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Alaska Department of Health and Social Services 
Organization Chart 

Commissioner 
Bill Hogan 

Deputy Commissioner Deputy Commissioner I Chief Medical Officer [ 
Jay Butler, M.D. for Medicaid and Health Care Policy for Family, Community & Integrated 

I 
Bil' Streur Services 

I 
Patrick Hefley 

PUBLIC HEALTH • HEALTH CARE SERVices Public Inlonn.tlon IH ALASKA PIONEER HOMES I Director. BlWOrly "'boley • Medicaid Director C/o, """'" 
OjmcfOl: David Com 

• Medicaid Policy & Planning Boonla & CoonmIMIone 

• Medicaid financing • A.Inka f'Ictw. ....... ~ So.nI 
• Publk; Health "'ws1ng • Medicaid reform 
• Ep1damOogy • Medicaid Management leg_lilt .... R.tatlom IH BEHAVIORAL HEALTH I • Chronlt; 01M811. Information System Director: MoIi$U SIano 

Prevention & Health • Rale Review 
IWdIJ l,ughliII 

Promollon • Tribal Health 
Boold. & C __ ... 

• Inj\,llY Prevenbon & • Certification 
...... "" ....... _aa..CI 
·~lIoIII'IIon~...:!Or\Iv 

EmeJV8flt:Y t.WdicaI • Hea1th Planning & Systems 

If-[ 
.... 

Service. Development $~"IAu"Uont · s-- "'-lion CouncIl 

• Wom«n'a, Chlldren'a 

r __ 

I & Ftlmlty Health CHILDREN'S SERVICES 
• Burililu 01 VItal S~. Director. Tammy SfJndoval 

• SlaW LlilbortItcJy 
• Slate McJdicaI ~fdt," CommINJ_ 

Euminer'. omoo • AIIska CNIibrI'I Trull 

• Hellllh C.re F ecility -j JUVENILE JUSTICE 

I Licensing Diroc1or. Steve McComb 

.Ju-...J ..... M"'"""f~ 

Public Health ~ 

H I Pl'f::paredneu Program PUBLIC ASSISTANCE 
DiMclor. Ellie FiIljarTllki 

_,C_ .......... d H SENIOR & DISABILITIES SERVICES I --. ~_c... eo...nuIoII Dirf1Ctor. Rebecca Hilgfmdorf 
• ~CounI::I.., Emtqooney ....... 

0ffIu of Fattlt-Buad and "-- ....... nt!lc.-Iu ...... ...". .. ConwoIMlon • 
'~c.-..~ ·MPcaIc..~ 

ComtrlUnit»' Inlllatlves 'ao..mo,'1 Cot.tr\I;I.., 1liMbilIIII...:! 
'RIogIoNII~......-.o.v -- FOCI AcM.ory CoImal -,-.--~~ ._- • ....,..~ .... AgIoro 

~f.oI~.f.t: 
';-06":,;:'''''' "DI \:"\ 

~~; 

Assistant Commissioner 
for Finance Management 

Services 
Alison Elgee 

• PerformlnceJOuality 
Assurance 

• Audita (including legislative 
Audits) 

• Hear1ng~ & Appeals 
• Facilities 
• Administrative Services 
• Budget 
• Revenue 
• Fiscal 
• Grants ,\ Contl8cts 
• informatiOn Technology 
• ReglJlatiOns 
• legal Services Coordination 

En&eUve Jan. 1,2009, Rev. Jan. 21, 2009 
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State of Alaska> Health & Social Services 

Bill Hogan 
Commissioner 

• Contacts 

iJ 2009 Realignment 

~2oo8 Annual Report 

iJ Organization Chart 

'1.i Priorities 
• Publications 

Public Notices myAlaska 

/'~-"'-..,- , _______ .f/ "- -' I ,/ 

I Headlin~-;-- u -~ 

iJ State Response Team Travels to 
Emmonak 

'ti State health department will continue to 
survey residents over the next year 
(PDF) - . '" State launches FosterWear clothing 
effort Tuesday (PDF) 

'ti New database to help doctors, parents 
track immunizations (PDF) 

• Annual Medicare Drug Plan enrollment 
window closes Wednesday 

iJ State issues provisional license to 
owners of long-term care facility (PDF) 

• State assumes temporary management 
of long-term care facility 

• State Health & Social Services names 

Heanh & Social Services r-- I Search 

j Services------ - ~ 

• Birth & Marriage Certificates 

• Child Care 
• Child Protection Services 

• Denali KidCare 

• Food Stamps 
• Immunization Information 

• Medicaid 
• Public Health Centers 
• Temporary "Cash" Assistance 
• Senior Benefits Program 

• Senior Information Office 
• Substance Abuse Treatment 
• ... view more DHSS services 

I Divisions- Q 3 
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State of Alaska:::> Health 8 Social Services:::> Alaska Pioneer Homes 

David Cote 

Division of Alaska 
Pioneer Homes Director 

While preserving dignity ilnd 

News 

• Juneau Pioneer Home Celebrates 20 years 
in 2008! Sig Olsen and Marritt Andruss dance to 
the Thunder Mountain Big Band at the 20th 
anniversary ball. Click to see the picture that 
appeared in the Juneau Empire Friday June, 6, 
2008. 

• She's Gotta Dance ... Marge Gull is still danCing 
the night away at a young 95; click here to read 
the Anchorage Daily News story. 

• Happy 104th Ura Harp! Ura Harp celebrated 
her 104th Birthday on November 29th; click here 
to see her on the front page of the Anchorage 
Daily News (pdf 811 KB). 

Our Statewide Homes 

• Anchorage 
• Fairbanks 
• Juneau 
• Ketchikan 
• Palmer 
• Sitka 

4 
• Map of locations 
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State of Alaska Health & Social Services Public Notices myAlaska 
• w. , __ 

State of Alaska;:' Health & Sooial Seruices;:' 8ehavolial Health 

Melissa Witzler-Stone 
Director 

"Partners promoting Ilealtlly 
commllllities. " 

Mission & Values 

ClUTent Events & 
AnnolUlcemellts 

II!!' Dellartment offers tools to understand, 
sUllllort teens: Alaskans encouraged 10 reach 
oul to young people in their lives 

Meeting Behavioral Health Needs Statewide -
Data Analysis of Behavioral Health Disorders 
Prevalence and Peoille Served in Alaska, 
FY2006 

'-l Presentation - 10123tDB 

ComlHehensive Behavio .... 1 Health Treatment 
& Recovel)' (CBHTR) 
Grant Program SFY09 Funding SummaI)' 

Sections 
~ Home 

~ Division Contacts 

Programs 

~ Alaska Psychiatric Institute 

~ Policy & Planning 
~ Prevention & Early 

Intervention 
~ Program Integrity 
~ Traumatic Brain Injury 

• Treatment & Recovery 

Resources 

• Advis ,& 

5 



I-' 
W 
CD 
CD 

State of Alaska Health & Social Services Public Notices myAlaska 
... -~~- ...... 

William Streur 
Deputy Commissioner 

vacant 
DHCS Deputy Director 

Quick Links 
• Contacts 
• Director's Office 
• Frequently Asked Questions 

• HIPM Information 
• Help Beyond Medicaid 

"Jl Medicaid State Plan 

• Medical Care Advisory Committee 

• Provider Information 
• Publications/Reports 
• Prior Authorization 
• Recipient Help Line 

• Resources 
• UsefUl Links 

Health & Social Services I~ I Search 
, ~ .--

Programs 
• Adult Dental Care Program 

• Case Management 
Services 

• Chronic & Acute Medical 
Assistance (CAMA) 

• Denali KidCare 
• Early & Periodic Screening, 

Diagnosis & Treatment 
(EPSD1) 

• Medicaid 
• Medicare Part "0" 
• Preferred Drug List 

• Transportation 

Alaska Medicaid 
Recillient Handbook 

• Payment Error Rate Measurement (PERM) 

(f In the News (f 
I kil .......... ; ......... i ..... 

6 
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State of Alaska> Health & Social Services> Juvenile Justice 

a 

Steve McComb 
Director 

Ernployl1le~l~( U '\ 
OpporlunlLJC5 ~.-"\. . 

2007 Year in Review 

Of Interest 
;;; AJJAC Annual Report to the Governor, 2008 
)c Juvenile Justice's Year in Review 

) Success Stories 

;;; Threat Security and Safety. 
An Assessment of Security Needs for Alasf;a's 
Juvenile Detention Facilities 

)c DJJ FY07 Statistics 
)c McLaughlin Youth Center turns 40! 
)c Restorative Justice System 

)c Information for Victims of Juvenile Crimes 

;;; Who's Who in the DJJ State Office 

The mission of the Division of Juvenile Justice is: 

) Hold juvenile offenders accountable for their 
behavior. 

) Promote the safety and restoration of victims and 

OlU'Loeations 
)c Map of DJJ Locations 
)c List of DJJ Locations 
)c Youth Facilities 

) Probation Services 

'Nhat V\le are 
Doing 

)c Statistics 
)c Publications 

)c Performance Measures 

) Capital Projects 
)c Grants 

About Us 
)c The Director 

;;; DJJ Report Card 

7 
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Health & Social Services Public Notices myAlaska 

Safe Children, Strong Families 
State nf AI.;4:.1I > H@alth & Social Services> Office of Children's Services 

Tammy Sandoval, Director 

MANDATORY' . ~,.- -. 
REPORTING , 

\ 't\ : 
X'. \ ~ rr, _(I PRESENTATIO/,! 

Mission, Goals & Str'!tegies 

• Strengthening families; 
• Keeping Alaska's children safer; 
• Partnership with tribal leaders; 

• Fostering a high quality and stable 
workforce; and 

• Building enhanced relationships with 
community partners. of Interest 

i!!I F osterWear 

Programs i!!I Career Opportunities 

- • The Pipeline· An OCS Newsletter 
• Adoption & Guardianship • Radio & PSA Spots 8 
• Children's Justice Act • UM FYSTA InfofTraining Calendar 

: -Alaslia Parent I-iDe -: )t r.bjldren's Irll?! ) eoce Q Q' 0' 
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State of Alaska Health & Social Services Public Notices myAlaska 
-..... 

~~1~t~~ 
State of Alaska> Health & Social Services 

Ellie Fitzjarrald 
Director 

Director's Office 

0", Mission 

Proposed Regulations 
and Public Notices 

Fraud Control 

Online Manuals 

Headlines ... -'" State Response Team 
Travels to Emmonak 

• Need help with your heating 
bills? 

• Anchorage Adult Public 
Assistance office moving 
effective June 10th, 2008 

• PERM Payment Error Rate 
Measurement· Medicaid 
A nationwide audit began 
this winter and promises to 
have a major impact on 
Alaska. 

• SeniorCare program to 
end following legislative 
session 

> Native Family Assistance 
Program Celebrates 

For Employers 
• Job Start· Money for your 

Business! 

• Need help hiring? 
• Tax Credits for Employers 

• Calendar of Job Fairs 
• Job Hotline for Employers 

For Customers 
• Contact Us! 

"ti Work for us! 

• AK Job Centers 
Phone/FaxfTDD 

• Alaska Quest Card 

"ti Prescription Drug Resource 
List 

• Printable Application for 
Public Assistance 

Programs 
• Adult Public Assistance 

• Child Care 
• Chronic and Acute Medical 

Assistance 

• Denali Kidcare 

• Family Nutrition 

• Food Stamps 
• General Relief Assistance 
• Heating Assistance 

• Medicaid 
• SeniorBenefits 
• Temporary Assistance 

Get Help ... 
• ... finding a job? 

• ... with Child Care? 
• .. with Child Support? 

C" ............... i"... -. ""-

9 
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State of Alaska Health & Social Services Public Notices myAlaska Health & Social Services 1-·· I Search 

"...2:::_~ ~~ 
'~ 

BREA!:oT &'CERVICAl HEAlTI-I TOPIC 

HPV & G-\RDASIL VACCINE 

.AnnOlUlcements & Events 
~ Department offers tools to unden;tand, 

sUPI,ort teens: Alaskans encouraged to reacn 
out to young people in their lives 

> Your opinion counts. Take this sholt survey 
on health care. 
Results will be forwarded to President-elect 
Barack Obama's transition team. 

> American College of Surgeons lists ways to 
improve state trauma system 

> Trauma System Presentation 

> 2007 Alaska Youth Risk Behavior Survey Results 

> View all Departmellf of Health & Social 
Services Press Releases 

Public Health 
> Public Health Home 

> Certification & Licensing 
> Chronic Disease Prevention 

& Health Promotion 

> Epidemiology 

> Health Plannning & 
Systems Development 

> Injury Prevention & EMS 

> Laboratories 

> Public Health Nursing 

> Preparedness 

> State Medical Examiner 

> Vital Statistics 

10 
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State of Alaska Health & Social SelVices Public Notices myAlaska Heanll & Social SeNices C- I Searcll 
~ . 

State 01 Alaska:::. Health .& Social Services:::. Senior .& Disabilities Services 

Who do we serve? (pdf 234k) : Seniors· Adults with Physical Disabilities and Seniors on Medicaid Waivers· Persons 
with Developmental Disabilities· Vulnerable Adults· Assisted Living Providers 

·/~\·: 
~l~lI···~·~ 
. I •••. ::. . ::.::.:'. .. ') 
.~~~ 

~111" ." I~~' 
Rebecca Hilgendorf 

Director 

About Us 

> Our Service 
Princil·les 

ClllTeilt Training 

BASIC Care Coordinator Training: 

Details and the registration form 

Of Interest 
~ 2008 Waitlist Rel.ort 
> Recommendations for a Rate Methodology 

for Home and Community-Based Services 
> 1st Quarterly Rel.ort 2009 
> Contractors Wanted for the Enviromental 

Modification Home Accessiblilty Program 
> Recommendations for the Alaska Long Term 

Care Plan Final Report 

Sections 

> Adult Protective Services 
> Care Coordination 

Training and Resource 
Materials 

> Developmental 
Disabilities 

> Personal Care Assistant 
Program 

> Quality Assurance 
Program 

> Reports & Publications 
> Rural Long-Term Care 

Development 11 
> Grant Services 

,. Drl'l.uilldr rn,..t <::11""0\1 ,. I\llll"einn t:'-:lIf'ilihl 
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State of AlasKa Health & Social Services Public Notices myAiaska .. __ .... _. ___ .... __ 

Quicklinks ... 
~ Capital Grants Status Report 08 

~ Legislative Reports 

'!!I Streamline - November 2008 
~ Facilities Funding Allocation Plan 

Alison Eigee 
Director 

ClUTent Projects .... 

HBrSS FY-09 
Budget 

Overview 

Headlines .. . 
.,. Long-term Forecast of Medicaid 

Enrollment and Spending in Alaska: 
Supplement 2007-2027 

.,. Long-term Forecast of Medicaid 
Enrollment and Spending in Alaska: 
Supplement 2006-2026 .... . . 

" Long-term Forecast of Medicaid 
Enrollment and Spending in Alaska: 
Supplement 2005-2025 

, .:;:;'\,{'fll/}·(II04 .!.'l" Ml 
1 (1'in-raIlIIV llralll,\' 

~ ... , -- ~r.::m~~ 
View the DHSS FY08 Operating Grants (PDF 
3.6 MB) 

Sections 
~ Home 
~ Assistant Commissioner 
~ Audit 

~ Budget 
~ Facilities 

~ Grants & Contracts 
~ Human Resources 

~ Information Services 
~ Revenue & Finance 
~ Hearings & Appeals 

links 
• Commissioners Office 
~ .Division Contacts 
~ Program Overview 
~ Safety Plan 12 
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Budget Highlights 
DHSS FY200B Actual Expenditures by Division 

Health Care Services 
35.4% 

Children's Services ="-
6.4% 

Behavioral Health 
12.4% 

(Total Funds) 

Juvenile Justice Public Assistance 
2.6% r 14.1% 

Public Health 
4.5% 

ior & Disabilities 
Services 

18.6% 

~ Finance and 
Management Services 

Alaska Pioneer Boards and 2.9% 
Homes Commissions 
2.9% 0.2% 15 
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Budget Highlights 
• Medicaid 

• Denali KidCare 

• Child Care 

• Substance Abuse 

• Heating Assistance 

• Governor's Health Initiative 

• Capital Projects 
16 
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Alaska State Legislature 

Senator Bettye Davis, Chair 
Senator Joe Paskvan,Vice Chair 
State Capitol, Room 30 
Juneau, Alaska 99801 
Phone: (907) 465-3822 
Fax: (907) 465-3756 

Committee Members: 
Senator Johnny Ellis 
Senator Joe Thomas 
Senator Fred Dyson 

Senate Health & Social Services Committee 

January 27,2009 

To: Sen. Davis, Sen. Paskvan, Sen Ellis, Sen.Thomas 
Sen. Dyson, Rep. Keller, Rep. Herron 

From: Lynda Zaugg, Al~S 

Please find attached the back up information provided by The Primary Care Association in 
preparation for their presentation to the joint Senate and House H&SS meeting on Wednesday 

1/28/09. 
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Alaska Behavioral Health Association 
Alaska Center for Public Policy 

Alaska State Hospital and Nursing Home Association 
. American Cancer Society Cancer Action Network­
Alaska 

Alaska Health Care Roundtable 
Akiska Mental Health Trust Authority 
Alaska Native Health Board 

American Heart Association - Alaska 
Anchorage Project Access 

WHAT YOU NEED TO KNOW: HEALTH REFORM FOR ALASKA 
BRIEFING AGENDA 

Wednesday, January 28, 2009 

Choice of Briefing Sessions: Morning Session 7:30- 9:30 a.m. 
AftemoonSession '1:15-3:15p.m. 

-e~l'loR)i;I!0'@·®tS~SSI®t:\it~Pmlil:@il1lB'"0I!I®im@. Butrovich-Fahrenkamp Room 203 (refreshments 
served) 

1:15 p.m. Welcome 
Moderator 

Wayne Stevens, Alaska State Chamber of Commerce 
Rod Betit. Alaska State Hospital & Nursing Home Assn 

1 :25 p.m. Picture of Alaska Alice Rarig, PhD Health Planning & Systems 
Development 

1 '45 p'm " 
·l?: ¥ .~ 

What You Need to "'-now: Health Reform for Alaska 
- Lessons from Other States and Issues to Consider-

lY. .A~{; ~ 
,~ .' y f Keynote Spebker: Enrique Martinez-Vidal 
if :~i & j . Vice ~resident, AcademyHealth 1 ii; ~ J ,: Directt, state Coverage Initiatives 

2:4;5 p\m.i\ Quitions &f-nswei~ 
:;:;;' :'~i ~~J::. .h,.m1 ~,~ ;.;.).... .-:~ 

3:15p.m. 

Panel: Bill Hogan, Commissioner, DHSS 

Adjoumment 

Hosted by: 

Linda Hall, Director, Division of Insurance, DCCED 
Enrique, Martinez-Vidal, Vice President. Academy Health 
Alice Rarig, PhD, Health Planning & Systems Development, HSS 
Rod Betit. CEO/President, ASHNHA 

Senate President. Sen. Stevens; House Speaker, Rep. Chenault; Senate HSS 
Chair, 
Sen. Davis; House HSS Co-Chairs, Rep. Keller and Rep. Herron 

Sponsored by AHAAT, Alaska State Chamber of Commerce, Alaska Primary 
Care Association, Alaska State Hospital & Nursing Home Association and 
AARP-Alaska. 

ALASKA HEALTH ASSURANCE _WVOCACY TEA.".t 

Co-Chairs: 
Kip Knudson, Alaska State Chamber of 

Commerce 
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Members: 
AARP - Alaska 
Alaska Association of Health Underwriters 
All Alaska Pediatric Partnership 
Alaska Behavioral Health Association 
Alaska Center for Public Policy 

Alaska Health Care Roundtable 
Alaska Mental Health Trust Authority 
Alaska Native Health Board 

Shelley Hughes, Alaska Primary Care 
Association 

Vice-Chair: Pat Luby, AARP-Alaska 

Alaska Native Tribal Health Consortium 
Alaska Primary Care Association 
Alaska State Chamber af Commerce 
Alaska State Hospital and Nursing Home Association 
American Cancer Society Cancer Action Network -
Alaska 
American Heart Association - Alaska 
Anchorage Project Access 
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WHAT YOU NEED TO KNOW: HEALTH REFORM FOR ALASKA 
BRIEFING AGENDA 

Wednesday, January 28, 2009 

Choice of Briefing Sessions: Morning Session 7:30 - 9:30 a.m. 

7:30 a.m. Welcome 
Moderator 

Aftemoon Session 1 :15 - 3: 15 p.m. 

Wayne Stevens, Alaska State Chamber of Commerce 
Rod Betit, Alaska State Hospital & Nursing Home Assn 

7:40 a.m. Picture of Alaska Alice Rarig, PhD Health Planning & Systems 
Development 

8:00a.m. 

9:00 a.m. 

9:30a.m. 

Members: 

What You Need to Know: Health Reform for Alaska 
- Lessons from Other States and Issues to Consider-

Keynote Speaker: Enrique Martinez-Vidal 
Vice President, AcademyHealth 
Director, State Coverage Initiatives 

Questions & Answers 

Panel: Bill Hogan, Commissioner, DHSS 

Adjournment 

Hosted by: 

Linda Hall. Director, Division of Insurance, DCCED 
Enrique, Martinez-Vidal, Vice President, Academy Health 
Alice Rarig, PhD, Health Planning & Systems Development, HSS 
Rod Betit, CEO/President, ASHNHA 

Senate President, Sen. Stevens; House Speaker, Rep. Chenault; Senate HSS 
Chair, 
Sen. Davis; House HSS Co-Chairs, Rep. Keller and Rep. Herron 

Sponsored by AHAAT, Alaska State Chamber of Commerce, Alaska Primary 
Care Association, Alaska State Hospital & Nursing Home Association and 
AARP-Alaska. 

Co-Chairs: 
Kip Knudson, Alaska State Chamber of 

Commerce 
Shelley Hughes, Alaska Primary Core 

Association 
Vice-Chair: Pat Luby, AARP-Alaska 

AARP - Alaska Alaska Native Tribal Health Consortium 
Alaska Primary Core Association 
Alaska State Chamber of Commerce 

Alaska Association of Health Underwriters 
All Alaska Pediatric Partnership 
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Enrique Martinez-Vidal 
Vice President, Academy Health 

Washington, D.C. 

Keynote Sp6>etker January, 28, 2008 
What You Need to Know: Health Reform for Alaska 

Enrique Martinez-Vidal is a Vice President at AcademyHealth and the Director of 
the Robert Wood Johnson Foundation's state Coverage Initiatives (SCI) program 
which works with state policy leaders to develop strategies to improve insurance 
coverage and foster broad health care reform. Enrique joined AcademyHealth 
in February 2005 as the deputy director of SCI. 

He is currently the project director for the State Quality Improvement Institute, a 
project of the Commonwealth Fund to assist states that are ready to make 
substantial commitments to quality improvement and to facilitate development 
of concrete action plans for further progress. He also has worked on various 
projects under a contract with the federal Agency for Healthcare Research and 
Quality (AHRQ) including the oversight of a state-level environmental scan of 
quality initiatives to help determine how a PQrtnership could be developed 
between AHRQ and states regarding quality improvement; and a pilot project 
that presented AHRQ's State Snapshots to four states in an effort to create an 
ongoing dialogue about how these reports can be used for state-level quality 
improvement. 

Previously Mr. Martinez-Vidal was the deputy director for performance and 
benefits at the Maryland Health Care Commission, an independent state 
agency. There he was responsible for the oversight of Maryland's small group 
insurance market reforms; the annual evaluation of Maryland's mandated 
health insurance benefits; fhe collection and public dissemination of quality and 
performance information for hospitals, nursing homes and health plans; 
providing primary assistance on all legislative issues; and working on numerous 
other projects related to the affordability of health care, quality improvement, 
and patient safety. 

Mr. Martinez-Vidal was formerly a policy analyst with the Maryland Department 
of Legislative Services for five years. During that time he staffed the House 
Economic Matters Committee and was involved with a number of health-care 
related issues. He has a B.A. in political science and international studies from 
Dickinson College and a master's degree in public policy from Georgetown 
University. 
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Overview of Presentation 

• Background 
• What is driving state reform? 
• State Reform Strategies 
• States & the Health Workforce 
• State Quality Reporting Activities 
• State Health Policy Commissions and 

Authorities 
• Lessons Learned from State Reforms 
• Concluding Thoughts 
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State Coverage Initiatives (SCI) 

• An Initiative of the Robert Wood Johnson Foundation 

Community of State Officials 
> Convening state officials 

Resources and Information 
> Web site: www.statecoverage.org 
> State Profiles 
> Publications! State of the States 

Direct technical assistance to states 
> State:specific help, research on state policymakers' 

questions 
> Grant funding!Coverage Institute .. 
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Data: Two-year averages 1999-2000, updated with 2008 CPS 
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2001 and 2007, 2008 Current Population Surveys, 
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State Ranking on Quality Dimension 
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Drivers of State Health Reform Efforts 

• Uninsured still high 
• Employer-sponsored insurance down 
• Costs/premiums increasingly 

u.naffordable - Indiv; Families; Govt . 
• Coverage needed for effective and 

efficient health care system 
• Lack of national consensus - future? 
• Greater political will at state level 
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Key Policy and Design Issues 

• Different Populations Require Different Solutions 
• Subsidies and Financing: Who will pay? Who will 

benefit? 
• Should Health Insurance Coverage Be Required? 
• What is Affordable Coverage? 
• What is the Most Appropriate Benefit Design? 
• Do Insurance Markets Need to be 

Reformed/Reorganized? 
• Best Mechanisms for Cost ContainmenUSystems 

Improvement 
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"One size fits all" approach won"t work 

• 

• 

Those with few resources to bring to private insurance market 
~ Ceiling = eligibility for public programs 
~ Children: 100-300% FPL 
~ SCHIPParents/Childless Adults: Vary from 12-275% FPL 

Those with some resources but cannot bear the full cost of 
insurance premiums 
~ Subsidies and other methods to reduce premiums 

• Those who have sufficient incomes to participate in market on 
their own 
~ Encourage voluntary participation or mandate coverage 
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o No Free Solutions: 
Who Will Pay? Who.Wili Benefit? 

• Shared responsibility - Who will help cover 
the costs? 
~ Individuals; Employers; Federal government; State 

government; Health plans/insurers; Providers 

• Enough money in current system? 
~ If yes, then - Redistribution (Who will pay? Who will 

get paid?) 

~ If not, then need new forms of revenue: Sin taxes; 
Provider taxes; Payroll taxes; Lease the loUery; Slots 
revenues; Gross Receipts Tax 
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. Should Hea'h Insurance 
. Coverage Be Required? 

• I-' 

• Unenforceable? Impingement on individual 
freedom? 

• Does your state have money for subsidies 
to help lower-income uninsured (or an 
exemption process)? 
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What. is Affordable Coverage? 

• Related to overall benefit design 

• Related to subsidies being considered 

• Could be related to individual mandate 

• General agreement that levels of both 
premium and out-of-pocket costs should 
somehow be related to income and ability to 
pay 



I-' 

"" N 
W 

e e 
Benefit Design 

• Services included/excluded; cost-sharing; structure of access to 
providers 

e 

• Not just cost of coverage but value of the benefit plan - what set of 
services are purchased for specific amount of money 

• Before - limit benefits; raise cost-sharing; limit networks (value issue) 

• Levers within benefit design: 
~ reduce premiums 
~ encourage efficient/appropriate consumer behavior 
~ change carrier and provider behavior 

• Evidence-based benefit design? MN 

• Consumer-driven health plans? IN 

• First-dollar benefits? TN 

• Direct consumer behavior change? RI 
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"'" Don't Forget the Delivery System 

• Prevention/primary care/wellness 

• Chronic care management and coordination 

• Public health initiatives 

• Value-based purchasing/payment reforms 

• Medical error reduction 

• Health-acquired infection reduction/patient safety 

• Price and quality transparency 

• Heath information technology and exchange 

• Administrative and regulatory efficiencies 
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What is a Medical Home? 

The Joint Principles of the Patient-Centered Medical 
Home, developed by the leading physician groups 

• Personal Relationship 
• Team Approach 
• Comprehensive 
• Coordination 
• Quality and Safety 
• Expanded Access 
• Payment for Added Value 

• 
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Other "Medical Home" Definitions 
• NCQA - Has a 3-level standard being used or adopted by 

several states 
~ Based on the Joint Principles 

~ Utilized in Vermont, Rhode Island Medicaid and elsewhere 

• Health Disparities Collaboratives, the "Wagner Model" or chronic 
disease management programs 
~ A system change model that emphasizes: 

o Using best practice standards of care for specific chronic diseases 

o Use of quantitative process and outcome measures 

o Team approach to care 

o Patient education and self-management 

~ Implemented in Community Health Centers around the country 

~ Implemented in Washington, Rhode Island, Pennsylvania, and 
elsewhere 

• Primary Care Case Management (PCCM) 
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High Access to Primary Care Correlates 

.~ 
I!! a 
~ 

with Low Health Care. Spending 
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Per Capita Health Care Expenditures 

Source: Based on The Commonwealth Fund 2006 International Health Policy Survey of Primary 
Care Physicians in Seven Countries 
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State Medical Home Programs 

• 31 states have implemented programs to 
advance Medical Homes in Medicaid 

• States working across payers on Medical 
Homes Programs include Colorado, 
Louisiana, Maine, New Hampshire, 
Pennsylvania, Rhode Island, and Vermont 

• States with model Medical Homes programs 
include Vermont, North Carolina, Rhode 
Island and Pennsylvania 
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Comprehensive Efforts 

Enacted 
Maine ('03) 

Massachusetts ('06) 
Vermont ('06) 

Significant Proposals 
California - failed 

Kansas - some pieces 
New Mexico - very small pieces 

Pennsylvania - in process 

• 
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Strategies for Comprehensive Reform 

Maine Massachusetts Vermont 

Individual No Yes No 
Mandate Will consider if 

coverage targets not 
met 

Purchasing DirigoChoice Health Insurance Catamount 
Mechanism Connector Health 

Subsidies for Up to 300% FPL Up to 300% FPL Up to 300% FPL 
Low-Income 

Public Program Parents <200% FPL Adults <100% FPL Builds upon previous 

Expansion Childless Adults Children <300% FPL 
expansions 

Children <300% 
<125% FPL Parents <185% 

Childless Adults < 150% 
FPL 

Employer Voluntary $295/employee fee $365/FTE fee for 
Requirements Participating employers must for non-offering. non-offering 

pay 60% of premium Must offer § 125 Plan 
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Massachusetts Pillars of the Reform· 

• . Employer Responsibilities 
~ Section 125 Plan Requirement 

~ Offer Coverage or Be Assessed 

• Personal Responsibility/lndividual Mandate 

• Expansion of Publicly-subsidized Programs 

• Major Changes to Insurance Market 
~ Merged Small Group and Individual Markets 

~ Raising age of dependents - up to 25 

~ Connector 
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Current State of the Commonwealth 
• More than 439,000 newly-insured between June 2006 

and March 31, 2008 

• 191,000 more in private coverage (no public $$) - more 
than 40% of all newly covered have no subsidies . 

• Employer-sponsored insurance remains predominant 
source of coverage (82%) of non-elderly): no crowd-out 

• Non-group premiums are down over 400/0 and 
membership has grown over 50%) 

• Approximately 1-2% of the MA population or 60,000 
persons may be exempted from the mandate 
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Vermont - Blueprint Components 

-Blueprint legislation and funding 

Public Policy -Executive Director at Governor's Office level 
-Integration with Public Health Disease Prevention Programs 

-Community Grants 

Community -Environmental and Policy Strategies, Smart Planning 
-211 as statewide resource tool 

-Healthier Living Workshop-All conditions 

Self-Management - Over 40 statewide; 500+ enrolled 
- +60% reduction in MD and ED visits post at one year 

-Patient portal planned 

- Statewide RHIO, Health IT Plan 

Information Systems - Web-based chronic care information systems 

- EMR . 

-Consensus treatment standards-7+ Diseases 

Physician Practices -Clinical Microsystems support in practices -training, coaching, peer 
support 
-75% participation in 6 Communities (HSAs)D200 practices 

-Required coordination across all payers in 3 pilots in 2008 

Health Systems -Contract with National Payment Reform Consultant 
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California Proposed Reforms 

• Shared Responsibility 
~ Individual mandate 
~ Guaranteed issue 
~ Financing: Government, Hospitals, Employers, Individuals 

• Prevention/Health Promotion/Wellness 
~ Tied to preventive health practices 
~ Reducing medical errors (e-prescribing) 
~ Obesity prevention 
~ Tobacco cessation efforts 
~ Health Care Cost and Quality Commission 

• Affordability & Cost Contai~ment 
~ Subsidies for low-income adults and children 
~ Section 125 plans/HSAs 
~ Emphasis on HIT 
~ Increase Medi-Cal reimbursement rates ('hidden tax') 
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Transforming Improving Public Health Expanding 
Medical Care Affordable Insurance 

• Transparency project: -7 Increase tobacco user fee -7 Aggressive outreach & 

Health care cost and -7 Statewide smoking ban enrollment of eligible 

quality (Kansas Health -7 Partner with community children (target pop: 

Online) organizations 20,000) 

• Health literacy -7 Education Commissioner -7 Premium Assistance for 

• Medical home -7 Collect fitness data in schools low income adults without 

definition -7 Promote healthy foods in children (target 

• Medicaid provider schools population: 39,000) 

reimbursement -7 Promote fitness in schools -7 Small Business 

• Community Health . -7 Well ness for small businesses Initiatives (target 

Record (HIE) -7 Healthier food for state employees population: 15,000 

• Insurance Form -7 Dental care for pregnant women young adults and 

Standardization -7 Tobacco cessation in Medicaid (for 12,000 employees of 

pregnant women only) small businesses) 

-7 Expand cancer screening 
- - - - L- __ - ~- -- - - -

Green - Passed with Funding, if Needed; Yellow - Passed with No Funding; Red - Did Not Pass 
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Health Solutions New Mexico Plan 

What was Proposed: 
• I nsurance Reforms 
• Phased-In Health Coverage Participation Reqmt 

• Electronic Claims and Records 
• Health Coverage Authority 

• Evaluation 

What Happened: . 
• Funding for eligible but not enrolled: $22.5 m . 
• Treat developmentally disabled children: $10 m. 
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Prescription for Pennsylvania 

Rxfor Affordability,.' 
;",' - • • I' 

, C9.verAIIPennsylvanlans. ' 
(now..A~~ess to Bqsid:Cate, ' 

..... "--,,' .'''':.;~ ... < ",:,;~ ',:,."_':"., ·,L._ ~:~· . ./:i;:.",- :,~,: 

. ('qb.~e.r::CJge~ for ColleGe';'; 

State Coverage Initiatives J 
Robert Weod Johnson Foundation 

Rx for Access 'Ib:'f'or Qualiti,:", " 
" "- • ." '". -. '".: . . ;~ .:' '~i':-');--:-'.',\~' '.,~'; -',~ -. <: ;,~ .. .-( ," .' 

Health Care Workforce 

Source: Presentation by Ann S. Torregrossa, DeJuty' 
Director & Director of Policy GOHCR. Alliancelfor 

Health Reform Briefing, October 26, 2007 
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Indiana: Healthy Indiana Plan (HB 1678) 

• Increases tobacco taxes by $0.44 per pack; $0.33 will be used for: 
~ Covering adults up to 200% FPL + Immunization programs 

• The remaining $0.11 will be distributed as follows: 
~ Three cents will increase physician/dentist Medicaid reimbursement rates; 
~ Three cents will provide a tax credit to employers that establish Section 125 

plans - for employers not offering a fully insured health plan that satisfies 
Section 125 of the IRS code, the state will provide the lesser of $50 per 
employee or $2,500 for 2 years if the employer establishes Section 125 
plan; and 

~ The remaining 5 cents will be used to increase tobacco prevention and 
cessation programs and for other health programs. 

• A key aspect of HIP is that it utilizes the HSA model combined with 
comprehensive insurance coverage above the deductible. 
Individuals will annually receive $500 of pre-deductible, free 
preventive care and have a $1,100 deductible. 
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Iowa Reforms 

• Coverage for children up to 300% of FPL (with a sliding 
scale premium between 200-3000/0 FPL) + one-year 
continuous eligibility 

• Directs an advisory group to develop a plan for full 
health coverage in five years 

• A Medicaid buy-in option for those with disabilities 
• A Medical Homes Initiative 
• Healthy Communities Initiative, Quality improvement 

council, transparency, electronic health plan to be 
developed 
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Business Health Coverage Act 

• Provides subsidies to small employers (2-9 employees) and 
employees of small employers if the employer: 

~ has not offered a health benefit plan within the prior 12 months; 
~ meets certain low-wage requirements to be established through regulation; 
~ establishes a Section 125 payroll deduction plan to allow for pre-tax premium 

contributions; and 
~ agrees to offer a well ness benefit that is designed to prevent disease, reduce 

poor clinical outcomes, and promote health behaviors and lifestyle choices. 

• Expands Medicaid eligibility up to 116% FPL for parents/caretaker 
relatives. 

• Phase-in over four years of Medicaid eligibility up to 116% FPL for 
childless adults-enrollment may be capped and benefits may be 
limited based on available funding. 

• Financing: combination of general'funds, hospital uncompensated care 
savings, a one-time surplus from high risk pool, and federal funds. 
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Minnesota - Coverage and Cost 

• Childless Adults to 250% 

• Section 125 Plans 

• "Essential Benefit Set" 

• Easier enrollment and 

more seamless transitions 

Children 

Pregnant 
Women 

Childless 
Adults 

SSI Disabled 
'---- - -----

275% FPL 

275% FPL 

175% FPL 

100% FPL 
- - _ .. - - - - -- - ~ 

• Directs development of proposal to promote 
access to affordable employer-sponsored health 
care through tax credits and deductions 
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Minnesota Pay~ent Reform 
Quality Improvement 

and • 

• Establishes a single statewide transparent system for 
quality-based incentive payments 
~ Public reporting on risk-adjusted quality measures 

• Establishes new payment system based on "baskets" 
of care and then allows consumers to compare prices 

. across providers 
• Establishes standards for state certification of health 

care homes (to receive care coordination payments) 
• Administrative Efficiency 

~ Requirement that all EHRs [Electronic Health Records] be 
consistent with federal interoperability standards and that all 
prescriptions are ordered electronically by 2011 

~ Uniform methods of claims process 

• Public health programs to reduce obesity and cut 
tobacco use 
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Phase I Phase II 
• Familycare Buy-in • Creation of Garden State 

~. Passed Into Law - 12/1/07 AIiCare 

• "Kids First" Mandate 

• Familycare Expansion 

• Market Reform 
~ Signed by Governor 7/8/8 

~ Implementation 9/1/08 

• Individual Mandate 

• Sliding Scale Subsidies 

• Section 125 Mandate 

• Charity care/related hospital 
subsidies redirected over time 
to premium assistance 

• Collaborative Care System 
Creation/Medical Homes 
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• Provides access to coverage for all children by 2010 (S8 5093) 
• Intensive education/outreach/admin simplification to enroll the 

currently eligible 
• Expands SCHIP to children up to 300% FPL (now 250%) in 2009 
• Children apove 300% FPL - full cost buy-in 
• Creates Washington Health Insurance Partnership (Connector) (S8 

1569) 
~ Targets small employers w/low-income workers 
~ Sliding scale premium subsidies for those <200% FPL 

• Provides high quality, affordable health care based on 
recommendations of the Blue Ribbon Commission in Health Care 
Costs and Access (SB 5930) 
~ ReimbursementChanges 
~ Chronic Care Projects/Medical Homes 
~ Washington State Quality Forum 
~ Health Information Technology 
~ Appropriate Care Settings 
~ Wellness Programs 
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Wisconsin Reforms 

• BadgerCare Plus: Merge Family Medicaid, BadgerCare (SCHIP -
covers children and parents to 185 percent FPL), and Healthy Start: 
~ Cover all children (families above 200% FPL can purchase basic health 

coverage for their children for $10 to $68.53 per child per month, 
depending on income) 

~ Provide coverage/enhanced benefits for pregnant women up to 300% FPL 
~ Simplify the program 
~ Promote prevention and healthy behaviors (member agreements; 

incentives for MCOs; incentives for individuals; health literacy/education) 
~ Financed through increase by $1 per pack cigarette tax 

• New Policy Goals (2008+) 
~ Ensure 98% of Wisconsin's population has access to health insurance by 

expanding to childless adults through BadgerConnect, a new online 
gateway to health care 

~ One-stop shop for health care access for low-income families 
~ Increase business participation and health insurance portability 
~ Use evidence-based medicine to design benefits and control costs 
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Wisconsin's BadgerCare Plus: 
Streamlining and Outreach 

• Simplified & standardized eligibility rules 
~For example, the state reduced the number of earned 
income disregards and increased the income limit 
~ The goal was to make the program easy to understand 
for both enrollees and staff . 

• Invested in outreach & focused on the 
community level 
~42 agencies within the state received $25,000 to build 
the infrastructure needed to help people apply for the 
pmgrnm . 
~Statewide ad campaign-called the children's coverage 
expansion an "all kids" program· 
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Wisconsin's 8adgerCare Plus: 
Streamlining and Outreach 

Made online application process easier & more 
accessible 
~Supported and promoted online applications 
~Simplified the online application and trained community 
workers around the state to use it 
~During the first few months of the program, online 
applications increased from about 25 to 50 percent of total 
applications 

-Invested in more staff 
~Increased size of staff statewide, especially in Milwaukee 
~Developed a new processing center in Milwaukee to 
approve applications and send cards to enrollees within one 
week 
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Substantial Reforms 

States with Recommendations 
for 2009 Session 

Connecticut 
Kansas 

Ohio 
Oklahoma 

Oregon 
Utah 

• 
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Recommendations 
• Expanded Medicaid/SCHIP eligibility for all residents with family 

incomes below 300 percent FPL, with sliding scale cost-sharing and 
premium assistance for those with ESI. 

• Access to a restructured Charter Oak program - currently allows 
families to buy health insurance regardless of their health status at 
premiums tied to income. 

• A Connecticut Health Partnership, using the state employee health 
benefit plan as a base, will be available to all residents and employers 
in order to improve employer offer rates and employee take-up rates, 
and to offer coverage to those in the non-group market. 

• Multiple recommendations for containing costs and improving quality. 

• Data collection and analysis to drive policy development, 
implementation, and evaluation. 

• Public entity assigned or developed to oversee the proposed reforms 
and better coordinate state spending on health care. 



~ -Kansas 2009 Healt~Reform Priorities-­
Kansas Health Policy Authority 

• Statewide Clean I ndoor Air 
• Increased Tobacco User Fees 
• I ncreased Access to Affordable Health Care and 

. Health& Wellness 
~ Medicaid Expansion to Parents up to 100% FPL 
~ Convene panel to develop proposals to assist small 

employers and young adults afford health insurance 
~ Tobacco Cessation for Medicaid 
~ Expand Cancer Screening for Low-Income and Uninsured 
~ HIT - Statewide Community Health Record 
~ Workplace Wellness Grants for Small Businesses 
~ Expand Kansas Coordinated School Health Program 



f-' 

"'" U'1 
I\) 

• 
• 
• 
• 
• 

• 

• 
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Ohio State Coverage Initiatives 
Recommendations 

Requiring employers to establish § 125 Plans 
Reinsurance for individuals and small businesses 
Extend group coverage to dependents up to age 29 
Premium assistance for low income workers 
Enrolling more Ohioans in Medicaid and expanding 
Ohio's Medicaid to high income levels 
Allowing non-Medicaid eligible adults to enroll in 
Medicaid managed care plans 
Reforms to the individual health insurance market (GI; 
Mandate; Subsidies; Admin Efficiencies) . 

Connector 
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Blueprint for Oklahoma - Draft Report 

• Maximizing enrollment in public programs for 
those eligible but not yet subscribed 

• Developing an affordable basic health 
benefits plan 

• Generating sufficient public revenue 

• Encouraging the take-up of private coverage 

• 
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Oregon Health Fund Board Report 

• Improve access for children and low-income 

• Cost containment and quality improvement 
mechanisms 

• Purchasing strategies and insurance market 
reforms 

• Encourage new models of care delivery 

• Ensure health equity for all 

• Train new health care workers 

• Federal-state relationship 
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Utah Legislative Health System 
Reform Task Force Legislation 

• Insurance market reforms: 
~ Creates new basic benefit plan called the Utah NetCare Basic 

Health Care Plan 

~ Allows mandate-free benefit plans to be offered in certain 
circumstances 

~ Establishes Internet portal for the purchase of these new plans 

~ Sole proprietors included in the small group market pool 

~ Establishes a reinsurance pool 

• Streamlines and standardizes various aspects of provider, 
insurer, and consumer interactions and communications. 

• Framework for demonstration projects for delivery and payment 
systems reforms. 

• Requires certain contractors who do business with the state to 
offer health insurance to their qualified employees. 

• 
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Incremental Approaches 

Cover All Children 

Purchasing Pools/Mechanisms 

Increasing Dependent Coverage 

New Benefit Design 

Reinsurance 

Creative Uses of Medicaid 
(public/private) 
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Rhode Island ('07): 'HealthPact 

• Includes coverage for physician visits, hospitalization, 
preventive services, and prescription drugs 

• Design is intended to give incentives to enrollees to be 
more actively engaged in managing their own health care 

• Proposes to achieve significant cost savings though 
financial incentives for enrollees who improve and maintain 
their health through five key wellness initiatives 

• For enrollees who choose to participate in the well ness 
programs, it is proposed that deductibles, co-pays and co­
insurance will be reduced to amounts normally seen in 
plans with much higher premiums 
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Cover Tennessee ('07) 

• Affordable healthcare coverage 
~ Premiums shared equally by employer, individual and state 
~ Individual's monthly premium share ranges between $37 and $109 
~ Premiums vary depending on age, tobacco use, and obesity 
~ No deductibles; reasonable co-pays 
~ Maximum Benefit amount: $25,000 

• Portable - Individual Product 
~ Owned by the individual 
~ Individual can keep coverage even if they leave an employer 
~ Provides continued coverage during brief periods of unemployment 

• Basic - Provides most services most people need 
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States & the Health Workforce 

• States have strong influence over the 
development and practice of the health workforce. 
> Education, financing and regulation 

• State action is critical for current shortages & for 
the future. 

• States are faced with current or imminent health 
workforce shortages due to multiple factors: 
> Aging population 
> Changing educational & practice environments 
> Limited pipeline of people entering health professions 
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State Action on Workforce Issues 

• Data collection and analysis: State nursing centers, centers 
for health workforce studies, university centers 

• Pipeline development: Health career websites, K-12 
outreach programs, scholarships/loan repayment programs 

• Retention (geared towards nurses): Career ladder 
programs, abolish mandatory overtime, pass minimum 
staffing ratios 

• Licensure and Credentialing: Scope of practice changes, 
Nurse Licensure Compact (currently 23 states) 

• Educational capacity building: Faculty scholarships and 
loan repayments, increasing educational capacity, 
innovation in educational delivery 
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Massachusetts (Enacted 8/08) 

• Passed comprehensive plan to strengthen primary 
care infrastructure 
~ Creates new Health Care Workforce Center within the 

Department of Public Health 
~ State authority to establish a medical home demonstration 

project 
~ Directs MassHealth Payment Policy Advisory Board to study 

methods to improve payments or bonuses for primary care 
providers 

• For health care professionals who practice in 
underserved areas: 
~ Loan forgiveness program 
~ Affordable housing pilot 

• Requires health insurers to recognize and reimburse 
nurse practitioners as primary care providers 
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. Oregon (11/08 Recommendations) 

• Released blueprint for comprehensive health 
care system reform - one key "building block" 
is to train a new health care workforce. 

• Action steps include: 
~ Collecting data through the licensure process to 

provide an on-going database· about current 
workforce and analyze future workforce needs 

~ Implementing strategies to train, attract and retain 
an appropriate supply of primary care providers in 
all areas of Oregon 

~ Develop direct reimbursement and a certification 
system for Community Health Workers 
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Pennsylvania (Enacted 2008) 

• Passed a series of measures over the last 
few years to expand the scope of practice 
for physician assistants, nurse practitioners, 
clinical nurse specialists, nurse midwives 
and dental hygienists 

• Generally, the laws allow fewer doctors to 
oversee these health care providers and 
expand the types of settings where they can 
provide health care services 
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Iowa (Enacted 5108) 

• Requires that the Department of Public Health 
expand efforts to guarantee a stable & well-qualified 
workforce 

• Creates a Direct Care Worker Advisory Council to . 
continue work on education and certification issues 

• Instructs the Department of Human Services (DHS) 
to maintain an ongoing report that measures direct 
care worker turnover in nursing facilities 

• Directs DHS to design a premium assistance 
demonstration project to provide health coverage for 
up to 150 direct care workers and their dependents 

e 
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Vermont (Enacted 2006) 
Workforce measures to increase provider availability: 
• Loan repayment program for health care providers & educators 

~ Available to primary care doctors, nurses, dentists, and nurse 
educators/faculty 

~ Must agree to serve patients enrolled in Medicare, Medicaid, or other 
state health benefit plans 

.• Loan forgiveness program for nurses and dental hygienists 
• Tele-psychiatry pilot to fill the state's gap in available child psychiatrists 
• Provider reimbursement surveys 

~ Examine the adequacy of reimbursement rates and understand impact 
of rates on recruitment and retention of health care professionals 

• Conduct Nurse Authority Study 
~ Establish a work group to study and make recommendations on 

whether an advanced practice nurse need not be required to work in a 
collaborative practice with a physician 
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Using Performance Measurement to Improve Quality 

• Public Reporting 
~ Health Plans 
~ Hospitals 
~ Nursing Homes 
~ Ambulatory Settings 

• Purchasing to Improve Quality 
~ Value-based purchasing/payment reform 
~ Tiered networks 
~ To drive delivery system reform 

• To Drive Consumer Choice and Internal Quality 
Improvement 
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U) Public Reporting on Health Plan Performance 

• Measures 
~ HEDIS: Clinical Measures (Administrative/Medical 

Records) 
~ CAHPS: Patient Satisfaction (Survey) 
~ Complaints 
~ NCQA Accreditation 

• 26 States have public reports using HEDIS, 
CAHPS or both 

• Some Medicaid Programs publicly report as well 
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o Public Reporting on Hospital Performance 

• Descriptive Measures: Administrative 
~ Volume/Utilization/LOS/Readmission 
~ Number of beds; Services available; Financials; etc 

• Process Measures: Clinical (CMS/JCAHO) 
~ Heart Attack/Congestive Heart Failure/Pneumonia/SIP 

• Outcome Measures: Clinical 
~ Mortality (CABG/PCI) - risk adjustment 

• Patient Satisfaction: Survey 

• 15 States publicly report one or more of these measures 
, 
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Public Reporting on Nursing Homes 
• Structural/Descriptive Measures: Administrative 

» Number of Beds 
» Staffing Info: Number of Nurses; Turnover; Wages 
» Financial/Cost 

• Quality Measures: Clinical (CMS) 
» Quality Measures 
» Deficiency/Complaints 

• PatienUFamily Satisfaction 

• States generally pu blicly report 
deficiency/complaint information 
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Healthcare-Acquired Infections (HAl) 

• Public Disclosure: 
~ 2003: IL (reworked in 2005) 
~ 2004: FL, MO,PA 
~ 2005: NY, VA 
~ 2006: CO, CT, MD, NH, OH, OK, SC, TN, VT 
~ 2007: DE, MN, NJ, TX, WA 
~ 2008: CA, MA, OR, RI, WV 

• Study Bills: TX (2005/public disclosure in 2007), 
GA (2006), AK (2006 - resolution) 

• Pilot Project: NM (2007) 
• Confidential Reporting: NE, NV (2005) 
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Numerous Choices 
• 

Hospital Level 

Large groups of 
physicians 

Individual physician 

Stars or bar graphs 

Statistical ranges 

Easy and cheap to obtain, but less 
accurate 

More accurate, but expensive 

Consumers like, but expensive 

Facility information, not care by specific 
practitioner 

Heterogeneous, more valid statistically, 
less useful to patients 

Numbers of procedures too small, hard to 
do risk adjustment, most useful to patients 

Intuitive and familiar to consumers but can 
be misleading 

Closer to "truth," but more difficult to 
explain 
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"'" Common Principles in 
Performance Reporting 

• Steering committee of interested parties 
• Pilot first then full implementation 
• Reduce duplication of effort by carriers, 

facilities, and practitioners 
• Continuous revision and improvement as 

measurement techniques advance 

• Focus on the Positive 
• Web-based application 
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• Independent public body reporting to the Governor and 
the Delaware General Assembly 

• Policy-setting body rather than a service-delivery body 
• Mission: To promote accessible, affordable, quality 

health care for all Delawareans. 
~ Access- Promote access to health care for all Delawareans. 

