m a r k e t  fo rce s  d o  n o t ,  a n d  
p r o b a b ly  c a n n o t ,  b e  u s e d  to  d i s c ip l in e  th is  m a rk e t ,

• The studies c ritica l o f CON cited by the FTC are not re liab le . T h e  a rg u m e n t  th a t  
p l a n n in g  a n d  C O N  re g u la t io n  re s u l t  in h ig h e r  c o s ts  a n d  p r ic e s ,  in f e r io r  q u a l i ty ,  r e d u c e d  
ac c e ss ,  less  in n o v a t io n ,  a n d  lo w e r  o p e ra t in g  e f f ic ie n c y ,  th o u g h  a s s e r te d  r e p e a te d ly ,  is n o t  
su p p o r te d  b y  d e m o n s t r a t e d  fact . T h is  re f ra in  is b a sed  la rg e ly  o n  a n  u n w a v e r in g  a d h e re n c e  
to  o r th o d o x  e c o n o m ic  d o c tr in e .

M o s t  o f  th e  so u rc e s  c i te d  th a t  p u q ro r te d ly  s h o w  n e g a t iv e  e c o n o m i c  a n d  q u a l i ty  e f fe c ts  o f  
C O N  r e g u la t io n ,  a re  F T C  s t a f f  r e p o r ts  a n d  F T C  s t a f f  s t a te m e n ts ,  w h ic h ,  in  tu rn ,  a re  o f ten  
b a se d  o n  th e s e  s tu d ie s .  T h u s ,  m a n y  o f  th e  c i t a t io n s  a re  se l f - re fe re n t ia l .  T h e  b a s e  s tu d ie s  
th e m s e lv e s  a re  su sp ec t .  T h e  da ta  u sed ,  th e  t im e f r a m e s  c o v e re d ,  a n d  an a ly t ic a l  p ro c e s s e s  
re l ied  u p o n  a r e  p ro b le m a t ic .  T h e  c o n c lu s io n s  d r a w n  a re  d e b a ta b le .  B a se d  on  m u l t iv a r i a te  
re g re s s io n  a n a ly s is  a n d  s ta t is t ica l  co r re la t io n ,  n o n e  o f  th ese  “ s tu d ie s ”  d e m o n s t r a t e s  c a u s e  
a n d  e f fe c t  a n d ,  b e y o n d  th eo re t ic a l  c o n je c tu re ,  n o n e  e x p la in s  th e  m e t h o d  o r  m e c h a n i s m  b y  
w h ic h  th e  c h a n g e s  o b s e r v e d  w e re  ac h ie v e d .

A n a ly s e s  th a t  try  to  e x a m in e  th e  e c o n o m ic  a n d  q u a l i ty  e f fe c ts  o f  C O N  re g u la t io n  y ie ld  
m ix e d  f in d in g s ,  n o t  th e  u n i f o rm ly  n e g a t iv e  r e s u l t s  a s s e r te d  in  the  F T C  repo r t .  C o n t r a iy  to  
the  im p re s s io n  c o n v e y e d  in  the  F T C  rep o r t ,  th e re  arc  n o  re l ia b le  s tu d ie s  s h o w in g  the  e f fec ts  
o f  C O N  r e g u la t io n  on  a c c e s s  to  c a re ,  s y s te m  e f f ic ie n c y ,  in n o v a t io n ,  o r  o th e r  sp ec if ic  
s y s te m  ch a rac te r i s t ic s .

• Em p irical evidence and experience are ignored or treated dism issivelv. T h e  r e c e n t ly  
re p o r te d  e x p e r i e n c e  o f  U .S .  a u to m a k e r s  s h o w in g  lo w e r  co s ts  in  S ta te s  w i th  C O N  p ro g r a m s ,  
a n d  p u b l i s h e d  a n a ly s e s  s h o w in g  s ig n i f i c a n t ly  lo w e r  m o r ta l i t y  ra tes  a m o n g  o p e n -h e a r t  
su rg e ry  p a t i e n ts  in S ta te s  w i th  C O N  p r o g r a m s ,  a re  d i s m i s s e d .  T h is  in fo rm a t io n ,  w h e n  
a c k n o w le d g e d ,  is u s u a l ly  c i te d  in  th e  t e s t i m o n y  o f  a  c o m m c n t a ; o r o r  h e a r in g  p a n e l  m e m b e r  
an d  d i s m i s s e d  b y  p a i r in g  it  w i th  o p p o s in g  a n e c d o ta l  t e s t im o n y  o f  C O N  critics.

• Health care as a privilege. T h e  F T C  p r id e s  i t s e l f  o n  w o r k in g  in th e  in te res t  o f  the  
c o n s u m e r ,  th e  a v e ra g e  c i t izen .  It a rg u e s  th a t  “ c o n s u m e r  d r iv e n "  h ea l th  c a t e r y s tem  is 
d e s i r a b le  a n d  p o s s ib le  i f  m a rk e t  fo rces  a re  p e r m i t t e d  f ree  re ig n .  T h e  p a e a n  to  c o n s u m e r  
co n tro l ,  th o u g h  s u p e r f ic ia l ly  a t t ra c t iv e ,  b o rd e r s  o n  th e  d i s in g e n u o u s  w h en  e x a m in e d  in the  
l ig h t  o f  e c o n o m i c  a n d  he a l th  s y s te m  rea l i t ies .  T h e  r e p o r t  p re s c r ib e s  th eo re t ic a l  c u res  to  real 
p ro b le m s .  T h e  d is c u s s io n  is  at the  m a c r o e c o n o m i c  leve l .  T h e  a s s u m p t io n  a p p e a rs  to b e  that ,  
i f  y o u  a d d re s s ,  a t  leas t th e o re t ic a l ly ,  o v e r a r c h in g  s y s t e m  q u e s t io n s  a n d  im p e r fe c t io n s ,  
m a x i m u m  b e n e f i t  w ill  f lo w  ( t r ick le  d o w n )  to  th e  in d iv id u a l .

U n fo r tu n a te ly ,  th e  in d iv id u a l  is t rea ted  as  a th e o re t ic a l  e c o n o m ic  e n t i ty  o r  co n s t ru c t .
M a r k e t  r e a l i t ie s  arc  s u c h  that ,  u n d e r  F T C  p re s c r ip t io n s  a c c e ss ,  to  q u a l i ty  h ea l th  ca rc  w o u ld  
b e c o m e  a  p r iv i le g e ,  n o t  a r igh t  o r  r e a s o n a b le  so c ia l  e x p e c t a t io n ,  d e p e n d e n t  u p o n  th e  
e c o n o m i c  s ta n d in g ,  the k n o w le d g e  b a se ,  a n d  the  soc ia l  s ta tu s  o f  the  in d iv id u a l .  T h e  re p o r t  
a p p e a r s  to  a n t i c ip a t e  a n d  e n d o r s e  th is  o u tc o m e .  It s p e a k s  a p p ro v in g ly  o f  c o n s u m e r s  n e e d in g  
in c e n t iv e s  to  “ b a la n c e  c o s t s  a n d  b e n e f i t s  a n d  s e a r c h  f o r  lo w e r  c o s t  h e a l t h  c a r c  w i th  th e
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level o f  quality that they prefer.” 28 Presumably, the poo r m igh t “ pre fe r”  a “ level o f  
quality”  consonant w ith  what they could afford . As w ith  any o the r com m odity , an 
unfet.ered health care system w ill o ffe r many d iffe ren t qua lity  levels or categories, in 
both c lin ica l and econom ic terms.

IX . A rgum ents in Favor o f P lann ing and CON Regulation

• CON is a useful market balancing tool. In a necessarily imperfect, and an increasingly 
inequitable, health care system, community-based planning and CON regulation are 
flexib le tools that, when used in te lligently and objective ly, 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 o f most 
goods and services. Market fluctuations and vagaries are acceptable fo r most commodities, 
but are problematic fo r 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 w ith 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 a ll three major U.S. automakers 
show substantially lower health care costs in states w ith CON programs.29 S im ilarly , the 
most recent and largest study o f CON regulation on treatment outcomes found that open 
heart surgery morta lity rates are more than 20% lower in states w ith  CON regulation than 
in states w ithout regional planning and regulation.'0

• CON regulation is one o f the few practical planning tools availab le to policymakers. 
Whatever its lim itations, CON regulation, w ith related community-based planning, is one 
o f the few  tools that policymakers, health system o ffic ia ls , and ordinary citizens have 
available for use in try ing to compensate fo r 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 ove rs igh t is d is tinct in that it often is the only lig h t available to illum inate important 
quality, cost, and access concerns that arc important to consumers.

• CON regulation is the only practical, tool available to implement basic p lanning policies 
and practices. The relationship between average annual service volume and treatment

Improving Health Care: A Dose o f Competition, Executive Summary, p. 5.
General Motors Corporation. Statement o f General Motors Corporation on the Certificate of Need 
(CON) Program in Michigan, February 12,2002; Ford Motor Company. Relative Cost Data vs 
Certificate of Need (CON) fo r Slates in Which Ford has a Major Presence, February, 2002; 
DaimlerChryslcr Corporation. Certificate o f Need Endorsement by DaimlerChrysler Corporation, 
February 2002.
Vaugliun-Sarrazin, MS, it,111111111, I I., Gonnlcy, C’J, Rosenthal, GF„ "Mortality in Medicare Beneficiaries Following 
Coronary Artery Bypass Graft Surgery in States With and Without Certificate of Need Regulation,’' JAMA, Vol. 2XX 
No. 15, October 1 6 . 2 0 0 2 , 1 8 5 9 - 1 8 6 6
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outcome is we ll known. It has been documented repeatedly fo r many o f the services 
regulated under CON programs, CON regulation is the most reliable and practicable tool 
fo r implementing service, institutional and regional p lanning 'to lic ies and practices that 
facilita te and ensure appropriately high program volumes.

X . Conclusions

Improving Health C a rc : A Dose o f Competition appears to be largely a po litica l treatise. It is not 
an analytical study. The underly ing purpose appears to be an attempt to frame (shape) the debate 
over the nature and evolutionary direction o f the U.S. health carc system. I t  touts a “ consumer 
driven" system as the ultimate goal. The report argues that th is is possible i f  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 determ ining health care capacity, 
cost, quality, and access. The negative effects o f  unfettered competition are not examined.

In terms o f  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 ind icative o f the efficacy o f CON regulation and associated planning is dismissed. By 
almost any measure, the presentation is largely doctrinaire, based on an unwavering be lie f in the 
applicab ility  o f orthodox economic doctrine in health care rather than an objective analysis o f 
market realities and experience.

The stated FTC goals o f market effic iency, consumer contro l and informed stakeholders have 
been integral to community-based health planning fo r more than 40 years. The community has 
always been, and remains, an integral part o f the planning, development and regulatory processes. 
The principal difference between F rC  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 o f community-oriented health care services and systems, and encourages ongoing 
reassessment o f health planning and CON regulation to ensure they remain responsive to 
technological change, evo lv ing health carc practices, and community values and needs.
The Association w ill continue to support these principles and practices.
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j f i f e H N H A __________________________
A l a s k a  S t a t e  H o s p i t a l  a n d  N u r s in g  H o m e  A s s o c i a t i o n

R E A S O N S  F O R  C O N T I N U I N G  C E R T I F I C A T E  O F  N E E D  I N  A L A S K A

• Health care is not a conventional m arket; its economic forces are different.

o  Health care has a finite need m o ich  community. Introduction o f  additional medicai 
providers redistributes finite revenue among m ore providers with ‘winners and losers’ in 
the com m unity. C om m unity  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 cem m i.m il/ expectations.

o  Hospitals and nursing hom es m ust offer a full range o f  outpatient inpatient and enici n e y  

services 24 hours a day, 7 days a week, 365 days a year. A  a T iber  o f  these esse il 
services do not produce adequate revenue to offset their cost o f  operation yet they must b e  

offered to fully meet the needs o f  the community.

o  Health care  is heavily regulated by federal & slate laws. These regulations do not afford 
the health care provider the sam e flexibility and efficiency found in o ther markets. For 
example, a reduction in profitable service lines cannot be recovered by  increased pricing as 
nearly one-half  o f  hospital revenue comes from sources that set their ow n pricing (Medicare 
and Medicaid).

o  There is no  assurance that introducing additional health care providers in a com m unity  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 C O N , specially providers can enter the market and create unfair competition by 
offering only  the most profitable medical services and limiting the num ber o f  non-paying 
and underinsured patients that they will see.

o  18 o f  A laska’s 25 hospitals are ‘sole com m unity  providers’ which risk financial instability
and irreparable harm  to com m unity  residents if  the State does not insure that there is need
for more health care infrastructure before it is introduced into the com m unity.

o  Hospitals invest preparedness funds and extensive training to serve the com m unity  in event
o f  natural disasters, pandem ic 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 o f  critical revenue 
to keep these protections in place.

I



• CON is an important health policy toot that balances community need with growth.

o  There are m any exam ples o f  health care projects initiated in com m unities around the 
country where “profit” m otives take priority above overall “com m unity  good” . The CON 
review process focuses on these issues and assures the project is in the  best interest of 
patients as well as the com m unity.

o  W ithout a strong C O N  process, over-building o f  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 0 11 investment.

o  36 states plus the District o f  C olum bia  continue to require CON approval for one  or more 
categories o f  health services. Further, som e states have gone beyond CO N  and put 
moratoriums in place to prohibit growth in certain medical services.

• C u rren t  CON laws are not preventing needed growth in Alaska’s health care infrastructure.

o  Since reopening o f  the C O N  process in 2005, the Departm ent o f  Health & Social Services
has approved a num ber  o f  new health carc projects and has allowed others to proceed
without C O N  review.

o  A lasl ’s hospitals and nursing hom es arc required to apply for CO N  approval before
cm oarking 011 any new expansion  project. O ther parties interested in providing health care 
services should be exposed  to the sam e rigorous review with the exception o f  ‘physician 
offices’ which are exem pted  from C O N  under current law.

Over building of medical in frastruc ture  will worsen Alaska’s workforce shortage.

o  Alaska is already facing a critical shortage o f  physicians and nurses. This situation is not 
expected to improve in the short term. Many o f  the projects subject to CO N review would 
require the most specialized professionals in radiology and surgery,

o  If we do not control the growth in A laska’s medical infrastructure w e will see staffing 
shortages in our hospitals and nursing homes beyond anything we have experienced to date.

Rod I.. Hctit,I’rcsidcnt/CIiO ASIIN IIA . 42ft Main St. Juneau 99X01 (907)586.3881
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Certificate of Need (C.O.N.) programs are aimed at restraining health care facility costs 
and to allow coordinated planning of new services and construction. Laws authorizing 
such programs are one mechanism by which state governments seek to reduce overall 
health 3nd medical costs. Many "CON" laws were put Into effect across the nation as part of 

the federal "Health Planning Resources Development Act" of 1974. Despite numerous changes In 

the past 30 years, about 36 states retain some type of CON program, law or agency as of mld- 

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 law s; 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 m ajor 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 

program s,However, 36 states currently maintain some form of CON oronram. and even the 14 that repealed their state  CON laws still 

retain some m echanism s intended to regulate costs and duplication of services. Puerto_Rl5Q and the Q islrictoLCoJutnbia also have CON 

program s.

S ta tes 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 

m arket.

INTENT

The basic assumption underlying CON regulation Is that excess capacity (In the form of facility overbuilding) directly resu lts In health 

care price inflation. When a hospital cannot fill Its beds, fixed costs m ust be met through higher charges for the beds that are used. 

Bigger institutions have bigger costs, so CON supporters say it m akes sense to lim it facilities to building only enough capacity to meet 

actual needs.

CON programs originated to regulate the number of beds in hospitals and nursing hom es, 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 m arket. 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 fo ra  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.O.N. SUPPORTERS' VIEWS C.O.N. OPPONENTS' VIEWS

Advocates of CON program s say  that health care cannot 

be considered as a "typical" economic product. They argue 

that many "m arket forces” do not obey the sam e rules for

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 exam ple, by restricting new construction, CON

liltpV/wvvw.ncsI.org/programs/health/cert-nccd.htm 4/20/2007
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health care services as they do for other products. In support 
of this argument, It is often pointed out that, since most 
health services (like an x-ray) are "ordered" for patients by 
physicians, patients do not "shop" for these services the way 
they do for other commodities. This makes hospital, lab and 
other services insensitive to market effects on price, and 
suggests a regulatoiy approach based on public Interest.

The American Health Planning Association (AHPA) Is the 
professional group of state agencies responsible for 
regulation end planning. They identify three factors that 
suggest the need for CON programs, The primary argument 
Is that CON programs limit health-care spending. CONs can 
promote appropriate competition while maintaining lower 
costs for treatment services. The AHPA argues that 
by controlling construction and purchasing, state 
governments can oversee what expenditures are necessary 
and where funds will be used most effectively. Tills helps 
eliminate projects that detract attention from more urgent 
and useful Investments and reduces excessive costs. AHPA 
also asserts that CONs have a valuable Impact on the quality 
of care. When facilities and equipment are monitored, 
hospitals and other treatment centers can acknowledge what 
sort of services are In demand and how effectively patients 
are being taken care of. Additionally, according to 
supporters, the programs distribute care to areas that could 
be ignored by new medical centers. CON programs are a 
resource for policymakers. CON regulations are described as 
a reliable way to Implement basic planning policies and 
practices, and aid in distnbuting health care to all 
demographic areas. The CON process can call attention to 
areas In need because planners can track and evaluate the 
requests of hospitals, doctors and citizens and see which 
areas are underscored or need to be improved and 
developed.

programs may reduce price competition between facilities, and may 
actually keep prices high. Barriers to new building were seen as unfair 
restrictions, sometimes by both existing facilities and their potential new 
competitors. There Is little direct broad proof that overcapacity or 
duplication leads to higher charges. In 2004 the Federal Trade 
Commission (FTC) and the Department of Justice both claimed that CON 
programs actually contribute to rising prices because they Inhibit 
competitive maikets that should be able to control the costs of care and 
guarantee quality and access to treatment and services. (1)

Some opponents felt that changes In the Medicare payment system 
(such as paying hospitals according to Diagnostic Related Groups - 
DRGs") would make external legulatory controls unnecessary, because 
health care organizations would be more subject to market pressures. 
Some pointed out that the CON programs are not consistently 
administered. A 'flexible' program could allow development, to the 
dismay of competitors. A 'restrictive' program could limit competition, 
with the same effect. Many argued that health facility development 
should he left to the economics of each Institution, in light of its own 
market analysis, rather than being subject to political Influence.

Some evidence suggests that lack of competition paradoxically 
encouraged construction and additional spending. Some opponents of 
CON programs believe an open health care market, based on quality 
rather tnan price, might be the best principle for containing rising costs. 
Proponents of CON programs disagree. This debate rests on the same 
arguments as many other "Regulated market" vs. "Open market" 
discussions.
In theory, Certificates of Need are granted based on objective analysis 
of community need, rather than the economic self-interest of any single 
facility. However, opponents of CON programs claim that the programs 
have not worked this way. They cite examples in which CONs were 
apparently granted on the bas.s of political Influence, Institutional 
prestige or other factors apart from the Interests of the community. 
Furthermore, 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 been tried to controlling health care costs, including government and Industry regulation, provider incentives, 
"free market" Incentives and educational efforts. Some of these include:

1. Limitations on physician rclerrals to facilities in which they or a family member have a financial Interest (so-called "Stark 
regulations").

2. Supervision by insurers to make sure a treatment request is necessary (preceitificatlon, concurrent or retrospective medical 
necessity review),

3. Prepayment for insured or covered services ("managed care")
4. Fixed payments for defined service' ("Information Individual Programs DRGs“- uniform Diagnostic-Related Groups)
5. Providing Information to patients abjut trie costs and necessity of certain tests and treatment (includes "transparency" and 

disclosuic programs)
6. Providing Information to patients about the quality of and outcomes at certain medical facilities.

Footnotes:

1. The Federal Trade Commission, Depaitment of Justice, Improving Ucalw t.rre A tv.e at Competition (Washington D.C.: FTC, DOJ, 
2004) 361 pages - PDF.

STATES W ITH CO N  P R O G R A M S
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S tate  C ertificate  of Need Laws, 2G06

CON h'v; state approval m.iv be required

! < ( IN  J.IW M p i.l ltd  ..I l | . , |  i l l ,  (U v r
C o ' i b i r i  by NCSi.. D e le d  a*. c a :3  from  AHPA, June 2 0 3 6

State/District 
with CON 
Programs

Dates of 
Programs

Certificate of Need Contact Information Individual CON Websites

Alabama 1977-present Ja m e s  E . S a n d e rs , Depu'y Director Phone: 
334-242-4103; Fax: 334-242-4113
jam es.standers ashpdji e'abama.gov

http ://w w w .snpda,state al.us

Alaska 1976-present D avid  Pierce, CON Coordinator Phone: 907- 
465-3001; Fax: 907-465-4101
davicLpicrcC'S'hea.lth stare .ok.us

Alaska's certificate of Need Program

Arizona 1971-1985 No CON Program; see planning agency below
Arkansas 1975-present Deborah Frazier, Director

Phone: 501-661-2509; Fax:501-661-2399
dfraziei §  hedlthyarkonsas.com

http ://www.arhspa.org

California 1969-1987 No CON Program; see planning agency below
Colorado 1973-1987 No CON Program; see planning agency below
Connecticut 1973-present Susan Cole, Director Phone: 

860-418-7038; Fax: 860-418-7953
susoiv colccngland@ pu.staUr.ct.us

Connecticut s Certificate of Need Program

Delaware 1978-present F ra n c is  O se l-A fr iy ie , Management Analyst 
Phone: 302-741-2960; Fax: 302-741-2970
Iranos osei-afnyie'A'Statc deus

Delaware's Certificate of Public Revlc-w Program

District of 

Columbia

1968-present Amaha Selassie, Chief, Project Review 
Phone: 202-442-5875; Fax: 202-442-4824

DC Certificate of Heed Website

Florida 1972-present Jeff Gregg, Bureau Chief Phone: 
850-922-8672; Fax: 850-438-6964 
gicggj A fdhc state ff us

Florida Licensing jn d  Certification

Georgia 1979-present Robert Rozler, Fsg., Executive Director 
Phone -104-657-7198; Fax : 404-656-0554 

rroziei j  dch ga.go-

Georgia's C cfl'tifflte  of Heed Program

Hawaii 1974-present David Sakamoto, MD, Administrator 
Plione: 803-587-0788; Fax; 808-587-0783 
david 'isiipdd .o ig

Hawaii's v.ehr.ito fur Coitihcau- >f Ner rJ

Idaho 1980-1983 No CON Program; see planning agency bc-low
Illinois 1974-present Je ffre y  M a rk , Health Planning Board 

Phone: 217-783-3516; Fax: 217-785-4.308
ittp v/w w w  idph.stale il.us/auoutylifpb.ntm

http://www.ncsl.org/programs/health/ccrt-nccd.htin 4/20/2007

http://www.snpda,state
http://www.arhspa.org
mailto:colccngland@pu.staUr.ct.us
http://www.ncsl.org/programs/health/ccrt-nccd.htin
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jnvrkis'lcph.stare.II.us
Indiana 1980-1996,

1997-1999
No CON Program; see planning agency below

Iowa 1977-present Barb Nervig, Program Manager 
Phone: 515-281-4344; Fax: 515-281-4958
tiriPryifl'iiidph.store .a us

t'ttp //www.idph state.:n us/do/«;rt ot need.asp

Kansas 1972-1985 No CON Program; see planning agency below
Kentucky 1972-present Chris Corbin, Executive Director 

Phone: 502-564-9589; Fax: 502-564-0302
http7/chfs, ky.gov/ohp/con

Louisiana 1991-present James Taylor, Program Manager 
Phone: 225-342-3881; Fax- 225-342-3893
jnuylor ihhh.ia.gQv

http ,/wvvw.dnn.state.ifwiiv

Maine 1978-present Catherine Cobb, Director Phone 
207-287-297S; Fax: 207-287-5282 
Catherine cobb'S: rnsme.flov

Marne Certificate of Need frocedures Manual 

f tame Government Website
Maryland 1968-present Paul Parker, Acting Chief Phone: 

410-764-3261; Fax: 410-358-1311
pparker rinhcc state.md.us

Maryland Certificate of Need Program

Massachusetts 1972-present Joan Gorga, Acting Director
Phone: 617-753-7340; Fax: 617-753-7349
Joen.Goroa- state.ma us

hnp://ww.v.StjRe.ma.uS/dph/dhtq/don litrn

Michigan 1972-present Larry Horvath, Manager Phone: 
517-241-3343; Fax: 517-241-2962
horvathl im.ciiigan -jov

http.//v«.wyy mifhig.in gov/con

Minnesota 1971-1985 No CON Program; see planning agency below
Mississippi 1979 present Rachel Pittman, Chief, P&RD

Phone: 601-576-7874; Fax: 601-576-7530
rarhei.pittman g msdh sr.\i<’ n.s.ns

Mississippi fpiTifiCrite of Need Program

Missouri 1979-present Thomas Piper, Director
Phone: 5573-751-6043; Fax: 573-751-7894
tjuper; mail.state mo us

wwvv.Olist ing gov/ton

Montana 1975-present Pamela Sourbeer. Administrative Officer 
Phone: 406-444-9519; Tax: 406-444-1742
psourbeei uml gov

AanvniM».nive Pules of Montana Cou

Nebraska ly?9present Claire Titus, Section Program Manager 
Phone: 402-471-4963; Fax: 402-471-3577
ciaue tiiuS'J hhss.no gov

http://www.nhs state r.« u$/rr(/ncfd Mm

Nevada 1971-present Lynn Solano, RN, Health Resouice Analyst 
Phone: 775 684-4177; Fax: 775-684-4156
soianp^nvdn state n« .i

littp . wrtw m.altjijk stole ' v lii/vs/lllter ht'il

New Hampshire 1979 present Margaret Heatlcy, Administrator 
Phone: 603-271-4606; Fix: 603-271-4141
n ncattey^ rthhs itafe.nn.us

|itrp://w ww nhha prg/nhha/state i.i.v/con pbp

New Jersey 1971-prcscnt John Calabria, Director
Phone: 609-292-8773; Fax: 609-292-3780
ofni coitfbnau d»>b i t  jtc.nj us

[none) *-;tp w« • T a t e ■»t "’ •'tiv'r • 
i  pyf (application only)

New Mexico 197M9P3 No CON Program; see planning .agency below
New York 1966-prcseiit Christopher Dclker, Piogram Reseaich Sp 

■’hone 510-402-0966; l ax: 518-402-0971 
pjn/ j state ny .is

nip //www nea th state nr "s/n> •.. uh/cc is/inoe* nim

North Carolina I978 pr«sent ee Hoffman, Chief Phone: 

119 855-3873; fa x : 919 733 6139 

> r i toff man ■gncmnii net

>ttp , fa t i i'ty se rv ite j.ita te  n s

North Dakota 971-1995 lo  CON Program

Ohio 975-prcsent Jhrltllne Kenney, CON Oirector Phone: jtlhio LON webpage

http://www.nesl.org/progranis/lienllli/cert-necd.hlin 4/20/2007

http://www.idph
http://www.nhs
http://www.nesl.org/progranis/lienllli/cert-necd.hlin
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614-644-3325; Fax : 614-752-41S7

Christine,kenney.'a'ocri.ohiQ.gpv

Oklahoma 1971-present D arlen e  S im m o n s , Director Phone: 

405-271-9444; Fax : 405-271-73GO 

oarienShQirUh. state,.ok.gov

Oklahoma CON Abstract

Oregon 1971-present Ja n a  F u ssc ll, CON Coordinator Phone: 

503-731-437.0; Fax : 503-731-4078 

lana tu sse iif  state.,ocus

Oregon c o n  webpage

Pennsylvania 1979-1996 No CON Program; see planning agency below

Puerto Rico 1975-present Consultant CON Avcbooofl

Rhode Island 1968-present M ichae l K . D e x te r , Chief, Office of Health 

System s Development Phone: 

410-222-2788; Fax : 410-273-4350

mlchael.dextei'S'health ri gov

http,7/vnvv/ h»,iitit.ri.gov/hcr/hoalrhoyr.tem shndex php

South Carolina 1971-present Jo e l C . G rice , Director Phone: 

803-545-4200; Fax : 803-545-4570

guceic j-'Shec.sc.a'A'

http ://w .nv.scdhoc gov/hr/cofn/

South Dakota 1972-1988 No CON Program ; see planning agency below

Tennessee 1973-present M elane M. H ill, Executive Director Phone: 

615-741-2364; Fax : 615-741-9864

m elam e.hiilgstate In  us

http://tennossfle.gOv/hsci.i/rert need sum  lit ml

Texas 1975-1985 No CON Program ; see planning agency below

Utah 1979-1984 No CON Program ; see planning agency below

Vermont 1979-present Je n n ife r  G arso n , CON Analyst Phone: 

802-828-2900; Fax : 802-828-2949

]ij«>rson«j! bishca state .vt us

Vermont CON proutam

Virginia 1973-present E r ik  Rodin , Director Phone: 

804-367-2126; Fax : 804-367-2206

trm .Bodin Jvd h  Virginia.gcv

hlcp./.’v.'ww.cvMpa org/COPN him

Washington 1971-present Ja n ls  S ig m an . Manager Phone: 

360-236-2955; Fax : 360-236-2901 

ia» is sigiiian^doh.wa.gov

Washington t o r .  program

West Virginia 1977-present Dayle CON P la n n in g S tcp p , CON

Director Phone: 30-1-558-7000, Fax: 

304-559-7001 dstvpp Jjv .ow v .o tg

http / / . v.w i.eav/v ijig/CcrtO fNecd/ccnil'jrne htm

Wisconsin 1977-1978,

1993-present

C . D av id  Lund , Chief, N.H. Section Phone: 

608-266-2021; r a x : 608-464-7720

vii O .ddCh ls state, w. us

Wisconsin Resource Allocation pioR' am

Wyoming 1977-1989 No CON Program; see planning agency below

H E A L T H  P L A N N IN G  A G E N C IE S  IN  S T A T E S  W IT H O U T  C U R R E N T  C .O .N . P R O G R A M S

Sta te D a te *  o f CON la w P lann ing  A g ency  & C o n ta cts

A i.arna 1971-1985 P a tr lc U  T a r in g a , Chief 

542-1219; Tax: 602-542 2011 

f ’ .'ig .i j t .s  t .lt - ' .'-M ,

Phone: 602- No CON Program

Caiifoinia 1969-1567 Jo n a th an  M . Te ag u e , Manager 

322-281-1. Fax 916-37-1-5742 

Itc lgu c B l/',!' l>d state >1 ut

Phone: 916- No CON Program

Colorado 1973 1987 S u san  R e h a k , Contact 

692-2470; fa x : 303-782-5576

lu so ii.ii'hax  is t a t r  • • i >

Phone: 303- No CON Program

Idaho 1980-1983 Jan e  S m ith , Chief

208 334-5976; Tax 20H-332-7360

jt i i i t ' i j i i 'd l 'v v  state "I us

Phone; No CON Program

Indiana 1980-1996, 1997- Tom  R eed , Public Health Administrator Phone No CON Program

htipV/www.nc'iI.org/programs/hcalih/cert-necd.htm *1/20/2007

http://w.nv.scdhoc
http://tennossfle.gOv/hsci.i/rert
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1999 317-233-7541; Fax: 317-233-7157
tteed'alisdh. state, in. us

Kansas 1972-1985 Richard J. Morrissey, Interim Director Phone: 
785-296-1343; Fax: 785-296-1562 
rmorrissQkcJho, state, ks. us

No CON Program

Minnesota 1971-1985 Sheila Brunelle, Principal Planner 
282-3853; Fax: 651-297-5808 
sheila. btun«l!e®heaith.state.irin.iis

Phone: 651- No CON Program

New Mexico 1978-1983 Karen Meader, Deputy Director 
424-3200; Fax: 50S-424-3222 
kmeabcr?hpc.state nm.uS

Phone: 505- No CON Program

North Dakota 1971-1995 Gary Garland, Contact 
328-2894; Fax: 701-328-1890
ggarlandS’state .nk.us

Phone: 701- No CON Program

Pensylvania 1979-1996 Michelle S. Davis, Deputy Secretary Phone: 717- 
783-8804; Fax: 717-772-6959
msdavis'ffistate pa.us

No CON Program

South Dakota 1972-1988 Doneen Hollingsworth, Secretary 
773-3361; Fax: 605-773-5683
ooneen.heHinsgworth'ff 'tate sd ur

Pnone: 605- No CON Program

Texas 1975-1985 Connie Turney, Project Director 
458-7261; Fax: 512-458-7344
COnnifi.turney^ tlshS.SWte.tn us

Phone: 512- No CON Program

Utah 1979-1984 Scott Williams, MD, MPH, 
executive Director 
538-6111 sdwiiliainsCiuiah.gov

Phone: 801-
No CON Program

Wyoming 1977-1989 Morris Gardner, Senior Advisoi 
777-7656, Fax: 307-777-7439
nigardr. Estate wy us

Phone: 307- Io CON Program

Contact information obtained from American Health Planning Association National Directory, 2006 edition,

F A C IL IT IE S  A N D  S E R V IC E S  R E G U L A T E D  B Y  C .O .N .

R eg u la ted  S e rv ic e s S ta te s , w ith  D is tr ic t s  & C o m m o nw ealth

Acute Hospital Beds AL, AK, CT, DE, FL, GA, HI, 1L, KV, ME, MD, Ml, MS, MO, NV, NH, NJ. NY, NC, RI, SC. TN, 
VT, VA, WA, WV, DC, PR

Air Ambulance AK, CT, HI, ME, MA, Ml, NC, TN, VT
Ambulatory Surgical Centers Al, AK, CT, DE, GA, HI, IL, IA, KY. ME. MD, MA, MI. MS, MT, NV, NH, NY, NC, RI, SC, TN, 

VT, VA, WA, WV, DC, PR
Assisted Living (also s-. e Residential Cue. 
below)

AK

Behavioral Health WV
Birthing Centers DE
Burn Carc AK, CT, FL, HI, IL, ME. MD, NJ, NY. NC, VT, WA, WV
Business Computers CT, VT, WV
Cardiac Cathetcnration AL, AK, CT, DE, GA, Ml, IL, IA, KY, ME, MD. MI, MS, MO, NH, Ml, NY, NC. RI, SC. TN, VT. 

VA, WA, WV, DC
Computed Tomogiaphy (CT) Scanners AK, CT, GA, HI, ME, MI, MO, NH, NY. NC, RI, TN, VT, VA, DC, PR
Gamma Knives AL, AK, CT. GA. Ill, IL. ME, MA, III, MS, MO, NY, NC, RI. 5C, VT, VA, WV, DC.
Home Health AL, AK. AR, GA. HI, KY. MD. MS, MT, NJ, NY, NC, SC, TN, VT, WA, WV. DC
Hospiie AL, AK, AR, CT. FL, IL, KY, MD, MS. NV, NY, NC, OH, TN, VT, WA, WV, PR
Hospital (also see Acute Hospital, above) MI, MO
Intensive Care NC

littp://www.ncsl.org/programs/})calth/ceil-necd.htm •1/20/2007

http://www.ncsl.org/programs/%7d)calth/ceil-necd.htm
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Intermediate Care Facilities/Mental 
Retardation (1CF/MR)

AR, FL, GA, HI, IL, IA, KY, LA, ME, MD, MS, MO, MT, NV, NJ, NY, NC, OK, SC, TN, VT, VA, 
WV, WI, PR

Long Term Acute Care (LTAC) AL, AK, CT, DE, FL, GA, HI, IL, KT, ME, MD, MA, MI, MS, MO, NV, NH, NJ, NY, NC, RI, SC, 
TN, VT, VA, WA, WV, DC, PR

Lithotripsy AL, AK, CT, DE, GA, HI, KY, ME, MA, MI, MS, MO, NH, NY, NC, SC, TN, VT, VA, WV, DC,
Long Term Care AL, AK, AR, CT, DE, FL, GA, HI, 11, IA, KY, LA, ME, MD, MA, MI, MS, MO, MT, NE, NH, 

NV, NJ, NY, NC, OH, OK, OR, RI, SC, TN, VT, VA, WA, WV, WI, DC, PR
Medical Office Buildings CT, GA, DC
Medical Services for Indigents (MSI) VA
Mobile HI Technology (CT / MRI / PET, etc) AK, CT, GA, HI, KY, ME. MI, MO, NH, NY, NC, RI, SC, VT, VA, WV, DC
Mobile Medical Services KY
Magnetic Resonance Imaging (MRI) Scanners AL, AK, CT, GA, HI, KY, ME, MA, MI, MS, MO, NH, NY, NC, RI, SC, TN, VT VA, WV, DC
Neo-Natal Intensive Care AL, AK, CT, FL, GA, HI, IL, KY, ME, MD, MA, MI, NJ, NY, NC, RI, SC, TN, VT, VA, WA, WV, 

DC
Obstetrics Services AL, AK, CT, GA, HI, IL, ME, MD, NY, RI, SC, VT, VA, WA, WV, DC
Open Heart Services AL, AK, CT, FL, GA, HI, IL, IA, KY, ME, MD, MA, MI, MS, MC, NH, NJ, NY, NC, RI, SC, TN, 

VT, VA, WA, WV, DC
Organ Transplants AL, AK, CT, FL, GA, HI, IL, IA, KY, ME, MD, MA, MI, MO, NJ, NY, NC, RI, VT, VA, V/A, WV, 

DC
Positron Emission Tomography (PET) 
Scanners

AL, AK, CT, DE, GA, HI, IL, IA, ME, MA, MI, MS, MO, NH, NY. NC, RI, SC, TN, VT, VA. 
WV, DC, PR

Psychiatric Services AL, AK, CT, FL, GA, HI, !L, KY, ME, MD, MA, MI, MS, NH, NJ, NY, NC, OK, RI, SC, TN, VT, 
VA. WV, DC, PR

Radiation Therapy AL, AK, CT, DE, GA, HI, IL, IA, KY, ME, MD, MA, MI, MS, MO, NH, NY, NC, RI, SC, TN, VT, 
VA, WV, DC

Rehabilitation AL, AK, CT, GA, HI, IL, KY, ME, MD, MA, MS, MT, NE, NV, NH, NJ, NY, NC, RI, SC, TN, 
VT, VA, WA, WV, DC

Renal Failure/Dialvsls AL, AK, HI, II, ME, MS, MO, NY, NC, VT, WA, WV, DC
Assisted Living & Residential Care Facilities AK, AR, CT, GA, KY, MA, MS, MO, NJ, NY, NC, WV
Sing e Photon Emission Computed 
Tomography (SPECT)

VA

Subacute Seivlces AK, AR, FL, GA, HI, IL, KY, MD, NV, OK, RI, SC, TN, WA, WI, DC
Substanco/Drug Abuse AL, AK, CT, FL, GA, Ml, ME, MD, MA, MS, MT, NV, NH, NY, NC, OK, RI, SC, TN, VT, VA, 

WV, DC
Surgery (also see Amulatory Surgical 
Centers)

MI

Swing Beds AL, AK, AR, CT, GA, HI, IL, ME, MI, MS, MT, NY, NC, OR, RI, TN, VT, WA, WV, DC
Ultra-Sound AK, CT, ME, MO, NY
Other (Not otherwise covered) AL, AR, CT, GA, IL, KY, MD. MA, MI, NC, OK, TN, WA, WI, PR

NOTE: The categories listed above are lor general information, See state-specific limitations, exceptions and requirements.

CON Online Sources a Resources:

]. i tip . ; < ,'i-pnr r o- < u'tiritss.ipi’ ti*>r i Ankles and essays collected 
from American Health Planning Association

2 -.tip ..»• • < J'. I 1 i I - .  i ’.' •1 i ' ' >
Opponent view of CON Piogram using Washington State as example

3 .. . .« its.g.. The Federal Trade Commission website
4 • -t( V ' w  a  uipani't uj/vsei'ss i . p n  ntml American Health and 
Planning Association with other planning related websites and a list of 
websites for the CON programs of each state.

Iiltp.7/\vww. ncsl.org/progratns/hcaltli/ccn-necd.hiin 4/20/2007
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http://ww\v,atipaoet.org/liu i (bx.htmi

5. iinp!//cor:;eni.itcoi9ia(iai'£.oig«cQ>'‘cpnnt/r>ltlî rf,2S.tvt-i3 A i

6. n n p :/ / r s5 nc t/tn  js p .
t = ) m a b K i M k f l L r S a v o 6 J > 6 . - . i G O U k Y O S  I M 9 0 l ? / .U ) i / > ;R f  f iK H .% 3 .A S it ? .E 3 i
.icwv/vv.nealfhaffalir-.rrg

7. Monopoly Is not the Answcr' an abstract of how regulations has cted the markets. Health Attain, August 9, 2005.

8. 'Effects of Physlcian-Ov/ned limited Service Hospitals; Evidence t/om Arizona an abstract. Health Attain, October 25, 2005.
9. ’Political pYOilinnr -,t federal Health Care Regulation Health Affairs, Copyright 1992.

10. 'specialty Versus Community Hospitals What Role fo.M.hc l aw’' Health Affairs, August 9, 2005.

11. 'Rules of me Game; How Public I o n. / a'fects- local Health Cait* Markets' Health Affairs, Copyright 1998.

12. http / v/v/.v lav/ lyj Odivji- ;ir;t,-|lS/lav,rc/":-.-.'/iSSUCS.'23l/lii .iiln.g;’

2 0 0 5 -0 6  E xa rttp ie s  o f CON S la te  L e g is la tio n

S ta te / B II I/ W e b  

lin k /S p o n s o r  yellow 
background-enacted

D e scr ip tio n s  of B llls / E x c e rp ts  o f b ill te x t

AK

MB 287 
Rep. Lynn

An act amending the certificate of need requirements to apply only to health care facilities and nursing 
homes located In borough with a population of not more than 25 ,000 , In the unorganlacd borough, or In a 
community with a critical access hospital.
(Filed 4/27JOS; did not pass by end of regular session, 2006)

CA*

58 61
Sen. Aai....ratl

An act to amend Section 1250 of the Health and 5afety Code, relating to health facilities.
(Filed 2/22/OS; pa'sed House 6Cy-4n, 9/8/05; passed Senate 44y-1n, 9/8/OS; :d r.iru /.• tv In 
tIc senior as Chapter443, 9/30/05)

CT

lib 52-12 
h ‘p. Dillon

An examination of the State's current and future hospital bed capacity and hospital-based graduate 
medical education.
(Filed 2/16/06; did not pass by cn>1 of regular session, 2006)

CT
h n  5-icb

Public Hlih. Comm

To Increase the certificate of need threshold for all capital expenditures, Including major medical 
equipment, to three million dollars.
(Fifed 2/22/06; passed House 142y0n 4/11/2006; passed Senate 3Sy-0n 4/21/06; slewed into lo-.v by 
(u'c.wr’iii.r S/8/06)

CT
MB 5719
Public Hltii. Comm.

To make the certlficale of need process for new or expanded emergency medical services dearer and 
more consistent.
(Filed 3/3/06, did not pass by end of regular session, 2006)

CT

5B 19V
Public tilth. Comm

To allow certified or licensed emergency medical service providers to add one emergency vehicle to their 
service every three years without undergoing a needs assessment by the Office of Emergency Medical 
Services, to 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 patients from 
the dangers of secondhand smoke while being transported to or from nonemergency medical services. 
(Filed 2/22/06; did not pass by end of tegular session, 2006)

1To revise statutes pertaining to the Office of Health Care Access.

S u r g e r y  c e n t e r s  g r o w i n g

150

•:do

Ttvo cumber of on.bu 
latory surgery centers 
in Pennsylvania con 
tinues to fjovt T*enty- 
five more facilities 
have opened smce 
June 2005, bringing 
the total to 202.

CO. •‘I

1 2  : i

• . .7 • ' -f

5  4i 1 1  i f
0 *1996 199? 1998 1999 2000 2001 2002 2003 2004 2005 

fiscal yea3

S-y > h**Hr C** Cow C/r'Jtfsr+'i CfexJ l*?tt >wtHA »*n* fojtrp

http://www.nesl. org/progranis/lieallh/cert-nccil.litiii •1/20/2007

http://ww/v,atipaoet.org/liui
http://www.nesl
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S B . 3 6.6
Penile Needetman WouldHlth 

Comm.

(Filed 2/23/06; passed Senate 33y-0n 4/20/06; passed House 146y-0n 4/28/06; Sdoncd In to  law  h y
. Governor 5/19/06)

C T

SB 621
Public Hlth. Comm.

To require the Department of Health to establish a standard se t of exemptions for single specialty 

outpatient surgical facilities from licensure 3nd certificate of need requirements.

(Filed 3/8/06; did not bass by end o f regular session, 2006)

F L

HB 1565 

Rep. Needelman

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 lim its by mutual 

agreement with govern'ng body of jurisdiction served, etc.

(Filed 3/8/OS; died in committee S/6/0S)

F L

HB 1829

For Holmes County Hospital Corporation, amends special act and revises provisions regarding 

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; s igned  into U w  hy g o v e rn o r as Chapter No. 2005-3S2, 6 /13/06)  |

F L

HB 2051 

Rep. Glbscn

Extends moratorium on certificates of need for additional community nursing home beds until Ju ly 1, 

2011; specifies nonapplication of moratorium for addition of nursing home beds In certain specified 

facilities; provides for repeal upon expiration of moratorium; exem pts 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 l20y-0n 4/19/06; passed Senate 34y-0n 4/20/06; s ig n ed  in to  law  hy  
Governor 6/9/2006 )

F L

MB 71-51 

Pep. Garcia

Requires healthcare providers to display licenses; exempts nursing home created by combining certain 

licensed beds from requirements for obtaining certificate of need from AHCA; establishes traum a center 

startup grant program, etc.

(Filed 3/17/2006; passed House 114y-0n. 4/28/06; passed Senate 40y-0n, S/4/06; signer! in to  law  hy  
G overnor 6/12/06)

FL

S B  1518 

Sen. Wilson

Would create intergenerational respite care assisted living facility pilot program; provides duties of AHCA 

re

program; provides requirem ents & standards for program; provides for rules; requires report to 

Legislature.

(Filed 2/15/05; did not pass by end o f regular session, 2006)

F L

S B  2158 

Sen.

Would amend provision re health-care-related projects subject to review for certificate of need; exem pts 

class I I  specialty hospitals specializing in delivery of health services to pediatric patients from 

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 o f regular session)

GA

HB 390 

Rep. Scott

State Commission on the Efficacy of the Certificate of Need Program

(Filed 2/9/05; passed House 15ly-0n 3/3/05; passed Senate 42y-0n, 3/22/05; s ig n e d  in to  low  b y  
Governor 4/7/05)

GA

S B  24 ,

Sen . Hudgens

Relates to the certificate of need program, so as to provide for an exemption from the certificate of need 

requirements fo r the voluntarily relocation i f  a health care facility under certain conditions; to provide for 

an exemption from the certificate of need requirements for the relocation, repair, or replacem ent of a 

icaith care facility that Is damaged, destroyed, or rendered inoperable under certain conditions; to 

piovide for related m atters; to provide for an effective date; to repeal conflicting law s; and for other 

aurposes.

filed 2/23/05; did nor pass by end of regular session, 2005)

t i l

h r  :  1/ 

Rep. Evans

Exempts all long-term ca ie  facilities at all levels of carc from the certificate of need process under the 

itate health planning and development agency.

Filed 1/20/2005; coined over to 2006 session 17/2/05)

I L

51- !}•>'.- 

Sen . Garrett

(

tmends the Illinois Health Facilities Planning Act. Piovldcs that "capital expendituie minimum" m eans 

110,000,000 (now , 6 ,00 0 ,00 0 ) and "non-dlnlral service area” includes research facilities, auditoilum s, 

ind medical office buildings. Provides that pennlLt are not required for the establishment of swmg-beds 

luthorlzed under Title X V III 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, 

006 ). Effective immediately.

Filed 2/17/05; passed Senate 56y-0n 4/14/05; did not pass by end of regular session, 2005)

I L  /

'jb  .‘ 43o c 
Sen . Crotty a

mends the Illinois Health Facilities Planning Act. Requires inventories of certain skilled or Intctmediato 

a rc  facilities to be conducted annually by July 1, to list services provided, and to differentiate between 

ctlvc and Inactive beds. Effective immediately.

hup://w w w .ncsl.org/programs/lieaUli/eci1-nceil.him 4/20/2007
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(Filed 1/18/06; passed Senate S7y-0n 3/2/06; passed house 105y-4n S/4/06; sianud into I-iyv by  
Governor 6/30/06)

IN

s d  i s ;  

Sen. Miller

Moratorium on comprehensive care beds. Imposes a moratorium on the construction o r 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-0n 3/1/06; signed in to  lav.- by  
GovCrnoi 3/20/06)

IA

MSB 614 

S S B  ICl'l*

Chair Upmeyer

An Act relating to placing nursing facility beds In reserve. 

(Filed 1/31/06; did not pass by end o f regular session, 2006)

K S

HB 2799

Concerns adult care homes, relating to home plus beds. 

(Filed 2/1/06; did not pass by end o f regular session, 2006)

KS

HR 6036

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 o f session, 6/06)

KS

S .R . 1856, SR 1052

Memorializes the U .S . Congress to continue the current federal moratonum on specialty hospitals. 

(Filed 4/1/06; S n  1 S 6 2  pa ssed  Sen a te  4/30/06) \

K Y

SB 61 

Sc-n. Kelly

To replace the Office of Certificate of Need with the Office of Health Policy for Health and Fam ily Services.

(Filed 1/6/06; passed Senate 92y-3n, 3/24/06; passed House 4/11/06; signed  in to  ;a iv  try Gov,:, uni In 
Acts Chapter 181, 4/18/06 )

LA

HB 12 37 

Rep. Thompson

To provide for the certificate of rural necessity program. 

(Filed 4/18/06; did not pass by end of regular session, 2006)

LA

SB 311 

Sen . Hines

Provides for the needs assessm ent review for the approval of federally qualified healthcare centers. 

(Filed 3/17/06; did not pass by end of regular session, 2006)

LA

SB 759 

Sen . Cravins

Related to adult day healthcare providers and to provide for related m atters.

(Filed 6/1/06; passed House 90y-0n, 6/16/06; passed Senate 32y-0n, 6/16/06; s ig n ed  in to  to.v b y  
G overnor as Act 637, 6/23/06)

M E

HB 1254

IP  i5 l4  

Rep. Miller

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)

ME

HB 1315 

ID  1875 

Rep. Millett

Piovldes Improved services to persons in rehabilitation program s; 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; s igned  in to  lavs b y  G overnor 3/30/06)

ME

SB 225 

ID  6 :8  

Sen. Daw

An act to ensure access to swing beds in hospital 

Filed 2/10/05; died in committee 5/23/05'

M E

SB -190

I P  141)1 

Sen. Brennan

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; » m en  ................. . by G overnor 6/10/05)

ME

SB 701/LR 2677

I P  17‘M 

Sen. Rosen

Requires the Department of Health and Human .services to allow construction contingency budgeting for 

apltal projects that Is consistent wun industry standards in a cem fic ne- of need application.

Filed 12/30/05; p ed House J/lO'CS passed Senate 4'10/06, :■ piled  >,-|». n» Hy G u v r i " . "  

1/13/06)

ME

SB (352 

11)2110 

Comm, of HMS

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  in to  lavs b y  G overn ,u  5/30/06)

MD 7

MB H H V S U  8 32 i 

Rep. Pendergrass (

dtcnng the level of capital expenditures made by or on behalf of a hospital or a health ram  facility other 

nan a hospital t in t  requires a ccitificate of need, etc

filed 2/9/06; passed House 4/1/06; passed Senate 4/1/06; G overnor ve to e d  5/26/06)

Iutp://www,ncsl.org/programs7healili/cert*neod.htm 4/20/2007



CON-Certificate o f  Need State Laws, 2006 Page 11 o f 17

MD
HB 1105 

Rep. Morhaim

Requiring the 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

(Filed 2/9/06; passed House 3/17/06; did not pass by end of regular session, 2006)
MD
HB 14211/SB 57.9 
Rep. Smigiel

Repealing a specmed requirement for a specified State health plan relating to the certificate of need 

program, etc.

(Filed 2/10/36; did not pass by end of regular session, 2006)
MA
S 1293 

Sen . Moore

Determination of need for hospital beds.

(Filed 1/26/OS; did not pass by end of regular session, 2005)

MA

S. 1299

Would study the delivery of specialty hospitals.

(Filed 1/S/0S; did not pass by end of regular session, 3/20/06)
MA
S 2141
Public Hlth Comm.

Amends law regulating need for hospital beds.

(riled 6/30/05; did not pass by end of regular session, 2006)

MA
HD 4853 

Rep. Koutoujian

The Depaitment of Public Health be required to hold public hearings before the rem oval of publicly- 

funded beds under the Jurisdiction of the Commonwealth.

(Filed 12/19/OS; did not pass by end of regular session, 2006)
MN

hF 1 311(7 s r  129/ 

Sol berg

Human services; extends deadline for a nursing facility moratorium exception project in Aitkin County. 

(Filed 2/28/05; did not pass by end of regular session, 2005)

MN

HF1422 
Rep. Bradley

To modifying license fees, state-operated services, nursing facility reimbursement, children and families 

programs, and other provisions; providing positive abortion a lternatives; and appropriating money, 

(Filed 2/28/05; did not pass by end of regular session, 200S)
MN
HF 1 flo2 

Rep. Abeler

Creates evidence-based practice standards, achieves cost-contalnment m easures, allows discounted 

paym ents, modifies other health Insurance piovislons and appropriates money.

(Filed 3/16/OS; did not pass by end of tegular session, 2006)
MN
HF 2:133 

Rep. Westrom

Hosp.tal construction and modification moratorium and public Interest review requirem ents for hospitals 

eliminated.

(Filed 3/27/06; did not pt end of regular session, 2006)
MN
5F 2232/ HF 2 

Sen . Belanger

Nursing home bed moratorium exception project deadline extension. 

