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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 392( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY 

Offered: 
Referred: 

Spoosor(s): REPRESENTATIVE HERRON 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26·LS 1528\S 
Mischel 
3/17110 

"An Act establishing a loan repayment program and employment incentive program for 

2 certain health care professionals employed in the state; and providing for an effective 

3 date." 

4 BE IT ENACTED BY THE LEGIS LA TURE OF THE STATE OF ALASKA: 

5 * Section 1. AS 14.43 is amended by adding new sections to read: 

6 Article SA. Health Care Professions Loan Repayment. 

7 Sec. 14.43.430. Loan repayment; purpose. (a) The commission shall repay a 

8 portion of education loans made to eligible tier I and tier II health care professionals 

9 under the health care professions loan repayment and employment incentive program 

10 established in AS 18.29.010 and the loan repayment procedures established under this 

II 

12 

13 

14 

section. 

(b) The Department of Health and Social Services shall administer the health 

care professions loan repayment program under AS 18.29.010 - 18.29.099. The 

commission shall act as a disbursing agent in carrying out the provisions of 
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AS 14.43.430 - 14.43.449. 

(c) Loan repayments under this section shaJl be made with funds appropriated 

by the legislature for that purpose. The loan repayments made under this section do 

not constitute a financial obligation of the corporation. 

Sec. 14.43.435. Eligibility; To be eligible for loan repayment under 

AS 14.43.430, an individual must 

(I) meet eligibility and priority criteria established under 

AS 18.29.030; 

(2) have an unpaid balance on one or more education loans verified by 

10 the commission; and 

II (3) meet other criteria established by the commission. 

12 Sec. 14.43.440. Conditions and limitations on loan payments. (a) A loan 

I3 repayment under AS 14.43.430 - 14.43.449 shaJl be in an amount not to exceed 33.3 

14 percent of the unpaid loan balance existing in the first year of program participation, 

I S multiplied by the percentage of fuJI time equivalent employment for each of up to 

16 three years of qualified employment less a matching loan or incentive amount from an 

17 employer or other entity as determined under AS 18.29.020. 

18 (b) The commission shaJl make a loan repayment under this section in 

19 quarterly instalhilents payable to the lending institution. A loan repayment made under 

20 this section may not exceed the annual benefit amounts established under 

21 AS 18.29.020(b). The commission may not make a loan repayment instaJlment for an 

22 employment period ofless than one calendar quarter. 

23 (c) A loan or interest on a loan is not eligible for repayment under this section 

24 if the loan or interest is eligible for repayment from another source, including another 

2S loan repayment or forgiveness program or an employer-sponsored repayment 

26 program. 

27 Sec. 14.43.449. Definitions. In AS 14.43.430 - 14.43.449, 

28 (I) "qualified employment" has the meaning given in AS 18.29.099; 

29 

30 

31 

physician; 

CSIIB 392( ) 

(2) "tier I health care professional" means a dentist, pharmacist, or 

(3) "tier II health care professional" means a dental hygienist, 

-2-
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registered nurse, certified nurse practitioner, physician assistant, physical therapist, 

2 clinical psychologist, or clinical social worker holding at least a master's degree in 

3 social work. 

4 * Sec. 2. AS 18 is amended by adding a new chapter to read: 

5 Chapter 29. Health Care Professions Loan Repayment and Incentive Program. 

6 Sec. 18.29.010. Health care professions loan repayment and incentive 

7 program; purpose; advisory body. (a) The health care professions loan repayment 

8 . and incentive program is established in the department for the purpose of addressing 

9 the worsening shortage of certain health care professionals in the state by increasing 

10 the number and improving the distribution of health care professionals who provide 

II direct patient care. 

12 (b) The program established under this section must include 

13 (I) loan repayments made under AS 14.43.430 -14.43.449; 

14 (2) direct incentives paid under AS 18.29.020; 

15 (3) procedures for the commissioner's designation and prioritization of 

16 sites eligible for participation in the program; 

17 (4) an application process for participation in the program as 

18 (A) an eligible site; or 

19 (8) a tier I or tier II health care professional; 

20 (5) the dissemination of public information and notices pertinent to the 

program; 21 

22 (6) classification by the commissioner of each eligible site as having 

23 either regular or very hard-to-fill positions, or both; 

24 (7) a lifetime maximum period of six years for participation in the loan 

25 repayment and direct incentive aspects of the program by a tier I or tier II health care 

26 professional; and 

27 (8) annual program evaluations and reports. 

28 (c) Except as provided under AS 14.43.430, the program shall be administered 

29 by the commissioner in consultation with an advisory body appointed by the 

30 commissioner. The advisory body is made up of members with health care expertise, 

31 including expertise in economic issues affecting the hiring and retention of health care 
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professionals in the state. Members of the advisory body serve at the pleasure of the 

2 commissioner to provide recommendations for and oversight and evaluation of all 

3 aspects of the program. The commissioner shall accept a recommendation of the 

4 advisory body on a matter pertaining to the identification and monitoring of areas of 

5 shortages, eligible sites, payment priorities, or evaluation of the program, unless the 

6 commissioner finds, in writing, that the recommendation cannot be financially or 

7 otherwise supported by the department. 

8 Sec. 18.29.020. Direct incentives. (a) The department shall provide direct 

9 incentives in the form of quarterly cash payments to eligible tier I and tier II health 

10 care professionals engaged in qualified employment. The department may not make an 

II incentive payment 

12 (I) before the employment period begins; 

I3 (2) for a period of qualified employment ofless than three months; or 

14 (3) under a contract term that is less than one calendar quarter. 

15 (b) Payments made under this section, when combined with a loan repayment 

16 amount paid under AS 14.43.440, ifany, may not exceed 

17 (I) $35,000 annually for a tier I health care professional employed in a 

18 regular position; 

19 (2) $47,000 annually for a tier I health care professional employed in a 

20 very hard-to-fill position; 

21 (3) $20,000 annually for a tier II health care professional employed in 

22 a regular position; or 

23 (4) $27,000 annually for a tier II health care professional employed in 

24 a very hard-to-fill position. 

25 (c) The commissioner shall calculate the annual incentive payment amount by 

26 multiplying the annual maximum payment under (b) of this section by the percentage 

27 of full time equivalent employment for each of not more than three years of qualified 

28 employment less a matching payment amount as determined under (d) of this section 

29 and loan repayment amount, if any, under AS 14.43.440. 

30 (d) An employer or other entity that employs an eligible tier lor tier II health 

31 care professional at an eligible site shall make nonrefundable quarterly matching 
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payments to the department. The payments must be in an amount that is 

2 (I) not more than halfofthe combined annual incentive payment made 

3 under (c) of this section and the loan repayment amount paid under AS 14.43.440(a), 

4 as determined by the commissioner; and 

5 (2) based on the employer's or entity's ability to pay, as determined by 

6 the commissioner, in consultation with the program advisory body. 

7 (e) A payment made under (d) of this section shall be combined with the 

8 payment made to the professional by the department. 

9 Sec. 18.29.025. Number of participants. (a) The number of participants to 

10 whom the commissioner may provide a direct payment, loan"repayment, or both under 

II the program established under AS .18.29.010 may not exceed 90 participants annually 

12 as described in (b) of this section, regardless of whether the participant is a new or 

13 continuing participant. 

14 (b) The commissioner shall provide direct incentive payments; loan 

15 repayments, or both, to not fewer than three participants employed in very hard-to-fill 

16 positions at an eligible site in each of the IO tier I and tier II health care professions. 

17 Sec. 18.29.030. Eligibility and priority. (a) To be eligible for a direct 

18 incentive payment under AS 18.29.020, an individual shall 

19 (I) submit an application on a form approved by the commissioner; 

20 (2) be engaged in qualified employment; 

21 (3) be licensed as a tier lor tier II health care professional in the state 

22 within 90 days after the first day of employment; 

23 

24 

(4) meet a priority for payment established under (b) of this section; 

and 

25 (5) meet other criteria established by the commissioner. 

26 (b) The commissioner shaIl establish priorities for payment of a loan and 

27 incentive under the program based on the recommendations of the program advisory 

28 body and the availability of funding. The commissionershaIl prioritize eligible sites 

29 based on the percentage of patients treated at the site who 

30 (I) are uninsured; 

31 (2) have or are eligible for medical assistance or Medicare coverage; or 
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(3) have or are eligible for other federal health program benefits. 

Sec. 18.29.099. Definitions. In AS 18.29.010- 18.29.099, 

(I) "commissioner" means the commissioner of health and social 

services; 

2 

3 

4 

5 

6 

(2) "department" means the Department of Health and Social Services; 

(3) "eligible site" means a service area or health care facility that the 

7 commissioner has designated as lo~ated in a health care services shortage area based 

8 on a needs assessment and employment statistics for qualified tier I or tier II health 

9 care professionals; 

10 (4) "program" means the health care professions loan repayment and 

II incentive program; 

12 (5) "qualified employment" means employment of a tier I or tier II 

13 health care professional at an eligible site at which the health careprofessional is hired 

14 and paid to work 

15 (A) in a full·time or not less thail half·time position; 

16 , (8) for a contract term that is not less than three years; and 

17 (C) not less than 50 percent time on direct patient health care 

18 services; 

19 (6) "tier I health care professional" means a dentist, pharmacist, or 

20 physician; 

21 (7) "tier II health care professional" means a dental hygienist, 

22 registered nurse, certified nurse practitioner, physician assistant, physical therapist, 

23 clinical psychologist, or clinical social worker holding at least a master's degree in 

24 social work. 

25 * Sec. 3. This Act takes effect immediately under AS 01.1 0.070( c). 

CSHB 392( ) .6-
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Talking Points HB 392: Loan Repayment and Direct Incentives for Certain Medical Providers 

• Financial incentives of various types-loan repayment, moving costs, housing 
assistance and tax breaks-can influence a provider's decision to practice in Alaska. 

• Research on support-for-service programs indicate that these programs bring health 
care providers to needy communities where they remain in practice for many years. Of 
all types of programs, loan repayment and direct financial incentives that target the 
practitioner after training show the broadest success. 1 

• HB 392 establishes in the Dept. of Health and Social Services a loan repayment and 
incentive program for medical providers who serve in health care shortage areas in 
Alaska. 

• This bill will provide a combination of loan repayment or cash incentives for up to 90 
applicants per year in 10 different health care occupations that fall into tier I or tier" 
categories. 

• Tier-1 includes dentists, pharmacists, and physicians (MD and DO); and Tier-2 
includes dental hygienists, nurse practitioners, nurses (RN), physical therapists, 
physician assistants, psychologists, and clinical social workers (LCSW). 

• The amount of monetary incentive will vary with each slot, according to the category of 
healthcare provided and the location. The Commissioner, based on a needs 
assessment and employment statistics, designates sites as very hard-to-fill or regular. 

• 30 slots each are reserved for very hard-to-fill sites and regular sites and 30 slots can 
be assigned to either category at the discretion of the Commissioner. 

• Priority will be given to sites that treat patients who are uninsured and who have 
medical assistance or Medicare coverage. 

• The combination of loan repayment and incentives cannot exceed $47,000 at a very 
hard-to-fill site and $35,000 at a regular site for a tier I medical provider. 

• For a tier" provider the maximum is up to $27,000 per year for three years at a very 
hard-to-fill site and up to $20,000 per year for three years at a regular site. 

• HB 392 will be one of the only programs that would allow incentives to mid-career 
professionals and thus will be a powerful recruitment tool. Forty-four states have 
"support-for-service programs" and Alaska cannot compete with these states when 
attempting to recruit health care professionals. 

• Once HB 392 goes into effect, it will immediately begin to remedy the shortage of 
health care professionals within the state of Alaska. In combination with current 
programs aimed at students, e.g. WWAMI, we can greatly enhance the availability of 
medical services in our underserved areas, getting this important population the 
access to health care that they deserve. 

1 Donald E. Path man, M.D., et ai, Outcomes of States' Scholarship, Loon Repayment, and Related Programs for Physicians, 
Medical Care, Vo. 42, No.6, Juneau 2004, p. 567 
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SARAH PALIN, GOVERNOR 

DEPT. OF HEALTH &: SOCIAL SERVICFS l 
l 

P.D. BOX 110693 
JUNEAU, ALASKA 99811-0693 

Alaska Commission on Aging 
March 18, 2010 

The Honorable Wes Keller, Co-Chair 
House Health and Social Services Committee 
Alaska Capitol, Room 13 
Juneau, AK 99801-1182 

The Honorable Bob Herron, Co-Chair 
House Health and Social Services Committee 
Alaska State Capitol, Room 411 
Juneau, AK 99801-1182 

! 
! 

PHONE' (907) 465-3250 
FAX: (907) 465-1398 

Subject: Support for HB 392, Incentives for Certain Medical Providers 

Dear Chair Keller and Chair Herron: 

The Alaska Commission on Aging (ACoA) encourages support for HB 392 by the House HSS Committee, a bill to 
establish a loan repayment program to build Alaska's health care workforce by increasing the recruitment and 
retention of targeted health care professionals in urban and rural, underserved communities. This bill is authored by 
Representative Bob Herron. 

Alaska, as with the rest of the nation, is experiencing a shortage of health care workers as fewer students are 
entering the health care profession and many of those already working in health c'are are preparing for retirement 
Alaska is one of five states that does not offer a state-sponsored loan repayment program for health care 
professions. As a result, our hospitals, clinics, and communities lose potential health care workers to other states 
that incentivize their workforce with loan repayment programs. 

Access to quality health care is a priority for all Alaskans and a critical need for people age 65 years and older. 
Older Alaskans benefit from regular health care services which enhance their overall health and decrease the need 
for more expensive, intensive treatment and emergency visits. 

Alaska continues to lead all states with the fastest growing senior population currently comprising about 12 percent 
of our state's population and is projected to increase by five to six percent each year until 2020. The graying of 
Alaska's population is creating substantial shifts for workforce, particularly in the health care and long-term support 
service sectors, as demand increases and providers are reaching retirement age. If older Alaskans are unable to 
find a health care provider, they may be forced to leave the state in search of access to health care professionals. 
As a result, Alaska could suffer from a loss of retirees, who contribute more than $1.7 billion to the state's economy 
in addition to their significant volunteer service, caregiving activities, and community leadership. 

ACoA supports HB 392 and believes that the proposed legislation will help to build a qualified health care workforce 
who will be available to meet the health care needs of older Alaskans. Please feel free to contact Denise Daniello, 
ACoA's executive director, by phone (465-4879) or email (denise.daniello@alaska.gov) should you have questions 
or require additional information about our position. Thank you. 

Sin~ ...-/~ 
~0.J-&.L. 

Sharon Howerton-Clark 
Chair, Alaska Commission on Aging 

Cc: 

3800 

Representative Tammie Wilson, Vice-Chair 
Representative Bob Lynn 
Representative Paul Seaton 

·Cc: 

. •. Sincerely;----. _ . / '\/ . IL . . i 

\hu.~~~·;~ 
Denise Daniello 
ACoA Executive Director 

Representative Sharon Cissna 
Representative Lindsey Holmes 
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From: donotreply@votervoice.net [mailto:donotreply@votervoice.net] 
Sent: Thursday, March 18, 2ele 11:4e AM 
To: Ann Ehret 
Subject: Confirmation of: HB 392 - Loan repayment 

"'Please do not reply to this email--this confirmation simply lets you know 
that your message was sent.'" 

Your message has been sent to the following recipients: 
• Representative Paul Seaton 
• Representative Sharon Cissna 
• Representative Wes Keller 
• Representative Bob Herron 
• Representative Lindsey Holmes 
• Representative Bob Lynn 
• Representative Tammie Wilson 

The content of your message is as follows: 

Dear [The message(s) you sent had each recipient's name here]: 

I am writing to urge you to support this legislation for the loan 
repayment and incentive program in Alaska. As a physician who works 
75% time in the Aleutians I am not eligible for federal loan repayment 
toward my $150,000.00 medical school loans. After three years in our ~ 
community health center at a average salary, I am no longer 
financially able to sustain the cost of living, monthly loan payments 
without loan repayment of some sort. I am seriously considering moving 
out of state to obtain more flexibility in the reimbursement options. 
If this legislation passes, I will stay in Alaska to provide rural 
primary care to under served populations. 

Sincerely, 

Dr. Ann Nora Ehret 



Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

Marguerite Stetson [mstets01@alaska.edu] 
Thursday, March 18, 2010 11 :29 AM 
Rob Earl 
Health Care Loans to providers 

As I understand it, this HB 392 would provide loans to providers in order to attract more 
providers to Alaska. 

It is apparent that there is a problem now in accessing care when you are on Medicare. 

I would support this bill to help ease the problem of care. 

Sincerely, 

Marguerite Stetson 
1810 Ponds Cir 
Anchorage, AK 99507 
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Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

Heather Goecke [hgoecke@scf.cc] 
Thursday, March 18, 2010 10:55 AM 
Rob Earl 
HB 392 

Alaska needs to establish a Loan Repayment & Incentive Program so we can recruit and retain 
the providers we need and to help solve the shortage problem. 

Average debt for occupations - especially tier 1: range 1ee,eee to 4ee,eee (like a mortgage!) 

Cost of doing nothing? Economics of no action: 
- Without action, ongoing recruitment costs and high locum tenens costs due to high turnover 
and length of vacancies will continue to increase health care costs in Alaska 
- Without action, Alaska will continue to trend toward a public health crisis in pockets of 
the state 
- Without action, Alaska can expect increased ER use, increased Medivac use, increased 
Medicaid travel costs, and increased costs associated with chronic disease 

Sincerely, 

Heather Goecke 
4e4e N Preston Ave 
Wasilla, AK 99654 

3803 
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Representative Bob Herron 
Rep. Bob. Herron@legis.state.ak.us 

State Capitol· Juneau, Alaska 99801-1182 
Phone: (907) 465-4942 • Fax: (907) 465-4589 

House Distrid 38 
Kuskokwim & Johnson Rivers 
Kuskokwim Bay & Nelson Island 

Akiachak 

Akiak 

Atmautluak 

Bethel 

Chefornak 

Eek 

Goodnews Bay 

Kasigluk 

Kipnuk 

Kongiganak 

Kwethluk 

Kwigillingok 

lower Kalskag 

Mekoryuk 

Mertarvik 

Napakiak 

Napaskiak 

Newtok 

Nightmute 

Nunapitchuk 

Oscarville 

Platinum 

Quinhagak 

Toksook Bay 

Tuluksak 

Tununak 

Tuntutuliak 

Uppe, Kalskag 

3804 

House Bill 392 Loan Repayment and Incentives for Certain Medical 
Providers 

Version 26-LS 1528\R 

SPONSOR STATEMENT 

House Bill 392 establishes a loan repayment and direct incentive program in the 
Department of Health and Social Services (DHSS), for certain health care 
professionals employed in the state of Alaska. The goals of the program are to 
increase the quality and quantity of medical services in underserved regions using a 
combination of loan repayment and direct monetary incentives to recruit and retain 
experienced health care professionals. 

Alaska has long faced a heath care provider shortage that is expected to worsen. 
The lack of health care providers is apparent not only in urban regions but also in 
rural communities where it is especially difficult to recruit health care practitioners. 
The intent of HB 392 is to create a competent and competitive workforce that has 
the experience necessary to serve our citizens. 

HB 392 is one of the only programs that would allow incentives to mid-career 
professionals and thus will be a powerful recruitment tool. Forty-four states have 
"support-for-service programs" and Alaska cannot compete with these states when 
attempting to recruit health care professionals. HB 392 is a much-needed solution to 
our shortage of health care professionals because the bill will allow for the 
employment of up to 90 participants in any given year. 

DHSS would run the program and serve as the fiscal agent making quarterly loan 
payments directly to eligible lenders and incentive payments directly to practitioners 
from 10 different heath care occupations. 

The amount of loan repayment and/or direct incentive payment would depend on the 
location of the position and the category of health care provided. There are currently 
two tiers of practitioners: Tier-1 includes dentists, pharmacists, physicians (MD and 
DO); and Tier-2 includes dental hygienists, nurse practitioners, nurses (RN), 
physical therapists, physician assistants, psychologists, and social workers (LCSW). 

A provider in Tier-1 who serves in a designated "very-hard-to-fill" position could 
receive up to an extra $47,000 and in a "regular" position an extra $35,000 per year 
for up to three years. A provider in Tier-2 who serves in a designated "very-hard-to­
fill" position could receive up to an extra $27,000 and.in a "regular" position an extra 
$20,000 per year for up to three years. 



Representative Bob Herron 
Rep. Bob. Herron@legis.stote.ak.us 

State Capitol· Juneau, Alaska 99801-1182 
Phone: (907) 465-4942 • Fax: (907) 465-4589 

House District 38 
Kuskokwim & Johnson Rivers 
Kuskokwim Bay & Nelson Island 

Akiachak 

Akiak 

Atmautluak 

Bethel 

Chefornak 

Eek 

Goodnews Bay 

Kasigluk 

Kipnuk 

Kongiganak 

Kwethluk 

Kwigillingok 

lower Kalskag 

Mekoryuk 

Mertarvik 

Napakiak 
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Newtok 

Nightmute 

Nunapitchuk 

Oscarville 

Platinum 

Quinhagak 

Toksook Bay 

Tuluksak 

Tununak 

Tuntutuliak 

Upper Kalskag 
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To address the shortage of health care providers in rural areas 30 of the 90 slots 
would be reserved for "very-hard-to-fill" positions, which are designated by the 
Commissioner of Health and Social Services based upon a needs assessment and 
employment statistics for Tier-1 and Tier-2 health care professionals. 

Once HB 392 goes into effect, it will immediately begin to remedy the shortage of 
health care professionals within the state of Alaska. In combination with current 
programs aimed at students, e.g. WWAMI, we can greatly enhance the availability of 
medical services in our underserved areas, getting this important population the 
access to health care that they deserve. 
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(907) 465-3867 or 465-2450 
FAX (907) 465-2029 
Mail Stop 3101 

LEGAL SERVICES 
DIVISION OF LEGAL AND RESEARCH SERVICES 

LEGISLATIVE AFFAIRS AGENCY 
STATE OF ALASKA State Capitol 

Juneau, Alaska 99801-1182 
Deliveries to: 129 6th St., Rm. 329 

MEMORANDUM March 11,2010 

SUBJECT: 

TO: 

FROM: 

Sectional Summary (HB 392; Work Order No. 26-LS IS28\R) 

Representative Bob Herron 
Attn: Nikoosh Carlo 

Jean M. Mischel ~ 
Legislative counJ V' 

You have requested a sectional summary of the above-described bill. 