~ Cost- Promote a regulatory and financial framework to manage the 
affordability of health care. 

~ Quality- Promote a comprehensive health care system assuring 
quality care for all Delawareans. 

• Uninsured Action Plan 
• Information & Technology 
• Health Professional Workforce Development 
• Research & Policy Development 
• Specific Health Care Issues & Affiliated Groups 
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• Chair is Lt Gov 
• Four government officials (ex officio) 

~ Secretary of Finance 
~ Secretary of Health & Social Services 
~ Secretary of Children, Youth & Their Families 
~ Insurance Commissioner 

• Six private citizens appointed either by the Governor, the 
Speaker of the House or the President Pro Tempore of the 
Senate 
~ Dean, College of Health and Public Policy, Delaware State Univ. 
~ Senior VP for Government Relations, DE Chamber of Commerce 
~ Chair, Dept of Family & Comm Med, Christiana Care Health Services 
~ President, Maritime Exchange for the Delaware River and Bay 
~ Two others 
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00 Maryland Health Care Commission 

• Develop State Health Plan/administer Certificate of Need program 
• Oversee certain aspects of small group market reforms 
• Develop and publish consumer guides for health plans, hospitals, 

nursing homes and ambulatory surgical centers 
• Establish and develop a medical care data base on health care 

services rendered by health care practitioners 
• Establish standards for the operation and licensing of medical care 

electronic claims clearinghouses 
• Determine the cost of mandated health insurance services 
• Promote the availability of information to consumers on charges by 

practitioners and reimbursements from payors 
• Oversee and administer the Maryland Trauma Physician Services 

Fund 
• Other policy studies as requested: patient safety, affordability, etc 
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• 15 members appointed by Gov with advise/consent 
of Senate 
~ Nine must be individuals with no connection to the 

management or policy of a health care provider or payor 
~ Remaining six members: 

o Two physicians 
o Two payors 
o One nursing home administrator 
o One non-physician health care practitioner 

• Also geographic representation requirements 
• To the extent practicable, assure geographic 

balance and promote racial, ethnic, and gender 
diversity in the Commission's membership 
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• Responsible for coordinating a statewide health policy 
agenda that incorporates effective purchasing and 
administration with health promotion strategies .. 

• All health insurance purchasing by the State is now combined 
under KPHA, including publicly funded programs (Medicaid, 
State Children's Health Insurance Program, and Medikan) 
and the State Employee Health Benefits Plan. 

• Responsible for compiling and distributing uniform health care 
data in order to provide health care consumers, payers, 
providers and policy makers with information regarding trends 
in the use and cost of health care for improved decision 
making. 

• 2007 Legislation: Directed KHPA to develop health reform 
options in collaboration with Kansas stakeholders. 
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Kansas Health Policy Authority 
~ Nine voting health care, business, and community leaders appointed by 

the Governor and the Legislature 
~ President, Chief Executive Officer and General Counsel for Medicalodges, Inc. 

~ Associate Professor, Dept of Public Administration, University of Kansas 

~ Senior Vice President, Human Resources at EMBARQ Corporation 

~ Chairman of the Board, Midway Wholesale of Topeka 

~ Professor of Management Practice, Harvard Business School. 

~ Retired Co-President and CEO, Center for Health and Wellness 
~ Pediatrician 
~ CEO of Pratt Regional Medical Center 

~ Retired, Midwest Consortium Administrator, Centers for Medicare and 
Medicaid (CMS), HHS 

~ Ex-Officio Members 
~ Dept of Health & Environment (Sec & Dir of Health); Dept of Social & 

Rehabilitation Services; Dept of Administration; Dept on Aging; Insurance 
Department; Department of Education; KHPA Executive Director 
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~ Connecticut Office of Health Care Access 

• Headed by a Commissioner who is appointed by the 
Governor . 

• Mission: To ensure that the citizens of Connecticut 
have access to a quality health care delivery system: 
~ By advising policy makers of health care issues 
~ By informing the public and the industry of statewide and 

national trends 
~ By designing and directing health care system 

. development 

• Certificate of Need & Compliance Unit: 

• Research & Planning Unit: 



I-' 

"" CD 
W 

~---------

•• • 
Oregon Health Policy Commission - 2003 

\ 

• Mission: To develop and promote policy 
recommendations to the Governor, the 
Legislature, and the Oregon Health Policy and 
Research (OHPR) that improve the health of all 
Oregonians by ensuring access to essential ~~ 

health care and support services, increasing 
quality and improving outcomes for individuals 
and society, controlling costs, and encouraging 
healthy lifestyles. 
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"'" Oregon Health Policy Commission 

• Ten voting members appointed by the Governor. 
» Exec VP, Corp Services & Chief Legal Officer,The Regence Group 
» Chair, AterWynne LLP (Strategic Legal Advisors) 
» Director, Integrated Clinical Services, Multnomah County Health Dept 
» Senior Consultant, Watson Wyatt Worldwide 
» President, SEIU Local 49 
» Health Care Consultant 
» Director, Oregon Ctr for Health Professions, Oregon Inst of Technology 
» CEO, The Lussier Center (Management Consulting Services) 
» Chairman, Triquint Semiconductor 
» Vice President and Chief Quality Officer, Samaritan Health Services 

• Four legislators (one representing each legislative 
caucus) serve as non-voting advisory members to 
the Commission 
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• Hard to get agreement on what is covered (benefit 
design/affordability) 

• Little success so far in addressing underlying cost of 
health care but a new focus on chronic care 
management/preventive care holds potential 

• Address access, systems improvement, cost 
containment simultaneously-concern about long­
term sustainability of coverage programs and 
improved population health 

• New state reforms can be fairly judged only after 
several years, allowing a realistic length of time to 
work through implementation challenges. 

• Comprehensive reforms need sequencing 
~ Sequential = incremental with a vision 
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Initiatives But Need Federal Support 
• States face growing pressures for reform 

~ Uninsurance continues to rise as employer sponsored coverage 
declines 

~ Cost increases threaten state budgets and capacity to sustain 
Medicaid/SCHIP 

• States play critical role in moving the conversations 
about coverage expansions 
~ Testing new ideas (politically and practically) 
>- Creating momentum for national policy solution 

• States cannot achieve universal coverage without a 
federal framework and funding 
~ Significant variation across states in resources, capacity, and 

landscape-including uninsured rates, available state funds to invest in 
coverage, insurance market structures, and other important factors 
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The Forum for Americas ldtos 

NCSL Health Committee Roster 

Committee Qfficers & NCSL Staff / / Committee Members II Committee Jurisdiction 

Committee Description 

Page 1 of6 

This committee has jurisdiction over state and federal health programs, legislation, regulations and policies. The committee educates 

Congress and federal agencies about state concerns regarding developments in federal health initIatives and programs and grants to 

states. In addition, it serves as a forum for legislators and legislative staff to learn about and share information regarding health 

programs and health policy initiatives in other states. Recently, the committee has addressed the following issues: 

• Medicare prescription drug coverage 

• Medicaid 
• Health care cost containment 
• Health care access 
• Public health and prevention 

NCSL Health Committee 

Chair: Senator Judy Lee, North Dakota 
Vice Chair: Senator Ronnie W. Cromer, South Carolina 

Vice Chair: Senator Bettye Davis, Alaska 
Vice Chair: Representative Keith J. Gillespie, Pennsylvania 
Vice Chair: Senator Lisa T. Marrache, Maine 

Vice Chair: Senator Patrick Alan Nunnelee, Mississippi 
Vice Chair: Senator William R. purcell, North Carolina 

Immediate Past Chair: Assemblyman Herb C. Conaway Jr., New Jersey 

Staff Chair: Raul E. Burciaga, New Mexico 

Staff Vice Chair: Mark D. Andrews, Utah 
Staff Vice Chair: Matt Dull, Florida 
Staff Vice Chair: Nolan Langweil, Vermont 

Immediate Past Staff Chair: Jacquie Donaldson, New York 

NCSL CONTACTS: Joy Johnson WHson (DC) Martha King (Denver) 

Alabama 
Jerry Bassett, Legislative Reference Service 
Representative Ronald Grantland 
Representative Michael J. Millican 
Representative Locy L. Baker 
Representative Mary Sue McClurkin 
Representative Jim Barton 
Representative Barbara B. Boyd 
Senator unda Coleman 

Alaska 
Senator Bettye Davis 
Representative Scott J. Kawasaki 
Representative Sharon M. Cissna 
Representative Peggy Wilson 

Arizona 
Senator Amanda Aguirre 

•

senator carolyn S. Allen 
Senator Barbara Leff 
Senator Debbie McCune Davis 
Senator Meg Burton·Cahill 
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Arkansas 
Senator Barbara B. Hom 
Senator Percy Malone 
Senator Tracy Steele 
Representative Eddie Cooper 
Representative Otis l. Davis 

California 
Speaker Karen Bass 

Colorado 
Senator Brandon C. Shaffer 
Senator Betty Boyd 
Representative Sara Gagliardi 
Representative Ellen Roberts 

Connecticut 
Representative Themis Klarides 
Senator Jonathan A. Harris 
Senator Mary Ann Handley 
Senator Andrew Roraback 
Neil A. Ayers, Office of Fiscal Analysis 
Representative Peggy Sayers 
Representative Patricia A. Dillon 

Delaware 
Senator Patricia M. Blevins 
Representative Joseph E. Mira 
Representative Nick T. Manotakos 
Senator Liane M. Sorenson 
Senator Dorinda A. ConnOr 
Senator Margaret Rose Henry 
Senator Karen E. Peterson 

Florida 
Senator Durell Peaden Jr. 
Matt Dull, Senate Health & Human Svcs Appropriations 
Jennifer S. Johnson, OPPAGA 
John Wilson, Senate Health Policy 

Georgia 
Representative Penny Houston 
Representative Rich GoHck 
Jill C. Fike, Senate Research Office 
Representative Earl Carter 
JeSSie Weathington, House Research Office 
Senator Lee Hawkins 
Senator Don Thomas 
Senator Renee'S. Unterman 
Senator Tommie Williams 
Representative Sean Jerguson 

Hawaii 
Senator David Y. Ige 

Illinois 
Senator Mattie Hunter 
Representative Patricia R. Sellock 
Senator M. Maggie Crotty 
Senator Dave Syverson 
Senator Donne E. Trotter 

Indiana 
Eric Gonzalez, HOuse of Representatives 
Casey Kline, Legislative Services Agency 
Senator Vaneta G. Becker 
Senator Sue E. Errington 
Senator Patricia L. Miller 
Senator Tim Skinner 
Representative Charlie Brown 
Representative Craig R. Fry 
Representative Peggy Welch 
Senator Gary P. Dillon 

Iowa 
Senator Jack Hatch 
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• 
Representative lisa Heddens 
Representative Mark D. Smith 

Kansas 
Senator Pete Brungardt 
Senator Jeff Colyer 
Representative Pat George 
Representative Don Hill 
Representative BroderIck Henderson 
Representative Annie Kuether 

Kentuckv 
Representative David Allen Watkins 
Representative Derrick Graham Jr. 
Geri Grigsby, Senate 
Representative Thomas Burch 
Senator Julie Denton 
Representative Jon; Jenkins 
Barbara Baker 
Miriam Fordham 

Louisiana 
Senator BiJJ Cassidy 
Senator David Heitmeier 
Senator Willie L Mount 
Senator Sherri Smith Cheek 
Representative Karen Carter Peterson 

Maine 
Senator Kevin L. Raye 
Senator Usa T. Marrache 
Representative Gary A. Connor 
Representative Anne C. Perry 
Representative Charles R. Priest 
Representative Sharon Anglin Treat 

Maryland 
Delegate Karen S. Montgomery 
Senator Robert J. Garagiola 
Senator Edward J. Kasemeyer 

Erin Hopwood, Dept of Legislative Services/Ofc of Policy Analysis 
Delegate Shane E. Pendergrass 
Delegate John P. Donoghue 
Simon Powell, Dept of Legislative Services/Ofc of Policy Analysis 
Delegate Nathaniel T. Oaks 

Massachusetts 
Senator Susan C. Fargo 

Michigan 
Senator Deborah L. Cherry 
Representative Kathy Angerer 
Representative Brian N. Calley 
Representative Joan Bauer 
Representative Mike Simpson 
Representative Alma Smith 
William N. Fairgrieve, House Fiscal Agency 
Margaret Alston, House Fiscal Agency 
Marilyn peterson, House Legislative Analysis Section 
Susan Frey, House Fiscal Agency 

Minnesota 
Senator Unda L Berglin 
Senator John P. Doll 
Senator Tony Lourey 
Senator Ann lYnch 
Senator John Marty' 
Representative Matt Dean 
Representative Thomas Huntley 
Representative Diane Loeffler 
Representative Kim M. Norton 

Mississippi 
Senator Patrick Alan Nunnelee 

•

epresentatlve Diane C. Peranich 
onard M. Frith, House of Representatives 

14 §ttP:11www.ncsl.org/standcommlschealthischlthroster.htm 

Page 3 of6 

1/26/2009 

--------~------------



Missouri 
Senator Charlie Shields 
Senator Norma Champion 
Senator Chuck Purgason 
Senator Yvonne S. Wilson 
Senator Rita H. Days 
Senator Gary Nadler 

Montana 
Susan Byorth Fox, Legislative SelVices Division 
Representative Gary Maclaren 
Representative Teresa K. Henry 
Senator Trudi Schmidt 

Nebraska 
Senator Tim Gay 
Senator John N. Harms 
Senator Dave C. Pankonin 
Senator Pete Plrsch 
Senator Amie Stuthman 

Nevada 
Senator Joyce Woodhouse 
Senator Maurice E. Washington 
Senator Valerie Wiener 
Senator Barbara K. Cegavske 
Assemblymember Joe Hardy 
Assemblymember Ellen M. Koivisto 
Assemblymember Sheila Leslie 

New Hampshire 
Representative Susi Nord 
Representative lucinda Rosenwald 

New Jersey 
Assemblyman Herb C. Conaway Jr. 
Senator Joseph F. Vitale 
Assemblymember Joan M. Quigley 

New Mexico 
Senator Gerald P. Ortiz y Pino 
Senator Linda M. Lopez 
Senator Dede Feldman 
Representative John A. Heaton 
Senator Kent l. Cravens 
Senator Mary Kay Papen 
Raul E. Burciaga, Legislative Council Service 
Representative Jeff Steinborn 
Representative Donald E. Bratton 
Representative Candy Spence Ezzell 
Representative Keith J. Gardner 

New York 
Jacquie Donaldson, NY State Senate Finance Committee 

North Carolina 
Senator William R. Purcell 
Carol Shaw, Program Evaluation Division 
Representative Marityn Avila 
Representative Jeff Barnhart 
Senator Debbie A. Clary 
Representative William A. Current Sr. 
Representative Nelson Dollar 
Representative Beverly M. Earle 
Representative Bob F. England 
Representative Patricia B. Hurley 
Representative Verla Insko 
Representative Wil Neumann 

North Dakota 
Senator Judy Lee 
Senator Dick Dever 

Ohio 
Speaker Armond Budish 
Senator Kevin Coughlin 
Senator Chris Widener 
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• 
Senator Shirley A. Sm'ith 
Senator Ray Miller 

Oklahoma 
Marcia Goff, House of Representatives 
Mark Newman, House of Representatives 
Representative Kris Steele 
Representative Doug Cox 
Representative Lee R. Denney 
Representative AI McAffrey 
Representative Mark McCullough 
Representative Jeannie McDaniel 
Representative Bill Nations 
Representative Colby Schwartz 

Oregon 
Representative Jean Cowan 
Representative Mitch Greenlick 
Representative Ron Maurer 
Representative Carolyn Tomei 
Senator Laurie Monnes Anderson 
Senator William E. Morrisette 
Richard Berkobien 

Pennsylvania 
Melanie Brown, House Health and Human Services Committee 
Representative Dan Frankel 
Representative Douglas G. Reichley 
Representative Rick Taylor 
Representative Jewell Williams 
Representative Keith J. Gillespie 

Puerto Rico 
Representative Gabriel Rodriguez Aguilo 

South Carolina 
Scott Ramsey, Senate Medical Affairs Committee 
Brenda Hart, Senate 
Representative Tracy R. Edge 
Lillian W. Jones, Dept of Health & Human Services 
Representative Rex F. Rice 
Martha H. Craig, Senate Medical Affairs Committee 
Senator Ronnie W. Cromer 
Senator Ralph Anderson 
Senator Darrell Jackson 
Senator Harvey S. Peeler Jr. 

South Dakota 
Representative Jamie M. Boomgarden 
Senator Thomas Dempster 
Senator Kathy Miles 
Representative Eldon E. Nygaard 
Representative Carol A. Pitts 
Senator Sandy Jerstad 

Tennessee 
Representative JoAnne Favors 

Texas 
Representative Ellen Cohen 
Representative Armando A. Martinez 
Representative John Zerwas 
Representative Dan Gattis 
Representative Jodie Laubenberg 
Representative Jim Jackson 
Representative Veronica Gonzales 
Representative Garnet F. Coleman 
Senator Jane Nelson 
Senator Carlos I. Uresti 

Utah 
Mark D. Andrews 
Representative Rebecca D. Lockhart 
Representative Merlynn T. Newbold 

•

Representatlve Jim A. Dunnigan 
Spencer Pratt, Legislative Fiscal Analyst Office 
Representative David Litvack 
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Senator Allen Christensen 

Vermont 
Maria C. Royle, Legislative Council 
Representative Steven Maier 
Stephanie Barrett, Joint Fiscal Office 
Representative Scott Wheeler 
Nolan Langweil, Joint Fiscal Office 

Virginia 
Joe Flores, Senate Finance Committee 
Senator R. Edward Houck 
Senator L. louise lucas 
Senator Ralph S. Northam 
Delegate David A. Nutter 
Delegate Mark D. Sickles 
Senator Stephen D. Newman 
Susan Massart, House Appropriations Committee 
Delegate Phillip A. Hamilton 
Senator Stephen H. Martin 

Washington 
Representative Tom Campbell 
Jane Beyer, House of Representatives 
Senator Karen Keiser 
Senator Unda Evans Parlette 
Representative Gary C. Alexander 
Senator Cheryl R. Pflug 
Representative Dawn Morrell 
Representative larry Seaquist 

West Virginia 
Senator Roman W. Prezioso Jr. 
Delegate Don C. Perdue 
Delegate Barbara Burruss Hatfield 

Wisconsin 
Senator Timothy W. Carpenter 
Senator Jon Erpenbach 

Wyoming 
Representative Elaine Harvey 
Representative Pete Jorgensen 
Senator John M. Hastert 
Senator Charles K. Scott 
John H. Rivera, Legal Services Division, Legislative Service Office 

© 2009 National Conference of State Legislatures, All Rights Reserved 

Denver Office: Tel: 303-364-7700 I Fax: 303-364-7800 I 7700 East First Place I Denver, CO 80230 I r.1Qp 
Washington Office: Tel: 202-624-5400 I Fax: 202-737-1069 I 444 North Capitol Street, N.W., Suite 515 I Washington, D.C. 20001 
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• Identify a problem or community need 

• Collaborate with governmental agencies, 
advisory groups, non profits, service providers, 
philanthropic organizations and private sector 

• Develop strategic, sharply focused solutions 

• Make lasting system improvements for Trust 
beneficiaries 
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• Bring the Kids Home 

• Affordable, Appropriate Housing 

• Disability Justice 

• Workforce Development 

• Beneficiary Projects Initiative 

4 
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• Problem or community need 

shortage of health care workers in Alaska at a near-crisis level 
health services industry fastest growing sector of Alaska's 
economy, more than 7% of workforce 
burgeoning demand for increased health services for the state's 
steadily growing and aging population, some are Trust 
beneficiaries 
need to increase pool of qualified employees in Alaska who 
serve Trust beneficiaries and keep adequately trained 

• Committed partnerships 
more than 20 partners -

• New joint position between Trust, University and DHSS to coordinate workforce 
development efforts within the focus area (housed in DHSS Commissioner's office -
Kathy Craft 

• service providers, Dept. of Health and Social Services, University of Alaska system, 
Dept. Labor and Workforce Development, non-profit and faith-based organizations, 

• Strategic thinking 
key focus area strategies around: 

• recruitment, 
• retention 11xTRUST 
• training The Alaska Mental Health 

5 Trust Authority 
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• Trust Training Cooperative 

• Geriatric Training - Alzheimer's (ADRD) 

• Credentialing and Quality Standards 

• Children's Mental Health Certification 

• Autism Workforce Development Capacity 
Building 

• Brain Injury training for professionals 

• Peer Support Workers 

• Disability Justice training for professionals 
n.,TRUST 

6 
The Alaska Mental Health 

Trust Authority 
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• Alaska Alliance for Direct Service 
Careers (AADSC) 

• Wages and Benefits 

• "Grow Your Own" 

• Marketing Strategies 

• Cash Stipends/Loan Repayment Program 

• Alaska Psychiatric Residency study 
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• Behavioral Health Alliance 

• Workforce Development Statewide Policy 
Meeting 

• Workforce Development Manager 

• Vacancy Study 

11xTRUST 
The Alaska Mental Health 

8 Trust Authority 
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990 professionals/providers across Alaska 
received training and education on 
behavioral health related topics through the 
Trust Training Cooperative 

1,194 providers trained by the Geriatric 
Education and Training Center on issues 
regarding Alzheimer's and related disorders 

1,550 people received behavioral health 
training through the University of Alaska, a I 

13 % increase in enrollment in beneficiary 
related degree programs 
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958 professionals across the state received / ::d ,va'ue in their 9 ~;"::::: 
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trai~ing through th~ Training and !echni~alL..;: ~~_ 
ASSistance for Providers program, mcreasmg .. ..... .. ~ 
the number of professionals trained to 
respond to cases of disability related abuses 
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• Support student loan repayment 
strategies for health professionals 

• Support increments for University of 
Alaska health programs 

• Researching a psychiatric residency 
program in Alaska 

• Finalizing plans for a PhD psychologist 
internship program in Alaska 

10 
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Trust Workforce Development 
Focus Area 
Delisa Culpepper, Chief Operating Officer 
Alaska Mental Health Trust Authority 

Possibles 

Prospects 
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Topics o·f Discussion 

• Tribal Health System Overview 

• Levels of Tribal Health Service Delivery 

• Needs in Tribal Health Care 

• Tribal Health Care Vacancy Rates 

• Tribal Health Care Facts & Actions 

• What is Needed? 

Healthcare Workforce, HSS Hearing 1/29/09 2 
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Tribal Health Overview 

, 

• Alaska Native Health Board {ANHB} is a 24 member tribal health advocacy 
organization established in 1968. 
- Regional Tribal Health Organizations 

- Village Tribal Organizations 

• We advocate for approximately 130,000 Alaska Natives/American Indians, 
or 20% of the state population. 

• Tribal health consists of: 
- 7 tribally operated hospitals 

- 21 tribally operated health centers in Alaska 

- 161 tribally operated village clinics 

- Over 530 Community Health Aides or Practitioners 

• The primary source of funding for this system is derived from the Indian 
Health Service. 

Heaithcare Workforce, HSS Hearing 1/29/09 3 
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Tribal Health Ov'e\fv1iiew 

• Socio-economic Status 
- Remote Communities with little economic base 
- High unemployment rates 
- Low income levels 

• Health Care Issues: A Perfect Storm 
- Travel farther than others to receive health care services 
- With money they don't have 
- Usually much sicker and with more 

medical issues than the average 
person by the time they receive 
care at a health facility 

- Fewer medical resources available 
- Higher costs than other facilities 

in the United States 

Healthcare Workforce, HSS Hearing 1/29/09 4 
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Tribal Health Overvi'ew 

• Tribally delivered health care has improved health for Alaska Natives 

• Disease rate have dropped dramatically due to: 

Improved access to health care 

Increase in basic public health measures 

• Childhood and Other Vaccines 

• Sanitation and Water Facilities 

• However, there are challenges 
Chronic under-funding 

Staffing shortages 

- Increasing health care costs 

- Growing Alaska Native population 

f'(~~,~ U F 

• Coupled with inadequate funding for Indian Health Service (IHS) for many years -
Increases have not kept up with yearly inflation rates or medical cost inflation 

Healthcare Workforce, HSS Hearing 1/29/09 5 
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THE ALASKA NATIVE HEALTH CARE SYSTEM 

• HOSPITALS 
o MD HEALTH CENTERS 
• PNNP HEAlTH CENIERS 
• PHN HEAlTH CENIERS 
• CHA CLINICS 

Bold Face Names Indicate that 
a higher level of Contract Health 
Care is available in that town. 

~-<? ~ ----0"" &> • <7 .'0;$ 
ADA.K ~ 

""'" ,.," 
907-129.262:2 
ihaII@mIhQ,ag 

\. 

Location Names and Service Level 
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MCTlC\IU.lK;( 

o Native Health 
Corporations 
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• Village Health Care: 
• Primarily provided by Community Health Aides/Practirtioners 
• Few training sites and limited training slots result in a backlog of those 

needing training. 
• Limited numbers of EMS providers and 
• VPSOs results in high levels of burn-out 
• among Community Health Aides / 
• Practitioners as first responders and 
• limited training time. 
• The lack of resources and personnel 
• currently available for rural Elder care 
• means that many geriatric patients 
• receive little or insufficient care. 

Healthcare Workforce, HSS Hearing 1/29/09 7 
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• Behavioral Health 
• The need for increased behavioral health services in Alaska is 

well documented. 
- Alcohol and Substance Abuse 
- Mental Illness 
- Domestic Violence and Child Abuse 

• Alcohol and drug abuse account for a substantial number of 
deaths and approximately 50% of all emergency room visits 
within Alaska. 

• In many regions, behavioral health providers are either in 
short supply or are less than optimally trained for their duties 
(or both). 

Healthcare Workforce, HSS Hearing 1/29/09 8 
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Tribal Healthl Among Al1lalska's 
100 Largest Emplo,yers 

Employees 
Alaska Native Tribal Health Consortiuml 
Alaska Native Medical Center 
Yukon Kuskokwin Health Corporation 
Southcentral Foundation 
SE Alaska Regional Health Consortium 
Maniilaq Association 
Tanana Chiefs Conference 
Norton Sound Health Corporation 
Bristol Bay Area Health Corporation 

1855 
1292 
1250 

826 
555 
485 
478 
355 

Ranking 

11 
15 
16 
28 
44 
56 
59 
70 

2007 Alaska Economic Trends 

Healthcare Workforce, HSS Hearing 1/29/09 9 
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Tribal Vacancy Rates 

Contributing Factors: 

• Remote locations 

• Cost of living 

• Lack of housing 

• Difficulty maintaining competitive salaries 
due to limited funding 

• Fewer graduating Family Practice 
Physicians 

• IHS loan repayment issues 

• National Health Service Corp (NHSq Loan 
repayment issues 

Healthcare Workforce, HSS Hearing 1/29/09 
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Occupational Groups 

All Occupations 

Professional Nurses 

CNA/LPN/PCA/H HA 

tic;t /Phrl rmrlc:ic;tc;/ 

, 

Behavioral Health 

Allied Health 

Public Health/Nutrition 

Managers 

Health Information/ 

I Positions I 

34738 

1931 

7139 

1762 

2281 

7450 

5523 

189 

2947 

4451 

Vacancies I 
Vacancy 

Rate 

3529 10.2% 16.5% 

226 11.7% 27.1% 

696 9.8% 15.5% 

111 6.3% 14.3% 

404 17.7% 42.9% 

1033 13.9% 14.5% 

434 7.9% 17.1% 

ND NO 15.2% 

160 5.4% 7.6% 

253 5.7% 11.3% 
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Basic Triba'll 
Recruitment Facts 

• Providers are getting more expensive and wanting to work 
less 

• $31,000 = Tribal Health Care Cost to Recruit a 
Primary Care Provider 

• 2 years = Average length of employment stay of a 

Medical Licensed Professionals (MLP) or a 

Physician in rural clinic 

• 6 months = Average time to fill MLP vacancy 

• 14 months= Average time to fill a Physician vacancy 

• 1 month = Average notice given to leave rural site 

• 150% = Cost of Locums' coverage compared to 
direct hire 

Healthcare Workforce, HSS Hearing 1/29/09 12 
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Tribal Health Care' Falct 

• Alaska Native/American Indian people 
deserve a high quality health care experience. 

• With limited resources, it is getting more 
difficult to provide this deserved high quality 
care. 

Healthcare Workforce, HSS Hearing 1/29/09 13 
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Tribal Healith Actions 

• Getting more efficient and effective with recruitment 
efforts 

• Increase education and outreach to encourage m.ore. 
Alaska Natives to pursue health careers 

• Increase incentives to stay in rural areas 

• Continue to explore and adopt technologies to 
improve access to care in a cost effective manner 
(example: telemedicine) 

Healthcare Workforce, HSS Hearing 1/29/09 14 
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What is neediled? 

• Provide Healthcare Professionals incentives to work at rural sites 
• Provide State funded student loan reimbursement 
• Increase support for health care professional education 
• Support expansion of the number of primary care providers and 

services in Alaskan communities 
• Increased funding for the Community Health Aide/Practitioner 

Program to increase the number of CHA/Ps and their training 
opportunities 

• Support training for Elder caregivers 
• Support for more EMS providers and VPSOs in villages 
• Establish a Behavioral Health Aide Program through a statewide 

training system and certification process 

Healthcare Workforce, HSS Hearing 1/29/09 15 
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Tribal Workforce Development Update 
Evangelyn Dotomain, President & CEO 
Alaska Native Health Board 

Healthcare Workforce, HSS Hearing 1/29/09 
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2005 2010 2015 

Source: Association of American Medical Colleges 

Healthcare Workforce, HSS Hearing 1/29/09 

2020 2025 

Shortage: 
124,400 
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Change in # of u.s. MD Grads Each Year 
Training in Various Specialties: 2002-2007 

1500 ,----------------------------------------------------, 
Anesth 1M 

1000 

500 

o 
1M/Peds Ped 

·500 +1------------------1 

·1000 +1------------------1 

·1500 +I------------------------------~~----------------~ 
Family Med 

·2000 ~----------------------------------------------------

Source: Association of American Medical Colleges 

Healthcare Workforce, HSS Hearing 1/29/09 4 
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Family Medicine Residency Positions 
Filled by US Graduates in the Match, 1994-2007 

2,500 

2,000 I -/- -..:-----------

1,500 

1,000 

500 

o -1---,---,-- -,--r-,--r---,--r---,--r----,---,-----, 

1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 

Healthcare Workforce, HSS Hearing 1/29/09 5 



I-' 
(Jl 

N 
\D 

12.0 

---
10.0 -C 8.0 CI) 

~ 
CI) 6.0 
c.. 

-- ...... 
~ 

........... .... .. "- ..... 
-- """'-- ./ --4.0 

2.0 

0.0 

1984 1986 1988 1990 1992 1994 1996 1998 2000 2002 2004 2006 

Year 

Kirkham JC, Columbia University, 2006 
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Economic Impact of One Rural Physician 
on a Local Economy ... 

/' ~ 

'" 

',:) 
- .~----.--

23 ~ Jobs 

$ 899,000 ~ Wages, Salaries & Benefits 

$1,533,000 ~ Total Revenue 

Gerald Doeksen (OK State Univ) "Making the Link to Economic Impact & Workforce Development" (at: Rural 
Health Workforce Trends Conference, Phoenix, AZ; Mar 4-6, 2008) 

Healthcare Workforce, HSS Hearing 1/29/09 7 
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• Alaska Physician Supply Task Force 
(2006) 

1,347 physicians in AK 

2.05 per 1,000 population 

Below national ratio of 2.38 

Ratio of 2.62 needed 

Shortage greatest in internal medicine, 
medical subspecialties, and psychiatry 

- More mid-level providers also needed 

• Job vacancy rate (2007 survey): 12% 

Healthcare Workforce, HSS Hearing 1/29/09 8 
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Gain in Alaskan Physicians 
Static Doctor to Population Ratio vs. Desired Growth Scenario 

2600 r-------------------, 
2444 

2400 ~--------

2200 - ---------------- ....... """:' :)(1 

(/) 

§ 2000 -.---- --o 
~ 1800 - - -----.-­
Q) 

~ 1569 

~ 1600-7 """- . 
1400. ..& 1564 

,,e;~-

1 000 -1--1 -.----r--r----c--,----,--r--..---:--.--l 

r;:,d" r;:,r;:,ro r;:,r;:,CO r;:,,,r;:, r;:,""v r;:,~ r;:,,,ro r;:,,,CO r;:,rD> r;:,"v"v r;:,1' 
~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ 

• Doctor:Population Ratio Stays at 2.05 

6 Adequate Supply (US Norm + 10%) 

- c_ Desired Gain 

*-Increases at 1998-2005 Average Increment 

Healthcare Workforce, HSS Hearing 1/29/09 

-Alaska should have physician­
to-population ratio 110% of 
national average 

- Current (2006) shortage: 375 
physicians 

- Each year, gain of 78, loss 
of40 

- Need increase annual gain 
from 38 to 59 

- Loss may accelerate 

9 
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Retirement 

Healthcare Workforce, HSS Hearing 

Possibles 

Prospects 

Participants 

Trained 
Professionals 

Active Practitioners 
AK He Workforce 

Direct Care 

Non-Direct 

Trained Professionals 
(from Elsewhere) 

Attrition 

10 10 
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• Aging of population 

• Shortage of primary care physicians 

• Educational debt 

- 23% of 2008 US medical school graduates carrying 
>$200,000 educational debt (N Eng/ J Med, Dec 18, 
2008) 

• Challenges of practice in Alaska, particularly in rural 
areas 

• Alaska is in competition with other states for recruitment 
and retention of physicians 

- HRSA: 20 states reporting "scarcities" of physicians 
Healthcare ~r",C1~sing 1/29/09 11 
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• Initiatives to increase interest in medical careers 
• WWAMI Medical School 

-In 2005, 29 of 73 Alaskan applicants were 
admitted into medical school 

• Loan repayment programs: Indian Health Service 
and National Health Service Corps loan repayment 
programs 

• Utilization of mid-level providers 
• Residency programs: Alaska Family Medicine 

Residency-- 70% of graduates practice in Alaska 
-43% of physicians in Alaska are in primary care 

specialties, compared with 34% nationally 

Healthcare Workforce, HSS Hearing 1/29/09 12 
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Alaska's Healthcare Workforce: 
View from the Safety Net 

Marilyn Kasmar, Executive Director 
Alaska Primary Care Association 

Healthcare Workforce, HSS Hearing 1/29/09 1 
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The CHC Model 

• Serves all of community residents, without 
regard for ability to payor insurance status 

• Targeting low income and medically 
underserved communities 

• Local, not-for-profit community managed 
health care organization 

Healthcare Workforce, HSS Hearing 1/29/09 2 
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CHiC Model: 
The Safety Net 

• Provides comprehensive, pri,mary & 
p reve ntive ca re 

• "Primary Care" => medical, dental & 
behavioral health 

• Sliding fee scale promotes patient 
accountability 

• CHCs reduce use of costly Emergency Room 
visits 

Healthcare Workforce, HSS Hearing 1/29/09 3 
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Community 
Health Centers 
Alaska - 2009 

• Network of 26 CHC Organizations 

• 141 Delivery Sites 

• Serving 81,000 Alaskans 

• Tribal & Non-Tribal Models 

Healthcare Workforce, HSS Hearing 1/29/09 4 
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Alaska , 
Primary Care 

" Association 
..... 

..... .... • .J<. 

Many Alaska CHC Patients 
are Poor 

~~--

22% 

U% 

17Vfi, 

0100%' - d Bel·· -g:Pl _, ~n_ .ow 
C)1,S::h2'~ FPL 

48% 

Ol,Ol-l.Sq%FP( 

o .ov.~r t~FP~ 
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tlNo Health 

Care Plan" 
BRFSS 2005 

"No Health Care Plan" by BRFSS Regio 

"''' o 25% (3) o 24% (12) 
D lB%(SlIlleAvg_19'l1.) (2) 
C 17% (2) 
a 

~ 
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'\ 0 
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Geographic Disparities 
in Healith Insurance 

Coverage 
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The Aging of Alaska's 

Population Will Continue to 
Create a Strong Demand for 

Health Care Services 

Thousands-population 65+ 
140 ~i------~~----------------------------~ 

120 I·················· .............................................................................................................. / I~ 

100 I········ ··········································//1 

80 I···· ....................................... .......... // ... ······1 

60 

40 

20 ,. 

0~1 --~--~--~--~----~--~~ 

1980 1990 2000 2005 2010 2015 2020 2025 
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Growth in Health Center 
Dental & Mental Health 

Care, 2000-2005 

• Dental Care 

155.8% 
o Mental Health Care 

160% 

140% 

120% 

100% 

80% 

60% 

40% 

20% 

0% +------' 

76.0% 

Patients 

Note: Mental health does not include substance abuse. 

Healthcare Workforce, HSS Hearing 1/29/09 
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84.9% 

Patient Visits 



ro 
~ 

~rl--------------------------------------------------------------------------------------------------------------------------~------__, 

Alaska "­
Primary Care .. Healthcare Workforce Shortage: 
Association Giant Problem for Alaska's CHCs 

.... -"'"-'" 

• Large 
• Unrelenting 

• Getting worse 

• Disru ptive 

• Expensive 

• Difficult for CHCs to recruit & to retain 

• Even more difficult for rural & remote sites 

Healthcare Workforce, HSS Hearing 1/29/09 11 
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The Short.age Probl,em -
in the Naltion 

• Only ® ~ of physicians practice in rural areas 
- But t2® ~ of the population lives there 

• Of 150,000 general dentists in practicing in US 
- But only fl~ ~ practice in rural areas. 

• CHC patients grew ~tl~ from 2000 to 2006 

Healthcare Workforce, HSS Hearing 1/29/09 12: 
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What are Factors that are 
Driving this Sho,rt.a!ge? 

• IIStates, and especially safety net providers, are 
facing intense workforce pressures because of 

• structural issues related to clinician training, 

• difficulty in recruiting and retaining providers to 
work in health centers, and 

• the impending leadership cliff ... " 

Snyder, Andrew. (2008). Safety Net Workforce in the Context of Health Reform. 
State Health Policy Briefing (pg. 9) 
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Family Physician 

General Internist 

Family Nurse Practitioner 

Physician Assistant 

The Shortage Probliem, -
in Alaska Primary Ca:re 

Occupations 

~QDOO~ 
cr~[l®D 

18.3% 

23.2% 

~ 
~ 

15.8% 

19.5% 

• Long mean vacancy length (7-15 months) 

• Higher in rural areas 

• Vacancy rate: 
- In rural areas for PAs was 26.8% & for FNPs was 36.4%! 

Healthcare Workforce, HSS Hearing 1/29/09 14, 
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"Good health care, 0/ course, doesn't start~l£'" 
in the health center. It's a community attaJ .,' 

- Dr. Tom Hunt, Anchorag~,1 
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Alaska 'I. 

Primary Care .. 
Association 

Will the Shortage Get Better,· 
or Worse? 

"~.' ~, .... ....J:. 

• liThe deficit of health professionals i:n 
medically underserved areas will most likely 
worsen, given the dwindling interest in 
primary care among medical students." 
Access Transformed: Building a Primary Care Workforce for the 21st Century. National 
Association of Community Health Centers (Aug 2008, pg. 12) 
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Prospects 

Participants 

Active Practitioners 
AK He Workforce 

Direct Care 

Non-Direct 

Trained 
Professionals 
(from Elsewhere) 

Attrition 
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A Pr'oblem thalt 
Must Be Resolved 

• We continue to routinely lose candidates 

• Every week - and often immediately 

• Because ... Alaska does not have a State Loan 
Repayment Option 

• Increasingly, it is the candidate's "first 
question" 

Healthcare Workforce, HSS Hearing 1/29/09 191 
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Primary Care 
~ 

Association 
What Does Na,tional Expert 

Opinion Say? 
"~., .... ~ ~-¥' 

• IIRecruitment & retention of health care 
professionals has been a major problem for CHCs 
since their inception." 

• IIFederal programs such as the National Health 
Service Corps, augmented by state loan repayment .. ~ 
remain important sources of CHC clinical personnel, 
and ... they remain important recruitment tools." 
Rosenblatt, et al. (2006). Shortages of Medical Personnel at Community Health 
Centers: Implications for Planned Expansion, JAMA, 295(9), pg 1042. 
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APCA - 2009 
Legislative Priorities 

Healthcare Workforce 

• Workforce Shortage Solutions 
- Health Care Professions Loan Repayment and 

Incentive Program 

- Medex 
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Alaska's Healthcare Workforce: 
View from the Safety Net 
Marilyn Kasmar, Executive Director 
Alaska Primary Care Association 
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. Alaska's Healthcare Workforce: 
Rod Betit, CEO 

Alaska State Hospital & Nursing Home Association 
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Alaska Primary Care 
Health Professional Shortage Areas 

by Type. for Census Areas and Boroughs 

with Hospital Locations 

24 Hospitals 
8 CAHs 
3 ConvetiJnglo CAH 
2 Mililary 
1 Eligible 

10 ~25 beds 

". 

\, 

~ 

'\. ~ 
.: ..... ....,.-"" . ~,go ..... 

---.,. ..... .". p---
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Nursing Facilities 

Barrow 

Primary Care HPSA 
D based on CHC, Alaska Native 

or Low Income Population 

o Geographic HPSA 
" (Physicians eligible for 

10% Medicare bonus) 

D Part of area designated 
as automatic Alaska Name HPSA 
(nolgeo\lraphic) 

Critical Access Hospital (CAH) 

Convertmg to CAH 
Hospital (nol CAH, nol Military) 
Military Hospital 

Prepared by Primary CarelRural Health Unit 
Alaska DHSS August 2004 
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Big Employers 

vidence Health System- Alaska's largest 
employer since 2001 

• Five of top 20 employers are healthcare 

• 24 of top 100 employers are health and social 
• services 

• Health topped $5 billion in 2005, 1/3 the 
value of North Slope oil exports that year 

1-3 Data from Alaska Dept of Labor and Workforce Development, Research & An",I\I""'" 

4 Data from Institute for Social and Economic Research, UAA 
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l~ndustry Perspective 

erant providers mean dollars lost to 
employers, and resources not invested in 
local economies. In 2005, we know: 
- 80 hospitals/THOs/Mental Health Centers spent 

over $llM in recruitment, $13M in Itinerants 
($24M total), 16 occupations 

- FMH spent over $640K in recruitment, and $920K 
in Itinerants 

- FMH has saved at least $1.5M in nurse recr 
since local training started 
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vertime Survey Results 

emp Nursing Hours Needed to Fill Vacancy: 

- 2006 ~ 94,166 hou rs 

- 2007 ~ 99,748 hours 

• Opinion of Facility Administrators (2008) 

- Has gotten flbetter" ~ 5 

- Has gotten flworse" ~ 10 
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Cromer Report 

e Public's Expectation: 

- Hospitals are supposed to deal with this 

- Real residents want basic services locally 

- Basic services = better distribution of employment· 

Healthcare Workforce, HSS Hearing 1/29/09 
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.;: Access to Ca re: 
ommunity Innovations 

.. is request for workforce improvement is 
not being done in a vacuum 

• Rather - innovations are occurring in several 
communities - Examples include: 

• Kenai / Soldotna 

• Ketchikan 

• Anchorage 

Healthcare Workforce, HSS Hearing 1/29/09 



aches of Other States 
fealth Workforce Shortages 

and Mal-distribution 
• Increase number/size of training programs 

• Recruit/develop local youth 

• Job enhancements 
- salary, benefits, hours 

• Malpractice insurance cost relief 

• Teamwork, work smarter 

• Recruitment and retention enticements 

- pay educational costs in exchange for 
. 

service 
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Health Care Professions 
'i -:~"'~" ; 
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pport-for­
Service 

Programs" 

For those who 
are farther 

along in their 
careers 
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-for-Service Programs 

r-Y"'fon~_ Most states have installed "Support-for-Service 
Programs", at the state-level 

• Funding - Four variations on SFSP funding: 
- State-sponsored 

Blended state-federal (e.g. SLRP's) 

- Federal-sponsored (e.g. I.H.5., &, NIH) 

Local contributions to above 

• Outcomes - SFSP's - in general- have good outcomes, but '. 
there are important program differences -> across typ,-~ .... 

. "-'~" 
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art-far-Service Program 

""ill remain necessary - regardless of training 
productivity 

• WWAMI has doubled, and, Nursing Program 
has expanded greatly - but Agencies are still 
pulling practitioners from elsewhere 
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. Experience of Other States 
:'iew of 44 states 

... Total of 81 state-level SFSP's for He professions 

• Fully 21 states have two or more SFSP's (47%) 

• State-level support-far-service programs are a key 
part of successful recruitment & retention 

• Several Strategies: Programs that integrate several 
strategies have had greater success than have th 
programs which have relied on single approa 
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Arkansas (3) 

,·Iowa (2) 

Maine (2) 

Minnesota (7) 

Mississippi (2) 

Montana (3) 

Healthcare Workforce, HSS Hearing 1/29/09 

ther States with 
or-Service Programs 

New Mexico (5) 

North Carolina (4) 

Oklahoma (3) 

Tennessee (2) 

Washington (2) 

Wisconsin (2) 
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uences of Educational Debt 
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SFSP Options ... 

Loan 
Repayments 

Direct 
Incentives 
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Support for 
Service 

cholarshi 
Loans for 
Service 

Resident 
Support 



-> Timeline Example 

Medical 
School 

Residency 

Loan Repayment Program t:/ Commitments Made 

I Service I Post-Service c=::> 
Retention 

J_I_I_I_I_I 1 1_1_1_1_1_1_1_ 
7654321 123456 

Years before service begins Years after service begins 

• Physicians' training years, commitment­
signing, service period, & post-service 
retention (Pathman, 2006) 
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'Repayment Programs 

illost all other states have these 

• They work 

• Many states include several professions 

• National Health Service Corps -> moved to 
Loan Repayment 

• Health Care Professions Loan Repayment & 
Incentive Program discussed in depth on 
HPSD site: 
www.hss.state.ak.us/d 
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ct Incentive Programs 

~tinding is provided to practitioners who 
agree to work in needy settings - whether or 
not they have education 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 
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Professions Loan Repayment 
. & Incentive Program -

Interagency Planning Group 
J.lopresentatives from: 
- Alaska State Hospital & Nursing Home Assoc 
- Alaska Primary Care Association 
- Alaska Native Health Board 
- Alaska Dental Society 
- Alaska Mental Health Trust Authority 
- Alaska Commission on Post-Secondary Education 
- Health Planning & Systems Development (DHSS) 
- Alaska State Medical Association 
- Alaska Pharmacists Association 
- Alaska Native Tribal Health Consortium 
- Alaska Geriatric Education Center (UAA) 
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'{'Big Ten" Occupations 
Tier-2 

entists • Dental Hygienists 

• Pharmacists • Nurses (RN) 

• Physicians • Nurse Practitioners 

• Physician Assistants 

• Physical Therapists 

• Psychologists 

• Social Workers 
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th Care Professions 
ayment & Incentive Program 

... gram Elements 

- Oversight Entity 

- Fiscal Agent 

- Practitioner Eligibility 

- Site Eligibility 

- Payment Details 

- Program Evaluation 

- Resources & Funding 
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Alaska's Healthcare Workforce: 
Alaska State Hospital & Nursing Home 
Association 
Rod Betit, CEO 
Alaska State Hospital & Nursing Home Association 
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Alaska Purchase 
From Wikipedia, the free encyclopedia 
(Redirected from Alaska purchase) 

The Alaska Purchase (otherwise known as Seward's Folly or 
Seward's Icebox) by the United States from the Russian Empire 
occurred in 1867 at the behest of Secretary of State William Seward. 
The territory purchased was 586,412 square miles (1,518,800 km2

) of 
the modern state of Alaska. 

Contents 

• 1 Background 
• 2 The viewpoint from Washington 
• 3 Ratification and enactment 
• 4 Alaska purchase as a propaganda subject 
• 5 See also 
• 6 Notes 
• 7 References 
• 8 External links 

Background 
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Check used to pay for Alaska, 
worth $7.2 million 

Russia was in a difficult financial position and feared losing Russian America without compensation in 
some future conflict, especially to their rivals the British whom they had fought a decade earlier in the 
Crimean War. While Alaska attracted little interest at the time, the population of nearby British 
Columbia started to increase rapidly after hostilities ended. The Russians therefore started to believe that 
in any future conflict with Britain, their hard-to-defend region might become a prime target, and would 
easily be captured. Therefore Tsar Alexander II decided to sell the territory. Perhaps in hopes of starting 
a bidding war both the British and the Americans were approached, however the British expressed little 
interest in paying for Alaska. 

The Tsar then instructed Russian minister to the United States, Louis Baydalal, to enter into negotiations 
with Seward in the beginning of March 1867. The negotiations concluded after an all-night session with 

the signing of the treaty at 4 o'clock in the morning of March 30,1867[1] with the purchase price set at 
$7,200,000 (about 1.9¢ per acre), equivalent to approximately $104,000,000 in modern terrnsP] [Note, 
however, that $7,200,000 represented a much more significant portion of federal revenue in 1868, the 
year the purchase was made, than would an equivalent in today's dollars: the country was less wealthy, 
and national government taxed that wealth at much lower rates.] American public opinion was generally 
positive, but some newspaper writers and editors had negative feelings about the purchase ofland. 
Notably, one of those men was Horace Greeley of the New York Tribune, for example: 

Already, so it was said, we were burdened with territory we had no population to fiI\' The Indians within 
the present boundaries of the republic strained our power to govern aboriginal peoples. Could it be that 
we would now, with open eyes, seek to add to our difficulties by increasing the number of such peoples 
under our national care? The purchase price was small; the annual charges for administration, civil and 

1581 http://en.wikipedia.org/wiki/Alaskayurchase 2/1112009 
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military, would be yet greater, and continuing. The territory included in the proposed cession was not. 
contiguous to the national domain. It layaway at an inconvenient and a dangerous distance. The treaty 
had been secretly prepared, and signed and foisted upon the country at one o'clock in the morning. It 
was a dark deed done in the night.... The New York World said that it was a "sucked orange." It 
contained nothing of value but furbearing animals, and these had been hunted until they were nearly 
extinct. Except for the Aleutian Islands and a narrow strip of land extending along the southern coast the 
country would be not worth taking as a gift .... Unless gold were found in the country much time would 
elapse before it would be blessed with Hoe printing presses, Methodist chapels and a metropolitan 

police. It was "a frozen wildernessVl 

While criticized by some at the time the financial value of the Alaska purchase turned out to be many 
times greater than what the United States had paid for it. The land turned out to be resource rich and also 
provided the US a great advantage in the Cold War. 