(Filed -f/18/06; did not pass by end of regular session, 2006)

MN
SF  l l ' l b /  HF _.<J ; •

Sen. Sparks

Ambulance purctiase and lease regulations; hospital construction proposals; alternative approval process, 

etc.

Filed S/26/06; passed House S/20/06; passed Senate 5/20/06; signed inio Jay/.tiy Guyemur 5/26/06)
MS

ML' O s./H i- 0" • 

Rep. Woods

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)

MS
HP 296 

Rep. Flaggs

Certificate of need; authorizes nursing home for disabled adults. 

'Filed 1/5/06; died in committee 1/31/06)

MS
ne

Rep. Fillmganc

'Jursuig homes may add up to 60 new beds it have 95%  occupancy rate. 

'Filed 1/6/06; died in committee 1/31/06)

MS
HP 457

Rep. Filltngone

toped sections 41-2-171 through 41-7-209 from Mississippi Code of 1972, w lvrh are the Mississippi 

lealth Caa- Certificate of Need la w  of 1979 etc.

Filed 1/6/06; died In committee 1/31/06)

MS
MB 3B(< 1 

Rep. Holland

ro amend sections 4 1-7-173 and 31-7-191 from Mississippi Code of 1972 regarding hospices requiring a 

tcalth care certificate of need by the S ta te  Department of Health 

Filed 1/10/06; died In committee 1/31/06)
MS 1
MB 599 t 
Rep. Holland

o requite the Division of Medicaid to allow certain faith-based assisted living facilities to participate In 

he Medicaid Assisted Living Waiver Program and related purposes.

Filed 1/10/06; died In committee 2/28/06)

http://www.ncsl.org/programs/licaltli/cert-need.htin 4/20/2007
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M S

HO- 600 

Rep. Robinson

Amends section 41-7-191 of Mississippi Code of '9 72  to Issue a certificate of need for the adJitlon of 

hospital beds.

(Filed 1/10/06; died In committee 1/31/06)

M S

HB 6 0 1

Rep. Martinson

Amends section 41-7-191 c l Mississippi Code of 1972 to authorize a health care certificate o f need for 

ICF-MR beds In community living programs for developmentaliy disabled adults.

(Filed 1/10/06; died in committee 1/31/06)

MS

HB 1005 

Rep. Young

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)

MS

HB 1221 

Rep. Compretta

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 la w b v  G overnor 3/29/06)

M S

HB 1231/MB 1232/HB 1234 

Rep. Flaggs

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)

M S

HB i : s 3  

Rep. Baker

Specifies requirements for issuance of CON for relocation of a health care facility. 

(Filed 1/16/06; died In committee 1/31/06)

M S

S9  2 0 ; t/5 B  2018 

Sen. Thom as

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)
MS

SB  24S3 

Sen . Nunrelee

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)

M S

SB 248?

Sen . Thomas

Clarifies Certificate of Need Program for the relocation of a health care facility. 

(Filed 1/12/06; died In committee 1/31/06)

M S

SB 2S22 

Sen . Jackson

Creates an establishment for the Home Health Agency In Kemper County. 

(Filed 1/12/06; died in committee 1/31/06)

M S

SB jbS'3 

Sen. Burton

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)

MS

SB 2645 

Sen . Biowri

Medicaid reimbursement lor nursing facility beds under Certificate of Need Programs in Columbus. 

(Filed 1/13/06; died in committee 1/31/06)

MS

SB ? i .5 J  
Sen. Lee

Relates to psychiatric treatm ent facility beds In Simpson County. 

(Filed 1/16/06: died in committee 1/31/06)

M S

SB

Sen. Burton

Clarifies definition of ambulatory surgical fam ines under Certificate of Need Program. 

(Filed 1/16/06. died m committee 1/31/06)

MS

Sen . Nimncleu

Revises definition of ambulatory surgical facilities and licensure under Certificate of Need Program.

F il e d  1/16/06; died in  committee 1/31/06)

M S

SB?
Sen riunnulei*

telatcs to healtn caro fae.ety activities under C crtifica 'e of Need Program. 

'F i l e d  i/16/oO; oiea in comm tlce 1/31/06)

MS

SB -•"M 
Sen Datvkms

Vculd impose a certifies:.. of rued moratoitum on specialized programs offered by hospitals. 

Filed 1/16/06; died in committee 1. 31/06:

MS

SB •'H'W

Sen Hoihn (

Vould authorize j  certificate ut need progiam for a nursing facility in any undeserved m inoiily  zip code 

irea in the siot-v

Filed 1/16/06, died In committee 1/31/06)

MS

St> Jl'kO /
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)

http://www.ncsl.org/programs/liealili/ccrt-nced.htin ‘1/20/2007
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Sen. Kirby

MS

so  2955
Sen. Lee

Would transfer certificates of need from Hancock to Stone and other counties. 

(Filed 1/16/06; died in committee 1/31/06)

MO

HB 153/ 

Rep. Shaaf

Refers to 'long-term care facilities’ for the purpose of the Certificate of Need Program and limits 

application o f certificate of need requirements to long-term care facilities.

(Filed 1/25/06; aid not pass by end of regular session, 2006)
NJ

AB M6i> 

Asmb. O ’Toole

Requires certain background checks for assisted living administrators and applicants for certificate of 

need.

(Filed 1/10/06; Referred to committee 2/2/06)
NJ

A3 2691 

Asmb. Stanley

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)
NJ

ACS 120/SCR .S.3 

Asmb. Van Drew

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)
NY

All 3263 

Rep. Gottfr.ecl

To amend the public health law , In relation to nursing home staffing levels. 

(Filed 2/1/06; Referred to committee 2/1/06)

NY

AB 3266 

Rep. Gottfried

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 comm ittee to advise 

in related Issues; etc.

(Filed 2/1/06; Referred to com,.. It: - ./1/06)

NY

Afl 392R 

Rep. Brennan

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)
NY

AO 53-16 

Rep, Gottrrled

An act to amend the public health law, In lelatlon to hospital establishment, 

(Filed 2/18/06; Referred to committee 2/18/06)

NY

A3 11920/ S 7 tn j 

Rep Gottfried

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)

NY

Stl JV-IJ
Sen. Oppcnheimer

Requires health comm issioner to make certain findings concerning access to health care services as a 

prerequisite to approving applications f«.r establishment, incorporation or construction o f certain health 

care facilities.

(Filed 3/5/05; Referred to committee 3/3/05)

NY

SB  Ab/2
Comm, for Public Hlsh

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)

NY

■ n *. / 1 i/AB flH7/

Relates to increasing availability of services in certain assisted living programs.

Filed 6/15/05; passed Assembly 6/23/OS; passed Senate 6/23/05; signed Into la w b y  G overnor 
Chapter 593, 0 /23 /05  )

NY The Commission on Health C arc facilil.es In the / lr .t  Century mpnrt picposes m ajor ad justm ents In 

"Msting facilities including closings and downswing.

A P re sc r ip tio n  fo r N ew  Yo rk  C ity ’s  H ealth  Care C r is is : Recommendations of the flew Yotk City 

council Hor.pit.nl Closing Task Force.

Report issued H /06 , Implementation pending 1/07)

NC

lift 'If  9

Itcp . Culpoppoi

ro amend die Certifirato  of Hoed I nws 

Filed 3/23/05. te rm e d  to committee 3/6/05)

NC

I I I ' 1 \ f  

Rep. Wright

ro change the definition of "Critical Access Hospital' to conform to federal law.

Filed 3/30/05; passed House 3/13/05; passed Senate 8/23/OS; s igned  in to  f.nv i v C o v e r .m  9/02/05)

NC 1

I 'B  i  I '*• c

o appropriate funds to the Department of Healih and Human Services, Division of facility services, to 

n ha nee fair and consistent application of the certificate of need law and health planning process.

http://www.ncsl.org/programs/health/ccri-nccd.lHm 4/20/2007
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Rep. Nye (Filed S/22/06; Referred to committee S/23/06)

NC

SB 740 

Sen. Rand

To amend the Certificate of Need Laws.

(Filed 3/21/OS; passed House 7/13/05; passed Senate 8/16/OS; slgnnd  into law  t>y G overnor 8/26/OS)

NC

SB 1151/MB I M l’ 

Sen. Apocada

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 o f regular session, 2006)

PA

HB 2443 

Rep. Killian

Relates to health care; delegating responsibilities to the State Health Coordinating Council, e tc ., providing 

certificates of need for health care providers and prescribing penalties, etc.

(Filed 2/8/06; Referred to committee 6/13/06)

PA

SB 1253 

Sen. Greenleat

Exem pts continuing care retirement communities from the medical assistance bed approval process and 

allowing nursing facilities operated by continuing core retirem ent communities to obtain medical 

assistance certified beds under limited term s and conditions.

(Filed 6/22/06; Referred to committee 6/22/06)

R I

hb sacs
Rep. Landroche

Relating to Businesses and Professions, Board of Medical Licensure and Discipline, and self-referral. 

(Filed 3 /l/OS; Did not pass by end of regular session, 2005)

R I

HB 58/0 

Rep. Lewlss

Relates to health and sa fe ly  and the licensing of health care facilities. 

(Filed 3 /1/OS; Did not pass by end of regular session, 200S)

R I

HE 5815 
Rep. Savage

Relates to determination of need for new health care equipment and new institutional health care 

institutions.

(Filed 3/1/OS; Did not pass by end o f regular session, 2005)

R I

MB 7022 

Rep. Long

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)

R I

HB

Rep. Long

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  G overnor, 7/5/06)

R I

HB *;• 10 

Rep. S later

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 6/1 S/06; Did not pass by end o f regular session, 2006)

R I

SB 426 

Sen. Gibbs

To analy2e applications for certificate of need.

(Filed 2/10/0S; Did not pass by end o f regular session, 200S)

R I

SB 7SJ 
Sen. Robcits

Amends sections in the Determination of Need for New Health Care Equipment and New Institutional 

Health Services.

(Tiled 2 / 17/OS; Did not pass by end o f legular session, 200S)

R I

SB 70S 

Sen. b jd eau

Relates to self referral by medical practitioners; remove the capital cost test for application/installation or 

radiologic equipment.

(Filed 2/17/OS; Did not pass by end o f tegular session, 2005)

R I

SL* 4/4 1 

Sen. Roberts

fo reduce the size and make up of the health se iv ices council.

Filed 2/74/06 ; passed House o /23/06; passed Senate 6/22/06; M i r  a m t, r-y -nn inor 7/6/06)

SC

HR 161'I/M i V ' , 

Rep. Hitts

delates to the State Health Planning Committee Including the development and contents of the state 

ira lth  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 h ea it surgery if the applicant meets certain criteria .

Filed 2/22/05; Referred fo committee 2/22/05)
SC

SU iU5i
Sen Peeler t

i

(

tr la tes to the State Health Planning Committee including the development and contents of the state 

irn lth  plan for use in the approval of certificates of need, including a certificate of need for methadone 

refitment facilities; provides that a certificate of need is rrqn lied  for the acquisition of certain medical 

quipmont.

Filed 1/18/06; Referred to committee 1/18/06)

SC  I

SB l . ’Ok r

elates to certificate of need requirements for home health agencies, so as to exem pt from these 

equlrements private duty homo cate agencies that participate in state-funded waiver program s, that

htlp:/Av\vw.iicsl.org/prograins/hcaltli/cert-need.litni 4/20/2007
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Sen . Hutto 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)
TN

HB 228/SB 175) 

Rep. Overbey

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 resu lt In an increase in 

expenditures exceeding S I , 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-0n, 5/4/05; s ig n ed  in to  law  by 
Governor as Chapter 385, 5/23/05)

TN

MB 1088/SB 100'' 

Sen. Ford

Concerns hospitals and health care facilities; revises certificate of need requirem ents 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-0n 5/19/05; s ig n e d  in to  lo w  hy  
Governor as Public Chapter 445, 6/24/05)

TN

HB 11J2ySB 667 
Rep, McMillan

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; s ig n e d  in to  low  h y  
Governor as Chapter 237, 5/27/OS)

TN

HP 1966/ SB 3*13 
Rep. Harmon

Exempts PACE program from certificate of need required to provide nursing home 

(Filed 2/17/05; Referred to committee 3/30/05)

TN

HB 2010/SB 2103 
Sen . Strader

Imposes a one-year moratorium on certificates of need for non-residentlal methadone treatm ent 

facilities.

(Filed 2/17/05; Referred to committee 4/17/05)

TN

HB 2211/SB 1551 
Rep. Buck

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 o f regular session, 2005)

TN

IIP 3324/SB 3249 
Rep. Finney

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)

TN

5P 295B/HB 3026 

Sen. Cooper

Increases the total number c f 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 I ,  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; s ig n e d  in to  law  tiy 
Governru as Chapter 761, 5/25/06)

VT

HB j 5

Rep. Obuchowskl

Health; health care administration; health facilities; discontinuance of se rv ices; licensing of hospitals; 

open meetings; public records; certificate of need; hospital budgets.

(Filed 1/13/05; Referred ro committee 1/13/05)

VT

HB 450 
Rep. Hube

fo reform Vermont's Certificate of Need Laws. 

(Filed 3/8/OS; Referred to committee 3/8/05)

VT

HB 567 

Rep, Keenan

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 n y  G overnor 2/15/06

VA

MB 20,’ 
Rep. Cole

ituthorlzes the submission of an application for an increase In nursing home beds, e ither on-site or 

hrough relocation within the sam e 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; ig ru d  -..no law  by  
jo v e n n u  as Chapter 816, 4/6/06)

VA

HP 381 
Rep. Suit

(

(
i

rhc b II 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; (II) created In connection with a real estate 

ooperativo; and (Hi) providing its residents * iev<l of nursing services consistent with the definition of 

ontlnulng care In Chapter 49 (§  38 .2-4900 zt se , ) of Title 38 .2 .

Filed 1/6/06; passed House 94y-0n, 1/24 06; pa edSenate 40y-0n; 3/6/06; s ig n ed  i/nr.- law  hy  
tovcrnor as Chapter 776, 4/6/06)

VA P

lib  11 49 1 

Rep. Cline r

tequires the Board of Health to develop staring regulations specific to entitles that are  concurrently 

censed as a hospice and an assisted living f d llty that would not require the presence on each sh ift of a 

eglstercd nurse for any concurrently licensei facility that has no more than four beds and operates

http://www.ncsl.org/prograrns/lienlth/ccrt-need.htm 4/20/2007

http://www.ncsl.org/prograrns/lienlth/ccrt-need.htm
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within an Integrated healthcare system . 

ff.'/eL/1/11/06; Died In committee 1/24/06)

VA

n e  2 3̂
Rep. O ’Bannon

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-0n 2/22/05; s igned  into Ir, iv  hy 
G overnor as Chapter 404, 3/21/05)

VA

HB 2 3 Jo  

Rep. Griffith

Certificate of Public Need; relocation of certain nursing home beds under limited circum stances.

(Filed 1/11/05; passed House 79y-17n, 1/26/05; passed Senate 38y-ln , 2/21/05; signed  into la iv  lay 
G overnor as Chapter 99, 3/24/05)

VA

HB 2C3S 

Rep. Hurt

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 
G overnor as Chapter 838, 3/26/05)

VA

HB 2676/ SB  1337 

Rep. Orrock

Authorizes DMHMRSAS to license providers of services under the Medicaid Brain In ju ry W aiver and 

providers of residential services for persons with brain In jury. 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-0n, 2/22/05; s ig n ed  in to  law  ijv 
Governor as Chapter 725, 3/25/05)

VA

SB 42b
Sen. Lam bert HI

Defines "reduced rate ," for the purpose of the Comm issioner's conditions on approval of a certificate of 

need.

(Filed 1/11/06; Died in committee 1/19/06)

VA

b b  t m

Sen. Cucnnelli

Requires the regulation of abortion clinics as a category of outpatient surgical hospital and sets forth the 

requirem ents 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)

WA

HB 1688 

Rep.

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 3 4 y -lln , 4/7/05; s ig n ed  Into law ny 

Governor as Chapter 283, 5/4/05)

W A

SB 5178

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  in to  law  h y  governor as Chapter 39, 4 / 13/Go) |

W A

SB 6278

Relates to licensing specialty hospitals.

(Filed 1/10/06; favorable repoit 2/1/06; did not pass by end  i ession 3/06)

WV

HB JCB7 

Rep. Amores

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)

WV

SB 56V 

Sen. Caruth

Exempting ventilator beds from certificate of need requirement 

'Filed 2/15/06: Referred to committee 2/15/06)

WV

St) A .5 

Sen. Bowman

Authorizing certain nursing uem es ,u  obtain certificates of need for additional beds 

'Filed 2/20/06; Referred to committee 7/20/06)

W V

SB 773 

Sen. Kessler

Establishes certificate u< need siandaids.

Filed 2/27/06; passed House 3/10/06; passed Senate 3/1/06; ■gen.- ,.n v  up <,‘in  ernni as 
:hapter 101, 3/23/06)

W Y

SB  57

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 b y  g o ve in o t as Chapter 112. 3/24/06)

http://www.ncsl. org/prograins/health/cert-necd.litin ‘1/20/2007
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You asked that we identify A laska’s current statewide health plans. You also asked that we 
provide information on the integration of the state plans with those of the Alaska Native Tribal 
Health Consortium (ANTHC).1 In addition, you wanted us to identify states that have undertaken 
processes that have resulted in successful strategic health plans.

' W o have requested n copy o l the ANTHC strategic plan and wilt include that document as an addendum to this 
report when it becomes available. It appeals that the ANTHC coordinates Its o llorts. to some extent, with the state as 
evidenced by tho Department o l  Health and Social Service's website at
h t t p / f a s s  s t a t e  tik  u s / d p M a r g e t s / l ) a 2 0 1 0 / v o lu m o 3 / s u m m a r ic s / A N T H C p la n  h i m  Tho Department maintains a refetencc 
list o ( Native Health organizations online at l it t p  / A v w .v  h s s  state a k  u s / d p M a ig e t s / t ) a 2 0 1 0 A r o lu m e 3 / i in t iv e _ r o t .h t m
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S u m m a r y

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-based assessments o f the 
health status indicators o f 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 o f the Alaska Public Health Improvement Process. These earlier activities served as the 
foundation for the development o f the state's current health plans under the "Healthy People 
2010" model.

Two overarching documents currently supply the primary framework for A laska’s public health 
planning.2 First, “Healthy Alaskans 2010," consisting o f three volumes, contains goals and 
objectives for twenty-six health "problem areas." Cumulatively, the chapters associated with 
those areas have been the basis for numerous—at least 38— individual implementation plans and 
specific program 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 o f 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.

T u r n in g  P o in t

According to Alice Rang, Health Planner IV, Alaska Department of Health and Social Services 
(DHSS), A laska’s current health planning regime began in 1999 with the state's involvement with 
the “Turning Point" collaborative.3 Formed in 1997, Turning 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 Turning Point came from the foundations' 
concerns about the capacity of the public health system to respond to emerging

3 A third document— Ihe Medicaid S ta le  P lan—also serves as a  vital component o l overall statewide health planning 
1 his plan, however, largely concerns Ihe means o l 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 o f exccui,, j 
health policy rather than a planning document, per se The plan can he found online at 
h t t p  /Avmv h r .s  s t a t e  a k  u s / c o m m ls s ic n e r / m e d ic a id s t a t e p la r v V e f a u lt  h t m t t t o p

’  Ms. Rarlg can bo roachod a l (007 ) 4G 0'1?85 Extensive Information on Turning Point is available on the 
organization's website at h t t p  //tnuv l u m in g p o l n t p r o g r a m  o r g / ln d e x  h t m l. Alaska's Involvement mTurnlng Point is 
conducted by tho Department o f Health and Social Services Additional information on Ihe stale's current Turning Point 
activities a io  available online at h t t p  / / h s s  s t a t o  a k  t is / d p h / im p t o v in g A u m in g p o in V d c f a u lt  h i m . and (rom Patricia Nault (907- 
'IG5-8G17). Health Piogrnm  Manager ll, who serves as the slate's coordinator for Ihe project

/ t r .r s iA n v c  R k s v a r c h R i  i x v i r  0 8  1 2 7  J a n u a r y 3 0 . 2 0 0 8 — P A c .r  ?
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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 o f all people in a community.

Turning Point's underlying philosophy was that public health agencies and their 
partners can be strengthened by linking to other sectors (not just the private 
health care sector, but education, criminal justice, faith communities, business, 
and others) because the underlying causes of poor health and quality o f life are 
tied closely to social issues that are too complex to be approached by 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 planning process implemented to develop a better understanding of 
Alaska's public health system 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 o f 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 improvement process, such as 
assurance of a well trained, competent public health workforce, are also currently 
being addressed by a number o f public health system partners.4

H e a l t h y  A l a s k a n s  2 0 1 0

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 U S Department of Health and Human Services.5 According to the DHSS, Healthy People

* http //hss state al; us/dpMmproAnsyaphip/default htm

‘ In 1994, D l ISS  published a plan 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 Peop le 
2000  program. Tho data from these a sse ssm en t servo as the baseline health status Indicators upon which tho updated 
goals and new m easures ot I lealthy Peop le 2010  seek to Improve More information on Healthy Peop le  2010  Is avallablo 
on tho program's w e h . to nl h t t p '/ A s .v w  h e a l t h y p e o p l e  q o v / A b o u U .

11 ur:i A tiv r R n v A W .H R fm r c o n  ; ; V  Ja n u a r y 3 0 , 2 0 0 8 —  P a c .c 3
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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 o f 
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 title. Volume I is comprised o f 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 II is the strategic plan for the project; however, the 
volume employs the novel approach of using anecdotes and stories from communities across 
A laska to impart the importance and relevance c f each o f the volume's chapters and issue areas.

Whereas volumes I S II 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 o f these plans relates to the objectives, targets and strategies of one or more of the 
issue areas delineated in volumes I & II of the series.'

C o m pr e h e n s iv e  Integ r a ted  M ental H ealth P lan

The DHSS, in conjunction with the Alaska Mental Health Trust Authority (AMHTA), is required by 
AS § 47 30 660 to "prepare, 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 w ith 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

* W e include copies o l Healthy A laskans Volumes I & II as Attachment A Volume III is avmiablo online al 
h t t p  / / h s s  s t a t e  nk vs.dphTaigetS/haOO M P V o l u m c lV e f a u A  him

'  The DHSS maintains o table toi cross rolorencing individual program plans to the 20 chaplets o l I len llhy Alaskans 
volume I online a l h t t p  //h ss  s ta t e  a k  u V J p h t i u q e t s / t i a l O I C i / V o h i m e i / c h a p t e r s  h i m

' W e include a copy o l Moving f oiward' os Al'acrimcnl 0  Additional Information and electronic copies o l the plan 
are available at h t t p  Auuv h s s  s t a t e  ak  i iv t M m m is s io n o f / h e o n t ip la n m n iy t n o v m g f o n Y a n W e t a u t t  h i m  More information on 
(he Alaska Mental Health Trust Aulhonty n. available online at h t t p  / Uis-.v m h t w s t o ig /

h v  H I .  w r h  M . n r ( W  r ; v  jMHMMv X). 2 0 0 0 — P a OE 4
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efforts” o f statutory advisory and advocacy boards.” According to the authors, the intent c f the 
plan is as follows;

. . .  to guide resource allocation decisions in the development o f 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 
qua lifed 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 o f Trust 
beneficiaries' disabling conditions through prevention and early intervention, to 
the extent possible.

A laska H ealth C are  S tra teg ies  P lanning C ouncil

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” fo r 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 myriad o f 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 o f 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 siream ing live 
video online.

The Council submitted its final report and recommendations to the Governor and the Legislature 
on December 23. 2007 The order establishing the Council directed that the report include the 
following:

(1) a description of the current health care system in Alaska,

' Monv o l tho stalo's various health plan# are available through Ihe 'publications’  s«ction o l  tho website o f the 
Department ot Health and Social Services at tho following URL 
h t lp / A v w w  h s s  s t o le  a k  u s / c o m n v s s io n t ir / H e n it h p ln n n i iK y iw t ih c a t io n iW o t M ilt

t l . u s i A l i i - t  f p  : . i  Afar.itP l ' i X i a r 0 8  1 2 7  
A l a s k a  s S t A t r  H l a l h i P i a n s
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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-based,
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.10

According to the Council's report, however, the short operational time frame did not allow the
group to address the Governor’s directive to present fiscal information to accompany each o f the 
strategies outlined in the report. The Council further indicates that implementation 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 o f the final report, is to create
an “ongoing and quasi-independent" Alaska Health Care Commission.11

A s s e s s in g  O t h er  S tates’ H ealth P lanning P r o c e s s e s

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 o f 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, o f 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

,a Further 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 <s available 
online it h t t p  /Avmv.hss s t a t e  a k  u s / h s p c / m e e t t n g s  h t m l

"  W e 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 
h t t p  XA'.wv c h n n e t t e m s t it u t e  o t y A e s u u r c e s / N C I _ R W J F _ F o r u m  h t m l Tho National Che motto 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 o f the experi ences and successes of 
specific states' activities in various areas o f public health planning are available through the 
search function o f the Robert Wood Johnson Foundation website at httpYAr/ww.rwjf.org/.

I 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 S ta le ’  and "S lates o l  Change: Stories o f 
Transformation in Public H oa lth " Additional turning 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 
h t t p J A v w w  l u r n i n g p o l n l p r o g m m  o r g / P a g o s / a r c h iv e s  h t m lt t ie p o t t s
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A l a s k a n s  2010," V o l u m e s  I & II, N o v e m b e r  2005; o n l i n e  at 

htto://hss. state, ak. us/dph/targets/ha2010/default. htm
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E x e c u t i v e  S u m m a r y

Moving Forward, Comprehensive Integrated Mental Health Plan 2006-2011 is the work 
o f  the Alaska Department o f  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 o f  optimal quality o f  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 Alzheim er’s disease or a related dementia. Also included are 
individuals at risk o f  developing these conditions —  for example, children who exhibit 
behaviors or symptoms suggesting they may develop a mental disorder.

The Comprehensive Integrated Mental Health Plan 2^06-2011 looks at the status o f  Trust 
beneficiaries in four areas: health, safely, quality o f  life and economic security. Data are 
used to show long-term changes in these four areas. Another section o f  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.

M gW .V
•• . :- Y'CIMHP

Abbreviations Used in th is Plan

\Hi DHSS
Comprehensive Integrated Mental Health Plan 

Alaska Departmur • of Health and Social Services
AMHTA 

AS '
Alaska Mental Health Trust Authority

Alaska Statutes
■ ,  P U P  I  j p L P i

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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I. Introduction
P lan  V i s i o n

The vision o f  the Comprehensive Integrated Mental Health Plan is optimal quality o f  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.

A u t h o r i t y  fo r P lan

Alaska Statute 47.30.660 requires the Department o f  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 o f  this plan is to be coordinated with federal, state, regional, local, and private 
entities involved in mental health services.

Purpose  o f  P lan

The purpose o f  this Comprehensive Integrated Mental Health Plan (Comp M il Plan) is to 
guide resource allocation decisions in the development o f  services, workforce, and 
facilities to meet the needs o f  Trust beneficiaries. The overall goal is a service system that 
quickly meets the needs o f  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 o f  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 011 Aging, collectively called the beneficiary 
planning and advocacy boards, and by the Department o f  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 

Ta rge t  Popu l a t i o n  o f  P lan

Moving Forward: Comprehensive Integrated Mental Health Plan has a vision o f  optimal 
quality o f  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, o f  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 w ay to limit human suffering and is usually the least costly 
strategy.

E xten t o f  the Prob lem

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 o f  the data available). I f  those with substance use disorders were counted 
instead o f  just those who arc alcohol dependent, the number o f  Trust beneficiaries would 
rise to 120,000.

• Chronic mental illness (adults): 27,600
• Serious Emotional Disturbance (youth): 17,000
• Alzheim er’s Disease (adults over age 65): 4,900
• Brain injured: 10,000
• Developmentaliy disabled: 11,500
• Alcohol dependent: 19,000

M en ta l  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 se lf  care, personal relations, living arrangements, or w ork .1

It is estimated that 17,000 young Alaskans (12 percent o f  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 .:

A lzhe im er’s Disease a n d  Related Dem entia:

An estimated one in eight Americans over age 65, and nearly half o f  those 85 or older, 
have Alzheim er’s disease. From 2000 to 2004, deaths from Alzheim er'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 o f  aging, the risk o f  
developing the illness rises with age.

http://hss.state.ak.us/commissioner/healthplanning/movingforward
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Using national prevalence rates, the Alaska Commission on Aging estimates that as o f
2006, there were 4,916 Alaskans aged 65 and above with Alzheim er’s. As o f  January,
2007, 57 percent o f  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 
Alzheim er’s disease. Nearly 10 million Americans carc for a person with Alzheimer’s or 
other dementia, and about one-third o f  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 o f  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

D evelopm enta l Disabilities:

According to national prevalence data, 1.8 percent o f  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 o f  Education and other agencies, autism is the fastest- 
growing developmental disability. It is the most common o f  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

C h ro n ic  Alcoholism:

Rates o f  heavy and binge drinking are consistently higher in Alaska than in the United 
States as a whole. In 2006, the highest prevalence o f  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% o f  young Alaskans between the ages o f  12 and 17 
used alcohol in the last month, according to 2004 and 2005 statistics.11 This is a 
significant concern, because research shows that young people who begin drinking before 
the age o f  15 are four times more likely to develop dependence.1’

http://hss.stnte.nk.us/commissionor/healthplanning/movingforward
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I I .  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 o f  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.

H e a l t h  G o a l  #1: E n h a n c e  q u a l i t y  o f  l i f e  t h r o u g h  a p p r o p r i a t e  s e r v i c e s  f o r  
p e o p l e  w i t h  m e n t a l  a n d  c o g n i t i v e  d i s a b i l i t i e s  a n d  s u b s t a n c e  u s e  
d i s o r d e r s

Good physical and mental health is a common measure o f  an individual’s well being.
One way to assess a population’s overall health is with a sc t 'o f  measures known as 
"Healthy Days.” 13 Developed by the National Center for Disease Control, Healthy Days 
is one o f  the few population-based surveys o f  mental health status. It measures 
individuals’ self-evaluation o f  their physical and mental health within the past 30 days.

Figure I —  Days o f Poor Menial Health in Past Month by Age Group

Data from the Behavioral Risk Factor Surveillance Survey 'show  the percent o f  Alaskans 
surveyed who self-report the num ber o f  days in the prior month that they experienced 
“poor mental health.” Fourteen percent o f  survey respondents reported more than five 
days o f  poor mental health during the previous month. The percentage o f  young adults 
who report that they experienced between six and 10 days o f  poor mental health was 
three times higher than other age groups.

http://hss.state.ak.us/comrnissionor/healthplanning/movinciforward
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F i g u r e  1: D a y s  o f  P o o r  M e n t a l  H e a l t h  in  P a s t  M o n t h  

b y  A g e  G r o u p  
S o u r c e :  BRFSS 2006

65+

3 5 - 6 4

1 8 - 3 4

AK  DHSS Division o f Public Health, Behavioral Risk Factor Surveillance System

Figure HM-1 - Percent o f  Alaskans Reporting 11-15 Days and 16-30 Days o f  Poor 
Mental Health in Past Month, 2001-2006

The number o f  Alaskans in all age groups reporting poor mental health for more than half 
o f  the past month increased in 2006. The number reporting only 11 to 15 days o f  poor 
mental health in the past month has increased gradually during the last six years.

F ig u r e  HM-1
P e r c e n t  o f  A la s k a n s  R e p o r t in g  11-15 D a y s  a n d  16-30 D a y s  o f  

P o o r  M enta l  H ea l th  In P a s t  M onth ,  2001-2006
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H e a l t h  G o a l  #2: R e d u c e  t h e  a b u s i v e  u s e  o f  a l c o h o l  a n d  o t h e r  d r u g s  to 
p r o t e c t  A l a s k a n s ’  h e a l t h ,  s a f e t y ,  a n d  q u a l i t y  o f  l i f e .

Alcoholism and chemical dependency have long been recognized as A laska’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 
o f  alcohol abuse is seen in rates o f  related injuries, chronic disease, and deaths. National 
research shows that substance abuse has been implicated in 70 percent o f  all cases o f  
child abuse and that 80 percent o f  the men and women behind bars are there because o f  
drug or alcohol related crim e.14

Figure 2 —  U.S. and Alaska Alcohol Consumption Comparisons

Alcohol consumption rates reflect Ihe prevalence and severity o f  alcohol related 
problems. The alcohol consumption rate in Alaska has been higher than the rate in the 
rest o f  the nation during each o f  the last 14 years, and is well above the Healthy Alaskans 
2010 goal o f  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 o f  alcoholic beverages and the state population o f  persons 
14 years and older.

rigure 2
U S ,  a n d  A la s k a  A lc o h o l  C o n s u m p t io n
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Figure 3 —  Heavy and Hinge Drinkers, Alaska and U.S.

Another indication o f  the pervasiveness o f  alcohol abuse is the percentage o f  Alaskans 
who report acute (binge) and chronic (heavy) drinking. The Behavioral Risk Factor
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Surveillance Survey9 shows 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

20U2 2003 2004 2005 2006

AK DHSS Division o f 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 Division o f Public Health, Bureau o f Vital StnliMii ̂
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On average, 16.7 years o f  productive life were lost for each alcohol-induced death. The 
late o f  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.15

H e a l t h  G o a l  #3: P r o m o t e  h e a l t h y  b i r t h s  a n d  e n c o u r a g e  e a r l y  c h i ld h o o d  
in t e r v e n t i o n s  to r e d u c e  th e  r i s k  o f  d i sab i l i ty

Alaska families, like those everywhere, strive to have healthy babies and provide good 
homes for their children. The first three years of a child’s life are a time o f  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.16 Often a number o f  identinablc stresses combine to create 
family dysfunction and to compromise the children’s development and health.

Figure 4 — Percentage o f Women SelJ-reporting Alcohol Consumption During 
Pregnancy, Alaska 1096-2005

The U.S. Substance Abuse and Mental Health Services Administration estimates the 
prevalence o f  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 o f  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 o f  delivery, is underreported. However, it is agreed that over the last decade, 
there has been a significant decline in prenatal alcohol use in Alaska.Ih

For more information about efforts to prevent FASD, see Initiatives section.
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F ig u ro  4 : P e rc e n ta g e  o f  W o m o n  S o lf- ro p o rt ln g  A lc o h o l 

C o n s u m p t io n  D u rin g  P re g n a n c y  

A la s k a  1996-2005
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Heal th  G o a l  #4: R e d u c e  th e  n u m b e r  o f  su ic ides  in A la sk a .

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 o f  potential life lost due to 
suicide in Alaska was 4.686.19

Fipure 5 — Alaska Suicide Hales per 10(1,(1(11) Population by Area, Alaska l l) ()()-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, l))6-2005
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The Alaska Suicide Follow-back Study contains information from interviews with the 
families o f  some o f Alaska’s suicide victims from 2003 to 2006. According to the 
interviews, more than half (54%) o f  the decedents had a disability or illness that made it 
difficult for them to take care o f  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 o f  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 o f  the 
interviewees said the decedents drank alcohol daily. The interviews indicated that 54 
percent o f  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 o f  the population, they acci tinted for 
39 percent o f  the suicides.21

Figure US-1 — Alaska Teen Suicides

Among Alaskans aged 15 to 19, there were 22 suicides in 2004 and 11 in 2005.

F ig u re  HS-1 
A lask a  T e e n  S u ic id e s  (Age 15-19)

3 0

o — ---------------------------------------------------
19*19 2 0 0 0  2 0 0 1  2 0 0 2  2 0 0 3  2 0 0 4  2 0 0 5

Source: DHSS Division of Public Health, Bureau of 
Vital S tatistics, Health Profiles

Figure IIS-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/attempts from  2003 Youth Risk Behavior Survey (YRBS22)

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 ft ctors include:

• Effective and appropriate clinical care for mental, physical, and substance 
abuse disoulers

• Easy access to a variety o f  clinical interventions and support for help 
seeking

• Restricted access to highly lethal methods o f  suicide
• Family and community support
• Support from ongoing medical and mental health care relationships
• Learned skills in problem solving, conflict resolution, and nonviolent 

handling o f  disputes
• ( ,’ullural 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.

H e a l th  G o a l  #5: Access :  e n s u r e  h igh  q u a l i t y  t r e a t m e n t ,  r e c o v e ry  a n d  
s u p p o r t  s e rv ices  a r e  p r o v id e d  as close to o n e ’s h o m e  c o m m u n i t y  as 
possib le .

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 o f  Alaska Mental Health Trust Beneficiaries Served by DHSS  
Divisions (Figure HC-1)

The Department o f  Health and Social Services serves many Trust beneficiaries in its 
various programs throughout the state. An estimate o f  the number o f  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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F igu re  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 Division Age 0-17 Age 18-20 Age 21-64 Age 65 +

Age not 
available

Total for 
Specified 
Time 
Period

Female Male Female Male Female Male Female Male Female Male

FY 2005
Behavioral Health (DB11) - 
Mental health 3397 4271 247 243 2614 1782 69 29 3 5 12,660

Source:
These ore stale community mental health settings, state psych hospitals, and other settings. Some clients may have been served in 
more than one setting SO would be counted twice. Source: CM/IS FY 2005 Uniform Reporting System. Basic Table 5A anil B.

April - 
Dec., 2005 D BII - I ’ASD Diagnostic team 91 8 S S I

P I p i
99

Source:

This is the number o f clients referred to and screened by the FASD Multidisciplinary Community Diagnostic Teams between April 
and December 2005. Of those screened, 3% were diagnosed with FAS or atypical FAS; 51% with static encephalopathy; 39% 
with neurobehavioral disorder; and 7% were found to have no evidence of organic brain damage. Scarce: Behavioral Health Research & 
Services FAS Evaluation Summary Report of the Alaska Multidisciplinary' FASD Diagnostic Team Data, UAA (BURS FAS-Related Technical Report No. 35)

FY 2005 DBII - Chronic Alcoholism Fm * a . • • j*
776 P f l P . 776

Source:
Estimates drawn from State grantee residential substance abuse treatment facilities quarterly reports to D ill I. Excludedfrom 
these numbers are youth and women with children.

I I

1
|

■

31
I WB i  'wl Y ' ~'f

V  ' ]
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Data
Time
Period Division Age 0-17 Age 18-20 Age 21-64 Age 65 +

Age not 
available

Total for 
Specified 
Time 
Period

1/1/07 to 
4/30/07

Juvenile Justice (DJJ) - 
Age 0-21 1 '

* 1 "!'i • ' < & c 841
Female 142 •
Male 699

Numbers represent youth on supervision with DJJ who had at least one Axis 1 diagnosis, under DSM-IV- I'R 
(clinical disorders & other conditions that may be a focus of clinical attention). Most were 17 years of age or 
younger. Of the total, 39% also had a co-occurring disorder (substance related disorder accompicd by a mental 
health disorder). Alaska Native youth had more Axis 1 primary diagnoses than any other group. S o u r c e :  D H S S  D iv .  of 
J u v e n i l e  J u s t i c e

I Z
.

h  •

■
rv- -  ' :

•» •.\^*ry Y._

.

One-day
snapshot,
5/1/07 Pioneer Homes 263 263

Source:
Total Pioneer llome residents with a dementia diagnosis (sortedfor "dementia" in ICD-9 code). S o u r c e :  D i v i s i o n  o f  

P i o n e e r  H o m e s .  A  e c u . \  fec i E l e c t r o n ic  M e d i c a l  R e c o r d s  S y s te m

One 
month - 
April, 
2007

Public Assistance (DPA) 
-Alaska Temporary 
Assistance Program 
(A TAP) (4/05)

1

33SI 4.784
April.
2007

DPA- Adult Public 
Assistance (APA) 16,568 16.104

April,
2007 DPA - Pood Stamps 22.491 21,477

Source:
These figures reflect a one-montli caseload for all Alaskans; this data does not break out the number of Trust beneficiaries. Not counted arc the 
customers whose cases are managed bv the tribal system. S o u r c e :  D I ’A

 _____________

I ~~ z __________
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Public perceptions o f  cure

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 
o f  treatment and other services they receive. Today, many agencies include consumers on 
their boards o f  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 o f  care us indicated through number o f  complaints 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 o f  a long-term carc 
resident. The Alaska ombudsman’s office is administratively managed by and resides in 
the office o f  the Alaska Mental Health Trust Authority. The majority o f  funding for the 
office comes from grants through the federal Administration on Aging.

Figure HC-2 shows the number o f  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 S erv ice  and Certification and Licensing. There l” ve 
been about 250 complaints actively investigated during each of the last three year
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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 o f  the fastest-growing senior populations o f  all the states, with the 
number o f  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 o f  that additional income. Incomes o f  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 o f  the 
senior population. By 2030, the number o f  Alaskans in this age group is expected to 
triple. *3

Consumers Satisfied with Public M ental Health and Substance Abuse Services 
(Figures IIC-3a and IIC-3b).

Figures HC-3a and b show the results o f  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 - A dults
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Public perceptions o f  care as indicated through agencies with fam ily members or 
consumers on governing/advisory boards

A majority o f  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 o f  having consumers or family members in sufficient 
numbers on the agency governing body or board to ensure their meaningful participation. 
Consumers o f  publicly funded behavioral health and developmental disabilities services 
demand increased involvement in their treatment and carc. Consumers or family 
members o f  consumers also sit on each o f  the four statewide advocacy boards and 
commission.

Safety

Thousands o f  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 o f  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.

S a fe ty  G o a l  / / I :  P r o te c t  c h i l d r e n  a n d  v u l n e r a b l e  a d u l t s  front a b u se ,  
neg lec t ,  a n d  e x p lo i ta t io n

Childhood maltreatment has been linked to a variety o f  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 011 health and well-being in peoples’ lives even 50 years later. “Adverse 
childhood experiences" include repeated physical abuse; chronic emotional abuse; and 
growing up 111 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 WS-1 shows the unduplicated count o f  Alaska’s children for whom a report o f  
harm was received by the Alaska Department o f  Health and Social Services Office o f  
Children’s Services. Each child is counted only once regardless o f  the number of reports 
received. Generally, it indicates the number o f  children for whom individuals reported 
sonic safety concerns to the Office o f  Children’s Services. OCS did not investigate all 
reports o f  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 o f  harm 
increased from 9,531 in state fiscal year 2004 to 12,491 in state fiscal year 2006.

F igu re  IV S -J —  Unduplicated Count o f  Children with Reports o f  H arm

Figure 7 —  Safety o f  Children: Mum her o f  Children with a Substantiated L .port o f  
Harm by Type o f  Harm

Figure 7 represents the number o f  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 o f  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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Physical Abuse

Nog'ect
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Figure JVS-2 Rate o f  Repeat Maltreatment o f  Children

Figure WS-2 shows the percentage o f  all children who were subjects o f  substantiated or 
unconfirmed reports o f  harm during the first 6 months o f  the year and who had another 
substantiated or unconfirmed report o f  harm within 6 months. In state fiscal year 2006, 
the rate o f  repeat maltreatment was 13 percent.
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Reports o f  physical injury, sexual assault, and threats/injuries by weapon at school 
from  Youth Risk Behavior Survey 22

According to the Youth Risk Behavior Survey, the number o f  high school students 
reporting threats and sexual abuse has increased since 2003.

* 2003 Youth Risk Behavior Survey

o 4.1 percent o f  students did not go to school on one or more o f  the past 30 days 
because they felt unsafe at school or on their way to or from school, 

o 8.1 percent o f  students have been physically forced to have sexual intercourse 
when they did not want to

• 2007 Youth Risk Behavior Survey

o 5.5 percent o f  students did not go to school oil one or more o f  the past 30 days 
because they felt unsafe at school or on their way io or from school, 

o  9.2 percent of  students have been physically forced to have sexual intercourse 
when they did not want to

Table S -l:  Domestic Violence and Sexual Assault Fiscal Year 2(K)(> Statistics

During fiscal year 2006, Alaska shelters provided services to 8,140 clients. 25% o f  the 
clients were children. Services include safe shelter, crisis intervention, food and clothing, 
referrals and many other services. Table S-l aggregates the field reports from victim 
service providers and shows the types o f  incidents experienced by the clients. The top 
three types of incidents were domestic \ioiencc, sexual abuse o f  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
DWl DU I Victim Count 14
Hldcr Abuse (victim 60 r years o f  age) 11
Count

1 1

Other Violent Crime Count 79
Robbery Count 13
Sexual Assault (adult) Count 653
Stalking Count 139
Sur\ ivor o f  J lomicide Victim ( ount 37
Grand Count 7,464
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Figure IVS-3: Percentage o f  Alaskan Adults who have Experienced Domestic Violence 
over (heir Lifetime

Figure WS-3 shows the percentage o f  participants in the most rcccntly-availablc 
Behavioral Risk Factor Surveillance Survey (BRFSS)14 who 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 
Experienced Domestic Violence over their Lifetime

1

Experienced W itnessed  Experienced Sexual
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Adult Protective Services Reports o f  Harm

Alaska law defines vulnerable adults as persons IS years of age or older who, because o f  
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 o f  harm. Harm includes abandonment, 
abuse, exploitation, and neglect (the most common report). More than half o f  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 o f  Health and Social Services was contacted about 
1666 people (unduplicated) for whom an investigation was possibly warranted; 86% of 
•hese intakes were investigated.

S afe ty  G oa l  #2: P r e v e n t  a n d  r e d u c e  i n a p p r o p r i a t e  o r  a v o i d a b l e  a r r e s t ,  
p ro s e c u t io n ,  i n c a r c e r a t i o n  a n d  rec id iv ism  o f  p e r s o n s  w i th  m e n t a l  hea l th  
p r o b l e m s  o r  d e v e lo p m e n ta l  d isab i l i t ies  t h r o u g h  a p p r o p r i a t e  t r e a t m e n t  
a n d  s u p p o r t s .

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 o f  jail 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 o f  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 o f  103 unduplicated 
clients. O f  the 103 clients. 36 completed the program, 37 were vacated or opted out o f  the 
program after entry, and 30 were still active on the caseload., These 103 clients had had 
a total o f  197 misdemeanor arrests and 20 felony arrests during the 12 months prior to 
participation in Jail Alternative Service. '* ' , JAS. artests decreased
sharply to 86 misdemeanor arrests and two felony arrests. In terms o f  total days of 
incarceration, there was a reduction o f  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 o f  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 I 
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 1 and Figures 8A and 8B show a reduction in legal recidivism as a result o f  the 
JAS program.

Table J: Arrest Data fo r  Clients not active in Jail Alternative Service (JAS)

1

Metric
N-103j

Lifetime Total 
Before JAS

12 Months 
Before 
JAS

During JAS

M Misdemeanor Arrests (New Charges) 773 197 8 6

j
// Individuals with Misd -rneanor Arrests (100%) 103 (55%) 57 (45.2%) 40

i
// Felony Arrests 113 2 0 2

U Individuals with Felony Arrests (29.1%) 30 2

Average Number of Arrests/per JAS Participant 2 . 1 0.9

Total Days in Custody for All JAS Participants 42,720 7,732 3,264

The Icngih o f time 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 Program 1-valuation July 1, 1998 -  June 30, 2003, C&S Management 
Associates, 2004. Alaska Mental Health T rust Authority Status Report, Jail Alternative Services, which 
included data from program inception July 1, 19‘>8 through June 30,2003. dated April 12, 2004, hy Co’lccn 
Patrick-Rilcy. Department of Corrections Mental Health.

Figure 8A: Arrest Data fo r  Individuals Who Participated in Jail Alternative 
Services (JAS)

a  M isdemeanor Arrests

■ Individuals w/ Misd 
Arrests

□ Folony Arrosts

□ Individuals wI Folony 
Anests

Lifetime 12 Mn During 
Boforo Boforo JAS

JAS JAS

(Revised February. 2007)
Source: JAS Program Evaluation, July l, WS-Juuc 30.2003; t\V:S Management Associates, 2004
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Figure SB: Days in Custody and Arrest Data fo r  Individuals Who Participated 
in Jail Alternative S e n ’ices (JAS)

□ Lifetime 
Before JAS

■ 12 Months 
Before JAS

□ During JAS

Days in Arrests 
Custody

(R e v ise d  Feb ruary , 2007 )

Source: JAS Program Evaluation. July I, 1998-June 30,2003: C&F Management Associates, 2004
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L i v i n g  w i t h  D i g n i t y

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 o f  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 o f  a neighborhood, live in acceptable housing and attend the public school are 
marks o f  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 o f  their communities. Prejudice may limit social 
acceptance in school, religious organizations and volunteer activities. In some 
communities, unavailability o f  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 o f  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 for jobs 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.

D igni ty  Cosil #1 :  M a k e  it poss ib le  fo r  T r u s t  b en e f ic ia r ie s  to be  
p r o d u c t iv e ly  e n g a g e d  in m e a n i n g f u l  ac t iv i t ies  t h r o u g h o u t  t h e i r  
c o m m u n i t i e s .

The Client Status Review (CSR) tracks the quality o f  life o f  consumers o f  the Alaska 
behavioral health treatment system. When clients enter the system they are asked a series 
ofquestions about their "life domains" such as thoughts o f  self-harm, feelings o f
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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 o f  consumers who reported that their conditions were the same or better than 
they had been when they entered the system. Included arc 1,6S8 consumers (419 children 
and 1,269 adults) in state fiscal year 2006.

Figure 9A: Positive Outcomes in Life Domnins -Adult:; (Percentage o f  Adult 
Behavioral Health Consumers Improving or Maintaining Quality o f  Life)

T l g u r e  9 A :  P o s i t i v e  O u t c o m o s  i n  L l f o  D o m a i n s  -  A d u l t s  
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Figure 9B: Positive Outcomes in Life Domains -  Youth (Percentage o f  Youth 
Behavioral Health Consumers Improving or Maintaining Quality o f  Life)
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Youth connectedness at levels o f  family, school, and community - Youth Risk Behavior 
Survey 2003 R eport22

Connectedness is a key protective factor correlated with a decrease in youth risk 
behaviors (use o f  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:

• 79.3 percent o f  boys and 78.1 percent o f  girls report they don t feel alone in life.
• Most Alaska high school students, 71.0 percent of boys and 74.6 percent o f  girls, 

believe they matter to people in their community.
• The majority o f  boys (60.0 percent) and girls (55.0 percent) report they have 

teachers who carc about them and give encouragement.
• Forty-eight percent o f  students agree or strongly agree that in their community 

they feel they matter to people.

D ign i ty  G o a l  #2: E n a b l e  T r u s t  ben e f ic ia r ie s  to live in a p p r o p r i a t e ,  
access ib le  a n d  a f f o r d a b l e  h o u s in g  in c o m m u n i t i e s  o f  t h e i r  choice.

On any given night in Alaska, there arc an estimated 3,500 homeless Alaskans. O f  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. 32 These children are more likely to experience conditions o f  anxiety, withdrawal, 
depression, hunger, asthma, car infections, stomach problems and speech problems than 
their peers.

Ilomclessness results from a complex set o f  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 S I8.12 per hour to afford a modest two- 
bedroom apartment at the average fair market rent o f  S 9 4 2 / '  (For more 
information about rcnt-wage dispaiitics in Alaska, please see Table F - l .)

• 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 or job 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 o f  homeless Alaskans: Alaska Housing Finance 
Corporation Statewide Winter Homeless Survey Reports

Estimated N um ber of Homeless Alaskans: Alaska Housing Finance Corporation 
Statewide W inter Homeless Survey Reports
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Source: Alaska Housing Finance Corporation Homeless Service Providers Si vey Reports 
Data reflects total homeless numbers reported by agencies, with duplicates removed

Figure 10 show:, that the estimated number o f  homeless Alaskans doubled between 2001 
and 20(16. The AtlFC survey is completed semiannually on a predetermined day by 
providers o f  services for homeless people. Although the survey has many limitations, 
including low survey return rates, it does provide some idea o f  the number of homeless 
Alaskans and their characteristics.

Section <V Public Housing

Over 4,000 Alaska residents currently are using Section S public housing vouchers, 
which are allocated from the U.S. Department o f  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 o f  vouchers allocated from HUD to A MFC 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 o f  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/7 In 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 o f 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 o f  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 f  individuals 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 o f  88 discharges a year have led to homeless status. ’*

Alaska Department o f  Corrections

A 2005 Department o f  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 s t re e tf*

D ign i ty  G o a l  #3:  Ass is t  T r u s t  ben e f ic ia r ie s  to receive  th e  g u i d a n c e  a n d  
s u p p o r t  n e e d e d  to r e a c h  t h e i r  e d u c a t io n a l  goals.

The federal Individuals with Disabilities Education Act (IDFA)W is 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 o f  an 
alternate assessment for students with significant disabilities. It is critical for children to 
participate in school and complete a high school course o f  study part o f  their
preparation for a life as independent as possible.

Figure 11 —  High School Graduation Rates fo r  Students Receiving Special Education 
Compared with Students Not Receiving Special Education

Figure 11 shows the rate o f  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.

Alaska loses a significant number of students over their four years o f  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 o f  records. Part o f  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 o f  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 D L-l - Grade 10 Students Passing Qualifying Exams -  Students Receiving 
Special Education Services and Students Not Receiving Special Education Services

Figure DL-l 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 o f  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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E c o n o m i c  S e c u r i t y

“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 o f  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 o f  their illness.

E c o n o m ic  S e c u r i t y  G oa l  #1: M a k e  it poss ib le  f o r  T r u s t  benef ic ia r ie s  
m o s t  in n e ed  to live w i th  d ign i ty ,  e n s u r i n g  th e y  h a v e  a d e q u a t e  food, 
h o u s in g ,  m e d ic a l  c a re ,  w o r k  o p p o r tu n i t i e s ,  a n d  co n s i s ten t  access  to 
basic  r e s o u rc e s .

Figure 12 — SSI/APA Payment Compared to Alaska Poverty Level

The Supplemental Security Income (SSI)/Adu!t Public Assistance (APA) cash benefit for 
people with disabilities has eroded over the years in '•elation to the Alaska poverty level.
In Alaska, the SSI/APA programs combine to provide minimal cash assistance o f  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 o f  physical, 
mental or emotional problems) have a significantly lower annual income than those not 
experiencing a disability.