As a preliminary matter, note that a sectional summary of a bill should not be considered 
an authoritative interpretation of the bill and the bill itself is the best statement of its 
contents. If you would like an interpretation of the bill as it may apply to a particular set 

.of.circumstances, please advise. 

Section 1. Requires the Alaska Commission on Postsecondary Education to repay 
education loans made to health care professionals, as defined, under eligibility criteria 
estabiished in sec. 2. Specifies that the loan repayment obligation is not a financial 
obligation of the corporation. Provides for quarterly payments based on the fulfillment of 
qualified employment at eligible sites located in the state. 

Section 2. Establishes the health care professions loan repayment and incentive program 
in the Department of Health and Social Services for the purpose of addressing a shortage 
of certain health care professionals in the state and for improving the distribution of those 
professionals. Requires the commissioner of health and social services to administer the 
program, to designate and prioritize eligible employment sites, and to monitor the 
program in consultation with an advisory body established under this section. Provides 
for maximum combined loan repayment and employment incentives based on the type of 
employment. 

Section 3. Provides for an immediate effective date for the bill. 

JMM:med 
10-036.med 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: HB392 
o Publish Date: 

Health & Social Services Identifier (file name): HB 392·DHSS·MAA·03·18·10 Dept. Affected: 
-T-itl-e----'---'---I:""n-ce-n"':ti:""ve-s-fo:-r -=C-e-rta-:;-n7M:-e-d:-;ca-:-1 P=-ro-:-v;:""de-rs-----RDU -----H-e.-I-Ih-C-.-r-e-s-e-rv-;ce-s-----

____ -=======================Component Medical Assistance Administration 
Herron Sponsor 

Requester __________ H.;.OU.;.se;,...H_S;,.S'-_________ Component Number 

ExpendlturesJRevenues 
Note· Amounts do not include inflation unless otherwise noted below 

""P-.!'ropriSIIon 
Required 

OPERATING EXPENDITURES FY 2011 
Personal Services 89.3 
Travel 6.0 
Contractual 2,777.4 
Supplies 2.0 
Equipment 7.6 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 2,882.3 

CAPITAL EXPENDITURES 

[CHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 2,036.3 
1004 GF 167.3 
1005 GF/Program Receipts 678.7 
1037 GFlMental Health 
Other Interagency Receipts 

TOTAL 2,882,3 

Estimate of any current year (FY2010) cost: 

POSITIONS 

IFulI.ume 
Part·time 
Temporary 

1.0 

ANALYSIS: (Attach a separate page if MCeSS8fY) 

FY 2011 

0.0 

I 

I 

0.0 

(Thousands of Dollars) 

Information 

FY 2012 FY 2013 FY 2014 
89.3 89.3 89.3 
6.0 6.0 6.0 

2,742.4 2742.4 2,742.4 
2.0 2.0 2.0 

2,839,7 2,839.7 2,839.7 

I 

I 

(Thousands of Dollars) 

2,036.3 2,036.2 2,036.2 

124.7 124.7 124.7 
678.7 678.8 678.8 

2839,7 2,839,7 2,839.7 

242 

FY 2015 
89.3 
6.0 

2,742.4 
2.0 

2,839,7 

I I 

I 

2,036.2 
124.7 
678.8 

2,839,7 

11 

HB 392 creates a loan repayment program for identified health professional occupations and provides for cash 
incentives for eligible health professionals engaged in qualified employment. The intent of the legislation is to 
"address the worsening shortage of certain health care professionals in the state by increasing the number and 
improving the distribution of health care professionals who provide direct patient care." 
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Division of Health Care Services estimates that it will need a total of 1 FTE to fully administer the loan repayment and employment 
incentive programs. 

(continued on next page) 
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STATE OF ALASKA 

2010 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

Health Care Professions loan Repayment & Incentive Program 

BILL NO. HB392 
---'----'-----

The Division assumes it will need $2,715.0 for practitioner payments in FY2011. This funding will be used for either practitioner 
payments as cash incentives, or payments to lender institutions for loan repayments, or there can be a combination of the two 
types of payments. Maximum payments established for any combination of loan repayment and cash incentive are: $35.0 
annually for tier I health care professionals employed in "regular" positions; $47.0 annually for tier I health care professionals 
employed in "very hard-ta-fiJl" positions; $20.0 annually for tier II health care professionals employed in "regular" positions; and 
$27.0 annually for tier II health care professionals employed in "very hard-to-fill" positions. The need for $2,715.0 in FY2011 
assumes the following: 

Tier I 27 Practitioners $1,161.0 (assumes 9 participants from each of 3 types comprising tier I at $387.0 for each type) 
Tier II 63 Practitioners $1.554.0 (assumes 9 participants from each of 7 types comprising tier II at $222.0 for each type) 
Total 90 Practitioners $2,715.0 

The Division assumes the employing entities will provide 25% of the $2,715.0 as contributing match as specified in HB392. 
Therefore, the expected GF match is $2,036.3 The match for the employing entities is $678.7. 

Incentive payments are available to professionals for up to 3 years of qualified employment with a lifetime maximum 
participation of six years in the loan repayment and direct incentives aspects of the program by a tier I or tier II health care 
professional. The total number of participants in the program may not exceed 90 participants annually, regardless of whether 
the participant is a new or continuing participant. 

On the fiscal note, the payments for practitioners will be paid from the contractual line: 

Item FY2011 FY2012 FY2013 FY2014 FY2015 FY2016 
Practitioner Payments $2,715.0 $2,715.0 $2,715.0 $2,715.0 $2,715.0 $2,715.0 
Evaluation Contract $ 18.0 $ 18.0 $ 18.0 $ 18.0 $ 18.0 $ 18.0 
Staff Contractual Costs $ 9.4 $ 9.4 $ 9.4 $ 9.4 $ 9.4 $ 9.4 
ACPE Software ~ 35.0 ~ ~ ~ S ~ 

Total: $2,777.4 $2,742.4 $2,742.4 $2,742.4 $2,742.4 $2,742.4 

Administrative Costs 
1 Health Program Manager II, $89.3 (includes fringe benefits). Assumes $9.4 per FTE annually for office space, phones, and other 
contractual costs; $2.6 one time costs per FTE for computers and software; $5.0 one time costs per FTE for office equipment; 
$2.0 per FTE annually for supplies; $6.0 per year for travel; $18.0 each year for a program evaluation contract. 

Health Program Manager II. 
This position will serve as lead program manager for the loan repayment and employment incentive program and will: establish 
procedures for the commissioner's deSignation and prioritization of sites eligible for participation in the program, develop the 
application process for participation in the program for sites and professionals, develop and disseminate public information and 
notices pertinent to the program, lead the development of the methodology and procedures for classifying each eligible site as 
having either regular or very hard-to-fill pOSitions, prepare annual reports that document the successes and challenges of the 
program, facilitate the creation of and ongoing work of the advisory committee, and establish procedures and manage the 
employer contribution portion of the program. 

Assumes one time costs of $35.0 for contractual services/software development for Alaska Commission on Postsecondary 
Education (ACPE). 

ACPE will facilitate the disbursement of the loan repayment benefit. It will not be the budgetary agency for requesting and 
receiving the funds. After HCS selects program participants, ACPE will verify the existence of their qualifying education debt, and, 
on a periodic basis, transmit the appropriate benefit amount to the individual's lender. 
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Health Professional ShortaQe Area tHPSA) and Medicallv Underserved Areas and PODulations IMUAlMUPl Listina 3/2009 

(Usting does not include the automatic Primary Care HPSAs for AJaska Native Tribal Populations, which are available to meet designaoon requirements) 

. MUP 

C4:1nsus AruI8orough Primary Care HPSA Denh.IHPSA Mtnh.1 He"hh HPSA "UA (Medically Underserve<i 
(Medically Underse!'Ved Population per 

"""J ' Govemor's Request) 

013 - Aleutians East Borough yes yes yes y 
016 - Aleutians West Census Area yes yes yes y 
020 - Anchorage Borough CHC CHC CHC y (North) 

CHC (applied for 
050 - Bethel Census Area yes geographic DHPSA) yes y 
060 - Bristol Bay Borough CHC yes appliedlCHC y 
068 - Denali Borough yes applied; CHC site yes y 

applied for 
070 - Dillingham Census Area only AN; CHC shortly yes geographic; CHC y 

CHC;applying for 
090 - Fairbanks North Star Borough low income low income CHC y 
1 00 ~ Haines Borough CHC yes y 
11 0 ~ Juneau Borough 

CHC; Seward subarea 
122 ~ Kenai Peninsula Borough CHC CHC isMHPSA Y 
130 ~ Ketchjkan Gateway Borough -
150 ~ Kodiak Island Borough CHC CHC CHC Y 
164 ~ Lake and Peninsula Borough yes yes yes y 
170 ~ Matanuska~Susitna Borough yes (north); 2 CHCs yes (north); 2 CHCs 2CHCs Y 
180 ~ Nome Census Area yes yes yes y 
185 ~ North Slope Borough yes yes yes y 
188 ~ Northwest Arctic Borough yes yes yes y 

, 
201 ~ Prince of Wales-Outer Ketchikan Census Area CHC (lost gee) CHC CHC Y 
220 - Sitka Borough 
232 - Skagway~Hoonah~Angoon Census Area yes yes yes y 
240 ~ Southeast Fairbanks Census Area yes y 

Cordova geo (and 
CHC); CHC Copper y part (Copper y part 

261 ~ Valdez~Cordova Census Area Valley 2CHCs 2CHCs Valley) (Cordova: Whittier) 
270 - Wade Hampton Census Area yes yes yes y 
280 - Wrangell-Petersburg Census Area CHC CHC yes y 
282 - Yakutat Borough yes yes CHC y 
290 - Yukon~Koyukuk Census Area yes yes yes y 
data from www.hrsa.govMarch3,2oo9 
... ttp:/Iwww.hpsafind.hrsa.gov/HPSASearc .... aspll 

Health Professional Shortagl: Areas (HPSAs) are designated by HRSA as "'al/ing s"'ortages of primary medical care, dental or mental health prol/iders and may be geographic (a county or service 
area), demographic Ilow income population) or institutional (comprehensive health center, federally qualified "'ealt'" center or other public facility). 
Medically Unde~erved Areas/Populations are areas or populations designated by HRSA as hal/ing: too few primary care prol/iders, high infant mortality, high pol/erty and/or hig'" elderly 

population. 

USOHHS HRSA: More about shortage areas Alaska Primary Ca re Office i nformation: http://www.hss.state.ak.us/dph/healthplanning/primarycare/PC.Home.htm 

"Ves" in HPSA columns means there is a "geographic" HPSA designatuion approl/ed by HRSA Office of Shortage Designation, for a11 or part of t"'e census area or borough. 
"CHC- indicates there is at least one Community Health Center with automatice HPSA designation. Where geographic HPSAs el(ist, the geographic area 5.COre is generally higher than the CHC 

score. Most of the areas with geographic designations also hal/e CHCs in one or more sites within the census area or borough. . 

Prepared by Health Planning and Systems Development Section, Health Care Services, Alaska Department of Health and Social Services 3/19/2009 
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Key Findings: Alaska is confronted by severe 
shortages of professional health workers, primarily in 
high-level primary care occupations Ihat inclllde 
Family Plry,"'icialt, General luter"ist, Critical Care 
Nurse, Nurse Case Mallager, Family Nllf.';e 
Practitioner, Physician Assisfollt, Pharmacist, 

BACKGROUND 

, Alaska is confronted by a "perfect storm" of 
health professional shortages. The state has long 
suffered from a deficient "supply side" 
characterized by insufficient numbers of key 
health workers whose recruitment, retention and 
training have been impeded by Alaska's 
remoteness, harsh climate. rural isolation, low 
population density and scarce training resources. 
Now exacerbating this already difficult situation is 
u burgeoning "demand side" for increased health 
services for a steadily growing and aging 
population. The health services industry is the 
fastest growing sector of Alaska's economy, 
emp loying over 7% of the state workforce. 

: I 

METHODOLOGIES 

The key questions this study sought to answer 
were: What health occupations were at this time 
most critically affected by sh0l1ages? Exactly how 
many budgeted positions existed and how many of 
these currently remained unfilled? Where were 
these vacancies regionally and in what types of 
organizations? \Vhat did employers perceive to be 
the major underlying causes of their vacancies? 
How many new trainees/graduates could the job 
market actually absorb annually and how many 
organizations could absorb them? 

Four hundred seventy-six (476) purposively 
sampled Alaska health service organizations of all 
types responded to the study survey (Fib'llre I), 
Survey data was used to generate estimates of 
positions and vacancies for the entire state of 
Alaska. 

j: 

!. 

Dentist, PhysicallOccltpatiollal/Speech Therapist, 
and Behavioral Healtlr occupations, Shortages in RNs 
and Allied Healtlr are much less acute. Most affected 
are rllral areas and Tribal Health Organizations, 
though growth-driven high vacancy rates affect the 
Anchorage·Matsll region as well. 

Dental 

KEY FINDINGS 

Full Sample 
(n=4761 

Behavioral 
rr,ea"'",23, 

5% 
Labs, 15, 3% 

9, 
2% 

Pharmacies, 
_.-- 37,8% 

Nursing 
Homes, 18, 

4% 

Tribal Health 

Districts, 26, Orgs, 31, 7% 

5% 

Figure 1 

The findings confirm and quantify the trends cited in 
recent studIes and accumulating anecdotal evidence: 
despite the recent progress in training and deploying 
health personnel, such as Registered Nurses, critical 
shortages persist (Tables 1,2). 

The situation for key primary care occupations -
Family Physician, General Internist, Nurse 
Practitioner, and Physician Assistant - was troubling, 
particularly in the rural areas, with numerous estimated 
vacancies and high estimated state "'Bcancy mtes between 
15% and 20%, 

Though vacancies for Psychiatrists were not 
numerous, they were particularly in demand (19,0% 
estimated vacancy rate) and difficult to recruit (mean 
vacancy length of34.5 months), 

This study Ht?S fimded by the Office qf Associate VPlor Health, Universily oj Alaska Anchorage. through Center/or Disea'te 
C0111rol and Prevention grant #5-H755-DP024673, and by the Alaska Mental Health Tlllsf Authorily. 
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The national Pharmacist shortage has hit 
Alaska hard and affects every region, with 
high estimated vacancy numbers (98), and an 
estimated vacancy rate of23. 7%. 

Table 1. Occupational Groups 

Therapists of all kinds - Physical, 
Occupational, Speech, and Speech­
Language Pathologists - were in short 
supply, with estimated vacancy rates ranging 
from 15.6% to 29.3%. No part of the state 
escaped the shortage..c;; vacancy rates were 
most acute in rural areas, but numerically 
high in the Anchorage Mat-Su region. 

High numbers of vacancies and high 
vacancy rates were reported for key 
specialized nursing occupations, particularly 
for Nurse Case Manager, Family Nurse 
Practitioner, and Critical Care Nursc. 
These appeared to be the cun'ent areas of 
most critical shortage in nursing. 

',-, 

Occ_u~lltion~FGro~ps,., 

! , 
- - -_. , 

All Occunatiomi 
PlWSlcians -
Professional Nurses 

; Other Nursinrr Staff 
Professions! Therapists 

. Behavioral Henlth .. 
All ied Health 

'_ Public'Heaithl"Nutrition 
Other Primary Care (PA 
& CHAP) 
~Manaiers. , , 
Health Information! 
Reimbursement 

Study Samp.lc " t' "State-Estimate 
" n""'6) , .. . , 

·1 , 

~ ~' . b> : • ~' 
c 'll • '0 I ~,~ 
.~ '. I ;;~ . <.~ • , ~f;;; ... 0 • ~ u, 1;: ." u 

'0 '" •. > t-
o 0' > .. > , "' > !, 

, ,~ , c 
1M 158 1866 10.3% 34738 3529 10.2% 

730 109 14~9% ,1931' 226 11.7% 

4202 462 11.0"10 7139 696 9.8% 

'J.769- 1J5 7.6%" , ,1762 1\.1 '6.3% 

1240 217 17.5% 2281 404 17.7% 

2938 .327 
, 

lil.l% . ,7450 f033: ' 13.90/. 

3209 291 9.1% 5523 434 7.9% 

' ,154, :18 , 11.-7% 189 i ND ,ND' 

759 132 17.4% 1067 19' 18.5% 

1337 '69 5.2%· 2947, 160 '5.4% 

1816 106 5.8% 4451 253 5.7% 

The estimated Registered Nurse 
vacancy rate was moderate (8.0%), but this masked 
10% rates in hospitals and tribal health organizations, 
and an estimated rural rate of 16.1 %. 

While the estimated vacancy rate for Dentist 
was 10.3%, this masked a 15.3% estimated rural rate 
and a very high 42.0% rate for tribal health 
organizations, which had 39% of estimated Dentist 
vacancies. 

In the Behavioral Health occupational group, the 
most acute shortages - with both extremely high 
vacancy numbers and high vacancy rates - appeared to 
be among Human Services Workers, In addition, 
overall estimated Behavioral Health occupation 
vacancies were extremely numerous (1033), around 
29% of all estimated vacancies - more than any other 
occupational group. 

Table 2. Key occupations 
, 

'I Stu,~)'.s.mpl' (: , 
State ~Es~mitte 

i , .. n=476)' "-- -. ~ . 
i ·Key O,ccuJJluions, 

. , 
" • 

: ;., ! 
~ .g ,,.., .1 .;g, ~ 

(tiigh~rfu·.mbcrs,of 'Vacnri ciiS" '2:.:~ i -g . u'u , : ~. 'CI .2. "'3'~ hJgh'v~.cancy rates) o o' I. -", e, . ~'O:: • ~ . 'III:I!C::: , 0 0 : > ,~ , > " :> " ,;;, _ H. 
'" 

Familv PhYSician 252 48 18.3% 675 107 15.8% 

Gcnero I Internist 71 15 21.1% 200 40· .' 20;0% 

Psychiatrist 36 10 27.8% 93 IH 19,0'"/0 

Rc 7istcrcd Nurse ~ 3109 299. 9.6%, 5489 439 8.0% 

Critical Care Nurse 497 43 lU% 629 60 95% 

Nurse Case- Manm!er 136 '42 30.9%: 209 49 13.4% 

Family Nurse Practitioner 155 36 23.2% 364 71 19.5% 

Physician Assistant ,.207_ 32 . 15.5% 515 9' 19.0% 

Phannacisl 302 73 24.2% 413 98 23.7% 

PhvsicafTherapist 271 .. 29 10.7% 510' : '8, 16.5%'" 

Dentist 319 47 14.7% 692 71 10.3% 

Human-Services Worker 1568 ]-70 '10.8% 4800 697 ' 14.5%', 

Behavioral Health Clinician 297 35 JUo/. 555 71 12.8% 

Case'Mnnogcr/Carc Coordinator' .505 • 52 
" 

10.3% \ 1163 ]64 14.1% 

Physical Therapy Assistant 35 II 31.4% 62 IH 28.6% 

Medical Assistant - 367, 38 10.4% < )092 102 9.3% 

CIWP 552 100 18.1% 552 100 18.1% 

Certified Coiler '5 6 7.1%- 209 22· 10.6% ' 

Medical Director 49 6 12.2% 120 IR 14.8% 

Behavioral Health Supervisor 82 13 15.9% ' 176 
, '22 1l.5% 

2001Aloska Health Wor~rorce Vacancy Sllldy 2 

Among Allied Health occupations, 
high vacancy rates were affecting 
employers of Physical Therapy 
Assistants and Respiratory Therapists. 
Sonographer vacancies were difficult to 
fill, and Surgical Technician vacancies, 
though not numerous, were averaging 3 to 
4 years in length. 

One hundred (100) vacancies and a 
vacancy rate of 18. I % were reported for 
Community Health Aide/Practitioners 
(CHAlPs). 

Among "front office" and "back 
office" occupations, Coding Specialist 
and Certified Coder had II % estimated 
vacancy rates and very long mean vacancy 
1e000>ths. 

The managerial occupations for 
which high vacancy rates were reported 
were healthcare related: Behavioral 
Health Supervisor, Clinical Department 
Manager, Health Information Manager, 
Medical Director, Nurse Manager, and 
Practice Manager. Behavioral health 
organizations had ·the most estimated 
managerial vacancies. 

August 2007 
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Looking at respondent types, tribal health 
organizations reported the highest overall vacancy 
rate (16.5%). These organizations reported 87 
CHA/P vacancies; approximately half of all 
estimated vacancies for Nurse Case Manager, 
Pharmacist, Chemical Dependency Counselor, 
Dentist, Medical Lab Tech, Medical Technologist, 
and Health Educator; and all the estimated 
vacancies for Coding Specialist. But every 
respondent type was a locus for acute shortages in 
key occupations, such as clinics/offices of physicians 
for PAs, hospitals/nursing homes for RNs, 
pharmacies for Pharmacists, behavioral health 
organizations for Human Services Workers, and 
school districts for Speech-Language Pathologists. 

Higher vacancy mtes were generally found in the 
rural respondents, particularly in the North/West and 
Southwest regions, which reported double digit 
vacancy rates for nearly all occupational groups, and 
overall vacancy rates of around 20% (Table 3, Figure 

2). Occupations with much higher rural estimated 
vacancy rates included RN (6.9% urban, 16.1% rural), 
Bebavioral Health Clinician (9.3% urban, 22.9% 
rural), Dentist (7.2% urban. 15.3% rural). Physical 
Therapist (13.5 urban, 31.6% rural), and PA (14.7% 
urban, 26.8% rural) (Table 4). 

DISCUSSION 

The "supply side" shortages apparently persist. 
"Inadequate Pool of Qualified Workers" was the top 
reason given for vacancies, cited by 54% of 
respondents, followed by "Transience/Moving Away" 
(28%), "Insufficient Compensation" (18%), and "Rural 
Isolation" (16%). Many tribal health organizations also 
reported "Insufficient/Expensive Housing" as a top 
reason for unfilled vacancies. The data also indicated a 
burgeoning "demand side," where shortages were 
exacerbated by population growth and an increased 
need and demand for health services, particularly in 
the high-growth Anchorage Mat-Su region. 