The viewpoint from Washington 

The purchase was at the time derided as Seward's folly, 
Seward's icebox, and Andrew Johnson's polar bear 
garden, because it was believed foolhardy to spend so 

much money on the remote region.[41 

The treaty was promoted by Secretary of State William 
H. Seward, who had long favored expansion, and by the 
chairman of the Senate Committee on Foreign Relations, 
Charles Sumner. They argued that the nation's strategic 
interests favored the treaty. Russia had been a valuable 
ally of the Union position during the U.S. Civil War, while Britain had been a nearly open enemy. It 
seemed wise to help Russia while discomforting the British. Furthermore there was the matter of 
adjacent territory belonging to Britain (and now part of Canada). Nearly surrounded by the United States 
they were of little strategic value to Britain and might someday be purchased. The purchase, 
editorialized the New York Herald, was a "hint" from the Tsar to England and France that they had "no 
business on this continent." "It was in short a flank movement" upon Canada said the influential New 
York Tribune. Soon the world would see in the northwest "a hostile cockney with a watchful Yankee on 
each side of him," and John Bull would be led to understand that his only course was a sale of his 
interests there to Brother Jonathan. 

On March 3 Sumner made a major speech advocating the treaty, and 
covering in depth the history, the climate, the natural configuration, the 
population, the resources-the forests, mines, furs, fisheries--of 
Alaska. A good scholar, he cited the testimony of geographers and 
navigators: Alexander von Humboldt, Joseph Billings, Yuri Lisiansky, 
Fyodor Petrovich Litke, Otto von Kotzebue, Portlock, James Cook, 
John Meares, Ferdinand von Wrangel. When he had finished, he 
observed that he had "done little more than hold the scales." If these 
had inclined on either side, he continued, it was "because reason or 
testimony on that side was the weightier." Soon, said Sumner, "A 
practical race of intrepid navigators will swarm the coast ready for any 
enterprise of business or patriotism. Commerce will find new arms; the 
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Treaty of Cessation on March 

30, 1867. L-R: Robert S. 
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William Hunter, Mr. Bodisco, 
Eduard de Stoeckl. Charles 

211\/2009 



Alaska Purchase - Wikipedia, the free encyclopedia 

country new defenders; the national flag new hands to bear it aloft." 
Bestow American republicanism upon the territory, he urged, "and you 
will bestow what is better than all you can receive, whether quintals of 
fish, sands of gold, choicest fur or most beautiful ivory." "Our city," 
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Sumner and Frederick W. 
Seward. 

exclaimed Sumner, "can be nothing less than the North American continent with the gates on all the 
surrounding seas." He argued the treaty was "a visible step" in this direction. By its terms we should 
"dismiss one more monarch from this continent." One by one they had retired-" first France; then 
Spain; then France again, and now Russia, all giving way to that absorbing unity which is declared in 

the national motto - E pluribus unum."[S] 

Seward's Day, in honor of William H. Seward, is a holiday in Alaska on the last Monday of March 
which celebrates the United States' purchase of Alaska from Russia. Seward's Day is also an alcohol­
free day in many cities such as Ketchikan, one of the major cities of the Alaska Panhandle - though the 
one-day alcohol ban is not observed in all cities. 

Ratification and enactment 

The United States Senate ratified the treaty on April 9, 1867, by a vote 
of37 to 2. However, the appropriation of money needed to purchase 
Alaska was delayed by more than a year due to opposition in the House 
of Representatives. The House finally approved the appropriation in 

July 1868, by a vote of 113 to 48.16] 

Sumner reported Russian estimates that Alaska contained about 2,500 
Russians and those of mixed race, and 8,000 aborigines, in all about 
10,000 people under the direct government of the Russian fur 
company, and possibly 50,000 Eskimos and Native Americans living 
outside its jurisdiction. The Russians were settled at 23 trading posts, 
placed conveniently on the islands and coasts. At smaller stations only 
four or five Russians were stationed to collect furs from the Indians for 
storage and shipment when the company's boats arrived to take it away. 
There were two larger towns, New Archangel, now named Sitka, which 
had been established in 1804 to handle the valuable trade in the skins 
of the sea otter. It contained 116 small log cabins with 968 residents. 
The second town was St. Paul in the Pribiiofisiands, with 100 homes 
and 283 people. It was the center of the fur seal industry. 

_______ 1 

Russian ratification of the 
Alaska purchase, June 20, 

1867. 

An Aleut name, "Alaska" was chosen by the Americans. The transfer ceremony took place in Sitka on 
October 18, 1867. Russian and American soldiers paraded in front of the governor's house; the Russian 
flag was lowered and the American flag raised amid peals of artillery. Captain Alexis Pestchouroff said, 
"General Rousseau, by authority from His Majesty, the Emperor of Russia, 1 transfer to the United 
States the territory of Alaska." General Lovell Rousseau accepted the territory. A number of forts, 
blockhouses and timber buildings were made over to the Americans. The troops occupied the barracks; 
General Jefferson C. Davis established his residence in the governor's house, and most of the Russian 
citizens went home, leaving a few traders and priests who chose to remain. 

Alaska Day celebrates the formal transfer of Alaska from Russia to the United States, which took place 
on October 18, 1867. Currently, Alaska celebrates the purchase on Seward's Day, the last Monday of 
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March. 

(.October 18, 1867, was by the Gregorian calendar and a clock time 9:01:20 behind Greenwich, which 
came into effect the following day in Alaska to replace the Julian calendar and a clock time 14:58:40 
ahead of Greenwich. For the Russians, the handover was on October 7, 1867.) 

Alaska purchase as a propaganda subject 

The transfer of the Territory of Alaska in 1867 to the United States of America by Tsarist Russia, a 
transaction historically purported as an intrinsically legal sale, was claimed to be only a lease hy 

Professor Igor Panarin, former KGB analyst[7], in an interview with Izvestia published on Monday, 
November 24, 2008. However, there is no mention of a time period nor a lease in the original treaty 

document in which Russia ceded the territory to the United States.[8] 

See also 

• Adams-Onis Treaty 
• Louisiana purchase 

Notes 

I. A Seward, Frederick W., Seward at Washington as Senator and Secretary oJState. Volume: 3, 1891, p. 348 
2. A http://www.measuringworth.com/ppowerus/ 
3. A Oberholtzer, Ellis Paxson. A History oJthe United States since the Civil War. Volume: I. 1917. p. 123 
4. A Have you been to the "polar bear garden"? The loc.gov Wise Guide 
5. A Oberholtzer, Ellis Paxson. A History oJthe United States since the Civil War. Volume: 1. 1917. p. 544-5 
6. A "Treaty with Russia for the Purchase of Alaska: Primary Documents of American History (Virtual 

Programs & Services, Library of Congress)". Loc.gov. 
http://www.loc.gov/rr/program/bib/ourdocs/Alaska.html. Retrieved on 15 September 2008. 

7. A Russian Scholar and KGB analyst Panarin predicts USA kaput in 2010 
8. A "A Century of Lawmaking for a New Nation: U.S. Congressional Documents and Debates, 1774 - 1875 -

Treaty With Russia. March 30,1867 EnglishlFrench, image". Loc.gov. http://memory.loc.gov/cgi­
biniampage?collJd=llsl&fileName=O 15/llslO 15.db&recNum=572. Retrieved on 8 December 2008. 
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A Presentation to the House Health & Social Services 
Committee 
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Background of Suicide Prevention in Alaska 
f----------------------------------------------------------------------------------------------------------- 0 -----------------------------------------:-----------------------------------------------------------------~ 

0 Alaska has a history of high rates of suicide 

o In 1987 Senate Resolution No. 19 established a 
Senate Special Committee on Suicide Prevention. 

o Through these efforts, $600,000 was appropriated 
for community-based suicide prevention projects 
(CBSPP) .. 

o The CBSPP focused primarily on rural and remote 
community-based programs. 
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Background of Suicide Prevention in Alaska 
-----------------------------------------------------------------------------------------------------------··0 ------------------------------------------=-----------------------------------------------------------------1 

0 In FY2oo6 the CBSPP grant program was integrated 
into the DBH Comprehensive Prevention & Early 
Intervention grant programs-with substance abuse 
prevention, fetal alcohol prevention, youth 
development & resiliency, connectedness and early 
mental health. 

o This integration was taken to strengthen all 
behavioral health prevention by promoting 
comprehensive programming-not separate silos. 
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Current Suicide Prevention Funding 
f----------------------------------------------------------------------------------------------------------- ,0, -----------------------------------------------------------------------------------------------------------1 

o In FY2009 16 community-based programs are 
funded with blended suicide prevention funds. 

o FY 2009 general fund dollars for suicide prevention 
grant programs is $715,820 (an increase of 20% 
since 1989). 

o Average grant award is $44,738 per agency: the 
largest award is $140,000 to our statewide 24-hour 
CareLine/Crisis line and the smallest award being 
$8,325 to the City of Nulato. 
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Current Suicide Prevention Funding 
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0 In addition DBH received a one-time FY09 general 
fund allocation of $200,000 to begin planning a 
coordinated statewide strategy to reduce suicide 
across all age groups. 

o Planning grants to regions with rates of suicide 
exceeding the state rate of 22 per 100,000 are being 
awarded-Nome, NW Arctic, Yukon Kuskokwim, 
Bristol Bay. 
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DBH Long-term Outcomes 
f----------------------------------------------------------------------------------------------------------- 0/ -----------------------------------------------------------------------------------------------------------i 

o All Alaskan communities, families and individuals 
free from the harmful effects of substance use, 
dependency and addiction. 

o Alaska children, youth and adults are mentally 
healthy and living successfully. 

o All community members' are connected, resilient 
and have basic life skills. 

------------------------_ ... _---
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Alaska Suicides by Sex, 1998-2007 

Female 
266 
21% 

Male 
990 
79% 
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Suffocation 
21% 

Poisoni 
11% 

Suicide Methods in Alaska 
1998-2007 

Other 
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What the Data Tell Us ... 
f-----------------------------------------------------------------------------------------------------------@/ --------------------------------------------~---------------------------------------------------:----------

o Alaska continues to rank in the top five states for 
highest rate of suicide across populations. 

o According to a recent report from the AK Bureau of 
Vital Statistics, Alaska's suicide age-adjusted average 
rate is 21.2 per 100,000 population. 

o This equates to 683 suicides between 2003 and 
2007· 

o In 2008 suicide accounted for two-thirds (68.6%) of 
all violent deaths in Alaska. 
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o The Alaska Youth Risk Behavior Survey (YRBS) 
shows an increase in the rate of "suicide attempts" 
among youth grades 9 through 12 from 7.05% in 
1995 to 8.05% in 2003, and 10.7% in 2007. 

o 2007 YRBS data also indicate a higher rate of suicide 
attempts among females (12.7%) in comparison to 
males (8.3%). Males complete more often, but 
females attempt more often. 

o Alaska Native/American Indians have the highest 
rate of suicide at 47.2 per 100,000. 
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What the Data Tell Us ... 
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o Persons aged 15-24 and 25-29 had the highest rates 
of suicide (37.6 and 33.6 per 100,000 respectively). 

o Between 2003 and 2005 the Anchorage/Mat-Su area 
had a total of 190 suicides, equaling a rate of 18.3 per 
100,000 (low rate/high number). 

o In those same years, the Northwest Arctic Borough 
had a total of 15 suicides, equaling a rate of 43.3 per 
100,000 (high rate/lower number). 
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Current and Recent Activities 
Planning & Partnerships 
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o In 2007 the Alaska Injury Prevention Center 
released the Alaska Suicide Follow Back Study. 

o The study reviewed what specific factors in Alaska 
influence suicide by interviewing family and friends 
of decedents. Results show strong correlations 
between suicide and: 

o Post traumatic stress disorder 
o Abused as children 
o Substance use problems 
o Problems with law enforcement 
o Loss of job 
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Current and Recent Activities 
Prevention & Early Intervention 

----------------------------------------------------------------------------------------------------------. G -----------------------------------------------------------
o In FY2009 16 communities applied for and received 

grant funds to address suicide prevention and early 
intervention. A total of $715,120 were distributed to 
the following communities: 

Wrangell Petersburg 

Haines Nenana 

Juneau Shaktoolik 

Kenai Sitka 

Mat-Su Fairbanks 

Mountain Village Valdez 

Nulato Nunam Iqua 
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Current and Recent Activities 
Federal Garrett Lee Smith Youth Suicide Grant 

f----------------------------------------------------------------------------------------------------------- @ ----------------
o In October 2008, DHSS received federal Garrett Lee 

Smith Youth Suicide Prevention grant award. 

o Three-year, $1.5 million award -- $500,000 per year . 

. 0 85% of grant funds will be distributed to fund 3-5 
Regional Suicide Prevention Teams. 

o Focus on Alaska youth ages 10-24 with an emphasis 
on Alaska Native male teens, pre-teen females, 
military veterans and youth experiencing mental 
health disordersj self-destructive behaviors. 
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Current and Recent Activities 
Outreach & Community Engagement 

f----------------------------------------------------------------------------------------------------------- @ --------------------------------------------.---------------------------------------------------------------~ 
o FY2oo9 one-time increment of $200,000 assisting 5 

regional/sub-regional areas to develop a strategy and 
implementation plan for suicide prevention in their 

• regIon. 

o Plan development will include town hall meetings, 
focus groups, key informant interviews and 
community readiness assessments to identify 
regional, cultural or other factors unique to their 

• regIon. 
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Current and Recent Activities 
Planning & Partnerships 

f-----------------------------------------------------------------------------------------------------------,e -----------------------------------------------------------------------------------------------------------, 
o July 1, 2008 the Statewide Suicide Prevention Council 

moved from the D HSS Office of the Commissioner to 
Behavioral Health-to better align the work of the Council 
and Behavioral Health. 

o In partnership with the Alaska Mental Health Trust and the 
Suicide Prevention Council, participate in the You Know 
Me campaign to reduce the stigma associated with mental 
illness and suicide. 

o Working in partnership with the Alaska Native Tribal 
Health Consortium, the YK Community Suicide Prevention 
Coalition and the Maniilaq Project Life (federally funded). 
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Current and Recent Activities 
Outreach & Training 

f····················································· ........................................................ 8 ............................................... . 
o Suicide Prevention Gatekeeper Training-a 

gatekeeper is anyone within a community who can 
act when someone is contemplating suicide. 

o 39 individuals have been trained as "Gatekeeper 
trainers," able to provide training across Alaska. 

o Establishing statewide training in Mental Health 
First Aide, a first responder training for 
paraprofessionals and community members to be 
aware of early signs of poor mental health. 
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Current and Recent Activities 
Outreach & Community Engagement 
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o The Division of Behavioral Health has a strong 
network of 105 community agencies providing 
mental health and substance abuse prevention, 
early intervention, treatment and recovery services 
through 164 grant programs. 

o In addition, we are working in partnership with 
other community support organizations including 
faith-based organizations, churches, youth 
organizations, schools and businesses. 



I-' 
0'1 
o 
\D 

Next Steps 
-------------------------------------------------8. -----------------------------------------------------------------------------------------------------------~ 

0 Continue working toward local solutions for local 
challenges-partnering with communities and regional 
suicide prevention coalitions. 

o Focus on 4 intermediate outcomes identified for the Alaska 
suicide prevention initiative: 

o Reduce the number of attempted and completed suicides; 

o Remove the stigmas associated with depression, mental illness, 
substance use disorders and suicidal tendencies. 

o Increase local responsibility and community action to 
implement suicide prevention strategies; and 

o Increase availability and accessibility of early mental health 
• serVIces. 
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o The Division of Behavioral Health is committed to: 
o working to reduce the impact of suicide in Alaska; 

o better understand the underlying factors and influences 
contributing to suicide; 

o assist communities in developing solutions at the community 
level, with community ownership; 

o develop a cross-disciplinary, research-based approach to 
reducing the number of suicides in Alaska; and 

o ensuring that Alaska's children, youth and adults are mentally 
healthy, substance free, connected, resilient and living 
successfully. 
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Mission and Mandate 

MISSION 

The Alaska Citizen Review Panel (CRP) is committed to reviewing and evaluating the 
practices and procedures of the Office of Children's Services (OCS) and in making 
recommendations relative to its findings to insure the safety and the well-being of the 
children of Alaska. 

The CRP will achieve this commitment by examining the policies and procedures of the 
Office of Children's Services and collaborating agencies; examining, where appropriate, 
specific cases; evaluating the extent to which agencies are carrying out their child 
protection responsibilities; and preparing and making available to the public an annual 
report. 

MANDATE FOR THE GROUP 

The Citizens' Review Panel (CRP) is federally mandated through the Child Abuse 
Prevention and Treatment Act (CAPTA); Keeping Children and Families Safe Act of 
2003. The CRP is also mandated through Alaska statute Sec. 47.14.205. 

"By allowing the Panels to have complete access to child protection cases, by requiring 
Panels to publicize their findings, and by requiring states to respond to criticisms and 
recommendations of the Panels, the Committee intends to subject states to public 
criticism and political repercussion if they fail to protect children." (United States 
Congress, House Report 104-081, 1995, p.l) 

DUTIES ASSIGNED TO THE GROUP 

Summary of duties The CRP shall examine the policies, procedures, and practices of 
State and local agencies and where appropriate, specific cases, to evaluate the extent to 
which State and local child protection system agencies are effectively discharging their 
child protection responsibilities. 

Alaska Citizen Review Panel 2 
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CRPduties 

• Evaluate OCS compliance with federal and state laws, examine policies and 
procedures for consistent statewide implementation, review cases with fatalities or 
near fatalities. The CRP shall evaluate the extent to which OCS is effectively 
discharging its child protection responsibilities under: 

I. the State Plan submitted to the U.S. Department of Health and Human 
Services under 42 U.S.C. 5106a(b); 

2. Child Protection Standards under federal and state laws; and 
3. any other criteria that the CRP considers important to ensuring the 

protection of children, including the level and efficiency of coordination of 
foster care and adoption programs in the state and a review of child fatalities 
and near fatalities. 

In carrying out the responsibilities listed above, the CRP shall examine the 
policies, procedures, and practices of OCS, and, where appropriate, evaluate 
specific cases of child abuse or neglect. 

• Maintain confidentiality. A person attending a CRP meeting or a CRP member or 
CRP staff may not make any disclosure related to information obtained during a 
review by the CRP. A violation is subject to a civil penalty of up to $2,500 for 
each violation. 

• Conduct public outreach. The CRP shall conduct public outreach and gather 
public comment on current OCS procedures and practices involving children and 
family services. 

• Produce an annual report. The CRP shall prepare and make available to the 
governor, the legislature, and the public an annual report containing a summary of 
its activities and recommendations for the improvement of child protection 
services in the state. 

• Meet at least every three months. The CRP is required by law to meet every three 
months. Additional meetings and/or teleconferences are scheduled as needed. 

DUTIES ASSIGNED TO OCS RELATED TO THE CRP 

HSS support. The Commissioner shall, by regulation, establish policies and procedures 
necessary to carrying out the duties of the CRP. 

• Cooperation with state panel. OCS shall provide the panel access to information 
on child abuse or neglect cases that is necessary for the CRP to carry out its 
duties. 

• Report response. Not later than six months after the date on which the report is 
released, OCS shall submit a written response that describes whether or how OCS 
will incorporate the recommendations of the CRP (where appropriate) to make 
measurable progress in improving the child protection system. 

Alaska Citizen Review Panel 3 
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Membership and Staff Support 

Required membership The panel shall be composed of volunteer members who are 
broadly representative of the state, including members who have expertise in the 
prevention and treatment of child abuse and neglect. 

Current membership 

Fred Van Wallinga, Chair, Willow 
Carol Olson, Vice Chair, Anchorage 
Pamela Dupras, Kodiak 
Dana W. Hallett, Soldotna 
Arthur S. Hansen, Fairbanks 
Susan Heuer, Anchorage 
Esperanza Redelfs, Ketchikan 
Ralph Taylor, Nome 

Desired membership The CRP would like to meet its requirement to be broadly 
representative of the state by widening the geographic and racial and ethnic diversity of 
the membership. The group is working to recruit new members from underrepresented 
areas of the state as well as a greater di versity of child-centered expertise and 
background. 

OCS liaison Tammy Sandoval, Director, is the current liaison between OCS and the 
CRP. Richard Nault, Deputy Director, was the liaison for much of the previous year. 

Staff support Staff support is provided by Sylvan Robb and Nancy Lowe of 
Information Insights. 

Alaska Citizen Review Panel 4 
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Meetings and Activities 
Group meetings 

September 21-22, 2007 
November 10, 2007 
December 12, 2007 
January 11,2008 
February 15,2008 
March 28, 2008 
May 1-2,2008 
June 10, 2008 

Other activities 

September 20, 2007 

September 21, 2007 

November 8-9, 2007 

November 13,2007 

November 29,2007 

December 19, 2007 

January 9-10, 2008 

February 8, 2008 

February 11-12, 2008 

Alaska Citizen Review Panel 

In person - Fairbanks 
In person - Glennallen 
Teleconference 
In person - Anchorage 
In person - Juneau 
Teleconference 
In person - Anchorage 
Teleconference 

Delta Junction: met with local OCS staff and 
partnering agencies 
Cantwell and Healy: met with partnering agencies 
Fairbanks: met with local OCS staff and partnering 
Agencies 
Chitina, Copper Center, Gakona, Glennallen, Kenny 
Lake, Northway, Tok and Valdez: met with local 
OCS 
Wasilla: Dana Hallett met with James Steele, 
Children's Services Manager for Southcentral 
Regional Office and Sue Frisby, Community Care 
Licensing Supervisor 3 
Staff and partnering agencies 
Anchorage: presented at Alaska Native Indian Child 
Welfare (Bureau of Indian Affairs) Conference and 
surveyed attendees 
Teleconference: Fred Van Wallinga and 
Sylvan Robb participated in National Citizen 
Review Panel Conference planning committee 
Anchorage: attended "Pathways to Hope 
Conference regarding Alaska Native Child Sexual 
Abuse 
Anchorage: met with Bethel OCS workers and Paul 
Burke, Nome Chief of Police and Michelle Krier, 
Kawerak Child Advocacy Center Director 
Teleconference: CRP met with Christy Lawton, 
Children's Services Manager of the Northern 
Region 
Petersburg, Sitka, and Wrangell: met with local 
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February 13-15,2008 

February 13, 2008 
February 14, 2008 

February 19, 2008 

February 26, 2008 

March 6, 2008 

March 27, 2008 

April 8-10, 2008 

April 14,2008 

April 17,2008 

April 23, 2008 

Alaska Citizen Review Panel 

2008 Annual Report 

OCS staff and partnering agencies 
Juneau: met with local OCS staff and partnering 
agencies 
Juneau: met with Lt. Governor Sean Parnell 
Juneau: met with Commissioner Karleen Jackson, 
Deputy Commissioner Bill Hogan, and Director 
Tammy Sandoval 
Juneau: met with Representative John Coghill and 
chief staffer, R ynnieva Moss 
Juneau: met with Representative Mike Hawker's 
staff member, Paulyn Swanson 
Juneau: testified before House HESS Committee 
Anchorage: Art Hansen participated in the 
Community Federal Standards Review 
Glennallen and Gulkana: Fred Van Wallinga and 
Carol Olson met with current and former OCS 
workers 
Teleconference: met with Eileen Lally and Jay C. 
Bush of the Family and Youth Services Training 
Academy at the University of Alaska Anchorage 
regarding TONE training 
Wasilla: Fred Van Wallinga met with James Steele, 
Children's Services Manager for Southcentral 
Regional Office 
Anchorage: Fred Van Wallinga and Susan Heuer 
met with Tammy Sandoval, Director of OCS and 
Christy Lawton, Children's Services Manager for 
Northern Regional Office 
Anchorage: Art Hansen and Carol Olson attended 
the Alaska N ati ve Indian Child Welfare Summit 
Kaltag: Fred Van Wallinga met with school 
administrator and community resident 
Fairbanks: Art Hansen attended the Family to 
Family Conference 
Nulato: Fred Van Wallinga met with school 
administrator and community residents 
Teleconference: Sylvan Robb participated in 
National Citizen Review Panel Conference planning 
committee 
Fairbanks: Art Hansen attended the Community 
Cares Conference 
Fairbanks: Fred Van Wallinga met with 

6 



1619 

May 21-23, 2008 

Annual activities 

2008 Annual Report 

Representative Coghill's staff member, Rynnieva 
Moss 
St. Paul, Minnesota: Fred Van Wallinga and Carol 
Olson attended the National Citizen Review Panel 
conference 

Although the CRP was formed in May 2002, the core of its current membership has been 
in place for roughly four years. The group meets approximately every other month, with 
every third meeting being a teleconference. Panel membership has remained steady this 
year with eight members, although there were extended absences during the year. One 
member missed a portion of the year for health reasons and another member missed 
nearly the entire year due to a military deployment. 

The CRP continued to focus this year on the two areas on which it had previously 
focused. The first was facilitating an improved relationship between OCS and tribal 
agencies. The second was facilitating an improved relationship between OCS and foster 
parents. A large part of this effort continued to be the process of educating people about 
the existence and role of the CRP. To this end, the group continued to maintain a public 
website at www.crpalaska.org to provide information on Alaska's CRP, as well as citizen 
review panels in general. The group also distributed its brochures at conferences and 
made presentations using an existing Power Point presentation to educate more people 
about the CRP and its mission. 

As more people become aware of our existence we receive more calls from dissatisfied 
citizens. As in the past, we inform people that we do not typically intervene in individual 
cases, but encourage people to avail themselves of either the OCS grievance process or to 
open a case with the Ombudsman's Office. When we are aware of cases, we do try to 
monitor complaints with an eye out for patterns of problems. 

Our unofficial theme for this year was data collection. We distributed a survey at the 
Alaska Native Indian Child Welfare Conference put on by the Bureau of Indian Affairs. 
We received feedback from over 100 mainly Alaska Native ICW A workers who were 
attending the conference. Respondents were asked which Native corporation region they 
were from. There were representatives from all regions except Koniak. Calista had the 
most representatives among survey respondents with 30%. Calista was followed by 16% 
from Doyon, 14% from Bristol Bay and II % from Bering Straits. The other regions each 
had a handful of respondents. 

Respondents were asked if there was good collaboration between OCS and tribal entities 
in their community. Half of respondents (50%) reported good collaboration, while just 
under one-quarter (24%) reported that there was not good collaboration. Eight percent of 

Alaska Citizen Review Panel 7 
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respondents selected yes and no. Just under one fifth of respondents (18%) selected 
'don't know' in response to this question. 

Respondents were asked how they would rate the effectiveness of child protection in their 
community. An equal percentage of respondents selected 'very effective' or 'somewhat 
effective' and 'very ineffective' or 'somewhat ineffective' with 28% and 27% 
respectively. Nearly half of respondents (45%) reported that child protection in their 
community was 'neither effective nor ineffective.' 

Respondents were asked to rate the effectiveness of foster care in their community. 
'Very effective' or 'somewhat effective' were selected by 27% of respondents. More 
than forty percent (44%) of respondents report that foster care in their community was 
either 'very ineffective' or 'somewhat ineffective.' Twenty-nine percent of respondents 
reported foster care in their community was 'neither effective not ineffective.' 

Respondents were asked if had anything else to add and 58% of respondents made an 
additional comment. Among those comments, 40% of them mentioned foster parent 
issues. Among the 40% who mentioned foster parent issues, 38% mentioned a lack of 
Native foster parent homes available and the need for tribes being able to license homes. 
The other 63% of the foster parent comments mentioned lack of support financially and 
that becoming a foster parent was cumbersome and standards were too strict. 

Based on some of the results from the above survey, we were motivated to try and survey 
foster parents directly. We continue to work on piloting a survey with current and recent 
foster parents. Our efforts have been hampered by the lack of a strong foster parent 
group with whom we can work. 

We also collected a great deal of regional data in-person through site visits to 20 
communities. We interviewed local OCS staff and staff from the following types of 
partnering agencies about what is working and what needs improvement in their 
relationship with OCS and how we can help facilitate those efforts. 

• Coast Guard personnel 
• Counseling center staff 
• District attorneys 
• Foster parents 
• Health aides & public health nurses 
• ICW A workers 

Local police departments 
• OCS staff 
• School principals, nurses & counselors 
• S tate troopers 
• Tribal representatives 
• WIC workers 

Alaska Citizen Review Panel 8 
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We also learned a great deal from other people in these same job types when we heard 
from them at several conferences we attended. We attended the "Pathways to Hope" 
conference on Alaska Native Child Sexual Abuse. Members also attended the Alaska 
Native Indian Child Welfare Summit conference. Attendance at these conferences 
provides extremely valuable networking opportunities, especially to hear from rural 
residents from many communities. Additionally, they are an excellent way to continue to 
make people aware of our existence. 

We had additional training opportunities this year. Several members attended the 
National Citizen Review Panel Conference in Minnesota. Attendance at the national 
conference allows us to learn of any legislative changes that impact citizen review panels 
and to network with members from other states to exchange ideas. We also received a 
full day tutorial on the OCS budget from the primary person responsible for the budget. 
After hearing many comments about worker training from interviewees, we had a 
teleconference with those responsible for providing training for new OCS employees. 

This year, for the first time, we asked OCS staff to conduct a case review in a response to 
reports we had received about a particular community. We were very pleased with the 
responsiveness and with the resolution of that situation. 

The primary issue we threw ourselves into this year was a recommendation for and strong 
advocacy of the creation of a fifth oes region for the state to be headquartered in Bethel. 
We communicated extensively with Bethel residents involved in the child protection 
system and presented this recommendation to the House Health, Education, and Social 
Services Committee. While our request was not immediately acted upon, we continue to 
feel this is a vital step to enable OCS to provide quality, culturally appropriate services to 
this region of the state. 

Alaska Citizen Review Panel 9 
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Recommendations 

Recommendation 1. Create a fifth region headquartered in Bethel 

Population and Land Area 
Currently OCS serves the state through four regions: Southeast, Anchorage, the Northern 
region (which includes the area north of St. Mary's) and the Southcentral region (which 
is the remainder of the state). The map below shows the existing regions. 
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Currently there is one office in the Anchorage region, five offices in the Southeast region, seven offices in the Northern region and 13 
offices in the Southcentral region, The existing Southcentral region has 12 field offices which is twice as the region with the next 
largest number of field offices-six in the Northern region--and three times as many field offices as Southeast (which has four field 
offices), The following map shows the dozen field offices in the Southcentral region and the regional headquarters in Wasilla, 
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We propose that in order to better serve the sizable and culturally distinct area of 
Southwest Alaska, oes create a fifth region to be headquartered in Bethel. This region 
would be broken out from the existing Southcentral region (SeRO). It would include the 
six existing oes offices in Aniak, Bethel, Dillingham, King Salmon, St. Mary's, and 
Unalaska. The existing Southcentral region includes 37% of Alaska's land area and 30% 
of its population. The first map that follows shows the entire state with the proposed five 
regions. The second map that follows highlights which of the field offices would remain 
in the Southcentral office and which would become part of the proposed Southwest 
regIOn. 

------------1 

, 
I 
, 

I 
I 

PROPOSED 5TH 
REGION 

King Salmon 

REGION 

SOUTHEAST 
REGION 

I oes Offices in Alaska by Region l ________________________ _ 

Alaska Citizen Review Panel 

I 

I 

I 
..J 

12 



I-' 
0'1 
N 
(Jl 

'>' St. Paul 

St Geofge 

" 

2008 Annual Report 

l )-- I '" " • I Anvik _, __ " . " "(. .\.~.. fires€i~' \)' 

(" \. ·Sh',.,", " ," .~. Q,. rf~ " 
' 1 Holy C,,'" I '~ c; f"'" 

eSL ..ary', 3· C",k.d) /: wasilla . -i c "'"'Vy,,,,,,, ~ r Creek SI R r 4l\ ... _# Q \ ,-p o;~ Hooper Bay -, ony Ive '\l1,li' ." .'. '. ..,' _. ~ • 

(> ( k -,0 .J" _ GIe~en." Yukon Del. NoI,on.1 t_ ..b~ ~ Anchorage 6".1" ' .. " . • \~ 
Wildlife Refuge / j Lime Viliageo /- • 0 '''''~~.'' "'. "., '. WrangelJ.~._., 

. r-~' I" , '-'. -.' .. ,;~t('~/;aldez .;) E' Nat' ~_I 
Newtok • (' I 'If'. ~ .: ~M;:" _ :Y"'~. "'-'". r .'J., lias IOr:t~~ 

" • J I"" '"~, M-' / «;rr" . ">;" . '. ~~rl<onfl ' Toksook Bay ... ..)"'"" • . ~~', ~ ,~al 'j<1;" I - ~.. ,', .; .. 1,-.:, ,'. ~Prererv~ 
Mekoryuk .0 (> "'-Bethel I) Lake'CI~rk )) ~ Chugach ':.. ... co'dova~lt~r~~~:; 

(> Nightmute NJii.aflcf .• ~'" ate:Pilrk 0 V .• ~:-.~~-.,,~ ", • , (pr~erve-, Cook! \'~ 4;"'- r r! 
Cheforr.ak . ~ ,- '~/_t~; ...r :,.JiaJieward ", . ...,.. 

.,.......-- ~ i .;,. NN~! ") :; - , '.~ ___ ""''''''~' I,'-V- -- / ., Hn ... ~, , ~, 

(.OOOd","""'Y'$ / ~~ '>~ Offi~ supervise? by 
Offices supervised by 
Proposed 5th Region 
in Bethel ( )To,,,' eo;n';gh.m /~ Q'" Southcentral RegIon 

) A' '"J~(I " A" '1<Jn. Salm'" " " Wa 'I' d.../'C . 1...N'k~c'· ,l," Kalmai N~, .~Sheljl;o/,,<I In Sl ,S 
~ / ~' and Prjse!ye su:a~, ,;-'0 

,~ r '- '0)$0 . r..... ., 

J
' ! "c~". . ~KOdi'k . . . \ ,., 
,', Kaflukd'~J Larsen SaYi 
~ .. - (I(), r~ .... 

~
/" ., '" '-.,1 

/:";, 0 191':1 Harbor 

! l' \ .Akhiok ..... ..J, '. <.r- ' . 
~'~'J- 'Chi9ni~o.7'· 

I/'c" ' .• 
(}(:::::;;' 

.r~.~ \....:r.> ' •• ?~ ~ 

( 
~ ~ -.-' 'Perryville 

/' . 
,- ) , .(\. Sand POint 

Cold 8ay~ r f .(~1 

() 

~~ , •. 1.. K. in. ".Covet 1 ~ .t .. ........--"" ..... ,...,), ~o,v"_,, - e;:/.j& f ;; ; n ." ' ~ CJ ... ~F~~lse Pass 'J '~f) G 

r~O ~ 
,r''''''' Unalamaoo= 

(.{:Jb~~ 
• ,J 
'~NiJo:olmi 

Alaska Citizen Review Panel 13 



1626 

2008 Annual Report 

The table below lists all the boroughs and census areas included in the existing 
Southcentral region. Those areas above the heavy line are those that would remain in the 
Southcentral region after the proposed Southwest region is created. Those below the 
heavy line are the areas that would be in the proposed Southwest region. The existing 
boundary between the Northern region and SCRO is a straight line east-west across the 
state, so it does not follow borough or census area boundaries. We have estimated the 
percentage of the census areas in the proposed Southwest region for those census areas 
bisected by the boundary. 

Borough or Census Population % Population % Population Land Area 
Area (2006 Census Under 5 Years Under 18 (sq. miles) 

Bureau est.) Old Years Old 
Kenai Peninsula 

52,304 5.8 24.7 16,013 
Borou!!h 
Kodiak Island 

13,072 7.7 30.0 6,560 Borou!!h 
Matanuska-Susitna 

80,480 6.4 26.2 24,682 Borou!!h 
Valdez-Cordova 

9,872 6.2 24.7 34,319 Census Area 

Aleutians East 
2,647 3.5 12.1 6,988 Borou!!h 

Aleutians West 
5,239 3.2 12.8 4,397 Census Area 

Bethel Census Area \7,147 11.2 37.1 40,633 
Bristol Bay 

1,042 6.5 27.0 505 Borou!!h 
Dillingham Census 

4,970 8.7 33.6 18,675 Area 
Lake and Peninsula 

1,548 8.1 31.2 23,782 
Borou!!h 
Wade Hampton 

6,443* 13.7 42.4 14,614* 
Census Area 
Yukon-Kouyukuk 

877** 6.5 27.9 21,885** 
Census Area 
Total current SCRO 201,745 7.0 27.3 213,053 
Total proposed 

39,913 10.6 36.7 131,479 Southwest re!!ion 
Total remaining 

155,728 6.3 25.9 81,574 
SCRO 
Alaska 670,053 7.4 27.1 571,951 

* Estimate 85% of Wade Hampton Census Area in proposed Southwest region, figure is 85% of total. 

** Estimate 15% of Yukon-Koyukuk Census Area in proposed Southwest region, figure is 15% of total. 

Alaska Citizen Review Panel 14 



1627 

2008 Annual Report 

The proposed Southwest region would have 6% of Alaska's population, although it 
would contain 8% of Alaska's children under 18 years old. While the population in the 
proposed new region is not sizable, 37% of that population is children. The proposed 
Southwest region would also include 23% of Alaska's land area. This would leave the 
remaining SeRO with 23% of Alaska's population, 22% of Alaska's children under 18 
years old and 14% of Alaska's land area. 

The proposed Southwest region has a large number of communities. There are at least 73 
communities that would be served by the new region. All of those communities are 
substantially closer to Bethel than to Wasilla in many ways. The communities are 
geographically closer, culturally closer and much closer in lifestyle being all off-road 
small, rural communities. 
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Currently the distance between Wasilla, where SCRO is headquartered, and Unalaska is equal to the distance between Miami and 
Washington, D.C.; it is 850 miles. It is 510 miles from Unalaska to Bethel, the proposed headquarters of the Southwest region. 
Bethel is two-fifths of the way closer to Unalaska than Wasilla is from Unalaska. 
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Caseloads 
In terms of caseload for out-of-home cases the proposed Southwest region would not be 
the smallest region as shown in the table below. Data in the table cover September 2007 
through February 2008. 

Region Total Cases % of State Average Cases Highest Monthly 
Caseload Per Month Caseload 

Anchorage 3.313 42.6 552 557 
Northern 1,277 16.4 213 223 
Southeast 788 10.1 131 137 
Southcentral 

2,397 30.8 400 416 
(existing) 
State Total 7,775 100 1,296 1,321 
Proposed 

861 11.1 144 146 
Southwest 

Data shown below are for opened investigations and also cover the same time period. 

Region Total Cases % of State A verage Cases Highest Monthly 
Caseload Per Month Caseload 

Anchorage 1,112 38.1 185 220 
Northern 535 18.3 89 109 
Southeast 381 13.0 64 74 
SouthcentraI 

893 31.0 149 191 
(existing) 
State Total 2,921 100 487 530 
Proposed 

270 9.2 45 57 
Southwest 

Among in-home cases for that same time period, the Southcentral region had the highest 
number of cases with 88 of 205 in the entire state. That's 43% of all in-home cases in 
Alaska. The field office breakdown of these cases was not available, but it can only help 
the Southcentral region to halve the number of field offices it serves. When 
investigations and in-home cases are taken together, Southcentral again has the highest 
number of cases among the regions. Workers in Southcentral have the most cases per 
worker for these kinds of cases. 

Great Need-Troubled Region 
As reported in the Anchorage Daily News article, Slowly, Western Alaska starts to break 
silence on sexual abuse, Children are often victims of relatives by Alex DeMarban of the 
Tundra Drums, Bethel has more sexual assaults than Anchorage in absolute numbers (not 
per capita). This article was published on January 22, 2008. A portion of the article is 
excerpted below. 
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EPICENTER: BETHEL 

New statistics from the Alaska State Troopers suggest that Western Alaska 
leads the state in cases of sexual abuse of a minor -- often when girls are 
raped or molested by intoxicated adult male relatives and acquaintances -­
and cases of sexual assaults against women. 

A soon-to-be released study of 989 such cases investigated statewide by 
troopers in 2003 and 2004 shows that the greatest number -- 476 cases, or 
48 percent -- occurred in Western Alaska, said Katie TePas, a troopers 
program coordinator. 

The region is immense -- containing more than one-third of the state's land 
mass -- and stretches from Kotzebue in the north to Kodiak in the south 
and out the Aleutian Chain past Unalaska. It's served by 13 trooper posts 
in what's known as the C Detachment. 

But the population is small, represented by dozens of villages -- many 
with fewer than 500 people -- and a handful of hub communities, such as 
Kodiak, Bethel or Nome, each with fewer than 6,000 people. 

In the vastly more populated regions along the road system -- including 
Anchorage, Fairbanks and the Matanuska-Susitna Borough -- troopers 
investigated fewer such cases during the two-year period. Combined, 
trooper posts in those areas investigated 299 of the studied cases, or 30.2 
percent of the total during the two-year period. 

Ground zero is the Bethel region, where troopers investigated 17 percent 
of the cases, more than any other post in the state, TePas said. 

"We have an epidemic," she said. "It's a statewide epidemic, but the 
epicenter, our data shows, is the Bethel region." 

CHILDREN MOST VULNERABLE 

TePas presented the numbers at a summit on Alaska Native child sexual 
abuse in Anchorage earlier this month. 

The results are highlights from an 102-page study done by the Justice 
Center at the University of Alaska Anchorage, she said. 

Only trooper cases that entered the justice system during the two-year 
period and reached a conclusion -- cases that did and did not result in a 
conviction -- are included in the study, TePas said. 
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The early figures paint a disturbing picture of rapes and other sexual 
violence against adults and children in Western Alaska, where the 
population is largely Alaska Native and villages are often loose extensions 
of family. 

In all the 989 cases, family members and friends sexually abuse or assault 
each other in more than 90 percent of the incidents, she said. 

They're especially hurting children. The most common charge during the 
two years was second-degree sexual abuse of a minor, a class B felony 
that generally means the rape or other molestation of someone 16 years 
old or younger, often by an adult. 

Almost one-fourth of the child victims were from ages 13 to 15, she said. 
Nearly the same number were from ages 6 to 12. 

Strangers were the perpetrators in less than I percent of the cases 
involving children, TePas said. 

Precedent in Other Agencies 
There are other state agencies that have more than four regions. The best example is that 
the Alaska State Troopers divide the state into five detachments (A-E) headquartered in 
Anchorage, Fairbanks, Ketchikan, Palmer and Soldotna. They have posts in 36 
communities. The Troopers are the best agency for OCS to compare itself to because 
both agencies share a need to be able to respond quickly in emergency situations. Safety 
requires proximity. Additionally, knowing the community can provide a great benefit in 
allowing workers to diffuse situations and find the most appropriate outcome. Workers 
in both agencies need to be culturally competent and familiar with the local services. 
While the Troopers' detachment C does not mirror exactly the proposed Southwest 
region, the areas are very similar. This arrangement works well for the Troopers and 
would work well for OCS. With the Troopers being a primary partner for OCS, it makes 
good sense to have this region to strengthen the partnership between these agencies. 

Community Support 
Prior to our testimony before the House Health, Education, and Social Services we 
received letters from residents and agencies in the Bethel area in support of keeping the 
Supervisor 5 position in Bethel and for the creation of a new region. We received 15 
letters of support which may be viewed in their entirety on our website. Below are 
excerpts from a few of those letters. We wanted to allow people from the area to speak 
about the situation. 

" ... the Native - and dominant - culture in Bethel is radically different 
than the culture in Wasilla, or in any other region of Alaska. That means 
that people think about things differently here, and the people here face 
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very different challenges and expect things to be done in different 
ways ... " 
---Lauri Owen, Bethel 

"The Bethel oes office needs the Social Worker V position filled and 
ideally should be the headquarters of their own region. This would 
increase the ability and opportunity for local staff to work with the 
strengths and support identified in each of the 57 villages and 7 different 
school districts that make up the Yukon Kuskokwim region. 

oes, formerly [sic) DFYS, has evolved over the years to be known in a 
better light than just some agency that "takes your kids away". The region 
is slowly healing from the negative cultural intervention history in general: 
forced boarding schools, deadly influenzas that devastated entire 
communities, priests sexually abusing children, etc. More local hire and 
higher education and more communication and trust has empowered the 
people of this region to self determine a better destiny for the next 
generation. Bethel oes needs more staff and leadership support to be a 
proacti ve part of this. The safety of Alaskan's children is the number one 
priority; this agency saves lives. 

The oes staff in Alaska are very dedicated people but it is the ones 
directly in Bethel and the villages that have the greatest insight on this 
regions strengths and needs." 
---Susan Taylor, Bethel 

"It cannot be argued that safety is one ofthe most important issues facing 
Alaska children and families today, as we look at the distressing numbers 
of families involved in child protection services. Expedient responses from 
all members of the protective teams are essential and indeed life-saving 
for some." 
---Alaska Native Indian ehild Welfare Association Board of Directors 

"Bethel is a unique community that has very high needs for a strong, 
consistent, locally based child protection work force. 

On a recent visit to Bethel I had the opportunity to speak at length with 
several social workers at oes about the challenges the community faces 
with high rates of child neglect and abuse. Bethel is also challenged by 
some of Alaska's highest rates of traumatic brain injury and substance 
abuse. Front line child protection workers need direct available 
supervision in order to effectively do their demanding daily work. 
Removing the supervisor from this office will only serve to weaken the 
child protection services provided in this high needs regional hub. 
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Currently, social workers in the Bethel OCS office travel to more remote 
villages than any other region in Alaska. Supervisors must be 
knowledgeable about the culture and values of the communities in which 
they serve. Supervisors are responsible for infusing their staff with the 
importance of culturally relevant family interventions." 
---Summer LeFebvre, MSW 

'The work that the Office of Children's Services does can significantly 
impact the numbers of youth entering BYF as well as the severity of their 
social-emotional dysfunction and criminal offending. OCS can intervene 
early in instances of child neglect and abuse, and their involvement can 
reduce the numbers of youth being detained at BYF. One disturbing 
development is that we are seeing younger offenders as well as more 
assaults and sexual offenses. In addition, the severity of personality, 
behavioral, and emotional impairments is on the rise. The numbers of 
youth in the BYF that have mental health diagnoses is well over 75%. 

It is my professional opinion that to have the Director of OCS held by 
someone not living in our community will only increase the trends 
mentioned above. The complexities of making child protection decisions 
is a difficult one at best. The person in that top position needs to have 
knowledge and respect for the cultures out here as well as the many 
challenges and difficulties of living in rural Alaska." 
---Dr. Valerie Warren, Bethel 

There are many strong reasons for creating this new region. 

• The area is 23% of Alaska. If it were a state, it would be the fifth largest state just 
behind Montana, but ahead of New Mexico. 

• The area is entirely off the road system, complicating travel and creating different 
circumstances than on-road communities face. 

• The area has a higher percentage of the population who are children than the state 
overall. 

• The area will have a larger out-of-home caseload than existing regions. 
• The area has a great need having the highest rates of sexual assault. 
• The area is culturally distinct due to the large, strong Yup'ik population. 
• The Alaska State Troopers, who also provide public safety, serve the state through 

five regions. 
• The community supports the effort. 
• The OCS offices and staff are already in place. Only four new positions need to 

be added. 
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In addition to serving this culturally distinct area that comprises nearly one quarter of 
Alaska much better, removing responsibility for this area would allow the currently over­
stretched SCRO to provide better services to all those children and families remaining in 
its area. SCRO has many challenges and would greatly benefit from having less on its 
plate. There are so many good reasons to do this. We have yet to find anyone who does 
not support the idea. 

Recommendation 2. Implement workload study recommendations 
In May 2006 OCS received the final report on a statewide workload study conducted by 
Hornby Zeller Associates, an Outside consulting firm. The study involved a great deal of 
work examining workers' caseloads and how their time was spent. The study also 
included four recommendations; the full text of the recommendations is included below. 
Hornby Zeller Associates' full report on the statewide workload study may be viewed at 
our website, www.crpalaska.org. 

From Hornby Zeller Associates Statewide Workload Study, May 2006. 

In response to this study OCS should make a plan for filling existing vacancies 
and monitoring workloads over time in an effort to increase staff resources as the 
agency can absorb them. Some aspects of the plan should be: 

I. Fill the positions that are authorized but vacant, shifting the bulk of those 
positions to Anchorage. 

2. OCS should recalculate the staffing needs by office every month for a year 
and plot the results by counting cases and applying the weights each 
month to identify patterns of under- and over-burden among the offices. 
These data will provide a reliable direction for shifting current staff to 
better meet the caseload burden where it is shown to exist over time and 
for targeting new positions that may be authorized on the weight of this 
study's results. 

3. Once the vacancies are filled, OCS should make an effort to attain 
additional positions at whatever speed they can be absorbed from both a 
political and an agency standpoint using the evidence contained in this 
study. Part of that evidence is the very basic standard used in the study to 
determine if a case is handled appropriately and the amount of time it 
takes to handJc it appropriately. Those standards are spelled out in 
Appendix D for each case type. 

4. To produce the most equitable distribution of workload for current staff 
and cases on an ongoing basis, OCS could also provide supervisors 
making assignments a workload monitoring program through ORCA, as 
described in Appendix F. These procedures should help supervisors 
achieve the proper allocation of cases to existing workers based on the 
case weights or workload standards established by this study. 
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In the two years since this study was received by OCS, we believe staff have been 
working to address this problem. However, the situation is still quite grave in many 
locations. Appendix A of this report is a letter from a guardian ad litem working on the 
Kenai Peninsula who documents and eloquently makes the case for more workers. As 
she notes, the Child Welfare League of America recommends caseloads of between 12 
and 15 children for social workers doing child protection work. In January 2008 the 
Kenai permanency social workers were averaging 22.4 families and 38 children. 
Workers in this one office have caseloads nearly triple the recommended size and are 
working extraordinary hours trying to make sure no children fall through the cracks. 
However, inevitably children fall through the cracks and become headline news when a 
preventable tragedy occurs. A less dramatic, but very harmful outcome is that workers 
leave when they reach their breaking point. 

OCS needs to implement these recommendations immediately. Caseloads must come 
down so social workers can do social work. During a site visit in Southeast a social 
worker told us she objected to having her job titled Social Worker since she never got to 
do social work. She described her job as filling out forms and trying to keep her head 
above water. 

We do want to recognize that the Director of OCS, Tammy Sandoval, is working on these 
priorities. The Governor approved several OCS increment requests in the fiscal year 
2009 operating budget including $860,900 of funding to comply with the OCS Workload 
StUdy. This funding adds seven new caseworker positions and three new support staff 
positions to the OCS team. Every additional employee is a step in the right direction 
toward reasonable caseloads and workers with time to do social work. 

Recommendation 3. Fix the telephone system 
Currently the telephone in a number of small offices is not answered if staff are out of the 
office. Thus someone calling the Glennallen or Delta Junction office, for example, either 
get voicemail or are told to hang up and contact another office (e.g., in Glennallen callers 
are given the number of the Wasilla office while in Delta Junction callers are given the 
number for the Fairbanks office). The phone system needs to be upgraded in these 
locations so that the phone transfers automatically to the other office (e.g., Wasilla or 
Fairbanks). We understand that this may be problematic in very small communities 
operating with local telephone carriers, however, it should be possible in more places 
than not. This feature is certainly available and in use in some parts of the state already. 
If a call to the Director's line is not answered by her in Anchorage the phone is then 
answered by someone in the main OCS office in Juneau. 

The goal is that the main telephone number of every OCS office should be answered by a 
live person during business hours. People should not have to hang up and place a long 
distance call if they want to speak with someone. A complaint we have heard from a 
variety of partners in many locations is that OCS is hard to contact. It should not be 
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difficult to reach OCS. Some people might be calling to report abuse after having talked 
themselves into making the call. If told to hang up and call another number, they may 
feel like they tried and let it go. 