Figure 13: Population  18 an d  Over by Incom e Level 
and  Disability S ta tus ,  2005-2006
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Figure N  —  Number o f  Trust Beneficiaries Receiving Support through Division o f  
Vocational Rehabilitation versus Number Employed

The Division o f  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. O f the total clients served by DVR in 2006,68 percent were 
Trust beneficiaries. Trust beneficiaries comprised 61 percent o f  the total clients receiving 
training, and 63 percent o f  the total becoming employed.

Figure 14 shows that over the last six years, the number o f  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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F i g u r e  14
Nuinbor of Trust Cenoficlarlos Receiving Support through 
D ivision ot Vocational Rehabilitation vs. Number Employed

Source: AK Department o f Labor and Workforce Development. Division o f Vocational Rehabilitation

Employment initiatives o f  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 o f  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 o f  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-I 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 o f  
ihcir disabilities, need intensive ongoing support, including supcrvi.sion and training, to 
perform in a work setting. Medicaid covers the costs o f  supported employment for people 
with developmental disabilities, allowing participants to contribute to the community and 
to their own sense o f  self-esteem through work.
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Figure ES-1: MR/DU* Waiver Recipients who 
Receive Supported Employment Services
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Figure ES-2 - Average Number o f  Participants in the Medicaid Buy-in Option

The Working Disabled Medicaid Buy-in is a category o f  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 o f  federal poverty guidelines for 
Alaska, and the individual's monthly unearned income must be less than $1156 (S1390, if 
married) and countable assets o f  less than $2000 (S3000, if  married).

Figure  ES-2: A v e rag e  N u m b e r  of  
P a r t ic ip a n ts  in Working Disabled  

Medicaid  Buy-in Option

■ 2001 

■ 2002

□ 2003
□ 2004

■ 2005

■ 2006

Calendar Years 2001 - 2006

Sou.ce: AK DHSS Div. o f  Public Assistance E lig ib ility Information System
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A f fo r d a b i l i t y  o f  H o u s in g

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 o f  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 o fS  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

T A B LE  ES-1 
Alaska Rent-NVage Disparities

Community
Affm dnlilc 

Rent*

SSI/APA
Affordable

Rent
2-BR
FMR

WflRC 
Needed 
to Afford 
2-BR FMR

Mrs pr
wk (</'
Mitt
Wage**

F air Market 
Kent Per Hour

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 SI 9.31 108
Fairbanks $526 $290 $859 $16.52 92
Juneau $652 $290 $1,096 $21.08 118
Kenai $499 $290 $732 $14.08 79
Ketchikan S545 $290 $962 $18.50 103
Kodiak $547 $290 $1,034 $19.88 111
Mat-Su $528 $290 S797 $15.33 86
Nome S407 $290 S 1.030 $19.81 III
Sitka $578 $290 $920 $17.69 99
Unalnska $458 $290 SI.004 SI 9.31 108
Valdez $559 $290 $907 SI 7.44 98
V ■:/». . • \,ih,\n i l  I m\ Im nine I/m .mg (\i,i l i ln'II  n .1 .1 nl i ln  rie ' O u l  el 'u,hl’" h'/'nil

•Affordable rent mcan\ monthly lent affoid.iblc to n Itomeltuld earning .Wo i>f Annual Median Income, applying the 
generally accepted Mamlard id spend.tig not more 'lian 30% ol income on housing costs
•* Minimum wage of S7 15 hr,effective I I ()J
I MK I an Market Kent as issued by I It'D 10 I 2006
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I I I .  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 o f  Cure fo r  Three or More Beneficiary Groups

The Trust and the Department o f  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 o f  care.

Although economics o f  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 o f  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
C om ponents  of C a re  for T h ree  o r  M ore Beneficiary G roups

%

Inpatient \<%
Services

&

Residential* 
y /  Residential T r e a t m e n t \ \  

Services
Emergency Assessment 

Outpatient  Services

$.O /  Direct and Rehabilitation Services
O  / -----------------------------------------------------------------

Specialised Services:
Children's • Medical • Dental • Pharmacy • Legal 

Transportation • Corrections

Outreach • Screening Services

Community Prevention Education • Public Awareness
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Table 2 shows the geographic availability ol'serviccs that are needed by three or more 
Trust beneficiary groups.

Tabic 2—  M atrix o f  Current CIM HP Services

C u r r e n t  S e rv ic e s

Matrix of Current CIMHP Services for Three or More Trust Beneficiary Groups
Servke Level l.'VVIage Level 2 : Subregional 

Centeror town
Level 3; Regional 
Center or Sm all City

Level 4: 
Urban Center

Level 5:
Metropolitan Area

Population
25+ In immediate 

community.

500+In Immediate 
com country; a sub- 
mgtoail population of 
at least 1,500.

2,000+ In Immediate 
community, providing 
sei vices to a regional 
population of at least 
5.000

25,000+ In Immediate 
community providing 
services to a larger 
regional or statewide 
population

200,000 + In Immedi­
ate communis/.

inpatient services C D 4  4 ♦

Residential Service* □ □ 1 <■ 4

Emergency/ Assess­
ment/Outpatient 
Services

• V ♦ 4

Direct and Rehabilita­
tion Services

♦ 4 4 4 4

Sp ec ia lized  Se rv ice s

Chsklren's Services • • ♦ 4

Medical services- 
specialized

c c ♦ 4 4

Denial services-  
specialized

□ □ 4- 4 ♦

Pharmacy services • 4 4 4 4

Leqal services 4 4 ♦ 4 4

Transportation 
services - specialized

• • 4 4 4

Corrections
services

□ □ 9 4 4

Outrcach/Sc/eenirxj • » 4 4 4

Community 
Prevention, 
Education, Public 
Awareness

* • 4 4 4

♦ 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 c bvcry systems to different Trust beneficiary groups. Planning staff 
(DHSS, The Trust, AMI IB, ABADA, GCDSIi, ACoA. and the Department o f  
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 o f  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 o f  capacity 
to serve all who need that service.

• 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 o f  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. Ideally, this would mean that all services 
could be made available at each level o f  community. However, the reality is that 
resources frequently limit such delivery. Often, providers may not *->r> available 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 o f  fiscal 
year 2006."’

The Trust and the Department have targeted development o f  infrastructure and resources 
for many o f  these services.
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C o n tin u u m  o f  C ure M a tr ices  f o r  T ru st B e n e fic ia ry  G roups  

D e fin itio n s  f o r  L eve ls  o f  C o m m u n ity

L E V E L S  O F  C O M M U N IT Y *

C harac te ris tics
Leve l I :  

F ro n tie r /V illa g e

Level I I :  
Sub-Regional C en te r o r 

Tow n

Leve l I I I :  
R egional C en te r o r 

S m a ll C ity

Leve l IV : 
U rban  C en te r

Leve l V : 
M e tro p o lita n  A rea

G overnm ent

Com m unity o r c ity  
council, Native 
Council, incorporated 
c ity  or unincorporated 
community.

Incorporated city , may 
have health powers and 
may provide health and 
social services.

Incorporated c ity  or 
unified m un ic ipa lity , 
may have health powers 
and may provide health 
and social services.

Incorporated, home 
rule c ity  or unified  
m un ic ipa lity ; may 
have health powers 
and may provide 
health and social 
services.

Incorporated, home 
rule c ity , or unified  
m un ic ipa lity ; may 
have health powers 
and may provide 
health and social 
services.

I

Popu la tion

25+ in immediate 
com m unity.

500+ in immediate 
com m unity; a sub-regional 
population o f  at least 
1,500.

2,000+ in immediate 
com m unity, p rovid ing 
services to a regional 
population o f  at least 
5,000

25,000+ in immediate 
com m unity provid ing  
services to a larger 
regional or statewide 
population

200,000+ in
immediate
com m unity.

Econom y

Subsistence, 
government services 
(e.g. school)

A  developing private 
sector, some government 
services; provides some 
service to surrounding 
areas.

Regional trade and 
service center, m ixed 
economy w ith  m ultip le  
private and government 
employers.

M a jo r trade and 
service center, broad 
based m ulti-sector 
economy.

Principal trade and 
service center; broad 
based, m ulti-sector 
economy.
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1 -------- ■■■

Health &  
Social Services

Com m unity Health 
A ide, paraprofcssionai 
and itinerant services.

Health and social sctvices 
.nay be provided by both 
the private and public 
sector, com m unity c lin ic  
and m id-level provider or 
M D .

f Hv.dti! carc and social 
service agencies, 
including both private 
and government 
programs; com m unity 
hospital and physicians.

M u ltip le  providers o f  
health carc and other 
services including 
both private and 
government programs; 
health carc specialists; 
hospitals w ith  fu ll 
continuum  o f  carc.

Level IV  plus h igh ly 
specialized medical 
and rehabilitation 
services; specialized 
hospitals and 
consulting services.

Access

Usually, more than 60 
minutes by year-round 
ground transportation 
from  a Level 11 or III 
com m unity; lim ited  a ir 
and/or marine highway 
access to Level 11 or 111 
comm unity.

Usually less than 60 
minutes by year-round 
ground transportation 
from  a Level I I I  
com m unity; marine 
highway or daily a ir 
access to closest Level III 
com m unity; a irline service 
to Level 1 communities in 
ihe area.

D aily  a ir service to 
closest Level IV  or V 
com m unity; a irline  
service to Level 1 and 11 
communities in the 
region; road or marine 
highway access a ll year.

D aily  a irline service to 
Level 11, H I, IV , and V  
communities; road or 
marine highway 
access a ll year.

D aily  a irline  service 
to Level I l - IV  
communities; road or 
marine highway 
access a ll year.

i

C om m un ities

Too numerous to list, 
includes A n v ik , Eagle, 
I louston, Ruby, 
Ilydaburg, Wales, 
Skagway, etc...

Antak, Craig, Delta 
Junction, T ok, Emmonak, 
Fort Yukon, Galena, 
Haines, Hoonah, Hooper 
Hay, K ing  Cove, K ing  
Salmon/Naknck, Ncnana, 
McGrath, M ctlakatla, M t 
Village,St. M a ry ’s, Sand 
Point, Togiak, Unalaska, 
Unalaklcet, G lcnnallcn/ 
Copper Center

Harrow, Hcthcl, 
D illingham , Homer, 
Kcnai/Soldotna, 
Ketchikan, Kodiak, 
Kotzebue, Nome, 
Palmer/Wasilla, Sitka, 
Cordova, Petersburg, 
W rangell, Valdez. 
Seward

Fairbanks, Juneau Anchorage

_________

* l . e v e l s  o f  ( ' o m m u n i t y  ( ' a r c  i s  a  d o c u m e n t  c r e a t e d  b y  t h e  A l a s k a  M e n t a l  H e a l t h  H o a r d  ( r e v . N / 9 3 ) .
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C o n tin u u m  o f  C ure M a tr ix  f o r  A la sk a n s  w ith  B e h a v io ra l H e a lth  D isorders  
(M e n ta l Illn ess , A lco h o lism , D ru g  A d d ic tio n s)

LEVELS OF COMMUNITY *

Characteristics Level I: 
Frontier/Village

Level 11: 
Sub-Regional Center 

or Town

Level III: 
Regional Center or 

Small City

Level IV: 
Urban Center

Level V: 
Metropolitan Area

I. Community 
Prevention /

1. Community 
Prevention/Education

I. Community 
Prevention/Education

I. Community 
Prevention/Education

I. Community 
Prevention/Education

I. Community 
Prevention/Education

Education
a. Advocacy/sclf-hclp a. Advocacy/sclf-hclp a. Advocacy/sclf-hclp a. Advocacy/sclf-hclp a. Advocacy/sclf-hclp

b. Prevention and b. Prevention and b. Prevention and b. Prevention and b. Prevention and
intervention intervention intervention intervention intervention

c. Community 
education

c. Community 
education

c. Community 
education

c. Community 
education

c. Community 
education

d. Peer, Consumer, and d. Peer, Consumer, and d. Peer. Consumer, and d. Peer, Consumer, and d. Peer, Consumer, and
Client Support Client Support Client Support Client Support Client Support

Services Services Services Services Services

General Availability? General Availability? General Availability? General Availability? General Availability?

i
None Very limited Limited capacity Some capacity Greatest capacity
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II. Behavioral Health Services (a-g)

a. Outreach a. Outreach a. Outreach a. Outreach a. Outreach a. Outreach

G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ? G eneral A v a ila b ility ?

None Very L im ited L im ited  capacity Some capacity Greatest capacity

b. Emergency b. Emergency Services b. Emergency Services b. Emergency Services b. Emergency Services b. Emergency Services

Services i. 24 hour telephone 
screening, assessment, 
triage

i. 24 hour telephone 
screening, assessment, 
triage

i. 24 hour telephone 
screening, assessment, 
ti iagc

i. 24 hour telephone 
screening, assessment, 
triage

i. 24 hour telephone 
screening, assessment, 
triage

ii. Crisis Intervention 
&

ii. Crisis Intervention 
&

ii. Crisis Intervention
&

ii. Crisis Intervention 
&

ii. Crisis Intervention 
&

Stabilization Stabilization Stabilization Stabilization Stabilization

G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ?

Very lim ited Good capacity Good capacity j Very good capacity Very good capacity

Assessment c. Assessment c. Assessment c. Assessment c. Assessment c. Assessment

i. screening i. screening i. screening i. screening i. screening

ii evaluation/referral ii evaluation/referral ii evaluation/referral ii evaluation/referral ii evaluation/referral
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G enera l A v a ila b ility ?  

Very  lim ited

G enera l A v a ila b ility ?

Good capability

G enera l A v a ila b ility ?

Good capability

G enera l A v a ila b ility ?

Excellent capability

G enera l A v a ila b ility ?

Excellent capability

d. Outpatient 

(C linic-Based) 

Services

d. Outpatient Services

i. Screening

ii. Facc-to-Facc 
assessment &  triage 
(S A ;M H ; T B I)

i i i  Treatment Planning

iv. Counseling (1:1; 
Group)

G enera l A v a ila b ility ?

None

d. Outpatient Services

i. Sciccning

ii. Facc-to-Facc 
assessment &  triage 
(S A ;M H ; T B I)

i i i  Treatment Planning

iv . Counseling (1:1; 
Group)

G enera l A v a ila b ility ?  

L im ited  capacity

d. Outpatient Services

i. Screening

ii. Face-to-Facc 
assessment &  triage 
(S A ;M II; T B I)

i i i  Treatment P lanning

iv. Counseling (1:1; 
Group)

G enera l A v a ila b ility ?

Good capacity

d. Outpatient Services

i. Screening

ii. Facc-to-Facc 
assessment &  triage 
(S A ;M H ; T B I)

i i i  Treatment Planning

iv. Counseling (1:1; 
G roup)

G enera l A v a ila b ility ?  

Excellent capability

d. Outpatient Services

i, Screening

ii. Facc-to-Facc 
assessment &  triage 
(S A ;M H ; T B I)

ii i  Treatment Planning

iv . Counseling (1:1; 
Group)

G enera l A v a ila b ility ?  

Excellent capability

c.
Rehabilitation 
&  Recovery 
Services

c. Rehabilitation &  
Recovery Services

i. Case Management

ii. S k ill Development

i i i.  Day Treatment

iv. School/homc-bascd

c. Rehabilitation &  
Recovery Services

i. Case Management

ii. S k ill Development

iii.  Day Treatment

iv. Sehool/homc-bascd

1

c. Rehabilitation &  
Recovery Services

i. Case Management

ii. S k ill Development

iii. Day Treatment

iv. School/homc-bascd

c. Rehabilitation & 
Recovery Services

i. Case Management

ii. S k ill Development

iii.  Day Treatment

iv. Sehool/homc-bascd

c. Rehabilitation &  
Recovery Services

i. Case Management

ii. S k ill Development

ii i.  Day Treatment

iv . Sehool/homc-bascd
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services services services services services

v. Supported L iv ing v. Supported L iv in g v. Supported L iv ing v. Supported L iv in g v. Supported L iv ing

v i. ind iv idua lized 
services

vi. Individualized 
services

vi. Individualized 
services

vi. Ind iv idualized 
services

vi. Individualized 
services

v ii. Intensive 
outpatient services

v ii. Intensive 
outpaticn. services

v ii. Intensive 
outpatient services

v ii. Intensive 
outpatient services

v ii. Intensive 
outpatient services

G enera l
A v a ila b ility ?

G enera l
A v a ila b ility ?

C cncra l
A v a ila b ility ?

G enera l
A v a ila b ility ?

G enera l
A v a ila b ility ?

None Very lim ited Good capacity Excellent capacity Excellent capacity

f. M edical 
Services

f. M edical Services

i. Psychiatric 
As.1 cssment

f. Medical Services

i. Psychiatric 
Assessment

f. Medical Services

i. Psychiatric 
Assessment

f. M edical Services

i. Psychiatric 
Assessment

f. M edical Services

i. Psychiatric 
Assessment

ii. Pharmacological 
Management

ii. Pharmacological 
Management

ii. Pharmacological 
Management

ii. Pharmacological 
Management

ii. Pharmacological 
Management

iii.  Medical Co­
m orb id ity

iii.  M edical C o­
m orbid ity

iii.  M edical Co- 
m orbid ity

iii.  M edical Co­
m orb id ity

iii.  M edical Co­
m orbid ity

G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ?

None L im ited Good capacity Good capacity Good capacity
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D etoxification
Services

g. D etoxification 

i. social detox

g. Detoxification 

i. social detox

g. Detoxification 

i. social detox

g. D etoxifica tion  

i. social detox

g. Detoxification 

i. social detox

ii. outpatient detox ii. outpatient detox ii. outpatient detox ii. outpatient detox ii. outpatient detox

iii.  medical detox ii i.  medical Jctox ii i.  m cJical detox ii i.  medical detox ii i.  medical detox

G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ?

None Very lim ited Very L im ited L im ited L im ited

I I I .  R esidentia l Services

a. C nildrcr. 
Services

a. Day Treatment

b. Foster Homes

a. Day Treatment

b. Foster 1 lomcs

a. Day Treatment

b. Foster I lomes

a. Day Treatment

b. Foster Homes

a. Day Treatment

b. Foster Homes

c. T herapeutic Group 
Homes

c. Therapeutic Group 
Homes

c. Therapeutic Group 
Homes

c. T hcnpcu tic  Group 
Homes

c. Therapeutic Group 
Homes

d. Emergency 
Stabilization &  
Assessment

d. Emergency 
Stabilization &  
Assessment

d. Emergency 
Stabilization &  
Assessment

d. Emergency 
Stabilization &  
Assessment

d. Emergency 
Stabilization &  
Assessment

e. Residential 
Treatment

e. Residential 
Treatment

e. Residential 
Treatment

e. Residential 
Treatment

e. Residential 
Treatment

1
f. Secure Locked 
Residential Carc

f. Secure Locked 
Residential Carc

f. Secure Locked 
Residential Care

f. Secure Locked 
Residential Care

f. Secure Locked 
Residential Carc
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G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ?

None Very lim ited L im ited  Capacity Good capacity Good capacity

b. A d u lt 
Services

a. Crisis Respite

b. Residential 
Treatment

a. Crisis Respite

b. Residential 
Treatment

a. Crisis Respite

b. Residential 
Treatment

a. Crisis Respite

b. Residential 
Treatment

a. Crisis Respite

b. Residential 
Treatment

G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ? G enera l A v a ila b ility ?

None None

IV . In p u tic n t
Services

a. Acute Psychiatric 
Carc

a. Acute Psychiatric 
Care

j
a. Acute Psychiatric 
Carc

a. Acute Psychiatric 
Care

a. Acute Psychiatric 
Carc

(A cu te) b. D ET / DES b. DET / DES b. D E T /D E S b. D E T /D E S b. D E T /D E S

G enera l
A v a ila b ility ?  None

I

G enera l
A v a ila b ility ?  None

G enera l
A v a ila b ility ?  Very 
lim ited

G enera l
A v a ila b ility ?  L im ited

G enera l
A v a ila b ility ?  Good
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D e fin itio n s  f o r  C o n tin u u m  o f  C are M a tr ix  f o r  A la sk a n s  w ith  b eh a v io ra l h e a lth  d iso rd ers  (m e n ta l illness, 
a lco h o lism , d ru g  add ic tions)

Community Prevention/Education: Community interventions and education that ward off the initial onset or risk o f  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 o f  a substance use, mental, emotional or behavioral 
disorder. Emergency services arc intended to reduce the symptoms o f  the disorder, prevent harm to the recipient or others; prevent 
further relapse or deterioration o f  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 o f  monitoring. Placement criteria arc defined by the presence o f  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 o f  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 o f  alcohol or drug dependence.

Social Detox: This is a model o f  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 o f  medication and 
monitoring.
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Medical Detox: This level of detoxification provides the highest level o f  monitoring. Placement criteria are defined by the 
presence o f  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 Ihe 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 o f  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 o f  a particular problem; and,

Assessment is a process for defining the nature o f  that problem and developing specific treatment recommendations for 
addressing the problem.

Rehabilitation and Recovery Services: Refers to a range o f  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 o f  service delivery. A recovery model offers hope that the restoration o f  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 o f  care in the continuum of behavioral health services; it 
focuses on ameliorating the risk o f  danger to self or 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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C o n t in u u m  o f  C u re  M a t r ix  f o r  A la s k a n s  w ith  D e v e lo p m e n ta l D is a b i li t ie s

LEVE LS  OF C O M M U N IT Y *

C ha rac te ris tics
Level 1: 

F ro n tie r/V illa g e

Level I I :  
Sub-R egional C enter 

o r  Tow n

Level I I I :  
Regional C enter o r 

Sm all C ity

Level IV : 
U rban  C enter

Level V : 
M e tro p o lita n  A rea

I. Telephonic Telephonic assistance in assistance in assistance in
completing completing completing

In fo rm a tio n assistance in assistance in e lig ib ility e lig ib ility e lig ib ility

and R e fe rra l completing completing applications applications applications

e lig ib ility e lig ib ility
applications applications inform ation about m fonnation about inform ation about

and referral to and referral to and referral to

inform ation about inform ation about services described services described services described

and referral to and referral to below below below

services described services described
below below

1------
I I . Case Case Case Case Case

Management/Care Management/Care Management/Care Management/Care Management/Care

D irec t C -ordination Coordination Coordination Coordination Coordination

Services
Respite Respite Respite

l
Respite Respite

Specialized M edical Specialized Specialized Specialized Specialized

Equipment Medical Medical Equipment | M edical Equipment Medical Equipment
Equipment

Environmental Environmental Environmental Environmental

M od ifica tions Environmental M odifications M odifica tions M odifica tions

M odifica tions I

I
1
1 ------------------ —— — -------
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Supported 
Em ployment / 
Subsistence 
A ctiv itie s

Vocational
Rehabilitation

Transportation

Educational
services

Infant Learning

Preschool

K-12

Chore Services

Intensive A ctive  
Treatment

Crisis Response

Legal Services

Day I-Iabilitation

Supported 
Em ployment /  
Subsistence 
A ctiv ities

Vocational
Rehabilitation

Transportation

Educational
services

Infant Learning

Preschool

K-12

Chore Services

Intensive A ctive  
Treatment

Crisis Response

Legal Services

Day Habitation

Supported 
Em ployment / 
Subsistence 
A ctiv ities

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

In fant Learning

Preschool

K-12

Chore Services

Intensive Active  
Treatment

Crisis Response

Day Habitation

Supported
Employment

Vocational
Rehabilitation

Transportation

Coordinated
transportation
system

Educational
services

In fant Learning

Preschool

K-12

Chore Services

Intensive A ctive  
Treatment

Crisis Response

Day Habitation
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I I I . In-homc F oporl In-homc Support

R esidentia l Shared Ca. - Shared Carc
Services

Fam ily Fam ily M abilitation
M abilitation

Supported L iv ing
Supported L iv ing
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Medical M edical M edical

Dental Dental Dental

Pharmaceutical Pharmaceutical Pharmaceutical

Recreation Recreation Recreation

Legal Services Legal Services Legal Services

In-homc Support In-home Support In-homc Support

Shared Care Shared Care Shared Carc

Fam ily Mabilitation Fam ily M abilitation Fam ily M abilitation

Supported L iv ing Supported L iv in g Supported L iv ing

Group Home Group Home Group Home
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D e fin itio n s  f o r  C o n tin u u m  o f  C are M a tr ix  f o r  A la sk a n s  w ith  D eve lo p m en ta l D isab ilities

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 o f  services an individual or family is seeking. This service is provided by a variety o f  
agencies, including Infant Learning and Early Intervention Programs, school districts, Head Start, Public Health Centers, the 
Department o f  Health & Social Services, and various non-profit agencies that provide services to individuals and families.

II. Direct Services described below arc available to eligible individuals depending on availability of funding.

Case M anagem ent/Care Coordination assists persons in gaining access to needed medical, social, educational and other services 
regardless o f  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 o f  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 o f  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 o f  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 Em ployment 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.

T ransporta tion  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 o f  a free and appropriate education to children aged 3-21 who 
experience a disability and require specialized instruction in Ihe 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 I6 .TI10 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 T rea tm ent 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 o f  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 o f  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 o f  abuse, neglect and denial of 
l ights. Private attorneys may also provide representation for a fee.
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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 o f  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 o f  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.

G roup Homes are provided to individuals 18 years o f  age or older who live in an assisted living home. I Iabilitation 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.

III. Residential Services
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C o n tin u u m  o f  C are M a tr ix  f o r  O lder A la sk a n s  a n d  A la sk a n s  w ith  A lz h e im e r ’s  D isea se  a n d  R e la te d  D e m e n tia s

Characteristics Level 1: 
F ro n tie r/V illa g e

Level II: 
Sub-Regional 

Center or Tow n

Level III : 
Regional Center or 

Small City

Level IV: 
Urban Center

Level V: 
Metropolitan Area

I. Services fo r Individuals w ith  A lzhe im er’s Disease and Related Dementias

a. Outreach &  Education

I

In form ation and referral 
available statewide 
through SeniorCare to ll-  
free number. Literature, 
audio/video resources 
available through 
A lzhe im er’s Resource or 
Geriatric Ed Centers

Inform ation and 
referral available 
statewide through 
SeniorCare to ll-free 
number.

L iterature, 
audio/video 
resources, some 
trainings available 
through A lzhe im er’s 
Resource or 
Geriatric Ed Centers

In form ation and 
referral available 
statewide through 
SeniorCare to ll-free 
number. A g ing  and 
D isab ility  Resource 
Center in Kcnai,

L iterature, 
audio/video 
resources, some 
trainings available 
through A lzhe im er’s 
Resource or 
G eria tric Ed Centers

In form ation and 
referral available 
statewide through 
SeniorCare to ll-free 
number.

A g ing  and 
D isab ility  Resource 
Center in Juneau,

Literature, 
audio/video 
resources, trainings 
available through 
A lzhe im er’s 
Resource or 
Geriatric Ed Centers

Inform ation and 
referral available 
statewide through 
SeniorCare to ll-free 
number.

Literature, 
audio/video 
resources, trainings 
available through 
A lzhe im er’s 
Resource or 
G eriatric Ed Centers. 
Statewide 
conferences.

i
b. Assessment Assessment -  targeted, 

personal service.
Assessment -  
targeted, personal 
service.

Assessment -  
targeted, personal 
service.

Assessment -  
targeted, personal 
service.

Assessment -  
targeted, personal 
service.
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I *■ 4 ■
c. M edical C om m unity Health Aides Health C lin ics, 

Physician's 
Assistants, Public 
Health Nurses

1 Icailh C lin ics, 
Physician's 
Assistants, Public 
Health Nurses, 
Nurse Practitioners, 
physicians, some 
small communities 
have hospitals

Health C linics, 
Physician's 
Assistants, Public 
Health Nurses,

1 Nurse Practitioners, 
physicians, hospitals

1

Health C lin ics, 
Physician's 
Assistants, Public 
Health Nurses, 
Nurse Practitioners, 
physicians, hospitals

d. Pharmaceutical Prescription medications 
available p rim arily  
through village-based 
II IS c lin ics or 
dispensaries.

Prescription 
medications 
available p rim arily  
through II IS c lin ics 
and some private 
pharmacies, 
physicians and nurse 
practitioners.

Prescription 
medications 
available through 
IHS clin ics, 
hospitals, private 
pharmacies, 
physicians and nurse 
practitioners.

Prescription 
medications 
available through 
IHS clin ics, 
hospitals, private 
pharmacies, 
physicians and 
nurse practitioners.

Prescription 
medications 
available through 
IHS clin ics, 
hospitals, private 
pharmacies, 
physicians and nurse 
practitioners.

e. Home and C o m m u n ity  Based Services

ii. Personal carc attendant

i

I

Personal carc attendant -  
very lim ited, not available 
in many villages due to 
w orkforce shortage

Personal care 
attendant -  targeted, ! 
personal, very 
lim ited, not available j 
in many towns due j 
to workforce 
shortage

j

Personal care 
attendant -  targeted 
personal, dependent 
on available 
workforce

Personal care 
attendant -  targeted 
personal, dependent 
on available 
workforce

Personal care 
attendant -  targeted 
personal, dependent 
on available 
workforce

ni. Chore services I
I

T
Chore services -  very 
lim ited, not available in 
most villages due to 
workforce shortage

n  • 1C l tore services -  
lim ited, dependent | 
on workforce 
ava ilab ility

( hore services 
dependent on 
workforce 
ava ilab ility

Chore services -  
dependent on 
workforce 
ava ilab ility

Chore services - 
dependent on 
workforce 
ava ilab ility
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iv. Respite Respite -  very lim ited, 
not available in most 
villages

Respite -  lim ited, 
not available in all 
towns

Respite -  dependent 
on workforce 
ava ilab ility

Respite -  dependent 
on workforce 
ava ilab ility

Respite -  dependent 
on workforce 
ava ilab ility

v. A du lt da , programs 
fo r ind iv idua ls w ith  
AD R D . 15 programs 
across stale, tw o which 
coordinate w ith  
com m unity mental health 
centers fo r assessment, 
referral and medication 
management.

not available not available A du lt day programs 
-  lim ited ava ilab ility

Adu lt day programs A d u lt day programs

vi. Meals -  congregate 
and home-delivered

Congregate meals very 
lim ited, not available in 
most villages/home 
delivered meals not 
available

Congregate meals 
lim ited, not available 
in a ll towns/hom e 
delivered meals not 
available

Meals -  congregate 
and home-delivered, 
one or both available 
in some communities

Meals -  congregate 
and home delivered 
available

Meals -  congregate 
and home-delivered 
available

i
v iii. Environm ental 

i m odifications
Environm ental 
m odifications -  rarely 
available due to lack o f  
local contractors

Environmental 
m odifications -  
dependent on 
ava ilab ility  o f  local 
contractors

Environmental 
m odifications -  
dependent on 
ava ilab ility  o f  local 
contractors

Environmental
m odifications

Environmental
m odifications

i
ix. Specialized medical 

i equipment

Specialized medical 
equipment -  lim ited 
ava ilab ility

Specialized medical 
equipment -  lim ited 
ava ilab ility

Specialized medical 
equipment

Specialized medical 
equipment

Specialized medical 
equipment

1
: f. Fam ily Caregiver 
Support

Fam ily  caregiver support 
-  very lim ited, not 
available in most villages

Fam ily caregiver 
support -  lim ited, 
not available in all

Fam ily  caregiver 
support -  dependent 
on w orkforce

F am ily  caregiver 
support -  dependent 
on workforce

Fam ily caregiver 
support -  dependent 
on workforce
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I
towns. ava ilab ility ava ilab ility ava ilab ility

g. Legal Service (A oA  
funded through Alaska 
Legal Services

Phone and internet 
assistance available

Phone and internet 
assistance available

Legal Service -  in 
person and phone 
and internet 
assistance available

Legal Service -  in 
person and phone 
and internet 
assistance available

Legal Service -  in 
person and phone 
and internet 
assistance available

h. R esidentia l C arc

i. Assisted L iv in g  Homes Not available Not available
r
Assisted L iv ing  
Homes -  lim ited  
ava ilab ility

Assisted L iv ing  
Homes

Assisted L iv ing  
Homes

•
ii. Pioneers Homes Not available Not available Pioneers Homes -  

K e tch ika n . Palmer, 
Sitka

Pioneers Homes -  
Fairbanks and 
Juneau

Pioneers Home - 
Anchorage

iii.  Nursing Homes Not available Not available

. .i

Nursing Homes -  
lim ited ava ilab ility

Nursing Homes Nursing Homes

II. Specialized Behavioral Health Services for Seniors

a. M ental Health Not available Mental Health fo r 
Senior: -  lim ited 
assessment and 
referral

Mental Health fo r 
Seniors -  lim ited 
assessment and 
referral

M ental Health for 
Seniors -  lim ited 
assessment and 
referral

Not available

h. Chemical Dependency Not available
1

Chemical ; Chemical 
Dependency -  1 Dependency -  
lim ited assessment : lim ited  assessment 
and referral 1 and referral

i

Chemical 
Dependency 
lim ited  assessment 
and referral

Chemical 
Dependency 
Treatment -  
Inpatient elders 
program
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D e fin itio n s  f o r  C o n tin u u m  o f  C are M a tr ix  f o r  A la sk a n s  w ith  A lz h e im e r ’s  D isea se  a n il R e la te d  D e m e n tia s  

Outreach, Education, Information and Referral:

This category o f  service provides for outreach, education, information and referral o f  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 o f  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 o f  Alaska. These assessments are used to access 
services and to assist in developing a plan o f  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 o f  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 I lealth 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 o f  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 C are  Attendants: Personal Care Services arc designed to assist seniors in need of assistance with Activities o f  Daily Living 
(e.g. bathing, eating etc.) in their own homes. This service provided through Medicaid can be utilized in two distinct ways: Agency
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Based services allow lor a certified provider to manage Ihe 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.

C hore 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 o f  Alaska and the U.S. Administration on Aging. Providers of all types offer these services.

Respite Services: Relief to 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 o f  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 o f  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 o f  Alaska funds.

Assisted Transporta tion : 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. 'I 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 o f  home modification include: lever door handles 
that operate easily with a push: handrails on both sides o f  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 Equipm ent and Supplies: Specialized equipment and supplies include devices, controls, or appliances specified 
in the plan o f  carc which enable clients to increase their ability to perform activities o f  daily living, or to perceive, control or 
communicate with their environment.

Family Caregiver Program s: These programs offer a wide range of services for family caregivers o f  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 o f  care. Grants arc made to private non-profits to execute these program.,.

Legal Service: Legal services for seniors consist primarily o f  guardianships and other minor legal problems. Through funding from 
the U.S. Administration on Aging and the State o f  Alaska, a provision o f  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 o f  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 Ionics provide up to 600 beds o f  assisted living services for seniors in Alaska. Open to any senior over 65 years o f  age these homes 
arc funded through the Medicaid Waiver and State o f  Alaska funds and operated by the Department o f  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 o f  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 o f C urren t Initiatives, Projects and 
Activities That F ill 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 o f  the Department o f  Health 
and Social Services and The Trust and further the goal o f  shared and integrated 
approaches to bettering the lives o f  Trust beneficiaries. Initiative efforts are largely 
directed toward system change. Following are examples o f  current initiatives, projects 
and activities that, in addition to the extensive day-to-day activities o f  the Department 
and The Trust, work to create system change and target improved services for Trust 
beneficiaries.

S y s t e m  S t r a t e g i e s

Over the last few years, The Trust and DHSS have focused efforts in six areas: 
prevention, integration o f  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 o f  projects that focus on changing systems through prevention, 
integration, infrastructure development, workforce development, employment, and public 
awareness.

P r e v e n t i o n

I lie federal Substance Abuse and Mental Health Services Administration defines 
prevention as:

".I proactive process tin I 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 ’o m i n u n i t v - b n s e d  S u i c i d e  P r e v e n t i o n  a n d  R u r a l  H u m a n  S e r v i c e s  ♦
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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 1 l 'h leading cause o f  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 o f  suicide by ethnicity shows a greater proportion o f  Alaska Natives taking 
their own life than the Caucasian or “other” racial categories. Although Alaska Natives 
comprise 16% o f  the population, they accounted for 39% of the suicides. And, the 
majority o f  suicides are occurring among our young people ages 20-29 years of agc.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 
o f  community-driven solutions to high numbers o f  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 o f  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 o f  Behavioral Health and the University o f  
Alaska Fairbanks, Rural Human Services program, trains, hires, develops and mentors 
local providers in communities across Alaska. The goal o f  “a counselor in every village" 
has not yet been reached, but the number o f  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 o f  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 o f  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.

C o m p r e h e n s i v e  F e t a l  A l c o h o l  S y n d r o m e  P r o j e c t

Fetal alcohol spectrum diso: ,crs (FASD) are one o f  the most common causes o f  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 o f  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 o f  alcohol abuse provides a complete picture of the 
level o f  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 o f  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 
o f  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 o f  alcohol-related births; thereby 
improving the state’s data related to FAS prevalence rates.

• In fiscal year 2007, the Division of Behavioral I Icalth 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 o f  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 
o f  alcohol on a developing fetus, the impact o f  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 o f  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.

M e d i c a i d  D i s e a s e  M a n a g e m e n t  P r o g r a m

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 o f  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 o f  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.

T h e  S t r a t e g i c  P r e v e n t i o n  F r a m e w o r k

The Division o f  Behavioral Health. Prevention & Early Intervention Services has begun 
using Strategic Planning Framework from the SAM USA Center for Substance Abuse 
Prevention. The purpose o f  the framework is to build the capacity o f  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 and gaps 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-based prevention policies, programs and 
policies and infrastructure development activities. Similarly, local stakeholders 
will use the findings of their needs assessments to guide selection and 
implementation o f  policies, programs and practices proven to be effective in 
research settings and communities.

Evaluation: Monitor process, evaluate effectiveness, sustain effective 
programs/activities, and improve or replace those that fail. Ongoing monitoring 
and evaluation are essential to determine if  the outcomes desired arc achieved and 
to assess program effectiveness an I service delivery quality.

Integration

B e h a v i o r a l  H e a l t h  I n t e g r a t i o n  P r o j e c t  ( B H I P )
(http://hss.state.ak. u.s/dbh/system_redcsign/servicc_dcilivcry_systcm_hcadlincs.htm)

The 1)1 ISS Division o f  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 131 IIP 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 o f  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 o f  the HI IIP project has been to finalize the integration of 
regulations for the system o f  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 o f  regulations to govern the 
Behavioral Health Service system

E a r l y  C h i l d h o o d  C o m p r e h e n s i v e  S y s t e m s  ( K C C S )  E a r l y  C h i l d h o o d  
M e n t a l  H e a l t h  C r o s s - S y s t e m s  W o r k g r o u p
(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 o f  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 o f  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.

H e a l t h  C a r e  S t r a t e g i e s  P l a n n i n g  C o u n c i l
(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 o f  access to, and cost and 
quality of, health carc for Alaskans. The intent is that the council's development o f  a 
health care action plan should serve to educate all Alaskans about the myriad o f  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 o f  
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 o f  
the strategic plans over time. In addition, the council will convene a health care 
conference to take public testimony on the issues o f  health care access, cost, and quality, 
and to serve as a forum to educate all Alaskans on health care issues.

The commissioner o f  the Department o f  Health and Social Services is chairing the 
council and the Department is providing administrative support.

I n f r a s t r u c t u r e  D e v e l o p m e n t  

A f f o r d a b l e  H o u s i n g  F o c u s  A r e a
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

http://hss.slate ak tjs/comrnlsftloner/hoalthplanning/rnovlngfor.vard
Download 12/31/07

http://www.hss.statc.ak.us/lispc/
http://www.inhtrust.org/index.cini.Ta-docuincnts
http://hss.slate


and recovery activities. The statewide shortage o f  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 o f  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 o f  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 o f  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 o f  institutionalization.

• Increasing the availability o f  technic '! assistance through the state’s Department 
of Health and Social Services ft velopmcnt 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 o f  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 o f  the Bridge Home program, clients have decreased 
their rates o f  incarceration. Of the 31 Bridge Home clients with a history o f  incarceration 
during the pre-program period, 29 (94" .i) decreased their rates of incarceration and 2 
(C’o) increased. The clients who had no history o f  arrests during the pre-program period 
were also not arrested during the program,
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A l a s k a  C o u n c i l  o n  H o m e l c s s n e s s  
(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 o f  the Colcl, was completed and submitted in October 2005. Included in its 
recommendations was the appointment o f  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 (AI 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 AI IFC Board o f  Directors the allocation o f  money in the fund to 
implement the plan; monitor and review implementation o f  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.

A l a s k a  H o u s i n g  T r u s t
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 I lousing Trust. In May and June 
2007, major funding partners, The Tnist and Rasmuson Foundation, granted Si million 
each to pilot the project. The Municipality o f  Anchorage also plans to allocate portions 
o f  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.

A l a s k a  P o l i c y  A c a d e m y  o n  H o m e l c s s n e s s
(http://www.hrsa.gov/ltomelcss/Statc/ak.htm)

The goal o f  the Alaska Policy Academy on Homelcssness is to enable Alaskans to live in 
appropriate and affordable housing as close to their community o f  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.

B rin j» t h e  K i d s  H o m e
(http ,7/www.mhtrust.org/index.cfm?fa documentsjnect- 
senreh&doctype-FocusVo20Arcas%20-%20Bring%20the%20Kids%20I Ionic)

During the period o f  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 o f  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 o f  state placements. Alaska Native children 
represent 49% of  the custody children sent to out o f  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 o f  this project requires that four levels o f  the system c r care 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 f Alaska 
Children Receiving RPTC Services In-State and Out-of- State

Figure 1C: B r i n g  t h e  K i d s  H o m e  R e su l ts  by Sta te  Fisca l Y ea r  
Pe rcen t o f  A laska  Ch i ld ren  Rece iv ing RPTC  Se rv ic e s  
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D enta l C a re  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 o f  workforce, finance and reimbursement, service 
availability and access and prevention o f  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 
o f  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 o f  the focus areas outlined in the ADAC activities.

D i s a b i l i t y  J u s t i c e - J u s t i c e  f o r  P e r s o n s  w i t h  D i s a b i l i t i e s  F o c u s  A r e a

Beneficiaries o f  the Alaska Mental Health Trust are at increased risk o f  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 o f  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:

• increase training for criminal justice personnel;
• sustain and expand therapeutic court models and practices;
• improve continuity o f  carc for beneficiaries involved with the criminal justice 

system;
• increase capacity to meet the needs o f  beneficiary offenders with cognitive 

impairments;
• develop mechanisms to address the needs o f  Trust beneficiaries who are victims;
• develop community-based alternatives to incarceration for beneficiaries;
• develop a range o f  housing options to provide for varying needs o f  beneficiaries 

involved at different stages of criminal justice system; and
• evaluation o f  the initiative’s impact to improve justice for beneficiaries.

Examples o f  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 o f  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 Illness), and community treatment providers. All have 
joined together to recognize the common goals o f  safety, service, and understanding. 
Currently, CIT teams exist with the Anchorage and Fairbanks police departments.

T herapeutic  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 o f  
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, Identify, 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 o f  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 o f  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 o f  crime each year is unknown 
because victimization of persons with disabilities too often goes unrecognized and 
unreported or, if  reported, not pursued because o f  the perceived limitations or lack o f  
credibility of the victim. The University o f  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 o f  the problem.
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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 o f  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 o f  the statewide DJJ facility suicide prevention policy into a 
statewide policy for residential providers; and the integration o f  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 o f  Health and Social Services.

T h e  H e a l t h y  B o d y ,  H e a l t h y  B r a i n  C a m p a i g n

The Healthy Body, Healthy Brain Campaign is an education and public awareness effort 
based on recent research indicating that many cases o f  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 o f  ADRD more than they fear a 
heart attack, an amputation, or a round o f  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 o f  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 o f  Public Health.

P e r f o r m a n c e  M a n a g e m e n t  S y s t e m  P r o j e c t
(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-

Division o f  Ju v en ile  Ju s t ic e  System Im p ro v e m e n t  In itia tive

hltp://hss.slate.rik.us/commissioner/tionlthplanning/mavinqforward
Download 12/31/07

85

http://www.hss.state.ak.us/dbh/perforin


making for improving the behavioral health o f  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 o f  high quality; whether the behavioral health system is efficient, productive, 
and effective; and whether services produce the desired impact on the quality of life o f  
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 o f  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 o f  the service delivery 
system, including accountability and documented outcomes to provide transparency in 
the use o f  public funds.

These performance measures feed into a continuous quality improvement process to 
inform and improve the delivery o f  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.

T r a u m a t i c  B r a i n  I n j u r y  P r o j e c t

The incidence rate o f  identified Traumatic Brain In juries (TBIs) in Alaska is 2S% higher 
than the national rate. Alaska’s Traumatic Brain Injury Project is focusing on the 
cognitive, emotional, and behavioral manifestations o f 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 o f  head 
trauma. The Alaska Screening Tool screens all admissions into the public behavioral 
health system for possible I BI 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 o f  those interventions. The State was also recognized in 2006 for system 
innovation and included in a Neurobehavioral Handbook in 2007 by the National 
Association o f 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 o f  Health and Social Services to recommend and implement culturally 
competent and statewide brain injury services.
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T r u s t  B enefic iary  P ro jec ts

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 o f  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 o f  promising 
practices in this area. The initiative’s goals are:

• ensuring that Tnist beneficiary initiated and managed activities are safe, effective, 
and sustainable;

• providing a viable avenue for organized advocacy that is rooted in community 
needs and addresses existing service gaps; and

• providing a technical assistance entity to support Trust beneficiary initiatives in 
data collection, analysis and training activities.

W o r k f o r c e  D e v e l o p m e n t

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.

W o r k f o r c e  D e v e l o p m e n t  F o c u s  A r e a

The Trust, in collaboration with the Alaska Department o f  Health and Social Services, 
other state agencies, the University o f 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 o f  proposed activities to increase recruitment, retention, and training for 
professionals serving Trust beneficiaries include: I ) 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 o f  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
Behavioral Health Program Degrees and Certificates Awarded at Alaska's Universities
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F igu re  WD-2: En ro llm en t in Behav io ra l Health P rogram s a t University o f  A laska
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Degrees and cer t if icates included in this data.  Cert i f icate - Developmental  Disabili t ies,  Disabi l i ty Services,  
Human  Service Technology,  Rural  Human  Services;  A AS - Developmenta l  Disabi l i t ies,  Disabi l i ty 
Services,  I luman Services;  BA - Co mm un i ty  and  Change,  Human Services,  Social  Work;  BA/BS 
Psychology;  M S  - Clinical  Psychology,  Counse l i ng  Psychology.

E m p l o y m e n t

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 o f  employment may be reachable only 
through the assistance of others.

A l a s k a  W o r k s  I n i t i a t i v e

www.alaskawoiksiniiiaiive.ori!

The Alaska Works Initiative is a statewide, federally-funded initiative comprised o f  a 
variety o f  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 f  the 
general population. 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.

• Success in employment is regularly measured and analyzed.
• Awareness, understanding and use o f  employment-related resources by Alaskans 

with disabilities are increased.
• Service providers have the capacity to meet the employment-related needs o f 

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 o f  December 31. 2006, 1.495 individuals were served, o f  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 o f  Disability 
Employment Policy to increase the number o f  Alaskans with disabilities who are self- 
employed. Project goals are to:

• Update and expand resource mapping and needs assessments to identify strengths 
and limitations o f  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 o f  Alaskans with disabilities becoming self- 
employed.

It is anticipated that the following outcomes will be achieved:

• System wide assessment and identification o f  self-employment improvement 
opportunities via te souue  mapping (see Goal I above)

• Piloting and demonstration o f  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)

• I hili/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

DIISS’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 c 'Public Assistance, working closely with partner agencies including the 
Division o f  Behavioral Heath, Office o f  Children’s Service, Division of Juvenile Justice, 
Division o f  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 o f  the service providers and coordinated case 
management efforts, families have engaged in activities that have moved them towards 
self-sufficiency and improved quality o f  life.

The Division o f  Public Assistance anticipates expanding the family centric approach to 
all service areas in the state gradually over the next two to three years.

P u b l i c  A  w a r e n e s s

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 o f  treatment can also positively 
impact public policy.

T r u s t  C o o r d i n a t e d  C o m m u n i c a t i o n s  C a m p a i g n

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 o f  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 o f  Trust beneficiaries in ways 
that cannot yet be quantified. More work will be done on these issues as details become 
clear.

Access to P rim ary  Care  for M edicare Patients

Patients in some paits o f  Alaska report disturbing levels o f  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% o f  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 o f  the Medicare reimbursement formulas.

Access to primary care affects all Trust beneficiary groups. There are a number o f  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 o f  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 o f  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 o f  the I11L pilot project are:
• To ensure timely access to pertinent patient information Providers and 

consumers will have access to complete patient histories in real-time, faciK. ng 
decision support, prompt treatment, and administrative efficiencies.

• To improve health outcomes through enhanced monitoring and reporting 
Detailed, comprehensive reports can be generated through connected databases 
for the purposes o f  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.

• To m lively engage patients in the management o f  their healthcare I hrough
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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.

• To establish a best practices model fo r  statewide replicability and participation -  
The pilot project will demonstrate the effectiveness o f  HIE and offer valuable 
lessons learned for future expansion.

Due to the large percentage o f  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 o f  this project. ANTHC facilitated the creation o f  Alaska 
ChartLink, a group o f  healthcare leaders from around the state who possess extensive 
experience in the planning and oversight o f  many statewide tclchcalth projects.

Alaska’s Uninsured

Staff of the Department o f  1 Icalth and Social Services, working on the State Planning 
Grant on insurance coverage funded by the US Department o f  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 o f  being uninsured expected to be 
responsible for contributing to the cost o f  health care coverage, but generally could afford 
about $100 a month, considerably less than the cost o f  a health insurance policy for an 
individual or family.
http://www.hss.statc.ak.us/coinmissioner/Healthplanning/planningGrant/defauli.htm

About S3 percent o f  Alaska re: idents arc covered by health insurance (including 
government health coverage) :.t some time during the ycai.[ 1 JThe annual Current 
Population Survey indicates that employment-based health insurance accounts for 
coverage o f  more than half o f  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 o f  uninsured people arc low-income, over a 
third are middle and higher income, and about half o f  the uninsured people are employed.

Smaller linns arc less likely to offer health insurance than larger linns (according to state 
surveys o f  employers in 2001 anti 2006, anti I IS 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 o f  provider organizations as 
well as their workforce. Difficulties in recruiting and retaining quality staff in 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 o f  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 o f  a cup without a straw.

Recent disasters in the G ulf Coast o f  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 o f  government would benefit 
from increased participation o f  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 o f  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 o f  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'1, with 
disaster response m communities for responders as well as \ iciiins
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New studies using brain imaging have confirmed that addiction is a treatable disease. 
Discoveries in the science o f  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 o f  these 
advances because o f  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 o f  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 o f  children with autism spectrum disorders has raised the urgency 
o f  need for early intensive intervention. Unique to this group o f  children is the possibility 
o f  ameliorating symptoms. Evidence-based interventions have been shown to 
substantially decrease the need for special education and lifelong care when averaged 
over the population o f  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 o f  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 o f  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 Ihe Mental Health Parity Act o f  2007 on a national

Emerging Addiction Research
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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 o f  the Alaska Long Term Care and Cost Study (2006) was that the 
State o f  Alaska develop a three-to-fivc year statewide strategic plan for long-term carc to 
ensure that it remains responsive to the needs o f  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 o f  the baby boomer 
generation. The number o f  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 o f  Alaska.

Because o f  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 o f  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 o f  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.
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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 o f  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 o f  the health care system, there needs to be a permanent federal adjustment 
made for Medicare reimbursement that reflects the significantly higher cost o f  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 o f  American Indians and Alaska Natives. The PIIGP report resulted in a $2,3 
million Legislative appropriation for the Department o f  Health and Social Services to 
further define and implement the opportunities noted by the PHGP report on defining the 
future o f  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 o f  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.

ADRCV. are a collaborative effort o f  the U.S. Administration on Aging and the Centers 
for Medicare and Medicaid Services offered in Alaska through five regional offices o f  
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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Senior services providers report a growing number o f  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 o f  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.

Specialized Senior Behavioral rlcalth Services
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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 o f  the 
Governor. The purpose o f  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 o f  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 o f  improving the health o f  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 o f  illness, preserving mental, behavioral, physical 
health, and dealing with chemical dependency.

in accordance with the order, the Council reviewed and synthesized the extensive body o f  
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 anti prevention in health care will he top priorities for 
government, the private sector, tribal entities, communities, families, and 
individuals:

• Health care costs fo r  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:
• Quality health care will he accessible to all Alaskans to meet their health care 

needs;
• Develop and foster the statewide leadership necessary to support a 

eoi wehensive statewide health care policy;
• Increase the number o f  Alaskans covered by health insurance and encourage 

employers to offer a range o f health insurance options.

Because o f  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. I Inlonunately. with only 24 hours of face-to-face meeting time, 
identity ing the fiscal impact o f  recommendations remains unnddrcsscd, and must be a top 
priority in future consideration by this or .subsequent bodies.

1 lie Council's Vision and  Long-term Goal
At its inaugural meeting on June 11. 2(H>7, Council members articulated an overall v ision 
o f  health care in Alaska that "Alaskans are the healthiest people in the nation." I his 
vision led to development of a concrete mission statement describing the ultimate
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outcome o f the Council’s work: “ 77? develop strategies, including performance 
measures, to provide health care access to ail Alaskans by 2(114. ”

T he “ 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 o f  a solid basis 
for discussing the issue o f  health care in Alaska, highlighting the major challenges with 
that system, and identifying realistic solutions to address those challenges.