Table 3, Regional vacancy rates 

- - - :R'ei,ions Stud{Slfm" Ic' n =4761 . 

0ccupationaI'Group' ! Norlh/'WcSt , Southwest I Interior 
. (.=10) '(!1=I7) 0(0=72) 

. 
Pfi~iciaos 26,7% 21.2% I 21.6% 

Professional Nurses 26.0% 2L6%' . 
,. 

5.9%,'"_ 
Other Nursim! Staff IX.6% 18.8% 5.8% 
DcntistslP.hannocist!iffhernPlsts· --: . -32._·W .. .. - 32.4% ... ' -20:7%" 
Behavioral Health 19.0% 22.7% \3.1% 

Allied Health 17.0% " 24.6% "';"7.3%-

Public Health! Nutrition 30.0% 6.3% 0.0% 

Olher:Primarv.Care (PA &'CHAlP) . '; 19.7%.· , ;18:6% ;... '24.5% 

ManrwCrs 13.K% 2.4% 3.5% 

Health'lnfomlation! Reimbursement' . 15:9% 1'6.9% '. ," 2:0%, 

All Occu lations 20.1% 20.3% 9,0% 

Table 4. Urban vs. Rural vacancies and vacancy rates 

Uliban Rural 

:f' Estiinated, .,Estimated' , 0ccupatioRI i ' Esti~lated 
Vacan'c)' 

.Estimated ~' VacanCY 
Vacancies 

;Riitc 
Vacancies : Rate' 

Familv Phvsieian 6H 14.9% " 17.6% 

Gcncml Lntemist 27 18J\% . ·13 23.1% 

RN 339 6.9% 94 16.1% 

,Family Nurse 
36 !3~% .' I· 34 . j6:4,}~ 

Practitioner' '. 
Pharmacist 6H 22.7% 30 25.9% 

Beliavioral'Hcalth 
-- 36 : "9:3%' • , '34 ; 22:9"10 

Clinician 
.. 

Human Services Worker 15K 8.5% 209 10.1% 

Dentist 32 ,'7.2% 3. "15.3% 

Dental Hvclenisl 14 3.6% 17 10.0% 

Dcntal Assistant 27 ·4.4% 64 . '"14.9%· 

Ph~ical Thcranist 59 13.5% 26 31.6% 

PA 50 ·14.7% .. 47 26.8% 

All Occunations 1998 K.1% 1162 13.3% 

2007 Alaska Health Wor~force Vacancy Study 3 

;:A:nctiornge 
'Gulf· Coast :11 '$outl!~as:t 'Statewide! 

,; IVfat':Su 
(n=69), . :(0=70) 

Multir:egional 
.,·.(n~ .. ' m~232), 

12.6% 10.4% (,.8% 30.3% 

n.l%~ : ' 8~O%, ' 5:9% 12:1%' • 

6.2% 4.6% 2.3% 8.8% ... 15:9% "'16.5% :.. ·1"6.3% 12.4°(0 .. . .. 
8.3% 7.1% 11.1% 11.6% .. 
6.5%. 8:4%, • 7;7% .... '8.6%, 
4.0% 18.9% 0.0% )0.5% 

. , . '; 9.0%. ~' '9.1% .4.0% ~' .:' , 0.0% 

3.2% 6.4% 11.7% 4.0% 
: ... ~'- 5:3%'- :6.6% 2:8% 7.2% 

8.6% 8.1% 7.7% 10.2% 

-Many respondents .'pr6vJded commentary 'wi.t!t 
·,·their sUTVeys:and'no~cd,positions,thau~rc 
',particularly difficult to fill: 
:. "We have been hi17ng travelers/or Physical 

The'ropy positions at $671hr -ll!e can't find' 
therapists to· employ. We·have beenwoking 
for 2years." (Urban MedicalClinic). 

'. "Without ci slate Physica!" Therapy p-;'ogralJi ; 
it is velJl difficult to get PT staff. Usually 
this area i,~ staffed by PTs Ihat'/eave 
compelingPr clinics." (t:Jrban Rhyskal 
Therapy Office) 

'. We reof(v needa phannacy school1n 
Alaska. It look two year:r.tojill,our'last 
pharmacist posili~n. ":(Urban,Pharmacy) 

:. '!Pharniacisls are always the most diJIicult 
position fa fill. " (Rural Pharmacy) 

August 2007 
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The availability of military spouses has apparently 
alleviated some of the workforce pressure, but has 
exacerbated the "transience" problem. Also affecting 
the shortages was the absence of local training 
resources (such as medical, dental, pharmacy, and 
therapy schools) to provide a local workforce 
pipeline. In the qualitative data, common refrains 
were. "we need a pharmacy school:' "we need a 
dental school," "we need a physical therapy schoo!." 

Copies of the full study can be downloaded from the 
ACRH website at: 

http://nursing.uaa.aIaska.edu/acrh/ 

Table 5. Ncw Grad Vacancies 

[ ,~'-·.:'·.:~.:.'·;·i~~Dt2~~~W\o.~:,·,;,::\~~ ':)':"; 's.t~~~§~~le ;Statewide: 
.. ,'" >:' iti:::47 E$titrultc 

Human Services Worker - HS diploma 68 266 
'Registefed'NufSe 

. .93 226', 

The acuity of workforce shortages was also 
reflected by the high percentage of estimated 
vacancies the responding employers would consider 
filling with new grads (Table 5). Respondents 
indicated that they had the capacity to hire sizeable 
graduating cohorls of Family Physicians, PAs, 
Occupational and Physical Therapists, Pharmacists, 
and Dentists. These may be the occupations likely to 
yield optimal responses to substantial investments in 
preparation and training programs andlor targeted 
recruitment and retention campaigns. 

Human Services Worker - AA dCi!I'ee 47 195 
·C'asc.Manaiie-riCarc.Coorrunator 
Familv Physician 
nlAlP . 
Phannacist 
MediCal Assistant· -. 
Physician Assistant 
OcCuoational· Theraoist· '. 

Dental Assistant 
Dentist " 

Phvsical Theranist 
$peccn-I:.anguage·Patholocist 
Behavioral Health Clinician 

'20%.OveraJl Vacancy Rate 
, Fami!y Physician - 27O/~ . 
PA~39% 
RN-27% 
Phar"macist - 60% 
Dentist- 29% 
CHAIP-, 17% 
Behavioral Health -19% 

20% Overall Vacancy Rate 
Family Physician - 15% 

'} AnehoragelMat-SU 
t' goh,Overali Vacancy Rate 
:~! ,Family:Physlcian - 20% 
~ ! ,Nu~e'Case'Manager - 48% 
!-~ CriticaICareNurse-19%', _ 
: ; IFamily Nurse Pr~ctitioner - ,18% Family Nurse Practitioner - 36% 

RN-17% 
Pharmacist - 25% 
Dentist- 29% 
CHNP-20% 

""'~.-i-i' RN - 7% 
'Pharmacist.:;. 34% 

: :Dentist- 9'%, 
'Beha,noralHealth - 8% 

r 

·

·~=A;~~~~~(~'+l Gulf Coast 8% Overall'Vacan~y Rate 
Family Physician-<12%. RN -7% 

2007 Alaska Health Workforce Vacancy Study 

PA - 8%. Physical Therapist - 22% 
CHAIP-10%. Behavioral'Health - 7% 

Figure 2. Regional Highlights 
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UA·. : 
How Hard Is It for Alaska's Medicare Patients to Find Family Doctors? 
----------------- By Rosy/and Frazier and Mark Foster 
UA Research Summary No. 14· March 2009 

Understanding Alaska Institute of Social and Economic Research· University of Alaska Anchorage 

In the past few years, Alaskans have been hearing reports that some primary-care doctors won't see new Medicare patients. Medicare 
pays these doctors only abouttwo-thirds of what private insurance pays-and that's after a sizable increase in 2009. But most Americans 
65 or older have to use Medicare as their main insurance, even if they also have private insurance. Just how widespread is the problem of 
Alaska's primary-care doctors turning away Medicare patients? ISER surveyed hundreds of doctors to find out-and learned that so far 
there's a major problem in Anchorage, a noticeable problem in the Mat-Su Borough and Fairbanks, and almost no problem in other areas. 

Medicare is the federal health insurance program for old~~~erica;;SJ ~~rtTinly also possible that without the 2009 increase, even more 
and for some younger people with disabilities. At issue is what Medica(e_ doctors would have decided not to see Medicare patients. figure 1.shows 
pays primary-care doctors for their services-not what it pays for other: ,what our 2008 and 2009 surveys found. 
medical costs. Alaska's 50,000 Medicare enrollees are almost all in the "fe~::[ It3 mainly doctors in Alaska3 larger urban areas who are declining to 
for service" plan, which pays doctors standard fees for their services.' 01&e new Medicare patients. But that's where the majority of older Alas-

Why is it so worrisome if primary-care doctors won't see Medicar~(JCkans live. Most doctors (even in Anchorage) will still see established 
patients) These are the doctors who provide broad car~, track patients~l)patients-that is, patients they've seen in the past. 
overall health, and coordinate care with speCiahsts. Thats very Important u • Almost all doctors in smaller communities take new Medicare patients. 
for older people, who often have vanous medical problems and chronr,c Rural places have few doctors-so doctors probably feel more of an 
conditions. And the number of Alaskans over 65 IS growing fast-It s obligation to see all patients. for patients (Medicare or otherwise) in rural 
expected to double In the next 15 years. Alaska, the challenge is more likely to be recruiting and keeping doctors. 

To learn how hard it is for older Alaskans to find primary-care doctors, 
in 2008 we tried to survey all those who could see the general popula­
tion of Medicare patients. We were able to interview 229 doctors or their 
staffs-about 85% of those we tried to reach. 

But Medicare payments for Alaska doctors increased in 2009, thanks 
to efforts of Alaska's U.S. senators. So we recently called back the doctors 
who had told us they weren'ttaking new Medicare patients. None ofthem 
had opened their doors to significant numbers of new Medicare patients. 
four said they now see a very limited number of new Medicare patients, 
under special circumstances. Two doctors in a joint practice who still didn't 
see new Medicare patients had hired a nurse practitioner who did. 

• One in ten doctors we surveyed has opted out of the Medicare system. Most 
are in Anchorage. They will not accept Medicare payments, but some will 
see patients who agree to pay the entire doctor's bill themselves. 
• The Anchorage Neighborhood Health Center, which accepts all patients, 
saw twice as many Medicare patients in 2007 as in 2001. It has become 
the only choice for many of Anchorage's Medicare patients. 
• Medicare patients are not relying more on emergency rooms, if figures for 
Providence Hospital's emergency room in Anchorage are typical. Numbers 
of Medicare patients there haven't changed much in the past several years. 

Figure 1. Mell!care Policies of Primary-Care Doctors We Surveyed' 

Doctors in remote rural areas typically 
work either at triba(-health hospitals 
and clinics, which are funded by the 

I Indian Health Servicel or at 
health cente~. We did not 

i( 

Natives almost (i ( 
However, we did include dO(to~ at 
community health centers, because 

accept all patients. 

Doctors who will see new patients under the Medicare system. 

~ 
r Doctors who will see established Medicare patients 1 
Only established Established and new on very limited basisb 

/ / 
Anchorage((75) .*.aJW~·;tar."ntJ_f-

Mat-Su (26) .... ""1 Doctors w~o have optedoutofthe 
Fairbank,' (2l) --.II 2 Medicare system: they won't accept 

Medicare payments but some will see patients 
who agree to pay docton' fees themselves! 

Anchorage Neighborhood Health 
Walk-in 

Kenai Peninsula (16) patients; one has opted out') 
Juneau (25) 

Other Southeast (20) 
Kodiak (10) 

Delta Junction, 1ok,Valdez. and Unalaska (6) 
11111008 we surveyed 229 docto~; 15 weren't taking any new patients at all; 3 had no Me<ii!dll' patients. In W09 we fe-surveyed doctors who didn't take new Medicare patients in 2008. bren doctors (7 in Anrnorage, 2 
in Fairbanks, 1 in M.lI-Su) accept a few new Medi<arl' patients under special circumstances. but don't typically see new Medicare patients. {Indudes Eagle River/Chugiak. dlndudes North Pole. ~See Figure 9. fSee page 3. 

* Nationwide, 21% of beneficiaries haW' enrolled in Mediare Advantage programs-which means they become memben of private health plans, and Medicare then pays the plans a set monthly amount for each Meiliare f.'flrollee. 
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SURVEY OF PRIMARy-CARE DoCTORS --
\Afo (1lrllcu'£Iri 1'1 ... 1 ..... r;rn"'''''~'''''rl'l ..I" .. +" .. r ...... .J'" ..... ,'-'0,1 Villy 1-'"1111.11, ,-UII .. \,lV"'~VL,J, 

SO far there hasn't been any sign that special­
ists are declining to see Alaska's Medicare 
patients-not surprising, since Medicare tends 
to pay them closer to private-insurance rates. 

Figure 2. How Many Primary-Care Doctors Are Available to See Medicare Patients? 
(Among Aid~kd Du(ior~ rrdlticillg Generdi, Fdllliiy, or illierndi ivietiilillt!' dt Least 20 HuU/~ ~t:!f Week) 

nO. nO 1"10 nO ,,0 Total licensed primary·care doctors in 2006. Includes pediatricians and I 
1.09~ and ob·gyns. Often cited as number of Alaska p.!l.!nm:·care doctors.=~ J 
("\ n nO nO nO fI listed in 2008 Alaska State Medical Directory as practicing general, I 

We first had to determine how many doc­
tors fit our survey criteria: those who currently 
practice general, family, or internal medicine at 
least 20 hours a week and who could see the 
average Medicare patient, if they chose to. 

~~6~O~18~ _____________ Y~'~ ~~.~ y~. ~~I~I~am~i~I~~o~ri=nt=em~a=l=m~ed~ic~in~e.~E~=I=ud=e=sp.=e=di=.at~ric=ia~ns=a=n~do=b=.g~y=ns="=== 
Exdudes doctors who are federal; state, or municipal employees I 

~~~~==~===o~lP~~~li~'~~M~al~lQ~dO~ct~O~====================== r
l Exdudes doctors who are retired or working less than 20 hours per week 

About 700 primary-care doctors are licensed 
in Alaska, but most aren't available to see the 
general population of Medicare patients. Hun­
dreds work for government agencies, are in pub­
lic health, or see only specific groups (Figure 2). 

~~~~~~;=Ex=(~IU;d~es=d~O(;to~rs=W=it~h=no=(=ur~re;nt=w=o;rk~a~dd~re=s=se=so=.r;Ph=o~ne=n=u~m~be=rs~'~==== I 
Estimated number who could see Medicare patients. Excludes doctors I 

r=~~fe~lw~o~k~in[,.~fu~rt~ri~ba~l~r~~e~~~:;n~iz~at~io~ns~n~o~se~~~i~tij~e~g~en~e~ra~IW~p'~u~la~tio~n~.'===== I 

(ude B (tors u v ilabl urin su v and 2 J 

Among those who didn't fit our criteria are 
doctors working for tribal-health faCilities that 
provide Indian Health Service programs for 
Alaska Natives. These doctors do see Alaska Native Medicare patients. 

We estimated that 264 doctors were left, after we took out those who 
didn't fit our criteria. In 2008 we tried to reach all 264. We were able to 
talk with about 85%-229 doctors or their staffs. We asked them to tell 
us their policies for seeing Medicare patients and to rank reasons why 
they might be limiting or turning them away. The top reason they cited 
was "inadequate reimbursement"-that is, Medicare payments aren't 
enough to cover the costs of seeing patients. 

We also followed up, in 2009, with doctors who had told us in 2008 
that they weren't taking new Medicare patients. We reached all but two. 
MEOICARE VERSUS PRIVATE INSURANCE ------

The federal Center for Medicare and Medicaid Services (CMS) 
calculates Medicare payments for doctors under a complex formula that 
takes into account geographic differences in costs around the counlry. 
Alaska's doCiors have historically been paid more than the U.S. average 
for seeing Medicare patients. 

The CMS formula actually includes three geographic differentials: 
one for "physician work" itself, one for doctors' costs of operating 
practices, and one for doctors' costs of carrying liability insurance. 

In 2008, Congress set the Alaska geographic differential for 
"physician work" at 50% above the U.S. average, effective in 2009. 

• After that legislation expired, the Medicare differential dropped sharply, to 
about 5% above the U.s. average from 2006 to 2008. 
·In 2009, the cost differential for Alaska doctors climbed to 29% above the 
U.s. average, due to new federal legislation-as we just discussed. But 
Medicare still pays doctors less now than it did in 2005 (Figure 4). 
• Mediwre pays about two-thirds of what private insurance pays, in Alaska 
and on average nationwide. (But in the adjacent markets of Washington 
state, Medicare pays 68% to 75% of what private insurance pays.) 
• That nationwide gap helps explain why more Medicare patients are 
having trouble finding doctors. Recent national surveys sponsored by the 
Medicare Payment Advisory Commission found that 17% of Medicare 
patients in the U.s. had "a big problem" finding family doctors in 2007, 
up from 13% in 2005. Alaska may be the harbinger of a national trend. 

Figure 3. Medicare Geographic Cost Differential" for Alaska Doctors 
(ongres~ legislates geogr~phi( 167% 

differential for 10M and looS 

G~Cffjraphi( differenti,,!> adJU)tfd 
thrwgh ddmini\trdtiv~ pl'O{~\ 

113% 112% 
AI"k.,,%ofU.S.- __ ............ 

(ongresslegislates permanent 
geogr.phl{ differential (Of 

pnYlidan work, effective in 2009 
129%' 

U.S. Average = 100% """~--::~~""'~-::"""..:i:...~,...-:= 
2000 2002 2004 2006 2008 2009 

Alaska's U.S. senators Usa Murkowski and Ted Stevens were instru- "lhbI5.Wt'iljhted~VN.geofthreegl'O!Jr.phi{tQstdifferE'n1i.lsthe(ffit~forMediweandMedi(aidServitesuse~in~ 

I .. h f I k d b d (Omple~ formula that de[prmines what dOClQfS m paid, One oltho,.. is thediffmntiallor'pllYlieian work; and Congress 
menta in gammg t at increase or A as a octors. But (om jne Sl'!lhatdt lS0%oflhe U.S.dverageforAlaska doctOIS, effe<:tive in 20 09,Bultheotherrlifferentlals-forphysiciam'cosllof 
with the other differentials-set by CMS-the overall Medicare operatjngtheirpraC!i(e~~ndtorGlrrym91i~blhtYlmuranCl'-arfsetby(M5and canvaryfromyearloyear 

Scum!: Cfntfr for Medicare and Medicaid Servim; Medicare Payment Advisory Committee 

geographic differential for Alaska doctors in 2009 is 29% above r-===================~ 
the U.S. average. Figure 3 shows the differential since 2000. 
• From 2000 to 2003, the geographic differential for Alaska doctors 
was about 12% above the U.s. average. That differential was set 
entirely under CMS's administrative process. 

Figure 4. Medicare and Private Insurance Payments' To Primary·Care 
Doctors, Anchorage and U.S. Average, 2005 and 2009 

(New Patient, JO·MinuteVisit) 
r-..!!~~~=:;n, Private Insurance

b 

j+21% 
$187 ·In 2004 and 2005, the differential for Alaska doctors jumped to 67% 

above the U.s. average. Ted Stevens, at that time Alaska's senior U.s. 
¥ g,ftl ~+17% 

$143 
senator, spearheaded the legislation that led to the substantial but Av~~ge 
temporary increase, In those two years, Medicare paid Alaska doc· 

iFigures indude the amount Medicare or private insurance p.1)'5 and the amount the patient pays. bMedian paymenU 
Source: k\genix National Fee Ana~zer 

tors as much as private health insurance (Figure 4 ). 
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WHERE ARE THE MEDICARE PATlENTS?--------
_ AI",.,/" 7(10,(, "f """.fllntj",, .. I\"I'>"t:{ /i,,1'> in A" ... hn ...... 'M thn AAnt_(" Q"Ynl/"h 
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and the Fairbanks area. Figure 5 shows only where older non-Natives live, 
because older Alaska Native palients have access to doctors through tribal­
health care facilities. For them, the issue is not that doctors won't see them 
but that there may not be enough doctors, especially in rural areas. 
WHO ACCEPTS MEDICARE PATIENTS? --------

Besides the doctors who will see new or established patients, some 
doctors have made another choice: they've opted out of the Medicare 
system. They don't accept any Medicare payments (see Figure 9), but some 
will see Medicare patients who agree to pay the doctor's fee themselves. 
Patients who can do that have more choices. But for those who need Medi­
care to help pay the bill, the access problem is the worst in Anchorage. 
• We found only 13 primary-care doctors seeing the general population of 
new Medicare patients in Anchorage. Of those, 3 were at walk-in, urgent­
care clinics, which mostly just treat minor injuries and illnesses (Figure 1). 
• Five of the 13 Anchorage doctors seeing new Medicare patients in 2008 
were at the Anchorage Neighborhood Health Center. That's one of dozens 
of federally funded community health centers in Alaska. There are 
hundreds more across the U.S. These centers are open to everyone, 
but they are mainly for medically "under-served" groups of people­
poor and uninsured, for instance-or areas of the country without 
adequate local medical care, like many of Alaska's rural communities. 
• The Anchorage Neighborhood Health Center is the main choice for grow­
ing numbers of Medicare patients. Both the number of Medicare patients 
coming to the clinic and the percentage they make up of all patients 
doubled between 2001 and 2007 (Figure 6), That growth did flatten out 
in 2004 and 2005, when Medicare paid doctors at a level comparable to 
private insurance. But after that, the numbers climbed. (In Fairbanks, the 
community health center saw a similar percentage increase. In the Mat­
Su Borough, a health center just opened in 2005, so data are limited.) 
• Until recently there was another choice for Anchorages Medicare 
patients-the Alaska Family Medicine Residency Program, where some 
family doctors get their final phase of training. These resident doctors 
see patients, and they had been accepting growing numbers of Medicare 
patients. But to make sure the residents see a variety of patients, the pro­
gram has now capped the number of Medicare patients it accepts. 
• Anchorages Medicare patients don't seem to be turning more to emergency 
rooms. Data from Providence Hospital's emergency room show that visits 
by older patients have stayed mostly steady, with seasonal variations, 
since 2004 (Figure 7). But some health-care providers think that Medicare 
patients may be postponing care they need and coming in only when 
medical problems get much worse. 
MEDICARE PAYMENTS TO DOCTORS AND TO HEALTH (ENTERS -­
• Medicare pays doctors and community health centers differently. Some 
people believe that Medicare uniformly pays health centers more than 
it pays private doctors, making it more feasible for health centers to see 
Medicare patients. But the reality is more complex. 
• Medicare pays health centers the same fee for seeing Medicare patients for 
any visit, but private doctors more for longer, more complex visits. Figure 8 
compares payments for 30- and 60-minute visits with new patients, at 
doctors' offices and the Anchorage Neighborhood Health Center (ANHC). 
For a 3D-minute visit, Medicare pays ANHC $119 and doctors about $95. But 
for a 60-minute visit, it still pays ANHC $119, butthe doctors $189. 
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Figure S. Where Do Non·Native Alaskans Over 6S Live? 
(2006 hlimdte: 38,227j 

Source: Alaska Department of labor, Research and Analysis section, 2006 bridge estimates 

Figure 6. Growth in Number of Patients 6S and Older 
at Anchorage Neighborhood Health (enter, 2001-2007 

Patients over'65 jumped from 6% to nearly 2001_ 
14% ohll patients who <ame to the dink. 2007 l"'. 