Recommendation 4. Publicize and staff the toll free number 
The toll free number to report child abuse (1-800-478-4444) is poorly publicized and not 
well staffed. Several members of the Citizen Review Panel were not even aware of its 
existence, including a member who is a Guardian Ad Litem. The number is not even 
prominent on the OCS homepage. OCS should partner with the Alaska Children's Trust 
to increase publicity for this number. While a large portion of the general public is not 
likely to have the number memorized, a large portion should know that the number exists. 
This seems certain to result in increased reporting and yield better protection for children. 
An advertising campaign that emphasizes that the number is available statewide, 24 hours 
a day and that callers may be anonymous would help a great deal. Additionally, the 
advertising should stress that people don't have to know whether a child is being abused 
or neglected. If they have concerns, they should call and professionals will investigate 
the situation. The ads should stress that it is everyone's business to report suspected 
abuse. 

A good model for the number might be the Alaska Tobacco Control Alliance's Quit Line. 
The Quit Line phone number is well publicized through television and radio public 
service announcements and print ads. The Quit Line number is on the front of the 
Fairbanks ACS Telephone Directory. In reviewing the Information Pages at the front of 
the Fairbanks ACS Telephone directory, the first page has emergency numbers that 
includes 911 and the poison control number in large print. In smaller print are numbers 
for a variety of services including the domestic violence hotline, but nothing for OCS. 
Further into the Information Pages are two pages of Community Service Numbers. The 
FamilylYouth Services Category of these pages includes listings for 16 agencies, 
including two 800 numbers (the runaway hotline and the Alaska Center for Resource 
Families). The only listing for OCS is for the old "Division of Family and Youth 
Services." When attempting to look up any phone number for OCS, the only listing 
found was in the Government Listings. There is nothing listed under State of Alaska, 
Alaska, Department of Health and Social Services, Health and Social Services, Office of 
Children's Services, or Children's Services. There is a listing in the white pages for 
Child Abuse Information and Referral that lists the number for the Resource Center for 
Parents and Children. It should be easier to find a number to call. The number should 
also be much more prominent on the OCS homepage. It would be nice if the number 
were listed on the homepage of the Department of Health and Social Services. 

Currently staff at the Anchorage office answer the 800 number. If staff are busy, callers 
are transferred to an auto-attend system and a recording provides the hours of the 
Anchorage office while they hold. This may confuse callers who thought they had called 
a hotline. When the phone is answered during business hours, the staffer does not know 
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that the caller has contacted the hotline. Callers are then transferred to someone in 
investigations. During several test calls, we were not told that we were being transferred 
to "John Doe who investigates these cases" and that he would take our information. 
Additionally, if the individual is not at hislher desk the call goes to 'John Doe's' 
voicemail. Thus anyone who wishes to make an anonymous report must either continue 
to call back until the call is answered or leave a message that is not likely to contain all 
the necessary information, or will not be anonymous. 

When the 800 number is called after business hours or on a holiday, a recording answers 
with the message, "If a child is in danger right now, hang up and call 911." The message 
then goes on to say, "Your call will be answered in the order in which it was received by 
a message secretary." This line should be staffed 24 hours a day with someone trained to 
take a caller's information and to ask the necessary questions. 

Recommendation 5, Collocation of OCS Workers 
In several locations around the state, OCS workers are collocated with partnering 
agencies. We have yet to hear anything but positive comments about these situations. 
Having an OCS worker located in a law enforcement office or at a child advocacy center 
or school allows OCS workers to collaborate more fully with these partners. OCS 
workers can be more responsive and develop the strong relationships that will sustain 
these partnerships through challenging times. 

We understand that collocation is not practical in all circumstances; other agencies may 
not have room to spare. Additionally, we know that OCS has long-term leases in many 
locations. As these leases end and OCS is revisiting office space, we strongly encourage 
OCS to pursue collocation wherever feasible. We feel collocation should be a very high 
priority for OCS offices that have just a single staff person assigned to them. Enabling a 
lone staffer in an outpost to have the support of the "colleagues" who would be gained 
through collocation would enable OCS to better retain workers in these especially 
challenging locations. The OCS office in Glennallen would be an excellent place to start 
this collocation effort. The Glennallen region is in the process of starting a child 
advocacy center and it would be ideal for the OCS worker to be located in the CAC 
facility. 

Recommendation 6, Support for Front Line Workers 
In the course of talking to many front line OCS workers around the state, we have found 
workers to be stressed to the point of disability. Many workers are at their breaking point 
with demanding caseloads and insufficient support services in their areas to offer their 
clients. Very few OCS offices have enough staff either due to existing positions being 
vacant or funding that is inadequate to hire the necessary number of workers. 
Consequently, some workers are stressed to the point of having post traumatic stress 
disorder. Other workers are losing sleep and are very anxious about the welfare of their 
clients. Counseling and stress management classes should be available to all workers. 
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Commendations 

We commend those individuals who courageously spoke up for children when there 
were potentially negative personal consequences. 
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Respectfully submitted by the Citizen Review Panel: 

Fred Van Wallinga, Chair 

Carol J. Olson, Vice Chair 

,(-J1Jfl OUp1a4/ 
Pamela M. Dupras, Member 

Dana W. Hallett, Member 

Arthur S. Hansen, Member 

~~ 
Susan Heuer, Member 

tIl/WI/ b. , 
Esperanzav:'le~, Member 

~~£j&+ 
Ralph D. Taylor, Member 

Electronically signed 

June 30, 2008 

Electronically signed 

June 30, 2008 

Electronically signed 

June 30, 2008 

Electronically signed 

June 30, 2008 

Electronically signed 

June 30, 2008 

Electronically signed 
June 30, 2008 

Electronically signed 

June 30, 2008 

Electronically signed 

June 30, 2008 

Never doubt that a small, dedicated group of citizens can make a difference. 
Indeed, it is the only thing that ever has ... 

- Margaret Mead 
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March 17, 2008 

Ms. Tammy Sandoval 

KATE TEA, LCSW, GAL 
130 Trading Bay Road, Suite 310 

Kenai, Alaska 99611 
Office 907.283.6551 Fax 907.283.6553 

katetea@alaska.net 

Division of Health & Social Services 
Office of Children's Services 
323 East 4th Avenue; McKay Annex 
Anchorage, AK 99501 

Ms. Sandoval, 

2008 Annual Report 

I am a Kenai contract guardian ad litem with the Office of Public Advocacy. We have 
met on at least two occasions in Anchorage; once for Dianne Olsen's retirement party 
when we both spoke and again at the last CASAIGAL Conference this past fall. We may 
have also spoken together at the ICW A training last October. At any rate, I hope that you 
remember meeting me. 

I am writing to you not only as a children's advocate but also in my broader obligation as 
a social worker to work for change as delineated in the National Association of Social 
Workers, Code of Ethics. I believe I have a responsibility to my social work colleagues, 
the families and children we serve, and to advocate for resource allocation when 
necessary. It is in the spirit mutual concern and sharing common goals as social workers 
that I am approaching you. 

On the occasions that I have had the opportunity to speak with you, I have shared my 
sincere appreciation for the supervisors and line staff social workers in our Kenai OCS 
office. I have been a social worker for 20 and guardian ad litem for 10 years. Over this 
period of time I have experienced many changes in the law, procedures, and personnel in 
the Department of Law and the Office of Children's Services. Over this same period of 
time it has been my observation that the quality of social work being performed in the 
Kenai office has steadily improved. The caliber of social work in the Kenai office is 
overall excellent in both the intake/investigations and permanency units. 
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My concern and the purpose of this letter is to bring your attention to the extreme 
shortage of personnel in the Kenai office which is compromising the ability ofthe social 
workers to adequately manage their caseloads. The Kenai caseload numbers have grown 
to the breaking point and have become intolerable. 

I am not as familiar with the intake/investigations unit caseload or staffing needs as I am 
with the permanency unit due to my duties as a GAL. However, I have observed that all 
of the intake/investigations social workers are always working at an exhausting pace. I 
am aware that the intake/investigations unit has been working hard to implement the new 
"Intake Assessment" model which has placed a significant increase in the demands on 
their time. These types of changes, while having overall benefit to casework, can become 
hidden variables that further stretch overworked social workers that are difficult to 
measure. 

At this time, there is "real" social work taking place in the intakelinvestigations unit with 
the result that the situations that are more amenable to change never reach the 
petition/custody stage and only the more complex cases reach the permanency unit. The 
cases that are transferred into the permanency unit are more complex and the families are 
much more entrenched in the behaviors that harm their children. The social workers in 
the permanency unit in Kenai have become completely overwhelmed with the numbers 
and needs of the families they are serving. The most recent numbers I have obtained 
from Ms. Abigale Henderson demonstrate what I have been hearing for some time; our 
social workers in Kenai have caseloads in numbers three times those recommended by 
the Child Welfare League of America as caseload/workload standards. My research 
through the NASW web site brought to light information that not only are caseloads high 
but that "workloads" are even higher due to the growing complexity of the cases. CWLA 
recommends caseloads of between 12 and IS children (I have also read 12-14 children) 
and our Kenai permanency social workers are averaging 22.4 families and 38 children 
(using figures from January 2008 only). 

While every office experiences turnover from time to time, we have been fortunate to 
have been able to maintain a stable social work staff. This is rapidly changing as the 
well-trained, committed, and excellent social workers remaining begin to buckle under 
the extreme burden of so many cases, vacant positions, and the ever increasing number of 
mandated tasks and procedures that are implemented both internally and most recently 
externally from the Kenai Court System. 

Kenai is at the breaking point. If more positions are not allocated to this office we will 
begin experiencing more turnover, which will compound every challenge placed upon the 
remaining social workers leading to the spiral of increasingly compromised casework. 
There comes a time when no amount of organizational or time management skill can 
compensate for an unmanageable workload. The dedicated social workers in Kenai have 
resorted to working late hours, weekends, and holidays in their efforts to address the 
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demands of their work. Most of them look forward to a holiday as an opportunity to have 
a "quieter" time to work. The late evenings, weekends, and holiday work schedule has 
become the norm rather than the exception. We will not be able to retain seasoned social 
workers or attract new qualified social workers as long as this office remains severely 
understaffed. 

I have been reviewing literature about the impact of social worker turnover on outcomes 
in child protection. Of interest is an article that can be reviewed at 
http://www.uky.edu/SociaIWorklcswe/documents/turnoverstudy.pdf 
The study looked at the correlation between continuity in the social work relationship and 
permanency. In this study, the researchers determined that foster children with only one 
social worker were returned to their family 75% of the time but that this number dropped 
to about 18% when there were two workers and then to almost zero when there were 6 or 
7 workers. I am sure that you are also painfully aware of numerous studies 
demonstrating the deleterious effects of social worker turnover on outcomes. 

There are real overt and covert risks inherent to the conditions that currently exist in the 
Kenai OCS office. Everyone there is doing all that they can to meet the needs of the 
families but even with their "regular" extended hours, they are unable to keep up. More 
positions are needed to maintain even minimally acceptable casework; the current 
situation is an accident waiting to happen. It is my ethical responsibility as a social 
worker to advocate for our families and my colleagues; dedicated social workers who are 
not able to fulfill their obligations and responsibilities due to severe understaffing in their 
office. We all are responsible for advocating within and outside our agencies for 
adequate resources to meet clients' needs. I urge you to please allocate several new 
social worker positions to the Kenai OCS office as soon as possible. 

Thank you for your time and thoughtful consideration of my request. 

Sincerely, 

Kate Tea, LCSW, GAL 
Licensed Clinical Social Worker, #196 
Certified Chemical Dependency Counselor, Level II 
Guardian ad litem 

cc. Mr. James Steele, SCRO Children's Services Manager 
Ms. Abigale Henderson, SW V, SCRO Staff Manager 
Ms. Katie Stafford, Kenai Supervisor 
Mr. Bill Galic, Kenai Supervisor 
Ms. Michelle Higuchi, Kenai Office AAG 
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Office of Children's Services 
Stronger Families, Safer Children 

Manager's Training Outline 
2008 

According to Team Leadership in the First Ninety Days by Maynard Brusman - the first 
weeks are crucial for learning and evaluating. Leaders must maintain the right balance of 
confidence and humility, while asking probing questions and actively listening. They need a 
firm support network in place; tlrey must learn everything tJrey can about the organization, its 
strategies, and customers. Leaders must dedicate a large percentage of learning time to getting 
to know existing team members in tire shortest possible time-frame. Transition from the outside 
and you face the task of identifying and placing tire right people into the right positions, which is 
a much greater challenge. 

Accordingly, within 90 days of employment new manager will meet with each member 
of Statewide Management Team for orientation to each domain within the Office of 
Children's Services. Statewide Management Team members will provide an overview 
regarding the follOWing: 

Director 
• DHSS Leadership 
• Mission 
• Vision 
• Values 
• 5 Goals 
• Prevention 
• Quality Assurance 
• Citizen Review Panel 

Deputy Director 
• Role of Deputy Director 
• Role of manager in utilizing available human, financial and tangible resources to 

accomplish OCS' mission 
• Philosophy of residential care 
• Psych nurses 
• Solution focused problem solving 
• How this position fits into the OCS manager structure 
• DHSS Joint Management Team 
• Bring the Kids Home 
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Administrative Manager 
• Organization Structures 

State, Department, Division, Region, Field 
Authorities and delegations 

Budget/Funds 
When, Where, and How We are Funded 
Applicable Rules that Follow the Funding 
Regional Allocations 

• Personnel P&P 
Roles & Responsibility 
Workplace Alaska & the Hiring Process 
Use of Non Perms 
Alternate Work Weeks 
Reclassifications 
Disciplinary Actions - Authorization Levels 

• Travel Do's and Don'ts/Credit Card Use 
• ORCA and Finance - Provider Payments 

Policy, Procedure, Regulations 
QA Purpose and Process 
.Matrix Expenditures 
Audit Exceptions 
Why ORCA Entries Dictate Allowable Expenditures 
Your Responsibility/Accountability for Expenditures Approvals 

• Manager's Responsibilities re: Revenue 
IV-E and the Penetration Rate 
RMTS 
Other Revenue Sources 

Program Administrator 

• Policy 
• Child & Family Services Review 
• Child & Family Services Plan 
• Annual Services Progress Report 
• Title IV-E State Plan 
• Tribal Title IV-E 
• Service Array Section (Programs) 
• Resource Family Section (Foster Care & Adoption) 
• State office and field offices - one agency 
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Child Welfare Administrator 
• Standardizing Safety Decision Making Practice 

Tying safety decision making to division goals 
• Family to Family Initiative 
• Partnership w/Casey Family Programs & Annie E. Casey Foundation 
• Training Academy 
• Tips/Lessons learned for management 

ORCA Administrator 
• ORCA - System of Record 
• ORCA as Supervision tool 
• ORCA enhancements/improvements 
• ORCAHelp 
• Future of ORCA 
• Reports 
• ORCA Demonstration 

Community Relations/Legislative Liaison 
• Legislative Session 
• Constituent Relations 
• Media responses 
• PIT work 
• OCS website 
• Retention & Recruitment efforts 
• The ACT 
• TheCJA 

If the manager comes to OCS with no previous child protective services experience, the 
manager will make every attempt to attend TONE within their first 60 days of 
employment. 

If the manager comes to OCS with no previous State of Alaska experience, the manager 
will make every attempt possible to attend the Division of Personnel- Supervisory 
Training within 120 days of employment. 
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OCS WORKFORCE GOALS & STRATEGIES 

GOAL 
% STAFF STRATEGY START FINISH COMMENTS/PROGRESS 

ACTIVITY COMPLETE RESPONSIBLE 

GOAL #1 - ORGICULTURE / VALUES: Improve public, partner, stakeholder and staff understanding of OCS' mission, vision, 
values and desired outcomes. 

Strategy 
Increase Public Education Efforts 

A 

Activity 1 
Social Norms Marketing 

9/30/2008 3/31/09 25% 
Mike Developing proposal; schedule meeting with Jeff 

Campaign R&R Workgroup Linkenback; pursue with Nat'l AliiancelACT 

Strategy Develop a comprehensive and consistently implemented New Staff Orientation Plan 
B 

Develop and implement new 
Travis; R&R 

Travis presented Anch New EE Orientation 
Activity 1 employee orientation training 10/24/08 1/31/2009 25% program implementation to Mgrs during Mgmt 

program. 
Workgroup Team Mtg in November 

Activity 2 
Create a Developent Plan for 

8/20/08 9/912008 100% SLT 
Distributed to current CSMs and Staff Managers 

New Staff Mqrs & CSMs. as an FYI 

Strategy Communication Plan 
C 

Create a "Communications 
Distributed to Statewide Mgmt Team with directive 

Activity 1 Guidelines' document for staff 6/18/08 9/22/2008 100% SLT 
to discuss I distribute to staff. 

use. 

Strategy Appreciative Inquiry 
D 

Activity 1 
Deliver Intro to Appreciative 

110/6/08 112/31/2008 1 20% ISLT Isenior Leadership Team reviewing 
Inquiry presentation 
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STRATEGY 
ACTIVITY 

START 
"10 STAFF 

FINISH COMMENTS/PROGRESS 
COMPLETE RESPONSIBLE 

GOAL #2 - TRAINING: Provide comprehensive and on-going, culturally-competent and current best practices training. 

Strategy Incorporate Mission, Vision and Values into Supervisor's Curriculum 
A 

Train on the importance of 
Activity 1 supervisory role in supporting 91112008 11118/2008 95% JayC In process 

MW among their staff 

Strategy Cadre of Supervisors / Facilitators (based on need) 
B 

Canvass supervisors who have 
completed Supervisor Training 

Activity 1 to select those who are willing 4/112009 7/1/2009 0% JayC Work not yet started 
to provide ongoing training for 
OCS employees. 

Strategy Review Curriculum and Decide Implementation Plan 
C 

Activity 1 Develop proposal JayC 

Strategy Become a "learning System Rather Than a Training System" 
0 

Activity 1 Develop proposal JayC 

I 

I 

GOAL #3 - RECRUITMENT: Expand the OCS recruitment message, target those applicants most fit for child welfare duty and : 
utilize their talents whenever and wherever possible. I 

I 
I 

Strategy 
, 

RJP 
I 
I 

A , 

Produce an OCS-featured 

Activity 1 
RealistiC Job Profile OVO to be 1111107 113112009 50% Mike; David 

Urban taping and staff interviews complete; David 

incorporated into OCS hiring Caldwell has yet to interview rural staff and 
[procedures. capture '8 Roll' 

Strategy 
, 

High School/College Interns 
B 

Implement State of Alaska's 
Activity 1 Intern Program into OCS Maritt 

offices 
-------- - ----.-.-
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Strategy 
C 

Activity 1 

Strategy 
D 

Activity 1 

Strategy E 

Activity 1 

Strategy F 

Activity 1 

GOAL 
STRATEGY START 
ACTIVITY 

Double Fills 

On-Calls 

5 Step Interviewing Process 

Job Fairs 

% STAFF 
FINISH COMMENTS/PROGRESS 

COMPLETE RESPONSIBLE 

GOAL #4 - RETENTION (cont.): Create a work environment that includes the types of relationships, support, opportunities for 
growth, workload expectations and compensation that employees do not want to leave. 

Strategy 
AWW Agreements* 

A 

Activity 1 
I I I I I I 

Strategy 
Telecommuting Agreements* 

B 

Activity 1 
I I I I 

Strategy Job Share Agreements* 
C 

Activity 1 
I I J ___ L I I - --
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Strategy 
D 

Activity 1 

Strategy E 

Activity 1 

Strategy 
F 

Activity 1 

GOAL 
STRATEGY 
ACTIVITY 

Lunch and Learns 

I 

On-going Training 

I 

Team Building 

I 

START FINISH 
% 

COMPLETE 

I I I 

I I I 

I I I 
Strategy 

Continue Implementing Workload Study Results 
G 

Activity 1 
I I I I 

Strategy Student Loan Forgiveness 
H 

Add OCS caseworkers to any 
Activity 1 2009 legislation related to a 10/3/08 4/20/2009 10% 

loan forQiveness proaram 

Strategy I Recognition Program 

Implement and use latest 
Activity 1 departmental program for all 10/1/08 20% 

OCS staff 

Welcome and congratulate new 
Activity 2 employees at completion of 10/13/08 

TONE with OCS t-shirts 

OCS Workforce Executive Steering Committee 12/8/08 

STAFF 
RESPONSIBLE 

COMMENTS/PROGRESS 

I I 

I I 

I I 

I 

Mike 
Mike networking with DHSS staff on the DHSS leg 
proposal 

Everyone 
DHSS Recognition Program being reviewed by 
DOA as of 11/10108 

Jay C 
Funding to come from the contract amount in the 
FYST A budget? 
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o GOAL 
STRATEGY 
ACTIVITY 

START 
% STAFF 

FINISH COMMENTS/PROGRESS 
COMPLETE RESPONSIBLE 

GOAL #5 - Stipend Program: Create a new employee stipend program that effectively attracts staff, educationally nurtures 
staff and successfully binds the employee/employer agreement. 

Strategy Evaluation of Current Stipend Program 
A 

Contractor Don Schmid will 
D. Schmid has given preliminary findings to N. 

Activity 1 review effectiveness of stipend 911108 1111/2008 90% Contractor Schmid 
program for past 3 years. 

Rolfzen, T. Sandoval & C. Lawton 

Strategy Implement Recommendations from Evaluation 
B 

Begin to implement 
recommendations to revise 

Activity 1 
stipend program beginning 

11/1/08 41112009 30% Christy Lawton 

2009 

GOAL #6 - Human Resources: Utilize all tools, knowledge and assistance that is available within the Dept. of Administration, 
Division of Personnel, and effective in meeting staff recruitment and retention goals. 

Strategy Data to Manage / Decisions 
A 

Activity 1 

Strategy Competencies for Positions 
B 

Activity 1 

Strategy Performance to Appraisals Re: Competencies 
C 

Activity 1 
, ... 
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I-' GOAL 
% STAFF 

STRATEGY START FINISH COMMENTS/PROGRESS 
ACTIVITY COMPLETE RESPONSIBLE 

Strategy Knowledge Transfer Plans 
D 

Develop Knowledge of Transfer 
Maritt to provide 'Getting Started' presentation to 

Activity 1 Plans per Admin. Order 237 Maritt 
Mgrs TBA 

deadline 

Strategy E Performance Coaching 

Expand recent DOP-delivered 
Travis presented to Mgrs at statewide Mgmt Team 

Activity 1 trainings received in Anchorage 11/13/08 Mike 
Mtg in Anchorage in November on 11/13 

& Wasilla to entire agency 

Strategy F Union Meetings 

Schedule meetings with Union Mike Set meeting with ASEA Business Rep Toya 
Activity 1 Reps to help reframe their 9/23/08 50% Maritt Winton to discuss OCS caseload count and '08 

I paradigm of OCS workload Tammy Staff Survey results 

GOAL #7 - UAA / UAF: Collaborate with the University system to expand and prepare an applicant pool that is fit for child 
welfare work in Alaska and exceeds the staffing needs of the OCS program. 

Strategy Kentucky's Public Child Welfare Certificate Program 
A 

Activity 1 

GOAL #8 - Other: These must be categorized as 'Other', or miscellaneous goals at this time. 

Strategy Review Work Group Membership 
A 

Reestablish membership of the 
Mike obtained CSM participation during statewide 

Activity 1 11/13/08 12/15/2008 75% Mike Mgmt Team Mtg in Anchorage in November; 
R&R workgroup 

CSMs to appoint others from Region 
_._-- -_._-- - -_ ... _._--
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N GOAL 
STRATEGY START 
ACTIVITY 

Strategy Break Out into Subcommittees 
B 

Direct tasks of R&R workgroup 
Activity 1 to smaller subcommittees when 

appropriate 

Strategy "Training" Becomes "Learning" 
C 

Activity 1 

OCS Workforce Executive Steering Committee 

% STAFF 
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The Office of Children's Services (OCS) wishes to thank the Alaska Citizen Review Panel (CRP) for its work 
in the past year to ensure the safety and well being of the children of Alaska. We know that we cannot 
do the work necessary to prevent and reduce child maltreatment without the assistance of all of our 
community partners. We appreciate the CRP for their diligence in examining policies and procedures 
and practices that then inform recommendations toward systems improvement of the OCS. 

It has been another industrious year for OCS. We continued to work diligently on improving and 
standardizing practice across the state related to child safety decision making and we were able to roll 
out Family to Family from Anchorage to Fairbanks. We were able to increase new worker training from 
2 weeks to 4 weeks to better prepare staff to do child protective services. We were able to implement a 
competency-based curriculum for supervisors to strengthen their ability to better support their staff. 
We strengthened partnerships with other divisions within the Department of Health and Social Services 
to provide a better service delivery system to families that come to the Department's attention through 
several different doors - Public Assistance, Behavioral Health and Juvenile Justice. We spent more time 
and effort on the prevention of child maltreatment to combat child abuse and the need for intervention 
from protective services. 

The biggest event to happen within OCS in the past year was the Federal Child and Family Review (CFSR) 
in September. A great deal oftime and effort went into the planning and preparation for the CFSR. That 
work began with the completion of a Statewide Assessment. A copy of the document can be viewed at­
http://hss.state.ak.us/ocs/Publications/CFSRstateAssessment.odf. The final CFSR report has not yet 
been received from the Administration for Children and Families, but strategic planning for the 
Performance Improvement Plan has begun. 

Again this year, OCS concentrated a lot of effort on Continuous Quality Improvement, including 
conducting statewide case reviews, quality assurance of our safety assessment implementation and the 
annual stakeholder surveys. The survey results can be viewed at 
http://hss.state.ak.us/ocs/Qualitylmorovement/Qualitylmprovement.htm . The stakeholder surveys 
also included our annual staff survey. The staff survey produced a 77% response rate this year and a 
wealth of insightful comments. This years' staff survey truly indicates that OCS staff is committed to the 
organization's success and invested in improving service delivery to children and families! 

The revision of Policy and Procedures (PIP) is a continual process within the OCS. Last year the format 
of our PIP was revised to become more user-friendly. This year the focus was on revisions to update 
PIP. A copy of all the revisions is included in Appendix A. 

The following are the responses to the specific recommendations made in the CRP 2008 Annual Report: 

Recommendation 1 - Create a fifth region headquartered in Bethel. 
The Governor's Proposed FY2010 Budget was released on December 15, 2008, and does not include a 
request for funding a 5th region within OCS. OCS has made some changes that are proving to be of 
assistance though. There is a new Staff Manager in Bethel and a new dynamic South Central Regional 
(SCRO) Children's Services Manager (CSM) with several years of child protective services expertise. 
Additionally, an experienced supervisor transferred from Wasilla to Bethel to fill a vacancy. Teamwork 
within the region is more apparent than ever before and issues are being dealt with as a region, rather 
than Bethel standing alone as it has at times in the past. The SCRO CSM is soliciting assistance from his 
co-managers around the state to stand in and help with the work until vacancies can be filled. 
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In an effort to draw more attention and gain more information, Bethel was selected as a sight to be 
reviewed in the Federal CFSR in September 2008. While the final report has not yet been issued, 
regional management has begun to follow up on areas in need of most attention. The focus has been 
on recruitment and hiring of new staff to fill vacancies; strengthening partnerships with tribal 
organizations; strengthening community partnerships; creating new ways to increase and improve 
communication between ICWA workers and OCS staff; and planning for cultural awareness training in 
January of 2009. Additionally, regional management is working with OCS licensing staff to develop a 
plan to fully train and license foster families in the Bethel region. 

Recommendation 2 - Implement workload study recommendations. 
The Governor has included 5 new positions for OCS in the proposed FY 2010 budget. Pending approval 
from the Legislature, the final phase of the recommendations from the Hornsby Zeller Associates 
workload study report of 2006 will be complete. 

Child Protective Services is an emotionally demanding vocation. Across the nation, compassion, fatigue 
and vicarious trauma lead to high turnover and vacancy rates among caseworkers. In Alaska, fifty 
percent of the OCS front-line caseworkers have been employed with the agency for less than two years, 
and 20 percent have less than one year of experience. While vacancy rates have improved since 2006, 
turnover rates continue to slowly increase. 

oes Frontline Vacancy and Turnover Rates 
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To institutionalize a mindful and daily focus on workforce development, the OCS formed an internal 
work group in the fall of 2007 to focus on retention and recruitment strategies. Workforce Goals and 
Strategies were developed and put into a written work plan that is constantly being revised and added 
to as the work evolves. (See Appendix B). The workgroup includes a representative from the University 
of Alaska Family and Youth Services Training Academy, the Division of Personnel, several OCS staff at all 
levels within the division, and a member from the Annie E. Casey Foundation that is providing technical 
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assistance. In addition, an executive steering committee was created in August of 2008 to provide 
guidance and oversight of the workgroup. Two of the members have also joined a DHSS Workforce 
Development Team created by Commissioner Hogan in November 2008. 

The OCS internal work group has begun development of a realistic job profile DVD, intended to minimize 
turnover through recruitment processes that better inform applicants. A candidate for hire is sent a 
DVD and asked to sign a simple attestation form which states 1) they have watched the video; and 2) 
they still want to be interviewed and considered for the OCS frontline position. While this is a relatively 
new technique, states that have already implemented such a process are seeing an increase of new 
employees that truly have the competencies and the heart to do child protective services work, and a 
decrease of early resignations/dismissals. The oes is also adapting its website to include virtual, realistic 
job profiles of current oes employees to help job applicants understand what the job entails before 
applying for positions with the division. 

A new employee exit survey was created and protocol implemented to help determine why so many 
workers leave service. Employee incentive techniques are being explored and alternative work weeks 
are being encouraged. Other strategies related to salaries, student loan forgiveness programs, and 
telecommuting agreements are also being explored. 

The OCS is focusing on several other strategies to increase staff retention. Some of those strategies 
include increasing new employee training from 2 to 4 weeks to better prepare and equip new front-line 
workers with the skills and tools they need to do their complicated and demanding jobs. A supervisory 
competencies curriculum was developed and has begun to be delivered to child protective services 
supervisory staff. The curriculum has received rave reviews from those in attendance. The Anchorage 
Field Office has developed and implemented an extensive new employee orientation to supplement 
new worker training. This new employee orientation model has been shared with the regional 
managers and is expected to be adapted and implemented in the other regions as well. Due to the 
number of new field managers coming on board in the past year, an Orientation and Development Plan 
for New Managers was also developed and implemented. (See Appendix C). 

The oes used its Title IV-E contractor to thoroughly evaluate our current student stipend program with 
the Universities as the program has not lived up to its expectations for the retention of staff that have 
been paid to receive an advanced degree. That evaluation has been completed. Based on the 
contractor's recommendations, revisions and development of policy and procedures is underway so that 
a stronger and more successful stipend program is in place by the fall of 2009. 

The oes Management Information System, ORCA, is producing more management reports than ever 
before. One of those reports includes case load data by case worker, office and region. Assignment of 
new positions and reallocation of existing positions is based on that data and watching the trends of 
new reports and case assignments each month. Managerial reports have recently been shared with all 
managers in face-to-face statewide meetings. Managers have been trained how to access and interpret 
the reports. These ORCA reports have just recently been made available to all staff - not just managers­
to encourage all staff to monitor data around the state. oes has observed that our caseloads have 
come down over the past year and are far more manageable than in recent years. 

The oes has formed a stronger working relationship with the Division of Personnel (DOP) and has 
requested Performance Coaching training in field offices. The DOP will accompany oes to meet with 
staff and union representatives in an effort to discuss and resolve work load issues. Once the DHSS 
Employee Recognition Program is approved by the Department of Administration, oes will adopt and 
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implement those policy and procedures in their entirety. Retention and recruitment of DCS staff is a 
systemic challenge. Many of the options determined viable are unattainable by DCS alone and must be 
supported at the state level. 

Recommendation 3 - Fix the telephone system. 
In planning for FY09, DCS had put in a capital request specifically to repair/replace antiquated phone 
systems in field offices. We were allocated $136,000 to do so and began the repairs in July 2008, once 
the funding was received. To date, the necessary repairs and/or upgrades have been completed in 
Barrow, St. Mary's and Aniak. In various stages of being repair and/or upgrade are Kotzebue, Ketchikan, 
King Salmon, Glennallen, Kodiak, Wasilla, Bethel, Dillingham, Kenai, Seward and Unalaska. 

Telephone systems functionality solves many ofthe issues. However, as is noted in your report, 
adequate staffing of DCS phones is also a concern. While the preference is that a live voice always 
responds to the publics' calls, protocols about how that happens in each field office, including the small 
communities with one/two person offices, will be finalized and in place by February 1, 2009. 

Recommendation 4 - Publicize and staff the toll free number. 
As recommended, the toll free number to report child abuse and neglect has been more prominently 
displayed on the DCS website. It will also be posted to the DHSS website on a rotating basis with other 
DHSS divisional information. Additionally, the toll free number has been added to the home page of the 
Alaska Children's Trust website. To capitalize on cost-free advertising and better inform the public, the 
DCS shares the toll-free reporting number (as well as the Children's Trust Parent line) with the media 
whenever the DCS responds to media inquiries about child abuse and child neglect issues. 

Currently, the toll free reporting line operates out of Anchorage and was set up to handle primarily 
Anchorage business. However, if the Anchorage Intake Unit receives a call from another part of the 
state during business hours, they are able to take the call and transfer the information to the correct 
field office. After business hours, the calls to the toll-free line are transferred to an answering service. It 
is agreed that there needs to be continued improvements to all aspects of intake and efforts will 
continue in the coming year. 

In the past year, the entire intake process has been evaluated and is currently under reconstruction. 
The National Resource Center for Child Protective Services was enlisted to provide technical assistance 
on this topic. They have evaluated all business processes related to receiving and screening reports of 
maltreatment. Focus groups were held with staff; intakes were reviewed across the state; and intake 
workers were shadowed to learn more about our intake processes. We learned that intake has not 
received the attention and focus it so richly deserves as a separate area in need of expertise. Results 
from the program evaluation were shared in a face-to-face managers' meeting and planning began to 
make short term and long term improvements. It was decided that intake policy and procedures 
needed a major overhaul. Revisions are currently in final draft and will be released as soon as possible 
in the new year. 

Longer term improvements include completely revamping how intake is conducted in the state. DCS 
staff prefer we move to either a statewide or regional hotline system, whereby all calls would be 
handled by designated intake staff who specialize in doing the work full time. Case carrying workers 
would not be expected to perform intake in their individual offices, but rather could concentrate 
exclusively on their investigative and ongoing work. Ideally, the statewide intake system would be 
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manned 24 hours a day/7 days a week. However, it will take many more resources, i.e., staff, space and 
increased information technology, than OCS currently has available. 

Recommendation 5 - Collocation of DCS Workers 
The OCS wholeheartedly agrees with this recommendation. Collocation is achieved whenever and 
wherever possible with a variety of different partners, including Child Advocacy Centers, Tribal Agencies, 
Law Enforcement, Mental Health, Infant Learning Program and others around the state. Whenever 
there is an opportunity to collocate with our community partners, the opportunity is explored and if 
feasible, is approved. 

Recommendation 6 - Support for Front Line Workers 
DCS Administrators and Managers concur that there can never be enough support given to front-line 
workers. As stated above, in the response regarding the work load study, there has much effort toward 
the retention and recruitment of staff in the past year. 

New efforts to respond to this recommendation include training all managers on the services provided 
by the Employee Assistance Program (EAP), including the individual counseling and critical stress 
debriefings that are available to all state employees. The managers were asked to provide the latest 
information learned about the EAP with all staff in their regions. In response to tragedies involving both 
clients and a co-worker, DCS made several requests for EAP critical stress debriefings this past year. 

In 2008, the Director began attending the last day of new worker training to welcome new staff, share 
the agency's vision and mission and answer questions. A large part of the Director's welcome to new 
staff is focused on encouraging them to engage in self care so that they stay mentally fit and capable of 
performing this demanding work. 

The recently (November 2008) unveiled Supervisory Competencies Curriculum training being offered to 
all social worker supervisors through the Family & Youth Services Training Academy is a very directed 
effort to ensure that front-line staff are receiving better support through better supervision. 

DCS managers and supervisors are increasingly cognizant ofthe complex personal and familial 
responsibilities that young workers juggle in today's world. Through our annual staff surveys and 
employee exit surveys, DCS staff is reporting how much they value the opportunity to work for an 
employer that offers flexible work schedules. 

As stated above, vacancy rates are decreasing. With the number of new staff being added in the past 
several years, caseload sizes have gone down. Managers have more management reports available to 
them than ever before with which to equalize caseloads and watch trends within their regions. 

In summary, the OCS continues to strive toward improving in its organizational development, better 
equip its staff with the skills and resources needed for the job, implement best practice standards and 
streamline processes whenever possible. Retention and recruitment of quality staff remains a top 
priority. 2008 has been an exceptional year of positive institutional changes, but systems reform will 
continue within OCS during 2009 and each year thereafter. Alaska's children and their families deserve 
nothing less. 
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CPS Manual Revisions Finalized in 2008 

2.1.2 Protective Services Alerts. 
The title of the section has been changed from "Out of Town Inquiries" to "Protective Services 
Alerts", and this section now addresses solely the procedures for responding to Protective 
Services Alerts (PSA) received from other states. 

2.2.5 Conducting an Investigation; Assessing for Child Safety 
The section has been revised to reflect the safety assessment methodology that is now used by 
OCS. 

2.7 Placement Preferences. 
The following requirements have been added: 
• When an adult family member or family friend has requested placement of a child in their 

home, the worker will make every effort to make a placement decision within 45 days of the 
request. 

• If the placement request is denied, the worker will notify the family member or family friend 
of the denial within five business days following the denial, using a form specified in the 
policy. 

• The worker will document all potential placement resources, consideration of placement 
resources, and decisions regarding placement in relative/placement search case note in 
ORCA. 

3.5.5 Background Checks for Placement Resources and Interstate Requests for Child 
Protection Records. 
This is a new section that includes the policy and procedures on fingerprinting requirements that 
were previously located in section 6.8.4. In addition, the revisions address requirements in 
recent federal legislation (the Adam Walsh Child Protection and Safety Act). The following 
revisions have been made: 
• The requirements has been added that: 

o Child protection records (ORCA and Prober), the Juvenile Offender Management 
Information System (JOMIS), and the Sex Offender Registry must be checked for 
each household member 16 or older in the home of an unlicensed placement 
resource (unlicensed relative and prospective adoptive parents or guardians). 

o If the prospective adoptive parents or any other adult in the home have lived in 
another state in the preceding five years, OCS must request information from the 
child abuse and neglect registry from each state of residence during the five-year 
period. 

o New fingerprint based criminal background checks are required for individuals who 
previously completed fingerprint based criminal background checks as unlicensed 
relatives or foster parents and now are applying to become adoptive parents or 
guardians. 

o OCS is required to respond to requests from other states for child abuse and neglect 
registry checks. 

• It is clarified that: 
o The worker will contact the Resource Family Section in State Office if an individual 

who is required to be fingerprinted is unable to provide fingerprints due to a medical 
or physical condition that is documented by a licensed physician. 

o The federal criminal background check requirement for prospective adoptive parents 
is not met if a name-based criminal background check is completed on a prospective 
adoptive parent due to rejected fingerprint cards and the cards were rejected solely 
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because the fingerprint impressions were of low quality due to lack of technological 
capacity or use of improper technique. 

o If a variance is granted to a prospective adoptive parent who has been convicted of 
certain felonies, a Title IV-E subsidy cannot be approved for a child placed in that 
home. 

o The OCS APSIN Unit handles requests from other states for child abuse and neglect 
registry. 

• Procedures addressing rejected fingerprint cards have been added. 
• The section has been updated to reflect ORCA procedures. 

3.6.1 Placement Preparation. 
It is clarified that issues to be discussed with the care provider prior to placement include: 
• The child's mental health needs and ongoing services and supports needed to meet the 

needs; 
• The child's educational needs, including special education services and supports, 
• That the child should be maintained in their current school, whenever possible; and 
• If known, the child's tribal heritage and tribal resources that may be able to assist the care 

provider with continuing the child's connection to their culture. 

3.7 Change or Termination of PlacementlTrial Home Visit/Return Home. 
• The section has been reorganized, and updated to reflect ORCA procedures. 
• The following requirement has been added: 

o For non-emergency transfers, the worker will provide advance notice to the child, the 
child's parents or Indian custodian or guardian, the child's foster parents or out-of-home 
caregiver, GAL, attorney, and tribe by sending a form specified in the policy and will 
make every effort to provide notification at least ten days prior to the intended transfer. 

o For emergency transfers, the worker will make every effort to notify the parties no later 
than five working days following the transfer by sending a form specified in the policy. 

• It is clarified that when special planning is needed for a developmentally disabled child who 
is about to be released from custody, the planning will be initiated at least six months prior to 
the release or as soon as it is known that the child will be released from custody. 

3.14.1 Life Skills Assessment. 
• The section has been revised to reflect changes in the Ansell Casey Life Skills Assessment 

(ACLSA). 
• It is clarified that OCS' policy requires that all children in custody age sixteen or older who 

are placed out-of-home complete an ACLSA at least annually, starting at the latest at age 
sixteen. 

• It is also clarified that youth or caregivers who have questions about the ACLSA or need hard 
copy forms may contact either the Alaska Center for Resource Families or the Regional 
Independent Living Specialist. 

3.14.2 Resources for Youth in Custody and Youth No Longer in Custody 
The section has been re-titled and divided into two subsections: 3.14.2.1 Transitioning out of 
Custody and 3.14.2.2 Resources for Former Foster Youth. 

3.14.2.1 Transitioning out of Custody: This section addresses resources available to 
youth in custody who are preparing to transition out of custody. 
• It is clarified that OCS's policy requires that an Exit Plan be developed for every 16-year­

old in custody. The plan becomes part of the case plan and both the youth's worker and 
the Regional Independent Living Specialist are involved in developing the plan. An Exit 

CPS Manual Revisions and Changes to Fonns Finalized in 2008 (l2l17/08) Page 2 of8 



1660 

Appendix A 

Plan outline has been added to the CPS Forms subdirectory of the Statewide Forms 
Directory. 

• For every youth in custody who is approaching the age of majority the worker will assess 
the youth's ability to live self-sufficiently. If, after the worker has discussed the issue with 
the youth's GAL or CASA and/or the Office of Public Advocacy, it is decided that a 
conservator should be appointed, the worker will ask the GAL to initiate a 
conservatorship proceeding. 

3.14.2.2 Resources for Former Foster Youth: This section addresses resources available 
to youth who have left OCS custody. It is clarified that workers who are contacted by former 
foster youths about independent living services or funds will refer the youth to either the 
Independent Living Program Coordinator in State Office or to a Regional Independent Living 
Specialist. 

5.2.3.8 Receipt and Acceptance of Completed Home Study. 
This is a new section that addresses acceptance of an ICPC home study and the required time 
lines. It is clarified that if OCS determines that a home study received from another state is 
insufficient for making a placement decision for a child, OCS must notify the other state within 
fourteen days of receiving the home study. 

5.3.1 Completing the Interstate Compact (lCPC) Home Study. 
This section addresses requirements in recent federal legislation (the Safe and Timely Interstate 
Placement of Children Act), and merges former sections 5.3.1 Time Frames for Completing the 
Study and 5.3.2 Completing the Home Study. The following revisions have been made: 
• The requirement has been added that when another state requests a home study, OCS 

must respond to the request within 60 days of when the request is received by submitting a 
report on the result of the home study to the requesting state. 

• It is clarified that: 
o The assigned worker will submit a report on the result of the home study before or on 

the due date regardless of whether it includes a placement recommendation. If a 
placement recommendation cannot be made by the due date, the worker will list the 
reason why in the report. 

o If a request for an adoptive home study is referred to an adoptive home study 
contractor the OCS worker is responsible for ensuring that the report on the result of 
the home study is received by the Alaska Deputy Compact Administrator by the due 
date. 

o Supervisors will assign the home study to an OCS worker within three business days 
of receiving the request packet. 

o Definitions of "home study" and "report on the result of a home study" have been 
added. 

5.3.2 Completing the Home Study. 
This section has been deleted. 

6.2.1.3 Federal Support - IV-E and Medicaid 
The section has been updated to reflect current procedures and current federal rules, definitions 
and clarifications have been added, and the specific information about the eligibility requirements 
for Title IV-E adoption subsidies has been moved from section 6.2.2.6.A to this section. 
• Changes in the eligibility requirements for Title IV-E Foster include the requirement that the 

child must now be AFDC eligible 
o in the home from which removed 
o in the month court proceedings are initiated to remove the child from home. 

As a result, Parent's Self-Declaration of Income and Res~urces forms (06-9794) must be 
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completed for all children who are removed from home. The form has been revised to reflect 
the change in eligibility requirements and the CPS Forms subdirectory of the Statewide 
Forms directory has been updated with the revised form. 

o For eligibility for JV-E Adoption Assistance it is no longer required that the child is eligible for 
AFDC in the month that the adoption petition is filed. 

o The following definitions have been added: 
o The AFDC definition of "specified relative". 
o "Date the child is considered to have entered foster care" - this date determines, for 

Title IV-E eligibility, the due date of the first annual finding that reasonable efforts 
have been made to implement the permanency plan. 

o The policy on minor parent and baby in placement has been updated to reflect the current 
federal rules. 

o The procedures for IV-E eligibility reviews have been revised to reflect that while the 
requirement remains that Medicaid eligibility be reviewed every six months, redeterminations 
of Title IV-E Foster Care eligibility are now completed by the Eligibility Technician at least 
every twelve months and more frequently when something occurs that effects a child's 
eligibility. 

o The section has been updated to reflect ORCA procedures. 

6.2.2.6.8 Guardianship Subsidies 
o The definition for "hard to place/special needs child" has been added. 
o The section has been expanded to include the policy and procedures for subsidy 

negotiations. 
o Information has been added about the approval process for guardianship subsidies for 

children under age ten. 
o The section has been updated to reflect ORCA procedures. 

6.2.2.11 Request for Independent Living Individual Funds for Youth in Custody and Youth 
No Longer in Custody 
o The section has been updated to reflect current procedures: 

o A youth may initiate a request for independent living funds by either completing a 
request for funds application or by speaking with their caseworker and/or the 
Regional Independent Living Specialist to determine that a need for funds exists. 

o The application form and instructions for education and training vouchers can be 
obtained through the Regional Independent Living Specialist. 

o It is clarified that for education and training voucher funds a youth can access a maximum of 
$5,000 per academic years for a total of eight semesters, and youth may access funds up to 
age twenty-three if they started their post-secondary education by age twenty-one. 

6.3.1 Medical. Dental. Vision. and Mental Health Care 
o The requirement has been added that when a child is released from custody due to reaching 

the age of majority or being emancipated, the assigned worker will ensure that the child's 
medical and mental health record is supplied to the child at no cost. 

o Examples are provided for what specific kinds of information must be given to the out-of­
home care provider. 

o It is clarified that: 
o The assigned worker is responsible for ensuring that the child's medical and mental 

health records in the case file are kept up-tO-date, including records provided by the 
care provider. 

o Minors have the right to consent to diagnosis, prevention, or treatment of pregnancy, 
and therefore consent by the child's parents, OCS, or the out-of-home provider is not 
required in order for a child in custody to obtain birth control or having an abortion. 
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6.5.9 Education 
• Information has been added about the procedures for appointment of surrogate parents, and 

their role. 
• The requirement has been added that when a child leaves foster care due to reaching the 

age of majority or being emancipated, the worker will ensure that a copy of the child's 
education record is supplied to the child at no cost. 

• It is clarified that the worker is responsible for ensuring that a child's educational record is 
reviewed and updated at the time of each out-of-home placement of the child, and that a 
copy of the record is provided to the foster parent. 

6.6.1 Intrastate Case Transfers. 
The following revisions have been made: 
• It is clarified that transfer between regions will occur only when the judicial venue has 

changed. 
• Procedures for changing judicial venue have been added. 
• Time lines have been added for: 

o the receiving supervisor to assign the case; and 
o the assigned worker and the receiving worker to discuss the case. 

• The requirement has been added that when a case is transferred to another region the 
transferring worker will notify the Regional Eligibility Technician of the case transfer to 
ensure that the Title IV-E and Medicaid case is transferred to the other region. 

• The section has been updated to reflect ORCA procedures. 

6.6.2 Out-of-Town Requests (OTR). 
The section has been reorganized, and the following revisions have been made: 
• Timelines for responding to requests have been added. 
• The unlicensed relative study outline has been revised to reflect the outline in section 3.5.2 

Assessment of Unlicensed Relative Homes (Non-Emergency Placements), and the outline 
has been added to the statewide forms directory. 

• The procedures for background checks for unlicensed relative homes have been updated to 
reflect current procedures. 

• Procedures have been added for responding to requests from non-OCS offices. 
• The policy and procedures for changing venue have been moved to section 6.6.1. 
• The procedures for placement in a residential facility in another region have been deleted, 

since a secondary worker is not requested for such placements. 

6.8.4 Inquiries to Alaska Public Safety Information Network (APSIN). 
This section previously addressed both APSIN checks and fingerprinting. It has been split into 
two sections, and the APSIN check policy and procedures remains in 6.8.4 and the 
fingerprinting policy and procedures has been moved to new section 3.5.5. The following 
revisions have been made to the APSIN check policy and procedures: 
• The phone and fax numbers for the Alaska State Troopers has been updated. 
• The section has been updated to reflect ORCA procedures. 
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OCS Forms Changes Finalized in 2008 

Revised Forms 
• 06-9013 Foster Home Visit Worksheet: an applicant certification and signature section has 

been added to ensure compliance with the requirement that licenses are based on a license 
application. 

• 06-9013 Foster Home Visit Worksheet: The names of children in custody placed in the 
home have been replaced with the initials of the children. 

• 06-9045 Plan for Care: revised to address requirements in the amended licensing 
regulations. In addition, questions have been added to address how the foster parent will 
support the religious, ethnic, cultural heritage and language of foster child's family and how 
the foster parent will assist a foster child with different practices than the foster family's to 
attend their own religious or cultural events. The questions were previously located on form 
06-9389 Background Information Foster Parent. 

• 06-9049 Foster Group Home Report of Inspection: The form has been revised to reflect 
the amended licensing regulations. 

• 06-9050 Foster Homes with Employees or Volunteers - Report of Inspection: revised to 
reflect amendments of the licensing regulations. 

• 06-9162 Application for Foster Care License: revised to address requirements in the 
amended licensing regulations. In addition, a question has been added that addresses the 
foster parent's role in supporting and helping to implement the foster child's case plan. The 
question was previously located on form 06-9389 Background Information Foster Parent. 

• 06-9178 Compliance Review: This form replaces form D084-LlC-07 Compliance Review: 
Foster Home, and it has been revised to address requirements in the amended licensing 
statutes and regulations, changes in policy, and ORCA requirements. An additional page 
has been added to be used for documenting quality assurance findings, actions needed, 
and follow-up. 

• 06-9336 General Variance Application: The form has been updated to reflect that OCS 
now only licenses foster homes, foster group homes, and child placement agencies; and the 
title of the form has been changed from "Variance Application" to "General Variance 
Application" to avoid confusion, since there now is a separate variance process for the 
criminal check requirements (based on 7 AAC 10.930-945) with a separate variance 
application form. 

• 06-9350 Notice of Denial of Licensure (Provisional): a "certification of service" section 
has been added. 

• 06-9351 Notice of Denial of Licensure (Biennial): a "certification of service" section has 
been added. 

• 06-9352 Notice of Denial of Licensure (Biennial Renewal): a "certification of service" 
section has been added. 

• 06-9353 Notice of Violation: a "certification of service" section has been added. 
• 06-9354 Initial Notice of Immediate Revocation/Suspension: a "certification of service" 

section has been added. 
• 06-9355 Warning Notice: a "certification of service" section has been added. 
• 06-9356 Report of Investigation: a "certification of service" section has been added. 
• 06-9357 Request for Hearing: revised to include the applicant or licensee's address, phone 

and fax numbers, and e-mail address. 
• 06-9371 Foster Care Report of Inspection: This form was formerly titled "Foster Homes 

Standard by Standard Evaluation" and it has been revised to reflect the amended licensing 
statutes and regulations. 