A laska’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:

• P r e v e n t i o n  a n d p e r s o n a l  r e s p o n s i b i l i t y  d o n  7 p l a y  b i g  e n o u g h  r o l e s  i n  t h e  
h e a l t h  a n d  h e a l t h  c a r e  o f  A l a s k a n s :

• R e c e i v i n g  q u a l i t y  h e a l t h  c a r c  i n  A l a s k a  i s  e x p e n s i v e ,  w e l l  a b o v e  t h e  n a t i o n a l  
a v e r a g e ,  a n d  i n c r e a s i n g :

•  T h e r e  a r e  s i g n i f i c a n t  s h o r t a g e s  i n  t h e  h e a l t h  c a r e  w o r k f o r c e  a c r o s s  t h e  s t a t e :
•  H a t e r  a n d  it a s t e w a l e r  s y s t e m s  i n  m a n y  r u r a l  c o m m u n i t i e s  l e a d  t o  h e a l t h  

p r o b l e m s ;
• Q u a l i t y  h e a l t h  c a r e  i s  d i f f i c u l t  t o  a c c e s s  f o r  m a n y  A l a s k a n s ,  u r b a n  a n d  r u r a l :
•  I  h e r e  m u s t  h e  c o n s i s t e n t  a n d f o c u s e d  s t a t e  a n d  l o c a l  l e a d e r s h i p  t o  im p r o v e  

t h e  h e a l t h  o f  A la s k a n s ,  a n d  b u i l d  a  c o m p r e h e n s i v e  h e a l t h  c a r e  s y s t e m  i n
. l l a s k a ;

•  H e a l t h  i n s u r a n c e  i s  a n  i m p o r t a n t  i f  a s  v e t  m i s u n d e r s t o o d  p a r t  o f  
c o m p r e h e n s i v e  h e a l t h  a n d  h e a l t h  c a r e

Based on the \ ision o f  a healthy Alaska, a one-page "Alaska I Icalth Care Action Plan” 
was developed hy the Council. I he 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 o f  possible solutions to address 
the challenges, much of that the result ol "brain-storming." I he identified solutions are 
presented in Appendix V Most require development of implementation plans, w hich 
was considered beyond the scope o f  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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A laska’s Health C arc  Action Plan: “Making Alaskans the healthiest people in the nation."  
Long-Term Goals and Strategic Directions (2008 -  2014)

G o a l  O n e :  H e a l t h  c o s t s  f o r  a l l  A l a s k a n s  w i l l  c o n s i s t e n t ly  h e  b e lo w  t h e  n a t i o n a l  a v e r a g e .
• Increase Ihe place of consumerism in health care purchasing by giving people control over their health carc dollar -  the 

foundations are accessible, transparent, evidence ' -scd price/quality information about pioviders and services (short-term)
• Create 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 increase is 6 %, decrease

Alaskan rate to -1% annual increase)

G o a l  T w o :  A l a s k a  w i l l  h a v e  a  s u s t a i n a b le  h e a l t h  c a r e  w o r k f o r c e .
•  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

G o a l  T h r e e :  A l l  A l a s k a n  c o m m u n i t i e s  w i l l  h a v e  c l e a n  a n t !  s a f e  w a t e r  a n t i  w a s t e w a t e r  s y s t e m s .
• Improve adherence to the state's existing water and wastewater treatment “plan,” through the Village Safe \\ atcr Program

C o a l  h o u r :  Q u a l i t y  h e a l t h  c a r e  w i l l  b e  a c c e s s ib le  t o  a l l  A l a s k a n s  t o  m e e t  l l i e i r  h e a l t h  c a r e  n e e d s
•  Hxpand tele-health and electronic health record systems, taking the lead in pursuing matching I c C  grant funds (short-term)
• Increase presence of the public health system, particularly public health nurses, especially in mrnl communities (short-term)
• Increase access o f  Alaskans to a primary care provider and behavioral health provider sshcn they arc needed 
■ Decrease the likelihood 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

O o a l  F i v e :  P e r s o n a l  r e s p o n s i b i l i t y  a n d  p r e v e n t i o n  in  h e a l t h  c a r e  w i l l  b e  t o p  p r i o r i t i e s  f o r  g o v e r n m e n t ,  t h e  p r i v a t e  
s e c t o r ,  t r i b a l  e n t i t i e s ,  c o m m u n i t i e s ,  f a m i l i e s ,  a n d  i n d i v i d u a ls .

• Decrease the impact of obesity, smoking, substance abuse and other lifcvty Ic factors on Lite health of Alaskans, through 
intense public education ssith public and 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

G o a l  S i x :  D e v e lo p  a n d  f o s t e r  t h e  s t a t e w id e  l e a d e r s h i p  n e c e s s a r y  t o  d e v e lo p  a n d  s u p p o r t  a  c o m p r e h e n s i v e  s t a te w id e  
h e a lt h  a n d  h e a l t h  c a r e  p o l i c y .

•  Create an ongoing, quasi*independent, non-partisan, volunteer “ Alaska Health < are Commission" in statute (short-term)
• l levatc the discussion ol health carc to i statewide audience

G o a l  S e v e n :  I n c r e a s e  t h e  n u m b e r  o f  A l a s k a n s  c o v e r e d  b y  h e a l t h  i n s u r a n c e
• Raise the eligibility criteria for Denali Kid( arc from the current 175':. to 200% o! tederal poverty Imiilv (shorMcmt)
• Reduce potential l<>r financial impact from catastrophic low by supp uting new and innovative approaches to insurance f >r 

individuals, which would he consumer-owned, portable, ami purchased with pre-tax dollars
• All Alaskans have at least a catastrophic, inecntivc-haved insurance option Ii c , high deductible coverage)
• Hn courage employers, through varied incentives, t o «>l l«-r a range of insurance options choices to employees to include ai a 

minimum, high deductible plans
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A laska’s Health Care Challenges: Discussion and Recommendations
The Council engaged in lengthy discussion o f  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
• IVhat shoaid 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 o f  selected short and long­
term strategics. The full text o f  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 C are  in Alaska

W h a t’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. Ihe costs of health care in 
. tlaska are already w ell above the national average, and like the rest of the nation, are 
increasing.

Why this is im portant; . I new approach to this problem must be embraced i f  there is to 
be long-term, positive reform in . Ilaska s health care system If Alaska continues along 
the same path, the results will remain unchanged deducing the rate o f  increase 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 w isely Broadly stated, 
the high cost o f health care is a barrier to m any. ilaskans getting the health care they 
need I he present system supports the high and increasing costs of health care and 
inefficient utilization o f health care dollars

\ \  hat should be done about it: Decreasing the rale of growth i i i  health care costs in 
. Ilaska 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 low ering costs, 
insurant e that is portable and t onsunicr-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 
sci vices hi the short-term, one of the no.st im/Hirtont goals should be stale creation of 
an easily accessible and up-to-date w ebsite 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

•I
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Coal Two: The Health Carc  W orkforce

W h a t’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 im portant: Without ample health care workers, the system will continue to 
falter -  it is already showing signs o f  strain. Lack o f  a sustainable health care workforce 
is a primary factor in the increasing costs o f  health care, and also in the decreasing 
access o f  health care fo r  Alaskans. In addition, significant access issues exist in both 
urban and rural areas, which will likely require expansion o f  the health care workforce.

W hat should be done: Statewide policy should enable the creation o f  a sustainable 
health care workforce that alleviates the current shortage and prevents it from  recurring. 
A good start is to "grow more o f  our 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 ofW W AM l 
scats should be increased to meet the projected need o f  50 per year in the next decade.
In concert with that, the University o f  Alaska nursing doctorate degree should be 
implemented as well. The number o f resident positions in the Family Practice Residency 
Program should be increased, as should the number o f  graduates in both the UA Nursing 
and Nurse Practitioner Programs.

Coal Three: Sustainable Rural W ater and W astewater Systems

W h a t’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 im portant: There is a strong correlation between the health o f. Ilaska s 
rural residents, and water and wastewater safety. Pudding ami operating clean drinking 
water and wastewater disposal systems is one o f the most effective means for improving 
the health and wellness o f  rural. ilaskans and rural communities

W hat should be done: There is an active state program in place 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 f  that 
program depends on ihe recognition by state jkdicy makers that there is no "on sire fits 
a ll" 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 '.s long-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 to m r r  llaskan eommuno
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Coal Four: Access to Health Care

W h at’s the problem ? Accessing quality health carc is difficult fo r  many Alaskans, both 
urban and rural. TV. re is little consistency o f  access to health care fo r  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 o f  access to necessary specialized care and efficient 
"same-day "primary care. In rural communities, there is often no access at all to health 
care because o f  a variety o f  barriers, including costs, geography, transportation 
challenges, lack o f  providers and much more.

Why this is im portant?  The lack o f  access to quality health care contributes to 
Alaskans' wellness challenges. He mg able to guarantee timely access to primary care, in 
particular, presents significant challenges; but appropriate primary care is one o f  the 
most effective means fo r keeping Alaskans healthy. 7 here was considerable discussion 
among members about the positive impact o ft  'omm unity 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 o f the "health 
care safety net " fo r  Alaskans. Second, the slate's public health nursing structure is one 
o f the most important mechanisms fo r  affording greater access to a wider range o f health 
care I he problem with ( "Hi s and public health nursing is that both programs are under- | 
funded. ( 'ommunity Health t 'enters are federally funded, ami most states provide 
supplemental financial assistance because ( 7/C ’v are viewed as an important part of the 
overall health care system in those slates. Partly due to the provision o f  health care 
services fo the under-insured and uninsured, ( / / ( '.v consistently face budgetary 
challenges. In Alaska ( lit s receive virtually no funding from the stale Similarly the 
suite v public health nursing system has been chronically under-funded fo r  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

W hat should be done: Accessing health care should not be difficult for Alaskans, and 
broad polices 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 ( ’enter system 

through supplemental funding and regulatory relief. 2) appropriate funding for and 
utilization o f  the 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 In allh ri i ord systems which 
ciin improve access w hile reducing costs, and St reducing barriers to private clinicians 
practicing in undcrserved areas In the w ry short term, the state could take the lead in 
guaranteeing that the required "match' associated with the current S Id million Federal 
( ’omtntinications ( 'omnusston tele-health giant is m a d e ___________
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Goal Five: Prevention and Personal Responsibility

W hat’s the problem: Prevention and personal 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, fo r  
the most part they do not make a connection between personal choices, having a personal 
stake in their health, and the cost o f  their health care. Alaskans are not optimally 
encouraged and equipped to make the kinds o f  choices that improve health and 
subsequently decrease health care costs.

Why this is im portant: More healthy Alaskans translates into fewer sick Alaskans, and 
improved quality o f  life with resultant cost savings. A clear understanding o f  the role o f  
personal choice in individual health status and the impact on health care costs, as well as 
the central role o f  government in supporting health choices, are critical components in 
developing long-term strategic health and health care policies.

W hat should be done about it: Solving this problem 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 and financial "stake " in their own health. Having a ",stake “ in 
their own health is the product o f  a personal investment in wellness, and realizing the 
financial benefits o f  saved dollars by maintaining healthy lifestyles. In the opinion o f  the 
Council, the most effective mechanism fo r  increasing the personal health investment o f  
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 h at’s the problem: A lack o f  consistent statewide leadership makes development o f 
comprehensive statewide health and health care policy challenging.

Why this is im portant: Tublie leaders have a pivotal role as catalysis fo r  positive 
; change. ( 'ommitment at the executive and legislative levels to comprehensive and lasting 
i change will effect health and health care in . Ilaska

W hat should be done about it: llie ( '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 o f a concerted effort 
by the governor and the legislature, through pin trier mg \\ ith local communities, in a 
long-term commitment to maintain positive momentum Ihe key is elevating the 
discussion o f health and health care to the statewide level.
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One o f  the most effective mechanisms fo r  solidifying that long-term commitment to 
bringing positive change to Alaska's health care system is to establish through statute a 
quasi-independent "Alaska Health r 'are Commission, " which would seek to provide 
advice on innovative solutions, and act as a catalyst fo r  positive change. The 
Commission would be responsible fo r  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

W h at’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. 11 ’hen 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 f  health insurance beyond the reach of many Alaskans.

Why this is important: Having access to health insurance coverage is one o f  the most 
significant determinants o f  access 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 often jot 
expensive chronic conditions which could possibly have been avoided i f  they had had 
health insurance coverage, or access to appropriate primary care. 11 ’hen Alaskans who 
may not be eligible for Medicaid amI 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 II hen the uninsured who arc not eligible for Medicaid and Denali 
Kith tire do pa i fo r  health and health care services, they often do so at significant 
personal ami family financial impact.

Xot having insurance is only part o f  the 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, ami sprained 

, iinkles Whereas health insurance IS the tnosf 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 pay for routine 
and predictable health care e.spenses, raises the msts of premiums above the reach of 

i many Alaskans

X
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W hat should he done about it: More Alaskans need to be covered by efficient health 
insurance plans. Increasing the number o f  Alaskans covered by efficient health 
insurance will be the result o f  several 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 in families at 200% o f  the federal poverty level 
eligible fo r  coverage. While there was a majority vole among Council members 
regarding this expansion o f  Denali KidCare coverage, the role o f  (hat program within an 
efficient and effective system o f health care coverage is worthy o f  continued 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 the forefront o f  Alaska's health insurance structure is 
important. Alaskans should have access to choices, through a wide range o f  health 
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 extreme financial burden o f  catastrophic or 
unanticipated health events. Whereas some uninsured Alaskans arc not working, most 
are working Jar employers who would like to, but cannot necessarily afford to. provide 
health insurance coverage fo r  their employees. Therefore, through incentives. Alaskan 
employers should be encouraged to offer a wide range o f  coverage choices, to include at 
a minimum, high deductible coverage

t onsumerism is an essential component o f  bringing 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 suffers from  the 
extreme financial burden o f  catastrophic or unanticipated health events. In addition 
insurance must be consumer-owned, market-responsive and portable; this 
recommendation has received attention elsewhere in this report. C overage 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,

Sum m ary  and  Conclusions
Resolving the health and health care issues in Alaska will not be the result o f  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 o f  state government. Hut no matter how committed state government is. 
solutions w ill 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 o f  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 o f  prevention and personal responsibility.

Hy improving the place o f  prevention and personal responsibility in the health and health 
care decision-making rubric o f  Alaskans, costs of health care could be lower than they 
otherwise would be. With concentration on a wellness model o f  health care, as well as 
stale support for the Community I Icalth 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 o f  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 I Icalth Carc Strategies Planning Council 
December 23. 21)07

It)
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Appendix A: Strategy Implementation Table

I

2008 I  2009 I  2010 I  2011 I  2012 /  2013 I  2014

Implementation
Short -1 crm MrsiU'gie* \ction Required / ’ Hxpenxe 1 imeline

( I’nlicx. Ktrunl.itit>n. ^
(fo r implem entation between 2OO0 and 2010) Xtatuli 1
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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-incomc vocntional/tcch students jn Certified 
Nurses Assistant/Pharn.ncy Tech programs.

• Inc’reascIfie presence of public health system,particularlypublic 
health nurses, especially in rural communities.

• Follow through on existing state plans for safe drinking water and 
wastewater, through the Village Safe Water Program and other efforts.

i VWIf (A<ai - - - —
2 %.
eTl * rlfoJiS 11 oJuntfv t

• ,i v y • Stitt*' \

■- • • 'V  - •

y i z t o ' y  y ;  .

■ -■
• 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<

i

Increase number of ResiJcnts in Family Practice Residency Program.
Create a greater awareness of the distinction betw een 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 
measures and rewards (for providers), based on evidence-based 
results.
Foster better informed consumers through creation of a dynamic 
(continuously updated) website providing transparent quality and cost 
information about medical services, prescriptions, etc.

Build teaching capacity in K-12 schools to excite young Alaskans 
about the physical sciences generally, mid the health care field in 
particular.
Increase penalties for selling alcohol to youth.

♦ Implementation
Long-Term Strategic* Nclion Required

tPolice Regulation.
t.*l>cn*r 1 imcline

( f o r  I m p l e m e n t a t i o n  b e t w e e n  2 0 1 0  - 2 0 1 4 ) Statute)
• Support information technology improvements. 1

• Promote insurance that i* portable, consumer-focused and consumer
owned, purchased with pre-tax dollars

• Increase Alaska W WAMI seat* to 50 year the projected need to
meet demand in the next 1 0  year*.

I • Institute doctoral NP program at 1 \ \
• Increase the availability of education program* for health care

disciplines.
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Appendix B: Sum m ary  of Public Comment Received by the Council

• Support the Community Health Centers as a way to improve access and decrease 
use o f  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
• Put fluoride in rural water systems
• Improve the place of preventative dental scrv ice 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
• Examine innovative solutions that involve Medicaid reimbursement
• Acknowledge and build upon the work o f  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  scrv ices 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

• State must support the e-health ITT’ grant
• State should rn t be shy about supplementing the loss o f  federal Medicaid dollars 

with state support
• Behav ioral health in Alaska lias taken huge cuts, and the system is on the v erge of 

crisis
• I he broadly stated goals o f  the ( ’ouncil really skip over the importance of 

behavioral health and substance abuse as preventative factors

I I
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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 is really

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 M embers
The council is composed o f  14 Alaskans appointed by the governor:

• Jeff Davis o f  Anchorage lias served as president o f  Premera Blue Cross Blue 
Shield o f  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 o f  Anchorage is a doctor of osteopathy associated with Primary 
Carc Associates, the largest private family practice in the state.

• Thomas I Iendrix, PhD, o f  Anchorage is an assistant professor at the University of 
Alaska School of Nursing specializing in the policy, economics, assessment, and 
fundamentals o f  health care.

• Don Kashevaroff o f  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 I lomer served the State o f  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 o f  Soldolna is the executive director o f  the Alaska Behavioral Health
Association whose members are the businesses that provide direct services to 
recipients o f  behavioral health services throughout the state.

• Dt. Cathy Baldwin-Johnson f Wasilla is a private practice family physician and 
the 2002 National Family Physician o f  the Year from the American Academy o f  
Family Physicians.

• Karen Rhoades o f  Wasilla is the owner and operator o f  Northern living Centers, 
a live bed assisted-living home.

• I im Joyce o f  Cordova is a three-term mayor o f  the City o f  Cordova who has dealt 
with escalating community medical costs, a constant turnover o f  medical center 
administrators and a communit medical center that is continually in need ol city 
assistance.

• Rod Betil o f  Juneau is the president and ( TO o f  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 I lospital 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 Serv ices committees in 
the Alaska State I cgislature.

I(>
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C o l l a b o r a t i n g  f o r  a  N e w  C e n P u b l i c  H e a l t h

T r a n s f o r m i n g  P u b l i c  H e a l t h

S t a t e  b y  S t a t e



A c k n o w l e d g m e n t s

T h e T u r n i n g  P o in t  N a t i o n a l  P r o g r a m  Of f i ce  g r a t e f u l l y  a c k n o w l e d g e s  t h e  
e n t h u s i a s m  o f  t h o T u r n i n g  P o i n t  s t a t e  p a r t n e r s h i p s  in t h e  c r e a t i o n  o f  t h e s e  f ac t  
s h e e t s  a n d  t h e  a c c o m p l i s h m e n t s  t h e y  d e s c r i b e .  E x p e r t i s e  p r o v i d e d  b y  s t a f f  f r o m  
R a d i a n t  C o m m u n i c a t i o n s  a n d  t h e  R W J F ' s  C O N N E C T  p r o j e c t  w a s  a l s o  i n v a l u a b l e  
in s u p p o r t i n g  t h e  d e v e l o p m e n t  o f  t h e s e  f a c t  s h e e t s .

F u n d i n g  f r o m T h e  R o b e r t  W o o d  J o h n s o n  F o u n d a t i o n  s u p p o r t s  t h e  e f f o r t s  o f  
t h e T u r n i n g  P o in t  N a t i o n a l  P r o g r a m  Of f i ce  a n d  t h e  s t a t e  p a r t n e r s h i p s .



At  n o  t i m e  in r e c e n t  h i s t o r y  h a s  t h e  s y s t e m  t h a t  s u p p o r t s  a n d  p r o t e c t s  t h e  h e a l t h  o f  
t h e  A m e r i c a n  p u b l i c  b e e n  a s  m u c h  o n  t h e  m i n d s  o f  o u r  n a t i o n a l  p o l i c y  m a k e r s  a s  it 
is t o d a y .  P o t e n t i a l  a n d  e x i s t i n g  p u b l i c  h e a l t h  t h r e a t s  f r o m  b i o t e r r o r i s m  a n d  
e m e r g i n g  i n f e c t i o u s  d i s e a s e s  h a v e  m a d e  t h e  p u b l i c  a n d  o u r  n a t i o n a l  l e a d e r s  m o r e  
a w a r e  o f  t h e  r o l e  o f  p u b l i c  h e a l t h  w o r k e r s ,  t h e i r  p a r t n e i  a,  a n d  t h e i r  s u p p o r t i n g  
i n s t i t u t i o n s .  P u b l i c  h e a l t h  s y s t e m s  h a v e  a l w a y s  f u n c t i o n e d  t o  k e e p  p o p u l a t i o n s  
h e a l t h y  a n d  t o  r e c o g n i z e  a n d  r e s p o n d  t o  h e a l t h  t h r e a t s ,  b u t  a  u n i q e  o p p o r t u n i t y  
e x i s t s  t o d a y  t o  c o m m u n i c a t e  m o r e  e f f e c t i v e ly  h o w  th i s  i s  d o n e  a n d  w h a t  is n e e d e d  
t o  m a x i m i z e  t h e s e  s y s t e m s  a n d  i n v e s t  in t h o s e  w h o  d o  t h i s  w o r k .

T h e  p a g e s  t h a t  f o l l o w  r e p r e s e n t  t h e  e x t r a o r d i n a r y  a c c o m p l i s h m e n t s  o f  t h o s e  w h o  
h a v e  m a d e  s i g n i f i c a n t  i m p r o v e m e n t s  in t h e  p u b l i c  h e a l t h  s y s t e m s  in t h e i r  s t a t e s  a n d  
c o m m u n i t i e s  t h r o u g h  t h e T u r n i n g  P o in t  In i t i a t ive.  W i t h  s u p p o r t  f r o m T h e  R o b e r t  
W o o d  J o h n s o n  F o u n d a t i o n ,  s t a t e  w i d e  p a r t n e r s h i p s  w i t h  r e p r e s e n t a t i v e s  f r o m  local  
c o m m u n i t i e s ,  b u s i n e s s e s ,  h o s p i t a l  c o r p o r a t i o n s ,  n o n p r o f i t  g r o u p s ,  m i n o r i t y  
c o a l i t i o n s ,  r e l i g i o u s  o r g a n i z a t i o n s ,  a n d  m a n y  o t h e r s  h a v e  b e e n  w o r k i n g  t o g e t h e r  t o  
c r e a t e  m o r e  e f f i c i e n t  a n d  e f f e c t i v e  s y s t e m s  f o r  i m p r o v i n g  t h e  p u b l i c ' s  h e a l t h . T h i s  
w o r k  h a s  r e c o g n i z e d  a n d  n u r t u r e d  t h e  i n t e r e s t  a n d  i n v e s t m e n t  o f  m u l t i p l e  s e c t o r s  in 
w a n t i n g  t o  c r e a t e  a  h e a l t h y  e n v i r o n m e n t  f o r  a l l . T h e  s t a t e s  a n d  c o m m u n i t i e s  i n v o l v e d  
ill t h e T u r n i n g  P o i n t  p r o c e s s  h a v e  s p a r k e d  p u b l i c  h e a l t h  i n n o v a t i o n s  b y  i d e n t i f y i n g  
s t r e n g t h s  a n d  w e a k n e s s e s  in t h e i r  p u b l i c  h e a l t h  s y s t e m s ;  u n d e r s t a n d i n g  t h e  
s c i en t i f i c ,  p o l i t i c a l ,  a n d  s o c i a l  e n v i r o n m e n t s  t h a t  a f f e c t  p u b l i c  h e a l t h  s y s t e m s  a n d  t h e  
h e a l t h  o f  t h e i r  p o p u l a t i o n s ;  a n d  v a l u i n g  t h e  p a r t i c i p a t i o n  a n d  c o n t r i b u t i o n s  o f  o t h e r  
s e c t o r s  in e s t a b l i s h i n g  n o w  a p p r o a c h e s  t o  i m p r o v i n g  h e a l t h .

It is w i t h  p r i d e  t h a t  p u b l i c  h e a l t h  p a r t n e r s h i p s  f r o m T u r n i n g  P o i n t  s t a t e s  a n d  t h e  
T u r n i n g  P o i n t  N a t i o n a l  P r o g r a m  Of f i ce  p r e s e n t  t h o s e  s u c c e s s e s  in t h i s  p u b l i c a t i o n .  
T h o s e  f ac t  s h e e t s  h i g h l i g h t  t o  n a t i o n a l  p o l i c y  m a k e r s ,  w h a t  c a n  b e  a n d  l i a s  b e e n  
a c h i e v e d  t h r o u g h  p l a n n i n g ,  p a r t n e r s h i p s ,  a n d  c o n c e r t e d  e f f o r t s  a t  i m p r o v i n g  
s y s t e m s  f o r  effective? h e a l t h  p r o m o t i o n  a n d  p r o t e c t i o n .  T h e s e  f ac t  s h e e t s  a l s o  o u t l i n e  
w h a t T u r n i n g  P o i n t  p a r t n e r s h i p s  a n d  t h e  N a t i o n a l  P r o g r a m  Of f i ce  c a n  o f f e r  to  
n a t i o n a l  p o l i c y  m a k e r s  w h o  w a n t  t o  b e  m o r e  r e s p o n s i v e  t o  t h o  h e a l t h  n e e d s  a n d  
p u b l i c  h e a l t h  s a f e t y  o f  t h e i r  c o n s t i t u e n t s ,

B o b b i e  B e r k o w i t z ,  P h D ,  RN,  D i r e c t o r

T u r n i n g  P o in t  N a t i o n a l  P r o g r a m  Off i ce

S e a t t l e ,  W a s h i n g t o n

May 1,2003
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The IMationalTurning Point Initiative
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A strong public health 
system  is crucial for 

protecting and  improving 
the  health  of Americans.

M ak e  E v e r y  H e a l t h  D o l l a r  C ou n t
Half o f  the? woild 's health can* 
do l la rs  arc spent in the IS 

Bui In 2000 . ihe IS. ranked 2Bi 
.anting all nuhonsan terms o f  our life 
expectancy. Al the same time, on ly 

116f federa l health dol lars are 
• spent on  public h e a l^ e f f o n s  that 

would improve ou r  o \ ^ | f n  health

S t r e n g t h e n  P ub l ic  H e a l t h  S y s t e m s
hlow m ore  than ever, our country

needs a v igorous public health
response 10 throats such as bio-
le r ron sm  and lh** growing public

health concerns ot obesity, violence.
and toliacco-ro lated i llnesses a

Those health concerns cause more 
than 2, mill ion avo idab le  deaths m 

tho IS. eve ry year

Budget cuts at oh government levels 
have devastated the public health ' 

i work fo rce and capacity 
to rospnnd at the very time that 
emerging ihrents to the public s* 

health roqire advances in public * 
health science, training, and 

^ loader ship
IPolitic hoalth needs sustained

support for improving thu nation s
hoalth and proporodness 

*

For  mor o jn fo r t n n t i o n
t

lu rn jng  Point 
National P rog ram  Oftice 
6 Nickerson St. Suite 300 

Seattle. WA 98109 
Bobbie Borkowit/, Dimcliir 

boh lnobmwash ing lon  edu 
206 Gt6 Rrl10 

www turn ingpo intprog r0in.org
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W h a t  i s T u m i n g  P o i n t ?

Individuals and organizations from different sec to rs  in many communities 
and  s ta te s  have come together to create a public health sys tem  that works 
sm a r te r  and better.Transforming public health so  th a t it achieves tho goals 
of preven ting d isease  and injury, protecting the public from threats to 
health, and  promoting healthy behaviors are efforts a t the heart o f lu rn ing  
Point.
At the national level,Turning Point co llabora tes with o the r public health 
organ iza tions to help realize the Institute of Medicine's vision of a strong 
and  effective public health system.

H o w  i s T u m i n g  P o i n t  i m p r o v i n g  p u b l i c  h e a l t h ?

Turning Point has  developed specific models  for a m ore  affective and 
respon s iv e  public health sys tem .Through 2 1  s ta te  pa r tne rsh ips of s ta te  
and  local public health and community -based agenc ie s  and th rough five 
national collaboratives we are:
• Improving the accountability of public health efforts
• Developing a model law to upda te  public health s ta tu te s
• Increasing the  effectiveness of public health information technology
• Motivating changes in behaviors to p romote  good  hei Ith ou tcomes
• Promoting skills and compe tenc ies of public health practitioners and 

leaders

W h a t  c a n  T u r n i n g  P o in t  h e l p  y o u  d o ?

• Identify the  most important health n eed s  of re s iden ts  in s la tes  and 
com m un it ie s  nationwide

• Create effective and accountab le s truc tu res to deliver public health 
serv ices to s ta te s  and communities

• Develop population da ta that suppo rts  decis ion-making abou t public 
health priorities

• G enera te  s tra teg ies to improve the health s ta tu s  of individuals, families, 
nnd communities

• Target the best ways of eliminating health d isparities am ong  and within 
popu la tions

• Provide evidence of effective pa r tnersh ips that have transfo rm ed public 
health sy s tem s

Support
riiti Turning Point Inilifllivo la funded by Tho llobort Wood Johnson l oundetion.Tho National 
Program Offlcn in located at thu Mvorsity of Washington School ol Public Hoalth end 
Community Medicine,

T u r n i
C o l l a b o r a t i n g  fo r  a N e w Hea l th



A strong public health  
system  is crucial for 

protecting and improving 
the  health o f  Americans.

Alaska's Public Health
f l i c  »•(!< -i t i v o r i i •• ri j l  A I . t . I  .1 ■. 

t / u u l i t .  h e a l t h  s y s t e m  i \  c h a l l e n g e d  
i >y  t h e  e m e r g e n c e  o l  n e w  p u b l i c .  

l h e d l l h ‘ | ) [ o b ! e m s  a n d  o n v i r o n r n o n -  
a l  i s s u e s  a r  i d  h y  c h a n g e s  t o  h e a l t h  

i s y s t i  m . s ,  h e a l t h  c a r e  I m a n o n q  
* a n d  g o v o m i n e n I  ' j l m c t u r e s

Pi/blic health has a mission lo 
■ protect 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 punln health 
• i.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 Ala11.j Public 

Health Improvement Ptoi e s s  as a 
significant problem m Alaska's 

punliC health system Addressing 
this deficiency is essential for 

making ne .giem- luw.ml Alaska's 
health imi rovement priorities
Alaska needs a public health 

inlotmati.iii system ar i ussihie i .
all components >.t our diverse 

public healtU system to assist vvilh 
.. not ision making at all levels

A l a s k a

T u r n i
Collaborating for a New Cent

i n t
ublic Health

W h a t  i s  A l a s k a  T u r n i n g  P o i n t ?

The nationalTurning Point Initiative a im s to t ran s fo rm  and s t reng th en  the public 
health sy s tem  in the bJted S ta tes by making it m ore  com m un ity  b a sed  and 
collaborative. In Alaska,Turning Point is develop ing a public health information 
system . The goals of this project are to:
• Provide information to policy makers , public health sy s tem  partners , and the 

genera l public abou t the health s ta tu s  of Alaskans.
• Provide commun ity -based  organizations with the da ta  and  information they 

need , a s well a s  th e  technical a ss is tance  on how  to use  it, in o rde r  to conduct 
•’om m un ity  a s s e s sm en ts  and plan health im provem en t initiatives.

H o w  i s T u m i n g  P o i n t  in A l a s k a  i m p r o v i n g  p u b l i c  h e a l t h ?

• > ovid ing direct access  to policy makers , health p rofess ionals , and  commu- 
m;y m em b e r s  need ing  useful information for the ir own plann ing and  decision

jk ing . Resources deve loped byTurning Point and  now  available on the 
Internet can be used  to a s se s s  health need s  and  es tab lish  priorities on a state, 
regional, or local level.

• Establishing a pe rm anen t and ongo ing  capacity for da ta compila tion , analysis, 
and  d issem ina tion of public health information. This capacity is important for:
• Recognizing trend s and monitoring health im provemen t.
• Informing policy making, p rog ram  m anag em en t ,  and  p rog ram  evaluation 

with current, com prehens iv e  information.
• Identifying and  setting goals to be reached am ong  com m un it ie s  th roughou t 

Alaska using da ta  to impact key health issues .
• Convening A laskans from rural and  u rban  commun it ie s , Native organizations, 

s ta te  and  federal agencies , and private b u s in e s se s  to con tr ibu te their knowl­
edg e  and  expertise to public health decision making and to setting health 
goals .Two publications resulting from ono such pa r tn e rsh ip  descr ibe thu 
current health s ta tu s of Alaskans, se t ta rge ts  for hea l th  im provemen t, and 
descr ibe s tra teg ie s that have been  u sed  in A laskan com m un it ie s  to add ress  
public health prob lems.

W h a t  c a n  A l a s k a T u r n i n g  P o i n t  h e l p  y o u  d o ?

Identify specific hoalth issues and barriers to com m un ity  health in Alaska
Access data and information for making dec is ion s regard ing allocation of 
re sou rce s  and tho structuring of sy s tem s
Monitor and protect tho health s ta tu s  of Alaska res iden ts

S u p p o r t
ThoTurninn Point Initiativo is fundod by Tho B ob o t tW ood  J oh n son  Foundation. 
Thu National Prournm Ofllcn Is located at tho Wvotslty n( Wash ington Schoo l o f  
Public Hoallh and Community Modlc lno. Contact tho National P ro f l ram  Olf lco at 
200-010 0410  o r  visit www.tum lnQpo ln tp ro f l ram .org .
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Al s trong public health . 
system  is crucial for 

protecting and improving 
the  health  of Americans.

j i

A r i z o n a ' s  P u b l i c  H e a l t h

An/ona s population has almost , 
doubled in the last 20 years,- but 
the public health workforce has 
not kept pace. Arizona has only 

-IB public health workers for every 
1 0 0 , 0 0 0  residents, nationally the 

i ale is 168 pei >00,000- Only 
, 2  3% of health care expenditures 

in Anzona are soer\t ompuolic 
health v>

Arizonans' life expectant \ is / I 
years (b5 lor Arizona fJative 

Americans), pomparod to the 
national average of 76 years The 

mading causes of death in Arizona 
am largely preventable through j  

access to caie, educatron, and \  

changes m oohjVior
»

An estimated 18 4% of Arizonans 
lack health msyrance, comoared

to 14 5 %  n a t i o n a l ly  „  ft

An Arizona public health success., 
story is that fewer Arizonans use 
tobacco than thanaborfal average 

(18 6% compared to 23 2% , 
nationally) Disease prevention'1 
and health promotion urograms 
i ah irnprovajhe public's health, 
out they happert through broad > 

planning, public involvement, and 
a strong public health systerrV

Eounpro, infotynfliion

C a th a r in e  R i ley .  M PH , D i re c to r  
C a r o l  Lockha r t ,  P hD ,  C o m m u n i t y  
S t e e r i n g  C o m m i t t e e  C h a i r p e r s q n  

A r i z o n a  T u rn ing  Po in t  P ro je c t  
M a r ic o p a  C o . D ep t  o f  P ub l ic  Hea l th  

1 8 4 $  R o o s e v e l t  
P h o e n i x ,  A r i z o n a  8 0 0 6  

6 0 2 - 0 6 - 1 7 4 8  
wA rw .oz ipp  c o m
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T u r n i i f l f e i n t
Collaborating for a New C en tiJ^ trv P u b lic  Health

W h a t  i s  t h e  A r i z o n a T u r n i n g  P o i n t  P r o j e c t ?

T h e  n a t i o n a l T u r n i n g  P o in t  I n i t i a t i ve  a i m s  t o  t r a n s f o r m  ancf  s t r e n g t h e n  t h e  
p u b l i c  h e a l t h  s y s t e m  in t h e  bSted S t a t e s  b y  m a k i n g  it m o r e  c o m m u n i t y  
b a s e d  a n d  c o l l a b o r a t i v e . T u r n i n g  P o in t  in A r i z o n a  w o r k s  c o l l a b o r a t i v e l y  w i t h  
c o m m u n i t i e s  a n d  k e y  p a r t n e r s  t o  i m p r o v e  t h e  p u b l i c ' s  h e a l t h  a n d  p r o m o t e  
s o u n d  p u b l i c  h e a l t h  p o l i c i e s . T h e  p r o j e c t  a d d r e s s e s  p u b l i c  h e a l t h  w o r k f o r c e  
d e v e l o p m e n t  n e e d s ,  i n f o r m a t i o n  d i s s e m i n a t i o n ,  d i s p a r i t i e s  in h e a l t h  s t a t u s ,  
a n d  p u b l i c  h e a l t h  a d v o c a c y  a n d  s e e k s  t o  m a k o  t h e  p u b l i c  h e a l t h  s y s t e m  in 
A r i z o n a  m o r e  e f f e c t i v e  a n d  r e s p o n s i v e  t o  c o m m u n i t y  c o n c e r n s  a n d  i s s u e s .

H o w  is  t h e  A r i z o n a T u r n i n g  P o i n t  P r o j e c t  i m p r o v i n g  p u b l i c  h e a l t h ?

• P r o v i d i n g  w o r k f o r c e  d e v e l o p m e n t  f o r  f r o n t l i n e  p u b l i c  h e a l t h  w o r k e r s  
t h r o u g h  t r a i n i n g  a n d  t e c h n i c a l  a s s i s t a n c e  in a n A c a d e r n y  W i t h o u t W a l l s "  
t o  s t r e n g t h e n  t h e  p u b l i c  h o a l t h  w o r k f o r c e

• I n c r e a s i n g  d i r e c t  a c c e s s  t o  p u b l i c  h e a l t h  i n f o r m a t i o n  t h r o u g h  t h e  c r e a t i o n  
o f  P u b l i c  H e a l t h  I n f o r m a t i o n  C e n t e r s  in p u b l i c  l i b r a r i e s ,  l oca l  h e a l t h  
d e p a r t m e n t s ,  a n d  t r i ba l  s e r v i c e  c e n t e r s ,  p r o v i d i n g  a c c e s s  t o  p u b l i c  h e a l t h  
i n f o r m a t i o n  a n d  b u i l d i n g  w o r k i n g  r e l a t i o n s h i p s  b e t w e e n  l i b r a r i e s  a n d  
l oc a l  h e a l t h  d e p a r t m e n t s

• A s s e s s i n g  l oca l  c o u n t y  a n d  t r i ba l  p u b l i c  h e a l t h  w o r k f o r c e  c o m p e t e n c i e s  in 
p a r t n e r s h i p  w i t h  t h e  A r i z o n a  L o ca l  H e a l t h  O f f i c e r s ' A s s o c i a t i o n  b y  i m p l e ­
m e n t i n g  The Public Health Competency Handbook, a n  a s s e s s m e n t  a n d  
e v a l u a t i o n  t oo l  f o r  l oca l  h e a l t h  d e p a r t m e n t s  t o  i m p r o v e  p u b l i c  h e a l t h  
c o m p e t e n c y  o f  i n d i v i d u a l s  a n d  o r g a n i z a t i o n s

•  P r o v i d i n g  skill  b u i l d i n g  a n d  k n o w l e d g e  t o  l oca l  c o m m u n i t i e s  a b o u t  h o w  to  
a d v o c a t e  f o r  t h e i r  o w n  h e a l t h  n e e d s  a n d  e n c o u r a g e  c o m m u n i t y  p a r t i c i p a ­
t i o n  in  s t a t e w i d e  p u b l i c  h e a l t h  p l a n n i n g

W h a t  c a n  A r i z o n a T u r n i n g  P o i n t  h e l p  y o u  d o ?

• A d d r e s s  p u b l i c  h e a l t h  p o l i c i e s  a n d  p i i o r i t i e s  i d e n t i f i e d  b y  a  p l a n n i n g  
g r o u p  o f  m o r e  t h a n  100  i n d i v i d u a l s  r e p r e s e n t i n g  s t a t e  a n d  l o c a l  c o m m u ­
n i t y  p a r t n e r s

•  A c c e s s  o p p o r t u n i t i e s  l o  e n g a g e  in c o m m u n i t y  d i a l o g u e  a b o u t  p r o m o t i n g ,  
p r o t e c t i n g ,  a n d  p r e s e r v i n g  t h o  p u b l i c ' s  h e a l t h

• P r o v i d e  u p - t o - d a t e  i n f o r m a t i o n  a b o u t  e m e r g i n g  p u b l i c  h e a l t h  i s s u e s  a n d  
l ink i n d i v i d u a l s ,  c o m m u n i t i e s ,  a n d  o r g a n i z a t i o n s  t o  p u b l i c  h e a l t h  e x p e r t s

S u p p o r t
Tho n»>tinQ Point Initialivo is (umlo ii hy Tho Robo r tW ood  Johnson  Foundation, 
Tho National P ro f l tom  Offlco Is located at tho Wvorsity o fW ash inp ton  School 
o f  Public Hoalth and Community Modlchio. Contact tho Notional Procirom Oftico 
at 2P0-G16 0410 or visit www.tuin inopointprouro in .Ori j .

http://www.tuininopointprouroin.Orij


' A s trong  public health  
sy stem  is crucial for 

protecting<and improving 
the  health  of Americans.

% '  ’■ 5 California's Public Health

Will i  bl public).c.mHIi deparlments 
,Vi b8  Californi.i .cuntios and 3 . 

municipalities, California lias one t>f 
11ie pest public heallli system s in 
iho naiipn Vet, existing structures 
in - u'ot .k* quale foi tlie types ol 
m'mhii > s needed  to'impiove

health. “ ,
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proplems caused  by tobacco use. 
p o o i  tfu-l (inp luck ol exercise. , 
ak ohoi, inlectious agents. amJ 

ppllwlunis Ooesity alone ou’iently 
costs California $>•! 2 billion a yeai 

in d'lecl merJicai costs ami lost 
productivity

Today's Punlic health sys tem  must 
Pc tiased o/i strung health depart- 
rifonls Vv-oikfng collaboralively with 

communities-to confirm  the 
(.hanging social and environmental 
souices ol p/eveniable illheSses
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T u r m
Collaborating for a New Cent ublic Health

What isTuming Point in California?

The nationalTurning Point Initiative a im s to transfo rm  and s t reng th en  the 
public health sy s tem  in the blted S ta tes by making it m ore commun ity  
based  and collaborative. In California,Turning Point has  a formal linkage 
with the Partnersh ip for the Public's Health, a s ta tew ide  initiative funded by 
The California Endowmen t and  adm in is tered by the  Public Health Institute. 
The Partnership for the  Public's Health is a five-year initiative that supports 
collaborative planning for commun ity  health im provem en t am ong  14 public 
health d ep a r tm en ts  and  3Tfcommunity collaborative g roup s  in California.

How is the Partnership for the Public's Health improving health?

• Supporting the dev e lopm en t of effective and respon s iv e  public health 
sy s tem s

• Mobilizing and develop ing effective public health leadersh ip  in c om m un i­
ties th rough pa r tne rsh ips  b e tw een  local health d ep a r tm en ts  and  c om m u ­
nity organ iza tions to suppo i t  susta inab le commun ity  health im provemen t 
initiatives

• Increasing cross-cultural unders tand ing  am ong  local pa r tn e rs  in o rde r  to 
add re ss  disparities in health

• Address ing tho complex health priorities identified by commun it ie s  
working in par tnersh ip  with their local health dep a r tm en ts

• Promoting policies tha t improve public health capacity in California to 
work m o re  effectively with communities

How can the Partnership for the Public's Health help you address these 
concerns?
• Identify and add re ss  policies that are barriers to improved health for 

California and  its commun it ie s
• Facilitate pa r tne rsh ips  to deve lop innovative so lu tions to public health 

p rob lem s and  em erg ing  issues
• Commun ica te  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
Iho diversity o f  Wash ington Schoo l o f  Public Hoalth and
Community Mcdlcino. Contact tho National Program Offico at
700 61G-8410 o r visit vwwv.turningpointprogram.org.

for the I'ublk's Health
P a r t n e r s h i p



A strong public health  
T system  is crucial for 
protecting and improving 
th e  health of Americans.

Colorado's Public Health
ft *■  ̂ *’• IIn an otherwise healthy stale 

the magnitude ol health 
dispar iticvs among racial and 
ethnic groups is staggering, v  

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. . 
all 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
All people, regardless of race 
and^hmcity . should have an 

equal opportunity to be 
healthy
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T u r n i
Collaborating for a New Cent ublic Health

What is Colorado Turning Point?

The nationalTurning Point Initiative a im s to transform  and s treng then  the 
public health sys tem  in the Wted S ta te s  by making it more commun ity  
b a sed  and  collaborative.Toward th is goal, ColoradoTurning Point is forging 
new  pa r tne rsh ips  to en su re  tha t the s ta te 's minority communities  are not 
left beh ind ,The elimination of health d isparit ies must be a top priority for 
health professionals, policy makers, and  communities , so that toge th e r  w e 
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 sy s tem s , and policy m akers  on 
the  m agn i tude  of health disparities and  the ir  root causes

• Convening traditional public health s takeho lde rs  and commun ity -based  
organ iza tions to add re s s  complex public health issues

• Making data, information, technical a ss is tance , and  other types of 
suppo r t available to com m un ity -b ased  organizations and the public

• Building leaders am ong  minority health profess ionals th rough direct 
train ing and  mentoring, and  p romoting  workforce diversity to improve 
tho qality of public health services

• Endorsing the need to p rom o te  social justice s tra teg ies that will e limi­
na te  differences in hoalth

What can ColoradoTurning Point help you do?

• Engage minority commun it ie s  in a s se s s in g  local public health n e ed s  and 
defin ing priorities

• Identify barriers to commun ily  health including differential access to 
health care and o ther health p romoting  sy s tem s

• Educate minority cons ti tuenc ies abou t their health s ta tus and  c om m u ­
nity resources

• Consider policies that will Ibvol the playing field’for minority com m un i­
t ies

SuP»‘ort Colorado
The Turning Point Iniliutivo is (undod try Tim ho lnn l W ood  Johnson  Foundation. 'Tvtnln# ftxnr 
Tho Notional P rog ram Offico Is located nl tho Mvornlty o l  Washington School ,  t f - T V  
u f Public Itcralih and Coinmuni lv Medicine. Con loc l Iho National Program OKico 7*  r ja fc
iit 2 06  616  H410 or vialt w\vw tiimiMflpo lntpmtfft im.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-.iiUed.in mote (ban 84,000 

d r  illr n ,'000 Manyof tljose 
iVi'im •:i iud.mq heart disease, - 
earn i.'i, , i i  i meets diabetes, and 
‘ yet dice.i ,i • ■ i" ' slrpnyly issqci- 

atdrfwith lifestyle and social 
factors As many as one half of 
th o sodea th s  could have been 

/* prevented
The least costly and most effective, 
way to improve health today is to 

prevent disease and disability, 
before it occurs

h.ior lie.ilth ami early deSfh do not 
itfc i ill IHiwoisans the sam e The

• i't‘( (i -m . t the rates ol premature 
trait be tween blacks and whites is

the largest in the country
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The .onijil. » issues that underlie 
oreventaoie health problems in 
Illinois require a public health
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T u m i
Collaborating for a New Cent ublic Health

What is lllinoisTuming Point?

The nalionalTurning Point Initiative aims to transfo rm  and s treng then  the 
public health sy s tem  in the blted S ta tes by making it m ore commun ity  
based  and collaborative. In Illinois,Turning Point is known as  Public Health 
Futures Illinois, a par tnersh ip  of over 0 public, private, and voluntary 
organizations seeking to improve health th rough prevention by enhancing 
community and  s ta te  public health sy s tem s serving the peop le  of Illinois.

How isTuming Point improving public health through Public Health Futures 
Illinois?
• Engaging a broad range of public health in terest g roups in partnersh ip to 

identify and add re s s  gaps and w eakne sse s  in the public health system . 
Partners include represen ta t ives from the in su rance industry, academia, 
rural health, the hospital associa tion , and the Red Cross who are comm it­
ting time and  resou rces to improving ihe health of Illinoisans.

• Mobilizing collective action to advocate for improved public health poli­
cies and exp anded  public health resources tha t re spond  to the uniqe 
needs of tho people of Illinois.

• Educating tho public and policy makers on tho complex, p rimary causes 
of poor health for Illinois res iden ts  and p romoting s tra teg ies to add re ss  
them .

• Supporting the deve lopm en t of local commun ity  health pa r tnersh ips to 
identify and add re s s  local health s ta tu s  and health sy s tem s priorities 
th rough training, technical ass is tance , and policy deve lopment.

What can lllinoisTuming Point help you do?
• Engage commun it ies  in asse s s in g  local public health needs , defining 

priorities, and  support ing them  in implemen ting innovative s tra teg ies to 
add re ss  commun ity  need s

• Mobilize pa r tne rs  in various sec to rs  to deve lop and  advocate for new  
policies, including promoting and  expand ing preven tion as  a critical 
s tra tegy for saving public and  private health care dollars

• Research a nd  provide relevant statistics on the health s ta tu s of Illinoisans 
und related health sys tem  issues

S u p p o r t
1 ho turnino Point Initiative is (undod hy Thu Robott W ood  Joh n son  Founda­
tion. Tho National P rog ram  Offico is located at tho bivorsity o f  Washington 
Scltoo l o l  Public Hoaith and Community Modlc lno. Contact tho National 
P rogram Olfico at 206 -616 0410 or visit www.turn ingpoin lp rograrn .org .

P u b lic  H » » lth  F u lu ra *

http://www.turningpoinlprograrn.org


A strong  public health 
system  is crucial for 

protecting and improving 
the  health of Americans.

Kansas ' Public Health
Tl Hi leading causes of death 

disproportionately alfect racial 
and ethnic minorities m KansasIIhsoarnc/I.atino Kansans have an 

83"/n luuhet death rate liom ; 
diaootcs ilian the general pouula- 

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', 

geography, and having good data 
are key factors in improving 

Kansans'health. .
Local public health departments 
provide important services and 
protections in tho puD l ic  s inter­
est, In 10b counties, 99 locaT 
health departments serve the 
public. Put the,public health 

workforce is strained In a rural 
s ta te such as ours, ensuring that 
we use every availaole partner in 

the system is cn t ica l^ j^
Using data to make informed 
decisions in times of limited 

resources has never been more 
important Information is at the 
core of strengthening Kansas’ 

public health system

Dick M o r r i s s e y ,
Kansas  Depa r tm en t o f  H i f l i th  and 

Env ironment 
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What is KansasTurning Point?

T h e  n a t i o n a l T u r n i n g  P o i n t  I n i t i a t i ve  a i m s  t o  t r a n s f o r m  a n d  s t r e n g t h e n  t h e  
p u b l i c  h e a l t h  s y s t e m  in t h e  bSled S t a t e s  b y  m a k i n g  it m o r e  c o m m u n i t y  
b a s e d  a n d  c o l l a b o r a t i v e .  In K n s a s ,  t h e T u r n i n g  P o i n t  I n i t i a t i ve  f a c i l i t a t e d  
a P u b l i c  H e a l t h  I m p r o v e m e n t  p l a n n i n g  p r o c e s s  t h a t  i d e n t i f i e d  a  n u m b e r  
o f  p r i o r i t y  a r e a s  w h e r e  a t t e n t i o n  w a s  n e e d e d  t o  e n s u r e  o p t i m a l  p u b l i c  
h e a l t h  f o r  K n s a s . T u r n i n g  P o i n t  t h e n  p r o v i d e d  f u n d i n g  t o  e n a b l e  t h e  s t a t e  
t o  t a k e  i m p o r t a n t  a c t i o n  s t e p s  o n  s o m e  o f  t h e s e  p r i o r i t i e s .

How is KansasTurning Point improving public health?
•  I m p r o v i n g  l i n k a g e  o f  h e a l t h  d a t a  s o u r c e s  f o r  p u b l i c  h e a l t h  p l a n n i n g  

a n d  a c t i o n  t o  a d d r e s s  h e a l t h  d i s p a r i t i e s

•  S u p p o r t i n g  a  n e w  t r a i n i n g  p r o g r a m  f o r  l oca l  l e a d e r s  t o  i m p r o v e  t h e i r  
ab i l i t y  t o  u s e  h e a l t h  d a t a  t o  a f f ec t  p u b l i c  h e a l t h  i m p r o v e m e n t

•  L ink ing  s t a t e  a n d  c o m m u n i t y  h e a l t h  e f f o r t s  a i m e d  a t  e l i m i n a t i n g  h e a l t h  
d i s p a r i t i e s  a m o n g  K n s a s  r a c i a l  a n d  e t h n i c  m i n o r i t y  p o p u l a t i o n s

• C a t a l y z i n g  a  K n s a s  p u b l i c  h e a l t h  w o r k f o r c e  i n i t i a t i v e  t h a t  r e s u l t e d  in 
t h e  K n s a s  Pu b l i c  H e a l t h  C e r t i f i c a t e  p r o g r a m ,  a  m o d e l  p r o g r a m  to  
i m p r o v e  t h e  ski l l s  o f  l oca l  a n d  s t a t e  p u b l i c  h e a l t h  p e r s o n n e l

• J o i n i n g  w i t h  t h e  K n s a s  H e a l t h  F o u n d a t i o n  t o  e x p a n d  t h e  c a p a c i t y  o f  
t h e  K n s a s  I n t e g r a t e d  P u b l i c  H e a l t h  S y s t e m ,  a n  i n f o r m a t i o n  s y s t e m  fo r  
l oca l  p u b l i c  h e a l t h  d e p a r t m e n t s

•  F ac i l i t a t i n g  d i s c u s s i o n  r e g a r d i n g  h e a l t h  p o l i c y  c h a n g e s  n e c e s s a r y  t o  
m e e t  p u b l i c  h e a l t h  n e e d s  in t h e  f u t u r e

What can Turning Point help you do?