The number of patienlS 65 and older 
more than doubled. 

2001 

Source: Uniform Data System Reports, U.S. Department of Health and Human 
Services, Health Resources and Services Administration 

Figure 7. Visits to Providence Hospital's Emergency Room 
in Anchorage, Patients 6S and Older, 2004 to 2008 

f:~ 
January July January July January July January July January June 

2004 2004 2005 2005 2006 2006 2007 2007 2008 2008 
Source: Providence Alaska Medical (enter 

Figure 8. Medicare and Patient Payments to Private 
Doctors and Anchorage Neighborhood Health (enter, 2009 
New Patients 1_ Medicare i 

lO-l1)inute Doctor ~'!ini1+ )'ii".72'=$118.62 [p'''i,"' 
vrSlt ANHC Sif60l = $158.88 

Hour Doctor :$~7.:l~ = $236.95 
VISit ANHC mVW1: .$761O'-=J= $195.48 

~Patient (o·pay; 20% of total payment. bFadlity fee charged to patient, but many are not able to pay 
full charge. Patients with incomes up to 200% offederal poverty line pay on a sliding fee scale. 
Sources: Anchorage Neighborhood Health (enter; Ingenix National Fee Analyzer 

• What Medicare patients pay at flealth centers and at doctors' offices is 
also determined in different ways. Essentially, Medicare allows the health 
centers to take their own fees into account when determining what 
patients are charged. But Medicare doesn't allow doctors to use their 
own fees; instead, Medicare sets a maximum allowable charge for 
specific kinds of visits, and patients pay a portion of that (see Figure 9). 
• Neither ANHC nor the doctors' offices necessarily collect the amounts shown 
in Figure 8 as payments from patients. At ANHC, patients with incomes up 
to 200% of the federal poverty line are charged on a sliding fee scale. 
Likewise, private doctors may not always be able to collect the patient's 
share. And both private doctors and ANHC report losing money when they 
see Medicare patients. 



DOCTORS AND THE SYSTEM -
PiimaiY-Coi€ doctors who 

see Medicare patients have three 
choices for getting paid. Figure 9 
describes those choices among 
doctors we surveyed. 

Figure 9. How Do Alaska Primary-Care Doctors Who See Medicare Patients Deal with the System? . 

About 85% choose the 
standard Medicare process ("par­
ticipating"). Another 4% still 
work with the Medicare system 
but charge patients somewhat 
more ("non-participating"). The 
final 11% have opted out of the 
Medicare system, but will still see 
patients who agree to foot the bill. 

Patients also pay different 
amounts, depending on their 
doctors' policies. For a service 
with an allowable Medicare fee 

{Among 211 Surveyed Who See New or Estahiished Patients) 

Most doctors a"ept standard Medicarefees 
maximum allowable charges for various services. Partil:ioatino 

called Upartidpating:' Medicare sets 
agree notto charge more than the allowable 

rate, and 80% ofthat.The i 

A few doctors (called non'participating) can 
charge up to 9% more than the allowable 

Medicare charge, But Medicare pays less and 
patients pay more. Here's how it works. The 

patient pays the entire bill, but the doctorsubmits 
a statement to Medicare so the patient is paid for 

the Medicare share. But instead of paying 80% 
of the charge, Medicare pays only 76%. 

The patients (and their secondary insurance, if 
they haveany) pay therest ofthe bill. 

other 20%. 

for their fees. 
They will still see Medicare 
agree to pay a fee the doctor selS.Mealcare 
either doctors or patients, and patients ",'Ih"""" 
secondary health insurance they may have. Rerrleml", II 
that patients pay only the fee for the doctor. They still 
use Medicare to help pay hospital and other medical 
(osts. Doctors who opt out have to re-confirm their 

'----..., decision with Medicare every two years. They can also 

---Example: How Much Would Patients Pay for a Service with an Allowable Medicare Charge of$1001 ---
Participating Docto~ Non·Participating Doctors Doctors Who Have Opted Out 

Charge $100 Can Charge $109.25 Can Set Their Own Fees 
Medicare pays 

.'-'---- $80 $76 $c:.0~~~~~_ 

of $100, patients seeing doctors Patient,-pa,-Ys~~ $20' $33.25" Entire doctor's feeb 

who accept that fee wou Id pay apatients can bill se{Qndary insurance to help pay theirs~are. IIPatienlS can't bill secondary insurance to pay any amount. 
$20-but only after Medicare Sourcfs:Amer!can Academy of Family Physicians; Govemment Accountability OffiCf 

paid the other $80. Patients see-
ing "non-participating" doctors would pay the doctors $109.25; Medicare 
would later reimburse the patients $76, so their final cost would be 
$33.25. Patients seeing doctors who have opted out of the Medicare sys­
tem would pay a fee determined by the doctor-perhaps a negotiated 
fee, but still typically more than Medicare pays. 
CONCLUSION ~--------------

With few exceptions, Americans 65 or older who are retired have to 
use Medicare as their primary insurance-even if they also carry private 
health insurance or have retirement benefits that include health-care 
coverage. Any other insurance they have can only be used to help pay 
their share of the allowable Medicare charge. They can't use private insur­
ance to pay doctors more than Medicare allows. 

As more Alaskans turn 65, the access problem will get worse, unless 
something changes. Growing numbers of Medicare patients around the 

Figure 10. Alaska Medicare Enrollment, 2005 
People 65 and older ~ (81%) 

People with cer.t~in • 9 612 (19%) 
disabilities ' 0 

Source: Alaska Department of Health and Social Services, Alaska Health (are Data Book 2007 

Figure 11. Non-Native Alaskans 65 and Older 
1960 14,085 
1980.8,193 
2000 -:::~31,467 
2006 1 38,227 

.Pr.0e.ct.ed .......... .. 2020. 86,112 
Sources: u.s. Bureau of the (en5us; ISER estimates baSt'd on census data; Alaska 
Department of Labor, Research Analysi5, 2006 estimates and mid-range 2020 prOjections 

country are also reporting access problems. And the American College Back-up materials for figures in this summary are available from 
of Physicians has reported that a nationwide shortage of primary-care 15ER. Call the authors at 907-786-7710 with questions. We've also devel-
doctors is looming-which would make the problem even worse. oped a basic model that doctors-or anyone else-can use to estimate 

This summary talks about just a very narrow slice of the multitude how changing the balance between patients paying with Medicare and 
of issues facing Medicare. It's one of the largest and fastest-growing with private insurance could affect doctors' revenues. To try that model, 
federal programs, and President Obama has said reforming it will be part go to ISEWs Web site: 
of his plan to improve the U.S. health-care system. How potential reforms www.iser.uaa.alaska.edu 
might affect Medicare patients' access to family doctors isn't clear today. The authors thanklne cOaOtS arid others in'health-care who took ttie time 

Because Medicare is a federal program, the state's options for helping to help us. We especially thank doctors leslie Bryant, Richard Neubauer, and 
improve access are limited. But Alaskans are talking about various pas- Thomas Nighswander; Joan Fisher of the Anchorage Neighborhood Health 
sibilities-like recruiting more doctors and offering them bonuses to see Center, JamesJordan of the Alaska State Medical As.sooatlOn, and Providence 
M d· t' t d 'th t bl' h' A h I' . f M d' Alaska MedICal Center, Providence Health and Services -Alaska. e lCare pa len s, an el er es a 15 109 an nc orage c mlc or e 1- . • . , . . : 
care patients or expanding the Anchorage Neighborhood Health Center. ,ihlS research IS part of ISER s Understandmg Alaska ChOICes researCh, 

.. . , ... . I initiative, funded by the University of Alaska Foundation. Karen Perdue; 
In a publication later thiS year, we II look atthe ImplicatIOns of vanous I associate vice president for health programs, University of Alaskal 

ways of trying to improve access for Medicare patients. We'll also report I 'provided additional funds. j 
what family doctors themselves told us-how they make decisions about I - - ----------~--.... - ... -----.-. ---
seeing Medicare patients and what might make them willing to see more. I Editor: linda Leask Graphics: Clemencia Merrill 
~ ______ ~ _________________________ 4 
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The following organizations 
support the loan repayment 

and incentive solution in 
SB 139/ HB 392 Incentives for 

Certain Medical Providers: 

Alaska State Medical Association 
• Alaska Dental Society. 

Alaska Primary Care Association. 
Alaska Osteopathic Medical 
Association • Alaska State 
Hospital and Nursing Home 
Association. Alaska Mental 

Health Trust Authority. Alaska 
Native Health Board. Alaska 

Pharmacists Association. 
Alaska Physical Therapy 

Association. AARP-Alaska. 
Advisory Board on Alcoholism 

and Drug Abuse. Alaska 
Behavioral Health Association • 
Alaska Mental Health Board. 
Alaska Mental Health Trust 

Authority. Alaska Public Health 
Association. Alaska Hygienists 
Association. Commonwealth 

North. lliuliuk Family and 
Health Services, Inc.. Maniilaq 
Association. Municipality 0/ 

Anchorage Senior Citizens 
Advisory Board. Mary Willard, 

DDS, Clinical Site Director, Alaska 
Native Tribal Health Consortium. 

Alaska Chapter National 
Association 0/ Social Workers. 

Nome Eskimo Community. 
SEARHC. Schaaf of Social Work­

UA • Dental Hygiene Program­
UA. Sunshine Community 

Health Center 

Problem: 
Having a sustainable and competent practitioner workforce is vital to the health of Alaskans. However, Alaska is at a serious 
disadvantage as it competes in the national health care labor market. In other states, "support-for-service programs" (SFSPs) 
have shown substantial and long-standing success as a cost-effective public strategy to address workforce shortages (e.g., 
loan repayment and direct incentive). A key problem is that Alaska does not have a robust SFSP while 44 other states have 
one or more SFSPs. 

Solution: 
The Health Care Professions Loan Repayment and Incentive Program (HCPLRIP), as outlined in Senator Olson's SB 139 
and in Representative Herron's HB 392 will make Alaskan health care employment competitive and attractive enough for 
practitioners to want to work in Alaska, particularly in hard-to-filllocalities. State funds will be used to insure that AlaskarLs 
with the greatest difficulty in obtaining care due to limited financial resources, cultural barriers, and geography will have 
access to professional health care services. 

Program Description: 
I) Oversight Entity 

• Health Planning and Systems Development, Department of Health & Social Services will serve as the 
Oversight Entity. 

• DHSS Commissioner will appoint a HCPLRIP Council to make recommendations regarding program 
administration & this Council will serve as primary communication between providers and program 
administrators. 

2) Fiscal Agent 
• Alaska DHSS will serve as Fiscal Agent. DHSS will make loan payments directly to eligible lenders 

and incentive payments directly to practitioners. 

3) Practitioner Eligibility 
• DHSS Commissioner will annually prioritize the 10 eligible practitioner types: 

o Tier-I: Dentists, Pharmacists, Physicians (MD and DO) 
o Tier-2: Dental Hygienists, Nurse Practitioners, Nurses (RN), Physical Therapists, Physician Assistants, 

Psychologists, Social Workers (LCSW) 
• A practitioner's clinical duties must constitute at least 50% of duties to be eligible. 
• A part-time practitioner may participate and be eligible for pro-rated payments. 
• Practitioners are not eligible while fulfilling other service obligations (NHSC or IHS loan repayment, WW AMI 

obligations, service-option scholarships, etc.) but may subsequently participate in the program. 
• Preference may be given to current Alaskan residents. 
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4) Site Eligibility: 
o DHSS Commissioner will rank eligibility of sites annually and determine any area and/or population in Alaska as a "shortage priority." 

These may include, but are not limited to, federally defined Health Professional Shortage Areas. 
o Preference will be given to sites that provide care to individuals regardless of their ability to pay, including persons who are uninsured or have 

Medicare and/or Medicaid. 

5) Payment Detail: 
o Placement Type Regular Hard-to-Fill 

o Tier I: up to $35,000/year up to $47,000/year 
o Tier 2: up to $20,000/year up to $27,000/year 

o Payment details are same for two component types: loan repayment and incentives. 
o Duration of award is for a 3-year period of service. 
o Payments will be made every quarter following a completed full quarter of service. 
o A program practitioner in good standing may re-apply for a 2nd period of service. 
o Lifetime participation cap is six years regardless of component type. 

6) Program Evaluation: 
o The Oversight Entity will conduct annual survey of program practitioners, exit interviews, and tracking of alumni. 
o The Oversight Entity will develop measures to make workforce projections, according to practitioner type category and may assess 

sustainability, cost-benefit issues, and rural and remote benefits of program. 
o The Oversight Entity will develop evaluation policy and procedures. 
o The HCPLRlP Council will adopt an evaluation plan within 12 months of initial program funding and amend annually. 
o HCPLRIP will assess adequacy and distribution of the Alaska health care workforce for all program eligible-practitioner types annually. 
o The Commissioner will report to the Legislature every three years whether payments are adequate to meet program goals. The Oversight 

Entity will have specified discretion based on HCPLRIP Council's review of report to adjust payment rates. 

7) Funding: 
o An in-cash "employer match" is required and is paid annually by eligible sites to DHSS. The level of required match will be adjusted 

according to the ability of the eligible site to contribute and may be set between 0% and 100% 
o Program funds will not be used to offset current or expected provider supports. 
o Funding will be provided to allow DHSS to (I) conduct program management; (2) monitor placements & practice environments; (3) resolve 

placement issues; and (4) assess the statewide health care workforce regarding the program practitioner types. 
o Proposed total funding for FYII is $2.7 million. A total of$7.1 million, expensed across 3 years, will fund at least 90 participants for 3-year 

contracts; that is, approximately 9 practitioners (at least) in each of 10 occupational categories. 

For more informotion re: HCPLRIP and SB 139/ HB 392, please contact Shelley Hughes/Alaska Primary Care Associotion at Shelley@alaskopco.orqor907-841-1634 
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Health Care Professions Loan Repayment Program 

Summary 

Problem 

Alaska is competing with other states and nations for the finite pool of available healthcare 
professionals. This competition will only intensify since the growth of supply is continuing to 
fall behind that of demand. 

A common state-level response to these pressures is the use of financial inducements. collectively 
known as support-for-service programs (SFSP·s). Good outcomes have been achieved with 
these. There are five types: scholarships. service-option loans. loan repayment. direct financial 
incentives. and residency support programs. All SFSP's have the same public goal: To improve 
healthcare staffing in shortage areas. National studies have determined loan repayment programs 
to be one of the most effective of the several support-for-service strategies - in terms of both 
recruitment and retention (see: HCPLRP: Issue Paper, 2007) 

A key problem is that Alaska does not have a robust support-for-service program while most 
other states do, many have several, and further, some of those are growing. In sum, Alaska is at a 
substantive disadvantage as it necessarily competes in the national healthcare labor market. 

Discussion 

Alaskan health care provider agencies use many approaches to recruit and retain staff. This has 
proved difficult, however, and particularly so where (I) federal loan repayment programs do not 
apply, or, (2) there is insufficient resource available to meet need. More tools are needed to 
confront the problem of steadily growing vacancies in the Alaskan heaithcare workforce. 

Most all other states have state-sponsored programs that influence health professionals' 
geographic and specialty distributions. Programs that integrate a number of strategies for 
anracting and retaining health professionals have had a greater likelihood of success than have 
programs which rely on a single strategy. Substantial evidence indicates that state-level support­
for-service programs typically are a fundamental part of those strategies. 

Support-for-Service Programs 

It is well-established that many healthcare professionals carry a heavy debt-burden as they come 
out of training and are anracted to serving in those locations where a share of that burden can be 
taken away. For instance, in 2004, young physicians' educational debt averages stood at over 
$109,000 and this cost was increasing at the rate of more than $4,000 per annum. 

There are several types of support-for-service programs. One of the two most common types of 
such programs is the service-requiring scholarship program. These pay tuition and other costs for 
healthcare s!IJdents while obligating them to a period of service that begins when they complete 
residency (or similar post-graduate training) years later. The other common program type is loan 
repayment. Loan repayment programs recruit healthcare practitioners as they complete their 
training and are ready to begin service in exchange for paying off the traditional education loans 
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they acquired years earlier. Programs of both types typically require one year of service for each 
year of training cost support they provide. 

Considerable precedent exists for state-level offices to sponsor and manage financial support and 
inducement programs to thus encourage the within-state service of healthcare personnel. Overall, 
SI state-level programs were identified. There were 44 states with at least one program (S8% of 
states). Fully 21 states had two or more programs (47%), with highs found in New Mexico (at 5) 
and Minnesota (at 7). On average, the 44 states had nearly two programs (I.S) each. 

Loan Repayment Programs 

In national studies, loan repayment has been found to be a successful strategy to recruit and retain 
health care professionals. Twenty-five years of program evaluations have clarified many of the 
outcomes possible from healthcarc training support-for-service programs. Furthermore, studies 
have demonstrated that loan repayment programs, as a whole, have belter outcomes than 
scholarship programs. Studies have shown that there are several benefits which can accrue from 
loan repayment programs. Selected examples include: (a) high position-fill rates, (b) high 
service-completion rates, and (c) high retention rates. 

These programs are successful because the benefit of loan repayment is clear to potential 
applicants, and programs typically only provide payments to panicipants after they complete each 
3 or 6 months of work; therefore, if a panicipant leaves or otherwise fails to work in the agreed 
upon area or practice, payments simply stop and there is no need to enforce penalties. 

In 2006, the Alaska Physician Supply Task Force recommended a number of specific strategies 
and action steps to assuring an adequate supply of physicians to meet Alaska's need. One of the 
PSTF findings was that loan repayment is a proven strategy for recruiting physicians, and the 
federal loan repayment programs currently available to Alaska physicians need to be stabilized 
financially and supplemented with Alaska-based programs. 

Conclusion 

Reported increasing vacancy rates, increasing costs of recruitment [SORRAS report], and 
comparisons with national norms [PSTF report} suggest that Alaska currently experiences a 
shortage of healthcare professionals, and, that shortages exist in several key occupational 
categories. Loan repayment programs have demonstrated substantial and longstanding success as 
a public strategy which has helped to rectify such shortages. 

Recommendation 

It is recommended that AJaska create a "Health Care Professions Loan Repayment Program". 

To do this, a planning process should be established. This process should define and prepare for 
adoption at least the following program elements: (a.) organizational support, (b.) overSight, (c.) 
fiduciary agent, (d.) practitioner eligibility, (e.) site eligibility, (I) repayment details, (g.) program 
design & management, and (g) program evaluation. 

Resource 

Health Care Professions Loan Repayment Program: Issue Paper (2007). Health 
Planning & Systems Development, Alaska Depanment of Health & Social Services. 

P-0095 - HCPLRP - Concept Proposal - 07-09-11 (d).doc, pg 3 of 22 



3823 

Health Care Professions Loan Repayment Program 
Issue Paper 

Abstract 

This paper: (I.) illustrates the current and expected healthcare workforce needs of Alaska; (2.) 
indicates the widespread use elsewhere of support-far-service programs. and in particular loan 
repayment; and (3.) recommends that Alaskans should now explore creation of a Health Care 
Professions Loan Repayment Program (HCPLRP). 

Main Issue 

Alaska is increasingly vulnerable to the competitive challenges posed by other states and nations 
for the finite pool of available healthcare graduates. This vulnerability will increase during 
coming years because of two factors. (I.) The need for health care professionals in Alaska is 
steadily rising, and. shortages are now evident in some categories. (2.) Further, these trends are 
national. These workers are part of, and often respond to. nationwide labor markets. Further, 
these trends are expected to accelerate. This is particularly true in those states that do not produce 
adequate numbers of their own health workers in the given disciplines. This puts such states at a 
marked disadvantage. Financial incentive programs are particularly important for those states, 
and Alaska is one of these. As a result, several other states have become robust competitors in 
recruitment of the healthcare workforce, and some are planning ne\v and expanded loan 
repayment programs (Pathman, 2007). 

A fundamental. and common, state-level response to these pressures is the use of financial 
inducements, these collectively known as support-far-service programs (SFSP's). Excellent 
outcomes are readily achievable from these efforts. There are five types: scholarships, service­
option loans, loan repayment, direct financial incentives, and resident support programs. All 
support-far-service programs have the same key pUblic goal: To improve healthcare staffing in 
shortage area communities. 

National studies have determined loan repayment programs to be one of the most effective of the 
several support-far-service strategies - in terms of both recruitment and retention. As compared 
to the other SFSP options, here loan repayment participants sign support-far-service contracts 
after they complete their training, when they are older and bener informed as to their career 
options. These professionals make commitments at the time they are ready to begin their service­
obligations. They are more likely to know their own needs and those of their families at this later 
juncture. They know where they will serve and have a sense as to how well their chosen 
worksites will "fit" their needs. 

Problem 

This section presents evidence which indicates that: 

• A healthcare workforce shortage currently exists in several occupations. 
• Under current conditions these shortages will continue into the foreseeable future. 
• In several occupations, these shortages will escalate. 
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Trends in National Workforce 

Numerous. prominent sources indicate that there is a growing national shortage in the rural health 
care workforce. Two examples follow. 