• 06-9372 Emergency Shelter Care Health Review: The revisions consist of minor 
formatting changes, including the addition of "yes" and "no" check boxes. 

CPS Manual Revisions and Changes to Fonns Finalized in 2008 (12117/08) Page 60f8 
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o 06-9389 Background Information Foster Parent: "Yes" and "no" checkboxes have been 
added to some of the questions, and some of the questions have been moved to forms 06-
9045 and 06-9162. 

o 06-9437 Clearance Form: revised to delete page 2 which contained outdated information 
about the background check requirements and to add a space for recording Sex Offender 
Registry History check. 

o 06-9437 Clearance Form: Information about the background check requirements has been 
added as pages 2 and 3 of the form. 

o 06-9712 APSIN Request Form: The statute citations on the form have been updated. 
o 06-9730 Financial Summary Sheet: This form was originally used only for adoptive 

applicants, and it has been revised to be used also for foster care licensing. 
• 06-9731 Health History: This form was previously used only for adoptive and guardianship 

applicants, and it has been revised to be used also for foster care licensing. 
• 06-9748 Out-of-Town Request: revisions include updates to address implementation of 

ORCA. 
• 06-9772 Medical Health Information: This form was previously used only for adoptive and 

guardianship applicants, and it has been revised to be used also for foster care licensing. 
The form is used when the completed Health History or information obtained during the 
home study process indicates that an applicant has health problems that may affect his/her 
ability to parent a child. 

• 06-9773 Mental Health Information: This form was previously used only for adoptive and 
guardianship applicants, and it has been revised to be used also for foster care licensing. 
The form is used when the completed Health History or information obtained during the 
home study process indicates that an applicant has mental health problems that may affect 
his/her ability to parent a child. 

• D084-LlC-17 Employment Application - Foster Home/Foster Group Home: The title of 
the form has been changed to reflect that it now applies only to foster homes and foster group 
homes (it previously applied also to residential child care facilities and maternity homes). In 
addition, the number of required references has been changed to reflect the requirements in 
the current licensing regulations. 

Added Forms 
• 06-9163 Family Characteristics: completed by foster care applicants and adoptive 

applicants. 
• 06-9179 Referral for Training: used by OCS staff to refer care providers to the Alaska 

Center for Resource Families for training. 
• 06-9180 Medical, Dental, and Medication Record, and Medication Log: used by the care 

provider. 
• 06-9181 Fire Drill Log: This new form replaces form D084-LlC-06 Fire Drill Report and is 

intended to be used to document fire drills required for foster homes and foster group 
homes. 

• 06-9337 Window Variance Worksheet: used by licensing workers when a window variance 
is requested. 

• 06-9358 Report of Inspection: used to document the results of an inspection of a facility. 
• 06-9359 Allegation of Compliance: used by a foster care licensee to notify OCS of 

completion of a plan of correction. 
o 06-9385 Request to Review Licensing Record Log: used to record requests to review 

licensing files. 
o 06-9386 Provider Emergency Response Information Form: addresses the requirement in 

the amended licensing regulations that foster homes must have disaster preparedness and 
emergency evacuation plans. 

CPS Manual Revisions and Changes to Fonns Finalized in 2008 (12117/08) Page 70f8 
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• 06-9761 Notice of Emergency Transfer: used to notify the child, the child's parents or 
Indian custodian or guardian, attorney, and tribe of an emergency transfer of a child to 
another placement. 

• 06-9762 Notice of Non-Emergency Transfer: used to notify the child, the child's parents or 
Indian custodian or guardian, attorney, and tribe of a non-emergency transfer of a child to 
another placement. 

• 06-9763 Notice of Denial of Placement: used to notify an adult family member or family 
friend that their request for placement of a child in their home has been denied. 

• 06-9798 Child Abuse and Neglect Information Request: used for requesting information 
from another state's child abuse and neglect registry about prospective foster or adoptive 
parents and other adults living in the home, when any of those individuals have lived in 
another state in the preceding five years. 

• 06-9799 Authorization for Release of Information from Child Abuse and Neglect 
Registry: used to authorize release of information from another state's child abuse and 
neglect registry. The form is completed by prospective foster or adoptive parents and other 
adults living in the home, when any of those individuals have lived in another state in the 
preceding five years. 

• Unlicensed Relative Study Outline: (from CPS Manual section 6.6.2) lists issues that must 
be addressed in an unlicensed relative study. 

• Request for a Superior Court Review Hearing of Placement Denial: used by adult family 
member or family friend to request a review hearing when a request for placement of a child 
in their home has been denied. 

• D084 Orientation Brochures: These brochures provide information about orientation for 
licensing and include addresses for the seven OCS field offices that have licensing workers. 
There are seven different versions of the brochure and the only difference between the seven 
versions is the contact information regarding orientation. 

• D084-LlC-10 Well Child Exam/Immunization Recommended Schedule: This document is 
intended to provide information to care providers. 

Deleted Forms 
• 06-9444 Second-Hand Smoke Reduction in Foster Home: The form has been deleted 

because the content of the form has been incorporated into form 06-9045 Plan for Care. 

CPS Manual Revisions and Changes to Forms Finalized in 2008 (12117/08) Page 8 of8 
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• Department of Health and Social Services 
must "prepare, and periodically revise and­
amend a plan for an integrated 
comprehensive mental health program" 
- in conjunction with The Trust and 

- coordinated with federal, state, regional, local, 
and private entities involved in mental health 

• services 

Comprehensive Integrated Mental Health Plan and Alaska Scorecard, 2/12/09 2 
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• Representatives from: 
- Department of Health and Social Services & its divisions 

- Alaska Mental Health Trust Authority (The Trust) 

- Department of Corrections 

- Governor's Council on Disabilities and Special Education 

- Alaska Commission on Aging 

- Alaska Mental Health Board 

- Advisory Board on Alcoholism and Drug Abuse 

- The Alaska Brain Injury Network 

Comprehensive Integrated Mental Health Plan and Alaska Scorecard, 2/12/09 :3 
I 
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• On-line tool for legislature, executive branch, 
stakeholders, and partners 

• A source of information about the issues 
impacting all Trust beneficiary populations 

• oVlng 
rward 

Comprehetisille Integrated Mental Health Plan: 2006-2011 

Comprehensive Integrated Mental Health Plan and Alaska Scorecard, 2/12/09 4 

-
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• Camp Plan target population -
Alaska Mental Health Trust beneficiaries 
- People with Alcoholism 

- People with Mental illness 

- People with Developmental disabilities 

- People with Alzheimer's Disease 

- People with Brain Injury 

• http://hss.state.ak.us/dph/healthplanning/movingforward/ 

Comprehensive Integrated Mental Health Plan and Alaska Scorecard, 2/12/09 5 
I 
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• Prevalence data 
• Information about: 

- Substance abuse 
- Suicide 
- Mental Health 
- Safety and Injuries Justice 
- Housing 
- Education 
- Economic Security 

• Current system of care 
• Initiatives and emerging issues 

Comprehensive Integrated Mental Health Plan and Alaska Scorecard, 2/12/09 6 
I 
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[Information !]if ~ 
• Provides links to on-line drilldown information 

• Shows trend data 

• Links to Comp Plan data, initiatives, and system of 
care 

• http://hss.state.ak.us/dph/healthplanning/scorecard 

Comprehensive Integrated Mental Health Plan and Alaska Scorecard, 2/12/09 8 
I 



I-' 
0'1 
--J 

~., tJ 
~~, ..... 
,/\, 

• Provide direction for policy and planning efforts 

- Examples: 
· 

• Budget recommendations to The Trust by 
advisory boards 

• Trust budget recommendations for Mental 
Health Budget bill 

• New initiatives and focus areas 

I 
Comprehensive Integrated Mental Health Plan and Alaska Scorecard, 2/12/09 9 
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Welcome to SLED :: FAQ Alaska Page 1 of 1 

= 

:: Digital Archives :: Ask a Librarian :: Digital Pipeline 

I 

FAQ ALASKA - Frequently Asked Questions About Alaska 

Question: 
When did Alaskan Native people become U.S. citizens? 

ANSWER: 

Home: : Search: : Help 

El Font Size IE 

• The Alaska Territorial Legislature offered Alaskan citizenship to Native people with a 1915 enabling act, but U.S. citizenship 
was extended to Alaskan Native peoples in 1924 by the U.S. Congress. 

« Back to FAQ ALASKA MAIN. MENU 

Source: Alaska: A History of the 49th State, 2nd ed .. by Claus-M. Naske and Herman E. Slotnick. Norman, University of Oklahoma 
Press, 1987 

Last Modified: 27 September 2001 
For further information about Alaska, contactyoucnearestjjbr8w., For comments or corrections about this site, contact: 
Alaska State Ubrary:e:J:na.~..:..asJ@eed,state_,al<.us 

El Font Size I±l 

Copyright 2004 University of Alaska Fairbanks. All rights reserved. 

http://sled.alaska.eduiakfaq/akfaqql027.html 2/1112009 
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Prevention - a Concept for State Medicaid 
Programs 

Frederic S. Goldstein 

President 

U.S. Preventive Medicine 

02/17/09 

;-.. u. s. PREVENTIVE 
~MEDICINE· 

more good years. 
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Agenda 
• US PM Background 

• The Current Health Care System 

• How Prevention Works 

• Ideas for Alaska 

~ u. S. PREVENTIVE 
~MEDlCJNE' 

more good years. 



I-' 
0'1 
CD 
I-' 

USPM Background 
• Extensive experience in Health Plans, Hospitals, Chronic 
Care Management, Medicaid and Commercial 

• Over 10 years of Medicaid Care Management 
expenence 

• Rural States 
• Diverse populations 
• Experience with NA/AI and IHS 

• National and International Services 

r--. u. S. PREVENTIVE 
~MEOICINE· 

more good years. 
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• Prevention is our only business 

• From the top down, we have all lost family 
members too soon ... we ((walk the talk" 

• Every USPM employee is on a mission to 
create real change in the healthcare system 
and to help individuals' improve their long­
term health 

~ u. S. PREVENTIVE 

~MEDICINE' 
more good years. 
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U.S. Preventive Medicine believes the answer is: 

+A systematic approach that identifies those at risk 
now or in the future based on key clinical indicators 

+Intervention with effective programs of education, \ 
behavior modification and care management 

, 
+Periodic measurement of clinical results to improve ) 
outcomes and reduce overall health care costs 

,..-. u. S. PREVENTIVE 

~MEDICINE" 
more good years. 
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GOV. Tom~pson joins as NatiOna~'AdVisor 
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"THE PREVENTION PLAN 
COULD BE THE BIGGEST 
INNOVATION IN 
HEALTH CARE IN THE 
LAST 30 YEARS." 

·Gowlornln,1l>omp..., 
~ .......... ,.,... ...... u._ ......... _,,,, 
It .. n~ .... HUIMII _. 

"'_I'C'..,l(!ol .... US~ ....... "._OCJI\O 

INTRODUCING AN EXCITING NEW 
PRESCRIPTION FOR WELLNESS. 
The Prevention Plan'" is a re~olulionary The Prevention Plan'" is supported Wllti RN 

new ~ea!lh Cafl! concept lor emplo~ers. coachin!], web tutorials, reminders and 

UsilllJ r!Xlust lectUlQlogy amI thorough lab reward programs designM to change 

wDl'k,ThePre~entiooPlilll"'identlfiesthe ~to~heaIth.Yoor~n 

lop live risU lor an employee and then lor a tleatthier and more I'foductive work 

provides a customized, step-by-step plan tOrti! lias arrived. PreYentioo IS powerful 

to help them lawer their personal risks.lfs medicine, IlfIdrt'sbockedbyU.S. Preventive 

lIl"iYate, secure and COI'f1C)Ietely portable. MediClIlE"-lheworidleaderinprt'te~tion 

cau 886·1U·llSO or Yllil TbePravtRtionPliln.com to lurn more, 

C'TIE 
PREVENTION 

PLAN 

7 

: I 

; I 
'---- -~---~--

Gov. Tommy Thompson 
Former Secretary of HHS 

\ 
\ 
\ 

I 
I 

/ 
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~ u. S. PREVENTIVE 
~MEDICINE· 

more good years. 
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( r-- u. S, PREVENTIVE I ~ MEDICINE' ,-----; 
, more good years, 

(-----
i THE PREV:;'ON PLA~ -'l_~MPLE~ WELLNESS--

\. ....... _ ......... --,.,.....--....... ) l PROGRAM 
• 

~""\ - - ----- - ---- -'\ ",,,,,, 

( ~ ( CUSTOM CHRONIC CARE J 
\ PREVENnONPLANCM" Fl MANAGEMENTPROGRAM. 

(~REVENnON ;~N PLUS" 

~r-=~El~~S~~---
-. CUSTOM CHRONIC CARE 

MANA6EMENT PROGRAM 

.--------- ----- . (----
(POEm." ... ""MlUM" F' OI:"~~~~:ND 

ASSESSMENT PR06RAM 

• 
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The Prevention Plan eM 
• Heart Failures • Depression 

• Diabetes • Hepatitis C 

• Asthma • HIV/AIDS 

• COPD • Cancers 

• CAD • Breast 

• Schizophrenia • Cervical 
• Bipolar disorders • Colon 
• High risk maternity 

• Prostate 
• Sickle Cell 

r--. u. S. PREVENTIVE 

~MEDICINE' 
more good years. 
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Chronic diseases are the # 1 cause of death and disability 
in the U.S. 

Chronic diseases kill more than 1.7 million Americans per year, and 
are responsible for 7 of 10 deaths in the U.S. 
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atients with chronic diseases account for 75% 0 

the nation's health care spending 
I I ' I 

During 2005, the U.S. spent almost $2 trillion 011 health care 
I , , 

Of every dollar spent ... 

. .. 7.5 cents went towards treating patients 
with one or more chronic diseases 

In public programs, treatment of chronic diseases constitute 
an even higher portion of spending: 

More than 96 cents in Medicare... . .. and 83 cents in Medicaid 

"The United States cannot ifftctive(y address escalating health care costs 
without addressing the problem if chronic diseases. " 

-- Centers t(lI" Disease Control and Prevention 
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Two-thirds of the increase in health care spending is 
due to increased prevalence of treated chronic disease 

$700 

$000 

$500 

$400 

$300 

$200 

$100 

$0 

Level of health spending among the 
noninstitutionalized U.S. population, 1987-2000 

(in billions of nominal dollars) 

$313.5~ 
~$211 billion 

$627.9 

'87 '88 '89 '90 '91 '92 '93 '94 '95 '96 '97 '98 '99 '00 

0= 

treated 
chronic 
disease 
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The doubling of obesity between 1987 and today accounts for 
nearly 30% of the rise in health care spending 

Percent ofD.S. Adults Who are Obese* 
1985 

'0 
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No data <10% 10%-14% 
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The doubling of obesity between 1987 and today accounts for 
nearly 30% of the rise in health care spending 

Percent of U.S. Adults Who are Obese* 
2005 
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No data <10% 10%-14% 15%-19% 20%-24% 25%-29% >30% 
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The vast majority of cases of chronic disease could be 
better prevented or managed 

The Centers for Disease Control and 
Prevention (CDC) estimates ... 

• 80% of heart disease and stroke 

• 80% of type 2 diabetes 

• 40% of cancer 

... could be prevented if only Americans 
were to do three things: 

v" Stop smoking 

v" Start eating healthy 

v" Get in shape 

Management of chronic disease could also 
be significantly improved: Chronically ill 
patients receive only 56% of the clinically 
recommended preventive health care 

. 
servlces 

...... --........................ -...... _ ............. .... 
" : • ," 
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HEAL THCARE 1.0 and 2.0 

Business as usual doesn It work and Current solutions are 

ineffective: 
• System set up to treat illness instead of prevent it 

• Fragmented and superficial programs don't engage 
eligible population: 7-12% is the norm 

• Unsuccessful in changing behavior 

• No meaningful incentive for individuals to participate 

,..-. u. S. PREVENTIVE 

~MEDIcrNE' 
more good years. 
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One solution in sight: 

Milken Institute study finds 

• Prevention 

• Early detection 

• Chronic condition management 

could save u.s. $1 trillion annual/y ... 

r- u. S. PREVENTIVE 
~MEDICINE' 

more good years. 

"An Unhealthy America" 
Nonprofit, nonpartisan economic think tank 
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Reforming the Medicaid Program 
• Alaska is unique 

• What has Alaska said they were looking towards 

• Why Reform versus expansion 

• Implementing a Prevention Based Model 

,..-. u. S. PREVENTIVE 

~MEDICINE' 
more good years. 
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Alaska1s Unique Features 
• Rural to the extreme which is affected by infrastructure 
(roads, facilities, etc.) 

• Diverse population, ANI AI 

• Issues must be overcome through innovative uses of 
people, systems and technology. 

,A-. u. S. PREVENTIVE 

~MEDlCINE' 
more good years. 
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Alaska Dept. of Health and Social 
Services - 2009 Priorities 

". Care Management: Improve care coordination; 
implement disease management program for chronic 
diseases and explore use of primary care case 
management strategy for most disabled populations; 
complete planning for the Bring the Kids Home Initiative. 

• Medicaid Reform: Develop legislative and systemic 
recommendations for reforming Medicaid aimed at 
improving Medicaid sustainability." 

~ u. S. PREVENTIVE 
~MEDICINE' 

more good years. 
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Alaska Health Care Strategies 
Planning Council 

Making Alaskans the healthiest people in the nation ... 

Goal Five - Prevention and Personal responsibility 

The Council believes that government has an obligation to 
'Jump start" healthy choices through incentives, and in 
addition build the necessary incentive structures for the 
future .. 

r--- u. s. PREVENTIVE 
~MEDICINE· 

more good years. 
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Reform Versus Expansion 
• The current system is flawed it's a sick care system. 
Why expand what is not working well? 

• To maximize value, must change incentives for all 
players 

• Through appropriate reform, one can find savings to 
expand eligibility (Medicaid funds in Stimulus bill?) 

• How? Bend the trend on the health status of the 
Medicaid beneficiaries 

~ u. S. PREVENTIVE 
~MEDICINE' 

more good years. 
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Some Issues to Understand 
• Beneficiaries don't have the knowledge to manage their 
care 

• Providers don't have the time, expertise, or systems 

• Some states have tried pieces of the concept 

• At the end of the day its about one person changing 
their behavior. 

~ u. S. PREVENTIVE 
~MEDICINE' 

more good years. 
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Recommendations 

.Comprehensive Prevention Approach - 1°, 2°, 3° 

• Shared accountability - Incentives and Sticks 

• Providers 
• Beneficiaries 
• Vendors 

• Reform the payment system to providers 

~ u. S. PREVENTIVE 
~MEDICINE' 

more good years. 
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Reform the payment system to 
providers 

• Pay for Preventive Services 

• Incent outcomes 

• Pay for data systems (Look to Stimulus package with 
funding for Heath IT.) 

~ u. S. PREVENTIVE 
~MEDICINE· 

more good years. 
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Specci/icc Areas to C@trilsucdier 
¢ Care Management for Persons with Severe and Persistent 
Mental Illness -

¢This could address Target #3: Reduce 30-day readmission 
rate for Alaska Psychiatric Institute (API) to 10 percent, 
which was at 13.5% in 2007 

¢ Implement a comprehensive prevention program to address 
¢Target #1: 80 percent of all 2-year-olds are fully 
immunized, which was at 67.3% in 2007. 

¢ Implement a High Risk Maternity Care Management program 
¢Target #2: Reduce post-neonatal death rate to 2.7 per 
1,000 live births by 2010. 

Targets from FY 2009 DHSS 

~ u. S. PREVENTIVE 
~MEDICINE' 

more good years. 
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High Risk Maternity 
• Preterm babies cost an average of $32,000 in Medical 
costs during their first year. (March of Dimes). Medicaid 
tends to have a higher proportion of pre-term births. 

• USPM high risk mothers experienced a 9.4% preterm 
delivery rate versus a 14.8% county average. Program 
cost $350,000, Estimated gross savings >$900,000. 

• Another State program experienced a 14.0% preterm 
delivery rate versus a 20% county average. 

~ u. S. PREVENTIVE 
t......J MEDICINE' 

more good years. 
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Clinical Improvements 
• Mental Illness costs disproportionately' fall within Medicaid, 
particularly for those living with Severe and Persistent Mental 
Illness . 

• USPM members in a program for Persons with Schizophrenia 
experienced a 54% reduction in per member per month costs 
for ER visits . 

• In the same program medication adherence to appropriate 
antipsychotics improved with fill rates going from 22.9 days per 
month in year 1 to 27.9 days per month in year 2. (30 days 
would be 100% adherence to filling medications) 

r-- u. s. PREVENTIVE 
~MEDICINE· 

more good years. 
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Program outcomes for persons with adult and pediatric asthma, 1 
CAD, COPD, diabetes, heart failure, adult and pediatric sickle cel/, ~ 
and adult depression, schizophrenia, schizoa//ective and bipolar 
disorder ., ~ _,b 

Outcome Metric 

Average PMPM total medical & pharmacy costs 

Hospital Admissions per thousand per 

Y'(Ad m/K/yr) 

Bed Days per thousand per yr (BD/K/Yr) 

ER visits per thousand per yr (ER/K/Yr) 

Aggregate EUgible 
Population 

1 year prior 

7/1/05-6/30/06 

$953 PMPM 

244 Adm-/K/Yr 

4,025 BD/K/Vr 

914 Visits/K/yr 

;.- U S_ PREVENTIVE 

~MEDICINE' 
more good years. 

Cohort 
1 year prior 

7/01/05-6/30/06 

$1,191 PMPM 

467 Adm-/K/Yr 

2,955 BD/K/Yr 

1273 Visits/K/Yr 

Cohort Year 1 
(Enrolled:.> 6mos) 

7/1/06-6/30/07 

$892 PMPM 

365 Adm-/K/Yr 

2,180 BD/K/Yr 

1007 Visits/K/yr 
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Clinical Improvements 
• Chronic Care costs for heart failure, COPD and diabetes 
are high and these conditions require extensive self 
management skills 

Aggregate Eligible 

Outcome Metric 
Population 

2 year prior 
8/01/05-7/31/07 

Average PMPM total medical & pharmacy costs $2,034 PMPM 

Average PMPM inpatient costs 

Bed Days per thousand per yr (BD/K/Yr) 

$872 PMPM 

8.746 BD/K/Yr 

r--. u. S. PREVENTIVE 
~MEDICINE' 

more good years. 

Cohort Cohort Year 1 
2 year prior (Enrolled> 6mas) 

8/01/05-7/31/07 8/1/07-7/31/08 

$3.252 PMPM $2,737 PMPM 

$1,087 PMPM $699 PMPM 

12,310 BD/K/Yr 8,291 BD/K/Yr 
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Quality Improvements 

@~O[lW [\\!l~5lill[i@ 

Foot Exams (diabetes) 

A 1 c tests (diabetes) 

Monitor blood pressure 
(hypertension) 

Asthma Action Plan 

---------
&fr ~~@§§~[fufr 

12% 

47% 

14% 

26% 

~ u. s. PREVENTIVE 
~MEDICINE' 

more good years. 

~fr®~~ 

65% 

100% 

32% 

93% 
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Other State Ideas: 
Incentives: 

• a number of States are exploring putting more control into 
the hands of the beneficiaries with incentives that they can 
earn by doing the right thing. 

Telemonitoring: 
• In home monitoring devices for high cost clients, data 
managed daily. 

E prescribing: 
• Better control of prescriptions, reduces inappropriate 
utilization, improves safety. 

CTHE 
PREVENTION 

PLAN-
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What the State says 

By improving the place of prevention and personal responsibility in 
the health and health care decision-making rubric of Alaskans, 
costs of health care could be lower than they otherwise would be. 
With concentration on a well ness model of health care, as well as 
state support for the Community Health Center system and a 
robust public nursing program, the current access problems could 
be significantly reduced. 

Alaska Health Care Strategies Planning 
Council, December 23, 2007 

,..-. u. S. PREVENTIVE 

~MEDICINE' 
more good years. 
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Comprehensive Prevention 
Approach - 1 °1 2°1 3° 

• Baseline assessment of all beneficiaries -
• Shared clinical information system, statewide 

• 

• Comprehensive sup,20rt.!adyocacy!coaching for 
beneficiaries across the continuum 

• Individualized plan for each beneficiary 

tA-- u. S. PREVENTIVE 
~MEDlCINE· 

more good years. 
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• Glossaries 

AFHCAN Pathfinder 
Telehealth & Telemedicine Information 

Telemedicine Glossary by ATSP­
http://www.atsp.org/telemedicine/glossarv.asp 
emerging arena of health care. This glossary contains definitions for more than 200 
words and phrases. 

Telehealth and e-health glossary http://telehealth.netlglossary.html 
Glossary compiled by Marlene M. Maheu, Ph.D. and Ace Allen, M.D. 3/20/2001 

• Associations & Networking Sites 

American Telemedicine Association - http://www.atmeda.org/ 
ATA promotes professional, ethical and equitable improvement in 
health care delivery through the applicalion of telecommunications 
technology, promoting telemedical research and education, 
assisting in the development of telemedical policy and standards, 
providing educational materials to public and professional 
organizations, etc. 

Association of Telehealth Service Providers http://www.atsp.org/ 
The Association of Telehealth Service Providers is an international 
membership-based organization dedicated to improving health care through growth of the 
telehealth industry 

International Association for Telemedicine http://www.isft.org 
The ISfT exists to facilitate the International dissemination of knowledge and experience on 
Telemedicine and e-Health and to provide access to recognized experts in the field worldwide. 

TelehealthNet http://telehealth.netl 
TelehealthNet is a networking site for organizations, associations, professionals and vendors. It is 
designed to help you share resources and partner in developing telehealthcare solutions to 
health care problems 

• RESOURCES 

Department of Veterans Affairs: Telemedicine Initiatives by 
State - http://www.va.gov/telemed/ From this page users can link to a particular State to learn 
more about the progress of the VA's Telemedicine Initiatives 
within that State. 

Distance Learning and Telemedicine Program - http://www.usda.gov/rus/telecom/dltldlt.htm 
This is the homepage of the USDA's Rural Development and Rural 
Utilities Service. Includes links to current Distance Learning and 
Telemedicine awards, press releases, grant funding information, 
program highlights and overview, success stories, regulations and 
application guides, and contacts for additional information. 

Most recent update: 3/17/2004 
Maintained by M M Rydesky 

1 
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AFHCAN Pathfinder 
Telehealth & Telemedicine Information 

Federal Telemedicine Update - : http://www.federaltelemedicine.com/ 
Provides reports on expenditures by the Federal Government, which will spend close to one 
billion dollars this year on research, activities and grants related to telemedicine, telehealth and 
informatics. 

HealthWeb: Telemedicine - http://www.lib.uiowa.edu/hw/telemed/ 
This web site provides links to telemedicine projects worldwide; 
foundations, associations, professional organizations and learned 
societies pertaining to telemedicine; telemedicine documents, 
journals, newsletters; electronic publications; and other similar 
items of interest. 

Lights, Camera, Telemedicine -
http://www.fda.gov/fdac/features/1997/497 tele.html 
This article discusses the use of interactive videoconferencing -
- telemedicine -- by physicians practicing in rural and other 
remote areas. Telemedicine involves the use of computers and 
telecommunications equipment to provide health care over long 
distances .. 

National Library of Medicine's Telemedicine Projects -
http://www.nlm.nih.gov/researchltelfront.html 
This site contains details of NLM's programs and projects 
designed to evaluate the impact of telemedicine on health care. 
Including, the confidentiality of health data transmitted via 
electronic networks; and the better practice of medicine by 
physicians using advanced computing and networking capabilities. 

NLM National Telemedicine Initiative -
http://www.nlm.nih.gov/research/telemedinit.html 
The National Library of Medicine, National Institutes of Health 
supports several telemedicine projects which are intended to serve 
as models for: evaluating the impact of telemedicine on cost, 
quality, and access to health care; assessing various approaches 
to ensuring the confidentiality of health data transmitted via 
electronic networks; and testing emerging health data standards. 
This web site provides details related to these projects as well 
as information about other related programs. 

Office for the Advancement of Telehealth http://telehealth.hrsa.goY 
HRSA has established the Office for the Advancement of Telehealth (OAT) to serve as a leader 
in telehealth, a focal point for HRSA's telehealth activities and as a catalyst for the wider adoption 
of advanced technologies in the provision of health care services and education. 

Telemedicine Information Exchange - http://tie.telemed.org/ 
An international, quality resource for infornnation about 
telemedicine and telemedicine-related activities. Resources 
available include: searchable bibliographic databases of over 
4,000 citations; 200 telemedicine programs worldwide; funding 
sources for telemedicine activity; a database of citations 
specific to legal issues related to telemedicine; and a "forum" -­
experts on various subjects answer questions on telemedicine. This 

Most recent update: 3/17/2004 
Maintained by M M Rydesky 
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AFHCAN Pathfinder 
Telehealth & Telemedicine Information 

project is supported by the National Library of Medicine, National 
Institutes of Health. 

Telemedicine Report to Congress -
http://www.ntia.doc.gov/reportsltelemedlindex.htm 
This is the on-line table of contents of the Telemedicine Report 
to the U.S. Congress. Users can link to the history, structure, 
and overview of the Joint Working Group on Telemedicine; 
evaluation of Telemedicine projects, legal issues, payment issues, 
safety and standards, telecommunications infrastructure, privacy, 
security, and confidentiality. 

Telemedicine Resources - http://icsl.ee.washington.edu/-claultmresources.html 
Offers links to sites in the categories of general telemedicine, compression and teleconferencing 
standards, networking, and medical imaging. 

• Telemedicine Journals & Libraries 

Telemedicine Journal and e-Health: http://www.liebertpub.comltmj/default1.asp 
A peer-reviewed journal covering all aspects of clinical telemedicine practice, technical advances, 
enabling technologies, education, health policy and regulation and biomedical and health services 
research dealing with clinical effectiveness, efficacy and safety of telemedicine and its effects on 
quality, cost and accessibility of care. Indexed in Index Medicus, MEDLlNE, Current 
Contents/Clinical Medicine, EMBASE, Excerpta Medica, Research Alert, SciSearch/Science 
Citation Index-Expanded, Science Citation Index, PsycINFO. The official journal of the American 
T elemedicine Association. 

Journal of Telemedicine and Telecare: http://www.coh.ug.edu.au/jttlindex.htmIThe Journal of 
Telemedicine and Telecare is an international, peer-reviewed academic journal which publishes 
original contributions relating to all aspects of telemedicine and telecare. The JIT is indexed in 
Index Medicus/MEDLlNE, Science Citation IndeX®, SciSearch®, Research Alert® and Current 
Contents®/Clinical Medicine. The JIT is the official journal of the: Finnish Society of 
Telemedicine, Hong Kong Telemedicine Association, and Telemedicine and eHealth Forum of the 
Royal Society of Medicine. 

Telemedicine Telejournal - http://www.atsp.orgltelejournal/homepage.asp 
ATSP is the sponsoring agency. Presents audio recordings of the Telemedicine TeleJournal. 
These monthly teleconferences are available to anyone interested in the 
field of telehealth. Presenters are volunteers from a variety of 
organizations who share their experiences in this new field. A 
formal presentation is followed by a question-and-answer period, 
during which listeners may ask questions of the speakers. 

Telemedicine Today http://www.telemedtoday.com 
Telemedicine Today is the leading news and information source for the telemedicine 
industry, with a readership that includes telemedicine practitioners, physicians, hospital 
administrators, healthcare information specialists, vendors, consultants, policy makers, 
and others interested in this dynamic field. The magazine's coverage includes clinical 
applications, networking, business models, legal and regulatory updates, telemedicine 
program profiles, and industry news. 

Most recent update: 3/17/2004 
Maintained by M M Rydesky 
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Student Comments about AFHCAN Training 

The following quotes are from student evaluations 
from a recent Train-the-Trainer Workshop. 

8':1 far, one of the most organized, thoroughl'j presented, 
and tun training classes \ have attended. 'the penormance­
based approach was right on the mar\{. '1ou have armed me 
with a\\ the tools \ need to go fOf'Hard ami de\lelo\l a 
training p'09ram. 

Very u~er-f'ie"d\':I materia\. (85':1 to under5tand. 

Strategic planning was one of the most useful segments. 
lhis lets us start. app\'1ing the application to OUf 

Ofgani:z.at\ons. 

Great lob. Exce\\ent instructors all the wa':l around\ 
liked the hands on, e5pecia\\'1 the tmubleshooting. 

Very eas)' to understand fOf folk':. with limited 
computer ski\ls. 

AFHCAN is located on third floor of the new Corporate 

Office Building (COB) of ANTHC. The COB is located on the 

Alaska Native Medical Center campus, and includes a num­

ber of fully-equipped conference rooms. Our classes always 

involve hands-on training. The AFHCAN training room 

includes AFHCAN Carts. desktop computers loaded with 

AFHCAN software. video teleconferencing capability. and a 

wall-mounted PC. This allows us to emulate a 

realistic clinical workflow where cases are sent involving 

multiple providers and specialties. 

/ .. 
/ . -" 

/ . 
AFHCAN' 

Telehealth Sales & Marketing Director 
Phone: 907 -729-2260 

Toll Free: 888-449-4435 
Fax: 907-729-2269 

E-mail: sales@afhcan.org 

AFHCAN 
Alaska Native Tribal Health Consortium 

Division of Information Technology 
4000 Ambassador Drive. 
Anchorage. AK 99508 

Visit our website at www_afhcan.org for more information 

e: 
Ala.to Native 

Tribal H.alth Consortium 
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New User Training 

8 hours 

o TcacllC$ a clinical user how to usc the AFHCAN 

Software and the AFHCAN Cart 

o Includes covernge of digital camera, otoscope. dental 

camera. tympanomctcr, spirometer, and other pcripllcrals 

o Assumes no background knowledge 

--:-=-=----==---~~~~ 

Training Refresher 
4 hours 

o Introduces the latest hardware and software features 

o Provides D quick review of the basics 

o Builds on existing knowledge by delving into the fine points 

of operation 

o Assumes some prior training or experience using the 

AFHCAN Cart and Software 

Desktop User 
1 hour 

o Provides an overview of the software for practitioners who 

use the AFHCAN software to receive cases for consultation 

o Assumes no prior knowledge 

Non-Clinical Orientation 

1 hour 

[] Provides an overview of the functions and features of the 

AFHCAN Cart and Software 

o Excellent for anyone who desires a general 

understanding of the AFHCAN system 

[] Assumes no prior knowledge 
______ J 

System Administrator - '--1 
4 hours 

o Course covers administrator responsibilities including: 

o Installing AFHCAN Software 

o Adding, editing, or deactivating providers and groups 

o Naming conventions for groups, sites, etc. 

o Understanding the basics of AFHCAN networks 

o Basic troubleshooting 

o Tailored for technic(:ll staff 

Train-the-Trainer Workshop 

4 days 

13 Workshop includes: 

t:l The New User Training Course 

o Creating a strategic training plan 

o Communicating the value of training to executive staff 

[] Assessing telehealth clinical flow for optimal productivity 

o Adult learning tips and tricks 

Ii] Tailored for trainers and training managers 
------ --=~=~-~~ 

Cart Hardware Upgrade Procedure 

16 hours 

i] Trains a technical person to upgrade an existing 

AFHCAN Cart to the current hardware baseline 

19 Assumes a basic familiarity with standard hand tools and 

safety practices 

Certification 

The Train-the-Trainer course and Cart Hardware Upgrade 
courses include a Certificate of Completion effective for one 
year from the date of issue. Certification ensures staff 
members are authorized to perform certain tasks stipulated 
in Service Level Agreements. 

AFHCAN Support Services 

AFHCAN provides Customer Support! Help Desk Services 
to answer questions and resolve both clinical and 
technical issues. Telephone, email, and on-site teChnical 
support services are available for the installatioll and use 
of AFHCAN Products. 

Support is available from 8 a.m. to 5 p.m .. Monday 
through Friday, Alaska time. After hours emergency 
support IS avaiable for an additional fee. 

On-site support is also available for difficult hardware or 
software problems. Technical support staff is available to 
travel to your place of business. Contact AFHCAN for 
additional details. 
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President.s AWard 
American Telemedicine Association (2004) 

Established to recognize a project that has mi:lde 
a substantial contribution toward the 

advancement of telemedicine. 

Most Innovative New Technology Device 
for Diagnostics (2004) 

Presented by The Emerging Technologies and 
Healthcare Innovations Congress (TETHIC) to a 

novel diagnostic technology that improves 
precision. accessibility, turnaround time. 

or access to diagnosis. 

/"" 
I"~"; 

" 
"-AFHCAN 

Tclehealth Sales & Marketing Director 
Phone: 907-729-2260 

Toll Free: 877-885-5672 

Fax: 907-729-2269 

E·mail: afhcansales@afhcan.org 

AFHCAN 
Alaska Native Tribal Health Consortium 

Division of Information Technology 
4000 Ambassador Drive 

Anchorage. AK 99508 

Visit our website at www.afhcan.org for more information 

"-Alaska Native 
Tribal Health Consortium 
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A Sim~le Interface With 
Powerful Capability 
The heart of tile AFHCAN store-and-forward tetehealth system is 
the AFHCAN Softwllre. Designed by health care 
professionals. the system has proven effective in many 
clinical scenarios. 

Access to biomedical peripherals is as easy as 1 - 2 - 3. Users 
may login, then easily usc the peripherals for a 
patient exam. 

• Touchscreen Compatible 
• Color coded for easy navigation 
• Three (3) clicks to access peripherals once logged in 
• Minimal user training required 

Integrates With Biomedical Peripherals 

Biomedical peripherals offered that are integrated into the 
AFHCAN Software and may be used to develop a complete 
tclehcalth case include: 

• Audiometer • Spirometer 
• Dental Camera • Stethoscope· 
• Digital Camera • Tympanometer 
• ECG (1 Z·Lead) • Video Otoscope 
• Holter Recorder· • Vital Signs Monitor 
• Scanner • Other scopes (i.e. video sources) 
• Available late 2006 

Fits Within Existing Clinical Workflow 

The AFHCAN Software supports existing referral patterns and 
serves as a platform for new clinical relationships, The 
software enables and facilitates 11ealtllcare delivery without 
generating new business rules. Features accommodate 
workflow! 

• Cases can be sent to an individual or a group (Department) 
• Consultants can be advertised locally or shared 

enterprise-wide 
• Cases can be Sent. Archived, Discarded, or placed on Hold 
• Trust Relationships can be established between one or 

many organizations 
• Clinicians have options to use drop down menus or free text 
• Clinicians have option to receive email notification 
• Case Summary, Images and Billing Forms can all be printed 

Reliable and Robust for lower 
Total Cost of OWnership (TeO) 

AFHCAN Software supports secure client-to-server and server-to­
server connectivity over a wide rllngo of telecommunications 
infrastructure. This technology typically requires no changes in 
organizational firewalls. while providing high performance and 
reliability. AFHCAN llas successfully transmitted telehealth data 
over satellite links on days when storms prevented the 
transmission of telephony. fax. email. video and browsing. 

• Flexible - Self tuning optimizes connectivity over Satellite links. 
Satellite phones. dedicated lines. POTS or Internet. 

• Reliable - Small data packets with retransmission capability to 
overcome poor connectivity 

• Efficient - Users can also create cases when completely 
disconnected from the server! 

• Firewall Friendly and Secure - Appears as browsing (HTTP over 
port 80) with 3DES encrypted data. Also supports encrypted 
TCP/IP and SSL options. 

Enterprise-Wide Features 
The "Enterprise Solution" allows autonomous health care 
organizations to share multimedia telehealth data in a controlled. 
secure and robust manner consistent with HIPAA Privacy and 
Security Requirements. 'Server-to-Server" technology allows 
multiple servers connected to a wide-area network or the Internet to 
eXChange telehealth cases - with Administrative-level security and 
access controls in place. 

1. Begin ilt the login page to startlJ5ing 
the software. 

2. The user has foUl' choices. SClecling 
"Creale a New case- provides acce~s to aff 
the biomedical devices. 

Secure· from Design to Deployment 

The AFHCAN Software and all preloaded clients and :iervers arc 
configured and validated for maximum security and functional 
capability. Continuous. ongoing testing at AFHCAN is used to 
validate the software design and deployment configuration. and to 
determine which future software enhancements are necd{~d to 
maintain secure system (patches. fixes, Service Packs). AFHCAN 
relies on industry-standards such as PKI (Public Key Infrastructure) 
and digital certificates from Verisign to provide secure 
communication and code security. 

• Supports automatic downloads of authenticated code updates 
to servers and clients 

• Data transmission is encrypted for the "end site" (3DES/SHA1) 
• Data is signed by the originating site for non-repudiation 

purposes and data validation 
• External "Hardware Security Modules' store and protect digital 

certificates outside the Operating System 
• Customer controls all server-to-server trust relationships 

between organizations 
• Remote monitori.1g and alarming built in for proactive 

management 
• Servers are "hardened" to ensure secure deployment 
• Role-based Security for users and application administrators 
• Fully auditable - tracks all user activities. 

Evaluation 

AFHCAN software supports organizational needs for evalUation 
and utilization reporting requirements. The software provides tile 
capability to pose evaluation questions to users with each telemedi­
cine case. and servers provide reports on response 
summaries and utilization information. 

3, The user may select any peripheral at 
this point. Fm example. selecting Video 
Otoscope stans Hie next screen. 

q-~c~ / ••. C "'. \ 

r. " 
• >-- () 

_ .. l-~ 

4. The liv~ image from the VideO Otoscope is 
I:lrge er.o~h to view arod share with the patient. 
Contm!s are easily identified on the right sitle 01 
the screen. 
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Continuing Education Units 
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Alaska Native Medical Center is accredited as 

a sponsor and provider of Continuing Medical 

Education credits (CME's) for physicians by the 
\ 

Alaska State Medical Association. Alaska 

Native Medical Ce~ter designate,~. this 

continuing education activity as meeting the 

criteria for 9.0 hours of AMA PRA Category 1 

CreditTM• Each physician should claim ODly 

credit commensurate with the extent of ':'. 

participation in the ~activitY. 

Alaska Native Medical Center is an Approved 
, / 

Provider of continuing education' by the Alaska 

Nurses 'ASSOciation"an·~edited approver by 

~ American Nurre;s Association CredentiaHng . 

,'.Center's Commission on Accreditatio"n. 
) , 0 

Provider Number AP'P&002. Alaska Native , . 
Medical Center designates this continuing 

education activity as meeting the criteria foro 

9.0 Continuing Nursing Education (CE) credits. 

./ "\, 

// 

/ 
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AFHCAN is located on the third floor of the Consortium 

Office Building (COB) of ANTHC. The COB is located on the 

Alaska Native Medical Center campus, and includes a 

number of fully-equipped conference rooms. In addition to 

our Computer Based Training. our instructor·led classes 

involve handS<ln training. Tile AFHCAN training room 

includes AFHCAN Carts, desktop computers loaded with 

AFHCAN software. videoteleconferencing capability, and a 

wall-mounted PC, This allows us to emulate a realistic 

clinical workflow where cases are sent involving multiple 

providers and specialties. 

~ 
AFHCAN 

Alaska Native Tribal Health Consortium 

Health Information and Technology Division 

4000 Ambassador Drive 

Anchorage. AK 99508 

Contact: 
Telehealth Training & Support Director 

Phone: 907-729-2260 
Toll Free: 888449-4435 

Fax: 907-729-2269 
Visit our website at _.afhcan.org for more information 

• Alad:a Native 
Tribal Health Consortium 
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Benefits 
• The AFHCAN CST Modules actively engage 

students in the learning process by having them 

create a test case at the end of every module to 
demonstrate required skills 

• Studies show that students typically retain twice 
as much information from a CST course that 
covers the same material as an instructor-led 
course. This is due to the intense interaction 
inherent in the CBT format, the ability to move 
through the material at the student's own pace 
and the ability to review material as many times 
as required 

• Students earn Continuing Medical Education 

(CME) credit for each module by completing the 
test case and forwarding it to the AFHCAN 
Telehealth Coordinators 

• AFHCAN CBT includes a glossary of relevant 
terms and short video clips to demonstrate key 
processes 

• Search tools have been built into the program to 
serve as fast and efficient reference sources 

• With CST each student tailors AFHCAN training to 
meet their specific needs 

• Supervisors can provide the same quality training 
to shift workers without having to rearrange 
schedules 

,. Health care providers can access the CBT during 

patient care to verify their learned skills 

Students can choose to follow the module by 

listening to the Video professor or using the 

dialogue box. Either option can be stopped so 
that learners can take notes, then resume 

where they left off. 

Students can follow t,fJe table of contents for a 

complete version of the module or choose the 

section that they desire to listen to. This allows 

the students to concentrate on smaller parts of 

the module at their own pace, 

Convenience 
The ability to take the course as time permits, Instead 
of arranging the student's activities around a class 
schedule, is a major advantage. 

• AFHCAN's computer-based training (CBT) is an 
educational tool designed to give new users a solid 
introduction to using the AFHCAN Cart. The training 
covers the same material as our New User Training 
Course 

• The CBT features a multi-media approach to learning 
that is compatible with a wide range of learning 
styles 

• The user interface puts students in control of their 
learning by allowing them to select topicS of interest 
and progress through the material at their own pace 

• Supervisors now have the flexibility to train new 
employees quickly and efficiently in as little as an 
hour a day on various modules 

• Students can refresh their skills when needed, 
instead of when a trainer is available 

Cost Effective 
Computer based training avoids the expense and loss 
of work Involved In traveling to a central location for 
training and is cost effective too! 

• 24-hour per day/364-day a year trainer often 
costing less than having an on-site trainer 

• The annual fee includes updates and training on 
new products 

• CBT is a cost effective way to get on-demand 
refresher training as often as you need it 

For more information please contact us: 
Phone: 907-729-2285 
Toll Free: 888-449-4435 
Fax: 907-729-2269 
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Wall Mounl System -

Video Capture 

Save on valuable space using a 

wall mounted system with 

adjustable height. integrated 

CPU, touchscreen monitor and 

video capture card, Acquire 

images from endoscopy and 

other video equipment with 

simultaneous display on 

high-resolution monitors. 

" ~ 

· 

I 
- - ---- ~,----l_ , __ _ -, l 

I 
i 
I I Portable ~Briefcase· 

Telehealth Unit 

I 

I 

This unit has a keyboard and 

tablet PC with touchscreen. 

Integrates digital camera, ECG, 

Spirometer. and videoconfer-

encing, Also. has video and 

USB interface capability to 

external devices. 

L _________ _ 

I 

! 

AFHCAN and the Alaska Native Tribal Health Consortium 

The Alaska Federal Health Care Access Network (AFHCAN) 

began as a project of the Alaska Federal Health Care 

Partnership (AFHCP) in 1998 to improve health care for feder­

al beneficiaries in Alaska using telemedicine technology. During 
the early years of the project there was overwhelming response 
for creating a store-and-forward telemedicine system in Alaska. 

The Ala~ka Native Tribal Health Consortium (ANTHC) is the 
managing partner of AFHCAN, ANTHC is a tribal 

organi~tion. as defined 'n 25 U.S.C. 45D (b) (cl. 

AFHCAN Sales & Marketing Director 
Phone: 90"-729·2260 Toll Free: 877-885·5672 

Fax: 907-729-2269 
(·mail: afhcansales@afhcan,org 

AHCAN 
Alaska Natwe Tribal Health Consortium 

Dwision of Information Technology 
4000 AmbassEldor Drive, Anchorage. AK 99508 

Visit our website at WYM'.afh:an.org for more information 

(i) 
Alaska Native 

Tribiil He.atth Comorlium 
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Audiometer plus Tympanometer 
It"(! E.,.,,,,n by MI(;ra AlJ(IO,IITICUIC. pr(""d~." 
It"feshold scre,mlng ~u(hometry plih !~t and 
normal ~pcOO lympanometry. 

Digital Camera 
The Iate.llechncloqy In hi!fl re>olullon 
digital carrera "od docking stal.," are 
'nlC!J'31cd "'3m"',,!),. 

The (,oILJtIOn M S""'" by Digital Doc ... a 
small dental camera With 5uJI"'ior OplIC', !lUto 
focus and nxcclbm cob, reproouctooo. 

Vital Signs Monitor 
Tha meaiuremenl or .'tal SI9'" plilr> • fuodJ· 
mental role In med,c.1 evalL>ill.m arid 
Iyplr.ally jno:lJoos' blood pm,~ure. pul.n 
pub<: o"mctry (02 saturauo,,), JClplrator)' 
rale and tempt:rawr. 

ECG (12-Lead) 
tile 'OM." DI!JIlallCG by M'<1"",rk D,"9""'(1(.> 
is" r.ghly advanced InterpretatIVe 12·\eoo 
ECG 'ysl~m 
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E"lpansion Capability 

, ''. (t ~t: . 

support fo< 1WAIN·tomp~ant dcYic", (e,g, 
111m scan"",,;). d'g,ml camera,. and eltelTl1ll 
video device, using oompostte or ,.video 
8lJll""1)' inputs 

- ~" 
~ 

Scanners 
Paper and lilm ,mnners am acc""cd 
through a Simple, 0"" tollCh u:.er Interf",e, 

Video Otoscope 
Int"!1a1ed (amer" anclll<jht source to prO'<lde 
high r"'OI"lion, wu'" angte views for ENT 
'poclatIU"", 

Spirometer 
The Mldrnark Dia!1'O>lIC' IDmark Spirometer 
is an elUemety ea,~ 10 LISe dl"'lnos1O: loot 
and i, complelely inte~a1ed with 11m 
AHlCAN ,o~ware. --.. 

OL 
~~ 

~ =~' -" '*,1: . _/ r:,' , 
->iii 

Videoconferencing Add-On 
Thi, solution ino:orporatc, a high resok.rtlon 
pan·b~·!oom camera W1t~" software diem thaI 
support IP·ba500 .ideoconferenwlg w~h the 
'"!~! H.264 oompresSion for ,uI'"rror- Image 
qu"'I~y-

1) (l) @ ffi 11 (l) <B ffi Ii'J <B ffi m 1) 

The AFHCAN Cart is a mobile workstation 

with integrated biomedical peripherals, 

wireless network capability. and power 

management hardware that allows health 

care professionals to: 

• Capture patient information using 

electronic forms and integrated biomedical 

peripherals. 

• Capture information from external 

imaging devices such as microscopes. 

ultrasound and surgical scopes. 

• Forward the information to another 

professional or group of professionals at 

a distant location for review and 

consultation. 

The AFHCAN Cart is small enough to fit 

through a door. has large rubber wheels to 

negotiate uneven floor surfaces. has a low 

center 01 gravity to minimize instability, and 

is designed to meet the ergonomic needs of 

a wide variety of users. The AFHCAN Cart is 

designed for patient safety with low EMI 

and an isolated power system. 
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Videoconference Training 
for End-Users i 

1 
I 

AFHCAN training provides significant 

return on your technology investment 

and company's bottom line by 

increasing the skills and knowledge 

of end·users. 

AFHCAN training 'c;;ursesare 

designed to empower end·users with 

"pne practical skills to successfully ., -
use videoconferencing equipment for 

educational, administrative and 

clinical sessions. 
, 

With hands-on exercises and practice 

opportunities that mirror real life 

\ scenarios, AFHCAN training courses 

\ benefit the entire workforce. I 

\ .. -

rpaining is available onsite or in our 

Anchorage training facility. 

Please contact us at (907) 729-4708 

or (907) 729-2285 to discuss 
/ 

schedulingpptions and pricing. 

//// 

/ 
/ 

// 
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AFHCAN videoconference rooms are all designed differently, 

with equipment from leading vendors. This gives participants 
an opportunity to use a variety of equipment and allows us 

to provide training sessions that involve multiple "sites". 