• S e r v e  a s  a  r e l i a b l e  s o u r c e  o f  i n f o r m a t i o n  f r o m  a r o u n d  t h e  n a t i o n  a b o u t  
i n n o v a t i v e  p r o g r a m s  b e i n g  u n d e r t a k e n  t o  i m p r o v e  t h e  h e a l t h  o f  t h e  
p u b l i c

•  P r o v i d e  u p - t o - d a t e ,  a c c u r a t e  i n f o r m a t i o n  r e g a r d i n g  h e a l t h  s t a t u s  a n d  
h e a l t h  d i s p a r i t i e s  a m o n g  r ac i a l  a n d  e t h n i c  m i n o r i t i e s  in K n s a s

• S h o w c a s e  e f f e c t i v e  p a r t n e r s h i p s  t h a t  d e l i v e r  g a l i t y  p u b l i c  h e a l t h  a n d  
p r e v e n t i v e  m e d i c a l  s e r v i c e s  w h i l e  m e e t i n g  t h e  n e e d s  o f  t h o s e  w i t h  a n d  
w i t h o u t  h e a l t h  i n s u r a n c e

Support
Tim Turning Point Initiative is funcJoiI by I h o  Robert W ood  Johnson  
Foundation .The National Program Olfico is locotcd at tho bivorsity o f  
Wash ington School o f  Public Health and Commun ity  Medicine. Conuct 
tho Notional Program Offico al 206-616-8410 o r  visit 
www .tu rn lngpo in tp fog rum .org .

K a n s a s
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A s tro n g  p u b lic  h e a lth  
s y s te m  is c ru c ia l fo r  

p ro te c t in g  and  im p ro v in g  
th e  h e a lth  o f A m e r ic a n s .

Louis iana 's Public Health
L o u i s i a n a ' s  u u b k .  I i n . j l t h  s y s t e m  
s u f f e r s  f i o m  a l a c f  o f  a d e q u a t e  

f u n d i n g  a n d  r e s o u u  e s — c r e a t i n g  
a n  e n v i r o n m e n t  in w h n . l i  it is 

d i f f i c u l t  f o  s o t  n o w  h o a l t h  
p o l i c i e s —  a n d  a  l a c k  o l  e f f e c t i v e  

c o o p e r a t i o n  a m o n g  o u j a m .M  
t o n s  th a t  p rov ide* in -uH l i  i a r e  .

I’ o i  a  d e c a d e .  L o u i s i a n a  h a s  
u o n s i s t e n t l y  r a n k e d  a m o n g  t h e  
l o w e s t  10  s t a t e s  fo r the■ h e a l t h  
o l  i t s  l e s i d e n t s  L o u i s i a n a  a l s o  
h a s  s o m e  o f  t h e  h i g h e s t  l e v e l s  

m  t h e  U S  o f  u n e m p l o y m e n t  
u n i n s u r e d  w o r k e r s ,  a n d  p e o p l e  
. w i t h  c h r o n i c  d i s e a s e s

O r g a n r z a h c ^ i s  a n d  i n d i v i d u a l s  
i n v e s t e d  in t h e  p u n k  s  h e a l t h  in 

‘ L o u i s i a n a  m u s t  c o o r d i n a t e  
e f f o r t s  l o  f iM * im i / c ;  r e s o u r c e s  
a n d  c i e a t e  n n o v a t i v d  s y s t e m s  

o l  d e l i v e r y  t o  i m p r o v e  t h o  h e a l t h  
o f  those* .M m) l i v e  m o u i  s t a t e .

For more information
J o e  K im b r e l l  o r  M i c h e l e  J e a n  P m m ;

L o u i s i a n a  P u b l i c  H e a l t h  In s t i t u t e  
1 6 0 0  C a n a l  S u i t e  5 0 1  

N e w  O r l e a n s .  L A  7 0 1 1 ?
5 0 1  1 ) 3 9 - 9 4 8 1  

m j e a n p i e r r e l p h i . o r g  
j k i m b r e l l t p h i . o r g

I I I !
R m i W . o m
J O H N S O N
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L o u i s i a n a

T u m i
C o lla b o ra t in g  fo r  a N e w  C o n t ip ^ T n P u b l ic  H e a lth

W ha t is Lou is ianaTurn ing Point?
The na tiona lTu rn ing  Point In itia tive  a im s to  tran s fo rm  and streng then 
the  pub lic  health system  in the b ited States by m aking it m ore com ­
m un ity  based and co llabo ra tive .The  Lou is ianaTurn ing Point Partner­
sh ip , fo rm ed  in 1998, he lps com m un itie s  make bene fic ia l pa rtnersh ips 
w ith  local sectors to  address th e ir pub lic  health needs. It is housed at 
the Louisiana Public Health Institu te .

H ow  is Lou is ianaTurn ing Po in t im p ro v ing  pub lic  health?
• C reating the C om m un ity  Capacity Enhancement Center to he lp 

com m un itie s  ga in the know ledge and sk ills necessary to in fluence 
pub lic  health po licy  and successfu lly deve lop  and susta in local health 
in itia tives

• Convening organ iza tions engaged in im p ro v ing  the pub lic 's  health in 
fo rum s called the Access to  Care Congress, w h ich  has a llow ed  fo r 
com prehens ive  p rob lem -so lv in g  am ong local o rgan iza tions to  ensure 
access to care in the state

• Im p rov ing  e ffec tive  po licy  deve lopm en t in Louis iana by creating the 
Louis iana Public Health Policy Ins titu te  and by fa c ilita tin g  a con fer­
ence to he lp com m un itie s  across the state learn abou t a ffec ting the 
deve lopm en t o f local and state pub lic  health po licy

■ Conducting the firs t com prehens ive  assessment o f Louis iana 's pub lic  
health env ironm en t, cu lm ina ting  in the Louis iana Public Health 
Im provem en t Plan o f June 2000

• P rov id ing tra in ing  and techn ica l suppo rt fo r 29 com m un ity  health 
Delta Parishes on e ffec tive  leade rsh ip  and successful g ran t adm in is ­
tra tion

W hat can Lou is ianaTurn ing Po in t he lp you do?
• Expand access to hea lth care fo r the un insured and under-insured in 

Louis iana com m un itie s
• Increase com m un ity  leade rsh ip  deve lopm en t and m ob iliza tion  fo r 

im p ro v ing  loca l pub lic  health systems

S u p p o r t

TheTurning Point Initiative Is funded by Tho Robert Wood Johnson Foundation. The 
National Program Offico is located at Iho Wvorsity of Washington School of Public Hoalth 
and Community Modicino. Contact tho National Program Offico at 206-610-8410 or visit 
www.turningpointprogram.org.

http://www.turningpointprogram.org
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Maine 's Public Health
H e a r t  d i s e a s e  ir- t h o  l e a d i n g  
c a u s e  o f  d e a t h ,  i l l n e s s ,  a n d  

h e a l t h  c a r e  c o s t s  f o r  K i t t e n s  o f  
M a in e .

U n l i k e  a lm o s t  a l l  o t h e r  s t a t e s .  
M a i n e  d o e s  n o t  h a v e  a  s y s t e m ­
a t ic .  s t a t e w i d e  o r g a n i z e d  p u b l i c  
h e a l t h  s t r u c t u r e  a t  t h e  l o c a l  o r  

r e g i o n a l  l e v e l

S t r o n g  p u b l i c  h e a l t h  s y s t e m s  
h a v e  t h e  a b i l i t y  t o  im p r o v e  t h e  
l i v e s  o f  t h o  p u b l i c  p r o t e i . ’ t h e  
p u b l i c  s  h e a l t h ,  a r i d  e n s u r e  t h e  
d e l i v e r y  o f  t h e  e s s e n t i a l  p u b l i c  

h e a l t h  s e r v i c e s

C i t i z e n s  o f  M a i n e  s h o u l d  h a v e  
a c c e s s  t o  t h e  b e n e f i t s  o f  p u b l i c  

h e a l t h  b a s e d  in a s t r o n g  s y s t e m .

M a i n e  n e e d s  a  p u b l i c  h e a l t h  
i n f r a s t r u c t u r e  a t  t h e  r e g i o n a l  

l e v e l  th a t  c a n  c o m p l e m e n t  t h e  
s t a t e  s y s t e m  a n d  l o c a l  a c t i v i t i e s

. For more information

A n n  C o n w a y ,  P r o i o c t  D i r e c t o r

M a i n e  C e n t e r  f o r  P u b l i c  H e a l t h  
12 C h u r c h  f j t i e e t  

A u g u s t a .  ME 04330 
207-629 9 2 #  

b | o l y @ m c p )  p ig *
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M a i n e

T u r n i
C o lla b o ra t in g  f o r  a N ew Hea l th

W hat is M a ineTum ing Point?
The na tiona lTu rn ing  Point In itia tive  a im s to transfo rm  and s treng then  the 
pub lic  health system  in the bSted States by making it m ore com m un ity  
based and co llabo ra tive .The  M a ineTum ing  Point p ro jec t has m o re  than 30 
partners w o rk ing  to ge the r to  bu ild  a s trong pub lic  health system  fo r peop le 
in Maine.These pa rtners are convened by the Maine Center fo r Public 
Health, a priva te , nonp ro fit o rgan ization established by the M a ine State 
Legis lature in 1996 to im p rove  the health o f Maine citizens.

H ow  is M a ineTum ing Poin t im p rov ing  pub lic  health?
• P rom oting  access and coo rd ina tion  o f pub lic health services th ro ughou t 

Maine com m un itie s  to  be tte r pro tect the health o f local citizens
• Convening com m un ity  pa rtnersh ips across the state to  assure the 

coo rd ina tion  o f com m un ity -w ide  pub lic  health p reven tion  and response 
program s

• C reating new  pub lic  health leaders at the local level th rough  a fo rm a l 
m en to ring  p rog ram  tha t matches experienced com m un ity  hea lth coa li­
tion  leaders w ith  em erg ing  local leaders

• Prov id ing and expand ing education fo r pub lic  health p ro fess iona ls  to 
ensure a sk illed and com pe ten t w ork fo rce

• L inking pub lic  health e ffo rts to fo rm  a reg iona l approach tha t im p roves 
the coo rd ina tion  o f pub lic  health data sharing, tra in ing  oppo rtun itie s , 
em ergency response, and o the r em erg ing pub lic  health issues be tween 
state level au tho ritie s  and local com m un ities

W hat can M a ineTum ing Point he lp you do?
• Provide in fo rm a tio n  to  suppo rt the deve lopm ent o f pub lic  hea lth po licy
• bfclerstand tho issues re lated to the organ iza tion o f pub lic  hea lth at the 

sub-state level
• Im provo the health o f Maine res idents th rough suppo rt o f a reg iona l 

s truc tu re , based on the con figu ra tion  o f reg ions fo r b io te rro rism  p re ­
paredness, to  coo rd ina te  pub lic  health ac tiv ity  in com m un itie s

S u p p o r t  M A I N F.
ThoTurnlng Point 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 Modlclno. Contact
Iho Notional Program Oltico at 200 010 8410 or visit V )') " / f \ i
www.lijrningpolntprogiom org. l urnntg romt
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A s t ro n g  p u b lic  h ^ l t h  
s y s te m  is c ru c ia l fo r  

p ro te c t in g  a n d  im p ro v in g  
th e  h e a lth  o f A m e r ic a n s .

M i n n e s o t a ' s  P u b l i c  H e a l t h

M i n n e s o t a  h a s  a  c o m p M  • n s w e  
i n t j l K . ' h e a l t h  s y s t e m  0.3 .1. 1‘bu u' 
. i io . 'K ) p a r t n e r s h i p  b e t w e e n  s t a t e  

a n i l  Ipr a l  g o v e r n m e n t s  I

M i n n e s o h i  u i n f  s  s e c o n d  in  t h e  1 
U  S  in  g o o d  h e a l t h  a n d  q u a l i t y  o f  ' 

l i f e  d u e  t o  s t i o n q  p o l i c i e s  j tn d  I 
p a r t n e r s h i p s  m i n t e d  t o  s a l e  f o o d  ' 
a n r l  w a l e i  a n d  h e a l t h y  n m g n a r  
c i e s  a n d  b i r t h s  A i l J M i n m v , e l a n s  \| 

h a v e  n o t  b e n e l i u n i  e ( | u a i l y .  
h o w e v e r ,  I r o m  t h e  s y s t e m s  l l . i!

p r o m o t e  g o o d  h e a l t h  s i n c e  
M i n n e s o t a  r e s i d e n t s  a l a ^ h a v e  

s o m e '  u l  t h e  w i d e s t  g a p s  o f  a n y  
■date " )  t h e  i o u n t t y  m  h e a l t h  
. 1  1! i s  p e t  ■eii w h i t e  a n  j 

n p i iw l n tH  p o p u l a t i o n s  • /
M a n y  pub lic : h e a l t h  e m b l e m s ,  

su c t i  a s  r a c i a l  a h d  e l l m u  t i e a l ’ ti 
d i f f e r e n c e s ,  c a n n o t  b e  r e s o l v e d  

b y  a  s i n g l e  a g e n c y  01 s e c l o i  
a c t i n g  a l o n e

To  m a x im i z e  t h e  e f f e c t i v e n e s s  o t  
t h e  p u b l i c  h e a l t h  s y s t e m  a n d  t h e  

h e a l t h  o f  a l l  M i n n e s o t a  r e s i d e n t s ,  
p a r t n e i s h i p s  m u s t  b e  s t r e n g t h ­
e n e d  w i t h  h e a l t h  C a r e  s y s t e m s  

c o m r n t i i i i t i o s  o f  c o l o r ,  c o m m u m t y -  
o u s o d  o r g a n i z a t i o n s .  e d u c a t i o n a l  I 

i n s t i t u t i o n s .  a n d  n t h e i s  ■

For more information
• *»•(-• .1 H u m s  or l e e  K m y s ln r i y

M  ■ ■■■.(>M 5e | i . i r |nw n t  o l  Hna 'th  
( r't'i (,. I' i ,pm Hea l th  P rac t ice

'■ ?  1 I a s '  /tI* P la c e  J
P a ..1 IV"J W M  0 0  7 c, 

t .'l iC> n . ' t lP  > r / ,  ’ ? ’.i.f> ' M s  
1 1 . (>!>' . ’ •• i f f  1.v i  ' 

s 1 1  l-.l'!' s ’ 1'■ •
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W h a t  i s  M i n n e s o t a  T u r n i n g  P o i n t ?

The na tiona lTu rn ing  Point In itia tive  a im s to  tran s fo rm  and s treng then  the 
pub lic  health system  in the M ted States by making it m ore  com m un ity  
based and co llabora tive . Turn ing Point in M inneso ta is e xem p lifie d  by the 
M inneso ta Health Im p ro vem en t Partnersh ip, a co llabo ra tive  o f pub lic , 
p riva te , and nonp ro fit sec to r o rgan iza tions tha t are com m itted  to im p ro v ing  
the health o f M inneso tans.

H o w  i s T u m i n g  P o i n t ' s  M i n n e s o t a  H e a l t h  I m p r o v e m e n t  P a r t n e r s h i p  
i m p r o v i n g  p u b l i c  h e a l t h ?

• Convening people from  m any secto rs w ho  are co llabo ra ting  to  im p ro ve  
the pub lic 's health . As a resu lt, pa rtne r o rgan iza tions are repo rtin g  s ig n if i­
cant changes in the w ay  th ey  do business.

•  Engaging p riva te  and no np ro fit sectors in w o rk ing  w ith  state and local 
pub lic  health agencies on d iff ic u lt crosscu tting  po licy  decis ions. 
M inneso ta 's B lue Cross Foundation is redes ign ing its fu nd in g  gu ide lines  
in o rde r to  address ineq ities  in health as 0 resu lt o f th is  Partnersh ip  s 
w ork  in link ing socia l and econom ic  cond itions  and health .

• In fluenc ing po licy  d ire c tio n  in address ing health issues. For exam p le , the 
G reaterTw in C ities blited Way repo rts us ing new  stra teg ies to  increase 
com m un ity  in vo lvem en t and tha t the w o rk  o f the M inneso ta  Health 
Im provem en t Partnersh ip 's w o rk  in fluences which key pub lic  hea lth po licy  
issues to  address.

• Increasing the unde rs tand ing  and com m itm en t to pub lic  hea lth w o rk  
am ong d iverse pa rtne rs in pub lic  health.

• P rov id ing  d irec tion  to the w o rk  o f pub lic  health pa rtne rs .The Center fo r 
Popu la tion Health in M inneso ta 's  seven-coun ty m e tro  area, fo r exam ple , 
uses tho s ta tew ide goa ls deve loped by the pa rtne rsh ip  to  deve lop  its 
annua l w o rk  plan.

W h a t  c a n  M i n n e s o t a  T u r n i n g  P o i n t  h e l p  y o u  d o ?

• M ob ilize pa rtne rsh ips  to deve lop  innova tive  s tra teg ies to  address h igh- 
p r io r ity  health needs

• Iden tify  stra teg ies tha t bu ild  011 tho s treng ths o f the pub lic , p riva te , and 
nonp ro fit sectors sha ring  resources and approaches tha t im p ro ve  health 
in com p lem en ta ry  ways

S u p p o r t

ThoTurnino Point Initiative is fundod l>y 1110 Robert Wood Johnson Founda­
tion. Tho National Program Ollico is locatod at the htvorsity ol Washington 
School of Public Health and Community Medlcino. Contact the National 
Program Office ot 200 €• 1 <5-8*110 or visit www.tuininnpointpiogram.offl.

http://www.tuininnpointpiogram.offl
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M issouri's  Public Health
In 1999. Ihe United Health 
Foundation State I lealth 

Rankings ranked Missouri the 
26th healthiest state in the 

country By 2002 M issouri 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 
w ith increases jn smoking. • 

children living in poverty, and a 
general lack of health insurance, 
the health ol Missourians is in 

danger
J>

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 emerging threats 

to the public's health require 
advances in public health sci­
ence, tram m g^nd leadership

Sustained, com prehe i^ive 
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

Jann t C a n a v e s e  
b '6| ec : C o o idm a t o i

. M is s o u r i  In st i tu te  
•or C om m u n i t y  Hea 'th  
4 t(pA Cast S ta te  S f e e t  
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W hat is M issou riT um ing  Point?
The na tiona lTu rn ing  Point In itia tive  a im s to trans fo rm  and s treng then  the 
pub lic  health system  in the W ted States by making it m ore com m un ity  
based and co llabo ra live .Tu rn ing  Point in M issouri has created the M is ­
souri Institu te  fo r C om m un ity  Health (VllCH)a m u lti-sec to r o rgan iza tion  
that fac ilita tes p lann ing and dec is ion making am ong health care p ro v id ­
ers, the priva te sector, c om m un ity  colleges, un ive rs ities , hea lth and 
human service associa tions, and state and local governm ent.

How  isTurn ing Po in t im p ro v ing  the  lives of M issourians th ro u gh  MICH?
• Encourag ing and suppo rting  com prehens ive com m un ity  e ffo rts  to 

p rom o te  health and ta rge t the roo t causes o f preven tab le  d isease— 
effo rts such as coun ty -w ide  health assessment, p lann ing , and com m u ­
n ity  p rio r itiz ing

• Supporting e ffo rts  to increase the sk ills and capacity of M issou ri's  
pub lic  health w ork fo rce

• Fostering the use o f s tandards o f practice in the pe rfo rm ance o f essen­
tia l pub lic  health ac tiv itie s  at the com m un ity  level so tha t com m un itie s  
are guaran teed the ir r ig h t to  com prehens ive  pub lic  health serv ice and 
pro tection

• Supporting  approaches tha t im p rove  pub lic  health at the leve l o f m ore  
e ffic ien t systems

• Ulizing d iverse pa rtne rsh ips  to m axim ize shared resources and dec i­
sion making

W hat can Turning Point's MICH he lp you do?
• Com m un ica te new  and em e rg ing  pub lic  health issues to tho pub lic  

health w ork fo rce  and the peop le o f M issouri
•  Showcase M issou ri as a m ode l stato fo r vo lun ta ry  s tanda rd iza tion  o f 

local pub lic  health agencies
• Convono com m un ity  hea lth  systoms toge the r w ith  local res iden ts to 

im p rove  pub lic  hea lth  responsiveness at tho local level

Support
T h e T u r n i n g  P o i n t  I n i t i o t i v o  is f u n d o d  b y  t h o  H o b o r t W o o d  J o h n s o n  

F o u n d a t i o n . T h o  N a t i o n a l  P r o g r a m  O f f i c o  i s  l o c a t o d  a t  t h o  W v o i s i t y  

o f  W a s h i n g t o n  S c h o o l  o f  P u b l i c  H o a l t h  a n d  C o m m u n i t y  M o d i c i n o .  

C o n t a c t  t h u  N o t i o n a l  P r o g r a m  O f l i c o  a t  206GIG-8410 o r  v i s i t  

w w w . t u i n i n g p o l n t p r a g r a m . o r g .
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s y s te m  is  c ru c ia l fo r  

p r o te c t in g  and  im p ro v in g  
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M on tana 's  Public Hea lth
M o n t a n a n s  d o  n o t  h a v e  a< c c . s  

t o  a  c o n s i s t e n t  mm o f  n u o i i i  
h r - . i l ih  s e r v i c e s  <n m s s  I h o  . t a l e  

O n l y  h a l f  o f  t h e  s t a t e ' s  l o c a l  
p u b l i c  h e a l t h  d e p a r t m e n t s  a t e  
m e e t m r i  a l  l e a s t  b 0 %  o t  t h e  

s t a n d a u i  c o m m u n i t y  s e i v i c i . - s  
e x p e c t e d  o f  n u b f i c  h e a l t h  

. s y s t e m s

In 2 0 0 t \  M o n t a n a  h a d  o n e  o l  t h o  
h i g h e s t  q p r c e n t a p e s  o f  r e s i d e n t s  

w i t h o u t  h e a l t h  c a r e  c o v e r a g e ;
■ ii .1 h a d  t h e  l o w e s t  a v e r a g e  

a n n o  t! ; a /  o f  a n y  s t a r . • iri t t ie  
c o u n t r y  A t  t h e  s a m e  l im e ,  

o b e s i t y  is o n  t h e  e s c .  b r i n g i n g  
a n  t e a s e s  m  d i a o e t e s .  h e a r t  

d i s e a s e ,  d i s a b i l i t i e s  a n d  h e a l t h  
c a r e  c o s t s  t h r o u g h o u t  t h e  s t a t e

M o n t a n a  r e s i d e n t s  f a c e  s e r i o u s  
p u b l i c  h e a l t h  c h a l l e n g e s ,  i n c l u d ­
ing  t h e  n e e d  fo r  p r o t e c t i o n  f r o m  

e m e i y i n y  p u b l i c  h e a l t h  c o n ­
c e r n s .  s u c h  a s  W e s t  N i l e  v im s  

a n d  b i o t o f i o n s m  t h r o a t s

M o n t a n a

T u r n i
C o lla b o ra t in g  f o r  a N e w  C en ti# ? u b l ic  H e a lth

W ha t is M on tanaTurn ing Point?
The na tiona lTu rn ing  Point In itia tive  a im s to  tran s fo rm  and s treng then  the 
pub lic  health system  in the Wted States by making it m ore com m un ity  based 
and co llabo ra tive . M on tana 'sTurn ing  Point In itia tive  has de fined the pub lic  
health system  to inc lude trad itio n a l state and local pub lic  health agencies and a 
w id e  va rie ty  o f com m un ity  pa rtners .These pa rtners are cu rren tly  engaged in 
im p lem en ting  a s tra teg ic  p lan to  im p rove  ou r pub lic  health system  and the 
health o f o u r citizens. t

H ow  is M ontana 'sTurn ing Po in t In it ia tiv e  im p rov ing  pub lic  health?
• Im p lem en ting  A Strategic Plan for Public Health System  Im provem ent in 

M ontana in co llabo ra tion  w ith  local pub lic  health agencies and o the r com ­
m un ity  partners to  ensure tha t citizens across the state have access to a 
cons is ten t set o f pub lic  health services and expertise

• P rom oting  local pa rtne rsh ips  w ith  pub lic  hea l'h  agencies w o rk in g  in coo rd i­
na tion w ith  hosp ita ls , health care w orke rs , nonp ro fit agencies, coun ty  gov ­
e rnm en ts , business, fa ith  com m un itie s , and o the rs to  p ro tec t and p rom o te  
the public 's health

• P rov id ing tra in ing  and educa tion  fo r pub lic  health w orke rs  th rough  the 
M ontana Public Hea lthT ra in ing Ins titu te  in o rde r to  supp ly  local health 
settings w ith  s ta ff tra ined to respond to new  and em erg ing  pub lic  health 
issues and em ergencies

• Facilita ting com m un ica tion  am ong pub lic  health system  partners, in c lud ing  
bu ild in g  capacity in te le com m un ica tions  and com pu te r techno logy fo r 
increased effic iency and e ffectiveness th ro ughou t the pub lic  health system .

• Deve lop ing a pe rfo rm ance m anagem ent system  fo r qa lity  im p ro vem en t and 
system  accoun tab ility

W ha t can M ontanaTurn ing Po in t he lp you do?
• W ork to  ensure Public Health Em ergency Preparedness and Response effo rts 

address all types o f em ergenc ies to be tte r serve the pub lic  on a da ily  basis
• Assist in tho eva lua tion and im p rovem en t o f pub lic  health services to ensure 

fund ing  is used app rop ria te ly
• Im prove com m un ica tion  am ong local pub lic  health agencies to assure pub lic  

health concerns are addressed w ith  a coo rd ina ted s ta tew ide approach
• Servo as a re liab le  source o f in fo rm a tio n  on the sta tus o f tho pub lic 's  hoalth 

in M ontana

S u p p o r t

rhoTtmilng Point Initlotlvo Is fundod by Tho Roboit Wood Johnson Foundation,Tho Notional 
Program Offico is locatod ol tho bivorsity of Washington School ol Public Hoalth and 
Community Modlclno, Contact tho National Program Offico at X06 01G R410 or visit 
www.turningpoinlprogram.org.
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Nebraska's Public Health
In ZOOQ. N e b r a s k a ' s  p u b l i c  
h e a l t h  s y s t e m  w a s  w e a k ,  

f r a g m e n t e d ,  u n c o o r d i n a t e d ,  a n d  
u n d e r - f u n d e d  It h a d  1 6  l o c a l  

h e a l t h  d e p a r t m e n t s  t h a t  c o v e r e d  
2 2  o f  t h e  s t a t e ' s  9 3  c o u n t i e s  
W i t h  s t a t e  f u n d t r fg  f r o m  t h e  
T o b a c c o  S e t t l e m e n t  F u n d ,  1 6  

n o w  r e g i o n a l  l o c a l  p u b l i c  h e a l t h  
d e p a i t r n e r r t s  w e r e  c r e a t e d  a n d  
n o w  c o v e r  a l l  b u t  o n e  c o u n t y

D e s p i t e  th i s  e x p a n d e d  c a p a c i t y ,  
t h e  p u b l i c  h e a l t h  s y s t e m  f a c e s  

m a n y  c h a l l e n g e s ,  s u c h  a s  m a | o r  
d i f f e r e n c e s  b e t w e e n  t h e  h e a l t h  

o f  N e b r a s k a ' s  g e n e r a l  p o p u l a t i o n  
a n d  i t s  r a c i a l / e t h n i c  m i p d n t y  

p o p u l a t i o n s  a s  w e l l  a s  o b e s i t y  
a m o n g  a l l  N e b r a s k a n s

N e b r a s k a  h ig h  s c h o o l  s t u d e n t s  
a r e  tw i c e  a s  l i k e l y  t o  d r in k  a n d  

d r i v e  a s  th e i r  c o u n t e r p a r t s  
n a t i p n w i d e  M a n y  N e b r a s k a n s
t e  u n i n s u r e d  o r  u n d e r - i n s u r e d ,  

m i tm g  t h e i r  a c c e s s  t o  t im e l y  
p r e v e n t i v e  a n d  m e d i c a l  s e r v i c e s

D e a l i n g  w i t h  t h e s e  c o m p l e x  
c h a l l e n g e s  r e q u i r e s  l o c a l  p u b l i c  

h e a l t h  d e p a r t m e n t s  t h a t  c o l l a b o ­
r a t e  w i t h  d i v e r s e  c o m m u n i t y  

p a r t n e r s  t o  d e v e l o p  i n n o v a t i v e  
s o l u t i o n s

For more information
L)dv(i P a lm  or M a r y  M u r t t j r

r
O l f i c e  o f  Put), r Hea i ih  
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W hat is Nebraska Turning Point?
The na tiona lTu rn ing  Point In itia tive  a im s to trans fo rm  and s treng then the 
pub lic  health system  in the Wted States by making it m ore  com m un ity  
based and co llabo ra tive .Tu rn ing  Point in Nebraska p rov ided  the s tim u lu s  fo r 
bu ild in g  and fund ing  Nebraska's firs t com prehens ive pub lic  health system  
at the com m un ity  level.

H ow  is NebraskaTurn ing Po in t im p rov ing  pub lic  health?
• S uppo rting  the deve lopm en t o f 16 new  reg iona l pub lic  health depa rt­

m en ts tha t have adopted a broad de fin ition  o f health ex tend ing beyond 
m edica l care

• Encourag ing co llabo ra tive  partnersh ips at the local and state levels tha t 
inc lude hosp ita ls , physic ians, nonp ro fit agencies, coun ty  governm ents , 
businesses, schools, fa ith  com m un ities , and env ironm en ta l health o rgan i­
zations and are:
• D eve lop ing s tra teg ic com m un ity  p lans tha t address local p rob lem s such 

as teenage sm oking , obesity , diabetes, and in ju ries
• M od ify ing  ou tda ted and fragm en ted laws tha t p ro tec t tho pub lic 's  health
• Address ing  the health d ispa rities o f rac ia lb lhn ic  m in o ritie s

• P rotecting the pub lic  from  and p lann ing fo r b io te rro rism , in fec tious  
disease, con tam ina ted  food, and o the r em ergency events

• P rov id ing tra in ing  oppo rtun itie s  to im p rove  the sk ills  and ab ilitie s  o f the 
pub lic  health w o rk  force

W ha t can NebraskaTurn ing Po in t he!o you do?
• Organize coa litions tha t iden tify  p r io r ity  health issues, recognize health 

th reats, assess health service needs, and are accountab le to  local com m u ­
nities.

• M ob ilize  com m un ity  pa rtnersh ips to deve lop new  po lic ies and innova tive  
stra teg ies to address h igh p r io r ity  health needs.

• W ork w ith  com m un ity  coa litions to deve lop p lans fo r b io te rro rism  events 
and o the r em ergency cond itions,

• Assist in the eva lua tion  o f p iog ram s and po lic ies to  de te rm ine  the e ffec­
tiveness and qa lity  o f hea lth p rogram s and services.

S u p p o r t

Tho Turning Point Initiative it fundod t>y 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 01041410 or visit 
www.tuminnpolntixofirjjm.orn.

http://www.tuminnpolntixofirjjm.orn
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N e v a d a

T u r n i
C o lla b o ra t in g  fo r  a N ew  C en t P u b lic  H e a lth

Nevada's Public Health
Hit ; p o p u l a t i o n  o f  N e v a d a  

nit u * . r  '• (! m o m  t h a n  G6 p e r c e n t  
h u t v v u e n  11)9(1 a r i d  ? 00C&but 

N e v a d a  h a s  w t  ' •  > u . i . i e a s o  in 
state • ii» ij ax Iiea lilt 

p r o m o t i o n  a ' i f l  i l i s r '  i%e p r e v e n ­
t i o n  r it .e  t y g ?

N e v a ; ! : •» m n  t a l e s  a im
h e a l t h  ()»<>:»li-r•. !c ,d  tO Pac i  o  
a r e  a m o n g  t h e  h i g h e s t  in I h e  

n a t i o n  Y e t  N c v  id a  is o n e  o l  I h e  
f e w  s t a t e s  ih .n  i i o c s  n o t  a l l o w  
l o c a l  g o v e r n m e n t s  t o  r e g u l a t e  

U tP i i t .Cu

At d o u b l e  t h e  n .v . i o n a l  r a t e ,
Hi vrtd .i  h a s  t h e  h i g h e s t  p rb p o t -  
l iu r i  . i l  s u i c i d e s  m  | h e  n a t i o n

N e v a d a n s  r e p o r t  p o o r e r  h e a l t h  
t h a n  t h e  r e s t  o f  t h e  n a t i o n  a n d  
e n g a g e  in  m o r e  r i s k  b e h a v i o r s  
t h a t  c o n t r i b u t e  l o  p o o r  h e ^ t h

O f  N e v a d a 17 c o u n t i e s ,  l b  
h a v e  n o  l o c a l  h e a l t h  d e p a r t m e n t  
N e v a d a  h a s  n o  s c h o o l  o l  o U b l i c  

h e a l t h  t o  . e d u c a t e  n e w  a n d  
e x i s t i n g  p u b l i c  h e a l t h  w o r k e r s

N e v a d a  n e o ^ s  a n  im p r o v e d  
r  a Ai health s y s t e m  th a t  

i i  -tii >li I i e a h h  a n d  p r e v e n t s  
t l i s e a s e

For more information
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W ha t is NevadaTum ing Point?
The na tiona lTu rn ing  Point In itia tive  a im s to  tran s fo rm  and streng then the 
pub lic  health system  in the bSted States by making it m ore com m un ity  based 
and co llabora tive . NevadaTurn ing Po in t lis tens to , educates, and m obilizes 
Nevadans to  im prove the health o f th e ir com m un itie s  and streng then the 
pub lic  health system  so it can respond to  the em erg ing  pub lic  health cha l­
lenges.

H ow  is NevadaTurning Poin t im p ro v ing  pub lic  health?
• Deve lop ing a Citizen:;' Public Health N e tw ork to  estab lish connections 

am ong Nevadans and the ir o rgan iza tions to increase co llabo ra tion  and 
success in achieving com m un ity  im p rovem en ts

• Jo in ing  w ith  the t i l l  Departm ent o f Health to  create the G reat Basin Public 
Health Leadership Institu te  to  deve lop Nevada's w o rk fo rce  and bu ild  leader­
sh ip  am ong pub lic  health p ro fess iona ls and com m un ity  leaders

■ Im p rov ing  po licy and p rog ram m ing  re la ted to tohacco use and su ic ide 
p reven tion  as p r io r ity  pub lic  health issues

• C o llabo ra ting  w ith  com m un itie s  and c iv ic  o rgan iza tions to  assess local 
needs and to develop local pub lic  health systems in Nevada's ru ra l counties 
tha t w ill address local health p r io r itie s  and em erg ing  pub lic  health issues

• O ffe ring com m un ity  education or. pub lic  health issues and the po litica l 
process to g ive Nevadans the in fo rm a tio n  and sk ills they need to  im p rove  
the ir com m un itie s ' health

• Educating elected o ffic ia ls  and gove rnm en t m an rge rs  about pub lic  health 
issues so they can make decis ions tha t pro tect the health o f th e ir con s titu ­
ents and pu t scarce resources to best use

W ha t can NevadaTum ing Poin t he lp you do?
• M ob ilize a ne twork o f pub lic  health o rgan iza tions and partners th ro ughou t 

the state in o rde r to convey in fo rm a tio n  on health issues and respond to 
em erg ing  prob lem s

• Engage com m un ities  a round the ir un iqe  h igh p r io r ity  health issues
• Im prove the health o f Nevadans th rough  e ffec tive health p rom o tio n  and 

disease preven tion  prog ram s a n d  po lic ies
• S treng then Nevada's state and local pub lic  health o rgan iza tions to im p rove  

em ergency readiness and accoun tab ility
Support
ThoTu rn lng  Point In lt lot lvo Is fundod  by Tho Robort W o o d  J o h n s o n
Founda t io n .T he  Nat iona l P rog ram  Olficu is locatod .it tho b lvo rs i ty  o f  |\] J V  \  D  A
W ash ing ton  S cho o l  o f  Pub lic H oo l l l i  and  C om m un i t y  Modic ino . Contact ( j  r  ( |  p
thu Na t iona l P rog ram  Oftico or 20G 0 1 6 8 4 1 0  o r  visit 1 ^ ^  H E A L T H
w w w .to tn ingpo ln tp rog r r rm .o rg . F O  U  N  1)  A T I  O  N

http://www.totningpolntprogrrrm.org
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N e w  H a m p s h i r e

T u r n i
C o lla b o ra t in g  fo r  a N ew u b l ic  H e a lth

N ew  Hampshire 's Public Health
N - 'w  H a m p s h i r e  c o n s i s t e n t l y  
r a l e s  a s  o n e  o f  t h e  h e a l t !  . o f  
s ' a i e s  m  ' h e  c o u n t r y  v . s e n  

n n  a s p m c J  b y  s u c h  ‘ a a o r r  a s  e l a id  
l pa it r  h e a l t h  r : a m  a c c e 1 s .  ar i 

h e a l t h  c a r c  q u a l i t y

S t a t e w i d e  a v e r a g e  s t a t i s t i c  v  

h n w e v e i .  m a s k  d ' S P d n h e s  in t h e  
h e a l t h  a n d  q u a l i t y  o lilite  o f  : " n e  

o '  N e w  ' l a m o s h i m  re s id e - '  I s

N e w  h a m p s h n e  h a s  a v e r y  
' r a g i n p r r t e d  l o c a l  p u b l i c  h e a l t h  

s y s t e m  T h e  23 -1  a p p o i n t e d  h e a l t h  
o ' f i L e ' s .  o ' t e n  e m p l o y e d  a s  

! -uiid n q  m s :  i« c t rv  s  a n d  w i t h  n o  
H o m in y  m  h e a l t h ,  r e p r e s e n t  t h e  
h e a l t h  d e p a r t m e n t  in  r h o s t  N e w  

H a m p s h i r e  t o w n s  ,

B y  d e f a u l t ,  p o l i c e ,  f i r e  s c h o o l  
n u r s e s  a n d  n o n p r o f i t  h e a l t h  a n d  
h u m a n  s e r v i c e  p r o v i d e r s  f u lH I  

■pies m o r e  t y o i c a l l v  assigned to  
l o c a l  p u b l i c  h e a l t h  o f f i c i a l s

T tyC 'o  is a  la c k  o f  c o h e s i v e  
r i i s e a s o  c o n t r o l  a r i d  s u r v e i l l a ”  c 

a l  i h e  l o c a l  l e v e l ,  a  f a i l u r e  u ,  

i d o n i i f y  a n d  m a x im i z e  s t a t e w i d e  
a s s e t s  r e l a t e  f to Duhh r .  h o a l t h ,  
a n d  a s h o r t  d y e  o l  p u b l i c  h e a l t h  

- e s n u r c e s  c o m i n g  m i o  t h e  slate
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W hat is N ew  Ham psh ire  Turning Point?
The na tio n a lT u rr in g  Point In itia tive  aims to tran s fo rm  and s treng then  the pub lic  
health system  in the b ited States by making it m ore  com m un ity  based and 
co llabo ra tive . In New  Ham pshire , theTurn ing Point pa rtne rsh ip  consis ts o f the 
New  Ham psh ire  Public Health N etwork.The N e tw ork  o rig ina ted  as fo u r reg iona l 
com m un ity  co llabo ra tives  and tw o  c ity  health depa rtm en ts w o rk in g  to make a 
m ore e ffec tive  and respons ive  local pub lic  health system . B u ild ing  on these 
successes the Public Health N e tw ork has con tinued to expand and w ill he made 
up o f 10 reg iona l co llabo ra tives  by spring 2003 representing 60% f New  Ham p­
sh ire residen ts.

H ow  is N ew  Ham psh ireTu rn in  Po in t im p rov ing  pub lic  health?
The New  Ham psh ire  Public Health Network has created e ffec tive  com m un ity  
co llabo ra tives to  m axim ize lim ite d  resources to im p rove  pub lic  hea lth .Together, 
the Ne tw ork co llabo ra tives  are:
• Assessing loca l needs and iden tify in g  local pub lic  hea lth system  gaps fo r 

wh ich reg iona l s takeho lders are w ork ing  w ith  state partners to  p rov ide  
disease m on ito r in g , techn ica l assistance, tra in ing  in b io te rro rism  response, 
and in s ta llin g  un iqe reg iona l mode ls ta ilo red  to local needs

• M ob iliz ing  pub lic  hoa lth leaders and ex is ting  resources at tho  com m un ity  
level to  deve lop  coo rd ina ted  responses lo  com m un ity  and reg iona l pub lic  
health needs
Deve lop ing s tra teg ic  linkages w ith  businesses, schools, hosp ita ls , hum an 
sorv ice p rov ide rs  and fa ith  com m un ities  to  assess and p lan fo r im p rovem en t 
o f ove ra ll hea lth sta tus
Shuring resources to  create econom ies o f scale, reduce po ten tia l lo r re dun ­
dancy, and im p ro vo  ove ra ll pub lic  hoalth system  e ffectiveness

W hat can New  Ham psh ire  Turn ing Point he lp you do?
• Create a New  Ham p3h iro  Public Health ResourcoToam as a link bo twoon 

e lected o ffic ia ls  and the  p rov ide rs  and co llabo ra tive  pa rtno rs l is  in local 
com m un itie s

• Increase d irec t con tac t w ith  cons tituen ts  rega rd ing  p r io r ity  p ub lic  hoa lth 
issues in th e ir com m un itie s

• Iden tify  ha rrie rs  to com m un ity  hoalth , inc lud ing  lack o f hea lth  care coverage 
and services, povurty , a ttitudes  and bu lio f systems, and env ironm en ta l fa c to r:

• S lrong thon  reg iona l pa rtne rsh ips tha t share in p lann ing , b u ild in g , and m a in ­
ta in ing  hea lthy com m un ities .

Support
t l i o  Turn ing Po int In l t la l lv o  In fu ndod  by Tim Robmt W ood  J o h n s o n  Founda t ion  
Tin? No t iona l P ro g r am  O f l lc o  in locu im l a l  i f .a  t j ivu r t l iy  u ( W in J i ing ton  S choo l  
o f  Public Hea lth  and  Co tm nu rn iy  Mod lc lnn  Contact the Nat iona l P ro g ram  
Off ice at ZOtl G10 0 4 1 0  o r  vi»it w w w . tu rn fng po fn ip rog ram .o ro

http://www.turnfngpofniprogram.oro
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New  Jersey 's Public Health
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h e a l t h  a n d  l i b  l o c a l  h e a l t h  
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h e a l t h  s y s l e m  is .1 s u m  l u r e  i i^  
l in t c o i n m u n i t y  n e e d s  l o  

(ex is t ing  p u b l i c  h o a ' i h  s e i y u  o s  
N e w  J e r s e y s  m o s t  v u l n e i a b l e  
,  c o m m u n i t i e s  m u s t  h a v e  
a c c e s s  t o  a n d  i n v o l v e m e n t  m  
d e v e l o p i n g  s o l d  in s  f o r  t h e  

p r i o r i l y  h e a l t h  p r o o l e m s
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N e w  J e r s e y

T u r n i
C o lla b o ra t in g  fo r  a N e w  C e n t u b l ic  H e a lth

W ha t is Public Health : C.A.R.E. in N ew  Jersey?
The na tiona lTu rn ing  Point In itia tive  aims to  trans fo rm  and streng then the 
pub lic  health system  in the b ited States by making it m ore  co inm un ity  
based and co llabora tive . In N ew  Jersey, the na tiona lTu rn ing  Point In it ia ­
tive  is a ffilia ted  w ith  Public Health: C.A.R.E.—Crafting A Restructured 
Env ironm en t. C.A.R.E. a ims to trans fo rm  and streng then New  Jersey's 
pub lic  health system  by m aking it m ore consis tent, e ffic ien t, and acces­
s ib le  to  tho com m un ity .

H ow  is Public Health: C.A.R.E. im p ro v ing  pub lic  health?
• D eve lop ing pub lic -p riva te  pa rtne rsh ips to  b ring  both com m un ity  and 

governm enta l resources to bear on pub lic  health p rob lem s and health 
po licy  ou tcom es tha t im p rove  health status

• Convening the Pediatric S ta te -w ide Leadership Council in 2003 hy 
b ring ing  physic ians, nurses, pub lic  health p ro fess iona ls, m enta l health 
pro fess iona ls, and school-based health p rac titione rs  toge ther to  focus 
011 im p ro v ing  systems that can prevent ch ildhood obesity, increase 
m enta l health services fo r ch ild renado lesccn ts , and im p rove  New  
Jersey's im m un iza tion  practice

• Bu ild ing  a new  constituency fo r health p rom o tio n  and disease p reven­
tion  hy lin k ing  com m un ity  agencies, pro fess iona l o rgan iza tions, local 
health departm ents, and m edica l pro fess iona ls

W ha t can Public Health : C.A.R.E. he lp you do?
• Iden tify  tho pub lic  health p r io r itie s  and needs facing Now Jersey 

com m un ities
• Generate practica l so lu tions  to  pub lic  health p rob lem s hy app ly ing  

sc ien tific  expertise to health po licy  deve lopm ent
• Bu ild  pa rtnersh ips am ong business, pub lic  health , m edica l, and 

com m un ity -based o rgan iza tions to so lve pub lic  health p r io r ity  issues
• Croato effic iency and accoun tab ility  in pub lic  health systems, p ro ­

gram s, and services hy leve rag ing p riva te  secto r suppo rt

S u p p o r t

Tho Turn ing Point In lt lativo Is fundod  b yThu  H ob o r tW ood  J o h n so n  
Foundat ion . I h o  Nationa l P ro f l r om  O ffico Is located ot tho b lvorsity 
o f  W ash ing ton  S choo l o l  Pub lic Health a n d  Co inmun ity  Mcdlc lno , 
Contact tho Nat iona l P rog ram  O l l ico  at 200-010-8*110 o r  visit 
wwvy .tu rn lnopo in tp ro0 ran i .o rg . Public Health: C A R E

.1 f9tPurxitJFn«T?rt <«•* ••
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New  York's Public Health
MowYod s 14.000 public health 
worktM«. w itlnu the state health 
department and b8 local health 

depart,mpr, is are at the front lines 
to prevent epidemics and thei
spread of disease They also 

niotect against environmental 
b aw ds , promote and encourage 

hoaHhy lifestyles, assure high- 
gujjhty accessible health services, 

am) respond to community 
disasters and aid in recovery

Ihe nearly i!J 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 c iti/en residents ancj a diverse 

m u o< racial and ethnic groups 
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
I r' j  CjoranJi. Coordinator 

Now York State Community Health 
Pa’ !"t?isi'it> 
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N e w  Y o r k

T u r n i
C o lla b o ra t in g  fo r  a N ew  C e n tu ry u n  P u b lic  H e a lth

W ha t is N ew  York Turn ing Point?
The na tiona lTu rn ing  Point In itia tive  a im s to tran s fo rm  and s treng then the 
pub lic  health system  in the bKted States by making it m ore  com m un ity  based 
and co llabo ra tive . NewbYk'sTurning Point In itia tive  is s treng then ing  the 
capacity o f the pub lic  health w ork fo rce  and com m un ity  health coa litions  by 
increasing pub lic  health know ledge, sk ills and p rog ram  effectiveness.The 
tim e ly  successes o fTu rn inq  Point's co llabo ra tive  pa rtnersh ips and de ve lop ­
ment o f a sk illed w o rk fo rce  in New tfrk are subs tan tia lly  im p ro v ing  the slate 's 
pub lic  health responsiveness to b io te rro rism  and o the r em erg ing pub lic  health 
threats.

How  is the  NewYork S ta te Turning Point In itia tive  s treng then ing  pub lic  health?
• Enhancing pa rtne rsh ips w ith  local pub lic  health agencies, schools o f pub lic  

health , p ro fess iona l health care and com m un ity -based  o rgan iza tions to 
iden tify  and address the tra in ing  and con tinu ing  educa tion needs o f the 
pub lic  health w o rk fo rce  and com m un ity  health coa litions .

• C o-sponsoring the Th irdT liu rsday Breakfast Broadcasts fj'2B2) , a na tiona lly  
recognized, m on th ly  one -hou r sa te llite  broadcast series fea tu ring  expens on 
curren t pub lic  health issues.These broadcasts streng then sk ills and p rov ide  
essentia l in fo rm a tio n  to com m un itie s  fo r addressing em erg ing pub lic  health 
issues such as em ergency preparedness, b io te rro rism , and West N ile  v irus .

• Deve lop ing an on lin e  course p rov id ing  tra in ing  fo r pub lic  health nurses and 
an o rien ta tion  course fo r new  local hoalth com m iss ione rs  and d irec to rs .

• Im p rov ing  know ledge , sk ills and access to  com m un ity  health data and in fo r­
m a tion  needed to  assess and address p r io r ity  health issues in com m un ities .

• S treng then ing  co llabo ra tion  between local hosp ita ls  and pub lic  hea lth 
agencies, w h ich is necessary to assess and address com m un ity  health 
issues and to  prepare fo r po ten tia l pub lic  health em ergencies.

How  can tho NewYork S ta te  Turning Poin t In it ia tiv e  he lp you?
• Iden tify  h igh p r io r ity  pub lic  health neods and resources in you r com m un i* 

ties
■ Assess and address tho ongo ing  tra in ing  needs o f NewtYrk's pub lic  health 

w ork fo rce
• P rovldo access to h igh  po lity  tra in ing  and m a te ria l on em erg ing  pub lic  

health issues such as em ergency preparedness and h io tu rro rism
• Assure that you r pub lic  health w orke rs  are p repared and re late e ffec tive ly  to 

im po rtan t pa rtnors such as hosp ita ls and firs t rospondcrs

Support
Tlmtumino Point Initiative is funded liy tliu Robot! Wood Johnson Foundation, 
tho National Pronoun Offico in Incntnd nt Iho Irfvursily of Wanhlnnlon School ot 
Public Health and Community Mudlcini Contact Iho National ProQram Offico ot 
?00 Gt0 B41Q or visit www.turnlngpGintprourdm.nru.

How York SlatorivniTtunllyI'd l I m it f * ft i p

http://www.turnlngpGintprourdm.nru
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N orth  Caro lina 's Public Health
Not!I■ ( . ' a m l i n a  t a n k r .  a m o n g  I h o  
(.0111 >n y ‘ . b o t t o m  t h m l  m  o v o i a l l  
I t o .P l l i  o ' Us n.-sidonis. C h i o m c .

(lisCHSCi. which arc laiyoly 
fin vf nh'jiv-j, i onsijm c /*>•>(. of 

N 'i/ih  i .irolina s health cate 
dollars

' b o a r  1 1 u s e  a l o n e  c o s t s  North 
1 ‘ ) i i ) | i i n , i i i s  S - l  K  n i l l i o n  i-inntially 
m :» ilh <in• -i t and indirect .csts
Al ih r-sam i- lu iio  less th in 1% 
a year of the state's total health 

caie dollars goes lo support 
health promotion and disease 

prevention ;
Preventing illness and disaoility 

associated w ith pi event,able 
risks regimes complex solutions 

and the comm itment and 
investment ol people and
organizations horn many 

sectors •
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 promote 

and prn’u. i the health of itsS 
u-sidents

For more information
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C o lla b o ra t in g  fo r  a N e w  C e n tq r ^ f r r P u b l ic  H e a lth

W ha t Is N orth  Caro linaTurn ing Point?
The na tiona lTu rn ing  Point In itia tive  a im s to  trans fo rm  and s trengthen the 
pub lic  health system  in the b lted S ta tes by making it m ore  com m un ity  
based and co llabora tive . North C aro lina 'sTu rn ing  Point is expand ing and 
enhancing ex is ting  state and local pa rtne r o rgan iza tions w ork ing  to trans ­
fo rm  the overa ll system  fo r m ee ting  N orth  C aro lin ians ' health needs. 
Turn ing Point con tribu tes  to  pub lic  health im p ro vem en t th rough  its suppo rt 
o f Healthy Caro lin ians, North Caro lina 's ne tw ork  o f loca lly  based, pub lic - 
p riva te  pa rtnersh ips to im p rove  and p ro tec t the pub lic 's  health.

H ow  is N orth  Caro lina 'sTurn ing Po in t im p ro v ing  pub lic  health?
• Fostering the use o f s tandards o f practice in the pe rfo rm ance o f essentia l 

pub lic  health ac tiv itie s at the com m un ity  levei so tha t com m un ities  are 
guaran teed th e ir r ig h t to com prehens ive  pub lic  health service and 
pro tec tion

• P rov id ing cris is, emergency, and risk com m un ica tion  tra in ing  and 
in fras truc tu re  deve lopm en t fo r the state's O ffice o f Public Health Pre­
paredness

• P rov id ing  state and local tra in ing  to  app ly  techn iqes o f social m arke ting 
in pub lic  health p rog ram s in e ffo rts  to change health risk behavio ts

9
• C reating educationa l p rog ram s and id e n tify in g  best practices fo r pub lic  

health pa rtnersh ips to e lim ina te  hea lth d ispa ritie s  in North Carolina 
com m un itie s

W ha t can N orth  Caro lina 'sTurn ing Po in t he lp you do?
• Engage com m un ities  in assessing local pub lic  health needs, de fin ing  

p rio r itie s , and m ob iliz ing  resources
• Iden tify  ba rrie rs to com m un ity  hea lth , in c lud in g  access to  a ffo rdab le 

hea lth caro
• Link com m un ity -based health assessment w ith  state-leve l p lann ing and 

rosourco a lloca tion
• Im prove responsiveness fo r p u b lic  hea lth em ergencies
• Facilita te p riva te  secto r in vo lvem en t and com m itm en t in the public 's 

hoalth

Support
thn  Turn ing Point InitiMivo is fumim! by  Thu I tobo i t  W o o d  J o h n s o n  
fo u n d a t i o n .T h o  Nat iona l P rog ram  O ff ico is loca tod  at tho  Wvers l ty  
o f  W ash ing ton  S choo l  o f  Public Hoalth and  C om m u n i t y  Mud lc lno .
Contac t  Ih o  Nat iona l P rog ram  O l l ico  at 2 0 0 * 6 1 0 -8 4 1 0  o r  visit 
ww w . tum in i ip o in tp io n ram .Q ru . I l l  At. l i t  v  C A K O l  I N I a n  i

http://www.tuminiipointpionram.Qru
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O k lahom a 's  Public Health
W ith 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 w ith  more than their 

share of disability and unneces­
sary death

An essential element missing in 
how public health deals w ith 

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
1 .v /  L>ims:e/K) or U e o  H .n " ’

C n m m u rw y  H e v e i o p r - i e r :  S e rv ic e  
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O k l a h o m a  \

T u m i r H j | ( i n t
C o lla b o ra t in g  fo r  a N e w  Centucynm i P u b lic  H e a lth

W hat is O klahom aTurn ing Point?
The na tiona lTu rn ing  Point In itia tive  a im s to tran s fo rm  and s trengthen 
the pub lic  health system  in the bSted States by m aking it m ore  com m u ­
n ity  based and co llabo ra tive .Tu rn ing  Point in Oklahom a has more than 
40 pa rtne rsh ips across the state w o rk ing  to s treng then  Oklahoma^ 
pub lic  health in fras truc tu re  th rough  com m un i* ased action in o rde r to
respond to  the cha llenge o f p ro tec ting  and im p mg the public 's health
in the 2 1 51 cen tury.