GAO Position (2001 i: In 200 I. the General Accounting Office's (GAO's) director of health care· 
public health issues testified before Congress regarding growing concerns about the adequacy of 
the health care work force and lessons learned from the experience of the National Health Service 
Corps (NHSC) in addressing the maldistribution of health care professionals (Heinrich. 2001). 
Selected key points were: 

• 

• 
• 
• 

• 

• 
• 

Recruitment and retention of adequate numbers of qualified health care workers are 
major concerns for many health care providers today. 
Available evidence suggests emerging shortages in some fields (e.g. nurses). 
Vacancy rates for HC workers in rural areas and inner cities are especially high. 
Although demand for most health workers will continue to grow. the increasing age of 
Americans. and their workforce may limit supply. 
The National Health Services Corp (NHSC) illustrates the challenges in addressing 
shortages of health professionals in certain locations. 
Better placement coordination with waivers for }·I visa physicians is needed. 
Loan repayment is a better approach than service·requiring scholarships. to which 
individuals commit when they are still students. 

NOSORH Position (2006): A representative and recent understanding can be gained from the 
National Organization of State Offices of Rural Health (NOSORH). In September 2006 
NOSORH issued a Statement of National Priorities. Presented below are selected summaries of 
that document. without further comment. Interested readers should see: 
http://www .nosorh.org/pdffRural_lmpact_Study _States_IT. pdf 

• 

• 

While most rural communities in the U.S. already experience health care workforce 
Shortages. the demand for health care workers nationwide is projected to grow faster than 
the supply. This shortage of health care workers can impact health care in a variety of 
ways. including: decreasing quality of care, decreasing access to care. increasing stress in 
the workplace, increasing medical errors, increasing workforce turnover/decreasing 
retention rates. and increasing health care costs. 

Most rtJI"d! areas ... are classified by the federal government as Health Professional 
Shortage Areas (HPSAs) for primary medical care. A HPSA designation is made using a 
formula that includes a ratio of physician to population that is greater than 1:3,500. A 
population is considered "adequately served" when the ratio is 1:2,000. In 1997. more 
than 2.200 additional physicians would have been needed in non·metropolitan areas to 
eliminate HPSA designations. SORH directors consider the workforce shortage to be one 
of the greatest issues facing rural health, in particular shortages related to physicians and 
nurses. 
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• Certain national health workforce trends that will have a profound impact on rural 
populations and exacerbate the current rural health workforce shortages. Examples 
follow: 

• If health care consumption patterns and physician productivity remain constant 
over time, the aging population will increase the demand for physicians per 
thousand population from 2.8 in 2000 to 3.1 in 2020. Demand forfulltime­
equivalent RNs per thousand population would increase from 7 to 7.5 during this 
same period. 

Minority and female physicians have a greater propensity than do non-minority 
and male physicians to practice in urban communities. Meanwhile the percentage 
of physicians that are minorities and women is increasing. 

• The Bureau of Health Professions projects that there will be a 33-44% increase in 
demand for physicians, 41 percent for RNs, and 46 percent for LPNs from 2000 
to 2020. 

• According to the Bureau of Health Professions, there is an acute shortage of 
pharmacists in the U.S. In February 1998, there were 2,670 unfilled full and part­
time positions in the U.S. as compared to 6,920 in February 2000. Adding to this, 
enrollment rates in U.S. schools of pharmacy declined during this period. 

In 1970, women accounted for 13 percent of the nation's pharmacists as 
compared to 2000 when they were 46 percent of the nation'S pharmacists. 
Women tend to elect part-time work as pharmacists. 

• From 1990 to 1999, there was a 46 percent increase in the number of 
prescriptions dispensed from hospitals. 

• NOSORH concluded the following in its 2006 statement orna/ional priorities: ... SORH 
directors around the U.S. determined that they are most concerned with issues related to 
rural health workforce, health care services, and the needs of special populations. 
Research suggests that this concern is warranted as: demand for health care workers is 
increasing while the supply is decreasing; rural health care facilities continue to be 
fragile, there are gaps in these services, and all of these rural health services are critical to 
the health and well-being of the U.S.; and the needs of rural populations are changing, 
however, the programs serving them are unable to meet their needs. While SORHs 
respond to a variety of rural health needs and issues, new health care policies and 
additional rural health programs and funding will be needed if states are to address these 
increasingly important rural health issues and concerns. 

Growth in Alaskan .lobs 

Healtheare Workforce Overall: In 2004 there were 301,300jobs in Alaska, with 32,700 (10.9 
percent) of these in health care and social assistance (HCSA). By 2014, the overall job count is 
projected to be 349,550, with the HCSA workforce at 43,650 (12.5 percent). Thus by 2014, the 
number of HCSA jobs is projected to grow by 10,950 (34 percent), accounting for 22.7 percent of 
overall statewide job growth for the period. By 2014, health care and social assistance is 
projected to be the largest single industry workforce category in Alaska with 43,650 workers. 
(AHCDB. 2007, Table 3.300). 
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Social Service Occupations: For 2004, employment in community & social service (CSS) 
occupations was estimated to be 6,025 jobs. By 2014, this category of jobs is forecasted to be at 
7,487, a rise of 1,462 (24 percent). The highest projected growth rates from 2000-2014 are 
projected to include mental health & substance abuse social workers (36.2 percent), social & 
human service assistants (34.6 percent) and mental health counselors (32 percent). (AHCDB, 
2007, Table 3.310). 

Selected Occupations: Review of 42 particular healthcare occupations indicates that these held 
14,083 jobs in 2000, and that these are forecasted to reach 25,009 by 2010, an overall rise of 
10,026 jobs (78 percent). Registered nursing positions are expected to grow the most, from 4,439 
in 2000 to 8,556 in 2010, a gain of 4,117 jobs or (93 percent). All but one of the examined 
occupations is expected to have more jobs available by 2010. Further, of the 42 occupations 
presented, employment in 8 of these will more than double (e.g. AHCDB, 2007, Table 3.330). 

Shortage in Alaskan Workforce 

Health Professional Shonage Areas: Alaska has a large number of federally designated "Health 
Professional Shortage Areas" (HPSAs), the point of these deSignations being to aid in health care 
planning and finance. Typically these are determined by the existence of: (I.) a relative lack of 
desired personnel, and (2.) the existence of particular socia-economic conditions. A second route 
to HPSA designation, which is automatic, is via the existence of a federally funded community 
health center (CHC). HPSAs are of three types. Statewide in 2007 the following HPSAs existed: 
28 in Primary Care (with 16 scored, and 12 via CHCs), 27 in Mental Health (with 14 scored, and 
13 via CHCs), and 24 in Dental Health (with 7 scored, & 17 via CHCs). (Alaska Health Care 
Databook, 2007, Table 3.360). However, an important caveat is that many observers feel that the 
federal HPSA deSignation process underestimates the extant need for more healthcare 
professionals (e.g. US GAO, 1995). Thus, these designations should be considered as a 
conservative method for establishing need for the healthcare workforce. 

Medically Underserved Areas: Alaska also has numerous federally designated "Medically 
Underserved Areas" (MUA) and "Medically Underserved Populations" (MUP). These 
designations identify shortages of primary medical care, dental health or mental health providers. 
Designations may he either geographic (MUA, i.e. a county or service area), or demographic 
(MUP, i.e. low income, Medicaid-eligible popUlations, cultural andlor linguistic access barriers to 
primary medical care services). Each designation is assigned an Index of Medical Underservice 
(IMU) score, which is used to determine the eligibility of an area or population for MUAIMUP 
status. For 2007, there were 17 area designations and II population designations. (Alaska Health 
Care Databook, 2007, Table 3.350). 

Resident Workers with Age: Two aspects of worker demographics further suggest the likelihood 
of a workforce shortage in the health care and social assistance (HCSA). The first of these 
regards "resident workers with age". In 2005 total employment in all HCSA occupations stood at 
28,356. Of resident workers in all HCSA occupations statewide, 40 percent were age 45 and 
older; 27 percent were age 50 and older. Of resident workers who were in health care practitioner 
occupations per se, 47 percent were age 45 and older; and 31 percent were age 50 and older. 
Therefore, succession planning will be of concern over the next two decades as today' s mature 
health care professionals retire (Alaska Health Care Databook, 2007, Table 3.320). 

Non-Resident Workers: A second workforce demographic issue regards the sizeable number of 
"non-resident" workers. Overall, 10 percent of the workforce was non-residents in 2005, with a 
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high of (J 3 percent) among non-resident health care practitioner and technologist occupations. 
Expect additional pressure to build on the health care system if non-resident (itinerate) workers 
are not available to fill Alaska health care workforce gaps (e.g. AHCDB, 2007, Table 3.320). 

Selected Occupations: Physicians 

Physician Shortage - 1997: A decade ago Johnson and Norris (1997) conducted a 
comprehensive study to describe Alaska's geographic distribution of generalist physicians 
relative to population. These investigators queried all 443 generalist care physicians (family, 
general, general internal medicine, and pediatric) or their offices as to their specialties, 
employers, populations served, hours spent per week offering direct patient care, and locations. 
The results indicated a 30% overall shortage of generalist physicians for the state, representing 
roughly 141 full-time-equivalent generalists relative to national practice patterns and trends of 
health maintenance organizations. Of 17 primary health care areas, including the Anchorage area, 
15 showed a need for additional generalist physicians. Most areas had a 20 to 40% shortage. 

Physician Shortage - 2004: In 2004, a survey by the American Medical Association showed that, 
nationally, there were 2.38 practicing physicians per 1,000 people. Alaska's rate of practicing 
physicians was 2.05 per 1,000 people. Based on Alaska's 2004 population estimate of 656,834 
and the national average of 2.38 physicians per 1,000 people, Alaska should have had 1,565 
practicing physicians to be on par with national averages. The actual number of physicians 
practicing in Alaska was 1,347, indicating a shortage of 14 percent or 218 physicians. In areas 
outside of Anchorage, the rate of physician deficiency was 16 percent. (Alaska Health Care 
Databook, 2007, Table 3.370). 

Phvsician Shortage - 2006: In 2006, the AK DHSS and the University of Alaskajointly 
assembled the "Alaska Physician Supply Task Force" (PSTF). This group then conducted a large 
inter-agency study, issuing the authoritative report, "Securing an Adequate Number of PhYSicians 
for Alaslw' s Needs". lt found that Alaska had a shortage of physicians. Although not at crisis 
levels, the shortage was affecting access to care throughout the state, and, increasing cost to 
hospitals and other health care organizations. Up to 16% of rural physician positions in Alaska 
were vacant in 2004. Patients with Medicare were having difficulty finding a primary care 
physician. Several important specialties were in serious shortage in Alaska. It concluded that: 

• 

• 

The shortage is very likely to worsen over the next 20 years as the state's population 
increases and ages. Physician supply nationwide is entering a period of shortage, 
according to the best current predictions. Physicians in Alaska are aging and one-third 
may be retiring in the next 10-15 years. The new generation of physicians wants a more 
balanced life, meaning fewer hours on duty and more predictable schedules. These 
trends mean that more physicians will be required to serve the same population. 
Technology and scientific advances have increased the amount of medical care available, 
also adding to the need for physicians, as the patients expect more care than previously. 

As the supply of physicians shrinks, recruitment will become more competitive. Alaska's 
traditional system of recruiting physicians from federal assignment in the military and 
Indian Health Service is much less effective with changes in these systems. Alaska is far 
behind the other states in production capacity. (1-2) Long-range planning, eVen if it 
includes a four-year medical school in Alaska, will not address current physician needs in 
a timely fashion, so interim measures are needed. (59) 
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Selected Occupations: Nurses 

Nursing Shortage 2003: The nursing shortage is particularly acute, both in Alaska and 
nationwide. It is estimated that during this decade the need for RN's will increa.e by 4,117 (in 
2000: 4,439; in 2010: 8,556) (Fried, N. & Keith, B. (2003). National shortages will make 
recruitment yet more difficult. As a result, Alaska will have a great need to recruit and retain 
registered nurses. Addressing the need of rural and remote areas will be yet more difficult and 
expensive than to do so for urban areas. 

Impact on CHC's 

Rosenblatt, et al. (2006) examined the starus of provider workforce shortages such as these may 
limit CHC expansion. They noted that the federal government has continued to expand the 
capacity of community health centers (CHCs) to provide care to underserved populations. The 
researchers therefore conducted a survey of all 846 federally funded US CHCs that directly 
provide clinical services and are within the 50 states and the District of Columbia (May-Sept, 
2004). Questionnaires were completed by the chief executive officer of each grantee. Overall 
response rate was 79.3%. Information was supplemented by data from the 2003 Bureau of 
Primary Health Care Uniform Data System and weighted to be nationally representative. 

Rosenblatt, et al (2006) found that primary care physiCians made up 89.4% of physicians working 
in the CHCs, the majority of whom are family physicians. In rural CHCs, 46% of the direct 
clinical providers of care were non-physician clinicians compared with 38.9% in urban CHCs. 
There were 428 vacant funded full-time equivalents (FTEs) for family physicians and 376 vacant 
FTEs for registered nurses. There were vacancies for 13.3% of family physician positions, 20.8% 
of obstetrician/gynecologist positions, and 22.6% of psychiatrist positions. Rural CHCs had a 
higher proportion of vacancies and longer-term vacancies and reported greater dirticulty filling 
positions compared with urban CHCs. Physician recruitment in CHCs was heavily dependent on 
National Health Service Corps scholarships, loan repayment programs, and international medical 
graduates with 1-1 visa waivers. The study concluded that CHCs face substantial challenges in 
recruitment of clinical staff, particularly in rural areas. The largest numbers of unfilled positions 
were for family physicians at a time of declining interest in family medicine among graduating 
US medical students. They stated that success of the current US national policy to expand CHCs 
may be challenged by these workforce issues. 

Strategy 

It is essential to enhance the capacity of Alaskan health care provider agencies to recruit and 
retain staff where: (1.) federal loan repayment programs either do not apply, or, (2.) there are 
insufficient resources available to meet need. More tools are needed to confront the problem of 
steadily growing vacancies in the Alaskan healthcare workforce. 

Most other states have programs that influence health professionals' geographic and specialty 
distributions. Programs that integrate a number of strategies for attracting and retaining health 
professionals have a greater likelihood of success than do programs which rely on a single 
strategy. Substantial evidence indicates that state-level support-far-service programs should be, 
and typically are, a fundamental part of those strategies. 

P-0095 - HCPLRP - Concept Proposal - 07-09-ll(d).doc, pg 9 of 22 



3829 

Debt from Health Care Training 

What follows are brief summaries of recent, representative studies which suggest thai: 

• 
• 
• 

Health care student debt affects subsequent practitioner career choices; 
Loan repayment options support recruitment goals; and 
These programs directly help to correct practitioner maldistributions. 

Factors in Recruitment & Retention: Daniels, et al. (2007) sought to identify factors associated 
with rural recruitment and retention of graduates from a variety of health professional programs 
in the southwestern United States. They conducted a longitudinal study by mailing a survey to 
graduates from 12 health professional programs in New Mexico. The main outcomes examined 
were: (I.) first rural employment, and, (2.) aspects of any rural employment, since graduation. 
Daniels, et aI. (2007) concluded that rural background and preference for smaller sized 
communities arc associated with both recruitment and retention. In addition, however, they stated 
that loan forgiveness and rural training programs appear to support recruitment. Retention efforts 
must focus on financial incentives, professional opportunity, and desirability of rural locations 

Medical Student Debt & Career Choice: Rosenblatt & Andrilla (2005) examined the notion that 
medical students' rising total educational debt is one of the factors that explains the recent decline 
in students' interest in family medicine and primary care. They analyzed the results from 
questions on the Association of American Medical Colleges' 2002 Medical School Graduation 
Questionnaire that focused on students' debt and career choices. Students reported that higher 
levels of debt influenced their future career choices . .An inverse relationship was observed 
between the level of total educational debt and the intention to enter primary care, with the most 
marked effect noted for students owing more than $150,000 at graduation. 

Medical Training Debt & Service Commitments: Pathman, et al (2000) assessed how student loan 
debt and scholarships, loan repayment and related programs with service requirements influence 
the incomes young physicians seek and attain, influence whether they choose to work in rural 
practice settings and affect the number of Medicaid-covered and uninsured patients they see. Data 
are from a 1999 mail survey of a national probability sample of 4{j8 practicing family physicians, 
general internists and pediatricians who graduated from U.S. medical schools in 1988 and 1992. 
A majority of these generalist physicians recalled "moderate" or "great" concern for their 
financial situations before, during and after their training. Eighty percent financed all or part of 
their training with loans, and one-quarter received support from federal, state or community­
sponsored SCholarship, loan repayment and similar programs with service obligations. In their 
first job after residency, family physicians and pediatricians with greater debt reported caring for 
more patients insured under Medicaid and uninsured than did those with less debt. For no 
"specialty" was debt associated with physiCians' income or likelihood of working in a rural area. 
Physicians serving commitments in exchange for training cost support, compared to those without 
obligations, were more likely to work in rural areas (33 vs. 7 percenl, respectively, p < 0.001) and 
to provide care to more Medicaid-covered and uninsured patients (53 vs. 29 percent, p < 0.001), 
but did not differ in their incomes ($99,600 vs. $93,800, P = 0.11). Thus, among physicians who 
train as generalists, the high costs of medical education appear to promote, not harm, national 
physician work force goals by prompting participation in service-requiring financial support 
programs and perhaps through increaSing student borrowing. 
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Support-Cor-Service Programs 

It is well-established that a sizeable number of healthcare professionals carry a heavy debt-burden 
as they come out of training and are attracted to serving in those locations where a share of that 
burden can be taken away. For instance, rraining to become a physician is expensive, as 80 
percent of medical students who graduate in debt will attest (e.g. Jolly, 2005). In 2004, young 
physicians' educational debt averages stood at over $109,000 and was this cost was increasing at 
the rate of more than $4,000 per annum (e.g. AAMC, 2004). Nonetheless, educational costs and 
students' fears of acquiring six-figure debts have created a market for government programs that 
link support for healthcare training costs to a period of obligated clinical work in shortage areas. 

There are several types of financial "support-for-service programs" (SFSP's). These include: 
scholarships, service-option loans, loan repayment, direct financial incentives, and resident 
support programs. One of the two most common types of such programs is the service-requiring 
scholarship program. These pay tuition and other costs for healthcare students while obligating 
them to a period of service that begins when they complete residency (or similar post-graduate 
training) years later. The other common program type is loan repayment. Loan repayment 
programs recruit healthcare practitioners as they complete their training and are ready to begin 
service in exchange for paying off the traditional education loans they acquired years earlier. 
Programs of both types typically require one year of service for each year of training cost support 
they provide. 

Figure 1 - Tirneline of physicians' training years, signing of commitments with 
service-requiring scholarship and loan repayment programs, service periods (typically 
two-to-four years) and post service retention. 

& Scholarshi p Program & Loan Repayment Program 
Commitments Made Commitments Made 

Medical. Residency Service Post-Service ) 
School Retention y 

_1 __ 1 __ 1 __ 1 __ 1 __ 1 __ .1_ _1_1_1_1_1_1-
7 6 5 4 3 2 I I 2 3 4 5 6 

Years before service begins Years after service begins 

(After: Pathman, DE (2006). What Outcomes Should We Expect From Programs That Pay Physicians' 
Training Expenses in Exchange For Service? NCMEDJ. 67( I). pg. 77) 

Support-for-service programs appear to be a narural solution to both the students' and the public's 
needs. They have grown in popUlarity over the past 25 years in tandem with rising tuition costs, 
with both federal and state agencies using them. In one well-known federal example, in 2005 the 
Bureau of Health Professions reported that the National Health Service Corps (NHSq was 
providing an Obligated physiCian workforce of about 1,700 scholars and loan re-payers. As a 
result of NHSC Shifting most of its funding to loan repayment, more workers were immediately 
brought into the fold, and that census has now roughly doubled. In addition, most states also 
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sponsor their own suppon-for-service programs. In 1996 there were a total of 69 state programs 
with an estimated workforce of 1,300 practicing physicians. These state programs doubled in 
number from 1990 to 1996 and very likely have grolVn funher since (Pathman, et al. 2000). 

Slate Scholarship, Loan Forgiveness. and Related Programs: Pathman, Taylor, et aI (2000) 
noted that in the mid-1980s, states expanded their initiatives of scholarships, loan repayment 
programs, and similar incentives to recruit primary care practitioners into underserved areas. 
These programs have since grown substantially during the ensuing tlVO decades. The authors thus 
sought to identify and describe state programs that provide financial suppon to physiCians and 
midlevel practitioners in exchange for a period of service in underserved areas, and to begin to 
assess the magnitude of the contributions of these programs to the US health care safety net. This 
cross-sectional, descriptive study established the number and types of state suppon-for-service 
programs in 1996; trends in program types and numbers since 1990; distribution of programs 
across states; numbers of panicipating physicians and other practitioners in 1996; numbers in 
state programs relative to federal programs; and basic features of the state programs. 

The study found that in 1996 there were 82 eligible programs operating in 41 states, including 29 
loan repayment programs, 29 scholarship programs, II loan programs, 8 direct financial incentive 
programs, and 5 resident suppon programs. Programs more than doubled in number between 
1990 (n = 39) and 1996 (n = 82). In 1996, an estimated 1306 physicians and 370 midlevel 
practitioners were serving obligations to these state programs, a number comparable with those in 
federal programs. Common features of state programs were a mission to influence the distribution 
of the health care workforce within their states' borders, an emphasis on primary care, and 
reliance on annual state appropriations and other public-funding mechanisms. 

The authors concluded that as of 1996 the several states had fielded an obligated primary care 
workforce comparable in size to the better-known federal programs. Thus, these state programs 
constitute a m,yor panion of the US health care safety net. The study emphasized that such state 
programs should be considered in plans to funher improve health care access. 