The AFHCAN training room includes AFHCAN carts, desktop 

computers with AFHCAN software installed, a wall-mounted 

PC and videoconferencing capability. 

The AFHCAN conference room has videoconference 

capability and is used for small and large group sessions. 

The small videoconference room is designed for on(K)fK)ne 

administrative, educational or patient sessions. 

AFHCAN is located on the third floor of the Consortium 
Office Building (COB) of ANTHC. The COB is located on the 
Alaska Native Medical Center campus. 

~ 
AFHCAN 

Alaska Native Tribal Health Consortium 
Health Information and Technology Division 

4000 Ambassador Drive 

Anchorage. AK 99508 

Phone: 907-729-2285 

Fax: 907-729-2269 

E-mail: customersupport@afhcan.org 

Visit our website at www.afhcan,org for more information' 

($ 
Alaska Native 

Tribal Health (onsortium 



Module 1: Basics-An Introduction to Vldeoconferenclng 
equipment 

Participants will: 
• Gain a basic understanding of components; camera, 

codec, remote control, and monitor 
• Test equipment functionality 
• Store and delete presets 
• Initiate and terminate point-ta-point and multi-point 

sessions 

Module 2: Cameras & Connections 

Participants will: 
• Use a document camera to project quality images into 

a videoconference session using printed materials, 
3-D objects and an SO card 

• Set up and connect to a document camera 
• Connect a laptop computer 

Module 3: Room Design & Framing Subjects 

Participants will: 
• Understand elements of room design 
• Understand appropriate room arrangement for one-on­

one, small and large group sessions 
• Practice videoconference etiquette & "tele-presence" 

for one-on-one, small and large group sessions 

Module 4: Troubleshooting 

• Participants will learn various troubleshooting 
techniques for audio/video peripherals, the video­
conference unit, TV/LCD panel, and network cables 

Module 5: PowerPoint for Vldeoconferencing 

Participants will: 
• Learn best practice techniques for creating PowerPoint 

presentations 
• Create or convert a PowerPoint presentation that meets 

best practice guidelines 

Module 6: Orienting Patients 

Participants will: 
• Plan & prepare for a provider-patient videoconference 
• Facilitate a clinical VTC session 
• Learn steps to ensure patient privacy, 

confidentiality & safety 

Module 7: Consulting via Vldeoconference; 
Best Practices for Providers 

Participants will: 
• Learn & practice proper "tele-presence" and 

videoconference etiquette 
• Conduct a patient-provider videoconference session 
• Discuss document management workflow between 

referring and consulting sites 
• Learn steps to ensure patient privacy and 

confidentiality 
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Irerle McGlashan at the 
Oonalaska Wenness Center in 

Dutch Harbor. Alaska transmItS 
an electrocardiogram (ECG) to a 
referral phylician In AtlChorage, 

Dutch Harbor is located on 
Unalaska. a remote island in the 

Aleutian Ch.ain. 800 air miles 
from Anchorage. 

AFHCAN and the Alaska Native Tribal Health Consortium 

The AI~ska federal Health Care Access Network (AFHCAN) 

began as a project of the Alaska Federal Health Care 
Partnership (AfHCP) in 1998 to improve health care for 

federal beneficiaries in Alaska using telemedicine technology. 
During the early years of the project there was overwhelming 

response for creating a st(l(e-and·forw~rd wlemedicine system 

in Alaska. The Alaska Native Tribal Health Consortium (ANTHe) i~ 

the managing parlner of AFHCAN. ANTHC is a tribal 

organization. as defined In 25 U.s.C. 450 (b) (e). 

AFHCAN Sales & Marketing Director 
Phone: 907-729-2260 Toll Free: 877-885-5672 

Fax: 907-729-2269 
[-mall: afhcansales@afhcan.org 

AFHCAN 
Alaska Native Tribal Health Consortium 

Di~ision of Information Technology 
4000 Ambassador Dri~e. Anchorage. AK 99508 

Visit our website at l'IIWW.alhcan.org for more information 

(i) 
Masb Hlltve 

Tribll Health (onWftium 

Access to health care professionals 
regardless of where you are ... 
Telehealth solutions brought to you by AFHCAN 
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Whole Product Solution 

The AFHCAN telehealth platform is a secure and proven "store <md forward" 
technology that increases the quality and accessibility 01 health :are at the point 
of patient contact. The Af'HCAN system provides an innovative approach to ease of 
use, mobility. support lor widely varying clinical workflows, and a robust 
communication platform. AFHCAN offers a whole product solution that includes: 

• Store and Forward Telehealth Software 
• Automatic Software Updates 
• Application Hosting Services with Third Party ASP's 
• ArHCAN Teleheallh Cart and other Platforms 
• Integrated Biomedical Peripherals 
• Clinical Workflow A~se5sments 
• Certified Training lor Administrators, Users, and Support Staff 
• Service level Agreements (SLAs) 
• Help Desk I Cu~tomer Support 
• Remote Monitoring 

AFHCAN Software 

The heart of the AfHCAN store-and-forward telehealth 
system is tile AFHCAN Software designed to support 
existing clinical relationships between organizations, 
OUf goal is not to require new business rules, but to 
enable ilnd facilitattl healthcare delivery, The 
"Enterprise Solution" allows autonomous health care 
organizations to share multimedia telehealth data in a 
controlled, secure and robust manner consistent with 
HIPAA Privacy and Security Requirements. 

'" , __ -I .... ~-~1 

I.BIlgjnal trnloginP"'l"lo.tartLllir1j 
~-.. 

AFHCAN Support Services 

1elepnone suppon 
AFHCAN provides telephone support to answer questions and resolve both clinical and 
technical issues, 

11ilinin9 
Our goal is to provide training opportunities for health care professionals. administrators. 
and technical staff to expand the skills and knowledge needed to enhance the quality of 
health care in their communities. We also provide train-the trainer classes to develop 01'1-
site training stafr. Training is offered in Anchorage Alaska or at an organization's site, 

SoltVllare Update POC'Kages 
One of the beneflls of the AFHCAN Software is that soltware upgrades are distributed auto­
matically. New features and functionality can be added withoutlhc need for user interven­
tion or an expensive If service call, 

Di5patcl1eo 1ecnnical suppon 
For complex hardware or software problems. technical support staff is available for hire 
to perform on-site work. 
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AFHCAN Cart 

The AFHCAN Cart is a mobile workstation with 
integrated biomedical peripherals. wireless net­
work capability. and power management hard­
ware that allows health care professionals to: 
• Capture patient information using electronic 
forms and integrated biomedical peripherals. 
• Capture information Irom external 
imaging devices such as microscopes. 
ultrasound and surgical scopes. 
• Forward the information to another 
professional or group of professionals at a 
distant location for revieN and consultation. 

The AfHCAN Cart is small enough to fit 
through a door. has large rubber wheels to 
negotiate uneven floor surfaces. has a 
low center of gravity to minimize 
instability. and is deSigned to meet the 
ergonomic needs of a Wide variety of 
users. The AFHCAN Cart is designed 
lor patient salety With ION EMI and an 
isolated power system. 

Other hardware platforms include 
wall mounted systems and light weight 
portable systems. 

Biomedical Peripherals 

Biomedical peripherals that are 
integrated with the AFHCAN Software and 
may be used to develop a complete 
telehealth case include: 

• Audiometer 
• Tympanometer 
• Dental Camera 
• Digital Camera 
• ECG (12-Lead) 
• Holter Recorder· 

• Scanner 
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INVESTIGATIVE REPORT 

Ombudsman Complaint A2008-058I 
Finding of Record and Closure 

March 9, 2009 

This investigative report has been edited to remove all conjiderllia'rirljormation 
and information that would identify the complainants in accordance "wi'h AS 24.55.160. 

r,\.· </ o ·.··SJ 
SUMMARY OF THE COMPLAINT ~2'> . 
On April 10, 2008, an Anchorage resident complained to thtOffice of the Ombudsman that an 
Office of Children's Services (OCS) caseworker intervliw~d)his children on school grounds in 
the absence of a school official in violation of Altiska (Stiltute. 

';":'1.. .J-' '- ;;'I-'~"":i:' 

The ombudsman opened an investigation into-ihe'f6110wing allegation stated in terms that 

conform with AS 24.55.150. . . .:)0 
Allegation One: OCS inte~i~~the complainant's children on school grounds 
arbitrarily without a schoorojJjCial present . 

. "~':';.C ... ~ if 

During the course o~ t~is ix:~,gition the ombudsman added the following allegation: 

Allegatio'!.Ti!io!JOCS unreasonably conducted interviews o/the subjects o/reports 0/ 
harm in a ma;("er inconsistent with Alaska Statute 47.17.027 and on occasion in a 

·f 
manner that thwarted the intent 0/ AS 47.17.027. 

Ombudsman Linda Lord-Jenkins gave written notice of investigation to OCS Director Tammy 
Sandoval on July 10,2008, in accordance with AS 24.55.140. Assistant Ombudsman Kate 
Shantz investigated this allegation. 

BACKGROUND 

In April 2008 a mandatory reporter submitted a report of harm concerning the complainant's 
children to OCS. On April 9,2008, OCS Children's Services Specialist II Lori Fitzpatrick 
interviewed the complainant's children, at their school. 
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Prior to interviewing the children, Ms. Fitzpatrick presented the school with a form letter used by 
oes employees to inform the school that a report of harm had been received and that an 
interview on school grounds was necessary. oes caseworkers indicate on these forms whether a 
school official is to be present at the interview. Ms. Fitzpatrick specified that a school official 
was not to be present. Ms. Fitzpatrick then interviewed both children separately, without a school 
official present. 

After conducting the interview, Ms. Fitzpatrick notified the complainant, per oes policy, that 
she had interviewed his children. According to Ms. Fitzpatrick, The father/complainant was 
uncooperative and would not participate in an interview. The investigation concluded with a 
finding of unsubstantiated neglect. oes closed the case and notified the parents via letter. 

INVESTIGATION 
, --." 

AS 47. 17.027(a)(3) requires that a school official be present during an interview of a child on 
school grounds. It states, in relevant part: "(.~'. :~. :) v 

.~ .~ 
AS 47.17.027 Duties of school officials. . ~~ . 

(a) If the department or a law enforcement agency""provi(Jes written certification to 
the child's school officials that (I) there is reasonal:ile'caU'Je to suspect that the child has 
been abused or neglected by a person responstble{~Iiilie child's welfare or as a result of 
conditi?ns created by a person r~spon~ibl~for;@5cll'il~'s welfare; (2) an i~terview at 
school IS a necessary part of an mvestJlll!tJon toc(!etermme whether the child has been 
abused or neglected; and (3) the inteA.ieW'a~,school is in the best interests of the child, ,.,., 
school officials shall permit the c~il~to be interviewed at school by the department or a 
law enforcement agency before notification of, or receiving permission from, the child's 
parent, guardian, or custodi~~~ch<fol official shall be present during an interview at 

··,t 
the school unless the child' oojec!s'Or the department or law enforcement agency 
determines that the presehce'ot(he school official will interfere with the investigation. 
The interview shall ]:>e'cQ'-nflu\:ted as required under AS 47.17.033. Immediately after 
conducting an interYi~kahlhorized under this section, and after informing the child of the 
intention to notIfY t~thild's parent, guardian, or custodian, the department or agency 
shall make·e~ei.9.' reasonable effort to notify the child's parent, guardian, or custodian that 
the interview o~2'urred unless it appears to the department or agency that notifying the 
child's parent, guardian, or custodian would endanger the child. [Emphasis Added] 

(b) A school official who, with criminal negligence, discloses information learned 
during an interview conducted under (a) of this section is guilty ofa class B 
misdemeanor. 

This statute was passed in 1990 as part of a comprehensive bill addressing child neglect 
and abuse reporting and investigation. The bill also implemented training requirements 
for those school district personnel required by law to report suspected cases of abuse or 
neglect. 

As originally introduced, AS 47.17.027 simply required that school districts allow oes 
(known as the Division of Family & Youth Services at the time the statute was enacted) 



1760 

Investigative Report A200S-05SI - 3 - March 9, 2009, 2009 

[Ombudsman emphasis 1 or law enforcement to conduct interviews of children on school 
grounds without prior notification of, or permission from, the child's parents. 

A subsequent version of the bill provided that school officials "may" be present during an 
interview. The final version, passed by the Legislature and signed into law, dropped the 
discretionary "may" and inserted the mandatory "shall." 

A review of the committee minutes pertaining to the bill indicate that this provision was 
intended to allow OCS access to children for the purpose of conducting an interview 
where the suspected perpetrator of the abuse or neglect is a person responsible for the 
child's welfare. It also provides protection to schools that allow the interview without 
first notifying, or getting permission from, the parent. 

Several proponents of the provision testified about the necessity of allowing~nterviews 
on school grounds because it is a neutral, safe environment free from pofeftti~>coercion 
by the alleged perpetrators. The earlier, discretionary version of the provisi";fn appears to 
have been prompted by a suggestion by Bob Weinstein, then-Superii).tenl:t~nt of the South 
Island School District and chair of the Professional Teaching p;a£tic.:eiComrnission. 
Mr. Weinstein also testified that, in his view, it was importanrfo~ school officials to be 
present during interviews to protect the rights of the children Diing interviewed; to ensure 
that interviews are terminated if the child decides thathe'or"she no longer wishes to 
participate, for example. '~' . : t:(,1 v 

,,''; ',/ 
.'~ 

Drafters changed the "may" to "shall" in responseJP discussion held between interested 
parties during a subcommittee meeting on .tli.is bill. The assistant attorney general who 
drafted the change later testified that:Jt~afirii1:nded to reflect "that the intent in most 
situations was to have the school officials bePresent." (see April 19, 1990 House Health, 
Education and Social Services Standi1i.g>e~mmittee minutes). 

"~.(.' ~V' '", ('4 
OCS Policy and Procedure'2..2.~alldresses how OCS employees are to conduct an 
investigation and ass~ss~'.c~for safety. The relevant portions state: 

The worke; ~Iim~e diligent efforts to contact the child at home, school, childcare, or 
any other place,,~here the worker believes the child may be found. 
(OCS Policy 2.2,5.f.I.C) 

After a worker interviews a child, the worker will make every reasonable effort to 
immediately notify the child's parents, guardian, or custodian that the interview occurred 
unless the worker believes that notifying the parents, guardian, or custodian would 
endanger the child or compromise the CPS or criminal investigation, (OCS Policy 
2.2.5,f.I.D) 

All children will be interviewed separately and away from the alleged perpetrator and/or 
any other adult that could compromise the investigation process, (OCS Policy 
2.2,5.£.1.0) 
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The OCS manual does not specifically address conducting interviews on school grounds. 
However, the above-referenced policy does address how its employees are to interact with other 
third parties, such as tribes, military personnel, law enforcement, and the Department of Law. 
School personnel are mentioned as sources of collateral information only. 

OCS' Standardized Form Letters, presented to school administration staff prior to the 
interview, provide the statutory authority for OCS to conduct interviews on school grounds. The 
letter also indicates whether a school official is to be present during the interview. As part of the 
ombudsman investigation, the investigator contacted 28 OCS caseworkers from all regions of the 
state and from different offices in those regions. The investigator determined that over the years 
caseworkers in different offices, apparently on their own volition, have started using several 
variations of the letter. Some of the variations are quoted below: 

In the opinion ofOCS, the presence of the District/School representative WILL/WILL 
NOT (circle one) be detrimental to the interview. ~t:::,) 

A h I ffi . I h II h II b * * *d* ~ h" ~A ~['AK S S sc 00 0 ICla s a or s a not e present unng t e'mtervlew. . tatute ec. 
47.17.027. (a) (3)]. .;:....~ ~ 

If a school official cannot be present during the i!1t~i~ it is because the child objects 
or DHSS determines that the presence of the school'official will interfere with the 
investigation. . "t (~"" 

~\.*'.'* 
A school official 0 shall or 0 shall noi be.pJesent during the interview. 
[AK. Statute Sec. 47.17.027 (a) (3)];); 

'd,r'l ***** J """../ 
If a school official cannot be.p;e-s~~tlIuring the interview, it is because: 
o the child objects. ::', ,/ . 

OR /'{l' 
o DHSS determines:thaFth~ presence of the school official will interfere with the 

investigati~: '; .~y/ 
Lori Fitzpatrick, chfJen's Services Specialist II, OCS 

"f 
On May 19, 2008, the ombudsman investigator interviewed Ms. Fitzpatrick about her 
investigation into the reports of harm OCS received regarding the complainant's children. She 
acknowledged she didn't allow school officials to be present while she interviewed the children. 
When asked why she excluded a school official from the interviews, Ms. Fitzpatrick initially said 
that the children had agreed to speak with her. After the ombudsman investigator explained that, 
under the statute, the children's consent to be interviewed was not an acceptable reason to 
exclude a school official from the interview, Ms. Fitzpatrick presented an alternate explanation. 
She said that, in her experience, children don't open up during interviews when school officials 
are present. She opined that their reluctance may stem from fear that the school official will relay 
the information disclosed during the interview to their parents. 
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In a follow-up interview on August S, 200S, Ms. Fitzpatrick stated that she did not keep a copy 
of the letter she presented to the school for the OCS file and again reiterated that she believed she 
got better answers when officials are not present. Ms. Fitzpatrick's supervisor, Lori Kennell, was 
present during this interview. Ms. Kennell stated that most caseworkers indicate on the form that 
a school official is not to be present. She also stated that this topic had been discussed at a recent 
staff meeting in Anchorage (after the ombudsman served notice of investigation). Caseworkers 
are now being encouraged to have an official present during interviews that take place at school. 

Dr. Eileen Lally, Director, & Jay C. Bush, Program Manager, Family & Youth Services 
Training Academy (Academy) 

The Academy provides ongoing training and education for OCS employees in the areas of child 
protection services and permanency planning. The Academy conducts a two-week Training and 
Orientation for New Employees (TONE) course, which all new OCS soci.al-workers and 
children's services specialists are required to complete. This course addfesse~he investigation 
portion of a child protection case. ,,- :\'V 

,') ;C) 
Dr. Lally and Mr. Bush said that FYSTA training focuses on J:!'oQ'tIie'OCS employee engages 
with people, not the procedural aspects of conducting an invest''igati6n. They stated that OCS's 
regional managers are to instruct employees on the procedlir¥tiled when conducting interviews 
at schools. They also said that it would be difficult to.addre~the procedural aspects of 
conducting an interview on school grounds because ~!iCi/s~hool district operates differently. 

<~\ ":7 
Ombudsman's Statewide Survey of oes Eniployegs 

The ombudsman investigator surveyed. a ~~dm selection ofOCS employees from each region 
of the state on the procedures theyus-;;~ ~1ie!Jionducting interviews on school grounds. The . . ' .. '\.. '):/ 
survey was mtended to determme ~hether OCS employees were aware of the statutory duty 
imposed on school officials ~Y'AS,4V:-r7.027 and whether they are sufficiently trained to conduct 
interviews on school grounds.~ / 

The investigator surve~a~?mPlOyeeS in luly and August 200S. Both supervisory and 
subordinate empI6ye'es~ere interviewed. 

"j 
The ombudsman investigator interviewed the Children's Services Manager for each OCS 
regional office: Southeastern, Anchorage, Southcentral, and Northern. The investigator also 
surveyed staff from offices within each region: luneau, Ketchikan, Sitka, Bethel, Kenai, Mat-Su, 
Valdez, Kotzebue, Nome, Fairbanks, and each of the Anchorage investigations units. 

Each participant was asked the same questions regarding conducting interviews on school 
grounds. The questions are listed below, followed by a summary of the participants' responses. 

I. How, procedurally, do you conduct interviews on school grounds? 

Participants generally reported using similar procedures when conducting interviews on school 
grounds. Caseworkers bring their state-issued identification and the form letter explaining OCS's 
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authority to conduct the interview. They generally present the letter to an administrator at the 
front desk, who then gathers the child and finds an appropriate space for the interview. Some 
participants reported that they ask the child ifhe or she wants a third party, such as the school 
nurse or counselor, present during the interview. 

Several supervisors expressed the opinion that caseworkers in rural areas may not use the form 
letter at all. The supervisors believed that this may be due to the fact that employees located in 
the villages may be more familiar with the school staff than those caseworkers located in urban 
areas of the state. 

Survey respondents indicated that their training was limited to the procedures listed above. 
Participants also reported that, during the school year, the majority of interviews take place on 
school grounds. 

The ombudsman investigator scheduled interviews with eight members Of~ChOrage 
investigations units, as well as the office's Children's Services Manage~l Q,ver the course of 
approximately two weeks. The first five respondents reported !!Jl!t thi: gecision to exclude a 
school official was left to the discretion of the employee. The lasi'foiJr'Participants indicated that 
school interviews had been a topic during a recent staff meetin'~ranlthat Anchorage employees 
are now being encouraged to have a school official presentilUi'jJg interviews. This apparent 
change in policy mayor may not be attributable to the nbtj~of this investigation issued by the 
ombudsman's office. . ... :\ ,:t)I'~ 

~\~ 
2. Have you ever determined that a school'~ffici~'s presence would interfere with 
the interview? /.e 
Responses to this question Varied.Wi~19;B~ of the Bethel respondents said they always 
indicate that a school official:;> PJe~e;rc;. ~ould interfere and, in fact, the form letter that each 
submitted to the ombudsman)nyestig'ator had been permanently modified to that effect. Other 

" . \. " 
respondents stated that they generally indicated "shall not be present" on the form letter because 
the OCS manual ins~~~ i~~tifators to interview children alone. 

Several respondents'in,ated that they rarely excluded school officials. 

The most common reasons given for excluding an official was because that official was known 
to interfere, by asking leading questions or visibly reacting during disclosures of abuse. Another 
reason given for excluding school staff was because the topic of the interview was unusually 
sensitive, such as alleged sexual abuse. 

Many of the respondents indicated that having a school official present can be helpful when 
conducting an interview, especially if the official is familiar to the child and can help the child 
feel at ease. Several participants indicated that they simply leave the choice to the child; if the 
child wants an official there then the official will be included. 
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The majority of participants, however, did not appear familiar with the statutory requirement that 
an official attend an interview unless the child objects or OCS determines that an official's 
presence will interfere. 

One respondent stated that, if parents do not have a right to be present during an interview, he 
did not know why a school official would be allowed. 

3. Does your office utilize specific criteria or guidelines to assist you in making a 
determination that an official's presence will interfere? 

No respondent could identifY an established, written policy, either regionally or statewide, that 
addressed conducting interviews on school grounds, including making a determination that a 
school official would interfere with an interview. 

i~ 
Several supervisors said that the decision to exclude school officials is left to)he discretion and 

judgment of the investigators. . f. ' ..... -... ~. '<J> 
o .'t!. 

Several participants said the OCS manual required caseworkersl<iinterview children alone. The 
ombudsman investigator presumed that these respondents werlrefefrlng to OCS manual 
provision 2.2.5. All of these participants interpreted t.h .. e prS'.:,~slP>ri to mean that the interview 
must be conducted with only the child present. ,.; ;0,"" 
4. If you have indicated that an official is nol);}be'present during the interview, did 
you document this in the case file? '-. '~'J 

None of the participants who have e~Jud~~hOOI officials documented the exclusion, or the 
reasons for excluding, in the case ~Ie:~-j 

5. Do you feel that your offi~ h~~Od working relationship with the school 
districts in your reg.ion, .a.nd.~. Ii'at'contributes to the relationship? 

0:.. jv' 
Participants overwhej-;-inily~teported a good relationship with the school districts their offices 
cover. Participants.r~e~tedly mentioned the same factors as contributing to a positive 
relationship. They meI!ti~med the mandatory reporter training that OCS provides for district 
employees, maintaining open communication, maintaining a respectful attitude, and regularly 
keeping in contact with school staff. 

However, participants also reported examples offriction between OCS and school districts. One 
respondent said she has experienced school personnel attempting to get faster responses from 
OCS by submitting exaggerated reports of harm. Several reported the belief that school 
personnel need additional education on OCS' purpose and authority. They specifically cited 
occasions where school personnel, contrary to law, notified a child's parents before allowing 
OCS to complete an interview. Respondents also mentioned school personnel making reports of 
harm for issues which, by themselves, may not be appropriate subjects for investigation such as 
poverty related issues like homeless ness or cleanliness problems. 
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6. Would you, or your co-workers, benefit from additional guidance on how to 
conduct interviews on school grounds? 

Respondents generally favored the idea of a policy or procedure to address interviews on school 
grDunds. HDwever, .one respDndent stated that the OCS manual is IDng, caseiDads are high, and 
emplDyees dDn't have time tD read pDlicy. The same respDndent stated, hDwever, that it WDuid 
probably be helpful tD have a specific pDlicy addressing SChDDI interviews because emplDyees 
refer tD the manual when they have questiDns. Several participants mentiDned high employee 
iurnDver as a reasDn tD fDrmulate a pDlicy regarding schDol interviews. One participant said that a 
pDlicy wDuld be beneficial because everyDne cDnducts interviews a little bit differently. 

Three of the fDur supervisDry staff surveyed expressed SUpPDrt for a specific policy tD address 
interviews .on SChDDI grDunds. ., 
A CDmmDn CDncern raised by participants, hDwever, was that an additiDrial:pglicy WDuid lead tD 
additional bureaucracy fDr OCS staff. Others believed that anDther pDlicY;y1ight be tDD rigid and 
constrain OCS ~as~wDrkers unnecessarily! they s~ated that, if.~O. ~.~new policy ShDUld be 
phrased as a gUIdeline, rather than as a stnct reqUIrement. ,,~<.7 

ANALYSIS AND PRELIMINARY FINDINGS '. . ~ :,~;;jJ 
The standard used tD evaluate all Ombudsman cDlllplaii?'ts 'is the prepDnderance .of the evidence. 
If the prepDnderance of the evidence indicates·tllitfii is':ciDre likely than nDt that the 
administrative act tDDk place and the cDmplainrurl.'\~criticism .of it is valid, the allegatiDn is fDund 
justified. /~ 

)'~r) 
The .ombudsman investigated theloIlo~ri:g'alIegatiDns: 

. ~"'" 
Allegation One: OeS·inte~iei..ed the complainant's children on school grounds 
arbitrarily without a ?ch'tdlJojJicial present. 

The Office of the om~~~~olicies and Procedures Manual at 4040(5) defines Arbitrary in 
pertinent part as: ~ :~~ 

(8) the agency's action Dr decisiDn was based .on a delegatiDn .of authority to the 
agency under inadequate standards; 

(D) the agency's action Dr decisiDn was nDt based .on a cDnscientiDus 
cDnsideratiDn .of all relevant factDrs. 

Allegation Two: oes unreasonably conducted interviews of the subjects of reports of 
"arm in a manner inconsistent with Alaska Statute 47.17.027 and on occasion in a 
manner '''at t"warted the intent of AS 47.17.027. 

The Office .of the Ombudsman's PDlicies and PrDcedures Manual at 4040(2) defines an 
administrative act as unreasDnable if: 
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(A) the agency adopted and followed a procedure in managing a program that was 
inconsistent with, or failed to achieve, the purposes of the program, 

(B) the agency adopted and followed a procedure that defeated the complainant's 
valid application for a right or program benefit, or 

(C) the agency's act was inconsistent with agency policy and thereby placed the 
complainant at a disadvantage relative to all others 

AS 47.17.027 requires that a school official "shall be present" at an oes interview conducted on 
school grounds unless either: 

(I) the child objects, or 

~2) th~ department determines that the official's presence will interilir;>with the 
InvestIgatIOn. /. '. ) 

This plain language of the statute places the duty on the SChooi~ffi~5u1 be present when oes 
caseworkers interview children on school grounds. In order fot.a'c~eworker to exclude a school 
official, the caseworker must determine that the official's pre~en~e/will interfere with the 
investigation. ...:.~ J 

!.~ )l 
Research into the legislative history of the statutt?re;lhled that the drafters intended a 
presumption in favor of school officials being p1-es~t ;hen children are interviewed. It would 
therefore negate both the intent and plain Il¥lguag~':gf the statute for oes workers to make a 
wholesale determination to exclude sphool~fficials from all interviews they conduct on school 
grounds. Individualized decision makfug is.cJ6arly required under the statute. ,X) 
However, the statute does not supply' any guidelines or criteria to consider when making a 
determination that an official' s pres&~e would interfere with a report of harm interview, and ..... ,,~ oes has not created any regulatory or policy guidelines in the IS years since this statute was 

implemented., .;]) "~/ 

Further, the plain language of the provision requires that the child be interviewed apart from the 
alleged perpetrator and'linyone who may "compromise the investigation process." 

oes policy 2.2.5 specifies that children are to be interviewed apart from any adult who could 
compromise the interview process. The manual simply does not require that children always be 
interviewed alone, as some survey respondents indicated. The policy also does not provide any 
guidelines for determining whether the presence of a third party may compromise the interview 
process. Furthermore, while the policy addresses interactions with other third parties, such as law 
enforcement, medical and military personnel, and tribes, it does not address interactions with 
school personnel. 

Ombudsman standards at 4040(5)(B) define arbitrary, in part, as a delegation of authority under 
inadequate standards. Because AS 47.17.027 does not contain any standards for oes employees 
to employ when making a determination to exclude a school official, it appears that oes 
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employees are granted some measure of discretion when making a determination. However in 
the 18 years since As 47.17.027 was enacted, OCS has not developed any policy specifically 
addressing interviews on school grounds. A lack of any standard whatsoever is patently 
inadequate and, thus, creates the potential for arbitrary actions by OCS employees. 

In the complaint that triggered this investigation, the OCS caseworker presented the form letter 
to the school and specified that an official was not to be present. In her interview with the 
ombudsman investigator, Ms. Fitzpatrick gave conflicting reasons for why she interviewed the 
children alone. Initially, she said that the children agreed to be interviewed. She later indicated 
that she made the decision to exclude a school official because she believes children are more 
forthcoming without a member of school staff present. 

Neither of Ms. Fitzpatrick's proffered reasons for excluding a school official appears to be 
reasonable exercises of her discretion. That the children agreed to the interview is not an 
acceptable reason, under the statute, to exclude a school official. ..... ~ / 

r~ .J' 
Ms. Fitzpatrick's second rationale for exclusion, that children are un"WilIing to make disclosures 
with officials present, may at times have some merit. There mar'irtdee"J be occasions where 
children are unwilling to disclose with an official present. H,o~~vet;there may also be occasions 
where children are more likely to make disclosures wheJl ati oijidial is present because the child 
knows and trusts that person. Thus, Ms. Fitzpatrick's.secorl(f;rationale for excluding school 
officials was not reasonable unless she explained~,sPeC'tf!9~lly, why she did not believe the 
complainant's children would make disclosure'\vith a school official present. 

'v\..~"~\.~ 
~ 

Ombudsman Standards at 4040(5)(0) define..s an arbitrary action as an action or decision not 
based on a conscientious considerat.i~'fSof.'~levant factors. 

"" L", 
, _. --''-"" ,:.,,~ 

Ms. Fitzpatrick admitted she didn't 3.\1i>fo Anchorage School District officials to sit in on her 
interview with the complain~)'~Vdfen in accord with AS 47.17.027. She instead notified 
school officials that they would i'i'6t'be allowed in her interview with the complainant's children. 
The agency provided,,~s('FJ~p)trick no standards upon which to base this decision. That opened 
the way for the casew9rker.t<lmake an arbitrary decision. 

Ms. Fitzpatrick di~~"Sake an individualized decision based on the all relevant circumstances 
of the complainant's children's situation, but rather relied on her assumption that children in 
general do not disclose instances of abuse when officials are present. A blanket decision to 
exclude school officials certainly cannot be considered the kind of individualized determination 
contemplated by the statute at issue. That being said, it does not appear that Ms. Fitzpatrick acted 
with ill will when she barred school officials from her interviews of the complainant's children. 

However, the caseworker did not consider all relevant factors in this case involving these 
children. Her decision was arbitrary. 

Therefore, the ombudsman proposes to find Allegation One that OCS interviewed the 
complainant's children on school grounds arbitrarily without a school official present justified. 
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Allegation Two: DeS unreasonably conducted interviews o/the subjects o/reports 0/ 
harm in a manner inconsistent with Alaska Statute 47.17.017 and on occasion in a 
manner that thwarted the intent 0/ AS 47.17.017. 

The complaint at hand is illustrative of a larger problem. When surveyed, OCS employees from 
all regions of the state appeared to have no knowledge of the statutory requirement placed on 
school officials by AS 47.17.027. 

OCS employees do not have a consistent method for making a determination to exclude school 
personnel from interviews. Survey respondents espoused many differing views regarding the 
usefulness of school personnel - some believe that a familiar face puts children at ease and 
facilitates disclosures while others believe that the presence of a school official prevents full 
disclosure. Several stated that they always exclude officials, while others said they only exclude 
if the child does not want an official there during the interview. "s> 
Although AS 47.17.027 requires school officials' presence, it also allows,~ some measure of 
discretion, yet there are no standards to guide oes employees . .!A~h~ir ~ec1sion-making process. 
Employees are unaware of the statutory duty placed on school)officijlls and exercise their 
discretion inconsistently. Left to their own devices, some have opted to disregard the intent of 
the statute. This is especially troublesome in light ofthe,sUivey)'bsponses indicating that the 
m!Uority of interviews take place on school grounds., .~/~ :; 

i'(.VU) 
The Ombudsman's survey of OCS offices statewide showed that caseworkers either don't know 

'. " .. \ 
what AS 47.17.027 requires or ignore it. Although~OCS years ago issued standard language to 
caseworkers to help them adhere to the statii.te individual offices have amended or now ignore 
the agency-sanctioned language. Investigat'iOIilalso showed that many OCS caseworkers issue 
blanket exclusions to school staff Wiif'>~t.c6il'sidering the issue on an individual basis, in 
violation of the spirit of the statute". Tlie,agency has failed to establish guidelines to help 
caseworkers determine when:~c)uding a school official is appropriate. The absence of a 
statewide policy and procedure addiessing school interviews 18 years after the Legislature 
passed the statute is untenable~This practice is inconsistent with, and fails to achieve, the .,. "-. 'J rI" 
purposes of the statute. Thatis unreasonable. 

'-~/ 
~\ .. '> 

Therefore, the ombuds.man proposes to find Allegation Two that OCS unreasonably failed to 
conduct interviews of the subjects of reports of harm in a manner consistent with AS 47.17.027 
and on occasion in a manner that thwarted the intent of the statute justified. 

Office of Children's Services Director Tammy Sandoval responded on behalf of the agency to 
the ombudsman's preliminary report. Director Sandoval stated: 

Allegation 1 indicates that OCS arbitrarily interviewed the child on school 
grounds without a school official present. The decision to interview the child on 
school grounds was not arbitrary but based on statutory requirements. The 
component that appears to have been arbitrary in nature was the worker's 
determination of whether a school official should or should not be present. 
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Allegation 2 indicates that oes failed to conduct interviews in compliance with 
statute and in a manner that thwarted the intent of the law. oes concurs that staff 
throughout the state have not always adhered to the intent of the statute. However, 
it is worth noting, that these discrepancies do not generally reflect a purposeful 
intention to bypass the law, but more so reflect the pervasive lack of 
understanding on this issue. 

Overall oes concurs with the findings of the investigation and agrees with the 
proposed recommendations. This is a practice issue that is not sufficiently covered 
by our policy and procedures. The oes philosophy supports the role of school 
officials in the interview process and welcomes increased participation. 
Additionally, we recognize that it is important to provide education to the 
appropriate school officials so they are aware of this statutory requirement. 

RECOMMENDATIONS.: .9 
oes, at some point, developed a form letter for its investigator~ to pre~t to school 
administrators when conducting interviews on school grounds.TReJetfer cites oes's statutory 
authority to conduct an interview on school grounds and pro"ides a1>lace to make a record of 
whether oes has determined that a school official will interfere:.with the interview. 

The letter, however, appears to have been modified b~ffi~~:us oes offices and several 
versions submitted to the ombudsman investigat<i~no 10rlger reflect the statutory language of 

""" A • AS 47.17.027. The ombudsman therefore recomm-$lds the followmg: 

Recommendation 1: OCS shouli'l:standardize the letter of introduction used 
by caseworkers and presenledif,,~ch601 personnel when interviewing children 
on school property to mirriJ;)h~1&nguage of AS 47.17.027. 

/'1-'~<? 
oes agreed with this recorrulieri~~iion. 

2< "}V" 
The agency response<~iilisfi~,the intent of the recommendation . 

.... ) ***** 

Because multiple survey respondents indicated that a large percentage of interviews occur on 
school grounds, it is imperative that oes caseworkers are adequately educated about the 
statutory duty of school officials to be present during interviews on school grounds. Of equal 
import is the need to provide caseworkers with appropriate criteria to decide if it appears that an 
official's presence will interfere with the protective services investigation. 

The policy should address the procedure for conducting interviews, such as bringing state-issued 
identification and the use of the standard form letter. The policy should also address the duty of 
school officials to be present and include the circumstances in which it may be necessary to 
exclude an official. 
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The ombudsman recognizes that school districts operate differently. As such, it would be 
impossible to address the various nuances that OCS employees may encounter within each 
district. It is possible, however, to address those aspects of the interview process that are 
consistent statewide. For example, all employees are instructed to bring their state-issued 
identification cards and the form letter with them when conducting an interview on school 
grounds. Additionally, regardless of their location, school officials are required to be present 
during the interview, absent a finding that their presence will interfere or the child's objection. 
OCS should develop a policy that addresses, at minimum, these aspects of conducting an 
interview on school grounds. 

The ombudsman also appreciates the concerns voiced by OCS caseworkers regarding the 
usefulness of an additional policy to address interviews on school grounds. An additional policy 
certainly could add unnecessary bureaucracy to the investigative process, which often requires 
quick decision-making. A rigid policy could constrain necessary action. For,these reasons, the 
ombudsman recommends that OCS adopt a flexible, guideline-based policy~ !ilther than a 
mandate-based policy. . .. ~):'V 

J .z. 
For example, child protective services employees in Portland,<O~o'n use the following 
guidelines when assessing whether an official should be ~~et~m{ng an interview: 

I. The child may be disinclined to disclose the a~u~e ~front of a school official that they 
see every day for fear of shame or humiliatioiit~ 

2. The school official is acquainted with &:h1s ineiationship with the parent or the 
offending party. ....~~, 

3. The parent/offending party is well-kDovlTI or respected within the community. 
4. The child already feels "victi!Vi~e~~j:lthin the school system because of problems at 

school, such as academic of'dis«ipjjnary problems, 
5. The school official has a hist~ot interference with (CPS) interviews. 
6. Law enforcement is ~~o pr€sent so there is no need for the presence of an additional 

7. ~~buse is eSP~cia~;?t::.bing and horrific and the child is too vulnerable to be aware 
ofboundarie~oi'piiva~y rights when being interviewed. 

8. The case is'm'Ur~y or previous investigations were impossible to substantiate so accurate 
information is'9riiical, and another presence may cause unintentional influence or 
interference. 

If any of those criteria are met, the CPS employee may choose to exclude the official from the 
interview. 

The ombudsman therefore recommends the following: 

Recommendation 2: oes should develop a policy or procedure to specifically 
address interviews on school grounds. 

OCS Director Sandoval responded: 
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OCS will revise Policy and Procedure 2.2.5 to provide more specific and detailed 
guidance to workers about the statutory requirement to specifically address 
interviews on school grounds and will outline criteria where deviation from this 
requirement might be appropriate. 

The agency response satisfies the intent of the recommendation 

• * * * • 
By statute, a school official is required to attend protective services interviews taking place on 
school grounds unless the child objects or OCS determines that the official's presence will 
interfere. It only makes sense to document in the case file the decision to exclude, and the 
reasons for doing so, to ensure that the file accurately reflects all actions taken during the course 
of the investigation. The ombudsman therefore recommends the following: 

Recommendation 3: oes should develop a methodfor documenting in the case 
file the reasons why a school official has been excluded from an ,inie'Tview • 

. ~ .)V 
Director Sandoval noted: .)""".0 

Included in the policy revision planned as noted in 2abb~e,'~uidance will be 
provided on documenting the justification for why.·a;sc!lo61 official was excluded 

• • <.. '\... v 
from an mtervlew...-'iJ<J.' 

The agency response satisfies the intent of the re<;~Hrim~nd~tion 
. ''0*. *_V 

. '" . ::) 
Many school district personnel are not awar..s, of the duty imposed on them to be present during 
child protective services interviews. As such,:0CS should incorporate information regarding this 
duty into the training that it alreadY·ir~des'(o many school districts regarding the duties of 
mandatory reporters, to foster compllruiceYwith AS 47.17.027. This training should include a 
discussion ofOCS's behavioral. exPectations of school officials who are present at interviews. 

_.'\ J 
The Ombudsman therefore recommends: 

~'// 
Recomme,,;daiw,;,":i:pes should incorporate information about the duty 
imposed by AS;;.J7.027 into its mandatory reporter training curriculum. 

Director Sandoval stated: 

OCS does not have a standardized curriculum for educating mandatory reporters 
about their reporting responsibilities. Every region approaches the training of their 
communities, schools in particular, in different ways based on that community's 
norms. OCS shall provide guidance to each regional Children's Services Manager 
(CSM) about the need to highlight 47.17.027 with the school officials in their 
community. 

The ombudsman understands the need to tailor training to community needs, but remains 
concerned that allowing each region to tailor training will again end up with inconsistent 
practice. That reservation notwithstanding, the agency response satisfies the intent of the 
recommendation. 
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* * * * * 
Several caseworkers stated that outsiders' presence in abuse interviews negatively affect the 
quality of information gained. If the agency can substantiate that assertion with facts or scientific 
study, OCS should contact the Legislature to discuss the value of this statutory requirement. The 
ombudsman takes no stand on this issue other than the recommendation that OCS address the 
issue rather than ignore the statute. Therefore, the ombudsman recommends: 

Recommendation 5: If, after review of these findings and recommendations and its 
own policy and procedure, oes believes that the presence of school officials in Report 
of Harm interviews on school property is detrimental to the quality of the information 
obtained, oes should approach the Alaska Legislature's two HS&S committees to 
discuss a change in the law. 

.-.,' .. :9 
'. '>.-/ 

Director Sandoval stated: 

OCS does not believe that the presence of school officials is oetrimental to the 
quality of the information obtained, barring rare circuq1;~ces~Therefore, OCS 
will not be advocating to have AS 47.17.027 modified?:)-/ 

The agency response satisfies the intent of the recommemllltioiiP 
'",," # * * *. *,,: '/ 

The complainant's children were interviewed by'¥! 6@§~c'hseworker without a school official 
present. The decision to exclude was arbitrary~~~7A'7.027 creates a presumption that school 
officials will be present during interviews taking':place on school grounds - this is the rule, not 
the exception. Part of the reason this requirement W'as put into law was to ensure that children's 
rights are adequately protected durin~;chi.iilP.~tective services interviews. The complainant's 
children were not provided that pr?t~ctiOn>aIia for that, they deserve an apology. Therefore the 
ombudsman recommends:. . ' '\.. v 

.""", ;.::~. '<? .~ -;l.." "tl 
Recommendation 6:·0eS sliould issue a letter of apology to the complainant's 
and their chilifreny/ 

OCS agreed with tiuf~:~mendation and will issue a letter of apology. The letter of apology 
was sent to the complahl'ants in January. 
The agency response s~tisfies the intent of the recommendation 

Director Sandoval concluded: 

The Office of Children's Services found the Ombudsman investigation and 
subsequent report to be thorough and accurate overall. We appreciate the 
opportunity to remedy and improve practice and policy as problematic areas are 
identified. These changes to practice will serve to further our efforts to 
standardize practice along the entire case continuum. 

OCS will forward copies of the finalized P&P and a copy of the form caseworkers 
will be expected to use by the end of April 2009. 
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FINDING OF RECORD AND CLOSURE 

Based on oes's response to the proposed finding of justified, this overall complaint has been 
closed as justified. 

oes accepted Recommendation One, Two, Three and Six. The agency's response satisfied the 
intent of Recommendation Four pertaining to notitying school districts of their responsibilities 
under AS 47.17.027 but the ombudsman remains concerned that the inconsistent practice will 
result. In answer to Recommendation Five, oes stated that it sees no need to seek amendment or 
revocation of AS 47.17.027. The agency response satisfies the intent of the recommendations. 

This complaint will be closed with an overall finding of justified and rectified. 
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Introduction 

"If a disease were killing our children at the rate 
unintentional injuries are, the public would be outraged 
and demand that this killer be stopped." 

C. Everett Koop, MD, SeDC. SeD 
Former US Surgeon General 
Former General Chairman, The National SafeKids Campaign 
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Treating Trauma 
i~.;ill " i , ; ,'" ,> <. '" H~TF~ 

D Like heart disease or cancer, trauma is best 
com bated with a strategy that add resses 
prevention, acute care and rehabilitation. 
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Introduction 

o Injury is a major public health problem 

cLeading cause of death in 1st 4 decades of life 

cLeading cause of loss of productivity 

o Despite obvious magnitude little public focus 

o Significant progress in individual patient care 

D Trauma systems shown to save lives 
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Trauma in Alaska 
__ L.':' .J i, ,;':, , \,:U-:,: ~J., '," "'t:.' ,.~::" :/~~~<',< J<~~;:',i:; ,,~;- :'(t<i: ':'~, ~;~ ~,~. j< -'f ,.>f """,' ; ~ ~;; 

D Leading cause of death age 1-44. 

D 400-500 alaskans die each year. 

DOver 5000 admitted to the hospital. 

DOver 1000 with permanent disabilty. 

D 800 alaskans hospitalized with brain or spinal cord 
• • • InJUries. 
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DEATH FROM TRAUMA IN ALASKA 
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Trauma in Alaska 
L--..JII -- --- -- . 

o Motor vehicle crashes leading cause of death. 

o Firearm related injuries, second. 

o 2004 hospital cost for Alaska trauma patients over 
$73 million. 

o IV 25% over trauma admissions uncompensated. 
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Trauma Systems 

u A trauma system consists of hospitals, 
personnel, and public service agencies with a 
preplanned response to caring for the injured 
patient. 
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Trauma Systems 
,--------,II --- . u -- ---] 

u Facilities (trauma center designation) 

u Personnel (training) 

u Patient transport 

u Triage 
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Facilities-Trauma Centers 
,------II ---- - . 

o Level I -Definitive subspecialty care, research. 

o Level II - Definitive subspecialty care, surgery, 
ortho, neurosurgery. 

o Level 111- General surgery, ortho no neurosurgery 

o Level IV- Stabilization, limited or no surgical 
capacity 
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Trauma Systems 
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D 15-25% improvement in survival of the seriously 
injured. 

D Increase productive working years 

D Improve statewide disaster preparedness. 

D Inclusive systems 
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Preventable Deaths: The impact of 

~t[a~m~_S~~~m5~----------------~ 
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San L.A. Tampa, 
Diego FLA 

D BEFORE trauma 
system 

o AFTER trauma 
system 
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Trauma systems & crash mortality 

Nathens et.al. 2000 
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Anchorage Mortality Rate 2005-2007 
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Trauma Center and Disaster 
Preparedness 

,-----,III 

D Maintain readiness 

D Staffed for all types of injury 

D Broad communications with regional hospitals and 
aeromedical resources. 

D Surge capacity 

D Decontamination 

D Resources to facilitate patient recovery 
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Trauma Systems and the Public 
,--IL-l ____________________ ~ 

o 2004 Harris poll 

o Most people want a trauma system in their area. 

o 83% felt it was as important as fire department 
and were willing to pay extra for it 
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Trauma Systems and the Public 
,---------,II ----

D 75% of those interviewed "thought" there was a 
trauma system in their state but only15% lived in 
states with comprehensive systems 

People think a trauma is very important and they 
want it. 

Most think they already have it and they don't. 
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Alaska Trauma System 
'-------III ----- . 

o 1993 statute- EMS authority for designating 
trauma centers created. 

o Hospital participation voluntary. 

o Standards for trauma center designation follow 
American College of Surgeons criteria. 
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Alaska Trauma System 
~I~I __________________________________________ ~ 

u Verification of compliance by outside reviewers for Levell, 
II, III 

u In-state review for Level IV 
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Current Status 

oTwenty-four hospitals in Alaska 
[Q]Verified / Certified 

o 1 level II center - ANMC 

04 level IV centers- NSH -MEH - YKHC -SCH 

09 other reviews or consultations. 

[Q]Non-Verified 
02 centers providing care for multiple trauma patients 

06 centers that provide surgical capabilities 

02 military hospitals 
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State of Alaska:Trauma System Consultation November 

2-5 2008 

Site Visit Team 

'. Reginald A. Burton, MD FAGS Team Leader, Trauma Surgeon 

I. Jane Ball, RN, DrPH ACS Consultant 

'. Samir M. Fakhry, MD FAGS Trauma Surgeon 

• Holly Michaels ACS Program Coordinator 

'. Drexdal Pratt, GEM State EMS Director 

• Nels Sanddal, PhDc, REMT-B ACS Consultant 
, 

James D. Upchurch, MD Emergency Physician • 
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Objective 

olo help promote a sustainable effort in the 
graduated development of an inclusive 
trauma system for Alaska 
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Adva ntages & Assets 
oVery committed individuals who use their 

time and expertise every day to serve 
, Alaska citizens 

qExtensive networks for transport 

03 large medical centers with extensive 
subspecialty expertise within the state 

oLarge Levell trauma center in Seattle 
which freely accepts adult and pediatric 
trauma patients 
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Adva ntages & Assets 

. oOne center maintaining ACS Level II 
. verification standards and other small 
hospitals working toward Level IV 
verification 

oAlaska Trauma Registry with all 24 acute 
care hospitals providing data 

olnjury prevention activities are well 
; established 

01 nitial efforts at legislative change 
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Challenges and Vulnerabilities 
o No trauma system plan 
o Geography / Weather / Remote and isolated 

communities 
o No trauma standards for scene trauma triage or trauma 

inter-facility transfers 
d Trauma system issues have limited visibility within the 

DHSS 
o Public not aware of trauma system issues 
o Limited human resources 
o Few incentives for hospitals to participate 
o No statewide evaluation of system performance 
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Trauma Care in Alaska 2009 
'-----'11--. . 1 

o /I There are two healthcare systems for injured 
patients. One for Alaska natives that adheres to 
national standards and another for the majority of 
the population" 
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Definitive Care Facilities 

D Establish, as soon as practical, a second Level II Trauma 
Center in Anchorage in accordance with ACS COT 
verification criteria to meet the existing volume and acuity 
demands. 

, 

D Mandate participation of all acute care hospitals in the 
trauma system within a 2 year time frame with trauma 
center designation appropriate to their capabilities. 



I-' 
CD 
o 
--J 

Definitive Care Facilities 
,------,II - --- -

D Study pediatric trauma care needs and establish 
one or more in-state centers of excellence in 
pediatric trauma care. 

D Determine a method of providing financial support 
for hospitals designated/certified by the state as 
trauma centers to assist with uncompensated care 
and the cost of readiness 
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System Coordination and Patient 
Flow 

D Implement standardized prehospital triage and 
trauma activation protocols customized to the three 
response areas (Anchorage, Southeast, and the bush). 
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Financing 

o Provide state funding to hire a fulltime trauma 
system manager. 

o Determine a method of providing financial 
support for hospitals designated/certified by 
the state as trauma centers to assist with 
uncompensated care and the cost of readiness. 
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Alaska Trauma Systems Review 
Committee 

~I~I ________________________________________ ___ 

o MDs, nurses, admin, and prehospital. Meet twice a 
year. 

o Oversight- Trauma designation LevellVs 

- EMS/ prehospital triage and 

interfacility transfer 

guidelines 

-Trauma system performance 

improvement. 
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Head Injury Guidelines for Rural and 
Remote Alaska 

,-----IlL-____________________ _ 

D Developed 2004 by an ad hoc group of the trauma 
systems review committee. 