H ow  is O klahom aTurn ing Poin t im p rov ing  pub lic  health?
• P rom oting  a com m un ity -based approach in pub lic  health dec is ion ­

making th rough  40 local partnersh ips
• Increased coope ra tion  o f key state and local pa rtne rs tha t successfu lly 

addressed secondhand smoke th rough  leg is la tion
• Deve lop ing pa rtne rsh ips w ith  the state, coun ty  agencies, and com m u ­

n ities to assess local public health needs and develop local solutions

• Local pa rtne rsh ips  deve lop ing C om m un ity  Health Im provem en t Plans
• Established a resource center fo r data co lle c tion  and analysis tha t w ill 

he lp com m un itie s  im p lem en t popu la tion -w ide  serv ices at the local 
level

W ha t can O klahom aTurn ing Point he lp you do?
• ~ i com m un itie s  in assessing local pub lic  health needs and

mg p r io r itie s
• Iden tify  ba rrie rs to com m un ity  hea lth , in c lud ing  lack o f hoalth caro 

coverage and services, poverty, a ttitudes and be lie f systems, and 
env ironm en ta l factors

• S treng then partnersh ips tha t sharo in p lann ing , b u ild in g , and m a in ­
ta in ing  hea lthy com m un ities

• Im prove tho pub lic 's  health th rough  health p rom o tio n  and disease 
p reven tion  in itia tives  and po licy change

S u p p o r t
] |m  finnlnn Point initiative Is fu ndod  by The Fiobott W o o d  J o h n s o n  
fo u n d a t i o n .T h o  N o t iona l P ro f l r am  O lhco la located ot tho b lvo rs i ty  
o f  W . ish ln ( j t on  S choo l  o f  Public l l o o l lh  and C om m un i ty  Medic ine . 
Contact tho Not iona l P ro ( j r om  O l l ico  ot 70t> ti lO tMIO o r  visit 
w w w . tu m in n p o ln l i n o p rn m .o r o .

0KIAII0MA

T u rn in g
Vf POINT

http://www.tuminnpolnlinoprnm.oro
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O regon's Public Health
• • M -.smunts o f’Oiegon'*
In - . i  ih  s y s t e m  in ? 0 0 0  a n d  'A t O y  

■iifiwod s u b s t . i n i . . ^ , i | j : - .  p a rt i -  ■> 

i . i i iy  in t h e  p m v - W j i  o '  inf(M 
t ' o u s  d i s u a  .1 I . K ' s i i i t e  n e w  

' m l i n g  fo r  hie t i . -mn - .m  r e s p o n -  
.- - n e s s ,  g a o s  in qub it , '  

i k ‘ . i " I  s e r v i c e s  O l h o i  v i t a l  p u b l i c  
h e a l t h  f u n c t i o n s  n e e d e d  b y  t h e  
pun i i '  ■ till R em a in ,  o u t  w i t h o u t  

i i- -ij i i a t e  r e s t  i u n . e s /  •
O iegons i ioIu' health system 

. . ides impi m i" i  ser vh es and 
om'r-i noris iri tin- mini - ;■ mter 

.  est Ci i In iris netwoP s. and 
climes have ii-monslrated tfiat 

ihe, i an come toqc thm in 
nadnoi t»e .Mth state md the* , 
agencies tu share information

Satvyofi'dmg the punk. •• health 
by using information to m a le  
informed decisions m times of 

lim ited i (’ sources has no-.et been 
more impoituril RiP.icco i i ,,.«- was 
identified as the leading cause of 
prevent,role deaths m < >mqor\and 

a voteeappmvi-d initiative pro­
vided lending ovt,a ihe past five 

years that led to a dramatic 
decrease m inoacco use oy 

adults and teenagers Obesity 
and lancer are the t ie 't  leading 
Cause, ol preventable Oregon 
deaths' Investments m public 

health i .ir i p ieveni these deaths

For moro information
I , .i--T Hujyu-s. » I." Iv-1 Cl t 

f’ublit Him !i 1 1 " • ef
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W ha t is O regonTum ing Point?
The na tiona lTu rn ing  Point In itia tive  aims to  tran s fo rm  and streng then the 
pub lic  health system  in the Wted States by m aking it m ore  com m un ity  
based and co llabo ra tive .T u rn ing  Point in O regon fac ilita ted  the creation o f 
the  O regon Public Health Im provem en t Plan, w h ich  iden tified  p r io r ity  areas 
need ing pub lic  health a tten tion .Tu rn ing  Poin t now  enab les the state to take 
im po rta n t action steps on recom m enda tions from  the p lan tha t w ill im ­
p rove the health o f O regonians.

H ow  is O regonTum ing Po in t im p ro v ing  pub lic  health?
• S uppo rting  co llabo ra tive  pa rtne rsh ips at local and state levels that 

inc lude hosp ita ls , physic ians, n o np ro fit agencies, coun ty  governm ents, 
businesses, schools, fa ith  com m un itie s , and env ironm en ta l health 
o rgan iza tions

• M od ify in g  ou tda ted  and fragm en ted  laws tha t p ro tec t the public 's hoalth
• D eve lop ing s tandards fo r local and state pub lic  hea lth system s to ensure 

adcqate pub lic  health services to all O regon ians
• Conven ing hea lth -re la ted organ iza tions to  id e n tify  hea lth po licy  changes 

necessary to m eet pubi.e hea lth dem ands in O regon fo r the fu tu re  health 
and sa fe ty  o f O regonians

W ha t cnnTum ing Poin t he lp you do?
• M ob ilize  com m un ity  pa rtne rsh ips to deve lop  new  po lic ies and innova tive  

s tra teg ies to  address h ig h -p r io r ity  hea lth needs
• W ork w ith  pub lic  safe ty agencies and c om m un ity  coa litions  to deve lop 

p lans fo r b io to rrd fism  events and o th e r em ergency cond itions
• Showcase e ffec tive  pa rtne rsh ips tha t de live r q a lily  pub lic  hea lth a.id 

p reven tive  sorvicos based on assessment and spoc ific  ncods iden tified  
by loca l com m un itie s

•  E n s u r e  a n  o f f o c l i v o ,  w e l l - p r e p a r e d  p u b l i c  h e a l t h  w o r k f o r c e  t o  p r o m o t e  
a n d  p r o t e c t  the  h e a l t h  o f  O r e g o n i a n s

• P rovide im po rtan t data and in fo rm a tio n  to m em bers  o f Congress

Support
Tho  Turn ing Po int Init lntlvu i» f u n  do it by  T h u  Notion W o o d  J o h n s o n  FounrJa- i ,  . r •
l ion . Tho Na t lon . i l  P ro g ram  O f f i rn  In locat' d at tho  Wvrifs ity o t  W ash ing ton

L
S choo l  o f  Pub lic Hea lth  and  C omm un i ty  Mudic lno , Contact tho  Not iona l 
P ro g ram  O fbca  at 200 -0 10 -0 410  o r  vlnlt w w w . f i i fn in o p o in fp r o g to tn .o tg .
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A s tro n g  p u b lic  h e a lth  

s y s te m  is c ru c ia l fo r  
p ro te c t in g  a n d  im p ro v in g  
th e  h e a lth  o f  A m e r ic a n s .

South Caro lina 's Public Health
South Carolina leads tho nation in 

many health indicators, trom 
cardiovascular ctoai!, ta les to HIV/ 
•AIDS Par In ui.nly irooolmg are 
tho pe ts istpnr hoahh dispanbo:. 

oo lwoon white arid Afric an 
American residents These 

indicators and disparities i elate Lo 
complex commmvtv p.(interns 
associated w ith laostytos; the 
environment nnonpmi,.Si and 

access to - .are
improving com munity health 

, requires local puolic health 
leadership to support 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 dlhces and 
lim iting their ability to respond to 

, local communities' unique needs
Community partnerships are a 
critical ingredient 'or improving 

community health We must link 
community w isdom ^nd  profes­
sional expense w ith the political 

w ill to make the necessary 
changes

. For_ more iafonfia lioo
1 P o m  G i l l a m  o r  D a v e  M u r d a y

SC  C e n t e r  l o r  H e a l t h  S e r v i c e s  & 
P o l i c y  R e s e a r c h  

A r n o l d  S c h o o l  o t  P u b l i c  H o a l th  
C o l u m b i a ,  S C  2 9 2 0 8  

8 0 3  B  3 0
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W ha t is S ou th  Caro linaTum ing Point?
The na tiona lTu rn ing  Point In itia tive  a ims to  trans fo rm  and s treng then the 
pub lic  health system  in the bited States by making it m ore  com m un ity  
based and co llabora tive . In South Caro lina,Turn ing Poin t is a co llabo ra tive  
process tha t s treng thens the state's capacity to  p ro tec t and im p rove  the 
public 's health by m erg ing professiona l expertise and com m un ity  w isdom  
w ith  po litica l w ill. Partners representing a d iverse g roup  o f pub lic , p riva te , 
state, and local organ iza tions gu ide th is process.

H ow  is S ou th  Caro linaTum ing Point im p ro v ing  pub lic  health?
• Suppo rting  com m un ity -d riven  health p lann ing  tha t uses data e ffec tive ly , 

engages e thn ic  and m ino r ity  com m un ities , inco rpo ra tes env ironm en ta l 
facto rs, and bu ild s  com m un ity  and local hoalth depa rtm en t capac ity  in 
areas such as Horry, Georgetown, Hampton, and O rangeburg

• Im prov ing  w o rk ing  re la tionsh ips and bu ild in g  e ffec tive  partne rsh ips 
am ong agencies and organizations w o rk ing  w ith  and w ith in  com m un itie s  
to  p rom o te  health

• P rov id ing  c ritica l tra in ing  fo r pub lic  health p ro fess iona ls and lay leaders to 
eq ip  them  w ith  approp ria te  leadership sk ills  and tho know ledge to 
im p rove  and pro tect health in the ir com m un itie s

• Iden tify ing  hea lth and env ironm enta l data tha t com m un itie s  need to 
in fo rm  com m un ity  action fo r health im p rovem en t and p ro tec tion

• C reating and sus ta in ing  state level com m itm en ts  to  innova tion  re la ted to 
im p ro v ing  pub lic  health invo lvem en t at the local leve l, desp ite the state 's 
w o rs t financ ia l c ris is in decades

W hat can S ou th  Caro linaTum ing Point he lp you do?
• Access com m un itie s  that have assessed and p rio ritized  th e ir loca l pub lic  

health needs th rough  a na tiona lly  recognized, inc lus ive  s tra teg ic p lann ing  
process

• Im provo tho health o f South Caro lin ians th rough  tho suppo rt and leader­
sh ip  deve lopm en t of professiona ls and lay com m un ity  pa rtners invested 
in deve lop ing  a stronger pub lic  health system

• Engage p ro fess iona l and lay com m un ity  leaders from  across tho state, 
w ho  can share firs t hand the ir successes and cha llenges w ith  m e rg ing  
pro fess iona l oxpertise , com m un ity  w isdom , and po lit ica l w ill to  im p rove  
the ir com m un ity 's  hoalth

S u p p o r t
ThOTurning Point IniliAtivo In fundod by Hio Robert Wood Johnson Foundation i l D  
Tho National Pronram Office? is locaind al tho bivursily of Washington School 
ol Public Hotillh and Community Modiclim. Contact tho National Program f . . .  
Ollicp ol ?00-010-H‘t10 nr visit www.tumln(ipnintpro{jniin nr|) Tiiniiiidl’oini



A s t ro n g  p u b lic  h e a lth  
s y s te m  is  c ru c ia l fo r  

p r o te c t in g  a n d  im p ro v in g  
th e  h e a lth  o f  A m e r ic a n s .

V irg in ia 's  Public Health»
.mu r i, i i h?’ |K (.icd ri:, .1 sale and 
healthy ill.ii •; i i i  b v i, Im! troubling 

signs aii .tin .i■ I
/nqmia spends $300 unlii< m pm 

vi ir lObW/m mpalieril trt-a lmm 'l 
lor dm vo idab le  inpiric’ i'

I he Main lose ?, $2 K billion 
.r n .• i.ihy m duel,I medical add' 

im ji'm  • i.iisi,', n-i lU'd i<> diabetes
More 'h in i it*  iiv iii. .n v’liu iiii.ins 

are .Ml* ou ' :mSm Ihm Iiu nv.ui iiii.e
M illions more am Mitt* nog tmm 
or 00 iho oatli lu.vui I • " i io u 1- 
hoalth nmnlcrns that i • /id : e 
p ieveoteo or itssonod through 

iVPllnr;' s <: ‘ t j i t s  ot ii i I,,, i 
intervention

In just ihe past six yeais. Vngima’s 
. ovoran health status has fallen 
‘ front 10 " in the nation to, 19

Ihe Commonwealth and its 
citizens need and deserve a 
hr'althy. moductive future

I  tto\ live public private partner 
ships lh it n ’ llor t diverse sectors 

’ ruin the community are a 
tp s it 've  step we can take to 

ensure Virginia's tntum

For more information
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W ha t is V irg in iaTum ing  Point?
The na tiona lTu rn ing  Point In itia tive  a im s to trans fo rm  and s treng then the pub lic  
health system  in the bitted States by making it m ore com m un ity  based and 
co llabo ra tive . i/g in ia T u rn in g  Point, known as the Vgin ia Center fo r Healthy 
C om m un ities , emphasizes deve lop ing too ls to he lp pub lic  and priva te sectors 
w o rk  toge the r to iden tify  needs and im p lem en t so lu tions  to  com m un ity  health 
prob lems.

H ow  isTum ing  Poin t im p ro v ing  com m un ity  hea lth  th ro ugh  th e  V irg in ia  Center fo r 
H ea lthy C om m un ities?
The health o f l/g in ia n s  im proves and the health care costs fo r the pub lic  drops 
w hen preven tab le  illnesses are reduced.TheW ginia Center fo r Healthy C om m un i­
ties he lps businesses and com m un ities  know  how  lo  make th is  happen by:
• P inpo in ting  the m ost u rgen t health issues fo r a specific popu la tion  and p rov id ­

ing d irec tion  on es tab lish ing  re lated com m un ity  health im p ro vem en t p iog ram s
• L inking businesses, com m un ities , and o the rs w ith  pa rtners that w ill he lp the ir 

p rog ram s ge t s ta rted m ore q ickly and w ork  m ore e ffec tive ly
The Vg in ia Center fo r Hea lthy C om m un ities p rom otes co llabo ra tion  am ong the 
business, hea lth care, insurer, c iv ic, educa tion, and pub lic  health com m unities , 
he lp ing  them  w o rk  toge the r to deve lop and im p lem en t e ffec tive  com m un ity  
health im p ro vem en t activ ities . Am ong tho m any ways the Center helps are:
• C om m un ity  Health Incentives: technical assistance to  s tim u la te  partnersh ips 

and com m un ity  hea lth in te rven tion  program s
• TheVg in ia  A tlas o f C om m un ity  Health: an in -dep th  too l tha t iden tifies  health 

issues o f com m un itie sw ith  80 health status ind ica to rs , in c lud ing  local rates fo r 
key hoa lth cond itio n s  each o f which can bo exam ined fo r specific dem ograph ic 
g roups w ith in  a zip code

• A M cg fo r C om m un ity  Health: a re liab le  resource fo r those estab lish ing  health 
im p ro vem en t p rog ram s and fo r pub lic  po licy  makers des ign ing  program s

W hat can th o  V irg in ia  Center fo r Healthy C om m un itie s  he lp you do?
• P rovide in -dop th  in fo rm a tio n  on tho specific hea lth  needs o f you r constituen ts
• Serve os a re liab le  resource o f in fo rm a tion  on health issues and com m un ity  

health needs
• Im prove com m un ity  hoalth th rough  expanded investm en t and pa rtic ipa tion  hy 

local bus inesses and o the r sectors com m ittod  to com m un ity  health development
• P rovide the facts and figu res needed to  w e igh  the m e rits  o f proposed leg is la tive  

action  on hea lth  issues,
Support
Tho Turning Point Inltlutivu is fundod by Iho Potion Wood Johnson t'ounda-
tlon. Iho Notional Program Offico is located ot tho blvorsity of Washington / Y®
Sellout of Public Hoalth and Community Mndlcmo. Contact Iho National Virg in ia Cente r  for
Program Officii at ?Q(i 0 1 G  0 4 1 0  or visit www.lurnlnopolntproofam.oru. Healthy Communities

http://www.lurnlnopolntproofam.oru
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W est V irg in ia 's  Public Health
n

W est Virginia is the second 
must final state in the nation, 

which increases the importance 
ot strong and cnnid nated local 

oar trier si rn is
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 m revenue and 
support

West Virginia's communicable 
diseases were betm'g under­
reported and the need to 

s tieng then ’surveiilance capac­
ity was identified

i listoncally. state and local 
planning efforts have tacked a 
formal process for setting p in t 
short and long-term priorities.
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W ha t is W es tV irg in iaTu rn ing  Point?
The na tiona lTu rn ing  Point In itia tive  a im s to tra n s fo rm  and streng then the 
pub lic  health system  in the b ited States by m aking it m ore  com m un ity  based 
and co llabo ra tive . In W estVg in ia , theTu rn ing  Poin t In itia tive  focuses on 
im p ro v ing  the perfo rm ance o f and w o rk ing  re la tion sh ip  be tween state and local 
gove rnm en ta l pub lic  health agencies in o rde r to m o re  e ffec tive ly  address health 
issues. West f/g in ia , w o rk ing  w ith  Turn ing Point pa rtners , is creating processes 
tha t measure the  perfo rm ance and e ffectiveness o f pub lic  health ac tiv itie s  
th ro ughou t the state.

H ow  is W est V irg in ia  Turning Poin t im p ro v ing  pub lic  health?
• Regu larly assessing the pe rfo rm ance o f local pub lic  health services th rough  a 

new  accoun tab ility  s truc tu re .Th is  new  s truc tu re  assures West J/g in ians o f 
s tandard ized care and ongo ing  im p rovem en ts  to  serv ices tha t pro tect th e ir 
health . New  perfo rm ance standards, fo r exam p le , have a lready reduced the 
tim e  it takes to recognize a new  in fec tious disease ou tbreak in W estk/g in ia .

• Convening active partnersh ips o f representa tives from  a va rie ty  o f sectors 
tha t have a stake in pub lic  health at the local level to  share resources and 
dec is ion m aking based on local hea lth p rio r itie s .

• Suppo rting  com m un ity  pa rtne rsh ips in deve lop ing  local po lic ies and rev is ing  
ou tda ted pub lic  health codes, As a result, com m un itie s  have the legal too ls  
and au th o rity  needed to respond q ick ly in a pub lic  health emergency.

• S treng then ing  the re la tionsh ip  be tween state and local pub lic  health s tru c ­
tu res th ro ugh  fo rm a l w o rk ing  agreem ents and jo in t p lann ing and assess­
ment w ith  ac tiv itie s  such as tho Annua l In v ita tio na l Roundtable on Public 
Health.

• Increasing the capab ility  o f the pub lic  hoalth w o rk fo rce  th rough  the d e ve lop ­
m en t o f s tandard ized jo b  descrip tions , o rie n ta tio n  prog ram s, and s truc tu red 
jo b  tra in ing  too ls  fo r pub lic  health nurses.

• Im p rov ing  a b ility  to track em erg ing  in fec tious  diseases hy deve lop ing  pe rfo r­
mance standards, increasing reg iona l and sta te  staff, s treng then ing  la bo ra ­
to ry  capacity, and p rov id ing  qorto rly  tra in ings .

W hat can W estV irg in iaTu rn ing  Po in t he lp  you do?
• M on ito r the e ffectiveness and e ffic iency o f p u b lic  hea lth system s and p ro ­

gram s th ro ugh  perfo rm ance m anagem ent
• Assess the health o f state and com m un ity  popu la tion s  to  estab lish p r io r ity  

areas fo r inves tm en t and health im p rovem en t

Support
I l ia  Turning Point Initiative I* fundod  by Tho Robe rt  W o o d  J o h n n on  Foundat ion . I h o  Not iona l 
P rog ram  O ff ico is located  at tho U vo r s i ty  o f  W ash ing ton  S choo l  o f  Pub lic Hoalth and 
C om m un i t y  Medic ine , Contact tho Nat iona l P ro g ram  O ff ico at 2 0 0  01C '8410 o r  visit 
w w w . tu r i i i n g p o in lp i o g r am .o ig .

R T O /T W C S D D
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lOUNDAIlON.

http://www.turiiingpoinlpiogram.oig
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W isconsin 's Transformed Public 
Health System  -  A Good 

In ves tm en t
l I V/x'OMS'O 2010 A

P.v'.’ipt'.'' o l\m  iii Improve the 
Heahn ol :nr> ‘-\itiiT was dot'el- 
oped i| i- .>• j ir i  thevW.'t oiism 
Turning I 'u n i Iniliativf* and 

changes thu w *  v iw . nuhlic 
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of now cnllauoMtiv*’- n . j t i c ■ ilu;-. 
strategic health plan n. .1 1 umnrv 
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W ha t is W iscons inTu rn ing Point?
The na tiona lTu rn ing  Point In itia tive  aims to  tran s fo rm  and streng then the 
pub lic  health system  in the Wted States by making it  m ore  com m un ity  
based and co llabora tive . W isconsin 's Turn ing Point In itia tive  re flects a trans­
fo rm a tion  in the way W isconsin operates its pub lic  health system  and ad­
dresses its  p rio r itie s . M a in ta in ing  the health o f the pub lic  was once so le ly 
iden tified  as a governm enta l respons ib ility , bu tTu rn ing  Point in W iscons in  is 
he lp ing de fine m ore b road ly  the ro les and respons ib ilitie s  fo r  im p ro v ing  the 
health o f o u r com m un ities .

How  is W isconsin 's Turning Po in t In itia tiv e  im p ro v ing  pub lic  health?
• Deve lop ing po licy  recom m enda tions to i t prove pub lic  health laws tha t 

prov ide legal suppo rt fo r the p ro tec tion  c f W isconsins
• Ensuring good m anagem ent o f resources th rough  qa lity  assurance 

activ ities  w ith  pub lic  health partners
• C reating m ode l practices resu lting  in ach ievem ents, such as coun tyw ido  

coa litions tha t exceeded na tiona l early ch ildhood  im m un iza tion  goa ls and 
were awarded the firs t annual federal Protect Award from  the Centers fo r 
Disease Contro l and P revention

• Facilita ting innova tive  state, federal, p riva te  pa rtne rsh ips such as the 
pa rtnersh ip  tha t has made reg iona l denta l resources accessible to en tire  
com m un ities

• Expanding academ iafcom rnunily pa rtnersh ips to  advance hoalth th ro ugh ­
ou t the state th rough  the fo rm a liza tion  o f s trong  pub lic  health pa rtnersh ips 
w ith  the U vo rs ity  o fW iscons in  Medica l School and the M edica l College o f 
W isconsin

W hat can W iscons inTurn ing Poin t he lp you do?
• Focus po lic ies and resources on the hoalth and system  p rio r itie s  iden tified  

in Healthiest Wisconsin 2010

• M on ito r health im p rovem en t in W isconsin th rough  the eva lua tion  e ffo rts o f 
Healthiest Wisconsin 2010

• Showcase and support tho rep lica tion  o f e ffoc tivo  pa rtne rsh ips in W iscon­
sin that have received na tiona l a tten tion  fo r th e ir ach ievem ents

• M ob ilize  com m un ity  pa rtnersh ips to deve lop now  policies and innova tive  
stra teg ies to address h igh p r io r ity  health needs

Support
ThoTurnlnn Point Initiative Is fundod by Tho Robod Wood Johnson Founda- 
lion,Tho National Pro(jrnrn Offico Is locutod at Iho bfvorslty ot Washington 
School of Public Health and Community Modiclno. Contact tho National 
Program Offico at 200-010 B410 or visit www.turiilngpolntprogrom.ot(|.



M o r e  A b o u t  T u r n i n g  P o i n t

Turn ing  Point a lso sponsors five  Na tiona l Excellence Co llabora tives, in add itio n  to  suppo rting  the w ork  
o f the states described in th is  pub lica tion .T he  Nationa l Excellence C o llabo ra tives are made up o f 
pa rtic ipa tin gTu rn ing  Point state m em bers  w ho  w ork  in local and state pub lic  hea lth settings and also 
inc ludes representa tives from  na tiona l o rgan iza tions and federal agencies.The Co llabo ra tives p rov ide  
an in tegra ted approach to pub lic  hoalth system  change and have deve loped too ls  and resources fo r 
practice.

The National Excellence Collaboratives and some of their products
Statu te  M odernization—p ro v id in g  d irec tion  fo r im p ro v ing  laws that p ro tec t the health o f the pub lic

• Selected Products: The M odel State Public Health Act, and The State Public Health Law  Assessm ent 
Re pod

Information Technology— p ro v id in g  resources fo r e ffective com m un ica tion  and access to  in fo rm a tion
• Selected Products: A  na tiona l survey on the in fo rm a tion  techno logy used by s late and local health 

depa rtm en ts and the Web-based Public Health Information System s Catalog

S o cia l M arketing— p ro v id in g  too ls  fo r e ffec tive pub lic  health com m un ica tion
• Selected P roducts- CDCynergy-SOC, a social m arke ting ve rs ion o f CDC's CDCynergy, The Social 

Marketing Resource Guide, Social Marketing 101, and Lessons from the Field

Leadership Developm ent— p ro v id in g  sk ills  fo r w o rk ing  co lla b o ra iivu ly  in p ub lic  health
• Selected Products: Collaborative Leadership and Health: A Review  of the Literature and a cu rricu lum  

fo r co llabo ra tive  leade rsh ip
Performance M anagem ent—p ro v id in g  a w ay to measure and im p rove  pub lic  hea lth systems

• Selected Products: Perform ance M anagem ent in Public Health: A Literature Review , From S ilos to 
System s: Perform ance M anagem ent in Public Health: From Silos to System s: A  Pei form ance Man- 
agomcntToolkit and Im plem entation Guide

The Nationa l Excellence C o llabo ra tives are also jo ined  in th is w o rk  by m any na tiona l pub lic  health 
pa rtne rs—the Centers for D isease C on tro l and P revention , the Nationa l A ssoc ia tion  o f County and C ity 
Health O ffic ia ls, the Am erican  Public Health Associa tion , the Assoc ia tion  o f S ta te nndTerrito ria l Health 
O ffic ia ls, the Nationa l A ssoc ia tion  o f Local Boards o f Health , the Nationa l N e tw ork  o f Public Health 
Ins titu tes , the Nationa l Public Health Leadersh ip Deve lopm ent Network, the Na tiona l Council o f State 
Legis la to rs , the Nationa l G ove rno rs Assoc ia tion , the Public Health Foundation , and others.

In fo rm a tio n , pu b lica tion s , and fu rth e r descrip tions o f the  N a tiona l Excellence Co llabora tives 
and o th e r Turn ing Po in t p ro jec ts  can be found at w w w .tu rn in g p o in tp m ijra m .o rg .

Turn ing Poin t Nntiona l P rogram  Offico
Bobb ie BorLow itz, D irector

6 N ickerson Street, Su ite 300 
Seattle, WA 9B109 

206-616-8^110 Phone 
206-616-8'166 Fax 

w w w .tu rn ingpo in tp ron ram .o rg

http://www.turningpointpmijram.org
http://www.turningpointpronram.org
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States ot Change was w ritten and produced througi i a collaborative effort re flecting the spirit of 
theTurning Foint Initiative. This publication is a product of the creativity o f the fo llow ing 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, Illinois 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, M innesota Department of Health
Mahree Skala, Shirley Rutz, and Kathleen Wojciehowski, M issouri Department of
Health
Melanie Reynolds, Montana Department of Health and Human Services
David Fblm 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
Lairy Olmstead, Neil I lann, and Brandie O'Connor. Oklahoma State Department of
Health
Casey M ilne andTom Milne, M ilne & Associates, LLC, Oregon: and Tom Engle, Grant
Higginson, and Kathryn Biodorick, Oregon Department of Human Sei vices
Jerry Dell Girnarc, Pamela Gillam, and Morris Govan, South CarolinaTuming Point
Jeff W ilson and Stephanie Kellner, Virginia Department of Health
Amy Atkins, W est Virginia Department of Health
Margaret Sdtmelzur, W isconsin Department of Health and Family Services
Turning R jint National Program Office staff 

Bobbie Borkowitz, Director 
Betty Bekemeier, Deputy Director
Matleyao Boid iard, Public Relations and Communications Manager 
Jennifer Griffin, Program Coordinator 
JudithYairow, Editor

We are g iatofu l for Andy Goodman's expertise as w e  honed tho stories for States ol Change 
Numerous individuals g<wo their tune in in te rv iews for those stories, and our thanks goes to 
each of them for their participation in ruining Point and lor sharing thou experiences. Finally, w o  
thank The Robert Wood Johnson Foundation for their support and funding of this unique public 
health imitative. W ithout RWJF’s of forts in public health system improvement through the 
fuming Pomt Initiative, the stones that fo llow may not have occurred

Seattle. Washington 
April 2004
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7 he year 1996 ushered  in a public health revolution. M elding their visions o f 
health im provem ent and com m unity em pow erm ent, The Robert Wood Jo hnson  
Foundation and the W .K. Kellogg Foundation heeded  the grow ing ca ll for 
im proved public health in frastructure. Dr. Susan  F lassm ille r o f R W JF  and Dr. 
Barbara Sabol o fW KKF, together w ith Dr. Bobbie Berkow itz o f the U n iversity  o f 
W ashington and Dr. V incent Lafronza o f the N ational A ssociation  o f County and 
C ity  Health O fficials, designed an initiative to build state  and local public health 
cap acity— capacity to ensure the conditions that keep people healthy, cap acity to 
respond to em ergencies, and capacity to elim inate health d isparities. Turning 
Point em braced the concept o f collaborative partnership  betv/een public health 
and non-public health entities to a s se ss  sy ste m s and create  public health im ­
provem ent p lans. The ultim ate vision o f the in itiative  is a public health system  
resp onsive  to the needs o f its com m unities, devoting reso u rces to areas that can 
b est im prove population health.

T h e  T u r n i n g  P o i n t  I n i t i a t i v e
C o l l a b o r a t i o n  B r i n g s  R e s u l t s

WasTuming Point really necessary? Abso­
lutely! Over the past century, health status in 
the US declined sharply. Even w ith  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 
Now, in spite of spending nearly half of the 
world 's health care budget, wc are 26"’ The

prom ise of health insurance from the Now Deal 
era has eroded and left us w ith  millions of 
under-insured and uninsured men, women, and 
children. Typo 2 diahotos, onco called "adult 
onse t" is now  on the rise among the young, 
putting children at risk of a life tim e of duomc 
ciseoso. Diet and physical activity patterns are 
now  groater contributors to mortality than 
tobacco use and are increasing in impact. 
P rownt.ib lo chronic disease costs our nation

millions o f dollars ead i year, yet public health 
continues to be underfunded. Mere than ever, 
prevention and health promotion efforts matter 
to individual health and the health of our nation.

A federally 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 1 he Institute 
of Medicine documented in black and w h ite  the 

decayed state of public 
health and prodded public 
health leaders to seek 
creative solutions to 
building infrastructure. 
Bobbie Berkowitz and 
Vincent Lafronza designed 
fum ing Point to incorporate 
the best practices o f public 
health. Whon nearly all 50 

states applied for Turning Point grants and were 
w illing to collaborate w ith  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 
the ground running After tw o years of coalition 
building, assessment, ana planning, they 
implemented various tactics for improving 
public he.' fh systems. From the foundations’

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.



RWJFTurning Point National 
Program Office Staff Heft to right). 
Anita Kamran, Bud Nicola,
Betty Bekemeier, FredAhrahamson, 
Jennifer Griffin, Bobbie Berkowitz, 
Judith Yarrow, Marleyse Boi chard, 
and Stephen Padgett

big vision, very concrete state and local 
improvements have taken place and continue 
to emerge. Turning Fbint states have created 
workforce development innovations, built public 
health infrastructure, created tools to improve 
public health practice, developed mechanisms 
to elim inate 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 w ith  community partners.

emergency responders, and other nontraditional 
oartners such as business These collaborative 
partnerships placed Turning Fbint 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 Fbmt’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, w ith  team members vvoikmg 
« ollaboratively to  achieve the best results for 
tho program and for public health

Public hoalth system change takes 
tinu i, o lfo rt, and innovation 

Building mfr astruc turn (focr:. riot 
immediately 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 
w ith  others is riot only necessary but 

desirable Tho foundations' investment m 
Tut Ping Pouit has paid oil exponentially 

Public health e. m ileed a good buy
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W it h  3  m illion lakes and m ore than h a lf a m illion square m iles o f pure nature, 
it's hard to envision A laska a s a p lace o f thriving technology. B u t it is true. In fact, 
an econom y built on developm ent o f A laska 's natural reso u rces has allow ed 
governm ent and industry to invest and becom e one o f the m ost technologically 
advanced s ta te s  in the nation. So  w hen the A laska  Turning Point Initiative was 
funded, pub lic health stakeholders decided to take advantage o f this technologi­
ca l leverage and create  a pubkc health inform ation system .

A l a s k a  T u r n i n g  P o i n t
N o r t h  t o  t h e  F u t u r e

TheTurning Point In itia tive started w ith  a 
general idea that the various components of 
the public health system  in Alaska—state, 
local, tribal, public 
sector, private 
sector, nonprofits—  
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 o f it 
could be made 
readily available on 
the state W eb site.
Add some census 
demographics and
clear instructions on how  to  interpret and use 
health statistics and the Public Health Informa­
tion System wou ld bo m business.

It's not as easy as it sounds
There 

wore of 
courso 
tedtnical 
issues to soit 
out, design 
questions lo 
settle, and 
access 
concerns to 
address Tito 
biggest

surprise, however, was hew difficu lt it wos 
simply to oburn tho data Croating tho Public 
I foolth Information System probed sortie

Creating the Public Health 
Information System probed 
some sensitive parts of the 
organizational culture... even 
questions about w hy it was 
necessary or beneficial to make 
data available to the public.

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 n o  
public.

The initiative also had to 
p low  through ways to 
promote an external focus 
on the public rather than an 
internal focus on the 
agency, and found obstacles 
when experimenting w ith 
approadies to data analysis 
and presentation. How could 
they present data on a small 
village w ithout 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 won t 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 System, now live and available to 
the public on tho Wot Id Wido Web. Tho system 
provides ono-stop-shopping for health statistics 
and dal.I 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 am idst chaotic environmental 
changes
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A t  a  G l a n c e :  A l a s k a

A i m  o f  A l a s k a  T u r n i n g  P o i n t
Alaska Turning Point has focused on developing a strong public health system to protect and ' 'b y  
improve the health o f Alaskans .The tw o  goals of this project are to- 1) provide information to policy 
makers, public health system partners, uiid the general public about the health status of Alaskans; 
and 2 ) provide community-based organizations w ith data and information, as wall as the technical 
assistance on how  to use it, in order to conduct community assessments and plan health im ­
provement initiatives,

A l a s k a ' s  P u b l i c  H e a l t h  C h a l l e n g e s
The effectiveness of Alaska's public health system is challenged by 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 m ission 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 significant 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 

Improvement processes a significant 
problem m Alaska’s public health system

A l a s k a T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
« D isp lay ing  pub lic  health in fo rm a tion  in a loca tion  accessible to all com ponen ts o f a 

com p lex pub lic  health system  to  assist w ith  decis ion making at all levels
■ M aking reports, pub lica tions, and analyses deve loped byTurn ing Point ava ilab le  on 

the In te rne t to  be used to assess health needs, estab lish p rio rities , and deve lop 
im p ro vem en t stra teg ies on a state, reg iona l, o r local level

■ Id en tify ing  and setting goals to  be read ied  am ong com m un itie s  th ro ughou t A laska 
using data to  impact key health issues

F o r  M o r e  I n f o r m a t i o n  Deborah L Cnckson, Manager
Alaska Division of Public Health
P O Box 1106 IP. Juneau, AK 9981I-0G10
tel f907MGG-8Glb e-mail, deb.encksondilhcalth s ta te  al us

Patricia Nault, Alaska Turning ftjm t Cooidinator
Alaska Division of Public I Icalth
P O Box 110(510, Juneau. AK 99811-0610
t e l  ( 9 0 7 )  - l o b  8 6 1 7  c  m a i l  p a l r i c in _n au l t< rS h e ; i l th  M a t e  a k  ur
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B o b  C a s s a  s e r v e s  h is  c o m m u n ity  b y  d eve lo p in g  the  co n d itio n s th a t w ill k e e p  the 

p o p u la tio n  h ea lth y . In  h is  c a s e , h is  c o m m u n ity  is  a n a tio n  w ith in  a  nation , the  S a n  

C a r lo s  A p a c h e  N atio n  in A rizo n a . A  p u b lic  h e a lth  e d u c a to r  w ith  the  Ind ian  H ea lth  

S e rv ic e , h e  co o rd in a te s , o rg a n ize s , a n d  im p le m e n ts  a v a rie ty  o f  h ea lth  p ro m o tio n  

a n d  d is e a s e  p re v e n tio n  a c t iv it ie s  in the s c h o o ls  a n d  c o m m u n ity . H e  e s p e c ia lly  

lo v e s  w o rk in g  to im p ro v e  th e  h ea lth  o f k id s  b e c a u s e  h e  re m e m b e rs  w h a t it w a s  

like  to b e  young  a n d  m a k in g  life-a lte ring  d e c is io n s . O n e  o f  th o se  d e c is io n s  le d  h im  

to p u b lic  h e a lth  a n d  b ack  to the  S a n  C a rlo s  A p a c h e  N ation .

A r i z o n a  T u r n i n g  P o i n t
C o l l a b o r a t i n g  f o r  C o m m u n i t y  H e a l t h

Twenty-nine years ago, San Carlos tribal 
leaders saw the future of their nation in a 
prom ising kid and encouraged him to pursue 
higher education. When Bob first started ot 
Arizona State Universit y, 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 
o f native providers. A fte r receiving his 
bachelor’s degree, he followed up w ith  a 
Master's in 
Public Health 
from the 
University of 
I fawaii. I Iq 
started his 
career w ith  il IS 
in 1935 in 
Nevada but
soon found his way bad; home to Son Carlos 
in 1988.

Bob had already boon serving in his com ­
m unity for 16 yoars whan he w as  asked to 
participate m .3 training program called the 
Academy W ithout 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 w as chosen as 
a pilot site for tho Academy’s competency 
basod training in basic public health science 
skills, com m unity dimensions of practice, end 
cultural competency Tribal health department 
omployeor. and tho employees o l tho Indian 
I lor.lth Service Unit planned to paititapulu in tho

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 o f the information was new. The 
training sessions prompted Bob to identify how 
he could improve health education through 
be lter collaboration, communication, commu­
nity assessment, and community participation 
Bob recognized that although ho and his 
colleagues valued collaboration, sometimes in 
the daily activities of doing their jobs, the 
importance o f collaboration was lost.

The 
Academy 
W ithout Walls 
provided 
public health 
workers who 
servo tho 
people of San 

Carlos w ith  tools, resources, ideas, and tho 
opportunity to oxploro collaboration Several 
agencies w ith in  San Carlos had been planning 
programs for kids during spring break As a 
result of their participation in rho Academy, 
some II IS departments and the tribal health 
programs collaborated w ith  other community 
groups, such as the Boys and Girls Club, to put 
on a spring break ovunt together. Ih o  larger 
event allowed them all to do more for the kids 
w ith  tho same resources. Iho  spring break 
event and tho lossons learned from tho Acad­
em y W ithou t Walls are living on in San Carlos. 
Agencies and community groups now  collabo­
rate 111 other ways to  improve hoalth and are 
moving in a now direction to achieve public 
hoalth gams— together

The training sessions prompted Bob to 
identify how he could improve health 
education through better collaboration, 
communication, community assessment, 
and community participation.
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A t  a  G l a n c e :  A r i z o n a

A i m  o f  A r i z o n a T u r n i n g  P o i n t
ArizonaTurning Point works to make the public health system  more responsive to com mu­
nity concerns Working collaboratively w ith communities and key partners, Turning Point 
addresse. K'ic health workforce development needs, consumer and public health infor­
mation dissc ninalion, disparities in health status, and public health advocacy

A r i z o n a ' s  P u b l i c  H e a l t h  C h a l l e n g e s
Arizona's population has nearly doubled in the last 20 years, and yet the public 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 expectancy 
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.

A r i z o n a T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
ArizonaTurning Point has provided 
workforce development opportunities, 
increased access to information, and 
increased com munity capacity by.

■ Designing and implementing 
the Arizona Academy W ithout 
Walls, a series of trainings 
intended to build capacity and 
competencies of the work­
force so that they are better 
able to address tho state's 
public health concerns A pilot 
phase included tho develop­
ment, delivery, and evaluation 
of competency-based cur­
ricula m throe areas basic 
public health sciences, community dimensions of practice and cultural competency 
Trainings were delivered to 226 participants through pilot naming sites The curricula has 
now boon refined and w ill serve as the basis for ongoing continuing education through the 
AcaderiT/

■ Designing and implementing a Web based resource to f acihtatc access to public health 
and consumer health information for public hoalth professionals and tho general public 
A2Hoallhlnfo org is a continuously expand nyW ebstte developed by fuming Point through 
an innovative partm rsliip w ith tho Arizona Health Sciences Library and other partner:.

■ Developing a series of training sessions in pa’ tnorship w ith  community groups, orgamz.i 
tions, coalitions, local finn ing fb in t 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 w ith  tho goal uf enabling public hoalth to come to the 
forefront ot community issues

F o r  M o r e  I n f o r m a t i o n  Cathanno Riley. Pro|ect Director
Mancopa County Department ol Public I loallh 
1845 fc’ Roosevelt. Phoenix, A7 05D0G 
w w w ii/ tp p  com
tel 1(102) 506-1248 em a il (.athnunoriloyMmai! main upa guy

AZHeaWilrfo. , - 4
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I n  the  m id d le  o f  a  c o m m u n ity  h e a lth  m e e tin g  in Co lorado , o n e  m a n  sp o k e  from  

th e  h e a rt . Th e  re s p e c te d  A fr ic a n  A m e r ic a n  le a d e r  s h a re d  h is  s t o r y  pub lic ly . H e  

ta lk e d  a b o u t lea rn in g  th a t h e  h a d  h ig h  b lo o d  p re s s u re  a s  a  yo u n g  m a n  a n d  h is  

on g o in g  fea rs  o f  h e a rt  d is e a se , w h ic h  took the  life o f  h is  fa th e r  a t a young ag e . H e  

s h a re d  w ith  h is  n e ig h b o rs  the  s o r r o w  o f  w a tch in g  h is  b e lo v e d  m o th e r  a n d  o ld er 

b ro th e r  s u f fe r  fro m  d ia b e te s  a n d  e v e n tu a lly  d ie , fa r  b e fo re  th e ir  tim e .

C o l o r a d o  T u r n i n g  P o i n t
H e a l t h  D i s p a r i t i e s :  S i l e n t  N o  L o n g e r

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 w ith  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 cor r/ing 
more than their share o f 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 fam ilies 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.

problem Although several programs w ith in  
Colorado's Department of Public I foallh and 
Environment collect data on specific diseases, 
historically, no one was responsible for tracking 
facial and ethnicity health indicators colloctively 
1 hat changed in 2001, when Colorado’s Turning 
Point initiative synthesized Iho I Icalth

[<o>iu o- ut.m iii c- ;iv.» • < .* 
(O'.'AMJhPirv ;

I  U R N ' ,  u
P O I N T

Department's data and, for the 
first time, reported on health 
status by race and ethnicity. 
The initiative's director, Jill 
Hunsaker, discovered from 
working w ith the data, what 
the community leader knew 
from  life experience: in 
Colorado, African Americans 
died at a rate up to th iee 
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 w ith 
communities of coior to build 
awareness of health dispari­

ties. Togother, they advocated for a more 
diverse public health workforce, a Citizen's 
Advisory Commission on M inority Health, and a 
now Office o f I Icalth 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 disparities could ho tacHod only when 
policy makers and public health entities 
became aware o f its per vasivonoss. And that 
story hadn’t boon told.

Agency resources fueled by tho 
com munity 's knowledge, w isdom , and advo­
cacy seem to ho a solid foundation for a future 
w ith reduced health disparities. In Colorado, tho 
Department's first stab at tackling tho hoalth 
disparities problem was to document it As 
people o l color saw tho charts and graphs, they 
exclaimed, " \M j sensed something all along but 
now  vmi have p ro o f"
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A t  a  G l a n c e :  C o l o r a d o

A i m  o f  C o l o r a d o T u r n i n g  P o i n t
ColoradoTurning Fbint works to ensure that all Coloradans have an equal opportunity lo  be 
healthy, regardless of race and ethnicity.

V

C o l o r a d o ' s  P u b l i c  H e a l t h  C h a l l e n g e s
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.

D i a b e t e s  D e a th  R a t e s :  A g e -A d ju s t e d  
C o l o r a o o  A n nu a l  A v e r a g e  1 9  9 8 - 2 0 0 2
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A f r ic a n  A m e r ic a n s  e xp e r ie n ce :
■ The h ighest ove ra ll rates o f death and shortes t life 

expectancies
■ The Ivnhest rates o f death from  cancer, stroke, 

AIDS, .'art disease, and in fan t m o rta lity
L a tin o s /a s  e x p e r ie n c e :

■ The h ighest rates o f death from  d iabe tes
■ The h ighest teen fe rtil ity  (b irth ) rate
■ The h ighest rates o f death from  un in ten tiona l 

in ju ries
A m e r ic a n  In d ia n s  e x p e r ie n c e :

■ The highest rates o f death from  chron ic liver 
disease

■ The h ighest rates of death from  m o to r veh ic le 
accidents

C o l o r a d o  T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
The Coloiado Turning fbm t Initiative is creat'hg systems that work toward tho pursuit ol health equity 
and the elim ination of health disparities Examples include

■ D eve lop ing a state O ffice o f Health D ispa rities and a C itizen's C om m iss ion  on  M in o r ity  Health
■ Deve lop ing a m in o r ity  hea lth su rve illa nce  system  and pub lica tion  o l regu la r repo rts  o f health 

d ispa rities  data
■ D ive rs ify in g  the pub lic  hea lth  w o rk fo rce  th ro ugh  recru itm en t, scho la rsh ips, and tra in ing  p io g ram s
■ Im p ro v in g  language assistance fo r peop lo w ith  lim ite d  English p ro fic iency
■ Bu ild in g  a s ta low ido  com m un ica tion  ne tw ork , in c lud ing  jo b  lis tings
■ P rov id ing  educa tion abou t hea lth d ispa ritie s  and the ir roo t causes th rough  m edia outreach, con fe r­

ences, and pub lica tions

F o r  M o r e  I n f o r m a t i o n  Jill Hunsaker. Director. Colorado Turning Point
Coloiado Department of Ifealth and Environment 
•1300 Cheri y C reel Drive South, Donvoi, Coloiado 
tel. (303) G9?-23?9 e mail |ill liu iis iike i'^s ta te  uo n 
www.r.dphe slU iu.co us/lpi
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A l t h o u g h  p e rh a p s  n o t a s  g la m o ro u s  a s  an  e p iso d e  o f  th e  W e s t W in  g , m ak in g  

e ffe c t iv e  p u b lic  p o lic y  is  c r it ic a l a n d  u lt im a te ly  can  b rin g  tre m e n d o u s  re w a rd s . In 

Illin o is , d e te rm in a tio n  a n d  s t ra te g y  a re  th e  n a m e  o f  th e  g a m e . A f te r  all, h o w  can  

yo u  a d v a n c e  h ea lth  w ith o u t an  a g re e d  upon p lan  fo r a c t io n ?

I l l i n o i s  T u r n i n g  P o i n t
A d v a n c i n g  P u b l i c  H e a l t h  i n  ( t h e  

P o l i c y  A r e n a

Turning Point in Illinois lives 
w ith in  the Illinois Public Health 
Futures Institute. Led by 
director Elissa Bassler and w ith 
a dynam ite steering committee, 
the Institute built on planning 
efforts from lllinoisTuming Point 
and drafted legislation for 
ongoing State Health Improve­
ment Planning.The "SH IPAct" 
wou ld 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  Januar y 1, 200‘j .  Using National 
Performance Standards and evaluating Illinois­
ans' health against Healthy People 2010 goals, 
the task force's recommendations would be 
based on evidence and would ensure that 
loom ing threats and existing health issues are 
reflected in new  initiatives.

The broad-based partnership responsible for 
conceiving and drafting the SI IIP Act 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.

that it was thorough and well prepared. SI IIP 
found unanimous support from  o variety of 
usually contontious groups When tho time 
cnmo. it was unanimously passed by both 
iJtambors i ' the Illinois Gonoral Assembly

All indications were that the 
w idely supported bill would bo 
enacted, but the Institute's 
determ ination was tested. 
Governor Rod Blagojevidi vetoed 
the legislation, citing existing 
initiatives to develop interagency 
coordination on health and the 
potential costs involved in 
creating a task 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 setback. 

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 w ith  the status quo.

Not to be undone by one defeat, ihe Institute 
is moving forward w ith  a new  strategy: it is 
working to implement SHIP by tying together 
and enhancing a number o f existing initiatives. 
Recently, the bill again passed the Illinois 
House unanimously and the Institute and tho 
Blagojevich Adm inistration have developed 
new parameters for the bill which w ill 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 
w ith tho administration, and demonstrated the 
capacity of a collaborative effort to generate 
ovorwholrning legislative support for public 
health improvement activities.

Public health's lu tu io  relies more and more 
in successful partnering, educating tho public, 
and assisting our governmental representatives 
to protect tho publicis health through law As 
Illinois demonstrates, health policy setbacks 
aren’ t tho end of tho road. They push nr. to learn 
to work w ith in  politics to improve health.
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A t  a  G l a n c e :  I l l i n o i s

A i m  o f  l l l i n o i s T u m i n g  P o i n t  i
In Illinois, Turning Point is known as the Illinois Public Health Futures Institute (IPHFI). 
IPHFI is a partnership ol public, private, and voluntary organizations. It works through 
partnerships to promote prevention and improve public health systems that maximize 
health and quality of life for the people of Illinois. Housed w ith in 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.

N S  T  I T  I I  T  E

I l l i n o i s ' s  P u b l i c  H e a l t h  C h a l l e n g e s
Illinois's ten leading causes of death resulted 
in more than 8‘1,000 deaths in 2000. Many of 
those causes, including heart disease, 
cancer, accidents, diabetes, ano liver disease 
are strong ly associated w ith  lifestyle and 
social factors. As many as half of those 
deaths could have been prevented. Illinois's 
e fforts to improve health are fragmented 
among multip le state agencies and across 
the private and nonprofit sectors. Local 
partnerships vary greatly in their resources 
and capabilities.

W hat does IPHFI's Partnersh ip Look Like?
IPHFI actively engages a variety of partners 
from a variety of sectors:
■ Minority health groups
■ Academia
■ Rural hoalth
■ Hospitals
■ Physicians' groups
■ Social service
1 1 State and local health departments

I P H F I ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
IPHFI is implementing the fo llow ing strategies to improve public health systems

■ Engaging a broad range o f pub lic  hoa lth  in te rest groups to  iden tify  and address gaps and 
weaknesses in the pub lic  hea lth system

■ M ob iliz ing  co llec tive  action  to advoca te at the po licy level fo r im p roved  pub lic  health po lic ies 
and expanded resources fo r the un ique  needs o f the people o f Illino is

■ Educating the pub lic  and po licy  makers on the com plex, p rim a ry  causes o f poo r health an il 
s tra teg ies to address them

■ Suppo rtin g  the deve lopm en t o f loca l com m un ity  hoalth pa rtne rsh ips  th ro ugh  tra in ing , 
technical assistance, and po licy  deve lopm en t

*  A ssem b ling  and d issem ina tin g  da ta on thu health o f the pub lic  to p rom o te  unde rs tand ing  of 
Illin o is 's  health s ta tus and system  cha llenges and to suppo it p lann ing  and po licy  deve lopm ent

F o r  M o r e  I n f o r m a t i o n  t lis sa  Bussler, Execut.ve Director
Illinois Public I loallh Futuios Institute
100 W  Randolph, Suite* G GOO. Chicago. II GOGO!
tok (8121 08F)1 e m.iil ob.isslorGDuJnh state il us

Illinois Pubfic Health Futures



I n  2 0 0 0 , R o s a  M o lin a , d ire c to r  o f  th e  M e d ic a l S e rv ic e  B u re a u , w a s  h e lp in g  

m in o r ity  K a n sa n s  a c c e s s  h e a lth  s e r v ic e s . A t the  s a m e  tim e , K im  K im m in a u  a n d  

the  K a n s a s  Turning Po in t p a rtn e rsh ip  w e re  co lle c tin g  ra c ia l a n d  e th n ic  m in o rity  

d ata  h e a lth  s ta t is t ic s  to id e n t ify  th e  d ep th  a n d  s e r io u s n e s s  o f  h e a lth  d isp a rit ie s . It 

w a s n 't  in e v ita b le  that K im  a n d  R o s a  w o u ld  fin d  each  o th e r ; it w a s  b y  d e s ig n . K im  

a n d  h e r  te a m  k n e w  that d a ta  im p ro v e m e n t b e g in s  a t  the  c o m m u n ity  leve l, w ith  

p e o p le  ra th e r  than  w ith  n u m b e rs .