Experience of Other States 

State-Level Support-far-Service Programs (20071: Considerable precedent exists for state-level 
offices to sponsor and manage financial suppon and inducement programs to thus encourage the 
within-state service of healthcare personnel. Tables 1,2 & 3 here-present listings of those state­
level suppon-for-service programs that were web-posted by the Association of American Medical 
Colleges (as of 81l0/07). These provide a selective look at state and federal loan repayment, 
forgiveness and scholarship programs available to allopathic medicine and other health 
professions students. This compilation is not exhaustive, and at present, our office is not aware of 
one that is. The here-derived tables shows that, overall, there were 81 programs. There were 44 
listed states with at least one program (88% of US states). Fully, 21 of these states had two or 
more programs (47% of listing), with highs found in New Mexico (at 5) and Minnesota (at 7). 
On average, the 44 listed states had nearly 2 programs (1.8) each. Table I presents 43 listings 
that were designated as "state programs". Table 2 presents another 20 listings that were 
designated as "federal/state programs". Finally, Table 3 presents another 18 programs were not 
otherwise classified, though quick inspection of titles suggests that many can be readily 
classified. Those programs that were categorized as (strictly) "federal" (e.g. NIH, military) are 
not funher considered. Click on any program title for more programmatic detail. 
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Table 1: Designation as: "State Program" 

State Program 
Arizona Arizona Medical Student Loan Program 

Arkansas Community Match PhYSician Recruitment Program 

Arkansas PhYSician Grant Recruitment and Retention Program 

Colorado Colorado Health Professions Loan Repayment Program 

Georgia State Medical Education Board of Georgia Scholarship Program 

Indiana Indiana Primary Care Scholarship Program (IPesP) 

Iowa Osteopathic Physician Recruitment Program (O.P.R.P.) 

Kansas Kansas Bridging Plan 

Maine (2) Maine Health Professions Loan Program 

Maryland Loan Assistance Repayment Program for Primary Care Physicians 

Minnesota Minnesota Dentist Loan Forgiveness Program 

Minnesota Minnesota Nurse Loan Forgiveness Program 

Minnesota Minnesota RUral Mid·level Practitioner Loan Forgiveness Proaram 

Minnesota Minnesota Rural Physician loan Forgiveness Program 

Minnesota Urban Physician Loan Forgiveness Program 

Mississippi (2) Family Medical Education Loan/Scholarship Program 

Mississippi State Medical Education Loan/Scholarship Program 

Missouri Primary Care Resource Initiative for Missouri (PRIMO) 

Montana (3) Montana Rural Physician Incentive Program (MRPIP) 

Montana W ICHE Professional Student Exchange Program 

Montana WWAMI ~edical Exchange Program 

Nebraska Nebraska Student Loan Program 

Nevada Nevada Health Service Corps 

New Mexico (5) Allied Health Loan-for-Service Program 

New Mexico New Mexico Health Professions Student Loan~for·Servjce Program 

New Mexico Nursing Loan-for-Service Program 

New Mexico Osteopathic Medical Student Loan for Service Program 

New York Regents Physician Loan Forgiveness Award Program 

North Carolina Community Pracfltioner Program 
(4) 
North Carolina NC Student Loan Program for Health. Science and Mathematics 

North Carolina North Carolina State Loan Repayment Program 

Ohio Ohio Physician Loan Repayment Program 
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Oklahoma (3) 

Oklahoma 

Oklahoma 

Oregon 

South Dakota 

Tennessee (2) 

Tennessee 

Virginia 

Washington (2) 

West Virginia 

Wyoming 

Table 1: "State Program" (continued) 

Family Practice Resident Rural Scholarship Loan Program 

Oklahoma Rural Medical Education Scholarship Loan Program 

Oklahoma State Loan Repayment Program 

Oregon Rural Health Services (RHS) Loan Repayment Program 

South Dakota Midlevel Tuition Reimbursement Program 

Health Access Incentive Program: Incentive Grant: Mid·Levels 

Health Access Incentive Program: Incentive Grant: PhYSicians 

Virginia Loan Repayment Program 

WA State Health Professional Loan Repayment Program 

Medical Student Loan Program 

Wyoming WWAMI Medical Education Program 

State-Level Offices: Service-for-Support Programs 

Connecticut 

Delaware 

Illinois 

Iowa (2) 

Louisiana 

Maine 

Massachusetts 

Minnesota 

Missouri (2) 

New Hampshire 

New Jersey 

New Mexico 

Ohio 

Pennsylvania 

Texas 

Utah 

Virginia (2) 

Washington 

Wisconsin (2) 

Wisconsin 

Table 2: Designations as: "FederallState Program" 

Connecticut State Loan Repayment Program 

Delaware State Loan Repayment Program 

IliinoislNational Health Service Corps Loan Repayment Program 

Iowa PRIMECARRE Loan Reoayment Program 

Louisiana State Loan Repayment Program 

Maine State Loan Repayment Program 

Massachusetts State Loan Repayment Program 

Minnesota State Loan Repayment Program 

PhYSician Loan Repayment 

NH Primary Loan Care Repayment Provider Plans 

Primary Care Loan Redemption Program of New Jersey 

Health Professional Loan Repayment Program (HPLPP) 

NHSC I BHPr Ohio Loan Repayment Prooram 

Pennsylvania's Primary Health Care Practitioners Loan Repayment Program 

Physician Education Loan Repayment Program of Texas 

Utah Health Care Workforce Financial Assistance Program 

National Health Service Corp~VA Loan Repayment Program 

WA State Health Professional Scholarship Program 

Wisconsin Health Professions Loan Assistance Program 

Wisconsin Physician Loan Assistance Program 

(number in parentheses indicates total state-office programs for that state that are not "federal" per se) 
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State-Level Offices: Service-for-Support Programs 

Table 3: Programs - "Not Otherwise Designated" 

Arizona (3) 

Arizona 

Arkansas (3) 

California (2) 

Arizona Loan Repayment Program 

NHSC/Arizona Department of Health Services 

i 
California \ State Loan n 

Georgia (2) Georgia Physician Loan Repayment Program 

i I ~chnol 

Kentucky Rural Kentucky Medical Scholarship Fund (RKMSF) Grant Program 

Michigan Michigan Essential Health Provider Program/SLRP 

Minnesota (7) Federal National Health Service Corps (NHSC) Loan Repayment Program 

Nebraska (2) Nebraska Loan Repayment Program 

North Carolina Loan Repayment Program 

North Dakota (2) The Medical Personnel Loan Repayment Program 

North Dakota The State Community Matching Physician Loan Aepay~ent Progr~m 

Rhode Island Rhode Island Health Professional Loan Repayment Program 

South Dakota (3) NHSClLoan Repayment and Scholarship Program 

South Dakota South Dakota Physician Tuition Reimbursement Program 

Vermont (2) Freeman Educational Loan Repayment for Physicians Program 

Vermont Vermont State Loan Repayment Program 

(number in parentheses indicates total state~office programs for that state that are not "federal" per se) 

Loan Repayment Programs 

In national studies, loan repayment has been found to be a successful strategy to recruit and retain 
physicians and nurses. Twenty-five years of program evaluations have clarified many of the 
outcomes possible from healthcare training support-for-service programs. Furthennore, studies 
have demonstrated that loan repayment programs, as a whole, have better outcomes than 
scholarship programs. Results of these comparisons have proved compelling. For example, 
studies demonstrating the strengths of loan repayment programs prompted Congress recently to 
allow the NHSC to make more loan repayment and fewer scholarship awards (e.g. Bureau of 
Health Professions, 2(05) and led some states to expand their loan repayment programs 
(Pathman, et aI. 2000). 
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Studies have shown that there are several benefits which can accrue from loan repayment 
programs. Selected examples follow: 

High Position Fill-Rates: Some programs, including the NHSC, have many more 
applicants than their funds can support and regularly fill all funded positions; other 
programs have many unfilled positions for lack of applicants. 

High Service Completion Rates: Very few loan repayment programs, accordingly, have 
found a need to set any buy-out penalties; as a group, their service completion rates 
average 93% without them (Pathman, et al, 2004). It is the physician-program­
community fit and the financial attractiveness of the program that prompts physicians to 
complete their obligations with service (the "carrot"), not financial and legal threats (the 
"stick"). 

High Retention Rates: Beyond merely completing obligations with service, there has 
long been the hope that obligated physicians will remain in their service communities for 
years afterwards ... In fact, data show that physicians participating in state-run support­
for-service programs remain in their service sites as long on average as other young 
physicians remain in practices of all types nationwide. Physicians obligated to state-nm 
loan repayment programs remain substantially longer than other young physicians (e.g. 
Pathman,2004). 

Effectiveness o(Support-(or-Service: Sempowski, I.P. (2004) attempted to evaluate the 
effectiveness of programs that provide financial incentives to physicians in exchange for a rural 
or underserviced area return-of-service (ROS) commitment. This was done via a systematic 
literature review using Medline and Ovid HealthSTAR databases were searched from 1966 to 
2002. The initial search yielded 516 results. Bibliography review yielded additional references. 
Ten publications were selected as the highest level of evidence available. The main outcome 
measures were: (a.) initial recruitment of physicians, (b.) buyout rates, and (c.) long-term 
retention. 

The majority of studies reported effective recruitment despite high buyout rates in some US­
based programs. The one prospective cohort study on retention showed that physicians who chose 
voluntarily to go to a rural area were far more likely to stay long term than those who located 
there as an ROS commitment. Multidimensional programs appeared to be more successful than 
those relying on financial incentives alone. Sempowski, I.P. (2004) concluded that ROS 
programs to rural and underserviced areas have achieved their primary goal of short-term 
recruitment but have had less success with long-term retention. However, this study combined 
different types of support-for-service programs within its analysis thus somewhat preventing 
conclusions as to loan repayment programs, per se. 

Loan Repayment vs. Payback Programs: Miller & Crittenden (2001) sought to determine and 
contrast the possible impact that two different types of support-for-service programs might have 
on medical school choice, and, students' intentions to return to their home states. The authors 
examined difference in preferences for: (a.) payback programs regarding state-subsidized medical 
education which are designed to increase the rate of graduates returning to those states to 
practice; and (b.) loan repayment programs that are designed to entice medical school graduates 
from rural states to return to their home states. 

Miller & Crinenden (2001) surveyed 229 medical students (response rate 80 percent). The 
questionnaire collected background information on the students and addressed the possible 
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impact of payback and loan repayment policy proposals on student plans. Forty-seven percent of 
students reported that they would attend a different medical school if a required payback program 
were in place. Students who were more competitive at the time of admission to medical school 
were significantly more likely to say they would attend another medical school than were less 
competitive students. In contrast, 48 percent of students reported that they would be more likely 
to return to their home states if expanded loan repayment programs were available for service in 
areas of need. The findings suggest that payback programs may dissuade more competitive 
students from entering medical schools with such requirements, compromising the pool of 
students most likely to return to rural areas. Conversely, medical students appear willing to 
consider loan repayment programs upon completion of their training. 

Why Do Loan Repayment Programs Work? Expert opinion was sought for insights into why loan 
repayment programs work. Donald Pathman, MD, MPH, (Univ. of North Carolina) was queried 
as to his view. Dr. Path man stated: 

"As a whole, state-run (loan repayment) programs are successful but not because they are 
run well---- most are under-funded, under-staffed and can't offer individualized assistance 
to the health care practitioners they support. They are successful because the benefit of 
loan repayment is clear to potential applicants and programs typically only provide 
payments to participants after they complete each 3 or 6 months of work; therefore, if a 
participant leaves or otherwise fails to work in the agreed upon area or practice, payments 
simply stop and there is no need to enforce penalties." (Pathman, 2007) 

Does a Loan Repayment Program Make Sense for Alaska? Expert opinion was sought for 
perceptions as to whether a loan repayment program makes sense for Alaska. Again, Donald 
Pathman, MD, MPH, (Univ. of North Carolina) was queried as to his view. Dr. Pathman stated: 

"I am glad to hear that Alaska is thinking of expanding loan repayment opportunities. I 
visited Alaska for the first time this past spring for the National Rural Health Association 
meeting, in Anchorage, with a side trip to Minto and Fairbanks. What an amazing place! 
I spoke with several folks working with the Native American health corporation in the 
state, and realize the physician shortages for the populations they serve. I was impressed 
that they knew little about how to attract and keep a physician. Lots of opportunities there 
for improvement in programs." (Pathman, personal communication, 2007) 

Position ofthe Alaska Physician SUDplv Task Force (2006): The PSRF recommended a number 
of specific strategies and action steps to achieve four main goals related to assuring an adequate 
supply of phySicians to meet Alaska's need. One of the PSRF findings was that Alaska's clinics 
and hospitals receive inquiries from physicians about the availability of loan forgiveness often. 
Loan repayment is a proven strategy for recruiting physicians, and the federal loan repayment 
programs currently available to Alaska physicians need to be stabilized financially and 
supplemented with Alaska-based programs. For detail, see: "Securing an Adequate Number of 
Physicians for Alaska's Need" (2006). 

Precedents in Alaska: There are, and have been, other circumspect loan repayment programs for 
health professionals here in Alaska. These have typically been via categorical federal funding. 
Examples include Indian Health Service supports, and lise of the National Health Service Corp. 
There have also been selected opportunities via the regional health corporations, and certain 
hospitals. Further, the Alaska Mental Health Trust has recently considered some loan repayment 
SllPPOrts in the behavioral health field. While promising, these will collectively still fall far short 
of garnering the needed workforce to face projected need. 
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Recommendation 

Recommended: Alaska should establish a Health Care Professionals Loan Repayment Program 
(HCPLRP). Decisions as to particular program elements must await further public process. 
Questions should be addressed regarding at least the following program elements: 

• 

• 

• 

• 

• 

• 

• 

Organizational Support: What are the best ways to build legislative and public 
understanding and support on this issue? For instance. members of the Alaska Physician 
Supply Task Force supported a loan payback provision for physicians. 

Oversight: What is that governance entity most suited to provide leadership and 
oversight of this program? Similarly. which entity is most suited to administer the 
program? There is evidence that no single entity has the expertise to properly oversee 
and administer such a program. This might argue for a blended or interagency oversight 
structure. One agency might provide programmatic administration, while the other might 
serve as fiduciary agent. 

Fiduciary Agent: It may prove both workable and preferred that fiduciary mechanics and 
other administrative aspects be organizationally separated. If so, which agency is most to 
assume this fiduciary role? One approach might be to have the program work in tandem 
with the Alaska Commission on Postsecondary Education (ACPE). It is possible that the 
functions of the Alaska Commission on Postsecondary Education could be amended as 
these relate to repayment provisions healthcare degree program participants. It appears 

·likely that· no substantive change would be necessary for ACPE to act strictly as fiscal 
agent for participant payments. Further, this would not be a recommendation to change 
the scope of the ACPE mission to include direct workforce development. This later 
function would likely be accomplished by another state agency via interagency 
partnership. 

Provider Eligibilitv: Which healthcare occupations are to be deemed as eligible for the 
HCPLRP? Are all eligible occupations to benefit equally from the HCPLRP, or, will the 
occupations differ in terms of: (a.) maximum financial benefit, (b.) length of service 
required, (c.) specificity of service location, and, (d.) penalty for early-quit? There is 
evidence that for a loan repayment program, marked penalties are not needed, and, are 
actually likely harm outcomes. 

Repayment Details: Several policy and procedural decisions must be concluded. 
Examples follow. What is an adequate period of service-payback? What is the 
proportionality of payback when scheduled over years? What are the most useful 
policies with which to govern service payoff? 

Work Processes: Several work-process details will need to be established as regards 
management client relationships. Programmatically, what ways do we want to work, 
one-{)n-{)ne, with program applicants to help them find suitable communities/positions? 
What types of assistance do we most want to provide to applicants, practices and 
communities? 

Program Evaluation: An ongoing evaluation should be installed and maintained as an 
expected part of any proposed support-for-service program (e.g. Henderson & Fox­
Grage, 1997). It is in everyone's interest, and particularly in those of Alaska's medically 
underserved communities, that such programs: (a.) have explicit outcome objectives, (b.) 
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are regularly monitor as to those outcomes, (c.) openly acknowledge weaknesses, and (d.) 
embrace change as needed. Many different types of outcomes might be monitored. 
Reasonable measures might include: 

• Practice in specific needy communities (e.g. HPSAs) 
• Serve high-priority patient groups (e.g. Medicaid) 

Service completion of participants 
Retention rate of participants 

• Satisfaction of participants 
• Indictors as to the content of practice/work of program participants (e.g., 

proportion that provide inpatient care, that provide obsterrical care, or whatever 
specific services are deemed to have critical workforce shortages) 

Other Support-For-Service Options to Consider: 

As robust as a state-level loan repayment is likely to prove, there are other programmatic 
strategies. At least two other strategies should also be thoroughly examined: (a.) service-option 
loans, and (b.) direct incentives. 

• Strategy: Service-Option Loan Programs 

Consider provision of educational loans to all citizens of Alaska who undertake health 
professions training, where the loans will be forgiven if they work within Alaska after 
graduation. This would provide added incentive for health eare students who were raised 
in Alaska to return to Alaska to practice, rather than being wooed away by the 
states/communities where they receive their training. There is evidence that these have 
worked well elsewhere, given attention to key programmatic details. For Alaska, a 
service-option loan program should nicely complement a loan repayment program; 
because the former would address only Alaska residents and the latter would primarily 
attract those health practitioners coming from out-of-state. 

• Strategy: Direct Incentive Programs 

Consider provision of direct incentive programs. In these, funding is provided to 
practitioners who agree to work in needy settings whether or not they have educational 
loans to be repaid. There is no reason to believe that only young practitioners-with-debt 
are suited to work in rural areas and/or with underserved populations. 

Loan repayment programs only target recent graduates who have weighty educational 
debts. For instance, as regards physicians, many recent graduates carry minimal debt 
(perhaps 40%). Further, a large portion of those physicians who are potentially recruit­
able to Alaska are 10 or 20 years out of training and have no educational debts. It is 
possible, even likely, that "an Alaskan adventure" would appeal to some number of mid 
and late-career physicians. It may prove informative to assess the State's medical 
licensure files to learn the average/median/quartiles of age of physicians as to when they 
gain their first Alaska license. If, indeed, many are older, then this is a group that should 
be targeted. Direct incentive programs target those practitioners without loans, and, older 
practitioners. 
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Finally, support-for-service programs (of all types) constitute only one way to help bolster 
recruitment and retention of health care professionals. Alaska must develop a multi-pronged 
approach to confronting our growing healthcare workforce shortage. 

Conclusion 

Substantial evidence shows that Alaska currently experiences a shortage of healthcare 
professionals, and, that this shortage exists in several key occupational categories. 

There are several types of support-for-service programs, and the national experience has proven 
loan repayment programs to be robust. These have demonstrated substantial and longstanding 
success as a public strategy which has helped to rectify such shortages. To quote from Pathman, 
et al. (2004), 

"As a whole, states' support-for-service programs bring physicians to needy 
communities where they find satisfying work caring for at-risk patient populations and 
remain for many years. Of all program types, the loan repayment and direct financial 
incentive forms, which target physicians after training, show the broadest successes. The 
successes of these state programs warrant their continued support and perhaps expansion 
to remedy the continuing maldistribution of physicians." (pg. 567). 
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25. US General Accounting Office (1995). Health Care Shortage Areas. Designations Not a 
Useful Tool for Directing Resources to the Underserved. Washington DC, (GAO/HEHS-
95-200, September 1995). 

P-0095 - HCPLRP - Concept Proposal - 07-09-ll(d).doc, pg 22 of 22 



~I A. f' 'AI 

I~ A ~ VV' 
National Association of Social Workers 

March 10,2010 

ALASKA CHAPTER 

I 40 I E. Northern Lights Blvd .• Suite 205 
Allcnorooe, Alo~ko 99503 
907-332-NASW (6279) Fax: 907-332-6270 
;]~806~478:NASW -(6279) 
birector@naswak.ord 
http://www.naswak.org 

Re: Support for Alaska Health Care Professions Loan Repayment & Incentive Program 

Dear Governor and Members of the Alaska State Legislature: 

Because the health care workforce shortage in Alaska is reducing health care access for our state's residents, the 
National Association of Social Workers - Alaska Chapter strongly supports the concept of a state-sponsored 
loan repayment and incentive program to allow Alaska to compete with the Lower 48 in recruitment of 
providers from a shrinking national pool. 

With alarming and rising vacancy rates, Alaska is posed for a crisis without intervention. Alaska is one of only 
six states without a state-sponsored support-for-service program such as a loan repayment and incentive 
program and is losing ground. The competition for recruitment of providers is very difficult. Currently only 2% 
of medical students nationally are choosing the primary care field; more than 90 pharmacists vacancies exist in 
Alaska; many communities have inadequate access to dentists; physician assistants and nurse practitioners are 
increasingly difficult to recruit; nurses, dental hygienists, psychologists, licensed certified social workers, and 
physical therapists are all in short supply in Alaska. 

The Health Care Professions Loan Repayment & Incentive Program proposal- SB 139 and HB 392 - bring to 
the table an important part of the solution to the workforce shortage Alaska faces. The proposal was developed 
after careful review of national studies of best practices for workforce recruitment and retention and input from 
stakeholders statewide, including consideration of factors unique to Alaska. More cost-efficient and results­
producing than other methods, loan repayment and incentives have been shown to effectively help alleviate 
shortage problems in other states. The proposed program designed for Alaska will provide much needed relief 
for our state. 

We recommend the establishment of the Alaska Health Care Professions Loan Repayment & Incentive Program 
and requests that you actively take steps to create and fund the program. 

Respectfully, 

lsi 

LaVerne Demientieff 
President, NASW-AK 
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Iliuliuk Family and Health Services, Inc. 

P.O. Box 144 
Unalaska, Alaska 99685 

Re: Support for HB 392 Incentives for Certain Medical Providers 

March 11,2010 

Dear Senate and House Members of the Alaska State Legislature: 

Phone: (907) 581-1202 
Fax: (907) 581-2331 

Because the health care worklorce shortage in Alaska is rcdudng health care access lor our 
state's residents, I1iuliuk Family and Health Services, Inc. (IFHS) strongly supports HB 392 to 
establish a loan repayment and inccntivc program to allow Alaska to compete with the lower 48 
in recruitment of providers from a shrinking national pool. 

Our organization, IFI-IS. is the only comprehensive service provider lor medical, dental and 
behavioral health services within 800 air miles of Unalaska. We arc remotc, and we frequently 
find that we arc unable to compete with "lower 48" medical practices lor providers, since we 
also cannot compete effectively with salaries. State loan repayment options lor our providers 
would help us otTer a competitive package. 