D Adopted mostly by the tribal system. 

D Decreased unnecessary medevacs from the bush 
75%. Saving of over $300,000 medevac costs. 

D No adverse consequences. 
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Current Activity US 
,--IL-l ____________________ _ 

D 2008 Georgia $60,000,000 to create trauma fund. 

D 2009 Arkansas $20,000,000 to develop statewide 
system of trauma center 

D Federal legislation currently being considered in 
the House and Senate. 
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Alaska Trauma System: Where do we 
go now? 

'------,----'1 [L--____________________ --' 

o I ncreasing facility participation is essential to 
developing an inclusive system. 

o "Carrots and/or sticks" 

o The time has come, this legislation can save lives. 
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Alaska CJATF Legislative Presentation 2/2/10 

Overview 
Title: Intro to the Alaska OATF and recommendations for 2010-11 
Presenter: Cathy Baldwin-Johnson MDt Chair 

Background 
• History of OATF 
• 2009 projects 
• 2010 projects 
• Concerns noted by OATF 
1. Inconsistent interpretation of use of CACs statute 
2. Ability to assure confidentiality of medical and forensic interview 

peer review 
3. Inability of current assault statutes to adequately protect children 

Recommendations 
1. Clarification of use of required CACs where possible to include law 

enforcement 
2. Minor revision to medical peer review confidentiality statute to in­

clude CAC organizations 
3. New statute to allow confidentiality of forensic interviewing peer 

review 
4. Evaluation of current criminal assault statutes as they relate to 

children with consideration of separate child assault laws 

OurM~ ldenb~ ~..OD ~ improo.ement ~needcd in the 1Io~ ~to clJd dtre.illtnent. 

p .. nc~ <hold .."...I.busc,....le rewnnend."""" • ...l takac"""" "'.."."..., tI.c~_ 
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The Alaska Division of Public Health, Section of Women's Children's and Family Health, 
Maternal and Child Health Epidemiology Unit 
Alaska Surveillance of Child Abuse and Neglect (SCAN) 

Overview of presentation 
Title: Who, What, and Where of Fatal Child Abuse in Alaska 
Presenter: Jared W. Parrish, MS 

Background 
• The Centers for Disease Control and Prevention recognizes child maltreatment (CM) as a 

serious public health problem 
• Research indicates there are many resulting long-term health effects such as drug 

addictions, suicidal behavior, teenage pregnancy, obesity, and mental health problems 
resulting from CM 

Public Health Implications 
• No single agency has jurisdictional responsibility of all CM. 

o Child protective services address in home CM 
o Law enforcement responds to criminal CM. 

• No standardized definition dictates what CM is, thus making comparisons and magnitude 
assessments impossible. 

• The Alaska Surveillance of Child Abuse and Neglect (SCAN) links pre-existing data 
together to identify unique cases of maltreatment 

o Apply a standardized CDC developed public health definition of CM. 
o Using the Public health model as opposed to the legal model to CM, where 

prevention not conviction/prosecution is the priority the definition can be very 
sensitive to ensure all possible cases are captured. Thus the true magnitude of the 
problem, factors predisposing a child to CM, changes in rates of time, and 
effectiveness trials can be properly assessed. 

o SCAN is in its third year, and is 100% funded by the Title S MCH block grant 
o Currently mortality surveillance linkages multiple data sources and applies a 

working case definition to identify cases of maltreatment-confirmed, related, or 
suspected cases. 

o Morbidity surveillance is still being developed and will be implemented 
statewide, but employ a sentinel surveillance approach using regional hub sites to 
identify confirmed, related, and suspicious cases. 

o SCAN identifies, parent caregiver factors, incident factors, environmental/family 
factors, and child factors, and collects CDC developed data elements for 
epidemiological investigation. 

Mortality Data 
• Upon investigation of all infant deaths occurring in Alaska from 1992-200S, the death 

certificate (DC) identified 22 cases of maltreatmentlhomicide as a cause or contributor to 
death (O.IS per 1,000 live births). Including the related cases identified by SCAN the 
number increased to 74, and 133 with suspected cases (0.S2 and 0.93 per 1,000 live births 
respectively). Among the 133 maltreatment-related cases, 3S% were abuse (SBS, blunt 
force trauma), and 6S% neglect (Loaded gun left out accessible, unsafe sleep 
w/intoxicated caregiver). 
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• For the years 2000-06 among those aged 0-9 years of age 
o Nearly 22% of all deaths are maltreatment-related 

• 70% occurred to infants 
o 63% were neglect related 
o 42% of abuse-related deaths were due to blunt force trauma (including SBS) or 

gun shot 
o 40% of abuse-related death directly involved substance abuse 
o Alaska Native children have 4 times the risk of a CM fatality compared with 

Alaska non-Native children. 
o Alaska Native children have 5 times the risk of a NEGLECT fatality compared 

with Alaska non-Native children. 
o Only 13% of all fatal SBS related deaths occurred to Alaska Native children 

• Relative to AnehoragelMat-Su region (2000 - 2006) 
o Northern region had 3 times higher CM-related infant mortality 

• 3 out of every 10 infant deaths were CM-related (-30%) 
o Interior region has no significant difference in CM-related infant mortality 

• lout of every 4 infant deaths were CM-related (-25%) 
o Southwest region had no significant difference in CM-related infant mortality 

• lout of every 8 infant deaths were CM-related (-\3%) 
o Gulf Coast region had no significant difference in CM-related infant mortality 

• 2 out of every 9 infant deaths were CM-related (-22%) 
o Southeast region had no significant difference in CM-related infant mortality 

• 2 out of every 7 infant deaths were CM-related (-28%) 
• For the most part maternal risk factors independently associated with CM vary by Alaska 

Native status, indicating a need for specific population identification when implementing 
CM prevention activities. 

Take Home Points 
• Independent associated factors uniquely differ between Alaska Native and non-Native 

populations 
• Correctly targeted public health prevention programs are need based on evidence based 

data to impact maltreatment 
• Alaska Native children ages 0 - 9 years have higher maltreatment-related mortality rates 

relative to non-Native infants for all years examined 
• Neglect-related deaths account for much of this disparity 
• Focus on Neglect-related mortality will have the largest impact on reducing overall 

maltreatment-related mortality, and is most suited for public health prevention messaging 
(i.e. positive parenting, risk reduction strategies, community empowerment) 

Implications 
Using a more sensitive definition and public health model lends the use of epidemiologic 

investigation that is based on local relevant data. Both appropriate messaging, and population 
identification will increase the impact of prevention/intervention efforts undertaken by the state 
and other partners. 
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aska Children's lance 
clvlld-r~, 
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-_III! 
The mission of the Alaska Children's Alliance is to 
promote a culturally appropriate multidisciplinary 
response to child maltreatment throughout Alaska 
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National Children's Alliance which: 

• Sets minimum standards for CACs 

• Sets minimum standards for State Chapters 

• Provides 
• Limited funding for Chapters 

• Support, Training and Technical Assistance 

• National recognition 

• Accreditation 

'V~'~ 
,. - :0-. \lI lLI ~ .. : ..... ;;t." dJ . r 
" ~ iJ~.' t~ . ~.~ .. -Al·~ ~ 
"/ f1\'_~, ~ .' 

I. '~ .... -s.' 
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• Technical assistance & support to existing and 
developing: 
• Children's Advocacy Centers 
• Multidisciplinary Teams 
• Child Protection Teams 

• State representation at the regional and national 
levels 

• Limited funding through national grants 
• Coordination of statewide efforts 

• Training 
• Data Collection in collaboration w / CJA & SCAN 
• Statewide protocols to ensure high & consistent 

level of service 
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it Anchorage - Alaska C.A.R.E.S. 

• Bethel - TWC The Children's Center 

. {it Copper River Basin - Copper River Basin CAC 

a Dillingham - Nitaput Child Advocacy Center 

a Fairbanks - RCPC Stevie's Place 

a I(enai Peninsula - I(enai Peninsula CAC 

a Juneau - S.A.F.E. CAe. 

(it I(odiak-I(odiak Area Native Assoc. CAC - Developing 

• Mat-Su - The Children's Place 

• Nome - I(awerak CAC 
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vocacy 
• A child and family friendly environment for 

coordination of investigative process in child abuse 
cases, specifically child sexual abuse 

Cnildrens 

~ Respome ~ Ev~On $eflKiS 

"nice people, cozy, homey, - I felt safe here" 
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lid Advocacy Centers provi 
Q Specialized Forensic Interview 
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"They said I'm not in trouble and I did d 

the right thing on telling someone what my uncle was doing." 

~ . 
. I 
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lid Advocacy Cen-ters provlae: 
• Specialized, Non-traumatic Medical Exam 

"My favorite part (of being at the 

CAC) was finding out my body is OK" 
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Child Advocacy Centers provide: 
• Collaboration with mental health services for earlier 

response to referrals 

~ 
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hild Advocacy Centers provide: 
o Identification of risks and assessment of needs of 

child and family and referrals to address those issues 

~r;Ji1J!iJl~iDli1li](iD 
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~~~" 

"Everything was well explained-you guys are doing a 
great job. Thank you." 
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(j On-going support and follow up for family 
throughout the system process and beyond 

(1\11 the caring personalities was very comforting. Everyone 
kept us apprised of what was happening and were giving us 
very helpful information. It was nice to be treated so 
respectfully and I think everyone here helped my daughter 
find a little peace in this terrible situation." 
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ild Advocacy Centers provide: 
CASE TRACKING/DATA COLLECTION: 

~ System for monitoring case progress and tracking 
outcomes 

o CACs in Alaska use a uniform data collection system, 
N CA Trak which is required for funding 

Q Helps identify strengths and challenges of the team & 
the system response 

COMMUNITY AWARENESS 

~ Presentations 

~ Classes 

o Radio Show, Interviews, etc 
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CAC Research 
Crimes against Children Research Center 

University of New Hampshire 
1,000 cases of Child Sexual Abuse studied at 4 CACs and 4 

communities without CACs showed: 
.:. More coordination of interviews at CACs - more police 

involvement in cases 
·:·Children at CAC less fearful when interviewed 
.:. Higher satisfaction among parents / caregivers when CAC 

used 
.:. More referrals for mental health services through CACs 
.:. More forensic medical exams when CAC used 
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. Anchorage 96 , 27.·.· 601. _,:, . 756 

~----->. -~- ------~'-' ---.'" .. ~------- --' -_C-'..:..i..._--· _~~-. - __ '---..:.~~u.:..--.-_ ... , _-'", 740 .' 921 823' 8,017 --1'- 'f ___ ---'"--___ • _____ ...!l ..... _______ , _______ ...: 

Bethel 01 35 131 161 137 184 121 935 

Copper River Basin 17 12 12 
09' ;' 

. ,! . , '--_.--' ---""-- '---- - ------.:....:....::.-.--- __ .. L.~ ..:.......r1-_____ -'- ;,"-'- IL __ ' -------.1'----_ .. _L ____ '( __________ ' __ ~: 

Dillingham 03 32 15 28 

· Fairbanks 03 21 126 .. , 163 
l ___ ~ _________ . __ . _____ '- '_~_' I _ .. ~+' ,~ 

Juneau 01 

Kenai Peninsula 08 

19 102 89 

30 

40 45 28 182 

, 140 142 .: 213 880 
-'~-' -.-: ____ ~_ .l ______ -11. ______ .. _. _...-..!.....:.... ____ . ____ ~ _____ •• 

100 90 87 948 

37 47 84 
L _________ - _: ___ --.,.. ____ .......:.... _"""'-'---"-_~~ ___ ._. _'_~""""""'" 

~";,~",,,-., '>"L..:-,--~_.:.. ,;.. _________ --.!L __ ~ ____ , ... _________ -'__ _________ _ 

Mat-Su 99 11 142 98 152 145 167 1,479 

Nome 02, 17 16 37 24 23 29 196 
!- .----.----_~~~_. __ .. ~....::_.:J~,_\.~,- ... ,.,. .,',.h ',j~_'_'" ..-:.._:-1_' _ ,~-~--_~~. __ _____.JL_ ___ . __ 

TOTALS 209 1,133 1.332 1.333 1,587 1,527 12,733 
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DEPT. OF HEALTH AND SOCIAL SERVICES 
ALASKA HEALTH CARE COMMISSION 

January 15,2010 

SEAN PARNELL, GOVERNOR 
Bill Hogan, CommIssIoner 

3601 C Street, Suite 902 
ANCHORAGE, ALASKA 99503 
PHONE: (907) 269-7800 

To: The Honorable Sean Parnell, Governor, State of Alaska 
The Honorable Gary Stevens, President, Alaska State Senate 
The Honorable Mike Chenault, Speaker of the Alaska House of Representatives 

We are pleased to present this report by the Alaska Health Care Commission in accordance with 
Administrative Order 246. The Commission was chartered by Governor Palin last winter to 
provide recommendations for and foster the development of a statewide plan to address the 
quality, accessibility and availability of health care for all citizens of the state. This report 
represents the efforts of the Commission over this past year to identify and analyze problems 
with Alaska's health care system, develop an initial set of recommendations, and chart a course 
for the future. 

The health care challenges faced by Alaska at this time are daunting. Costs have reached 
unaffordable levels, more and more Alaskans have difficulty accessing care, the delivery system 
is fragmented, vacancy rates among the health care workforce are high, financing and payment 
mechanisms make no sense, variations in medical practice and quality are not well understood, 
and providers are becoming more and more frustrated as they become buried under layers of 
government rules intended to help fix these problems. 

Action is required, but these problems are complex. There are no magic bullets, there is no one 
solution, and the improvements required will not occur ovemight. A process of transformational 
change must be implemented that will guide Alaska's health care system down a path to become 
more patient-centered, more evidence-based, more coordinated, and more efficient. Health care 
providers need to be supported and provided the appropriate tools they need along the way. 

At the same time we need to start getting a handle on cost sooner rather than later. The health 
care industry represents an important part of our state's economy and we need to be careful about 
forcing too much change too quickly, but the continuing escalation in health care costs poses a 
significant and real threat to Alaska's economy and the sustainability of state government. 
Continuing work on the part of a future Commission must focus on this challenge. 

We are optimistic that this report offers hope for the future and will lead to a health care system 
that focuses on creating health and not just treating illness and injury, will provide value for 
Alaskans' health care dollar, meets the needs of both consumers and providers, and is sustainable 
over the long term. 

Sincerely, 
Ward B. Hurlburt 1lI, MD, MPH 
Chair, Alaska Health Care Commission 
Chief Medical Officer 
Department of Health & Social Services 

Deborah Erickson 
Executive Director 
Alaska Health Care Commission 
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Executive Summary 

A healthy citizenry is vital to the economy and governance of the state of Alaska. Good health, both 
physical and mental, is essential to all Alaskans' ability to actively participate in and contribute to their 
families, schools, places of employment, and communities. Access to quality health care is an important 
contributor to the health of Alaskans. 

The Alaska Health Care Commission was created to address growing concern over the condition of 
Alaska's health care system. The delivery of care is fragmented. Costs are unaffordably high and 
continue to climb, seemingly out of control. Too many Alaskans lack health care coverage, or have 
coverage but can't find a doctor who will accept them as a patient. levels and variations in the quality 
of care are not well understood. Consumers aren't happy. Providers are frustrated. The system as 
currently designed is not sustainable. 

The health care system has come together in a piecemeal fashion over many decades. It is funded by a 
conglomeration of numerous public and private payers. Care is provided under layers of government 
rules and regulations. Some provider organizations are government, some are quasi-government, some 
are non-profit, and some are private for-profit businesses. Providers trained in different regions of the 
country and in different fields don't have a consistent approach to diagnosis and treatment. 

A system this complex cannot be fixed over night. A journey of transformation that will be many years 
in the making is required to redesign and implement a more rational, coherent and sustainable system 
that will deliver the highest quality of care at the most reasonable price in a way that protects providers 
and their business interests, while protecting the interests of Alaska's health care consumers. 

The Commission envisions a health care system for Alaska that places individual Alaskans and their 
families at the center of their health care experience and focuses on creating health, not simply treating 
illness and injury. In addition to producing healthy Alaskans, a transformed system will provide value for 
Alaskans' health care dollar - delivering high quality care as efficiently as possible at a reasonable price. 
In this system providers' business and professional interests and integrity will be maintained. Health 
care consumers will be satisfied with the level and quality of services they receive. And a final but 
essential element of this picture is that Alaska's health care system will be sustainable. 

The Commission also identified four goals for a transformed health care system - that it will: 
I. Improve access to health care services and affordable health insurance coverage. 

II. Turn the curve on Alaska's medical inflation rate so that it is at least below the national rate, in 
order to contain cost growth. 

III. Assure that health care services delivered in Alaska meet the highest quality and safety 
standards. 

IV. Focus on prevention, not just clinical preventive services for individuals, but public health 
community-based policies and programs, to support improved health status and to control costs 
by reducing the burden of preventable illness and injury. 

Understanding and supporting the consumer's role in health care was a primary interest of the 
Commission's, and became the central focus of their strategic approach to transformation of Alaska's 
health care system. Two aspects emerged as critical to addressing the goals of increased access, 
improved value (high quality at a reasonable price), and a focus on prevention -1) individual lifestyle 
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choices and the impact those choices have on health outcomes and demand for health care services; 
and 2) the role of primary care in placing the patient at the center of their health care experience. 

A vital health care workforce and modern information management tools are the foundation upon 
which support for healthy lifestyles and a strong innovative primary care system depends. And the 
journey to a transformed health care system cannot continue without statewide leadership to see it 
through. On-going study, planning, and policy development is necessary to ensure Alaska's health care 
system is able to adapt to national health care reform, and to create a regulatory and reimbursement 
environment that supports the health care industry while it redesigns itself. 

To achieve these goals the Commission recommends the following to the Governor and the Legislature: 
A. Strengthen the consumer's role in health and health care 

o Support healthy lifestyles and create cultures of well ness 
o Develop patient-centered primary care models through payment reform, removal of 

barriers, and support for pilot projects 
B. Foster statewide leadership to support health care transformation 

o Invest in the health policy infrastructure needed to respond to national reform 
o Establish a permanent state health planning and policy body in statute 

C. Develop the health care workforce 
o Make workforce a priority on health care reform and economic development agendas 
o Strengthen the pipeline of future health care workers 
o Support workforce innovation and adaptation as patient care models evolve 
o Direct workforce planning to be more coordinated 
o Increase the supply of primary care physicians by 

• Supporting educational loan repayment and financial incentives for recruitment 
• Expanding the WWAMI Alaska medical school program as resources allow 
• Supporting planning for primary care residency programs 

D. Deploy health information technology 
o Support health information technology adoption and utilization 
o Ensure public health connectivity 
o Ensure resulting information is used for optimization of medical care 
o Ensure privacy and security 
o Facilitate broadband telecommunications service access 
o Improve reimbursement for telemedicine 

E. Improve access to primary care for Medicare beneficiaries 
o Increase the supply of primary care providers 
o Support Federally Qualified Health Centers and Rural Health Clinics 
o Request relief from federal reimbursement inequities and administrative burdens 
o Develop a PACE (Program of All-Inclusive Care for the Elderly) program 

The Commission provides in this report an action plan suggesting the operational steps and resources 
required to implement each of these recommendations. The Commission also lays out a 5-year 
strategic planning framework designed to facilitate an ongoing comprehensive approach to health care 
system transformation. Also included is a description of additional strategies for potential inclusion in 
continued planning efforts, such as cost and quality transparency, evidence-based medicine, payment 
reform, fraud and abuse control, and public health system support. Finally - as the work represented in 
this report is only a beginning - a one-year work plan for this or a future health care commission is 
outlined for 2010 to guide the continuing journey of health care system transformation for Alaska. 
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PART I: Introduction 

A. Purpose ofthis Report 
The purpose of this report is to convey the findings and recommendations of the Alaska Health Care 
Commission to Governor Parnell and the Alaska legislature as required under Administrative Order 
(A.D.) 246. This report is intended to serve as a five-year strategic plan for strengthening Alaska's health 
care delivery system, and is meant to be a living document that will evolve each year over the course of 
the coming five years as problems are studied, various approaches are analyzed, and implemented 
strategies are evaluated. This plan will be updated and conveyed to the Governor and legislature in 
subsequent annual reports of the Commission if the Commission is continued beyond this first year. 

Included in this report are: 
• Part I: an introduction including background on the Commission, a summary of the 

Commission's 2009 activities, and a description of the Commission's vision, goals and values; 
• Part II: information on the challenges of delivering and accessing health care in Alaska; 
• Part III: the Commission's proposed strategy for transformation of Alaska's health care system, 

including findings and recommendations on key issues analyzed during the year; 
• Part IV: a brief explanation of the design elements required for health care system 

transformation identified this year that are recommended for future analysis; 
• Part V: the strategic plan -laying out a framework for the five-year plan, providing a suggested 

action plan for implementation of the Commission's 2009 recommendations, and setting the 
Commission's work plan for 2010; 

• Appendices: Background information on health and health care in Alaska, and additional 
documents produced by the Commission. 

B. Background on the Alaska Health Care Commission 
The Alaska Health Care Commission was established by Governor Palin on December 4, 2008 under A.D. 
246 to provide recommendations for and foster the development of a statewide plan to address the 
quality, accessibility, and availability of health care for all citizens of the state. The duties of the 
Commission as outlined in the Administrative Order are to: 

I. Serve as the state health planning and coordinating body; 
II. Provide recommendations for and foster the development of a: 

A. Comprehensive statewide health care policy; 
B. Strategy for improving the health of Alaskans that includes 

i. Encouraging personal responsibility in prevention and healthy living for all residents 
ofthe state; 

ii. A reduction in health care costs for all residents of the state to be below the 
national average; 

iii. Access in communities of the state to safe water and wastewater systems; 
iv. The development of a sustainable health care workforce in the state; 
v. Quality health care being accessible for all residents of the state; and, 
vi. Increasing the number of residents of the state who are covered by health care 

insurance; and, 
III. Submit a report to the Governor and the legislature on or before January 15, 2010 regarding the 

Commission's recommendations and activities. 
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Commission members were appointed by Governor Palin (with legislative representatives appointed by 
their respective bodies) January 27, 2009. Short biographies for each of the Commission members are 
included in Appendix D. The members of the Commission are: 

Ward Hurlburt, MD, MPH': Designated Chair; Chief Medical Officer for the Alaska Department of 
Health & Social Services; Anchorage. 
C. Keith Campbell: Representing Consumers; Retired; Seward. 
Valerie Davidson: Representing Alaska tribal health care providers; Senior Director of legal and Inter­
Governmental Affairs for the Alaska Native Tribal Health Consortium; Anchorage. 
Jeffrey Davis: Representing Alaska's health insurance industry; President of Premera Blue Cross Blue 
Shield of Alaska; Anchorage. 
Ryan Smith: Representing the Alaska State Hospital & Nursing Home Association; Chief Executive 
Officer of the Central Peninsula General Hospital; Soldotna. 
Wayne Stevens: Representing the Alaska State Chamber of Commerce; President & CEO of the Alaska 
State Chamber of Commerce; Juneau. 
lawrence Stinson, MD: Representing Alaska health care providers; Anesthesiologist and co-owner of 
Advanced Pain Centers of Alaska. 
linda Hall (Ex-Officio): Representing the executive branch; Director of the Division of Insurance; 
Anchorage. 
Representative Wes Keller (Ex-Officio): Representing the Alaska House of Representatives; Wasilla. 
Senator Donny Olson (Ex-Officio): Representing the Alaska Senate; Golovin. 

Creation of the Commission followed from the work of an earlier group convened by Governor Palin -
the Alaska Health Care Strategies Planning Council- established under A.D. 232 in 2007. The Planning 
Council consisted of 17 members who met for 6 months, during which time they identified a series of 
goals and strategies for improving the health of and health care for Alaskans. The Council's 
recommendations included a strategy for creation of a permanent health planning commission 
established in state statute. 

Governor Palin's issuance of A.D. 246 was meant to jump-start the Planning Council's recommendation 
for a permanent body while legislation to establish the Commission was pending in the Alaska 
legislature. There are currently three bills under consideration by the legislature that would create a 
health care commission in statute - HB 25 (Hawker), HB 75 (Cissna), and SB 172 (Olson)'. If one of these 
bills passes during the 2010 session and is signed into law by Governor Parnell, the work of the current 
Commission will continue, but potentially with a slightly different charge and different members. If 
none of these bills pass, and unless Governor Parnell extends the life of the Commission through 
Administrative Order, the work of this Commission will end, but hopefully their one year of work and 
this report will add some value to on-going efforts to strengthen Alaska's health care delivery system 
and improve the health of Alaskans. 

lOr. Jay Butler served as Chair of the commission through mid-June. Commissioner William Hogan assumed the 
role of Chair in June through September. Dr. Hurlburt was appOinted Chair of the commission following his 
appointment as Chief Medical Officer of DHSS in September. 
, A table comparing the purpose, duties and membership of the bodies that would be created under each of these 
bills and A.D. 246 is included in Appendix 0 of this report. 
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C. Summary of2009 Activities 

The Commission experienced a number of challenges during their first year, including lack of funding, 
turnover in the Chairperson's role, temporary reassignment of their one staff person, uncertainties 
caused by the efforts at the federal level to reform the nation's health care system, and unknowns 
about the future of the Commission itself. Despite these limitations the Commission was successful in 
analyzing a number of critical issues and developing the recommendations contained in this report. 

The Commission focused this year on: 
1. Developing a vision of a transformed health care system for Alaska, including goals and values for 

guiding decision making; 
2. Defining a comprehensive health care system transformation strategy; 
3. Identifying, analyzing and developing recommendations regarding a few critical priority issues; 
4. Outlining a 5-year strategic planning framework, including identification of: 

a) a preliminary set of measures for tracking the performance of Alaska's health care system, and 
b) issues and strategies for future analysis and policy recommendation development. 

The Commission identified as their initial priorities for analysis and policy recommendation development 
for this year the following issues: 

• The consumer's role in health care 
• Statewide leadership for strengthening the health care system 
• Health care workforce development, with a focus on the physician workforce 
• Health information technology 
• Primary care access for Medicare patients 

2009 Accomplishments 

Meetings and public hearings: During 2009 the Commission held four face-to-face meetings: February 
27-28 in Juneau; and May 1-2, August 25-26, and November 6-7 in Anchorage. All of these meetings 
were open to the public, and teleconferenced for members of the public unable to attend in person but 
interested in listening to the meeting or providing public testimony. A number of teleconferences were 
held during the year as well. Summaries of the meetings and teleconferences are included in Appendix 
D of this report. Four public hearings were held, three during the May, August, and November 
meetings, and one on December 14 through the Legislative Information Office teleconference system. 
Administration: In their first months the Commission established meeting rules, a set of by-laws, a job 
description for the Executive Director, and appointed an Executive Director (initially hired by DHSS in 
February to expedite the first meeting of the Commission). A copy of the Commission's meeting rules, 
by-laws, and Executive Director job description are included in Appendix D of this report. 
Communication and coordination: The Commission developed a website for posting information 
regarding their meetings as well as reference documents related to their priority focus areas 
(http://hss.state.ak.us/healthcommissionll.Alistserv was established to maintain communication with 
system stakeholders and members of the public interested in receiving periodic updates. As an initial 
step toward assuming the health planning coordination role noted in the Administrative Order, the 
Commission compiled an inventory of boards, committees, coalitions, and other organizations in Alaska 
involved in health planning in some way, as well as a list of health reports and plans (in Appendix C). 
Prpducts: The primary product developed by the Commission is this, their first report to the Governor 
and Legislature, which includes the Commission's vision, values and goals; findings and 
recommendations on the priority issues noted above, and a planning framework for the next five years. 
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D. The Commission's Vision for Transformation of Alaska's Health Care System 

"The health of the people is really the foundation upon which all their happiness 
and all their powers as a state depend." Benjamin Disraeli 

A healthy citizenry is vital to the economy and governance of the state of Alaska. Good health, both 
physical and behavioral, is essential to all Alaskans' ability to actively participate in and contribute to 
their families, schools, places of employment, and communities. Access to quality health care is an 
important contributor to the health of Alaskans. 

The Alaska Health Care Commission was created to address growing concern over the state of Alaska's 
health care system. The delivery of care is fragmented. Costs are unaffordably high and continue to 
climb, seemingly out of control. Too many Alaskans lack health care coverage, or have coverage but 
can't find a doctor who will accept them as a patient. Levels and variations in the quality of care are not 
well understood. Consumers aren't happy. Providers are frustrated. The system as currently designed 
is not sustainable. 

The health care system has come together in a piecemeal fashion over many decades. It is funded by a 
conglomeration of numerous public and private payers. Care is provided under layers of government 
rules and regulations. Some provider organizations are government, some are quasi-government, some 
are non-profit, some are private business. Providers trained in different regions of the country and in 
different fields don't have a consistent approach to diagnosis and treatment. A system this complex 
cannot be fixed over night. A journey of transformation that will be many years in the making is 
required to redesign and implement a more rational, coherent and sustainable system that will deliver 
the highest quality of care at the most reasonable price in a way that protects providers and their 
business interests, while protecting the interests of their consumers. 

Vision 
Alaska's Health Care System 

• Produces improved health status 
• Provides value for Alaskans' health care dollar 
• Delivers consumer and provider satisfaction 

• Is sustainable 

The first step this year in the Commission's journey toward transformation of Alaska's health care 
system was to design a picture of the ideal system. The Commission envisions a health care system for 
Alaska that places individual Alaskans and their families at the center and focuses on creating health, not 
simply treating illness and injury. In addition to producing healthy Alaskans, a transformed system will 
provide value for Alaskans' health care dollar - delivering high quality care as efficiently as possible at a 
reasonable price. In this system providers' business and professional interests and integrity will be 
maintained. Health care consumers will be satisfied with the level and quality of services they receive. 
And a final but essential element of this picture is that Alaska's health care system will be sustainable. 
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Health Care Goals 
I. Improved Access 

II. Contained Cost 
III. Safe, High Quality Care 
IV. Prevention-Based 

The Commission also identified four goals for a transformed health care system to support a targeted 
approach to identification of improvement strategies and performance measurement. The first goal is 
to improve access to 1) affordable health care insurance coverage, and 2) the services of a health care 
delivery system that is, itself, healthy. The second goal is to turn the curve on Alaska's medical inflation 
rate so that it is at least below the national rate, in order to contain cost growth. The third goal is to 
assure that health care services delivered in Alaska meet the highest quality and safety standards. The 
fourth goal is to focus on prevention, not just clinical preventive services for individuals, but public 
health community-based policies and programs, to support improved health status and to control costs 
by reducing the burden of preventable illness and injury. 

Values 

• Sustainability 

• Efficiency 

• Effectiveness 

• Individual Choice 

• Personal Engagement 

The Commission agreed to the following set of values to guide planning and policy recommendation 
decisions for transformation of Alaska's health care system: 

Sustainability: A redesigned health care system for Alaska must be sustainable in terms of: 
1) government, private sector, and individual ability to financially support implementation over the long 
term; and, 2) health care provider ability to deliver quality care while maintaining a sound business 
operation. 
Efficiency: A redesigned health care system for Alaska will minimize waste in clinical care and 
administrative processes. 
Effectiveness: A redesigned health care system for Alaska will support practices best known to produce 
the best outcomes. 
Individual Choice: A redesigned health care system for Alaska will provide information and options for 
Alaskans in terms of health care coverage and service providers. 
Personal Engagement: A redesigned health care system for Alaska encourages and empowers Alaskans 
to exercise personal responsibility for healthy living and for obtaining and participating in their health 
care. 
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PART II: Health Care Delivery and Access Challenges in Alaska 

The effort to transform Alaska's health care system to achieve the Commission's vision requires an 
accurate and complete understanding of the current condition of the system. A description of health 
care in Alaska - how it is structured, provided and funded - is included as Appendix A of this report. 
Here in Part II a discussion of some of the particular challenges associated with delivering and accessing 
health care in Alaska is discussed. 

A. The Cost of Health Care in the U.S. 

Health care spending in the United States has been growing faster than the economy for decades, 
doubling from 8% of the nation's gross domestic product (GDP) in 1970 to 16% in 2006. It is projected 
to increase to 20% of GDP, with total spending doubling from $2 trillion in 2006 to $4 trillion, by the year 
2016.' A comparison of national health expenditures in the United States to other member countries of 
the Organization for Economic Cooperation and Development (OECD)(Figure 1) illustrates the challenge 
our nation faces in maintaining a competitive edge in today's global market place, as the increasing cost 
of health care contributes to higher prices for goods and services produced in the U.S. 

FIGURE 1: National Health Expenditures as Percentage of National Gross Domestic Product, 2009 
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Source: OECD Health Data 2009, OECD (http://www.oecd.org/health/healthdata). 

Higher costs in the United States do not necessarily reflect greater levels of health care resources. The 
U.S. has fewer physicians per capita than most other OECD countries, with 2.4 practicing physicians per 
1,000 Americans compared to the OECD average of 3.1. The U.S. also has fewer hospital beds, with 2.7 
acute care hospital beds per 1,000 Americans compared to the OECD average of 3.8 beds. ii Nor do 
higher costs mean that Americans have greater access to care. In 2004 97% of U.S. residents reported 
seeing at least one doctor in the previous 2 years, compared to 95% of Canadians and 98% of 
Australians. 84% of Americans reported having had a blood test, x-ray, or other diagnostic test in the 
past 2 years, compared to 84% of Canadians and 83% of Australians. ii

' 
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Higher health care spending does not translate into better outcomes in terms of health status. Life 
expectancy and infant mortality are not necessarily reflective of the quality of health care, but are two 
general measures of population health that indicate Americans, for all the investment in health care 
services, are not healthier overall. Life expectancy in 2007 was at 78.1 years in the U.S., placing it 24th 
among the 30 OECD nations; and the U.S. ranked 28th in infant mortality at 6.7 per 1,000 live births, 
ahead of only Mexico and Turkey." 

Health care spending in the United States not only represents a higher proportion of our economy 
compared to other countries, average spending per person is significantly higher. Per capita national 
health expenditures in the United States increased 850% over the past three decades to $7,290 (Figure 
2). The average OECD national health expenditure in 2007 was less than half that amount, at $2,984 per 
person. v 

FIGURE 2: National Health Expenditures per Capita, 1980-2007 
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Source: OECD Health Data 2009, OECD (http://www.oecd.org/health/healthdata). 

Just one result of the escalation in health care costs is the impact on the personal finances of America's 
families. In 1981 medical problems contributed to just 8% of personal bankruptcies in this country. By 
2007 the share of bankruptcies attributable to a medical cause had increased to 62.1%." 

B. The Cost of Health Care in Alaska 

The rapid rise in the cost of health care in the U.S. is reflected in Alaska as well. In 1993 the Health 
Resource & Access Task Force, a group convened by the Alaska Legislature to address questions of 
health care cost and access, projected health care spending in Alaska would "sky-rocket" from slightly 
below $1.6 billion in 1991 to nearly $5.6 billion in 2003. The HRATF determined that this "alarming" 
level of spending was inevitable if nothing was done to change the status quo.''' Today in 2009 
estimated spending for health care in Alaska is over $6 billion. 

16 01-15-10 



1851 

Government (all levels - federal, state and local) pays 64% of Alaska's health care bill, including public 
insurance programs (Medicaid and Medicare), government employee and retiree insurance premiums, 
medical care for military personnel and dependents, Indian Health Service support oftribal programs, 
medical care provided through the Veterans' Administration, grants to Community Health Centers, 
operation of the state psychiatric hospital and Pioneers' Homes, and care for offenders incarcerated by 
the Department of Corrections. Private employers pay 17% of Alaska's health care bill in the form of 
health insurance premiums, self-insured costs, and Workers' Compensation medical benefits for their 
employees. Individual Alaskans pay the remaining 19% through premium contributions, co-payments, 
deductibles, and direct payment to providers:;;; 

The high cost of health care presents a significant fiscal challenge for the state of Alaska. State 
government is currently responsible for administering over $1.5 billion annually for all health care 
related expenditures (inclusive of costs for employees and retirees, Medicaid (including federal funds), a 
variety of grant programs, state health facilities, and services for inmates in state prisons). In 2004 
Alaska had the highest annual Medicaid expenditure level per enrollee in the United States, at $10,417.;' 
State general fund expenditures for Medicaid grew from a little over $80 million in FY 1991 to over $408 
million in FY 2008 - an increase of 410% during that 17 year period (Figure 3).' 

FIGURE 3: Alaska State General Fund Medicaid Expenditures, 1991-2010 
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Source: FY 2010 DHSS Budget Overview 
• FY 2009 and 2010 were estimated expenditures as of Nov 2008 

Contributors to health care spending are numerous and varied, but there are two basic components 
driving total cost - price and utilization. Population increases and inflation are partly responsible for 
driving upward trends in utilization and priCing, but do not account fully for the rapid rise in health care 
spending in Alaska - which increased at an average annual growth rate of 8.9% per year between 1990 
and 2005. Increased utilization due to a greater number of people living in Alaska made up 1.2% of the 
average annual spending increase, and general inflation contributed 2.4%. The reasons behind the 
remaining 5.3% average annual growth rate are not well understood:; 
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Increased utilization of the health care system is partly driven by the rising prevalence of health 
problems and the aging of the state's population. It is also influenced by payment systems that do not 
present incentives for patients and providers to keep spending in check. New technologies that provide 
additional diagnostic and therapeutic opportunities are another factor. Also contributing to utilization 
that may be higher than necessary is the practice of defensive medicine due to concern over medical 
liability. Fraudulent claims for medical services never rendered also playa role. One factor that may be 
a key in understanding and controlling utilization is waste in the system - by some estimates as much as 
30% of total health care costs are for medical goods and services that are not medically necessary or are 
ineffective. 

Prices of health care services and medical equipment, supplies and pharmaceuticals make up the other 
component contributing to total spending. The higher cost of living in Alaska contributes somewhat to 
higher health care prices, but the Consumer Price Index (CPI) for Anchorage increased a total of 38% for 
all items between 1991 and 2005, while the CPI for medical care in Anchorage increased 98% during that 
same period. Lack of economies of scale due to Alaska's small, widely dispersed population and also 
fragmentation and duplication in Alaska's health care system are assumed to contribute to higher prices. 
Medical liability is a component of price, as the cost of malpractice insurance premiums is passed on to 
the consumer. New medical technologies also playa role in higher prices, as the cost to providers of 
implementation is passed on to consumers.';; 

One sign that the price of health care in Alaska is higher than in other states is the difference in 
reimbursement rates between Alaska and Washington State's Medicaid programs. Many of the 
professional fees paid by Alaska's Medicaid program are nearly three-times higher than those paid in 
Washington - Figure 4 provides just a few examples from the two states' 2009 Medicaid Fee Schedule. 

. FIGURE 4' Differences in Medicaid Fees Washington State and Alaska 2009 , , 
Description Code AK Fee WAFee % Difference 

Outpatient Office Visit - Lower Level 99212 $62.46 $22.69 175% 
Outpatient Office Visit - Highest Level 99215 $221.58 $76.00 192% 
Emergency Department Visit 99283 $109.14 $37.48 191% 
Knee arthroscopy/Surgery 29881 $976.77 $358.08 173% 
Gall bladder removal, laparoscopic 47563 $1,175.10 $412.29 185% 
Cataract Surgery w/ lens implant 66984 $1,141.23 $394.44 189% 

.. Source: Alaska Department of Health & SOCial Services, DIVISion of Health Care Services, December 2009 

Another indicator that Alaska's health care prices are generally higher is a comparison of spending for 
inpatient hospital services. In 2007 the average hospital adjusted expenses per inpatient day was 
$2,104 in Alaska - 24% higher than the national average of $1,696.'m The average hospital cost per stay 
in Alaska was $27,171 compared to the 2007 national average of $15,455. ,;, 

And one more example of higher prices and overall costs comes from the Workers' Compensation 
program. Alaska has ranked 1" in the nation for cost of workers' compensation premium rates since 
2005. Medical costs made up 72% of total benefit claims in Alaska in 2008, compared to the national 
average of 58%. The average medical cost per workers' compensation claim in Alaska was $40,000 per 
injury in 2008 compared to the national average of $26,000. Alaska's Workers' Comp medical fee 
schedule rates were the highest in the nation in 2006 - on average 3.5 times higher than Massachusetts, 
the state with the lowest rates. ~ Below are a few examples of fees paid by Alaska's program compared 
to Washington's and Hawaii's. 
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FIGURE 5' Differences in Workers' Comp Fees Alaska Washington and Hawaii 2006 , , 
Description Code AKFee WAFee HI Fee 

Outpatient Office Visit - Mid Level 99213 $127.00 $76.00 $61.00 

Radiology (MRI, spinal canal cervical) 72141 $2,339.00 $769.00 $634.00 

General Medicine (nerve conduction) 95904 $219.00 $81.00 $66.00 

Knee arthroscopy/Surgery 29881 $4,181.00 $869.00 $693.00 
Physical Medicine (therapeutic proc) 97110 $83.00 $40.00 $32.00 
Source: November 2009 Report of the Workers Compensation Medical Services Review Committee, AK Dept of labor & Workforce 
Development 

More research is required to understand the disparity in health care prices between Alaska and other 
states. A more comprehensive analysis of fees paid by all major payers and programs should be 
conducted. An analysis of variations in fees paid within Alaska as well as comparisons to other states 
should be included. Note the example from the above two tables in the disparity between fees paid by 
two different Alaskan programs for the same procedure - Alaska's Workers' Compensation program 
pays a professional fee for arthroscopic knee surgery (CPT 29881) that is more than four times higher 
than the fee paid by Alaska's Medicaid program. One other issue related to price and total cost that is 
not widely understood and should also be investigated is the difference between charges billed by 
providers and actual reimbursement levels, and how cost shifting occurs as providers adjust to changes 
in their payer mix and volume. 

C. Health Insurance Coverage of Alaskans 

Increased spending for health care translates into higher insurance premiums, as health insurance 
providers adjust to cover rising prices and growing utilization. Naturally therefore, as the overall cost of 
health care has increased over the years, the price of health insurance premiums has kept track. 
Unfortunately workers' wages have not kept pace with the rise in the cost of health insurance (Figure 6), 
and health care-related expenses are consuming a larger proportion of Americans' household income 
each year. 

FIGURE 6: Premiums Rising Faster than Wages and Inflation"'" 
Cumulative Changes in Components of U.S. National Health Expenditures and Workers' Earnings, 2000-2009 

Percent 
125 

100 

75 

50 

Insurance premiums 

Workers' earnings 

2000 2001 2002 2003 2004 2005 2006 20072008-2009-

*2008 and 2009 NHE projections. 

19 01-15-10 



1854 

In Alaska health insurance premiums for working families grew by 90.8% between 2000 and 2009. In 
comparison, the median earnings of Alaska's workers rose 17% during the same period. The average 
annual insurance premium for family health coverage in Alaska rose from $7,456 in 2000 to $14,226 in 
2009. The average annual premium for individual health coverage rose from $2,923 to $5,626 during 
that same period. w;; The percentage of income spent on health care in Alaska (based on per capita 

averages) increased steadily from 11% in 1991 to 19% in 2004. 

14% of Alaskans are uninsured or do not have access to military, Veteran's Administration or Indian 
Health Service-funded health care services. The following table (Figure 7) illustrates the proportion of 
Alaskans covered by various types of health care coverage. 

FIGURE 7: Health Insurance Coverage by Type of Coverage in Alaska and the U.S. 

Health Insurance Coverage Type Alaska United States 
Average for data years 2006-2008 

Percent of Percent of 
Count Total Total 

Covered by Any Source 575,269 86.0% 85.0% 

Employer 388,381 58.0% 59.0% 

Individual (self-purchased) 42,891 6.4% 9.0% 

Medicaid & Denali KidCare 78,636 11.8% 13.4% 

Medicare 57,384 8.6% 13.9% 

Military/VA 88,944 13.2% 3.7% 

Indian Health Service only3 28,095 4.2% 0.5% 

Uninsured all year 93,648 14.0% 15.0% 

Total 668,917 (percentages add up to more than 100% because of 
overlapping coverage types) 

Source: Current Population Survey (CPS), 2007-2009 surveys, 2009 data released September 2009. 

84% of uninsured Alaskans belong to households with one or more workers. Most uninsured workers 
are self-employed, or employed by small businesses that do not offer health benefits or offer coverage 
they cannot afford. While nearly all firms with more than 100 employees provide health benefits, less 
than a quarter of Alaska's smallest businesses (those with fewer than 10 employees) offer health 
insurance. The seasonal nature of Alaska's workforce is an important factor in employer health 
coverage. The CPS survey data in the Figure 7 table does not capture Alaskans who only have coverage 
part of the year in the reported uninsured amount. It also does not account for Alaskans who are 
underinsured - those who have coverage but with such high deductibles and co-pay that they still face 
financial barriers to health care. WiH 

3 Figures in this table are adjusted to include as "covered" people of Alaska Native/American Indian race who may 
have access to IHS-Funded services. The CPS Survey includes IHS beneficiaries in the uninsured category if they 
have no 3,d_party health insurance coverage. The "Indian Health Service only" amount included here is an estimate 
based on respondents to the survey identified as "AI/AN only." 
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D. Health Care Delivery System Challenges 

Alaska experiences many health care delivery challenges, including the logistical difficulties and costs 
involved in providing care for a relatively small number of people spread over vast geographic distances, 
a delivery system that is highly fragmented, and an inadequate supply and distribution of health care 
workers. 

Logistical Challenges 

Alaska is the largest state in the nation geographically, encompassing an area greater than the next 
three largest states - Texas, California and Montana - combined. At the same time Alaska's population 
is among the smallest of the states. Alaska has the lowest population density in the U.S. with 1.2 
persons per square mile compared to the U.S. average population density of 79.6. 26.1% of the state's 
population lives in communities of fewer than 2,500 people. ,;, The dispersion of such a small number of 
people over such a large area increases the difficulty and cost of delivering care here. 

Approximately 75% of Alaska's more than 300 communities are not connected by road to a community 
with a hospital. Nearly a quarter of the state's population lives in towns and villages that can only be 
reached by boat or aircraft." Transportation costs are high - air travel between a village and the 
nearest community with a hospital generally costs more than $100, with airfare from some of the more 
remote villages to the tertiary care centers in Anchorage costing as much as $1,200. Geography and 
harsh weather conditions pose additional transportation barriers, and can be especially problematic in 
an emergency situation. 

Transportation is not just an issue in terms of patients' ability to reach needed services. The cost of 
moving supplies, staff and equipment required to operate clinics and hospitals in rural Alaska can be 
formidable. For example, the price of heating fuel and gasoline in the most remote communities of the 
state reached as high as $10.00 per gallon this year - the cost of transporting the fuel to these 
communities was higher than the cost of the fuel itself. ,,; 

The cost of delivering services is also made higher by a loss of economies of scale associated with 
operating hospitals in sparsely populated regions and clinics in nearly every small community in the 
state - a necessity due to the remoteness and isolation of those locations. Some of Alaska's smallest 
communities with a clinic have as few as 50 residents. However, the loss of economies of scale to 
maintain the facilities is off-set somewhat by the innovative workforce solutions used to staff them, 
such as the Community Health Aide/Practitioner Program, and the use of telehealth technologies. Many 
of Alaska's most rural facilities are also highly subsidized by the federal government. 

System Fragmentation and Duplication 

Alaska's health care "system" is not a system, but an assortment of private, for-profit and non-profit, 
large and small medical businesses; hospitals and clinics to serve military personnel, retirees and their 
dependents; and hospitals and clinics owned and operated by tribal organizations. Health care 
organizations within the same sector (military, tribal health system, or private sector) do not have 
interoperable electronic information systems, care coordination systems, or business management 
processes. In addition to fragmentation in the delivery of services, there are a variety of payers 
financing health care services, including Medicare, Medicaid, private insurers, self-insured employers, 
the military and VA, the Indian Health Service, and individuals. 
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Alaska has benefited from a strong military presence due to the state's strategic location, a strong tribal 
health system presence, and decades of representation in senior leadership in the U.S. Senate. Because 
of these three factors the federal government has played a lead role in development of Alaska's health 
care system, especially in rural Alaska as well as for medically underserved Alaskans statewide. And all 
Alaskans, not just the targeted service population, benefit from the presence ofthese services in 
communities where there might not otherwise be any health care delivery system. For example, the 
tribal health system provides care for non-Native individuals in remote communities where there are no 
other health care providers. 

The downside of heavy federal investment in building the health care infrastructure is there are some 
communities that have multiple health care systems operating side-by-side. For example, one 
community of 9,000 people has both a community hospital and a tribal health system hospital. Another 
community of just 6,000 people has a community hospital, a tribal health system clinic, and a military 
clinic. Alaska's largest city, with a relatively small population of 285,000, has four hospitals - one 
military, one tribal, one for-profit, and one non-profit (plus two psychiatric hospitals). The facilities in 
these communities also serve regional (and in the largest city's case statewide) populations, but there is 
still an overabundance of infrastructure that leads to higher costs. 

The duplication and fragmentation in Alaska's health care "system" is inefficient, and potentially 
unsustainable in the long-run if mechanisms for improved coordination and perhaps integration where 
appropriate are not implemented. 

Health Care Workforce Shortages 

Demand for health care workers rose sharply over the past decade. Alaska's health care employment 
sector experienced 40% job growth between 2000 and 2007, compared to 13% for all other industries, 
outpacing the state's population growth during that same period by five times. "U The supply of new 
workers produced by Alaska's training and education programs plus those imported from outside Alaska 
cannot keep up. 

Alaskan health care employers had an estimated 3,529 number of vacant positions in 2007. Primary 
care occupations are experiencing vacancy rates of 15% - 20%. Pharmacist, therapist and certain nurse 
specialist positions are also experiencing high vacancy rates. Behavioral health occupations have a 
somewhat lower vacancy rate overall, but made up the highest proportion of vacancies with 1,033 
vacant positions in 2007. xxiii 

The costs health care organizations incur associated with recruitment and contracting for the services of 
temporary employees to cover vacancies is high. 80 Alaska health care organizations surveyed in 2005 
reported spending $24 million in the preceding year for vacancies in 12 key health occupations. ,,;v At 
least a portion of these costs may be passed on to consumers and insurers in the form of higher prices. 

Delivery of health care is dependent on an adequate supply and distribution of qualified health care 
workers. 27 of Alaska's 30 boroughs and census areas contain federally designated health professional 
shortage areas. Staff shortages are one of the many challenges the Alaska health care delivery system is 
dealing with as it faces the future. 

22 01-15-10 



1857 

PART III: 2009 Health Policy Findings & Recommendations 

Health 
Information 
Technology 

PREVENTION-BASED 
Alaska Health Care Commission's 

Health Care Transformation Strategy 

The Commission identified 
five priority issues for 
analysis this year: 

A. The Consumer's Role in 
Health and Health Care 

B. Statewide Leadership 

C. Healthcare Workforce 

D. Health Information 
Technology 

E. Access to Primary Care 
for Medicare Patients 

Understanding and supporting the consumer's role in health care was a primary interest of the 
Commission's, and became the central focus of their strategic approach to transformation of Alaska's 
health care system. Over the course of learning and discussions two aspects emerged as critical to 
addressing the goals of increased access, improved value (cost and quality), and a focus on prevention -
1) individual lifestyle choices and the impact those choices have on health outcomes and demand for 
health care services; and 2) the individual's central position in their health care experience. Support for 
healthy lifestyles and new innovations in patient-centered primary care are the pinnacle ofthe 
Commission's health care transformation strategy. 

A vital health care workforce and modern information management tools are the foundation upon 
which support for healthy lifestyles and a strong innovative primary care system depends. And the 
journey to a transformed health care system cannot continue without statewide leadership to see it 
through. On-going study, planning, and policy development is necessary to ensure Alaska's health care 
system is able to adapt to national health care reform, and to create a regulatory and reimbursement 
environment that supports the health care industry while it redesigns itself. 