K a n s a s  T u r n i n g  P o i n t
A  L i t t l e  T r a i n i n g  G o e s  a  L o n g  W a y

Early on,Turning Fbint approached several 
leaders of organizations providing health 
services to m inority populations to join their 
partnership. By simply asking around, they 
learned of more individuals running innovative 
organizations lo improve the health status of

m inorities in Kansas. Kim and her partners met 
w ith  key people 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
Diverse groups came 
together, trained intensely 
for tw o  days, and left with  
skills and an enormous 
sense of support....

confront daily.
At her first 

meeting w ith  Rosa, 
Kim learned about 
tho Medical Service 
Bureau's success 
in providing reduced
cost access to 

health services for low m com o, m inority 
Kansans While sharing perspectives on health 
dispontios and discussing tho workings of both 
o f thou organizations, they found a very con­
cre te way fuming Point could be of assistance

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 w ith 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 d idn '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 w ith  the 
"righ t" 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 staggering D iversogioups 
came together, trained intensely, and left w ith 
skills and an enormous sense of support from 
Tummy rbmt and their fe llow public hoalth 
workers, Rosa and her classmates have since 
shared how  tho training has changed thoir w o ik, 
They are crafting better forms, surveys and 
patient-based data systoms. Not only have they 
been using tho information they learned, they 
Ivwo bocomo agents o f change. They have 
found tho confidence to rdvocato tor .mprovod 
data collection of race, othnicity, and primary 
language for thoir own programs and for the 
state
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A t  a  G l a n c e :  K a n s a s  p | f f |

A i m  o f  K a n s a s T u r n i n g  P o i n t
KansasTurning Fbint aims to transform  public health through partnerships, training, and 
informatics that focus on the delivery of essential services, w ith  awareness of the grow ing 
diversity of Kansans. Their vision is public health system  improvement leading to population healtn 
improvement in Kansas.

K a n s a s ' s  P u b l i c  H e a l t h  C h a l l e n g e s
The leading causes of death disproportionately affect 
racial and ethnic m inorities in Kansas. Understanding 
the effect of economics, access to health services, 
and geography, and having good data are key factors 
in improving Kansas citizens health. Local public 
health departments provide important services and 
protections in the public's interest. In 105 counties,
99 local health depar in tents 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 >n tho system is critical. Using data to 
make informed decisions in times of lim ited 
resources has never been more important.

K a n s a s T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
Following a highly inclusive public health improvement planning process. theTurning Fbint Partner­
ship has;

■ Synthesized health and hea lth -re la ted in fo rm a tion  on racial and e thn ic  m ino ritie s
■ Convened a s ta tew ide conference to focus a tten tion  on tho issue o f health d ispa rities
■ D issem inated a so ftw are  p roduc t tha t assists local pub lic  hea lth depa rtm en ts ’ 

de live ry o f essential services
■ Leveraged tra in ing  oppo rtun itie s  to  invo lve  m ore  ind iv idua ls  in the m iss ion  o f pub lic  

health
■ Created a Certificate o f Public Health p rog ram  and a Public Health Scholars prog ram
■ Trained com m un ity  leadors in pub lic  hoalth , focusing on tho use and in te rp re ta tion  

o f m in o r ity  health data
■ Encouraged the Health Caro Data G ove rn ing  Board to recom m end s tanda rd iza tion  ot 

race and e thn ic ity  data co llec tion
■ Com m un ica ted to congress iona l de legates and to s la te leg is la to rs  on the issues of 

pub lic  health , d ispa rities , and w o rk fo rce  issues
■ Developed a so ftw are  m ode l for a s la te  data warehouse that w ill in teg ra te  local 

health departm ent c lient and ou tcom es data

For Moro Inform ation Hichard Motnsscv. Director of Health
Kansas Department ol I lualtli and Environment 
1000 SW  Jackson Suite .MO. Topoka, KS 06612 
tel (/B5) 296 1200 em a il imdrnss<0kdhe. s ta te ks  us

Percent Change In Minority Population (1900-2000)
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T e r r i  G rem illio n  h a d  h e r  Vvork c u t  o u t fo r  her. H ire d  b y  th e  H e a th  R e so u rc e  

S e r v ic e s  A d m in is tra t io n 's  B e t te r  H e a lth  to r th e  D e lta  p ro g ram , Terri w a s  a  b ran d  

n e w  "C o m m u n ity  E n c o u ra g e r"  fo r  A v o y e lle s  Parish , Lo u is ian a . S h e  h a d  b e e n  

e n t ru s te d  w ith  d e ve lo p in g  a ru ra l h e a lth  n e tw o rk  to a d d re s s  h e a lth  a c c e s s  is s u e s  

fo r th e  p a r ish  re s id e n ts . A v o y e lle s  P a r ish  is  h e r  h o m e , a n d  s h e  k n o w s  the  rural 

d e lta  c o m m u n ity  w e ll. The p o p u la tio n  o f  4 1 ,4 8 1  su f fe rs  from  a  p o v e rty  ra te  o f  

2 5 .9 %  a n d  an  u n e m p lo y m e n t ra te  o f  8 .3 % . A v o y e lle s  is  a  p r im e  e xa m p le  o f  a 

ch a lle n g e d  c o m m u n ity  in a  v e r y  ch a lle n g e d  s ta te , re c e n t ly  ran ke d  a s  the le a s t  

h e a lth y  s ta te  in th e  U S  in te rm s  o f  life  e x p e c ta n c y  a n d  in fan t m o rta lity .

L o u i s i a n a  T u r n i n g  P o i n t
E n c o u r a g i n g  t h e  E n c o u r a g e r s

U ’ ‘

Terri quickly learned 
that being a "part time"
Community Encourager 
takes more than 20 hours 
a week. The challenges of 
creating a network and 
addressing deep-rooted 
problems are huge, For 
Terri, " i t  was like being 
thrown into the deep end.
W e were  several months 
beh ind .. .and I had nothing 
to go o n " Her background in health care w ts  
helpful, but she didn't feel confident about the 
skills required in her new  role. Terri was afraid 
that she m ight bum out in the face o f these 
challenges, as others had before her.

Just as Tetri w as 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 
planning, coalition 
building, mooting 
facilitation, conflict 

rosolut'on, advocacy, and lobbying One training 
in particul ir, on collecting and assessing 
com m unity data, gavo her a porfoct starting 
i^nint for her work. Terry decided to conduct a 
needs assessment in Avoyelles Fbrish

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 
comm unity.

Terri had never con­
ducted a needs assessment 
before, but she k re w  she 
had to hear what com mu­
nity members felt their 
he ^ th  priorities were. From 
her conn nunity of 41,000. 
Terri received 2,497 sur­
veys. And a great surprise 
came out of the survey 
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 
w ere  problems, but then agai, doreTerri'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 
fo r the community.Terri is now  leading her 
network i,1 developing strategic action plans to 
address stress and anger management, as well 
as other issues idontifiod in her needs assess­
ment

fori i is busy but not burned out W ith suppoi t 
and training, sfio has grown into her position as 
a Community Encourager. Torn has the satisfac­
tion of ti ymg to make tho world  a bettor place, 
starting right in her own com munity I for 
success in Avoyollos p n ish  is a prime example 
of how, w ith a small investment from Potter 
Health to r tho Delta and technical assistance 
from Turning Roint's Center foi Community 
Capacity. Louisiana communities can mobilize 
for hoalth improvement
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A t  a  G l a n c e :  L o u i s i a n a

A i m  o f  L o u i s i a n a T u r n i n g  P o i n t
The Louisiana Turning 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 collectively 
transform our current health system  into one that is more effective and responsive to the needs 
of our communities.

L o u i s i a n a ' s  P u b l i c  H e a l t h  C h a l l e n g e s
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 10 states for the hoalth o f its residents. Louisiana also has 
some of the highest levels in the US of unemployment, uninsured workers, and people w ith 
chronic diseases.

L o u i s i c m a T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
Louisiana has led a collaborative planning process, developed a dedicated coalition, and instituted 
dramatic system changes and innovations, including:

■ The firs t com prehens ive  assessment o f Louis iana 's pub lic  hea lth env ironm en t, 
cu lm ina ting  in the Louis iana Public Health Im provem en t Plan in June 2000

■ Two program s were deve loped based on needs iden tified  in the com prehens ive  
assessment o f the Lou is iana pub lic  health env ironm en t:
The Access to  Care Congress, w h ich  convenes organ iza tions engaged in im p ro v ­
ing the pub lic 's health in s ta tew ide  fo rum s that have a llow ed fo r com prehens ive  
prob lem  so lv ing  am ong local o rgan iza tions lo  ensure access to  care in tho state
The Center to r C om m un ity  Capacity, which he lps com m un itie s  gain the kn o w l­
edge and sk ills  necessary to successfu lly deve lop and susta in  local hea lth in it ia ­
tives

■ Train ing and technical suppo rt fo r 29 Delta Parishes on effective leade rsh ip , 
ne tw ork deve lopm ent, and successful g ran t adm in is tra tion

■ Strateg ic pa rtne rsh ips w it l i o the r s ta tew ide organ iza tions to coo rd ina te  pub lic  
health e ffo rts  across tho state and to increase co llabo ra tion  and the e ffic iency of 
pub lic  hoalth services

F o r  M o r e  I n f o r m a t i o n  Micholo JoarvPiorro. Program Director. Louisiana fum ing FVjimI
Lousiana Public Health Institute)
lOOOCnn.il Suite 901. New Orleans, LA 70112
tel (hO'D >39-9481 o-mail.m ioanpioiiett5lphi.org



O n  a  re c e n t  w in te r  day, M a in e 's  S ta te  H o u se  h o s te d  a  h u stlin g  re ce p tio n  fo r the 

M a in e  N e tw o rk  o f  H e a lth y  C o m m u n it ie s  (M N H C ), a  Turning Po in t-fu n d ed  co a li­

tion o f  c o m m u n ity  g ro u p s  w h o  d e liv e r  an  a rra y  o f  p re ve n tio n  a n d  h e a lth  p ro m o ­

tion s e r v ic e s  th ro u g h o u t the s t a le .  A s  G o ve rn o r Jo h n  B a ld a c c i n o te d  in h is  re ­

m a rk s , it is  m e m b e rs  o f  the  N e tw o rk  w h o  "a re  o u t th e re  do ing  w h a t  n e e d s  to h e  

d o n e "  to h e lp  M a in e  p e o p le  live  h e a lth ie r  liv e s .

f V l a i n e  T u r n i n g  P o i n t
M a i n e  C o m m u n i t i e s  S p e a k
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In its three-year 
history, the coalition 
has taken important 
steps to realizing its 
vision o l Maine 
people who "are 
healthy, not just 
because of access to 
appropriate medical 
services, but also 
because o f 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 w ithout a structure o f local 
health departments Instead, organizational 
partnerships seek to address the conditions that 
have led to tho state's epidemic of d iron ic

disease. The 
Network 
stemmed from 
recognition that 
coalitions need a 
statew ide 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 w ith recruiting 
mem bois and defining our vision and mission in 
a consensual way It’s important for local 
hnalth activists to foc i that they are heard."

In addition to organizational activities sud i

The Network's origin 
stemmed from recognition 
that coalitions need a state­
w ide voice to advocate for 
com m unity health 
issues in Maine, as well as a 
mechanism to share informa­
tion, ideas, and best 
practices.

as developing a board and 
membership require­
ments, coalition members 
were actively involved in 
the statewide Turning Point 
Project. In a variety of 
listening sessions, 
members made it clear 
that co inm un ity voices 
should be heard in plan­
ning for public health 
infrastructure.

"One of our key 
activities has been 

mentoring and information sharing," notes 
Binder, She adds, "in a rural s ta te like Maine, 
people can feel isolated. The Network helps us 
share ideas and support community health 
efforts across the state."

The coalition has created a W eb site 
(wwwthohcnetwork.org) and a newsletter to 
spread tho word about member activities and 
programs. It recently began a Web-based 
"shareware" project, which w ill allow showcas­
ing of "best practices" in community health 
efforts in Maine. The MNHC also has identified 
common I lealtliy Community indicators such as 
sector involvement, civic engagement, commu­
nity diange leadership, cornmunit y diange 
participation, scope of work, and resources 
generated,

In its final tw o years of funding, the Network 
plans to expand its mentoring focus, w ith  an 
pyo on sustainability, fhb iic  health activists 
recently noted that iho 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 I foal thy Communities exem ­
plifies fiow  tins croafivity and capacity lor 
innovation can bo dissnmmatod throughout Iho 
stoio.



A t  a  G l a n c e :  M a i n e M A I  N \-

h n  n i;i< r P o in t

A i m  o f  M a i n e T u m i n g  P o i n t
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
public health infrastructure that is able to respond to emerging challenges and has the capacity to
improve the health status of Maine citizens.

M a i n e ' s  P u b l i c  H e a l t h  C h a l l e n g e s
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, statew ide 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.

M a i n e T u m i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
MaineTuming Point is:

■ P rom oting access and coo rd in a tio n  o f pub lic  health services th ro ughou t Ma ine 
com m un itie s  to be lte r p ro tec t the health o f local citizens

■ Convening com m un ity  pa rtne rsh ips  across the state to  ensure the coo rd ina tio n  o f 
com m un ity -w ide  pub lic  hea lth p reven tion  and response prog ram s

*  Creating, th rough  the M a ine Ne tw ork o f Healthy C om m un ities , new  pub lic  health 
leaders at the local level us ing a fo rm a l m en to ring  p rog ram  tha t matches e xpe ri­
enced com m un ity  health coa lit io n  leaders w ith  em erg ing local leaders

■ P rovid ing and expand ing  educa tion  fo r pub lic  health p ro fess iona ls to  ensure a 
skilled and com pe ten t w o rk fo rce

■ Working to  im p rove  the coo rd in a tio n  be tween state-leve l au tho ritie s  and local 
com m un itie s  fo r pub lic  hea lth data sharing , tra in ing  oppo rtun itie s , em ergency 
response, and o the r em e rg ing  pub lic  health issues

F o r  M o r e  I n f o r m a t i o n  Ann Conway, Project D irector
Maine Center for Public Health
12 Church Street, Augusta, M l 01330
tel (207) 629-9272 o mail aconwayWmcph.org



A n  e le v e n -y e a r  v e te ra n  o f  p u b lic  h ea lth , K r is t in  wr.is th ink ing  o f  m o v in g  on . The 

a s s is ta n t  d ire c to r o f  a  ru ra l c o u n ty  p u b lic  h e a lth  d e p a rtm e n t in M in n e so ta , in the 

la s t  fe w  y e a rs  s h e  h a d  g ro w n  tire d  o f  try in g  to fin d  w a y s  to do m o re  w ith  le s s . 

S h e  w a s  d is c o u ra g e d  b y  the  in v is ib ility  o f  p u b lic  h ea lth  in the  c o m m u n ity  and , 

like  m a n y  o f  h e r  p e e rs , w a s  b e co m in g  o v e rw h e lm e d  b y  a g ro w in g  m o u n ta in  o f  

n e w  c h a lle n g e s . R a th e r  than  w a n tin g  to lead , K ris t in  w a s  re a d y  to ch e c k  out.

M i n n e s o t a  T u r n i n g  P o i n t
H o w  K r i s t i n  G o t  H e r  G r o o v e  B a c k

Like Kristin, the entire field of public health is 
facing huge leadership challenges. Community 
needs are grow ing. Public health issues, such 
as emergency preparedness, are becoming 
more complex. Yet many leaders are re tiring 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 public 
health program 
focused on 
collaborative 
leadership.The 
Emerging 
Leaders Network 
(ELN) was 
developed in 

support of M innesota's Turning rb in t Partnership 
vision: to strengthen the public health system. 
"W e realized that we could use what we were 
learning through our involvement in theTurning 
Fbint Leadership Development National Excel­
lence Collaborativo to identify and mentor futuro 
leaders in our state,” says Lee Kingsbury, 
M innosota’sTurnmg Fbint Program Coordinator. 
"W e developed the Emerging Leaders Network 
to provido individuals w ith  tho training and 
confidence they need to stop into formal and 
informal collaborativo leadership rolos.”

For Kristm, participating in tho yearlong ELN 
program was a turning point, both personally 
and professionally, "Tho most important

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 overwhelm ing, I checked 
out, letting a more assertive person take over. 
Later, as we all reflected on the experience, I 
discovered that others had wanted my leader­
ship and that my way o f leading would have 
calmed rather than escalated the situation. They 
valued my skills and my style in a way that I 
had not expected. From that realization, I gained 
a lot of confidence in my ability to lead and 
have become more w illing to trust my instincts 
in difficult situations.”

In another exercise, she was lequired to 
introduce herself to other attendees of a s ta te ­
w ide conference Together w ith  an ELN "buddy" 
they stratagized how to get acquainted w ith 
new colleagues. "I met many wonderful people 
that I would not have mot otherw ise," she 
says. " It helpod me learn h ow  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 w ith  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 com fort zono. By 
making now  connections, mooting now  indi­
viduals, and hearing different perspectives, I 
learned I am not alono. Bccauso of tho ELN 
experience I joined tho M innesota Public Health 
Association and accepted a place on tho 
Governing Council. I novor would have thought 
that possible a year agol Tiro ELN connected 
mo to the entiro public health system  in a 
totally now way. I now knew that togother we 
can take on tomorrow 's challenges"
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A t  a  G l a n c e :  M i n n e s o t a

A i m  o f  M i n n e s o t a T u r n i n g  P o i n t
The MinnesotaTurning Point partnership aims to improve the health of all residents by strengthening 
M innesota's governmental public health system and expanding public health partnerships.

M i n n e s o t a ' s  P u b l i c  H e a l t h  C h a l l e n g e s
Minnesota consistently ranks as one of the healthiest states in the US, due in large part to strong public 
health policies and partnerships. Broad averages, however, often mask significant differences in health 
status, and M innesota has some of the w idest gaps, of any state, in the health of various populations.

M i n n e s o t a T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
MinnesotaTurning Fbmt has achieved numerous system changes both w ith in  and outside of the 
traditional public health system through their expanded partnership. Outcomes include:

■ A process to estab lished m in im um  standards fo r local pub lic  health services and 
activ ities.

■ Local p lann ing  requ irem en ts  have been re focused on ou tcom es, local p rio r itie s  and 
strategies,

■ C ivic engagem ent s tra teg ies have been inco rpo ra ted th roughou t M innesota Public 
Health

■ A m a jo r fo unda tio n  and pa rtne r is redes ign ing fund ing  gu ide lines  to re flect the link 
be tween hea lth status and socia l and econom ic cond itions.

■ "A Call to Action ," a m u lti-d is c ip lin a ry  lepo rt, was w ritten , focus ing on social and 
econom ic change as a s tra tegy fo r health im p rovem ent.

■ G rants to  local pub lic  hea lth  departm en ts w ere  conso lida ted , s im p lifie d , and new  
fund ing  fo rm u las  were deve loped.

*  Private and nonp ro fit sec to r pa rtners w orked toge the r w ith  pub lic  health to  sot 
s ta tew ide goals.

■ A m u lti-d is c ip lin a ry  e ffo rt focused on social and econom ic  d ia ng e  as a s tra tegy for 
a lle v ia ting  hea lth  d isparities .

■ An innova tive  p rog ram  deve lops and suppo rts  em erg ing  pub lic  hoalth leaders.
■ Redesign o f p ub lic  hea lth  repo rtin g  systems has begun.
■ Work is u nde rw ay  tu de fine  wha t every M inneso tan shou ld  bo able to expect from  

their loca l gove rnm en ta l pub lic  health agency.
■ A w o rk fo rce  deve lopm en t p ro jec t a ims to increase the num be r and d ive rs ity  of 

M inneso tans d io o s in g  caree rs in pub lic  health .

F o r  M o r e  I n f o r m a t i o n  Debra Bums. Dn» clor. Ofltco of Public Health Practice
or Lee Kingsbury, Supervisor, Standards and Practice 
Minnesota Department of Health 
O lfico o l 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 kingsburyWhoallit sta le mn us
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I V I e la m e  G la u s  h a s  th riv e d  in th e  p a s t  12 ye a rs  a s  d ire c to r o f  the  M is s is s ip p i  

C o u n ty  H ea lth  D e p a rtm e n t in M is s o u r i, in p a rt  b e c a u s e  s h e  is  re c e p t iv e  to 

ch a n g e . H e r  c o m m itm e n t  lo  p u b lic  h ea lth  s h o w s  a s  s h e  a n d  h e r  s t a f f  im p ro ve  

h e a lth  fo r th is  a g ricu ltu ra l c o m m u n ity  o f  14,000. M e la n ie  is  w a lk in g  th e  ta lk  o f  

m e e t in g  p u b lic  h e a lth  s ta n d a rd s  a n d  gettin g  re a d y  to p ro v e  h e r  d e p a rtm e n t's  

e x c e lle n c e . M is s is s ip p i C o u n ty  h a s  s ig n e d  on to b e  o n e  o f  the  f ir s t  h ea lth  d e p a rt­

m e n ts  to g o  th ro u g h  M is s o u r i's  n e w  V o lu n ta ry  A c c re d ita t io n  p ro g ram .

M i s s o u r i  T u r n i n g  P o i n t
N o t h i n g  t o  L o s e ,  E v e r y t h i n g  t o  G a i n

Accreditation is a hot topic in public health. 
As a nation, we are debating tho costs and 
benefits, logistics and feasibility of im plement­
ing a national accreditation program. Fear is a 
factor, as health departments wonder how 
accreditation w ill affect funding and staffing.

Although national accreditation is in debato, 
in 2030, the MissouriTurnmg Fbint padnership 
decided lo  mcve forward and create their own 
accreditation system to improve public health 
and ensure quality. The coalition o f 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 w ith  diverse partners, 
the public, and political leaders As they 
developed tho system, they sought 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.

System Most importantly, an independent 
991 (c)3, tho M issouri Institute for Community 
I loalth t.AICI I), was trea ted to administer 
accreditation All along the way tho process 
was kept 100% transparent to tho public As 
Contentious issues aio .e. subcommittees were 
developed to como up w ith  solutions And thoy 
did For example, academic part nets and the 
state health department responded lo  concerns 
about making workfo rce credentials roqu 'o d  by

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 a meeting of M issouri 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 
department accredited 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 requiring explicit qualifications for her nurses 
wou ld make them  even harder to luro. In rural 
areas nurses w ith  bachelor’s degreos arc hard 
to  find

/ks sho went through tho day and discovered 
that thu workforce requirements w o ie  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 scoping out of tho room. Melanie and 
many ot her colleagues camo to tho realization 
that accreditation would oflor benefits, and that 
at th is time, thoy had nothing to lose, and 
ove iy tliing  to gain Tins voluntary accreditation 
system was ot thoir own making and served 
their needs f oar lias been icplacod by op ti­
m ism  as Missourians take ownership and 
responsibility lor mooting tho standards of 
public hoalth
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A t  a  G l a n c e :  M i s s o u r i

M laiouri Institute l o r  Community Hvnlth

A i m  o f  M i s s o u r i T u r n i n g  P o i n t
In Missouri, theTurning Point Partnership created the Missouri Institute for Community Health 
(MICH), an independent 501 (c)3 to facilitate planning 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.

M i s s o u r i ' s  P u b l i c  H e a l t h  C h a l l e n g e s
In recent years M issouri 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 M issouri­
ans are experiencing a significant increase in the number of deaths due to heart disease, cancer, 
and infectious disease. Combined w ith  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
tal 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 c f 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 w ith  partners fion i accredited organizations

M i s s o u r i T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
Missouri Institu te for Community Health has

*  Developed and im p lem en ted  a vo lun ta ry  accred ita tion system  for local pub lic  health 
departm en ts , MICH p rom otes the benefits o f vo lun ta ry  accred ita tion : pub lic  re cogn i­
tion , enhancem ent o f po ten tia l fo r increased local suppo rt and gran t fund ing , a 
c lim a te  fo r ongo ing  se lf-study, and iden tifica tion  o f areas o f best practice or w here 
im p rovem en t is needed.
Encouraged an il suppo rted  coun ty -w ide health assessment, p lann ing , and 
p rio r itiza tio n  o f com m un ity  health prob lems.

■ Developed, w i p u ti.o rs , ways to  increase tho skills and capacity of the pub lic  
health work fo rcu .

■ Fostered the use o f standards o f practice in the perfo rm ance o f essential pub lic  
health activ ities .

F o r  M o r e  I n f o r m a t i o n  KathlmnWojciehowski, Protect Manager
Missouri Department of I ioallh. Contoi foi Local Public I tealth Suivicor- 
920W ildwood Dr CLP! IS. Jefferson City, MO 65102 
t--l 1573) 751 61 /0  em a il wojcitdSdhss m oqov

Janet Cunavese, Project Coordinator
Missouri institute lor Community Health
PO Bot 212. •) 16A Fast Stale Street, Jpffo ison City, M O 60102
tel 16601343-362/
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K a t h y  J e n s e n  is  a  fa rm e r 's  w ife  a n d  a p u b lic  h e a lth  n u rse . A t  d aw n , w h e n  h e r  

h u sb a n d  is  a lre a d y  o u t tilling the  fie ld s , s h e  d r iv e s  2 5  m ile s  to op en  th e  d o o rs  o f  

the  o n ly  p u b lic  h e a lth  o ffice  in S h e rid a n  C ounty , p o p u la tio n  4 ,0 0 0 . K a th y — w ith  

s o m e  h e ip  fro m  a  W IC  sp e c ia lis t , a  ro am in g  sa n ita r ia n , a n d  a  p art-tim e  n u rs e —  
e m b o d ie s  th e  e n t ire  co u n ty  h e a lth  s ta ff . W h e n  an  e m e rg e n c y  h its , K a th y  J e n s e n  

is  th e  re sp o n d e r . W h e n  p u b lic  h ea lth  e f fo r ts  a re  lau n ch ed , s h e  is  the  initiator. F o r  

Kathy, o b ta in in g  th e  sk il ls  a n d  k n o w le d g e  n e c e s s a r y  to d e a l w ith  the  c h a lle n g e s  

o f  c o n te m p o ra ry  p u b lic  h ea lth  is  v ita l to the  h e a lth  a n d  s a fe ty  o f  the  c o m m u n ity . 

B u t h o w  ca n  s h e  g e t  a d e q u a te  tra in ing  o u t in  ru ra l S h e r 'J a n  C o u n ty ?

M o n t a n a  T u r n i n g  P o i n t
B r i c k  b y  B r i c k

Aitending public health conferences and 
seminars in Helena means a 10-hour road trip 
or tw o  com m uter pianos —  and that's just to 
get there. W hile she's gone, the Sheridan 
County 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 set out to 
improve its public 
health system  in the 
mid-1990s, it was 
not w ith  workfo rce 
training in mind: tho 
locus w as initially 
outward. Montana's 
oublic health rofo; l i t ­
ers wanted policy 
makers and citizens 
to recognize the
valuo and role o f the public health system, in 
hopes of obtaining some funding Through 
unsuccessful attempts to  reach the public, a 
more imm edia te problem  was discovered that 
demanded a m o io inward focus: consistent, 
high-quality training

Through tho support of theTurning Kuril 
Initiative, Montana established a Public Hoalth 
Training Institu te The institute provides 
Internet-based and satellite training programs 
which ore especially beneficial for rural com ­
munities that don't havo umvorsity resources 
or public health collogue. Tho institute also 
dovelopod a Summor Institute that, although 
•-.omelimos held in Bozeman <n I lelona, 
prnvidos unboatablo training and education in a

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, 
community by community.

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 Institu te 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 w ith  other 
public health profes­
sionals w ithou t leaving 
town. County Health 
s ta ff can enroll in 
computer courses 
designed specifically 
for public health 
professionals just a few  
miles from their 
homes. Today, training 
opportunities arc 

marketed through tho Institu te ’s Wet) s ito and 
soon a new feature w ill allow Katliy and others 
to track thoir learning by using tho Institu te 's 
now  learning management system The 
Institu te 's courses are continuing to  evolve and 
are meeting the needs of Montana’s public 
health workfo rce . "Almost everyday in this 
office, Turning Point has affected this com m u­
nity" says Kathy, "and w ill continue to impact 
our com munity forever It's for rea l!"

In the rural communities of Montana, Kathy 
Jensens are every whore. Increasing the 
capacity of tho worker increases tho capacity of 
tho s ta te ’s public health system, community hy 
commu.iity. Togomor, they build a healthier 
Montana, brick by brick,
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A t  a  G l a n c e :  M o n t a n a

A i m  o f  M o n t a n a  T u r n i n g  P o i n t
Montana'sTurning Point In itiative has defined the public health system to include traditional 
state and local public health agencies and a w ide 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.

M o n t a n a ' s  P u b l i c  H e a l t h  C h a l l e n g e s
In 2000 Montana had one of the highest percentages of residents w ithout health care coverage and 
had the lowest average annual pay of any s ta te in the country. A t 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 reported they were meeting half or 
fewer of their communities needs related to the ten essential public health services

M o n t a n a  T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
• . MontanaTurning Point Partnership developed a strategic plan that guides its work. Accomplish­
ments and areas of maior foe j s  include:

■ Estab lish ing the Bureau o f Public Health System  Im provem en t (assessment, health 
p lann ing , tra in ing , preparedness, and in fo rm a tics) to p rov ide  a focal po in t fo r pub lic  
health system  im p rovem en t and coo rd ina tion , and to be a resource on pub lic  health 
system  issues

*  Im p lem en tin g  the M ontana Public Healtn Tra in ing In s titu te , wh ich is a career-long 
lea rn ing  center fo r pub lic  health worke rs

■ Enhancing com m un ica tion  and coo rd ina tion  am ong s ta tew ide and local pub lic  health 
program s

■ Ensuring that pub lic  health em ergency preparedness ac tiv itie s  are cons is ten t and 
coo rd ina ted  w ith  the S tra teg ic Plan fo r Public Health System  Im provem en t

■ C oord ina ting  hea lth p lann ing e ffo rts  such as coun ty  health p ro file s  and the M ontana 
Health Agenda

■ R eview ing M ontana 's pub lic  health statu tes w ith  theTurn ing Point M ode l S ta tute and 
the M ode l Em ergency Powers Act

■ C om p le ting  a state assessment us ing the CDC Nationa l Pub lic  Hoalth Perfo rm ance 
Standards

F o r  M o r n  I n f o r m a t i o n  Melanie Reynolds, MontanaTurning FbinlCoordinatoi
Department of Public I Inalih and I him ,in Services 
1-100 Broadway, Cogswell Bldg C305 
Helena, MT 09620 291* I
tel p i061 1-M i l / I  e mail m ruynoldsOstato m l us
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H o w  do yo u  a d v a n c e  h e a lth  w h e n  y o u r p u b lic  h ea lth  s y s te m  la c k s  b a s ic  lo ca l 

s e r v i c e s ?  B a c k  in  1988. the  In s t itu te  o f  M e d ic in e  p ro c la im e d  th a t p u b lic  h e a lth  w a s  

in d isa rray . T h e y  c o u ld  h ave  p o in te d  to N e b ra sk a  a s  a p r im e  e x a m p le . In  2 0 0 0  o n ly  

2 2  o f  the  s ta te 's  9 3  c o u n t ie s  w e re  s e r v e d  by lo c a l p u b lic  h ea lth  d e p a rtm e n ts . Per­

h a p s  w o rs e , fe w e r  than  o n e -q u a rte r o f  th e s e  d e p a rtm e n ts  a s s e s s e d  c itizen 's h e a lth  

s ta tu s , d e v e lo p e d  p o lic y  a ro u n d  h ea lth  is s u e s , o r  e n s u re d  c a re  o f  the c itize n ry .

N e b r a s k a  T u r n i n g  P o i n t
N o w  a n d  T h e n

David Palm and M ary Munter of the State 
Department o f Health decided to be proactive in 
creating change. Beginning w ith  a broad-based 
partnership, including the Nebraska Public 
Health Association and all its key partners, they 
developed a comprehensive, w ritten public 
health improvement plan. As anyone who has 
been in Nebraska during a football game 
knows, when Nebraskans 
want something, the entire 
state gets behind the effort.
This time the goal was to 
gain lasting support for 
public health. A new  era 
was about to begin.

The w ritten  plan and 
broad support gave the 
State Department o f Health 
credib ility w ith  policy 
makers. When the legisla­
ture passed the Nebraska 
I loalth Care Funding Act in 
May 2001, it provided an annual appropriation of 
S5.7 million from theTobacco Settlement Fund 
to build public health infrastructure across the 
state Here was their golden opportunity and 
they were ready for it In the words of Dave 
Palm, "'ibu havo to bo prepared to tako advan­
tage o f opportunities when they arise. Wo were

lucky to haw  tho
"When the legislature tobaccosottie-

, . . .  , 3 , , mentm oncv, but
asked if w e had a plan, w e w o only gained
didn't just say yes; w e access to it
showed it to them." 5 5 “? “fSterrific coalition

and a solid plan
When the legislature asked if w o had a plan,
wo d idn 't just say yos, w o showed it to them  "

Tho legislation promoted formation ol multi-
county hoalth departments and required each to
provide tho Ton Essential Sor vir,o>; Turning Fbint

worked w ith  communities and partnerships to 
translate the law  into bricks and mortar, health 
directors, and skilled staff. Dave and Mary 
supported the effort, driving in the heat of sum ­
mer and bitter cold of w in te r to each county to 
help build bridges. By June 2002, local health 
departments provided public health coverage for 
all but one of the 93 counties in the state; by 

2004 all were included.

In 2004, Nebrask.3 public 
health looks much different 
than in 2001. All communities 
are actively engaged in 
improving ihe health o f their 
citizens. Local health depart­
ments have identified and 
tracked disease outbreaks, 
such as West Nile virus. They 
have partnered w ith local 
emergency management 
coalitions to dovclop plans for 

a bioterrorism event or a natural disaster. Health 
departments are battling obesity and chronic 
disease w ith  a variety of health promotion and 
disease prevention programs to diange hoalth 
behaviors.

In 2003, staff from tho health departments 
ca’led upon their recently developed smallpox 
vaccination plans and implemented the pre-event 
smallpox vaccination initiative. Public health 
workers surprised oven themselves when they 
discovered that they had mobilized to vaccinate 
more people for smallpox than any o ilie r state 
during tho initial stages of the campaign.

Nebraska now  has a public health system 
that is on its way to being among tho most 
responsive public health systems in tho country 
As tho dunged  system prtves itself, public 
hoalth grows m im po itanco to  Nobinsknns 
Nebraska’s succoss shows us that it is never too 
lato to start mobilizing lor change



A t  a  G l a n c e :  N e b r a s k a

A i m  o f  N e b r a s k a  T u r n i n g  P o i n t
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.

N e b r a s k a ' s  P u b l i c  H e a l t h  C h a l l e n g e s
Obesity is on the rise in Nebraska. Nebraska high 
school students ire tw ice as likely to drink and 
drive as their counterpat ts nationwide. Many 
Nebraskans are uninsured or under-insured, 
lim iting their access to timely preventive and 
medical services. Major differences exisi between 
the health of Nebraska's general population and its 
racial/ethnic m inority populations. In 2000, Ne­
braska had lim ited organizational capacity, lim ited 
staif. and no dedicated state funds for local public 
health Only 16 local health departments ccvered 
22 of the state 's 93 counties.

1 2
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Nebraska Local Health Districts prior to 2000

N e b r a s k a  T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
■ TheTurn ing Point Project a llowed a broad 

and d iverse coa lition  to  set the fu tu re  
d ire c tio n  fo r pub lic  health in the state.

■ New  leg is la tion  was passed in 2001 that 
usedTobacco Settlement Funds to 
fund  16 new  m u lti-coun ty  local 
pub lic  hea lth departm ents.

■ The local pub lic  health departm ents 
m ust cons is t o f at least three 
con tiguous  coun ties and have 
30,000 peop le.

■ Annua l fu nd in g  levels range from  
$160,000 to m o re  than $800,000.

■ Key a c c o m p lis h m e n t include: 
com prehens ive  needs assessments, 
im p lem en ta tio n  o f many health p rom o tio n  
p rog ram s, organ ized surve illance p rog ram s, 
and local h io to rro rism  and em ergency 
preparedness plans,

Nebraska Local Health Districts 2002

F o r  M o r e  I n f o r m a t i o n  David Palm, Project D irector and Administrator
or Mai y Munter, I luulth System Administrator
O ffice of Public Health
Department ot I Icalth and I lurnan Sei vicos
PO Box 95044. Lincoln. NE 68609'6044
tel !-J02l-1/1 0146, e-mail david palmzthhss s la te  no us
or mary muntenfithhss state ne us
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I n  N evad a , g ettin g  the  "p re ve n tio n  " m e s s a g e  o u t to th e  p u b lic  is  tough . The 

layo u t o f  the  lan d — m ile s  o f  s p a rs e  d e s e rt  s c a t te re d  w ith  s m a ll  c o m m u n it ie s—  
c o m p lic a te s  a d v e r t is e m e n t  o f  h ea lth  p ro m o tio n  c a m p a ig n s . C it ize n s  se ld o m  s e e k  

o u t e d u ca tio n  on d is e a s e  p re v e n tio n  a n d  im pro ving  c o m m u n ity  h e a lth . N e vad a 's  

su ic id e  ra te  ra n k s  fo u rth  in the nation , a n d  the s ta te  s ta n d s  h igh in its  ra te  o f  

a lco ho l- a n d  to b acco -re la te d  il ln e s s e s . N e vad a  h a s  y e t  to ban  sm o k in g  in d a y c a re  

c e n te rs  a n d  g ro c e ry  s to re s . It 's  sa fe  to a s s u m e  p re v e n tio n  isn 't  getting  its  fair 

s h a re  o f  w a te r-co o le r talk .

N e v a d a  T u r n i n g  P o i n t
I s  A n y b o d y  O u t  T h e r e ?

Nevada has tw o  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 grow ing county, serves 1.5 
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 
City, located 33 
miles w est of Reno, 
recently appointed a 
County Board of 
Hoalth and is ex­
panding its range of 
public health ser­
vices. Nevada State 
Health Division 
provides public 
health services 
rhroughout the remaining 95,884 squ ire  miles 
of the s ta te . Local and statu health officers who 
participated in Turning Point's formative stages 
asked Nevada Public I loalth foundation to help 
got the prevention message out and to build a 
statew ide constituency to support public health.

To build a s ta tew ide constituency Nevada 
Turning Fbint sought to put tho public in public 
health—gottmg information out to Nevada's 
citi/enr y. 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 
W ith  d iiec tio r and funding from thoTurnmg Point 
Initiative, tho Foundation developed a system.

and the Citizens' Public Health Network was 
born.

The new program works as a high-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 a technological 
connection w ith 
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 
w ith public health contacts and resources they 
can reach w ith  a click of the mouse or a dial of 
the phono. Public hoalth agencies and com m u­
nity-based organizations can, if they choose, 
use tho Network as a conduit for inform ing 
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' R jblic I loalth Network gives 
Nevada a broadcast medium to gr t the preven­
tion mossago boyond tho public health com mu­
nity to Iho public itse lf and to hoar what thu 
public has to say in return.

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.
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A t  a  G l a n c e :  N e v a d a  ^ S n f . v a d a
[ ^ P U B L I C  
k .  H E A L T H
FOUNDATION

A i m  o f  N e v a d a  T u r n i n g  P o i n t
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.

N e v a d a ' s  P u b l i c  H e a l t h  C h a l l e n g e s
Nevada’s smoking rates and health problems from tobacco are among the highest in ihe nation.Yet 
Nevada is one of the few  sta tes that does not allow local governments to regulate tobacco,
Nevada has the highest proportion o f 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 tw o  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.

N e v a d a  T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  i m p r o v i n g  P u b l i c  H e a l t h
NevadaTuming Point has.

■ Deve loped a C itizens ' Public Health N e tw ork to estab lish connections am ong Neva 
dans and th e ir organ iza tions to  increase co llabo ra tion  and success in ach iev ing 
com m un ity  im provem ents

■ Jo ined  w ith  the U tah Departm ent o f Health to  create the Great Basin Public Health 
Leadersh ip Ins titu te

■ Im p roved  po licy  and p rog ram m ing  re la ted to  tobacco use and su ic ide p reven tion
■ C o llabo ra ted w ith  com m un itie s  to  deve lop  local p ’ o lic  health system s in Nevada's 

ru ra l com m un itie s
■ O ffe red c om m un ity  education on pub lic  hea lth  issues and tho po litica l process
■ Educated e lected o ffic ia ls  and gove rnm en t m anagers about pub lic  hea lth issues

F o r  I V I o r e  I n f o r m a t i o n  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-rnail lynnffOnphf n ig n i rncky(«Jnphl mg
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A 1 8 :3 0  p m  on a  typ ica l w in te r  e v e  in F e b ru a ry  2 0 0 4 , D o n n a  T ighe re c e iv e d  an 

u n e x p e c te d  p h o n e  c a ll a t  h e r  h o m e . D r. J e s s e  G re e rib la tt , the  N e w  H a m p sh ire  

s ta te  e p id e m io lo g is t , w a s  ca lling  to in fo rm  h e r  th a t the  S ta te  H ea lth  D e p a rtm e n t 

h a d  a  c o n f irm e d  re p o rt o f  a  h e p a tit is  A  c a s e  in vo lv in g  a  fa st- fo o d  w o rk e r  fro m  h e r  

a re a . A f te r  co n su lt in g  th ro u g h o u t the  day w ith  th e  C D C  a n d  the  n a tio n a l re s ta u ­

ra n t ch a in , the  d e p a rtm e n t d e te rm in e d  that it  w o u ld  b e  n e c e s s a r y  to im m u n ize  

a p p ro x im a te ly  2 ,0 0 0  p e o p le  o v e r the  c o u rse  ~>f th e  n e x t fe w  d a y s . A s  the d ire c to r  

o f  th e  G re a te r  D e r r y  H e a lth  a n d  S a fe ty  Coalition , D o n n a  w o u ld  n e e d  to m ob ilize  

h e r  p u b lic  h e a lth  co a litio n  1 0  h e lp  m a k e  it aap p e n .

N e w  H a m p s h i r e  T u r n i n g  P o i n t
R o l l  U p  Y o u r  S l e e v e s  a n d  G e t  I t  D o n e

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 capacity of local 
government to partner more fully w ith non­
governmental organizations and the state. Tho 
. ,  contemporary

As a result of previous plan­
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.

context of 
biotorrorism and 
related resources 
has also served 
to focus attention 
and build new 
partnerships for 
public hoalth. But 
on a Thursday 
evening in
f i ’biuaiy 200 'l, 

tho throat that faced one Now I lamoshiic 
community camn not from  terrorists, but from 
lacos,

As events unfolded Over tho next few days, 
however, it was clear that tho w ork of tho past 
30 months was paying off "W e ate like a cable,' 
said Donna "W e connect tho people who need 
to be connected to maku things happen" Asa 
result of previous planning and relationship 
building, necessary decisions wero quickly made 
about such things as clin ic sitos, staffing.

equipment, supplies, public information, and 
media relations. "In  the past, we would have 
spent the firs t nour or tw o just introducing 
ourselves," Derry Fire Chief and Emergency 
Management Director George Klauber said.

By the followingTuesday, through a series of 
c :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 a tiue  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 
O ffice 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 com munities in tho state that don't have 
that yut," sho said. Dr. Ed Thompson, Deputy 
D iioctor for Public Health Services at tho CDC, 
also noticed tho ro llabo ia tivo response. As 
quotod by r , Associated Press reporter cover­
ing the in .idont, Dr. Thompson said, "There's n 
groat roll jp-your-sloeves-nnd-qot-it-dono 
attitude that we s;rw th o to "
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A t  a  G l a n c e :  A f e w  H a m p s h i r e

A i m  o f  N e w  H a m p s h i r e  T u r n i n g  P o i n t
The central activ ity of theTurning Fbint partnership in New Hampshire has been development 
of the New Hampshire Public Health Network, a system of regional com m urity  
collaboratives working to create a more effective and responsive local public health system.

N e w  H a m p s h i r e ' s  P u b l i c  H e a l t h  C h a l l e n g e s
New  Hampshire ranks among the healthiest slates in the US when measure J 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, o ften w ith  lim ited training in health, represent local governmental public health in most 
towns. By default, police, fire, sdioo l nurses, and nonprofit health and human service orcrviders 
fu lfi" roles that are more typically assigned to trained local public health officials. There is a lack o l 
cohesive disease control and surveillance, a lim ited capacity to identify and maximize statew ide 
assets related to public health, and a shortage of public health resources coming into tho state.

N e w  H a m p s h i r e T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
The major development from New HampshireTurning Point is the Network itself, w h id i through its 
regional collaboratives, now maximizes resources to improve the health of more than 60% of New 
Hampshire residents.

■ Tho Network co llabora tives w ork toge the r w ith  state partners to p rov ide  theTcn 
Essential Services o f Public Health and un ique  mode ls ta ilo red to ind iv idua l 
reg iona l needs and assets.

■ The fo u r o rig ina l Netw ork co llabo ra tives 
Performance Surveillance and Assess- 
m en tToo l (20 Questions), a precursc. 
o f the Nationa l Public Hoalth Pei for- 
mance S tandards, to assess local 
needs and iden tify  system  gaps.

■ Local pub lic  health capacity was 
m easured at baseline (20 0 1 ) before 
N etwork co llabora tives im p lem en ted  
any e ffo rts  to increase capacity, then 
again a fte r ead i im p lem ente t s tra te ­
gies fo r pub lic  health im p ro vem en t 
(2003). S ign ifican t capacity im p ro ve ­
m ents occurred ove r the tw o  years, 
w ith  the moan ove ra ll capacity score 
increas ing from  a pro -N o tw o rk  score o f 
26% to 82%.

■ The Netw ork has successfu lly leveraged upwards o f $4 m illio n  to suppo rt pub lic  
hea lth in Now Hampshire .

F o r  M o m  ! : » f o r ’ v i a t i o i i  Jonathan Sio.van. Project Director
New  I l.impshiru Community Health Institute 
001 South Siroet. Bow. NH 0330-1 
tel. (603) h /3-3303o-m ail |StowirtWj:-i tom
or Yvonne Goldsbeuy, Administrator 
Ne.v I lurnpshire Department of I loalth and I luman Servicer, 
tel (603) 271-6133 e-mail. yyoldsbenyWdhhs state nh us

used the i ocal Public Health System

L o c a l  P u b l i c  H e a l t h  C a p a c i t y  
A s s e s s m e n t  o f  C o r e  F u n c t i o n - R e l a t e d  C a p a c i t y



T u r n in g  Po in t b e lie v e s  th a t p u b lic  h ea lth  p a rtn e rsh ip s  ca n  c re a te  so lu t io n s  to 

d ifficu lt p u b lic  h e a lth  p ro b le m s . S o lu t io n s  th a t a re  e lu s iv e  to in d iv id u a l o rg an iza ­

tio n s w o rk in g  a lo n e  su d d e n ly  a re  in reach  w h e n  o rg a n iza tio n s re co g n ize  c o m m o n  

g o a ls  a n d  p o o l th e ir  f in an c ia l a n d  te c h n ic a l re so u rc e s .

Y o r k  T u r n i n g  P o i n t
L o c a l  S o l u t i o n s  U s e d  N a t i o n a l l y

Back in 1998, two now retired local public 
health officials from different New York counties 
were frustrated w ith the lack o f appropriate 
training opportunities fo r their staff. Dyan 
Campbell and Jack Andrus called a meeting 
w ith 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 o f travel­
ing to far-away 
trainings. While 
recognizing that 
resources systom- 
w ide wero slim, 
they still hoped for 
a solution.

Faced w ith  a concrete request for help, Jo 
Ann Bennison and her team brought in other 
paitners, among thorn, tho State Department of 
Health and th o lu rn n g  fb in t Initiative. After 
considering differon- options, they settled upon 
creating a monthly .ntellito broadcast because 
they knew every county had access to satellite 
equipment, o v ’ n if 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 su iii 
topics as " Emergency Ftoparedness What is 
Your Competency?*,' "W est Nile Virus: What

Have W e Learned Since 1999?" and the run­
away hit ’A  Bug's Life: Basic Epidemiology." 
Readiing anywhere from  300 to 800 public 
health professionals at ead i 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 w ith  a great 
deal of creativity, seed 
money from Turning 
Fbint, anda tenuous 
shoestring budget, 
T2B2 has now  found 
its stride. W ith 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 greatest benefit o(T2B2 is 
summed up in the words of Jan Chytilo, 
director of Health Education in Broome County, 
NY and site coordinator ofT2B2 in her county. 
"BoforaT2B2 wo had virtually nothing. Now, I 
sit at my desk and look across at tho booksholf 
of tapod episodes of T2B2. W o lend them  to our 
partners and w a td i episodes during oui ‘Learn­
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 m ight not 
know tho origins ofT?B2, they 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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A t  a  G l a n c e :  N e w  Y o r k

A im  o f  N e w  Y o r k  T u r n i n g  P o in t
NewYorkTurning Point h is  focused their efforts on building public health capacity thiough 
sustained training opportunities for a strong public health workforce.

N e w  Y o r k 's  P u b l i c  H e a l t h  C h a l l e n g e s
NewYork State faces capacity challenges in the areas of recruitment, retention, and training of the 
public health workforce. In addition, 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:

■ NYSDOH has approx im ate ly 5,350 em ployees; NewYork LHDs have app rox im a te ly  
7,270 fu ll-t im e  equ iva len t pub lic  hea lth worke rs .

■ D ifficu lties  recru iting  qua lified  cand ida tes fo r pub lic  health nurse, san ita rian , and 
hea lth educa tor pos itions (especia lly in ru ra l areas).

■ Good re ten tion  but fu tu re  losses due to ag ing w ork fo rce  re tirem ent.
■ Substan tia l need fo r con tinu ing  education.
■ Em erg ing pub lic  health issues is an area o f great need.
i t  Access to  tra in ing  constra ined by lim ite d  resources, inaccessib le tim es and loca­

tions, com pe ting  p rio ritie s , and poo rly  designed tra in ing .

N e w Y o r k T u r n i n g  P o in t 's  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
Through development o f 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 
identify ing and addressing long-term system changes necessai y to strengthen the public 
health system  Initiatives include

■ Th irdThu rsday Breakfast Broadcasts (T2B2)
•  Established in 1999, th is  innova tive  m on th ly  broadcast a irs to local pub lic  health and 

com m un ity  coa litions os w e ll as across the nation by sate llite .
•  Broadcasts are also ava ilab le by W eb-arch ived s tream ing v ideo and th rough  a duo 

lend ing library,
■ P itb lic  Health skills deve lopm ent courses and cu rricu lum

•  Public Health 101 course
•  Basic Env ironm en ta l Health course (8 modu les over 14 days, m andated hy Sanitary 

Code)
•  Annua l New Local Public Health D irec to r/C om m iss ioner O rien ta tion
•  Public Health N urs ing  C on tinu ing  Education (on line course, 4 m odu lus, CEUs)
•  C on tidon tia lilyT ra in ing  (2 -hour course)
• O nline Cross-Cultura l C om m un ica tionT ra in ing  (in deve lopm ent)
• SARS (or Hosp ita ls (3 M odu lus)

■ Estab lishm ent o f s ta tew ide pub lic  hea lth tra in ing  task force

F o r  IV Io re  I n f o r m a t i o n  Sylvia Pirani, Director, O tlice of Local I Icalth Services
NuwTurk State Department o l I Icalth
Local I loalth Services, CormngTower, Rtn 871 ESP
Albany, NY 12237
tel (518) 473 1723 e in.iil S|p03Mhontth statu ny us

N j/w  N o riv  wTate C-urnrr.unliy Ho-sith 
r  t  i i  a  <* s? h  > p
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N o  s in g le  s e t  o f  s te p s  w ih b ring  a b o u t a  b e tte r  p u b lic  h ea lth  s y s te m . The 

m \^ stery a n d  b e a u ty  b e h in d  ch a n g e , h o w e v e r, is  th a t it ca n  o rig in a te  ju s t  a b o u t 

a n y w h e re . A n d  w h e n  th e  op p o rtu n ity  fo r  ch an g e  c o m e s  kn o ck in g , luck fa v o rs  

th e  p re p a re d  m ind .

N o r t h  C a r o l i n a  T u r n i n g  P o i n t
W o r k i n g  P o l i c y  M a g i c

By 2003, the North CarolinaTuming Point 
partnership had considered a number of rem ­
edies to reverse the steady decline in the 
state 's public 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 w ork ing professionals gather a l 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 I lartsell, Linda Attarian, a graduate of 
UNC School of Public I loalth and an attorney to 
the North Carolina Speaker of the House, and 
John Shaw, former North Carolina local health 
director and 20 -yuar veteran o f public health.

Senator I lartsell, Linda, and John wore 
interested in addressing public health's dirornc 
infrastructure needs For their class project, the 

loam decided to draft 
legislation to strengthen 
public health infrastruc­
ture and, hopefully, 
improve tho health status 
of North Carolinians Tho 
director of North 

Carolina'sTurning Point, Christopher Cooke, had 
sent Linda a prelim inary draft o f theTurning 
Point Model Public I loalth Act along w ith  tho 
recommendations from the North Carolina 
Public Hoalth Improvement Plan. Tho tools were

W hat started as a class 
project turned into the 
introduction of highly 
innovative legislation.

ready and waiting to be used. W ith these 
resources and a looming deadline, our three 
diampions developed a draft statute to address 
the rapidly de/eloping needs of North Carolina's 
public health system.