With alarming and rising vacancy rates, Alaska is posed lor a crisis without intervention. Alaska 
is one of only six states without a state-sponsored support-lor-service program such as a loan 
repayment and incentive program and is losing ground. The competition lor recruitment of 
providers is very difficult. Currently only 2% of medical studcnts nationally arc choosing the 
primary care field; more than 90 pharmacists vacancies exist in Alaska; many communities have 
inadequate access to dentists; physician assistants and nurse practitioners are increasingly 
dil'licult to recruit: nurses, dental hygienists, psychologists, licensed certified social workers, and 
physical therapists arc all in short supply in Alaska. 

It takes IFHS over a year to recruit a single doctor; six months to recruit a behavioral health 
specialist, and the last time we recruited a dentist, it took us four years to do so. We cannot 
recruit RNs - until July of 2009, we had t\\'o open RN positions for over two years, and currently 
have one RN position that has becn open lor ovcr three years. A state-sponsored support-lor­
service program would help make our recruitment package more appealing and morc 
competitive. 

The j\laska Health Care Prolcssions Loan Repaymcnt & Incentive Program provides an 
impOI1alll part of the solution to the workloree shortage Alaska faces, The proposal was 
developed aftcr careful review of national studies of best practices for worklorce recruitment and 
retention and input from stakeholders statewide, including consideration of factors unique to 
Alaska. More cost-efficient and results-producing than other methods, loan repayment and 
incentivcs have been shown to cfTeetively help alleviate shortage problems in other states. HB 

"Serving Unalaska. the Aleutian Islands and the Bering Sea" 
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392 establishes a loan repayment and incentive program customized for Alaska and will provide 
much needed relief for our state. 

IFHS supports HB 392 and urges passage of this important legislation. Your active steps to 
assure the establishment of the Alaska Health Care Professions Loan Repayment & Incentive 
Program arc greatly appreciated. 

:Id4d-r 
Sonia Handforth-Kame 
Executive Director 
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The Honorable Bob Herron 
Alaska State House of Representatives 
State Capitol, Room 411 
Juneau, Alaska 99801 

PRIMARY CARE ASSOCIATION 

Re: Support for HB 392 Incentives for Certain Medical Providers 

March 10, 2010 

Dear Representative Herron, 

The Alaska Primary Care Association (APCA) works to promote primary care access for 
all Alaskans. The APCA represents 26 health care organizations operating 142 
Community Health Center (CHC) clinic sites, as well as other primary care safety net 
providers, throughout Alaska. Currently, health professional workforce shortages are 
impacting the ability of CHC clinics and other health entities to provide access to health 
care services for Alaskans. The CHCs in Alaska exist to provide care for medically 
underserved populations and communities; however, the CHCs are having great 
difficulty recruiting and retaining providers. The CHCs provided primary health care 
services to over 81,000 patients (1 in 9 Alaskans) last year with the following estimated 
vacancies: 22 physicians, 20 physician assistants, 26 nurse practitioners, 6 dentists, and 
10 licensed clinical social workers - to name a few. 

Not only is Alaska suffering from labor shortages in most professional health care 
occupations,z but there is a national shortage of primary care providers as well. With 
most areas of Alaska designated as a Health Professional Shortage Area or a Medically 
Underserved Area/ the national shortages have made recruitment and retention even 
more challenging for clinics here. All but six of the fifty states have addressed similar 
professional health provider shortages by implementing state sponsored support-for­
service programs which have helped to attract and retain health care providers.4 

The APCA hears routinely from frustrated medical directors throughout Alaska that they 
are "losing candidates to other states." Expensive temporary hires and repeated 
recruitment costs are driving up the cost of health care. The lack of continuity of 
providers is impacting health care access and outcomes for Alaskans. It is time for 

Alaska Primary Care Association 
903 W Northern Lights Blvd, Suite 200 
Anchorage, AK 99503 

ph. 907-929-2722 
fx.907-929-2734 

www.alaskapca.org 
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Alaska to establish a state-sponsored loan repayment and incentive program to help 
mitigate the health care workforce shortage problem. 

In closing, the Alaska Primary Care Association strongly supports HB 392 and the 
creation of a "Health Care Professions Loan Repayment and Incentive Program" in 
Alaska. Thank you for your efforts to expand access to health care for all Alaskans. 

Respectfully, 

t?e ~u 

Regan Mattingly 
State Affairs Coordinator 

Shelley S. Hughes 
Government Affairs Director 

1 Bureau of Primary Health Care. "Alaska Section 330 Grantees Uniform Data System (Provider Utilization)." 
2 Alaska Health Workforce Vacancy Study Research Summary. University of Alaska. August 2007. 
http://nursing.uaa,alaska.edu/acrh/index_down]oads/workforce-summarv_final.pdf. 
3 US Department of Human Services, Health Resources and Service Administration. Health Professional Shortage 
4 Health Care Professions Loan Repayment Program Concept Proposal. Pat Carr, Chief Health Planning & Systems 
Development, Alaska 

Alaska Primary Care Association 
903 W Northern LIghts Blvd, Suite 200 
Anchorage, AK 99503 

ph. 907-929-2722 
fx.907-929-2734 

www.ataskapca.org 
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Alaska Primary Care Association 
·~ .. u"c"mpromisillg illl"~ pUl'mil ,,/access 10 pri1fl1l1J' <,pre/or all Alm"a"s."'" 

Alaska Primary care Association 
Board of Directors 

RESOLUTION 2009-02 

~.~ ." 

Health care Professions Loan Repavment and Incentive Program for Alaska 

WHEREAS the Alaska Primary Care Association strives toward the goal of a healthy population, 
it recognizes that a robust health care workforce is necessary to provide adequate health care 
aCCess for all Alaskans and is a key ingredient in Improving the public health of all Alaskans; and 

WHEREAS Alaska is competing with other states and nations for the finite pool of available 
health care professionals; and 

WHEREAS Alaska is suffering from labor shortages in most professional health care 
occupations', and these shortages are hitting primary care "safety net" agencies particularly 
hard; and . 

WHEREAS most of the State of Alaska has been designated either a Health Professional 
Shortage Area or a Medically Underserved Area;' and 

WHEREAS a common state-level response to these pressures is the use of financial 
inducements, collectively known as support-far-service programs (SFSPs), and good outcomes 
have been achieved with these;' and 

WHEREAS national studies have determined loan repayment and incentive programs to be two 
of the most effective of the several SFSP strategies in terms of both recruitment and retention;" 
and 

WHEREAS a key problem is that Alaska does not have a robust SFSP while most other states do, 
many have several, and further, some of those are growing;S and 

WHEREAS most all other states have state-sponsored SFSPs that influence health professionals' 
geographic and specialty distributions;· and 

WHEREAS it is well-established that many health care professionals carry a heavy debt-burden 
as they come out of training and are attracted to serving In those locations where a share of 
that burden can be taken away; and 

IJ03 'Ik5I: Northern Lights Blvd .. Suitt' 200 • Ant"honlV; AK 9950:\-2.uxJ 
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Alaska Primary Care Association 
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..... 

WHEREAS for areas in the state where providers are required to work in professional isolation 
due to remote settings, direct incentives are needed to attract more experienced health care 
providers who do not carry debt and are considered desirable placements; and 

WHEREAS considerable precedent exists for state·level offices to sponsor and manage financial 
support and inducement programs to thus encourage the within-state service of health care 
personnel; and 

WHEREAS in 2006, the Alaska Physician Supply Task Force recommends a number of speCific 
strategies and action steps to assuring an adequate supply of physicians to meet Alaska's need, 
including creation of a SFSP, and the 2007 Alaska Workforce Vacancy Study and the 2005-2006 
Status of Recruitment Resources and Strategies (SORRAS II) point to the need for a state loan 
repayment and incentive program in order for Alaska to compete with the lower 48 to recruit 
from a limited pool of numerous types of health care providers nationwide; and 

WHEREAS a concept proposal submitted to the Alaska Primary Care Council by Pat Carr, Chief 
. Health Planning and Systems Development for the Department of Health and Human Services, 
concludes the following: 

Reported increasing vacancy rates, increasing costs of recruitment [SORRAS report), and 
comparisons with national norms [PSTF report) suggest that Alaska currently 
experiences a shortage of healthcare professionals, and, that shortages exist in several 
key occupational categories. loan repayment programs have demonstrated substantial 
and longstanding success as a public strategy which has helped to rectify such 
shortages;' and 

WHEREAS the above proposal recommends that NAlaska create a 'Health Care Professions loan 
Repayment Program: N' 

THEREFORE BE IT RESOLVED that the Alaska Primary Care Association supports the creation of 
a state-sponsored NHealth Care Professions loan Repayment and Incentive Program" and will 
advocate for the necessary authorizing and fiduciary legislation. 

SUBMITIED BY: 
Regan Mattingly, State Affairs Coordinator 
Shelley S. Hughes, Government Affairs Director 
Marilyn Kasmar, Executive Director 

2 
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Alaska Primary Care Association 
"". ullcompromisillg in tlu pUrsuil 0f,leas> 10 p,·i/rutry <"art! for Ill! AlllsktlllJ. " ... 

DONE AND DATED THE 21" DAY OF January IN THE YEAR 2009 

SIGNED BY 

Sonia Handforth-Kame, APCA Board President 

1 Alas!(a Health Workforce Vacancy Study Research Summary. University of Alaska. August 2007. 
http://nUlling. uaa.alask:a.ed~.dacrh/inde)( downloads/workforce- summary fjnal.pdf. 
1 US Department of Human Services, Health Resources and Service Administration. Health Professional Shortage 
Area. http://hpSiifind.hr~a .gov!. 
J Health Care Professions loan Repayment Program Concept Proposal. Pat Carr, Chief Health Planning & Systems 
Development, Alaska DHSS. September 11, 2007. t1ttD:llwww.hss.state.ak.us/primarycare/assets/loan· 
proposal.pdt. 
4 Ibid, 
S Ibid. 
6 Ibid, 

7Health Planning & Systems Development, Alaska Department of Health & Social Services. Health Care Professions 
Loan Repayment Program Concept Proposal, September 11. 2007. 
'Ibid. 

903 West Northern Lights Blvd., Suite> 200 • AnchoTilgp, AK 9950:t..24lll 
3 
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Mat-Su Health Foundation Resolution to Support 
Health Care Professions Loan Repayment & Incentive Program for Alaska 

WHEREAS the Mat-Su Health Foundation's mission is to enhance the health of Alaskans living in 
Mat-Su, where health is in part determined by access to primary, behavioral. and dental care and 
preventive services; 

WHEREAS an adequate healthcare workforce is necessary to provide this access. and according to the 
2005-2015 Mur-Su Borough Heulrh Plan. Mat-Su has an "inadequate number of providers to meet the 
demands of a growing population" in both the core area and the outlying rural areas of the borough;i 

WHEREAS Mat-Su is designated a Medically-Underserved AreaJP0pulation by the U,S. Health 
Resources and Services Administration and has sub-regions designated Primary Care Health 
Professional Shortage Area, Mental Health Professional Shortage Area, and Dental Care Health 
Professional Shortage Area; ii 

WHEREAS the Mat-Su Borough is the fastest growing area of Alaska, growing from 5, 188 in 1960 to 
82,515 in 2008 due to both positive hirth and in-migration rates; and the AK Department of Labor 
projects that all Mat-Su age groups will continue to grow through 2020;i;; 

WHEREAS the Mat-Su Borough is experiencing one of the highest rates of population growth in the 
state among senior citizens, who use the healthcare system disproportionately more than any other age 
group; and the Alaska Commission on Aging reports Mat-Su's senior growth rate at 11,6%. which 
includes a net gain from a senior in-migration rate that is almost double its senior out-migration rate;" 

WHEREAS the Alaska Health Care Commission has designated Medicare-access as OIW of its six focus 
areas; and the University of Alaska Anchorage Institute of Social and Economic Research hasteported 
that access to primary care for Medicare beneficiaries is problematic in Mat-Su, where data reveals thaI 
only 57.7% of Mat·Su primary care physicians will see new Medicare patients;V 

WHEREAS the Mat-Su Health Foundation believes that an investment in the education of Mat-Su 
residenl~ will help to huild the healthcare workforce of the future and an engaged citizenship with a 
higher capacity to address the health-related challenges impacting Mat-Su and Ala~ka; and to this end 
has offered scholarships to help defray the cost of higher education and encourage Mat·Su residents to 
complete a degree or certificate program that emphasizes health andlor wellness; but also recognizes that 
more needs to be done to bolster the healthcare workforce in Mat-Su and Alaska; 

WHEREAS Mat-Su Regional Medical Center has spent $6,238.438 on contract labor over the last five 
years on temporary health professionals from outside the state to till current needs; 

WHEREAS Alaska is competing with other states for the finite pool of available health care 
professionals; and over 40 states currently offer Support-for-Service Programs (SFSPs) that have 
influenced health professionals' geographic and specialty distributions; 

WHEREAS national studies have determined loan repayment and incentive progrants to be two of the 
most effective strategies in terms of both recruitment and retention; vi 
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WHEREAS without this incentive. it will be challenging tor Alaska to compete for medical and health 
professionals. especially to work in rural areas: 

BE IT THEREFORE RESOLVED tbat tbe Mat~"u Healtb Foundation promotes and advocates 
for tbe establisbment of the Healtb Care Professions Loan Repayment & Employment Incentive 
Program to bring more qualified medical professionals to Alaska and will advocate for the 
necessary authorizing and fiduciary legislation. 

Approved by the Mat-Su Health Foundation Board of Director,; on January 18,2010. 

/ 

, . 
Deborah Prator, President 

• 2005-2015 Mat-Su Borough Health Plan. Information Insights. January 2006. 
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n U.S. Department of Human Services. Health Resources and Service Administration. Health Professional Shortage Area. 
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'"Matanuska-Susitna Borough. Alaska Departmenl of Labor. Division of Research & Analysis. 
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,~ Alaska State Plan for Senior Services fY2008-FY20 II. Alaska Commission on Aging. June 2007. 
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II How Hard Is It for Ala"ka's Medicare Patients to Find Family Doctors? University of Alaska Anchorage Institute of Social 
and Economic Research. I1A Research Summary No. 14. March :2009. 
httpllwww.hss.state. ak.lJs/healthcommlsslon/200 905/1~.er dQf.tors. pd f 

., Health Care Professions Loan Repayment Program Concept Proposal. Pat Carr. Chief Heahh Planning & Systems 
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Shawnie Olson - Counseling Services 

Dear Representative Herron, 

Box 2914 
Homer, AK 99603 
907-235-8808 or 235-8886 
saje@ak.net 

Recently I was informed about HB392 and SB139. The bill seeks to address the shortage 
of certain health care professionals in Alaska by increasing their numbers. Unfortunately 
the bill does not include Licensed Professional Counselors who now constitute one of the 
largest bodies (if not THE largest body) of mental health professionals working in our 
state. As Chair of the Board of Professional Counselors, I feel it is imperative to ask you 
to support an amendment to add this group oflicensed professionals to this bill. 

As you are probably aware, there are roughly 450 Licensed Professional Counselors in 
Alaska. These mental health care providers have gone through a process of qualifications 
that is demanding, academic, and professionally challenging. They must have a 
minimum of 3,000 hours of counseling and a sixty credit master's degree in counseling or 
a closely related field before they can even consider pursuing a license. In a field that has 
only existed for less than ten years in Alaska, LPCs have caught up to many of the other 
mental health care providers in numbers ·and have surpassed many of them with their -
requirements. I recently attended the American Association of State Counseling Boards 
yearly conference where I represent Alaska. At this meeting I always provide a 
workshop which enables me to closely compare notes with LPC requirements from other 
states. I can honestly report to you that Alaskan standards are the highest for licensure of 
LPCs. 

To my knowledge, Psychological Associate Licenses are not given in other states. Many 
of the students graduating with a master's level psychology degree end up before my 
board requesting an LPC. Licensed Profession Counseling Licenses are easily 
transferable 'outside'. LPC work is almost identical to PA work with the exception of 
two types of psychological testing that LPCs do not provide (although we do many other 
types of testing). 

I am requesting that you consider amending HB392 Sec. 18/29/009 (b )(7) to include 
counselors who have a master's degree from a program that qualified them as a 
professional counselor. As you know, the need for mental health professionals in Alaska 
continues to grow and here is a qualified group of people ready to take up the challenge 

Most Sincerely, 
Shawnie Olson 
Board of Professional Counselors, Chair 
LPC license 25 
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From: 
Sent: 
To: 

Linda King [lrking@hotmail.comJ 
Saturday, February 27,201010:18 PM 
Rep. Bob Herron 

Dear Representative Herron, 

As the President of AKAMFT, I am writing you on behalf of our members and profession. 

Just this morning I was informed about HB392 and SB139. The stated objective of the bills is to address "the worsening 
shortage of certain health care professionals in the state by increasing the number and improving the distribution of 
health care professionals who provide direct patient care", yet the bill omits one of the largest bodies of mental health 
professionals working in Alaska. 

It is my understanding that currently LPC's and MFT's make up the majority of licensed counselors in our state. There is 
not a school in Alaska that offers a Marriage and Family Therapist program, so most therapists in Alaska have received 
their education in others states or were grandfathered in. This year MFT's became recognized in all fifty states and is a 
recognized licensure by the VA and other federal programs. I have personally know several people who have left our 
state to get a MFT degree and then returned to work in Alaska. To get a MFT license more education is required in 
families, systems and working with couples. Licensing requirements for MFT's in all fifty states are as stringent or higher 
than that of psychologist and master level clinicial social workers. 

I don't understand the omission of both LPC and LMFT qualified master's level graduates. Alaska Pacific University 
graduates about 20 master's level psychologists per year-they eventually get the LPC license. UAA and UAF graduates 
scores of people yearly with master's degrees-many of whom also seek the LPC. The reason master's level grads go for 
the LPC is because the master's level Psychological Associate license is not recognized outside of Alaska. However the 
LPC is now a license type in all 50 states. We may be late to the party, but we have a big presence-especially here 
where in fewer than 10 years of licensing LPC's have virtually caught up with social workers for numbers and presence 
across the state. We do all of the same work as the other disciplines with the exception of two types of psychological 
testing-but can do all other types of testing. 

The bottom line is that I am encouraging you to amend HB392 Sec. 18.29.009 (b)(7) to include something like the 
following language: or a counselor holding a master's degree from a program that qualifies them for professional 
counselor or marital and family therapist license. I also believe that hundreds of other licensed professionals--who will 
also not utilize the opportunities of this bill, would encourage the passage of this bill. There are too few of us and the 
need is great. 

This change will optimize the possibilities for increasing access to behavioral health/mental health professionals in rural 
Alaska. 

Thank you for your support. 

Linda R. KIng, MS, LMFT Alaska License #230 
President, AKAMFT 

Hotmail: Trusted email with powerful SPAM protection. Sign up now. 
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adn.com 
Anchorage Daily News 

Group advocates incentives to lure health care workers 
SHORTAGE: Problem is especially acute in alaska's rural areas, planner says. 

By ROSEMARY SHINOHARA 
rshinohara@adn.com 

(02/15/1021 :37:22) 

Page I of2 

Armed with reports of continued shortages of doctors and other health care workers in Alaska, a 
group of health care organizations is pushing for the state to begin offering doctors, dentists, 
nurses and others money to come practice in Alaska. 

Shelley Hughes of the Alaska Primary Care Association, one of the backers of financial incentives 
for health care workers, led a workshop to talk about the idea Monday at the Alaska Native Tribal 
Health Consortium. 

Her group represented 142 community health clinics -- non profits that offer health care on a sliding 
scale to anyone. Their turnover of doctors, physician assistants and nurse practitioners is about 
one-third every year, Hughes said. 

StateWide, the number of doctors with active licenses in Alaska increased by 2 percent from 2007 
to 2009 -- barely keeping up with population growth, and not keeping up with the health care 
needs of Alaska's growing number of senior citizens, said Alice Rarig, a planner with the state 
Department of Health and Social Services. 

Rarig said the problem is especially acute in some rural areas and for primary care doctors. For 
example, in Anchorage and Mat-Su, there's a doctor for every 352 people, but in northern and 
Southwest Alaska, the ratio is closer to one doctor for more than 950 people. 

Alaska has a pretty good supply of speCialists in urban areas but not enough internists -- primary 
care doctors -- and psychiatrists, she said. 

The Primary Care Association, Alaska State Hospital and Nursing Home ASSOCiation, Alaska State 
Medical Association, Alaska Native Health Board, AARP-Alaska and numerous other groups are 
supporting SB 139, a bill in the Legislature that calls for the state to spend $7.9 million over the 
next three years on draWing people to work in medical professions in Alaska. 

The bill, introduced by Sen. Donny Olson of Nome, has been approved by one committee and now 
sits in the Senate Finance Committee. 

Under the bill, the state would repay student loans over a three-year period for health care 
professionals recently out of school. It would give direct payments to already-established health 
care workers in exchange for their practiCing in Alaska, also over three years. 

The $7.9 million would cover at least 90 positions, with payments ranging from $20,000 to 
$27,000 per year for those in jobs such as nurse practitioner, physician aSSistant and physical 
therapist, and $35,000 to $47,000 annually for doctors, dentists and pharmacists, said Hughes. 

People who took especially hard-to-fill positions, such as in remote areas, would get the highest 
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Alaska Commission on Aging 
March 18, 2010 

The Honorable Wes Keller, Co-Chair 
House Health and Social Services Committee 
Alaska Capitol, Room 13 
Juneau, AK 99801-1182 

The Honorable Bob Herron, Co-Chair 
House Health and Social Services Committee 
Alaska State Capitol, Room 411 
Ju~eau, AK 99801-1182 

/ SEAN PARNELL, GOVERNOR 

P.D. BOX 110693 
JUNEAU, ALASKA 99811-0693 
PHONE: (907) 465-3250 
FAX: (907) 465-1398 

Subject: Support for HB 392, Incentives for Certain Medical Providers 

Dear Chair Keller and Chair Herron: 

The Alaska Commission on Aging (ACoA) encourages support for HB 392 by the House HSS Committee, a bill to 
establish a loan repayment program to build Alaska's health care workforce by increasing the recruitment and retention 
of targeted health care professionals in urban and rural, underserved communities. This bill is authored by 
Representative Bob Herron. 

Alaska, as with the rest of the nation, is experiencing a shortage of heaHh care workers as fewer students are entering 
the heaHh care profession and many of those already working in health care are preparing for retirement. Alaska is one 
of five states that does not offer a state-sponsored loan repayment program for heaHh care professions. As a result, our 
hospitals, clinics, and communtties lose potential health care workers to other states that incentivize their workforce with 
loan repayment programs. 

Access to quality health care is a priority for all Alaskans and a critical need for people age 65 years and older. Older . 
Alaskans benefit from regular health care services which enhance their overall health and decrease the need for more 
expensive, intensive treatment and emergency visits. 

Alaska continues to lead all states with the fastest growing senior population currenHy comprising about 12 percent of 
our state's population and is projected to increase by five to six percent each year until 2020. The graying of Alaska's 
population is creating substantial shifts for workforce, particularly in the health care and long-term support service 
sectors, as demand increases and providers are reaching retirement age. If older Alaskans are unable to find a health 
care provider, they may be forced to leave the state in search of access to health care professionals. As a result, Alaska 
could suffer from a loss of retirees, who contribute more than $1.7 billion to the state's economy in addition to their 
significant volunteer service, caregiving activities, and community leadership. 

ACoA supports HB 392 and believes that the proposed legislation will help to build a qualified health care workforce who 
will be available to meet the health care needs of older Alaskans. Please feel free to contact Denise Daniello, ACoA's 
executive director, by phone (465-4879) or email (denise.daniello@alaska.gov) should you have questions or require 
additional information about our position. Thank you. 

Si~ ..-/~ 
~~.~,.L. 

Sharon Howerton-Clark 
Chair, Alaska Commission on Aging 

Cc: 
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Representative Tammie Wilson, Vice-Chair 
Representative Bob Lynn 
Representative Paul Seaton 

___ ~ncerely~ h' 
,/-- '0, ~'. U ~ ( '_/:C~ (/7 
. Denise Daniello 

Cc: 

ACoA Executive Director 

Representative Sharon Cissna 
Representative Lindsey Holmes 
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ALASKA PUBLIC HEALTH ASSOCIATION 

Committed To.Advancing Alaska's Public Health Since 1978 

Mereh 18, 2010 

Dear Senate and House Members of the Alaska State Legislature: 

Because the health care workforce shortage in Alaska is reducing health care access for our 
state's residents. the Alaska Public Health Association (ALPHA) strongly supports HB 392 
to establish a loan repayment and incentive program to allow Alaska to compete with the 
lower 48 in recruitment of providers from a shrinking national pool. 

With alarming and rising vacancy rates, Ala~ka is posed for a crisis without intervention. 
Alaska is one of only six states without a state-sponsored support-for-service program such 
as a loan repayment and incentive program and is losing ground. The competition for 
recruitment of providers is very difficult. Currently only 2% of medical students nationally 
are choosing the primary care field; more than 90 phannacists vacancies exist in Alaska; 
many communities have inadequate access to dentists; physician assistants and nurse 
practitioners are increasingly difficult to recruit; nurses, dental hygienists. psychologists. 
licensed certified social workers. and physical therapists are all in short supply in Alaska. 

The Alaska Health Care Professions Loan Repayment & Incentive Program provides an 
important part of the solution to the workforce shortage Alaska faces. The proposal was 
developed after careful review of national studies of best practices for workforce recruitment 
and retention and input from stakeholders statewide, including consideration of factors 
unique to Alaska. More cost-efficient and results-producing than other methods. loan 
repayment and incentives have been shown to effectively hdp alleviate shortage problems in 
other states. SB 139 establishes a loan repayment and incentive program customized for 
Alaska and will provide much need~d relief for our state. 

ALPHA supports fiB 392 and urges passage of this important legislation. Your active steps 
to assure the establishment of the Alaska Health Care Professions I.oan Repayment & 
Incentive Program are greatly appreciated. 

Respect fully. 

( /, r 1;"".., c" .-' ~.' r cr; •. ~ it (. c , / {. .. ,...... ....../ 

/ S'(mdra Woods. R!\-C. MS 
President 
A LPI-J A Boa rd of Di rectors 

212 Front Street, Suite tOO Fairbanks, AK 99701 907,450. 245ge-mail: publichealth@alaska.net 
www.alaskapublichealth.org 



Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

janie Fiiiman iakjanie1@hotmail.comJ 
Thursday, March 18, 2010 12:52 PM 
Rob Earl 
HB 392 Makes Sense: Please Support 

1 live in a rural area, Glennallen, Alaska. We have one primary care center to serve the 
entire Copper River Valley which is the size of the entire state of Ohio. Our residents 
range from upper middle class and below (1 believe). Cross Road Medical Center has a high 
turnover of providers, making it hard to have continuity of care; many people drive the 
approximately 4ee mile round trip to get primary care. We have many seniors who simply leave 
our area. Please support HB 392 as it will help rural under served area's such as the one 1 
live in, plus help our urban areas to have higher level providers (ie there is no 
cardiologist in all of South East Alaska. UA has a "grow our own" philosophy, but cannot 
grow enough of our own fast enough; some schooling isn't even available in Alaska such as 
dentistry and pharmacy. We truly need your help! 

Sincerely, 

Janie Fillman 
PO Box 575 
Glennallen, AK 99588 
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Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

Dariene Buiiioiph [iindab@piiaiaska.neij 
Thursday, March 18,201011:58 AM 
Rob Earl 
I support HB 392 We need your help. 

I support HB 392 as we need it so bad. I also believe All Doctors should have to take a % of 
Medicare. I bless the ones that do. They care for the people not their pockets. We need this 
bill so bad.What are we seniors to do for a Doctor??? No one can find one to care for us. We 
all have paid into Medicare all· our lives for what ? One of the best progaims the government 
every come up with. It needs to go on plus social security. It adds to our retirement so one 
can retire. Everyone goes on Medicare at 65 so we need to support HB 392 

Sincerely, 

Darlene Butttolph 
2881 Shore Dr 
Anchorage, AK 99515 
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Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

Ann Ehret [aehret@ifhs.org) 
Thursday, March 18, 2010 11 :40 AM 
Rob Earl 
H B 392 - Loan repayment 

I am writing to urge you to support this legislation for the loan repayment and incentive 
program in Alaska. As a physician who works 75% time in the Aleutians I- am not eligible for 
federal loan repayment toward my $lSe,eee.ee medical school loans. After three years in our 
community health center at a average salary, I am no longer financially able to sustain the 
cost of living, monthly loan payments without loan repayment of some sort. I am seriously 
considering moving out of state to obtain more flexibility in the reimbursement options. If 
this legislation passes, I will stay in Alaska to provide rural primary care to under served 
populations. 

Sincerely, 

Dr. Ann Nora Ehret 
PO Box 92ee91 
Dutch Harbor, AK 99692 
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Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

Sharon Montagnino [smontagnino@sunshineclinic.org) 
Thursday, March 18, 2010 10:21 AM 
Rob Earl 
H B 392 Good solution for health care workforce strategy 

As executive director for the Sunshine Community Health Center, I cannot tell you how 
valuable a loan repayment and incentive program is to recruiting potential medical and dental 
providers. 

Sunshine has been actively recruiting for a dentist now for 14 months and while there are 
other obstacles (i.e. licensing for one) that hamper our efforts, loan repayment has become 
the number one question asked by candidates. In addition to our dental vacancy, we have been 
recruiting for a medical provider and the last three candidates said loan repayment was 
critical in their choice of employment. 

While AK certainly has a lot of offer we cannot compete with clinics and centers in the lower 
48 if the playing field is not level. One-way to make this happen to approve a loan and 
incentive program in Alaska. 

I urge you to support this bill because without it there is the potential of clinics closing 
or scaling back hours due to no providers/staff (happened in S.E. when dentist retired and 
there was no replacement). 

Sincerely, 

Sharon Montagnino 
HC 89 Box 81913 
Talkeetna, AK 99676 
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Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

Nancy Bryan [nabryan46@yahoo.com] 
Friday, March 19, 20104:46 PM 
Rob Earl 
Written HB 392 Testimony (H)HSS 

To have seasoned professional Medical staff able to come to Alaska and build our health 
community, in my opinion, is so valuable for our growing needs, 
This would perhaps be a step forward to making this state competitive to lower 48 states with 
new ideas, that open up great incentives to'better the health care areas here, 
To become self sufficient in Alaska has always been our motto of looking forward has it not? 
Then make it possible to help those that want to make the journey here perhaps for the first 
time, and stay in our great state and bring the knowledge they have as well as their 
wonderful medical ideas to us. 
Thank you. 
Nancy Bryan 

Sincerely, 

Nancy Bryan 
22479 E Clare way 
Palmer, AK 99645 
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TESTIMONY ON House Bill 392 
March 17, 2010 

426 Main SI 
Juneau, Alaska Q'l801 

(90i) 55~ 1790 

www.ashnh.l.or~ 

ASHNHA represents 27 private, federal, state, and tribal health care facilities 
located throughout Alaska. The testimony presented here has been approved by 
ASHNHA's general membership (see detailed member list at bottom of testimony). 

ASHNHA's membership strongly supports HB 392. 

Health care occupation workforce shortages continue to persist throughout Alaska 
but are most critical in rural areas of the State. 

The Alaska Legislature has been extremely responsive to addressing these 
shortages by providing increased funding to the University of Alaska to expand 
health care education programming, and by expanding the WWAMI program from 
10 to 20 educational placements each year. 

HB 392 complements these other initiatives by establishing a new program that will 
give the Department of Health & Social Services authority to attract already trained 
health care professionals in 10 critical occupation categories. The Department will 
offer either loan repayment or cash incentives commitment to willing providers in 
exchange for time served in health care shortage areas in Alaska. Up to 90 health 
care professionals could be attracted to Alaska each year through this program. 

Extensive study of Alaska's health care workforce needs have been completed and 
those data disclose shortages that cannot be overcome by expanded educational 
programming or WWAMI enrollments alone. These investments, while extremely 
important, will take from 4 years to 10 years to produce trained clinicians 
depending on the health care occupation chosen for study. HB 392 will bridge the 
gap Alaskans face today in many rural and underserved communities throughout 
the State. 

ASHNHA has worked with a large group of other stakeholders to help develop the 
program outline contained in HB 392. Passage of this measure will help Alaska 
become competitive with other states in attracting 'practice ready' professionals 
from around the country. 

HB 392 has the strong support of many organizations concerned about the severe 
shortage of health care professionals in many rural areas of the State. The Alaska 
Health Care Commission recommended consideration of a loan repayment and 
incentive program in their report to the Governor and the Legislature. 

1 
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ASHNHA respectfully urges your support for HB 392 and passage of this bill from 
House HSS to the next committee of referral. 

Thank you for your consideration. 

For questions please contact: 
Rod Betit, President & CEO 
ASHNHA 
rbetit@ashnha.com or call 907 586-1790 

This Testimony is on Behalf of the Following Alaska Health care Facilities 

Alaska Regional Hospital, Alaska Native Medical Center, Bartlett Regional Hospital, Central Peninsula General 
Hospital, Cordova Community Medical Center, Denali Center Nursing Home, Fairbanks Memorial Hospital, 
Heritage Place Nursing Home, Kanakanak General Hospital, Ketchikan General Hospital, Maniilaq Health Center, 
Mt. Edgecumbe Hospital SEARHC, Norton Sound Regional Hospital, Petersburg Medical Center, Providence 
Alaska Medical Center, Providence Extended care Center, Providence Kodiak Island Medical Center, Providence 
Seward Medical & care Center, Providence Valdez Medical Center, Sitka Community Hospital, South Peninsula 
Hospital, St. Elias Specialty Hospital, Wrangell Medical Center, Yukon Kuskokwim Delta Regional Hospital, North 
Star Behavioral Health, Wildflower Court Nursing Home. 

2 
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" 

T 1.,866-227-7441 
F 907-341-2270 
TTY H77-434-7598 

March 17, 2010 

The Honorable Wes Keller, Co-Chair 
House Health and Social Services Committee 
Alaska Capitol, Room 13 
Juneau, AK. 99801-1182 

The Honorable Bob Herron, Co-Chair 
House Health and Social Services Coounittee 
Alaska Capitol, Room 411 
Juneau,AK. 99801-1182 

Dear Co-Chairs Keller aI)d Herron: 

www.lllirp..rg/ak 

RE: HB 392 (Herron)-Support 

On behalf of the members of AARP in Alaska, we encourage you aI)d your colleagues on the House 
Health and Social Services Committee to support HB 392, authored by Committee Co-Chair 
Herron. 

The intent ofHB 392 is to provide incentives for health care providers, especially for expertise that 
is in short supply in Alaska as well as to secure providers in our many underscrved geographic 
areas. 

AARP approaches HB 392 from the standpoint of the customer. Our members are the group most 
likely to need health care services and are often the first ones to face critical health care problems 
because they cannot find a provider. 

You are well aware'of our health care workforce shortages in Alaska. If our members cannot find a 
health provider, the results can be bad for them as well as for the state. 

Postponing a needed health visit often results in health deterioration and, in many cases, mo.re 
intense and more expensive treatment. With an increase in prOviders, our mCinbers are more likely 
to seek prevention and early treatme!lt. The overall health status of older Alaskans will improve. 

However, if our members cannot fuld a health care provider, Alaska will be the loser. 

As you know, prior to 1990 many older Alaskans left the state after retirement because they could 
not count on finding medical facilities and providers to meet their needs. 

This trend reversed and now Alaska has the highest percentage of older people who decide to stay 
io their home state after retir=cnt. The economic value of these retirees is estimated at over $1.7 
billion. 

Jennie Chin Hilinsen, President 
HEAmlI fiNANCES I CONNecnNG I GMMO I ENJOYING William D. Novelli; Chief Executive Officer 
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We want our citizens to stay here after retirement The most significant detennination of where 
retirees decide to live is the availability of quality health care_ We must have an adequate health 
C3Ie workforcc jf we 3Ie going to keep older Alaskans in our state_ 

:as 392 will go a long way in helping us seCW'C that workforcc_ 

AAR.P recommends an "AYE" vote on lIB 392. 

Should you have any questions about our position, please feel free to contact me (586-3637) or 
Patrick Luby, AARP Advocacy Director (907-762·3314). 

Thank you for your consideration. 

Sincerely, 

W[~.tO~ 
Marie Darlin, Coordinator 
AARP Capital City Task Force 
415 Willoughby Avenue, Apt 506 
Juucall, AK 9980 I 
586-3637 (voice) 
463-3580 (fax) 

cc: Vice-Chair Representative Tammie Wilson 
Representative Bob Lynn 
Representative Paul Seaton 
Representative Sharon Cissna 
Representative Lindsey Holmes 



Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

Sonia Handiortn-Kome [skome@iihs.org) 
Tuesday, March 23, 2010 11 :06 AM 
Rob Earl 
HB 392 Testimony (H)HSS 

I am writing to urge you to support and pass HB 392. I am the executive director of the 
community health center in Unalaska. We budget for four physicians, three mid-levels, three 
RNS, two counselors, one physical therapist and one dentist. Our center currently has two 
open RN positions, one of which has been open for three years, one open counselor position 
and one open physical therapy position. One of our physicians is considering leaving 
because, even several years out of school, she still owes over $100,000 and is not eligible 
for NHSC loan repayment. Our dentist gave us a three year notice six months ago because he 
knew it would take that long to fill the position. We must compete nationally for our health 
care providers. HB 392 would be enormously helpful to us in recruiting and retaining vital 
.staff members. Please support HB392. Thank you. 

Sincerely, 

Sonia Handforth-Kome 
Executive Director 
Iliuliuk Family and Health Services, Inc. 
PO Box 144 
Unalaska, AK 99685 
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Nikoosh Carlo 

From: 
Sent: 
To: 
Cc: 
Subject: 

Co-Chair Herron, 
Co-Chair Keller, 
Vice-Chair Wilson, 
House HSS Committee, 

drobbins@gcLneton behalf of Doris Robbins [drobbins@gcLnet] 
Tuesday, March 23, 2010 12:23 PM 
Rep. Tammie Wilson; Rep. Wes Keller; Rep. Bob Herron 
Rep. Lindsey Holmes; Rep. Sharon Cissna; Rep. Paul Seaton; Rep. Bob Lynn 
Support for HB 392 INCENTIVES FOR CERTAIN MEDICAL PROVIDERS 

RE: HB 392 INCENTIVES FOR CERTAIN MEDICAL PROVIDERS 

For several election cycles I have watched us lose more professionals who treat patients for their illnesses one-an-one and in auxiliary 
roles as well. Support for physicians and medical professionals to practice in Alaska !s so long overdue. We have a crisis in interior 
Alaska! 

The lack of proper care resulted in my daughter, who has very good insurance, being rushed through a quick clinic, being told that she 
just had a virus and to go home and treat it with fluids and rest. A week later, no better, she went back again. She went back for 
additional treatment, was handled quickly, and given some kind of antibiotic as she continued to cough and become more weak. 

Finally, she wrangled an offce visit with a physician in an outlying area through a family contact. He examined her thoroughly to 
find that she had been trying to function with walking pneumonia and had developed damage to one lung. She was required to have 
bed rest with antibiotics and inhalers, and then was restricted to only very minimal activity, as necessary to prevent the loss of her 
job, so that her lung could heal. She, having deteriorated from lack of early care, had more antibiotics, inhalers and months ofre­
exams and repeated X-rays to make sure her lung healed. This is a lady who has completed the Fairbanks Equinox Marathon at least 5 
times, so it wasn't hecause she was a softie! 

This is one reason that we must act to make physicians and other medical professionals work in Alaska. Remember that Alaska serves 
a large number of military dependents that add to our patient population. It is no longer only those who are on Medicare. We have 
a critical shortage for a conglomerate of reasons. Typically, an appointment for someone who is currently ill, not a check-up, has a 6-
week wait. If you get very ill, rather than have a regular patient go into emergency for a "temporary patch job" your doctor will likely 
try to get you in where someone cancelled or between appointments during his lunch time. 

Please pass HB 392 so that over time we will have some improvements in our situation. 

Thank you, 

Doris Robbins 

1281 Overhill Dr. 
Fairbanks AK 99709 
(907) 374-0597 
drobbins@gcLnet 
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Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

James Alii Oamesalli8@gmail.comj 
Tuesday, March 23, 2010 12:59 PM 
Rob Earl 
Please support HB 392 in House HSS 

Please support and pass HB 392. 
We need Health Care Providers and this bill will help us attain our providers as a great 
incentive to work at our Community Health Clinic. We certainly need leverage to attract 
health professionals in our clinic. 
Thank-you for your support. 

Sincerely, 

James Atti 
PO Box 2714 
Bethel, AK 99559 
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Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

iviabei Smeiizer immses@kpunet.neij 
Monday, March 22, 20106:13 PM 
Rob Earl 
Request that you please support HB392 

We need to retain our providers in order to give the care that is needed and to support 
caregivers. There is a shortage of practitioners in Alaska which hinders adequate health 
care that is needed. 

We "urge you to vote in favor of this bill in order to fill the vacancies that exist 
throughout the area and bring medical care to the community. 

Please vote your support of HB392 

Sincerely, 

Mabel Smeltzer 
2729 Tongass Ave Apt 3e4 
Ketchikan, AK 99gel 
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Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

james Lepich [j.iepich@skagway.orgj 
Tuesday, March 23,20108:57 AM 
Rob Earl 
Support and Testimony for HB 392 

I am writing you in regards to HB 392, I believe this bill to be of utmost importance to the 
future health of Alaska residents. I came to Alaska this past summer in hopes of acquiring 
loan repayment through the National Health Service Corps, a process that is arduous and 
drawn-out .. When preparing for this move, I had spoken with several colleagues who had stated 
that they would be greatly interested in joining the ranks of Alaska Health Care 
Professionals, however, there is little incentive to do so. They spoke of the high cost of 
living and that their loans were minimal or already payed down. These are experienced 
individuals who have a great deal to give to this state. HB 392 and its incentive aspect 
would be a considerable draw for these people. 

The National Health Service Corps does indeed bring many people to this state to fill 
openings in the health care system, however, as I stated previously, this can be a monstrous 
undertaking due to working with the Federal bureaucracy. This system also is flawed in that 
the required time of service is two years, then the people have a choice to stay or move on. 
It also pays up front, where HB 392 pays out after time has been delivered. My understanding 
of HB 392 is that it would help people choose to stay in the state due to these requirements. 

By taking hold of this at the state level, Alaska can bring in qualified individuals to work 
and stay in our communities, many of whom will bring a great deal of needed experience. 

Thank you considering my testimony and, Please, consider this bill's passing. 

Sincerely, 

James Lepich 
Advanced Nurse Practitioner 
PO Box 537 
Skagway, AK 9984e 
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Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

Donna Phiiiips idonnaphiii@acsaiasKa.netj 
Monday, March 22, 20106:53 PM 
Rob Earl 
Please support loan repayment for health care professionals 

I have been an RN in hospital facilities for the past 31 year. I have spent 15 years in AK 
caring for the critically ill AK citizens and visitors to this state. Many of my new nurse 
colleagues come out of school with several thousands of dollars in school loans. The only 
facility that I am aware of that helps with loan repayment is the ANMC. It would help to keep 
the students educated in AK to stay in AK if they would get loan repayment assistance. I like 
this bill because the cost to the state is as the professional completes a certain length of 
time, they then receive payment. 
Many states and facilities offer competitive loan repayment programs in order to get 
professionals to work in their state. 
I urge you to look at this bill closely for securing the health care future for the state. 
Thanks. 

Sincerely, 

Donna Phillips 
PO Box 1178 
Girdwood, AK 99587 
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Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

Sandra Knighi [iwowiid2@yahoo.com] 
Tuesday, March 23, 2010 7:15 AM 
Rob Earl 
HB 392 health care workforce 

I am a retiree and concerned about the dirth of available health care for our great State of 
Alaska. 

As I read this bill, it would provide rather immediate financial incentive for sorely needed 
professionals statewide. Please support HB 392. 

Thank you. 

Sincerely, 

Sandra Knight 
8101 Peck Ave 
Anchorage, AK 99504 
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Rob Earl 

From: 
Sent: 
To: 
Subject: 

Representative Herron 

Margueriie Stetson [mstetso1@alaska.eduJ 
Tuesday, March 23, 2010 7:39 AM 
Rob Earl 
HB 392 Alaska needs help in getting more health care professionals 

I have experienced the shortage of physicians and nurses in Alaska. I would urge that you 
pass this legislation to provide loan repayment and incentive programs for Alaska. 

Sincerely, 

Marguerite Stetson 
1810 Ponds Cir 
Anchorage, AK 99507 
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