W hat started as a 
class project turned 
into the introduction of 
highly innovative 
legislation. Taking their 
"out of the box” 
thinking from the 
classroom to the real 
woild , Senator Hartsell 
introduced Senate Bill 
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 spoke to real needs 
sud i as accreditation of public health agencies 
and integrated planning. Unfortunately, it did not 
pass both chambers. Fblicy makers and public 
health 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 Nui th 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 only 
part o f thoir vwrk. Perfecting the dance of public 
health and policy is tho other part.
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A t  a  G l a n c e :  N o r t h  C a r o l i n a

A i m  o f  N o r t h  C a r o l i n a T u m i n g  P o i n t
North CarolinaTuming Point aims to expand and enhance existing state and 
local partnerships working to meet North Carolinians’ health needs.Turning 
Point contributes to public health improvement through its support of Healthy 
Carolinians, North Carolina's ne twork of locally based, public-private partner­
ships to improve and protect the public's health.

N o r t h  C a r o l i n a ' s  P u b l i c  H e a l t h  C h a l l e n g e s
Noi th Carolina ranks among the country's bottom third in overall health of its residents. Chronic 
diseases, w h id i 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.

N o r t h  C a r o l i n a T u m i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
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:

■ Provided in fo rm a tio n  that con tribu ted  to the deve lopm ent o f NC Senate B ill 672, a b ill to 
streng then pub lic  hoalth in fras truc tu re

■ Guided the deve lopm ent o f North Caro lina 's 2010 State Health Objectives (Healthy 
Caro lin ians)

■ In tegra ted com m un ity -based  partnersh ips, com m un ity  assessment, and pub lic  health 
p lann ing fo r North Caro lina 's pub lic  health system  (Healthy Caro lin ians)

M Provided staff to the North  Caro lina Public HealthTask Force 2004 to  deve lop recom ­
m endations fo r s treng then ing  pub lic  health in fras truc tu re  in N orth  Caro lina

■ Assisted w ith  the deve lopm en t o f N o rth  Carolina's ne tw ork o f Public Health Regional 
Surve illanceTeam s

■ Developed a W eb-based course in Pub lic  Health M arke ting for tho Leadersh ip Program  
at the UNC-CH School o f Public Health

■ Established the Socia l M arke ting  M ntrixTeam  w ith in  tho D iv is io n  o f Public Health to  
advance the use o f socia l m a rke ting  in pub lic  health p rog ram s

■ Helped to estab lish Healthy Caro lin ians, Inc., a no t-fo r-p ro fit ai m o f Healthy Caro lin ians, 
to leverage priva te  sector suppo rt fo r the NC 2010 Health Objectives

■ Contracted for the deve lopm en t o f a m a rke ting  cam pa ign for N o rth  C aro lina ’s pub lic 
health system  us ing data from  a s ta tew ide survey

F o r  M o r e  I n f o r m a t i o n  Christopher Cooke, Protect Director
North Carolina Division of Public i loalth 
1915 Mail Sor vice Center 
Raleigh. NC 27699-1915
tel (9191 /33  4038 e-mail Christopher cooketnnr.npnl nt*l

H E A 1 . T H Y  C A . i 5 L C l i . r N  [ A N . S
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T h e  U S  D e p a rtm e n t o f  Transportation  e s t im a te s  th a t the  ty p ic a l d r iv e r  w ill 

e x p e r ie n c e  a n e a r  co llis io n  tw o  to th re e  t im e s  a m o n th  a n d  w ill  b e  in s o m e  type 

o f  a c c id e n t , on  ave rag e , e v e r y  s ix  y e a rs . Fo r o n e  re s id e n t  o f A ltu s , O k lah o m a , h is  

s i x  ye a rs  c a m e  up. Tw enty-year-o ld  J im  B o b  R e d e lsp e rg e r  lo s t  h is  life to a  d r iv e r  

w h o  fa ile d  to s to p  a t  a  s to p  s ig n . H e  w a sn 't  w e a rin g  a s e a t  b e lt.

O k l a h o m a  T u r n i n g  P o i n t
S a v i n g  L i v e s  i n  O k l a h o m a

In Altus, there is no seatbelt 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 w ith 
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 com mu­
nity. Brandie O'Conner,Turning Fbint representa­
tive, spoke about how  adopting this simple 
habit cc ild increase the community's health 
and so* >ty. 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. I le told thu council members, 
"K ids think they are invincible, and something 
as simplo as a ticket w ill got them wearing their 
seatbelt." But nothing seemed to bo work ing. 
Pencils we to 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

dom, and they weren 't interested in giving up 
any freedoms tonight.

As things were looking grim, 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 advocating 
seatbelt use. John 
spoke of his 20 -year-old 
son w ho also once 
enjoyed personal 
freedom. He wasn't 
wearing his seatbelt 
when he collided w ith 
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 was wearing her seatbelt 

On February IB, 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. thayd iangod thoir 
minds. His s to ry  convinced them to rethink 
their definition of personal freedom TheTurning 
Point partnership vwts successful in thoir efforts 
to bring not only community partnerships 
togothor, but also com m unity members that are 
affected hy health and safety Irrws daily. Sinco 
tho ordinance passed, tho rate of motor vehicle 
fatalities in Jackson County has decreased by 
B0%, and tho personal injury rato has de ­
creased by 15%
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A t  a  G l a n c e :  O k l a h o m a  T u r

A i m  o t  O k l a h o m a T u r n i n g  P o i n t
OklahomaTurning Point is working to  strengthen Oklahoma's public health *
infrastructure through community-based action in order to respond to ’ he diallenge of protecting 
and improving the public's health in the twenty-firs t century.

O k l a h o m a ' s  P u b l i c  H e a l t h  C h a l l e n g e s
W ith 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 w ors t 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 w ith more than their share o f d isability and unnecessary death. An essential element 
m issing in how nublic health deals w ith  these problems in Oklahoma is community-based deci­
sion making.

O k l a h o m a T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
Turning Point is using innovative means to craft an improved public health system by:

■ Using a com n iun ity -based  approach in pub lic  health decis ion m aking.
■ Develop ing more than 48 local pa rtne rsh ips  and w o rk ing  w ith  state pa rtners .
■ Increasing coope ra tion  o f key state and local pa rtners w o rk ing  tow a rd  hea lthy 

com m unities .
■ Develop ing a ne tw ork o f loca l and state pa rtners to  address hea lth -re la ted smoke 

leg is la tion . Several b ills  have been passed.
■ Develop ing pa rtnersh ips w ith  state, 

coun ty agencies, and com m un itie s  to 
assess local pub lic  hea lth needs and 
deve lop loca l so lu tions .

■ Working w ith  local pa rtne rsh ips  to  
develop and im p lem en t C om m un ity  
Health Im provem ent Plans.

*  Deve lop ing resources tha t w ill he lp  
com m un ities im p lem en t popu la tion - 
w ide serv ices at the local leve l, 
inc lud ing data access, In te rne t-based 
v ideo con fe rencing , and e -m a il p o lic y  
alerts.

coMvurNrrv partnerships
6 Jit Arx RtMKir C*m*v3wt>n In OkUton* 7Voi*tT pKtrmkt-t

F o r  M o r e  I n f o r m a t i o n  Neil I lann, Chiof,Community Development
f airy OlmstOad. Project Director. Turning Point
Oklahoma State Dopadment of i (c-ilth
10000 NG 10th S t , Oklahoma City. Oh 73»17
tel (405)271-6127
a-mail noibchealth sun? ok u .
i.' m a i l  l a r i y o W lu * , i l t h  s t a i n  o k  u s
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O r e g o n 's  Turning Po in t In itia tive  b eg an  in 1998 w ith  d e v e lo p m e n t o f  a b road- 

b a s e d  p a rtn e rsh ip , an  a n a ly s is  o f  the  p u b lic  h ea lth  s y s te m , a n d  d e v e lo p m e n t o f  a 

p u b lic  h e a lth  im p ro v e m e n t p lan  to le a d  O re g o n  to w a rd  a b rig h te r p u b lic  h ea lth  

fu tu re . A m o n g  the  m a n y  p rio r it ie s  the  p a rtn e rsh ip  id e n tifie d  in th e  p lan , tw o  

s to o d  out. F irs t , w a s  to re v ie w  O re g o n 's  p u b lic  h ea lth  la w s  fo r  th e ir  a b il ity  to 

p ro te c t  th e  p op u lation  a g a in s t h e a lth  th re a ts , an  a c t iv ity  th a t h a d  n o t b e e n  d one 

in 3 0  y e a rs . In c re a s e d  th re a ts  o f  in fe c tio u s  d is e a s e  g a v e  p u b lic  h e a lth  le a d e rs  the 

in c e n t iv e  to e x a m in e  a n d  u p d ate  p u b lic  h ea lth  la w s .

e g p n  T u r n i n g  P o i n t
F r o m  S t a n d a r d s  t o  P r a c t i c e

The second priority was to develop standards 
(or local and state public hoalth that would be 
consistent w ith the nationally 'ecognizedTen 
Essential Services of Public H t *lth and build on 
Oregon's existing standards.Theso two priori­
ties determ ined OregonTuming Paint's work 
over the past six 
years.

Dr. Grant 
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 I loalth 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 began in 2001 and 
brought togoiher sta toand local public health 
leaders, legislators, and other partners to 
comparer Oregon’s existing laws w ith  tho model 
act, and to identify improvements needed to 
maku the laws effective in modem crises and 
emergencies As a direct result of this effort, 
thu Oregon legislature passed a number 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 M in imum  Public Hoalth 
Standards, incorporating standards also traced 
on iho  Ten f. :•*. nnlial Services of Public I Icalth

Since 2003, OregonTuming Point has been 
working w ith  public health consultants, M ilne & 
Associates, LLC, to lead the Oregon Public 
Health System Assessment project. The 
consultants convened a broad-based com m it­

tee to provide 
oversight for the 
project.Then the 
consultants facili­
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 o l the nine communities on both 
strengths and areas to bn strengthened throuyh 
community collaboration. They also generated a 
great deal of into iest in public health among 
partner organizations. The combined assess­
ment results paint a picture of local public 
health capacity acioss the state.

In a follow-up to the 2001-02 work of Turning 
Pent, the second project e lement consisted of 
a comprehensive review of all of Oregon's 
public hoalth statutes and regulations using the 
Turning Point Modol Act for comparison. Asa 
result, legislation may be introduced in the next 
state legislative session to address areas 
where problems were 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.

When the Public Health Statute 
Modernization National Excel­
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.



A t  a  G l a n c e :  O r e g o n
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A i m  o f  O r e g o n  T u r n i n g  P o i n t
OregonTuming Point aims to safeguard the public's health by using information to make informed 
decisions in times of lim ited resources.

O r e g o n ' s  P u b l i c  H e a l t h  C h a l l e n g e s
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 w ithout 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 
in work related to diagnosis and investigation of health problems, emergency preparedness, and 
enforcement of public health laws However, significant shortcom ings were found in monitoring 
health stat is (particularly regarding information technology capacity) collaboration w ith  community 
partners, < . id evaluation of health services

O r e g o n  T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
Oregr n's public health system provides important services and protections Coalitions, networks, 
and c imcs have demonstrated that they can come together in partnership w ith  state and other 
agen ans to share information Oregon Turning Point is helping to improve public health oy

■ S uppo rting  co lla bo ra livo  pa rtne rsh ips at local and state levels that inc lude hosp ita ls , 
physic ians, n onp ro fit agencies, coun ty  governm ents, businesses, schools, fa ith 
com m un ities , and env ironm en ta l health o rgan iza tions

■ C om p le ting  a rev iew  o f O regon ’s pub lic  health sta tu tes and adm in is tra tive  ru les, 
us ing theTurn ing  Point M ode l S tate Pub lic  Health Act as a s tandard

■ Deve lop ing s tandards fo r loca l and stato pub lic  hea lth system s to  ensure adequate 
services to  all O regon ians

■ Convening hea lth -re la ted o rgan iza tions  to  id en tify  hea lth po licy  changes necessary 
to  moot pub lic  hea lth dem ands in O regon fo r the fu tu re  hoa lth  and safe ty of 
O regonians

■ Conducting  assessm ents in n ine com m un itie s  lead ing to  grea ter awareness o f 
essentia l serv ice areas tfia t need im p ro vem en t as w e ll as essentia l services that are 
m ost cons is ten tly  be ing p rov ided

F o r  M o r o  I n f o r m a t i o n  Grant Higginson s ta tu  F\ib!icHealihOMi<:ir
Oregon Department of Human Services 
BOO ME Oregon Slie i.t, Suite 93(1 
Portland. OR 1)7237
t* ’I I!4)31 n  1 1000  c m nl giant » h iijgm v ir afoto or us
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B a c k  in 2 0 0 1 , M o r r is  G o van  w a s  a  d is tr ic t  h e a lth  o ff ic e r  fo r s ix  c o u n t ie s  in S o u th  

C a ro lin a  loo king  to im p ro ve  the  p u b lic  h e a lth  s y s te m . H is  p a rtn e rsh ip , the  

O ra n g e b u rg  C o u n ty  H ea lth  Im p ro v e m e n t  C oalition , w a s  o n e  o f  the  f ir s t  c o m m u n ity  

p u b lic  h ea lth  co a lit io n s  to b e  d e v e lo p e d  u s in g  Turning Po in t su p p o rt . M o r r is 's  b e lie f  

in c o m m u n ity  e n g a g e m e n t a n d  h is  w ill in g n e s s  to b e  a  ch an g e  a g e n t b y  ap p ly in g  

n e w  too ls a n d  p ro c e s s e s  to the p ra c t ic e  o f  p u b lic  h ea lth , is  lead in g  to a  g e n u in e ly  

s t ro n g e r  p u b lic  h e a lth  s y s te m .

South Carolina Tur&iirig Point
L e a d i n g  T h r o u g h  C h a n g e

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 em ploy­
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 w o aware of the needs of 
communities and answering these needs? 
Morns w anted 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 adopt community 
engagement processes in public health.

Between 20G1 and 2003, tho then budding 
i ilitiOn used "Mobiliz ing for ActionThrough 
I jnn ing  ano Pfcitnorship (MAPP)," a NACU  IQ- 
developed tool to establish partnerships, identity 
community themes, and priorities, and develop 
forces of change*. W ith department staff. Morris 
developed a broad-bnsed coalition, which then 
carried out a local public health system assess­
ment to identify weaknesses in tho essential 
soi vices They gathorod 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. 
Once thu stn voys 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 
a result of the use of 
MAPR the district 
incorporated and 
strengthened a new 
local diabetes 
coalition to address 

th is d iion ic  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 w ired  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 com m is­
sioner of I Icalth Services for SC Department of 
I loalth and Environmental Control I lo contin­
ues m his rule as a change agent in public 
hoalth, encouraging other hoalth directors to 
use this piocoss to irnp'ovo com m unity health 
in thoir geographic areas. As a critical mass of 
counties discover its benefits, community 
engagement is moving from i  demonstration 
project to a policy diange. Moms is honing his 
skills for tho next improvement process— 
studying Silos to System s and institu ting a 
performance management system for South 
Carolina.
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A t  a  G l a n c e :  S o u t h  C a r o l i n a

A i m  o f  S o u t h  C a r o l i n a T u m i n g  P o i n t
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 a collaborative process that merges professional exper­
tise, community w isdom , and political w ill. Turning Point aims to strengthen the state's 
capacity to protect and improve the public's health.

S o u t h  C a r o l i n a ' s  P u b l i c  H e a l t h  C h a l l e n g e s
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 com m unity problems associated w ith 
lifestyles, the environment, economics, and access to care. State budget cuts, categorical federal 
funding, and new demands for emerocncy preparedness are stressing the existing structure of 
state, district, and county public health offices and lim iting their ability to respond to local com mu­
nities' unique needs.

S o u t h  C a r o l i n a T u m i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
On the state level. South Carolina Turning Point has led a community-engaged planning and action 
process, funding three commum'y-based organizations and six local health departments to conduct 
community health assessments using MAPP. In addition,Turning Point s implementing workforce 
training programs and encouraging public hoalth leadership in several counties in the state.

rfckvn>C<*.Hollh Pfjpftftntll 
iwJ'MYinx*cvffUMunif) Uifchtnntnmi

C h rtw d tr.  C’*  I k t l l h  D f f t r t n t S tTmepcvtirtiufiCiMifthwtlfHbiwJ hyi'H'nfjcwm.'! IU*kh muni
•> ■ rv*«H of wmmwiily + <i!frcN!y a*du<llh|l

A*V»"P foe •

ntutf# Nfwri Gc/»lh IcMHIIuf

♦ « urru*)> a

mo If Cam*I*

4 •mnyr I f *  { f r t f i ' U *  

liorr) <n«*«Iy
MyptrtfiTl *, rCAUX)* 
iMirfivifl ^)w't\\ I’mc, 
Ir*’ I.* deal vkttli the I I I K  
Of K^PxtdCMTV

IU* :l» l*p«i • ••
Xlpplt tftct K'txmid

C flrffU ftum ii t u n * *  n n j  HU

f *»*£••-vrjt <’* 
MvHffr f\f«r

t*ifk Zfc1tiaplv/u J'* Orvttptii'm «•*• tnw-nvwlv

F o r  I V I o r o  I n f o r m a t i o n  Jetry Doll Gim.trc, Protect Director
or Pam Gillam, Project Manager 
USC Center foi Health Services and FY>kv Roseaut> 
Arnold School o l Public I loalth, Cc lumbia, nC 29208 
tel ( 8 0 J I / / /0 3 b 0  o mail gimmextsc edu or 
(jillanii edu



A n d y  is  tw e lv e , a n d  h is  p a re n ts  lo v in g ly  c a ll h im  "stu rd y ," b u t h e  is  c a rry in g  an  

e x tra  4 5  lb s ., w h ic h  m a k e s  h im  c lin ica lly  o b e s e . A lth o u g h  th e y  live in the  b e a u tifu l 

m o u n ta in s  o f  A p p a la ch ia  in W yth e  C o unty , V irginia, the fa m ily  d o e sn 't g e t  m u ch  

e x e rc is e , a n d  m o m  a n d  d ad  a re  a lso  o v e rw e ig h t . The fam ily  d o e sn 't  rea lize  th e y  

a re  c o u rtin g  an  o ften  p re v e n ta b le  d ise a se , ty p e  2  d ia b e te s . D ia b e te s  m e a n s  a 

life t im e  o f  c o n s ta n t  m a n a g e m e n t o f  in su lin  le v e ls , a n d  e v e n  w h e n  "m an a g e d ,"  

d ia b e te s  c a r r ie s  a  h igh  r is k  o f  b lin d n e ss , a m p u ta tio n , a n d  p re m a tu re  d e a th . I f  

A n d y 's  p a re n ts  k n e w  th is , th e y  m ig h t m a ke  life s ty le  c h a n g e s  that c o u ld  p re v e n t 

th is  d is e a s e .

V i r g i n i a  T u r n i n g  P o i n t
N a t u r a l  A l l i e s

In Wythe Count y, the age-adjusted mortal­
ity rate of diabetes as primary cause of death 
is more than tw ice that of the state late. As 
researchers look for reasons for the discrep­
ancy, public health workers are trying to save 
lives w ith  screening and education. For those 
at high risk, like Andy and his family, reasons 
ate not as important as outreach and educa­
tion,

I lealth deportment nurses screen for 
diabetes a l health fairs, and the local hospital 
provides classes for new ly diagnosed diabet 
ics referred by physicians. Unfortunately, you 
won't find Andy's family, or many others who 
are at risk, at a health fair. In 2001, hospital 
and health department staff wore increasingly 
frustrated that despite their efforts diabetes 
hospitalisations and morta lity remained high 
Ibey needed a new outreach strategy

In tho 
meantime, 
tho Virginia 
Center for 
Healthy 
Communi­
ties in 
Richmond, 
an outgrowth 
of tho 
Virginia 
Turning Fbint 

Initiative, was exploring roles that non-public 
hoalth partners could play m improving tho 
health of thoir communities. Constantly on tho 
lookout tor natural allies, tho Center s ta ll 
recogni/cid an untapped rosoutco and ally in 
Wytho County tho business community 
Diabetes can mean many work hours lost to

...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.

illness. Because insurance companies pass the 
higher costs of caring for the chronically ill on to 
the group purchasers, diabetes affects a 
business's bottom line.

In January 2002, the Center's Turning Point 
director. Jeff Wilson, spoke to the W ytheville- 
W ythe-B land Chamber of Commerce. The 
Chamber's executive board members and 
executive director Jennifer Jones quickly saw 
the relationship betweon preventive healtn and 
their in terests.D io Chamber enthusiastically 
formed an alliance w ith public health. Business 
owners would help readi people by opening 
their workplaces to health interventions. W ith 
the local health department and hospital on 
point for service delivery, and the Center 
providing technical assistance, the Chamber is 
leading a social marketing intervention com ­
plete w ith  screenings at worksites, education 
about lowering diabetes risk, and materials 
about preventing and managing diabetes Tho 
Chamber’s new  I loalth Task Force is consider­
ing expanding tho program w ith a physical 
activity or nutrition intervention

Tlu> W ytltoville-Wvtho-B land Chamber of 
Commerce's Health Task Forco k , .ngs together 
business loaders, health oduc; tors from the 
local hoalth department, and n rises from the 
com munity hospital. Their combined vision and 
expertise generates creativo solutions to health 
ptobloms. Tho Virginia Center for Healthy 
Communities links sectors and helps ead i see 
their d is tinct rolo in improving tho public's 
health. By taking the load and lending thoir 
tremendous assets lo  public health, business 
leado is in this pan of Appalachian Virginia arc? 
making a difference for business and Anriyh 
fam ily -  a w inning outcome for all
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A t  A  G l a n c e :  V i r g i n i a  f j f

V Jr^ in ij.^ W  for

rw . . . T . 0 . ,  Healthy CommunitiesAim of V irginia Turning Point ,
T u r n in g  Po in t 's  V ir g in ia  C e n t e i  for H e a l t h y  C o m m u n i t i e s  is  a n  i n d e p e n d e n t ,  n o n p r o f i t  o r g a n iz a t io n  
d e d i c a t e d  to i m p r o v i n g  t h e  h e a l t h  o f  V irg in ia 's  c o m m u n i t i e s .  T h e  C e n t e r  b r i d g e s  th e  g a p  b e t w e e n  
th e  p u b l i c  h e a l t h ,  h e a l t h  car e ,  a n d  b u s i n e s s  s e c t o r s ;  d e m o n s t i a t o -  *he s t r o n g  r e la t i o n s h ip  b e t w e e n  
im p r o v e d  h e a l t h  a n d  e c o n o m i c  p r o s p e r it y ;  a n d  s u p p o r t s  c o l l a b o i  • e fforts  to im p r o v e  h e a l t h . T h e  
C e n t e r 's  m i s s i o n  is  to  s u p p o r t  p u b l ic / p r iv a t e  p a r t n e r s h ip s  that in i : ,  w e  t h e  h e a l t h  o f  lo c a l  c o m m u ­
n it ie s  ty  c o n d u c t i n g  r e s e a r c h  o n  c o m m u n i t y  h e a l t h ,  s h a r in g  in f o r m a t io n  w it h  o r g a n iz a t io n s  a n d  
in d iv id u a l s  i n t e r e s t e d  in  c o m m u n i t y  h e a l t h ,  a n d  p r o v id in g  t e c h n ic a l  a s s i s t a n c e  for lo c a l  c o m m u n i t y  
h e a l t h  i m p r o v e m e n t  efforts. T h e  u l t im a t e  a i m  of  t h e  C e n t e r  is  a  V ir g in ia  w h e r e  e a c h  c o m m u n i t y  
strives to o p t i m i z e  t h e  h e a l t h  a n d  q u a l i t y  o f  life for its c it iz e n s .

V i r g i n i a ' s  P u b l i c  H e a l t h  C h a l l e n g e s
V ir g in ia  is r e s p e c t e d  a s  a  s afe  a n d  h e a l t h y  p l a c e  to livt u u t  t r o u b l in g  s i g n s  a r e  a h e a d  V ir g in ia  
s p e n d s  $ 3 0 0  m i l l i o n  p e r  year to cover in p a t ie n t  t r e a t m e n t  fc r p r e v e n t a b l e  i n j u r i e s . T h e  state  l o s e s  
$ 2 . 8  b i l l io n  a n n u a l l y  in  d irect  m e d i c a l  a n d  ind irec t  c o s t s  r e la t e d  to d i a b e t e s .  M o r e  t h a n  o n e  m i l l i o n  
V ir g in ia n s  a re  w i t h o u t  b a s i c  h e a l t h  in s u r a n c e .  In  just t h e  o a s t  six  y e a r s ,  V ir g in ia ’s  ov e r a l l  h e a l t h  
s t a t u s  h a s  fa l len  f r o m  10 t h  in  t h e  n a t io n  to  1 9 th .

V i r g i n i a T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h

Virginia Turning Point has successfu lly

■ E n g a g e d  t h e  b u s i n e s s  c o m m u n i t y  
w i t h i n  t h e  C o m m o n w e a l t h  o f  V i r g i n i a  i n  
c o m m u n i t y  h e a l t h  i m p r o v e m e n t  a c t iv i ­
t ies ,  s u c h  a s  w o i k p l a c c  d i a b e t e s  
s c r e e n i n g s  a n d  i n t e r v e n t i o n s .

■ D e v e l o p e d  t h e V i r g i n i a  A t l a s  o f  C o m m u ­
n i t y  H e a l t h ,  a n  o n l i n e  p u b l i c l y  a v a i l a b l e  
r e s o u r c e  p r o v i d i n g  z i p - c o d e  l e v e l  d a t a  
a n d  m a p s  d e p i c t i n g  u p  to  t w o  i n d i c a ­
tors  a n d  c a p a b l e  o f  r u n n i n g  r e p o r t s  o n  
h e a l t h  s t a t u s  i n  s p e c i f i c ,  a r e a s  o f  t h o  
state .

■ C o n d u c t e d  t h r e e  B u s i n e s s  R o u n d t a b l e s  
o n  H e a l t h ,  o p p o r t u n i t i e s  for  b u s i n e s s  
l o a d e r s  to  d i a l o g u e  w i t h  p u b l i c  h e a l t h  
o f f i c i a l s ,  h e a l t h  c a r e  p r o v i d e r s ,  e l e c t e d  
o f f i c i a l s ,  a n d  l o c a l  g o v e r n m e n t  p e r s o n n e l  a b o u t  h e a l t h  i s s u e s  f a c i n g  t h e ir  c o m m u n i ­
t i e s .

■ E s t a b l i s h e d  a n  i n d e p e n d e n t  ‘j 0 1 ( c ) 3  c a l l e d  t h u  V i r g i n i a  C o n t c r  for H e a l t h y  C o m n u m i  
t ie s ,  a  s e l f - s u s t a i n i n g  o r g a n i z a t i o n  d e d i c a t e d  to  d e v e l o p i n g  e f f e c t i v e  p u b l i c - p r i v a t e  
p a r t n e r s h i p s  r e f l e c t i n g  d i v e r s e  s e c t o r s  to  i m p r o v e  h e a l t h  for V i r g i n i a n s .

F o r  I V I o r e  I n f o r m a t i o n  Jeff W i l s o n ,  T u r n in g  F b in t  S tr a t e g ic  P l a n n i n g  C o o r d in a t o r
V ir g in ia  D e p a r t m e n t  o l  I Ii a l i l i  
1 0 9  G o v o r n o r  Street ,  13th  F lo o r  
R i c h m o n d ,  V A  2 3 ?  19
tel (80 '1)86;1 70190 m ail (Iwilsonuflydh Virginia g o v

Virginia Atlas of Community Health
i ri■*«!■■■-Mr.aziL j f wn w u  r

4 - » j • v rn  • « j. —. i fprm •-
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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 betw een  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 Turning Point
V Q f e t c h i n g  a  S y s t e m  G r o w

S t a t e  a n d  lo c a l  p u b l i c  h e a l t h  d e p a r t m e n t s ,  
e a d i  w i t h  th e ir  o w n  d is a s t e r  r e s p o n s e  p r o c e d u r e s ,  
r e s p o n d e d  t o  t h e  m o u n t i n g  f l o o d  c o n d i t i o n s .  A s  
part o f  t h e  D i v i s i o n  o f  P u b l i c  H e a l t h  N u r s i n g  a n d  
A d m i n is t r a t io n  at t h e  S t a t e  D e p a r t m e n t  o f  H e a l t h ,  
A m y  a n d  h e r  c o l l e a g u e s  w e r e  to  m a i n t a in  c o n t a c t  
w it h  e a c h  lo c a l  h e a l t h  
d e p a r t m e n t  ( L H D )  in  t h e  
a f f e c t e d  a r e a s ,  a s s e s s  
their n e e d s ,  a n d  p r o v id e  
a s s is t a n c e .  I m m e d i a t e l y  
t h i n g s  s ta r te d  to  g o  
w r o n g .

F irst,  A m y  f o u n d  
h e r s e l f  w i t h o u t  e m e r ­
g e n c y  n u m b e r s  for s o m e  
o f  t h e  L I  I D  staff In  s o m e  
c a s e s  s h o  h a d  to  r e a c h  
t h e m  t h r o u g h  their 
n e i g h b o r s l T h e n ,  th ere  
w a s  a  s t r u g g le  for t e t a n u s  
v a c c i n e .  L o c a l  staff f a c o d  
c r o w d s  o f  p e o p l e  at the ir  d o o r s  d e m a n d i n g  
t e t a n u s  s h o t s  a n d  r e q u e s t e d  a d d i t i o n a l  v a c c i n e .
For  m a n y  it w a s  n o t  m e d i c a l l y  i n d ic a t e d  a n d  s ta t e  
s u p p l i e s  w o r e  le w .  W o r k i n g  r e la t i o n s h ip s  b e t w e e n  
s t a t e  a n d  lo c a l  p u u l i c  h e a l t h  w o r e  s t r a in e d .  R o b s  
a n d  r e s p o n s ib i l i t i e s  w o r e  n o t  c lear ly  d e f i n e d ,  
e fforts  w e r e  d u p l i c a t e d ,  a n d  in  s o m e  c a s e s ,  n o  
o n e  w a s  a s s i g n e d  to crit ica l task s .

A s  t h e  f l o o d  w a t e r s  s u b s i d e d  a n d  t h e  i m m e d i ­
a t e  cr is is  p a s s e d ,  t h e r e  w e r e  m a n y  repa irs  to d o .  
n o t  t h u  le a s t  o f  w h ic h  w a s  in  t h o  p u b l i c  h e a l t h  
s y s t e m ,  To  start w it h ,  s t a t e  a n d  lo c a l  off ic ia ls  
f o u n d  i h o  r e s c h e d u l e d  In v 'tat ion a l  R o u n d t a b l e  o n  
P u b l i c  H e a l t h  a  great  o p p o r t u n i t y  to p l a n  h o w  to 
i m p r o v e  th o ir  e m e r g e n c y  r e s p o n s e  s y s t e m s  w h i l e  
t h e y  f o c u s e d  o n  i m p r o v i n g  thoir w ork  r e la t i o n s h ip  
in  g o n o r o l .

D i d  their  w o rk  to  i m p r o v e  thoir r e la t io n s h ip s  
a n d  c o o r d i n a t e  p r o c e d u r e s  p a y  o f f ?  S u c c e s s  w a s  
cry sta l  c lear  t w o y o a r s  later a s  H u r r ic a n e  I s a b e l l e  
t h r e a t e n e d  t h o  o a s t o r n  p a n h a n d l e  of W e s t V ir g in ia .  
I s a b e l l e ’s  arrival m e a n t  p o t e n t ia l  m a s s  p o w e r

B i l l i
niM* v \  SSm

o u t a g e s ,  f l o o d i n g ,  a n d  h e a v y  w i n d s .  U n l i k e  in  t h e  
2 0 0 1  f l o o d ,  s t a t e  a n d  lo c a l  p u b l i c  h e a l t h  h a n d l e d  
th e  2 0 0 3  e m e r g e n c y  far m o r e  effect ive ly .  T h e  
d is a s t e r  n e t w o r k  w a s  a c t iv a t e d  w it h  c le a r  m e s ­
s a g e s  for c o m m u n i t y  partners .  S ta te  D e p a r t m e n t  
o f  H e a l t h  staff b e g a n  c a l l i n g  a n d  e - m a i l i n g  their

a s s i g n e d  L H D  a g e n ­
c ie s  a b o u t  s p e c i f i c  
p r e p a r a t io n s .  T h e  n ig h t  
b e f o r e  I s a b e l l e  
arr ived, t h e  lo c a l  
h e a lt h  d e p a r t m e n t s  
d is t r ib u t e d  c o m m u n i ­
c a t io n s  m a t e r ia ls  to 
t h e  p r e s s ,  m o v e d  
v a c c i n e s  to fac i l it ies  
w ith  b a c k u p  g e n e r a t o r  
p o w e r ,  a n d  c o n d u c t e d  
lo c a l  e m e r g e n c y  
p l a n n i n g  m e e t i n g s  
w it h  their partner 
a g e n c i e s .  B e s i d e s  t h e  

d i a n g e  in  c o m m u n i c a t i o n  p r o c e d u r e s  a n d  strat­
e g y ,  d istrust  h a d  b e e n  r e p la c e d  w it h  c o n f i d e n c e  
a n d  s u p p o r t .  I n s t e a d  o f  a  state  h e a l t h  d e p a r t m e n t  
e n d  lo c a l  h e a l t h  d e p a r t m e n t s ,  a p u b l i c  h e a l t h  
s y s t e m  h a d  e m e r g e d .  L o c a l s  h a d  t e t a n u s  v a c c i n e  
a v a i l a b le  a n d  k n e w  w h e r e  a d d i t i o n a l  d o s e s  c o u l d  
b o  f o u n d .  T h o  state  h a d  a r r a n g e d  for e v e n  m o r e  
d o s e s  to  b o  s h i p p e d  in  f r o m  o u t  o f  state  if m o r e  
w a s  n e e d e d  b e y o n d  w h a t  h a d  b o o n  g i v e n  to th e  
lo c a l  h e a l t h  d e p a r t m e n t s .

T h o  In v i t a t io n a l  R o u n d t a b f o  o n  P u b l i c  I lo a lt h  
P a r t n e r s h ip s  is  n o w  p a i t  o f  a  f o r m a l  p l a n n i n g  
p r o c e s s  b e t w e e n  t h o  s tate  a n d  lo ca l  p u b l i c  h e a l t h  
a g e n c i e s .  T h e  p r in c ip le s  e s t a b l i s h e d  t h r o u g h  th is  
p r o c e s s  s e r v e  a s  i h o  f r a m e w o r k  for h o w  t h o  parts  
o f  th o  W u s t  V ir g in ia  p u b l i c  h e a l t h  s y s t e m  v\ork 
t o g e t h e r  T h o s o  p r in c ip l e s  d o  n o t  iust  l iv e  o n  a 
s h e lf .  T h o y  p r o v id e  g u i d a n c e  to  t h o  o r g a n is a t io n s  
a t h o y  c o n t i n u e  to i m p r o v e  t h o  w a y  p u b l i c  h o a l t h  agencies w o r k  to g e t h e r ,  n o t  just in  t h o  a re a  o f  
d is a s t e r  r e s p o n s o  b u t  in  e v e r y d a y  p u b l i c  h e a l t h  
f u n c t io n s .
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A t  a  G l a n c e :  V i r g i n i a

A i m  o f  W e s t  V i r g i n i a  T u r n i n g  P o i n t
W e s t V i r g i n i a T u r n i n g  P o in t  f o c u s e s  o n  i m p r o v i n g  t h e  p e r f o r m a n c e  o f  a n d  w o r k in g  r e la t i o n s h ip  
b e t w e e n  state  a n d  lo c a l  g o v e r n m e n t a l  p u b l i c  h e a l t h  a g e n c i e s  in  o r d e r  to  m o r e  effect ive ly  a d d r e s s  
h e a l t h  i s s u e s .  In  a d d i t i o n ,  t h e y  are c r e a t in g  p r o c e s s e s  that m e a s u r e  t h e  p e r f o r m a n c e  a n d  e f f e c t iv e ­
n e s s  o f  p u b l i c  h e a l t h  a c t iv it ie s  t h r o u g h o u t  t h e  state .

W e s t  V i r g i n i a ' s  P u b l i c  H e a l t h  C h a l l e n g e s
W e s t  V ir g in ia  is  t h e  s e c o n d  m o s t  rural state  in  t h e  n a t io n ,  w h i c h  i n c r e a s e s  t h e  i m p o r t a n c e  o f  s t r o n g  
a n d  c o o r d i n a t e d  lo c a l  p a r t n e r s h ip s  In  1997, 34  o f  t h e  4 9  lo c a l  h e a l t h  d e p a r t m e n t s  in  W e s t  V ir g in ia  
w e r e  e x p e r i e n c i n g  s e v e r e  r e d u c t io n  in  s e r v ic e s  a n d  w o r k f o r c e  d u e  to a d r a m a t ic  d e c r e a s e  in  
r e v o n u e a n d  s u p p o r t .  In  a d d i t i o n ,  W e s t  V ir g in ia ’s c o m m u n i c a b l e  d i s e a s e s  w e r e  b e i n g  u n d e r  
r e p o r t e d  a n d  t h e  n e e d  to s t r e n g t h e n  s u r v e i l la n c e  c a p a c it y  h a d  b e e n  i d e n t i f i e d .  P e r h a p s  m o s t  
e s s e n t ia l ,  p u b l i c  h e a l t h  p l a n n i n g  e f f o i  ts h a v e  h is tor ica l ly  l a c k e d  a  f o r m a l  p r o c e s s  for s e t t in g  jo in t  
s h o r t - a n d  lo n g - t e r m  pr ior it ies .

W e s t V i r g i n i a T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  i m p r o v i n g  P u b l i c  H e a l t h

W e s t V i r g i n i a T u r n i n g  P o in t  h a s :

■ R e g u l a r l y  a s s e s s e d  t h e  p e r f o r m a n c e  o f  l o c a l  p u b l i c  h e a l t h  s e r v i c e s  t h r o u g h  a  n e w  
a c c o u n t a b i l i t y  s t r u c t u r e  t h a t  e n s u r e s  W e s t  V i r g i n i a n s  r e c e i v e  s t a n d a r d i z e d  c a r e  a n d  
o n g o i n g  i m p r o v e m e n t s  t o  s e r v ic  s  t h a t  p r o t e c t  t h e i r  h e a l t h .  A  p r i m e  e x a m p l e  is  t h e  
u s e  o f  p e r f o r m a n c e  s t a n d a r d s  a n d  s u r v e i l l a n c e  i n d i c a t o r s  t o  r e d u c e  t h e  t i m e  it 
t a k e s  to  r e c o g n i z e  a  n e w  i n f e c t i o u s  d i s e a s e  o u t b r e a k  i n  W e s t  V i r g i n i a .

■ C o n v e n e d  a c t i v e  p a r t n e r s h i p s  o f  r e p r e s e n t a t i v e s  f r o m  a  v a r ie t y  o l  s e c t o r s  th a t  h a v e  
a  s t a k e  i n  p u b l i c  h e a l t h  at t h o  l o c a l  l e v e l  to  s h a r e  r e s o u r c e s  a n d  d e c i s i o n  m a k i n g  
b a s e d  o n  l o c a l  p r i o r i t i e s

■ S u p p o r t e d  c o m m u n i t y  p a r t n e r s h i p s  i n  d e v e l o p i n g  l o c a l  p o l i c i e s  a n d  r e v i s i n g  
o u t d a t e d  p u b l i c  h e a l t h  c o d e s .

■ S t r e n g t h e n e d  t h o  r e l a t i o n s h i p  b e t w e e n  s t a t e  a n d  l o c a l  p u b l i c  h e a l t h  t h r o u g h  f o r m a l  
w o r k i n g  a g r e e m e n t s  a n d  j o i n t  p l a n n i n g  a n d  a s s e s s m e n t .

■ I n c r e a s e d  t h e  c a p a b i l i t y  o f  t h e  p u b l i c  h e a l t h  w o r k f o r c e  t h r o u g h  t h o  d e v e l o p m e n t  o f  
s t a n d a r d i z e d  j o b  d e s c r i p t i o n s ,  o r i e n t a t i o n  p r o g r a m s ,  a n d  s t r u c t u r e d  t r a i n i n g  t o o l s  
for  p u b l i c  h e a l t h  s taff .

■ I m p r o v e d  p u b l i c  h e a l t h ' s  a b i l i t y  to  track e m e r g i n g  i n f e c t i o u s  d i s e a s e s  b y  d e v e l o p ­
i n g  p e r f o r m a n c e  s t a n d a r d s ,  i n c r e a s i n g  r e g i o n a l  a n d  s t a t e  s taff ,  s t r e n g t h e n i n g  
l a b o r a t o r y  c a p a c i t y ,  a n d  p r o v i d i n g  q u a r t e r l y  t r a i n i n g s ,

F o r  I V l o r o  I n f o r m a t i o n  A m y  A t k in s .  T r a n s i t io n s  C o o r d in a t o r
D i v i s i o n  o f  P u b l i c  I l o a l t h  N u r s i n g  a n d  A d m i n is t r a t io n  
W e s t  V ir g in ia  D e p a r t m e n t  o f  H e a l t h  a n d  I l u m a n  .So i  vice?, 
R o o m  SIT), 3 5 0  C a p i t o l  S t r o m ,  C h a r le s t o n ,  W V 2 5 3 0 1 - 3 7 1 G  
toT (30 4 1  5 5 B - H 8 / 0  e - m a i l  a m y  n t k in s W w v i lh h t  o r g



C on sid er : "There is nothing more difficult to take in hand, more serious to 
conduct, or more uncertain in su ccess  than to take the lead in the introduction of 
a n ew  order of things, because the innovator has for enem ies all who did well 
under the old conditions, and only lukewarm defenders of those who may do well 
in the n e w " (Machiavelli, 1505)

Wisconsin Turning Point
S o c i a l  C h a n g e  i n  A c t i o n

T h i s  fear —lukewarm defenders of those who may do well in the new—  w a s  o n e  of  
s e v e r a l  t r a n s f o r m a t io n  o b s t a c l e s  id e n t i f ie d  b y  a 
s m a l l  g r o u p  o f  in n o v a t o r s  in  1 9 9 8 . T h e y  w e r e  
to ld  t h e y  w e r e  " ov er tak e n  b y  m a d n e s s "  a n d  
i n s t e a d  o f  t r a n s f o r m in g  t h o  p u b l i c  h e a l t h  
s y s t e m  t h e y  w e r e  o n  a  c o u r s e  to  d e s t r o y  it. 
C o n s i d e r  s o m e  o f  t h e  o b s t a c l e s  i h e y  f a c e d .  
A l t h o u g h  p e o p l e  c a r e d  a b o u t  " p u b l i c  health ,"  
t h e y  l a c k e d  c o m m o n  a g r e e m e n t  o n  b a s ic  
d e f i n i t i o n s .  T h e y  la c k e d  a  c o m p e l l i n g  s e t  o f  
s t a t e w i d e  pr ior it ies .  P o l i c i e s ,  p r o g r a m s ,  a n d  
w a y s  o f  t h in k i n g  i m p e d e d  c h a n g e .  P a r t n e r s h ip s  
w e r e  n e e d e d  yet trust w a s  la c k in g .  T h e  f o c u s  
w a s  o n  p r o g r a m s  rather t h a n  o n  t h e  s y s t e m .

T h e  p u b l i c  h e a l t h  s y s t e m  w a s  v i e w e d  a s  
t h o  " c o u n t r y  c o u s in "  to  h e a l t h  car e .  N o  m a t te r  
h o w  h a r d  a n d  h o w  e f j c t iv e  t h e y  w e r e ,  th o  
l a b e l  s tu c k .  P o l ic y  lo a d e r s  v i e w e d  p u b l i c  h e a l t h  
o s  a  p r o g r a m —  n o t  a s  a s y s t e m .  T h e y  v i e w e d  
its pr ior it ies  a s  " e v e r y th in g  b u t  th e  k i t c h e n  
sink." " B a lk a n i / e d  in f o r m a t io n  s y s t e m s ” 
i m p e d e d  h e a l t h  s ta t u s  e v a l u a t i o n .  Ta l l  o r d e r  o f  
( J ia l l e n g e s ?  Y ou  b e t  I B u t  t h e y  h a d  h o p e ,  
i d e a l i s m ,  c o i n a g e ,  a n d  o p p o r t u n i t y . T h o y  d id n 't  
h a v e  a  m o d e l  s o  t h e y  bu i lt  o n e  w it h  thoir 
partners.

T h o  T u r n in g  P o in t  In it iat ive  is  W is c o n s i n ' s  
s t a t e w i d e  p o l i c y  p r o c e s s  for c h n n g o .  It Iras 
p r o d u c e d  a  le g is la t iv e ly  m a n d a t e d  s tate  h e a l t h  
p l a n  ( a n d  i m p l e m e n t a t i o n  p la n ) .  Healthiest Wisconsin 2010: A Partnership Plan to Improre tho Hoalth of tho Fuhllc. T h e  In it iat ive's  w ork  is 
g r o u n d e d  m  s c i o n c o ,  s tra te g ic  p l a n n i n g  q u a l i t y  
a s s u r a n c e ,  a n d  c o l la b o r a t iv e  p a r t n e r s h ip s  It 
i n s p i r o s  a  c o l le c t iv e  c o n s c i o u s n e s s  tf it it 
t a k e s  t h e  w o r k  o l  m a n y  to  im p r o v e  tl o  h o a l t h  
for all

T h e  In it ia t iv e  h a s  b r o u g h t  p o l ic y ,  d a t a ,  
par tn e r s ,  p r o c e s s ,  a n d  m e a s u r e m e n t  in t o  
a l i g n m e n t .  It d ir ect ly  l in k s  Hea'thiest Wisconsin 2)10 to th e  d e p a r t m e n t ' s  S t r a t e g ic  P la n .  It 
c i e a t e d  a f r a m e w o r k — a t r a n s f o r m a t io n a l  
p a t h w a y —  that d e p i c t s  t h e  v is i o n ,  c o r e  f u n c ­
t io n s ,  e s s e n t ia l  s e r v ic e s ,  g o a l s ,  pr ior it ies ,  a n d  
d e s i r e d  o u t c o m e s  ( 1 )  im p r o v e  t h e  h e a l t h  o f  th e  
p u b l i c ,  a n d  (2) i m p r o v e  p u b l i c  h e a l t h  s y s t e m  
c a p a c it y .

A n d  t h e  re s u lts ?  N o w  th o  d e p a r t m e n t  a n d  
its p a r t n e r s  a l i g n  their w ork a n d  f e d e r a l  g r a n t s  to  
t h o  f r a m e w o r k ’s  e s s e n t ia l  set v ic e s ,  g o a l s ,  a n d  
pr ior it ies  M a n y  o l  t h o  partner s  o w n  Healthiest Wisconsin 2010as thoir o w n  p l a n .  L o c a l  h e a l t h  
d e p a r t m e n t s  h a v e  l i n k e d  lo c a l  pr ior it ies  to  t h o  
s t a t o w id e  pr ior it ies .  A n  e x te r n a l  c o m m u n i t y  
g o v e r n a n c e  structure  w a s  f o r m e d  to  m o n it o r  
i m p l e m e n t a t i o n  i n d  c h a m p i o n  tr a n s f o r m a t io n .  
A n d  f inally , W i s c o n s i n ' s  t w o  c o n v e r s i o n  f o u n d a ­
t i o n s  h a v e  f o r m a l ly  g o n e  o n  r e c o r d  to  a w a r d  3 b  
p o r c o n t  o f  th o  total r e s o u r c e s  l o  c o m m u n i t i e s  
w h o  l ink  thoir  gra nt  a p p l i c a t i o n s  l o  th e  pr ior it ies  
o f  Healthiest Wisconsin 2010

4 6



A t  a  G l a n c e :  W i s c o n s i n

A i m  o f  W i s c o n s i n T u r n i n g  P o i n t
W i s c o n s i n T u r n i n g  P o in t  re f le c ts  a  tr a n s f o r m a t io n  in  t h e  w a y  W i s  j n s > n  o p e r a t e s  its p u b l i c  h e a l t h  
s y s t e m  a n d  a d d r e s s e s  its pr ior it ies .  M a i n t a i n i n g  t h e  h e a l t h  o f  t h e  p u b l i c  w a s  o n c e  s o l e ly  id e n t i f i e d  
a s  a  g o v e r n m e n t a l  r e s p o n s ib i l i t y ,  b u t  T u r n in g  P o in t  in  W i s c o n s i n  a i m s  to d e f i n e  m o r e  b r o a d ly  t h e  
r o le s  a n d  r e s p o n s ib i l i t i e s  for i m p r o v in g  t h e  h e a l t h  o f  W i s c o n s i n  c o m m u n i t i e s  a n d  its 5  4 m i l l i o n  
r e s id e n t s .

W i s c o n s i n ' s  P u b l i c  H e a l t h  C h a l l e n g e s
P o o r  a c c e s s  to  h e a l t h  s e r v ic e s ,  i n a d e q u a t e  n u t r it io n ,  e x p o s u r e  to  e n v i r o n m e n t a l  h a z a r d s ,  e m e r g i n g  
in f e c t io u s  d i s e a s e s ,  a n d  o t h e r  i s s u e s  a r e  priority a r e a s  for i n t e r v e n t io n  if W i s c o n s i n ' s  p u b l i c  h e a l t h  
l o a d e r s  are  to i m p r o v e  t h e  h e a l t h  of  W i s c o n s i n  r e s id e n t s .  W i s c o n s i n ' s  p u b l i c  h e a l t h  s y s t e m  m u s t  
b e  r e s t r u c t u r e d  to  e l i m i n a t e  h e a l t h  d is p a r it ie s  a n d  p r o t e c t  a n d  p r o m o t e  t h e  h e a l t h  o f  al l.  N o  o n e  
s e c t o r  c a n  m a x i m i z e  i m p r o v e m e n t s  in  t h e  h e a l t h  o f  W i s c o n s i n  r e s id e n t s ;  m u lt i - s e c t o r  p a r t n e r s h ip s  
f o c u s e d  o n  h e a l t h  p r o m o t i o n  a n d  d i s e a s e  p r e v e n t i o n  a re  c r u c ia l  for s u c c e s s .

W i s c o n s i n T u r n i n g  P o i n t ' s  C o n t r i b u t i o n  t o  I m p r o v i n g  P u b l i c  H e a l t h
W i s c o n s i n  T u r n in g  P o in t  l e d  th e  d e v e l o p m e n t  o f  Healthiest Wisconsin 20iO: A Partnership Plan to Improve the Health of the Public T h i s  s tra teg ic  h e a l t h  p l a n  f o c u s e s  o n  h e a l t h  p r o m o t i o n ,  d i s e a s e  
p r e v e n t i o n ,  a n d  b u i l d i n g  a  s t r o n g  p u b l i c  h e a l t h  s y s t e m  w it h  t h e  partner s .  W i s c o n s i n T u r n i n g  P o in t  is 
a l s o

■  D e v e l o p i n g  p o l i c y  r e c o m m e n d a t i o n s  t o  i m p r o v e  p u b l i c  h e a l t h  l a w s  t h a t  p r o v i d e  
l e g a l  s u p p o r t  fo r  t h e  p r o t e c t i o n  o f  W i s c o n s i n  r e s i d e n t s

■  E n s u r i n g  g o o d  m a n a g e m e n t  o f  r e s o u i  c e s  t h r o u g h  q u a l i t y  a s s u r a n c e  a c t iv i t i e s  w i t h  
p u b l i c  h e a l t h  p a r t n e r s

■ C r e a t i n g  m o d e l  p r a c t ic e s ,  s u c h  a s  a w a r d - w i n n i n g ,  c o u n t y v v i d e  c o a l i t i o n s  for  o a r lv  
c h i l d h o o d  i m m u n i z a t i o n

■ F a c i l i t a t i n g  i n n o v a t i v e  s t a t e ,  f e d e r a l ,  a n d  p r i v a t e  p a r t n e r s h i p s  to  s o l v e  a c c e s s  i s s u e s  
a n d  o t h e r  p u b l i c  h e a l t h  c h a l l e n g e s

■ E x p a n d i n g  a c a d e m i c / c o m m u n i t y  p a r t n e r s h i p s  to  a d v a n c e  h e a l t h  t h r o u g h o u t  t h e  s ta t e

W i s c o n s i n  T u r n i n g  P o i n t ' s  U n i q u e T r a n s f o r m n t i o n n l  F i a m c w o r k  
I n c l u d e s

■ A  s h a r e d  v i s i o n  o f  W i s c o n s i n ’s p u b l i c  h e a l t h  s y s t e m  ( s h a r e d  h y  a l l  p a r t n e r s )
■ C o r o  p r i n c i p l e s  a n d  v a l u e s  ( s o c i a l  j u s t i c e ,  c o m m o n  g o o d ,  a n d  c r e a t i n g  p o s i t i v e  f u t u r e s  

for  a l l )
■ E s t a b l i s h i n g  f i v e  i n f r a s t r u c t u r e  p r i o r i t i e s  a s  t h e  " e n g i n e "  for c o l l e c t i v e  a c t i o n  b y  t h u  

p a r t n e r s
■ O v e r a r c h i n g  g o a l s  o f  e l i m i n a t i n g  h e a l t h  d i s p a r i t i e s ,  p r o m o t i n g  a n d  p r o t e c t i n g  h e a l t h  

for  a l l ,  a n d  t r a n s f o r m i n g  W i s c o n s i n ' s  p u b l i c  h e a l t h  s y s t e m

F o r  M o r  e  I n f o r m a t i o n  M a r g a r e t  S c h m c lz e r ,  S t a l e  I l e a l t h  P l a n  a n d  P u b l i c  • f ea lth  f W . y  O i l "  v
B u r e a u  o f  P u b l i c  H o a l t h  I n f o r m a t i o n  a n d  P l a n n i n g
D i v i s i o n  o f  P u b l i c  I f e a lt h .  D e p a r t m e n t  o f  H i  a lth  a n d  F a m i l y  S e r v i  .< s
1 W e s t  W u s o n  S tr e e t ,  R o o m 2 5 0 ,  M a d i s o n ,  W I  5 3 7 U I - 2 G 5 9
tel ( 6 0 0 )2 5 ( 3  0 8 / / e  m , " I  s c b m i ' i i i u M d h l s  .l. l u  w i  u s
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