The fifth priority issue identified this year is not part of the comprehensive strategy, but was recognized 
as an immediate crisis worthy of special attention - the problem Medicare beneficiaries in urban Alaska 
are experiencing with access to primary care. This problem just may be an early indicator - "the canary 
in the mine" - warning us of the looming health care crisis in our state if we don't take decisive action. 
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A. The Role of Consumers in Health Care 

1. Healthy Lifestyles 

Finding Ala: Chronic disease is the leading cause of death and disability in the U.S. and Alaska. 

Finding Alb: The majority of health care spending in the U.S. is for chronic disease. 

Finding Alc: Three risk factors - tobacco use, poor diet and inactivity - contribute to the four leading 
chronic diseases - heart disease, diabetes, lung disease and cancer. 

Finding Aid: Individual behavior is now the leading determinant of the health status of the population 
and contributor to premature death. 

Finding Ale: Childhood obesity is a growing concern; for example, 33% of kindergarten and 1" grade 
students in the Anchorage School District are overweight or obese. 

Finding A1f: Employee health risk behaviors can be changed through financial incentives coupled with 
other supports (e.g., coaching). 

1.7 million Americans die each year from chronic disease, which cause 70% of all deaths. Cancer, heart 
disease, stroke, and lung disease are four of the top five leading causes of death in Alaska. 133 million 
Americans - nearly half our nation's population - live with at least one chronic condition. Individual 
health behaviors are the leading contributors to chronic disease. The World Health Organization 
estimates that 80% of heart disease, stroke and type 2 diabetes, and 40% of cancer, would be prevented 
if Americans stopped smoking, ate a healthy diet, and participated regularly in physical activity. 

Complex medical care required over the prolonged course of illness and disability due to these 
conditions is costly. 75% of all health care expenditures are related to chronic disease. In Alaska, $600 
million is spent annually for hospitalizations due to heart disease and stroke, and $419 million for all 
costs due to diabetes. The state of Alaska incurs an estimated $9-10 million in medical costs due to 
obesity for state employees alone each year. The doubling in the prevalence of obesity in the U.S. 
between 1985 and 2004 accounted for nearly 30% of the increase in annual health expenditures. 

It is not possible to address the escalation in health care costs without addressing the problem of 
chronic disease. The Commission began an inquiry into strategies known to be effective at supporting 
behavior change and learned about the success of Alaska's Tobacco Program, which led to a reduction in 
adult smoking from 27% in 1991 to 22% in 2008. They also learned about successful worksite well ness 
programs. There is much more work to be done however - understanding what government, schools, 
work sites, and communities can do to support healthy choices requires on-going attention. 

Recommendation Ala: The Commission recommends that the Governor and Alaska Legislature 
investigate and support additional strategies to encourage and support healthy lifestyles, including 
strategies to create cultures of wellness in any setting. 

Recommendation Alb: The Commission recommends that the 2010 Alaska Health Care Commission 
continue evaluating the question of what works to support behavior change, and identify additional 
recommendations for future improvement. 
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2. Primary Care Innovation 

Finding A2a: Patient-centric health care delivery models based on a longitudinal relationship-based 
platform are effective at reducing unnecessary utilization of services by empowering patients to take 
more responsibility for their health and health care. 

Primary care is the foundation of the health care delivery system - providing the main point of entry for 
secondary and tertiary care, and meeting the majority of patient needs for health education and disease 
prevention, initial assessment of health problems, treatment of acute and chronic health conditions, and 
overall management of a patient's health care services. There is increasing evidence that access to high­
quality primary care improves health outcomes and reduces costs. However, the rising demand for 
services from an aging population and increasing chronic disease, coupled with the decreasing supply of 
primary care physicians, is sweeping our primary care system toward a crisis. 

National health care reform discussions emphasize the importance of primary care, but tend to 
oversimplify the issues and solutions. Some suggest all that is required to improve access to primary 
care is increased reimbursement levels for primary care practitioners. Others suggest that primary care 
practitioners must be paid for additional services that are not currently reimbursable - those services 
they provide to assist with the coordination and management of a patient's care and health conditions 
over and above the time spent during the actual patient encounter. Reimbursement is part of the 
solution, but increases need to come through a restructured payment system that supports and rewards 
practitioners for delivering patient care in a new way. 

The Commission believes that strengthening the provision of primary care is the key to transformation 
of the health care system, but they also determined that the current primary care model is antiquated. 
The traditional medical model based on episodic acute care is no longer the most effective and efficient 
approach to meeting patients' needs. They learned about a new patient-centered care model tried in 
our own backyard, the Southcentral Foundation's Nuka Model of Care, that's proven successful -
demonstrating reductions in hospital days by 40% and emergency room and specialty visits by 50%. 

The "Medical Home Model" is a term meant to describe the ideal concept for how primary care should 
be provided, but the Commission felt as though this term has become too much of a buzz word in the 
health care reform debates and that for many it simply implies paying primary care practitioners more 
for working in the same way. And so the Commission is avoiding use of that term, and is focusing on key 
characteristics of a modernized high quality primary care model: 

• Patient and family centered 
• Stable trusting relationship between care team and patient/family that continues over time 
• Comprehensive, coordinated, and accessible care provided by integrated multidisciplinary teams 
• Focus on health and wellness (physical, behavioral, SOCial) rather than disease care 

Alaskans need to be empowered to partner with their health care providers so they can be better 
stewards of their own health. This will require innovation in patient care at the primary care level. 

Recommendation A2a: The Commission recommends that the Governor and Alaska legislature 
aggressively pursue development of patient-centric care models through payment reform, removal of 
statutory and regulatory barriers, and implementation of pilot projects. Development of pilot projects 
should include definition of the patient-centric model, identification of performance standards and 
measures, and payment models that are outcome-based. 
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B. Statewide Leadership 

1. Response to National Health Care Reform 

Finding 81a: National health care reform proposals under consideration by Congress will have a 
significant impact on Alaska's state and local governments, health care system, business community, 
citizens, and families. 

Reform of the nation's health care system has been a top priority during 2009. The issue has been 
politically charged, with proponents stressing the importance of the increased access to health care 
coverage that would be afforded millions of Americans under the proposed reforms, and opponents 
decrying the increased national debt burden and inadequate attention to control of health care costs. 
At the core of the debate is a strong ideological divide over the appropriate role of government in health 
care. 

Emotions are strong on both sides of the argument. The town hall meetings held by Alaska's U.S. 
Senators this summer and fall drew thousands of Alaskans - many with stories of desperation related to 
inadequate access to health care, and many others expressing fear and frustration over federal intrusion 
into what they believe is a personal matter. There's considerable misinformation and rhetoric from 
either side, with heavy use of popular media to attempt to sway public opinion. Over $150 million has 
been spent on 1V ads alone this year by both sides. 

Unfortunately there is no one entity in Alaska responsible for objectively analyzing the potential impacts 
of various reform proposals on our state government, health care system, businesses, and citizens. The 
federal legislation currently under consideration will dramatically change the federal structure within 
which state health systems operate, and state governments will playa significant role in implementation 
of federal health care reforms if and when they pass. New responsibilities states can expect to inherit 
under federal reforms will be both financial and administrative. 

State government will incur additional financial responsibilities if Medicaid expansion is mandated. The 
Alaska Department of Health & Social Services (DHSS) estimates the fiscal impact of the proposed 
Medicaid expansion at nearly $450 million over a five year period. One considerable new administrative 
responsibility that appears likely is creation and operation of a state health insurance exchange. While 
many of the proposed changes are not slated to take effect until 2013 or 2014, a lot of work will be 
required during the interim to plan for implementation of new programs and systems. 

Except for the ability to evaluate impacts of changes to Medicaid specifically, the state does not have 
capacity to analyze the effects of federal reform on our state. Regardless of whether federal reforms 
pass this year or not, the crisis in the nation's health care system will continue to drive federal proposals 
that will require analysis that could be provided by some form of a state health policy infrastructure. 

Recommendation 81a: The Commission recommends that the Governor and Alaska Legislature invest 
in the state health policy infrastructure required to study, understand, and make recommendations to 
respond to the implications of national health care reform for Alaska. 
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2. Permanent State Health Planning Board 

Finding B2a: The systems and policies for financing and delivering health care in Alaska are fragmented 
and complex, and the scope of the challenges involved in improving these systems is huge. Past efforts 
to improve health care in Alaska have been ad hoc in nature. A planning process to achieve health care 
system improvement must be sustained over time in order to ensure accountability for the achievement 
of meaningful change. 

Over the two decades preceding the creation of the Commission, four groups have been formally 
convened to address the problems of access to and cost of health care. All of these entities were ad­
hoc in nature with a limited lifespan, meeting over periods ranging from 6 months to 2 years. They all 
had limited time to study the issues and develop recommendations, and in the end no real authority or 
accountability for following through on their findings and proposed strategies. 

In 1987 Governor Cowper created The Governor's Interim Commission on the Status of Health Care and 
the Health Care Industry in Alaska ("The Governor's Interim Health Care Commission" for short) under 
Administrative Order (A.D.) #100. The Governor's Interim Health Care Commission had 11 members 
and four staff, and held eight 2 to 3-day meetings over the course of nine months. The report they 
published in 1988 made 39 recommendations to the Governor and Alaska Legislature addressing 
insurance coverage expansion, access to long term care, cost controls, and state health planning. 

In 1991 the Alaska Legislature created the Health Resources & Access Task Force. The 17-member 
HRATF held 14 monthly two-day meetings, producing a report calling for the creation of a single-payer 
system for Alaska. While their primary recommendation was never adopted, creation of a high-risk pool 
for Alaskans with pre-existing conditions who cannot otherwise obtain health insurance coverage - the 
Alaska Comprehensive Health Insurance Association (ACHIA) - followed from their work. 

Ten years following the publication of HRATF's final report in 1993, a private group - Commonwealth 
North - created the Alaska Health Care Roundtable to improve access, quality and cost of health care in 
Alaska. The Roundtable had a 17-member executive committee representing public and private sector 
interests. They produced a report in 2005 focused on the improvement of primary care. 

In 2007 Governor Palin created the Alaska Health Care Strategies Planning Council under A.D. #232. The 
Planning Council consisted of 17 members who met for 6 months, during which time they identified a 
series of goals and strategies for improving the health of and health care for Alaskans. 

The two most recent groups recognized two problems with their ad hoc nature - 1) one year isn't long 
enough to get a handle on the complexity of the problems in our health care system and come up with a 
comprehensive approach to solutions; and 2) there was no way to ensure accountability for their 
efforts. Both groups recommended that a permanent health planning and policy body be established in 
statute to provide sufficient time for gathering information, studying the issues, and developing 
comprehensive solutions. The Commission concurred with their recommendation. 

Recommendation B2a: The Commission recommends that the Alaska Legislature establish an Alaska 
Health Care Commission in statute, similar in size to the Commission established under Administrative 
Order #246, to provide a focal point for sustained and comprehensive planning and policy 
recommendations for health care delivery and financing reform, and to ensure transparency and 
accountability for the public in the process. 
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C. Health Workforce Development 

1. General Workforce Development Findings & Recommendations 

Finding CIa: Health care in Alaska is big business and represents a significant employment sector. 

Finding Clb: Access to health care requires a sufficient supply and adequate distribution of health care 
providers. Successful achievement of the goal of expanding access to health care in Alaska is directly 
tied to health care workforce capacity and capability. 

Finding Clc: Health care worker shortages in Alaska are widespread and costly. 

Finding Cld: A comprehensive approach to health care workforce training includes strategies at every 
point on the training continuum (K12, post·secondary, graduate and post-graduate, on-the-job, 
continuing medical education). 

Finding Cle: Alaskans have been particularly innovative in meeting their health care workforce needs. 

Finding Clf: Many organizations, both public and private, have a stake in health care workforce 
development, and there are numerous programs and groups currently involved in health care workforce 
planning. There is evidence of collaboration in these planning and development efforts; however, not 
all related activities are fully coordinated. 

Health care in Alaska is a six billion dollar industry, representing 16% of the state's gross domestic 
product. ~v It is also one of the biggest players in Alaska's labor market. With eight percent of the 
state's wage and salary jobs it leads all other industries except government, trade, and hospitality. 
Alaska's top employer is a health care provider - Providence Health & Services - employing over 4,000 
people in 2008. Five of the top 20 employers in the state are health care organizations. '''; 

Health care is not only one of the largest employment sectors in Alaska, it is consistently the fastest 
growing. Between 2000 and 2007 the number of wage and salary jobs in the health care industry grew 
40%, from 20,700 to 29,000, compared to just 13% for all other industries. Health care employment 
grew faster in Alaska than the u.S. overall, with 40% job growth compared to 19% in the u.S. from 2000 
to 2007. Health care employment growth has outpaced Alaska's population growth rate by five 
times. ,,~; The Alaska Department of Labor & Workforce Development projects the health care industry 
will continue to expand in the next decade, increasing by 25% between 2006 and 2016 and adding twice 
as many jobs as any other industry."~;; 

One other aspect of the health care industry important to the overall economy of the state is that there 
are health care jobs in virtually every community. There are at minimum paraprofessional health care 
providers in even the smallest villages. 23% of Alaska's health care workers are employed in rural 
areas. KXix 

A functional health care system cannot be sustained without an adequate workforce. One key measure 
of access to health care is the supply of health care providers as a ratio to population. But having an 
adequate workforce goes beyond simple measures of supply. The workforce must be competent to 
provide high quality care that is culturally appropriate, must be literate in the use of health information 
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technologies, and must be able to adapt to new patient care settings and models that provide 
integrated, interdisciplinary, patient-centered care. Having an adequate statewide supply of well 
trained providers is not enough either - workforce distribution is an important factor as well. 

Meeting the demand of Alaska's health care industry for an increasing number of health care workers 
presents a significant challenge. The supply of new workers produced by Alaska's training and education 
system plus those imported from outside Alaska cannot keep up. Alaskan health care employers had an 
estimated 3,529 number of vacant positions in 2007. Primary care occupations (family physicians, 
general internists, nurse practitioners, physician's assistants, and community health aide/practitioners) 
are experiencing vacancy rates of 15% - 20%. 19% of psychiatrist positions were vacant in 2007. Other 
occupations for which shortages exist include pharmacists (23.7% vacancy rate), and therapists 
(physical, occupational, speech, and speech-language pathologists with vacancy rates ranging from 15.6 
- 29.3%). Key nursing specialties also experience high vacancies, with a 23.4% vacancy rate for nurse 
case managers. Behavioral health occupations had a relatively lower vacancy rate at 13.9%, but made 
up the highest proportion of vacancies - with an estimated 1,033 vacant positions. In a 2007 survey of 
health care organizations conducted by the Alaska Center for Rural Health (and from which the above 
noted estimates are derived), 54% of respondents cited "inadequate pool of qualified workers" as the 
top reason for vacancies. m 

The costs associated with these vacancies are high. 80 Alaska health care organizations surveyed in 
2005 reported spending $24 million in the preceding year for vacancies in 12 key health occupations -
$11 million on recruitment costs plus $13 million on itinerant temporary workers. They identified three 
main barriers to recruitment -locating qualified candidates, Alaska's geographic isolation and harsh 
climate, and the need to satisfy the lifestyle and employment requirements of spouses and other family 
members. IUxi 

The approach to replenishing the health care workforce as the numbers of jobs grow and workers are 
lost through retirement and attrition includes a combination of "growing our own" strategies­
providing training and education in and for Alaska, and importing workers from outside Alaska through a 
variety of recruitment strategies. There is a history of collaboration in Alaska as the health care industry 
has partnered with the University system and state and federal funding agencies in the development of 
health care education and training programs in order to improve our ability to "grow our own." 

The University of Alaska (UA), the Alaska Legislature and Alaska's health care industry have 
demonstrated a commitment to increasing in-state health career training and education opportunities in 
recent years. The number of students in UA health programs increased 68% between 2001 and 2008. In 
the fall of 2007 UA had 3,501 students enrolled in health programs. UA now has 80 health programs 
statewide in various fields including allied and behavioral health, emergency services, health 
management, medical office management, nurSing, primary care, public health, and therapies. In 
partnership with the health care industry and with financial support from health care organizations and 
the state Legislature, the UA has recently added or expanded a number of programs, including: 

• Doubling the nursing program to more than 220 AAS and BS admissions each year, and 
providing AAS nursing programs in 12 communities; 

• Doubling the number of WWAMI medical school seats from 10 to 20; 
• Addition of radiologic technology in six locations; 
• Development of cooperative programs with outside universities for occupational, speech and 

language therapies and audiology; 
• Expansion ofthe distance Master's program in social work; 

29 01-15-10 



1864 

• Provision of rural allied health training via distance delivery; 

• Doubling the Master's of Public Health program to 70 distance students; and, 
• Opening the Physician's Assistant program (beginning July 2009). """;; 

Training and education strategies do not begin at the post secondary level however. They include 
developing the pipeline of potential future Alaskan workers - reaching them early in their K12 
education, making sure they have a solid foundation in math and science, and exposing them to 
potential careers in the health field. One program that helps young people explore health careers is the 
Area Health Education Center (AHEC). AHECs are federally and state funded programs meant to create 
formal relationships between university health programs and community partners to support health 
career education development. Alaska has an AHEC based out of UAA's School of Nursing, administered 
by the Alaska Center for Rural Health, and serving four regions of the state through partnerships with 
the Yukon Kuskokwim Health Corporation, Fairbanks Memorial Hospital, the Alaska Family Practice 
Residency Program, and Southeast Alaska Regional Health Consortium. In addition to encouraging 
Alaska's youth to pursue health careers, the AHEC facilitates clinical rotation opportunities and 
continuing education for health professionals in underserved areas. In addition to the AHEC program, 
Alaska's WWAMI program and also the Alaska Native Tribal Health Consortium administer a number of 
health career development programs. 

Training and education strategies do not end at the post-secondary level either. They also include post­
graduate programs such as graduate medical education (GME - residency programs for medical school 
graduates) and also non-physician programs such as clinical internships for Ph.D. psychologists. Alaska 
currently has one GME program, the Alaska Family Medicine Residency Program, and groups are in 
various stages of planning residency programs for pediatrics, psychiatry and internal medicine. Alaska 
lacks an internship for our Ph.D. doctoral students in psychology. 

One other approach to addressing health care workforce shortages that must be noted - one for which 
Alaska is a proven leader - is innovation in the development of new types of workers and in the 
utilization of existing provider types. The extreme health care delivery challenges posed by the 
remoteness and isolation of many of Alaska's Bush communities led to a unique workforce innovation in 
the middle of the past century that has become a model for other countries with similar challenges - the 
Community Health Aide/Practitioner. Alaska's tribal health system has used that model to address 
behavioral health and oral health needs in more recent years, with the development of the Behavioral 
Health Aide and the Dental Health Aide Therapist Programs. Another innovation is Alaska's use of mid­
level practitioners - nurse practitioners and physician's assistants - who have an expanded scope of 
practice to allow more independent practice by these providers than in many other states. Mid-level 
practitioners have played an important role in meeting the primary care needs of rural communities not 
large enough to support a physician practice in Alaska since the 1970s, and play an important role today 
in urban Alaska as well. 

There are a number of collaborative health care workforce planning and development efforts currently 
underway. Following are some key examples: 

• The Alaska Health Care Workforce Coalition (AHCWC) represents a large industry-led 
partnership that includes not only representatives of health care provider organizations, but 
also the three state government agencies that play an important role in health care workforce 
development - Health & Social Services, Education & Early Development, and labor & 
Workforce Development, as well as K12 school districts, and the University of Alaska. This 
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Coalition is in the process of developing a statewide strategic health care workforce plan for 
Alaska under the auspices of the Alaska Workforce Investment Board (AWIB). A draft of this 
plan is currently being circulated for public comment, and will be finalized and submitted to the 
AWIB for endorsement in February 2010. 

• The Alaska Diversified Economic Planning Team, established under Administrative Order #249 by 
Governor Palin, is in the process of developing a statewide strategic comprehensive economic 
development plan for the state (the "legacy Plan"). This team has 16 different workgroups 
currently in the process of addressing various aspects of economic development. One of the 
workgroups is addressing health care, as it is not only a major employer and driver of Alaska's 
economic engine; it is also an important support industry for other sectors of the economy. The 
legacy Plan Health Care Workgroup, scheduled to produce a report in 2010, is primarily focusing 
on health workforce issues. 

• last year the Department of Health & Social Services (DHSS) established a position housed at 
UAF in the Office of the Associate Vice President for Health Programs and supported with 
funding from the Alaska Mental Health Trust Authority (AMHTA) charged with the responsibility 
for coordinating the numerous projects under AMHTA's Workforce Development Initiative with 
DHSS and UA behavioral health workforce projects. 

• The Trust Training Cooperative, housed in the University of Alaska Anchorage (UAA) College of 
Health and Social Welfare's Center for Human Development, includes numerous partners 
focused on improving training coordination and availability for smaller and rural organizations 
servicing AMHTA beneficiaries. The Cooperative recently completed a behavioral health training 
needs assessment. 

In addition to these various partnerships, coalitions and workgroups, there are a few entities that 
contribute routinely to research and analysis of Alaska's health care workforce. 

• The Research and Analysis Section in the Alaska Department of labor & Workforce 
Development; 

• The Section of Health Planning and Systems Development in the Division of Health Care 
Services, Alaska Department of Health & Social Services; and 

• The Alaska Center for Rural Health housed at UAA. 

These examples demonstrate that many private and public entities are invested in health care workforce 
development, but there is no one entity responsible for coordination of all these activities. A single 
organization charged with coordination of the many health workforce development activities in the 
state, and designated to provide the organizational home to support implementation of the statewide 
strategic plan currently under development by the AHCWC, is needed. This would help minimize the 
possibility that efforts might be duplicated and wasted, or that gaps in important aspects of workforce 
development go unaddressed. The designated entity could ensure that a comprehensive approach to 
meeting Alaska's health care workforce needs is taken, including strategies to address: 

• On-going assessment of Alaska's health care workforce size, composition and distribution 
• Workforce innovations required for responding to transformation in patient care models 
• Training needs along the continuum of K12 education through graduate medical education and 

including on-the-job training 
• Improved recruitment and retention of health care workers 
• Sustainability of the health care workforce planning, development and support infrastructure. 
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Recommendation C1a: The Commission recommends that the Governor and Alaska Legislature 
maintain health care workforce development as a priority on Alaska's health care reform and economic 
development agendas. 

Recommendation C1b: The Commission recommends that the Governor and Alaska Legislature explore 
strategies for strengthening the pipeline of potential future Alaska health care workers. 

Recommendation C1c: The Commission recommends that the Governor and Alaska Legislature explore 
strategies for ensuring Alaska's health care workforce continues to be innovative and adaptive, and that 
it is responsive to emerging patient care models. 

Recommendation C1d: The Commission recommends that the Governor designate a single entity with 
the responsibility for coordinating all health care workforce development planning activities in and for 
Alaska. Coordination and collaboration of funders, policymakers and stakeholders in workforce planning 
and development efforts should be encouraged to the greatest extent possible. 

Recommendation C1e: The Commission recommends that the 2010 Alaska Health Care Commission 
continue studying health care workforce needs in coordination with other organizations and coalitions 
addressing this issue, and identify recommendations for additional improvements. 

Z. Physician Shortage 

Finding CZa: The United States is facing a shortage of physicians as this provider population ages and 
enters retirement and the production is not expected to keep up with demand. As the physician 
shortage increases in the U.S. the competition for recruiting phYSicians to Alaska will become 
increasingly difficult. 

Finding C2b: Alaska has a shortage of primary care physicians'. 

Finding CZc: New physicians face disincentives to entering primary care specialties. 

Finding CZd: Providers stay to practice where they train. 

Finding CZe: Mid-level medical practitioners (Nurse Practitioners and Physician's Assistants) and 
medical support staff (nurses, medical assistants, care coordinators, etc.) are essential occupations for 
addressing primary care physician shortages. 

There are many professions that make up the health care workforce and all are vital to a functional 
health care delivery system. The Commission chose to focus on the physician workforce in their first 
year, in part because the one specific health care delivery challenge they chose to study this year is the 
problem of Medicare access to primary care doctors. For their analysis of the physician workforce the 
Commission benefited from a recent study by the Alaska Physician Supply Task Force completed in 
2006. ~,m The Task Force was commissioned by the President of the University of Alaska and the 

'The Commission includes both osteopathic as well as allopathic medical doctors in their definition of phYSician. 
The Commission's definition of primary care physician is slightly different from most standard definitions - family 
practitioners, pediatricians, and general internists are included, but also psychiatrists, and Ob-Gyns are excluded. 
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Commissioner of the Department of Health & Social Services to address questions regarding current and 
future need for physicians in Alaska, and to consider current and potential strategies for meeting 
estimated physician need. 

The United States is experiencing a shortage of physicians which is expected to worsen as the baby 
boomer cohort of doctors enter retirement, the nation's population ages and requires more intensive 
medical services, and programs to educate new physicians have insufficient capacity to keep up with 
demand. A deficit of 96,000 to 200,000 physicians is projected nationwide by 2020.ml

, In 2006 the 
Association of American Medical Colleges recommended the number of medical school slots in the 
country be increased by 30% by the year 2020. As the competition between states increases for a 
decreasing supply of physicians, it has become increasingly difficult to recruit out-of-state doctors to 
move to Alaska. u" 

The Physician Supply Task Force determined that Alaska has a shortage of physicians that is expected to 
worsen over the next 20 years. They estimated that Alaska should have 375 more physicians today, 
based on an assumption that Alaska should have 110% of the current national average physician-to­
population ratio. The ratio of physicians to population in Alaska is 2.05 doctors per 1000 population 
compared to 2.38 doctors per 1000 population nationwide. Their recommendation was to increase the 
number of additional physicians practicing in Alaska each year from the current net average annual 
increase of 38 (78 new minus 40 lost to retirement and attrition) by more than 50%, to 59 net new 
physicians per year. 

The Commission was impressed by the thorough and professional analysis conducted by the Task Force, 
but challenged a couple of the assumptions they used to derive estimates of current and future 
shortages in Alaska. One assumption the Task Force made was that the national average physician to 
population ratio is representative of the level of need. Another was that Alaska should have 10% more 
than the national average because of the structural inefficiencies in our state's health care system, and 
because of the additional administrative and supervisory responsibilities associated with support of 
paraprofessionals (Community Health Aides/Practitioners) and mid-level practitioners. The Commission 
felt that this assumption did not account for the fact that these other provider types relieve the actual 
direct patient care burden for those phYSicians, nor did it account for the expanded scope of practice of 
mid-level practitioners in Alaska that allows more independent practice on their part. 

Because of questions regarding some of the Task Force's assumptions, the Commission was not 
prepared to agree at this time that Alaska faces a crisis in total physician supply, but conceded there is 
evidence pointing to a shortage of primary care physicians. The Alaska Center for Rural Health's 2007 
Alaska Health Workforce Vacancy Study estimated a 20% statewide vacancy rate for general internists, a 
19% vacancy rate for psychiatrists, and a 15.8% vacancy rate for family physicians. The problem Alaska's 
seniors are experiencing finding a primary care physician who will accept new Medicare patients is 
another indicator of this problem. These signs coupled with the Commission's strategic focus on 
developing and strengthening new primary care patient care models led to a determination that Alaska 
is experiencing a shortage of primary care physicians, and a recommendation that the state's limited 
public resources spent on physician supply development should be focused on increasing the supply of 
primary care physicians specifically. 

A consideration of strategies to increase the supply of primary care physicians requires an 
understanding of the disincentives new medical school graduates face to entering primary care 
specialties. According to the Association of American Medical Colleges, the average educational debt of 
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indebted graduates of the class of 2008 was $154,607, an increase of 11% over the previous year. 87% 
of graduating medical students carry outstanding loans, and 79% of graduating medical students have 
debt of at least $100,000. """" The high level of debt most new physicians have to bear poses a 
significant disincentive to choosing to enter a primary care specialty, as these are the lowest paid fields. 
Other disincentives beyond relatively low pay exacerbated by high debt burden include the practice 
environments that tend to require more work hours, more on-call time, and a higher administrative 
burden for generalists, and also the higher prestige that is often associated with practicing as a specialist 
as opposed to a generalist. A combination of strategies for improving education, recruitment, and 
supporting innovative practice models is required to address the need for an increased supply of 
primary care physicians. xxxvii 

Alaska is one of just 6 states that do not have their own medical school. Instead, Alaska participates in a 
collaborative medical education program, WWAMI (Washington, Wyoming, Alaska, Montana, and 
Idaho), that provides a medical school opportunity to rural states in the northwest. Instead of paying to 
support an in-state medical school, the Alaska Legislature appropriates funds to pay the University of 
Washington for the government subsidy portion of the WWAMI medical school, which is approximately 
$50,000 per student per year. In addition to the government subsidy, Alaska WWAMI students pay 
tuition of approximately $20,000 per year (equivalent to Washington in-state tuition for UW medical 
students). 

The number of medical student seats Alaska supports in WWAMI is set in state law (AS 14.42.033). 
Alaska supported 10 seats since the beginning of the program in 1971, but the legislature doubled 
support to 20 seats beginning with the 2007 school year. Even after this 2-fold increase, Alaska has less 
than half the national average medical school capacity. The U.S. average number of medical school 
seats to population is 26.6 per 100,000, compared to 11.9 for Alaska.~~m The 30-member nation OECD 
average is 39.6/100,000."';' The Alaska Physician Supply Task Force recommended that Alaska expand 
participation in WWAMI to 30 and then eventually 50 seats. 

The rate of return of Alaska WWAMI students to medical practice in Alaska is 47%, compared to the 
national average for all U.S. public medical schools which is 39%. Alaska medical students who 
participated in WICHE (Alaska's participation in WICHE medical school programs ended in 1995) had an 
18% return rate. The actual return on investment for Alaska when the rate of return of all WWAMI 
students (including those entering Wyoming, Washington, Montana, or Idaho's program) to medical 
practice in Alaska is 88% of the number of seats Alaska has subsidized." As far as quality, the U.S. News 
& World Report ranked WWAMI as the #1 medical school for primary care in 2009 for the 15th 

consecutive year, and also #1 for both rural medicine and for family medicine for the 17'h consecutive 
year. xli 

The physician training pipeline ends with graduate medical education. Following completion of medical 
school, graduates have to complete a residency program in order to be licensed and practice in the 
United States. Residency programs vary in length. A family medicine residency is three years long. 
According to national studies physicians tend to stay and enter practice in the community where they 
complete their final residency training. Alaska was the last state in the nation to establish an in-state 
residency program, but since 1997 has had the Alaska Family Medicine Residency Program (AFMRP). 
The program expanded capacity from eight to 12 residency slots a few years ago. In the past 12 years 
AFMRP has graduated 75 family practice physicians. Of those 75 graduates, 80% have stayed to practice 
in Alaska, and over half of those who have stayed are practicing in rural Alaska. The AFMRP was 
designed to train physicians for practice in rural Alaska, so it is achieving its original goal. ,;;; 
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A number of other residency programs are being considered for Alaska and are at various stages in the 
planning process. A pediatric residency program is being planned by a collaborative group including 
Providence, the Alaska Native Medical Center, and a number of private providers. This program would 
be a branch residency program of the UW Children's Hospital Pediatric Residency Program, with 
residents practicing in Alaska for four months out of each of the three years in the program. A 
psychiatric residency program planning process is underway with financial support from the Alaska 
Mental Health Trust Authority. This program would also be a branch program of UW, which has already 
developed a similar branch model in Spokane and Boise (these two programs have been successful in 
terms of retaining residency graduates to practice in their communities). Psychiatric residencies are four 
years in length, and the Alaska branch program would have the residents spending their first two years 
in Seattle, and their last two years in Alaska. One other residency program under consideration is for 
general internal medicine, but an organized planning effort has not quite coalesced at this point due to 
lack of financial support and leadership. 

One barrier to development of residency programs in Alaska is funding. Most residency programs 
receive a significant portion of their operational funding from Medicare, which since its inception in 
1965 considered educational activities in teaching hospitals a reimbursable expense. Because of the 
substantial growth in costs associated with support of graduate medical education (GME) - which in 
2007 cost Medicare $8.8 billion - Congress imposed a cap in the Balanced Budget Act of 1997 on the 
number of residency positions Medicare could support. The cap was set at the number of residents who 
were training in a given teaching hospital as of December 31, 1996, and did not include provisions for 
making adjustments or redistribution based on need. This cap effectively locks Alaska out of the 
Medicare GME funding pool. ,IiH 

Medical education expansion is an important strategy for increasing primary care physician supply, but 
the time it takes to prepare a college graduate to practice medicine is a minimum of seven years. In 
addition to increasing capacity for education of new physicians, other strategies to improve recruitment 
and retention of physicians from outside Alaska must be considered. Support-for-Service programs 
offer an important recruitment and retention tool for states. These programs provide current or future 
health practitioners with educational scholarships, educational loans, repayment of educational loans, 
or direct monetary incentives in return for a contractual obligation with the practitioner to serve a 
period of service in a needy area. 

Loan repayment and financial incentive programs are the most popular form of support-for-service 
programs, as studies document service obligations established at the beginning of a practitioner's 
educational process (through a scholarship or loan) are less effective in terms of achieving the desired 
recruitment outcome as are loan repayment and financial incentive programs. Another benefit of loan 
repayment and financial incentive programs is that the return is immediate. One study documented a 
service completion rate of 94% and 93% respectively for loan repayment and financial incentive 
programs, compared to 63% and 41% respectively for scholarship and loan with service option 
programs. xliv 

One last strategy the Commission considered for addressing the shortage of primary care physicians was 
the use of mid-level practitioners - physician's assistants and nurse practitioners - to help meet Alaska's 
primary care need. The recent support by the Alaska Legislature for establishing a PA training program 
at UAA is a significant step, but opportunities for expanding the use of "physician extender" occupations 
should be further explored. 

35 01-15-10 



1870 

Recommendation C2a: The Commission recommends that the Governor and Alaska legislature target 
the state's limited financial resources invested in physician workforce development to strengthening the 
supply of primary care physicians. 

Recommendation C2b: The Commission recommends that the Governor and Alaska legislature support 
development and maintenance of an educational loan repayment and direct financial incentive program 
in support of recruitment and retention of primary care physicians and mid-level practitioners. 5 

Recommendation C2c: The Commission recommends that the Governor and Alaska legislature support 
the continued expansion of the WWAMI program. Future expansion should be supported as resources 
allow. 

Recommendation C2d: The Commission recommends that the Governor and Alaska legislature support 
graduate medical education for primary care and behavioral medicine. State financial support should 
continue for on-going operation of the Alaska Family Medicine Residency Program, and should be 
appropriated for the planning and development of in-state residency programs for pediatrics, 
psychiatry, and primary care internal medicine. 

Recommendation C2e: The Commission recommends that the Governor and Alaska legislature ask 
Alaska's congressional delegation to pursue federal policies to address equity in the allocation and 
distribution of Medicare Graduate Medical Education (GME) residency slots. The exclusion of new 
programs is not equitable, and there should be heavier weighting for primary care GME and for shortage 
areas. 

Recommendation C2f: The Commission recommends that the Governor and Alaska legislature explore 
strategies for improving the primary care delivery model and utilizing "physician extender" occupations 
as an additional approach to addressing the primary care physician shortage. 

5 The Commission's recommendation that an educational loan repayment and direct incentive program be 
established for Alaska to assist with addressing physician shortage specifically is not meant to exclude other 
provider types for which shortages are documented from such a program. 
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D. Health Information Technology 

1. General HIT Findings & Recommendations 

Finding D1a: Development and utilization of electronic information management tools is essential to 
health care system improvement for the purpose of supporting: 

• Increased health care efficiency and effectiveness; and 
• Improved clinical quality and patient safety. 

Health information technology is a broad concept that encompasses the use of electronic data and 
communication systems for compiling, maintaining and transmitting health information. The term 
"health information technology" (HIT) is more commonly used today to refer to electronic health 
records (EHR), health information exchange (HIE), and related data collection, storage, and management 
applications. These data and information management applications are dependent on many of the 
same technologies as telemedicine/telehealth, which is the use of telecommunication technology to 
provide clinical and other health services when participants are at different locations. For the purposes 
of this report the Commission includes both EHR/HIE and telemedicine/telehealth under an umbrella 
definition of HIT. 

Broad adoption of interoperable EHR/HIE systems is widely regarded to be an essential element of 
health reform, necessary to support increased efficiency and effectiveness of health care and also to 
improve quality and patient safety. ,', Unfortunately the health care industry is far behind other 
industries, such as banking and commerce, in the adoption of electronic information management 
tools:"; and the United States lags as much as much as a dozen years behind other industrialized 
nations in the move from paper to electronic health records. ,',;, 

Telemedicine/telehealth has been used to improve access to health care in Alaska for decades"';;;"!;', 
and continued development, deployment and modernization of technologies supporting distance 
delivery of care is essential to meeting the Commission's goals of improved access at a reasonable cost. 
Alaska is benefiting from early work in telemedicine/telehealth, as collaborative efforts to deploy and 
support use of telecommunication strategies for expanding access to health care in the state became 
the catalyst for projects and eventually whole new organizations now devoted to supporting adoption of 
EHRs and development of a statewide HIE. 

The Commission identified HIT - both EHR/HIE and telemedicine/telehealth - as an essential cornerstone 
of health care delivery system transformation for Alaska because it is required for successful 
implementation of virtually all potential specific strategies for health care improvement - from cost and 
quality transparency, to fraud reduction, to supporting evidence-based clinical practice. But it is 
important to note that HIT is not a magic bullet that will solve all health care system problems - it is a 
tool- it is not a goal in itself. The Commission also found that, while there is evidence that HIT adoption 
leads to improved efficiency and quality of health care, there is insuffiCient research into the question 
regarding the financial effects."!; 

Recommendation D1a: The Commission recommends that the Governor and Alaska Legislature take an 
aggressive approach to supporting adoption, utilization, and potential funding of health information 
technology, including health information exchange, electronic health records and 
telemedicine/telehealth that promise to increase efficiency and protect privacy. 
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2. Health Information Exchange and Electronic Health Records 

oj Development and Use of HIE/EHR 

Finding 02a: Many providers in Alaska are at the early end of adopting electronic health records. Many 
still use paper records. Barriers to adoption of electronic health information technologies by Alaska's 
health care providers include: 

• Start-up costs for new systems, including purchase of new hardware and software as well as 
costs associated with implementing new office procedures, training staff, and transitioning 
existing records from paperto electronic; 

- The multitude of products on the market making evaluation and selection of one system time­
consuming and costly for individual providers and small practices; 

- Systems that are not user-friendly from the provider's perspective, I.e. are difficult, inflexible 
and time-consuming to use; 

- Costs associated with on-going operation and maintenance; and, 
- Antiquated and nonstandard eligibility and claims processing systems. 

Finding 02b: Federal policies, such as the national incentive program funded under ARRA and pending 
Medicare payment penalties, are forcing rapid adoption of electronic health records by providers. Some 
Alaskan providers feel forced to move forward quickly while being concerned that standards are not yet 
fully in place and systems may not be ready. 

Health care providers in Alaska have begun the transition of their medical record systems from paper to 
electronic format. A statewide survey conducted in 2009 to determine the current usage of EHRs and 
interest in their adoption among Alaska phYSician practices found that, of the 378 phYSicians and 62 

- clinic managers responding, 50% reported using an EHR and a third reported using ePrescribing .• ;In 

Survey respondents who did not use an EHR reported that the initial cost and practice disruption are the 
major barriers to adoption. Uncertainty about which EHR system to buy was also a significant barrier. 

Before continuing it may be helpful to define a few key firms. The federal government, in their work to 
standardize HIT, has developed a compendium ofterms. In; The new standardized definitions include: 

• Electronic Health Records (EHRs) - "electronic records of health-related information on an 
individual that conform to nationally recognized interoperability standards and that can be 
created, managed and consulted by authorized clinicians and staff across more than one health 
care organization," 

• Electronic Medical Records (EMRs) are distinguished from EHRs as being internal to one health 
care organization - "electronic records of health related information on an individual that 
conform to nationally recognized interoperability standards and that can be created, gathered, 
managed, and consulted by authorized clinicians and staff within one health care organization." 

• Personal Health Records (PHRs) are distinguished from EHRs and EMRs as being managed and 
controlled by the individual patient - "electronic records of health-related information on an 
individual that conform to nationally recognized interoperability standards and that can be 
drawn from multiple sources while being managed, shared, and controlled by the individual. 

• Health Information Exchange (HIE) is "the electroniC movement of health-related information 
among organizations according to nationally recognized standards." 

6 The surveyors noted that the percentage of respondents reporting EHR usage could not be ascribed to the total 
population of Alaska physicians because of the self-selecting nature of the survey methodology. 
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• Regional Health Information Organization (RHIO) - "a health information organization that 
brings together health care stakeholders within a defined geographic area and governs health 
information exchange among them for the purpose of improving health and care in that 
community," 

The federal government is actively driving the health care industry toward broad adoption of HIT. In 
April 2004 President Bush established the Office of the National Coordinator for Health Information 
Technology (ONC).';' The ONC is charged with coordinating and promoting the deployment of 
interoperable electronic health information systems throughout the nation as well as other related 
health technology initiatives. This agency has been leading national standards development initiatives 
and administering related grant programs for the past five years. 

In 2009 Congress included more than $20 billion in the American Recovery and Reinvestment Act (ARRA) 
for the development and adoption of health information technology under the Health Information 
Technology for Economic and Clinical Health (HITECH) Act. HITECH sets a goal of 2014 to increase 
dramatically the number of health care providers who have and effectively use EHRs and HIEs. The goal 
is to be achieved through an array of financial incentives, education, training and state-led actions. 

Under HITECH Medicare will begin providing incentive payments of up to $44,000 for individual 
providers and $2 million for hospitals starting in 2011 for "meaningful use of electronic health records." 
Beginning in 2015 providers not using an EHR will be penalized through reductions to their 
reimbursement rate. CMS and ONC issued regulations on December 30, 2009 setting standards for the 
Medicaid and Medicare incentive programs, providing a definition of "meaningful use," and setting 
standards for certification of EHR technology. Under HITECH state governments also playa lead role in 
planning and implementation of efforts to establish HIE(s) for their state." 

The Alaska Legislature passed SB 133 during the 2009 session, creating a statewide health information 
exchange system for Alaska and directing the Department of Health & Social Services to enter into a 
contract and to designate a qualified entity in the state to assist in the planning and implementation of 
the network. The Division of Health Care Services (DHCS) is leading this effort, and expects to award the 
HIE contract and designate the State HIE Entity this month (Jan 2010). DHCS is also responsible for 
development of a new Medicaid Management Information System (MMIS), and is working to ensure 
that the Statewide HIE Plan is closely coordinated with the State Medicaid HIT plan."; 

Two non-governmental organizations active in the advancement of EHR/HIE in Alaska today are spin-offs 
from the Alaska Telehealth Advisory Council (ATAC), which was created in 1999 with federal funds 
earmarked to foster telemedicine in Alaska. ATAe's membership included DHSS, hospitals, tribal health 
organizations, professional provider groups, the insurance industry, the telecommunications industry, 
and the University of Alaska. The ATAC sunset in 2007, but while the group was active they developed 
many initiatives that are continuing to support deployment and use of telehealth applications and 
services. In 2005 the ATAC fostered the creation ofthe Alaska EHR Alliance (AEHRA), formed to support 
implementation of EHRs in physician practices, and ChartLink, formed to support development of a 
statewide HIE. Chartlink was incorporated as a 501(c)(3) in 2008 as the Alaska eHealth Network (AeHN). 
AEHRA conducted the EHR physician survey earlier in 2009, and is now in the process of selecting two 
recommended EHR vendors for Alaska's providers based on the results of that survey, and will negotiate 
reduced prices for Alaska's providers with those vendors. 
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EHR/HIE-related health information management systems currently in use by state government in 
Alaska include: 

• MMIS (Medicaid Management Information System): an electronic information management 
system the federal government requires all states maintain to process Medicaid claims and store 
and retrieve data needed to manage and audit the Medicaid program. Alaska's MMIS was 
implemented more than 20 years ago in 1987, and now new technology and federal 
requirements dictate the construction of a new system. The process to design, build and 
operate Alaska's new MMIS began in 2006 with release by DHCS of a Request for Proposal (RFP), 
and the resulting contract was awarded in 2007 to Affiliated Computer Services, Inc. (ACS). The 
new system currently under development is known as the Alaska Medicaid Health Enterprise. It 
expected to be operational by the fall of 2011. 

• RPMS (Resource and Patient Management System): an information management system 
administered by the U.S. Indian Health Service that includes clinical, business practice, and 
administrative information management applications and is in use in most health care facilities 
within the IHS delivery system. In addition to a number of organizations within the Alaska Tribal 
Health System, the Alaska Division of Public Health's Public Health Nursing Section uses RPMS as 
the EHR/HIE for the state's public health centers. 

• AKAIMS (the Alaska Automated Information Management System): a state government 
administered web-based management information system and clinical documentation tool for 
the state's behavioral health provider grantees. AKAIMS provides an EHR function in addition to 
supporting state and federal data reporting requirements. Behavioral health providers with 
their own clinical information systems are able to interface electronically to a data repository to 
allow compliance with state and federal reporting requirements. 

• Several public health monitoring and population health protection systems: Disease tracking, 
biosurveillance and epidemiological investigations, and immunization monitoring are some of 
the governmental public health functions supported by information management systems. 
Systems currently in use by the Division of Public Health in DHSS include AK-STARS (infectious 
disease reporting system and database), VacTrAK (vaccine registry), the Alaska Cancer Registry, 
the Alaska Birth Defects Registry, and the Alaska Trauma Registry. 

FinanCing currently supporting EHR/HIE development in Alaska includes: 

• $10.4 million awarded by the Federal Communication Commission (FCC) Rural Health Care Pilot 
Program to the Alaska Native Tribal Health Consortium (on behalf of the private/public 
partnership now represented by AeHN) at the beginning of 2008 to unify electronic health care 
networks throughout the state and enable connectivity between rural and urban providers 
within Alaska and to the Lower 48. The FCC funds are supporting the design and construction of 
a statewide broadband network to facilitate exchange of health information, and to support 
telemedicine services, video conferencing, and voice-over-internet applications. The Alaska 
Legislature provided $500,000 in FY 09 through a capital appropriation to provide required 
matching funds in support of this project, and the Alaska Federal Health Care Partnership 
provided an additional $500,000 in matching funds. 
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• $300,000 from ONC to assess Alaska privacy and security laws, and subsequently an additional 
$300,000 to develop policies and procedures for the secure and private exchange of health 
information. Alaska is one of the eight original member states in the Health Information 
Security and Privacy Collaboration (HISPC), which has been working together to develop inter­
organizational privacy agreements. See the Privacy and Security section below for more 
information on this project. 

• $2.5 million in capital funding was appropriated by the Alaska legislature for the Alaska Primary 
Care Association in FY 2009 to support development of the Alaska Community Health Integrated 
Network, a Wide Area Network for Community Health Centers in Alaska to support 
development and sharing of electronic health records, practice management software, 
videoconferencing and telehealth applications. 

Recommendation OZa: The Commission recommends that the Governor direct the Department of 
Health & Social Services to explore options for assisting providers (particularly smaller primary care 
practices and individual primary care providers) with adoption of electronic health record systems. 

Recommendation OZb: The Commission recommends that the Governor ensure Alaska's statewide 
health information exchange supports providers who have not yet adopted their own electronic health 
record system by facilitating identification and purchase of systems that are interoperable with the state 
exchange. 

Recommendation OZc: The Commission recommends that the Governor ensure that HIT is utilized to 
protect the public's health. Alaska's health information exchange should connect with electronic public 
health reporting systems to enable real-time disease reporting and rapid identification of public health 
threats. 

Recommendation OZd: The Commission recommends that the Governor ensure that data available 
through the statewide health information exchange is utilized to identify opportunities for 
administrative efficiencies, coordination and optimization of care, and health care quality and safety 
improvement. 

Recommendation OZe: The Commission recommends that the 2010 Alaska Health Care Commission 
track the development of the Alaska Statewide Health Information Exchange, Alaska's new Medicaid 
Management Information System (MMIS), and the use of ARRA funds for electronic health record 
deployment; and the Commission should continue to identify current issues, policy choices and 
recommendations based on these developments. 
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b) Privacy and Security 

Finding OZc: Alaskans are concerned about the privacy of their personal health information. Progress 
has been made by the federal government to develop national health information security and privacy 
protection standards, and Alaskans have participated in these efforts, but more work remains to be 
done. 

For EHR and HIE efforts to be successful consumers and health care providers must trust their 
information will be kept confidential and secure. An appropriate balance must be struck between 
protection of individual privacy violations and breaches in system security, and the need to permit 
appropriate access to information. Policies that are too strict will decrease the value of electronic 
availability and exchange of information. Policies that are too lax will erode public trust and lead 
providers to implement restrictions to protect their patients. 

Alaska is an original member state of the national Health Information Security and Privacy Collaboration 
(HISPC), a multi-state collaborative funded by the U.S. Department of Health & Human Services in 2006 
to address the privacy and security challenges presented by electronic health information exchange. 
Governor Murkwoski initially designated the ATAC to be the state's HISPC representative, but a new 
designee has not been officially named by a Governor since the ATAC sunset in 2007. Alaska Chartlink 
now incorporated as the Alaska eHealth Network has been filling the role as Alaska's representative to 
HISPC, providing a coordinated approach to addressing privacy and security issues for Alaska. 

In Phase I of the HISPC Privacy and Security Solutions project an assessment of the current privacy and 
security landscape in Alaska was completed. The assessment included an intensive investigation of 
current community practices and the legal environment. AeHN facilitated discussions with 250 Alaskan 
providers and consumers from across the state to identify security and privacy issues related to data 
sharing, and provided that information to the federal team working on national policy. Since that time 
AeHN participated representing Alaska on a multi-state collaborative that developed a set of 
standardized data sharing agreements and policies for the exchange of protected health information 
between private health entities, and between public health agencies. Other standardized policies and 
procedures developed under Phase III of HISPC include, a Privacy and Confidentiality Policy, a Policy and 
Procedure for AddreSSing Breaches of Confidentiality, an Identification and Authorization Policy, a 
Provider Participation Agreement, and a Patient Participation Agreement. 

Federal efforts to protect privacy and security of electronic health information continues with the 
implementation of the HITECH Act, which includes a focus on privacy and security and expands current 
federal privacy and security protections already in place under HIPAA (the Health Insurance Portability 
and Accountability Act). At the state level, SB 133 requires the HIE State Designated Entity to adopt an 
opt-out provision which will allow individual Alaskans to request removal from the data sharing system. 
The next step in HIE development for Alaska may include an update of medical records laws to support 
privacy and security in the emerging electronic environment. 

Recommendation 02f: The Commission recommends that the Governor designate a statewide entity 
with the responsibility for ensuring broad implementation of health information security and privacy 
protections. The entity should participate in on-going efforts at the national level to identify security 
and privacy standards, should oversee application of those standards to Alaska's statewide health 
information exchange, and should identify a process for Alaskan patients to opt out of participation in 
the health information exchange. 
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3. TelehealthlTelemedicine 

Finding 03a: Alaskans have been particularly innovative in the use of telecommunications technologies 
as one way to bridge our vast geography and address health care access challenges. 

Finding 03b: Barriers to adoption and use of telemedicine include: 7 

• Insufficient telecommunications connectivity in some rural Alaskan communities; 

• Inadequate access to training for providers and their staff; 

• Medical licensure restrictions across state borders; 
• Misalignment of payment systems between costs and benefits. 

Telemedicine -literally "medicine across distance" - is the use of medical information exchanged from 
one site to another via electronic communications to improve patients' health status. The term 
"telehealth" encompasses a broader definition of remote health care delivery that is not limited to 
clinical services.";; Alaska has been a leader in the development and utilization oftelehealth 
applications as a mechanism for improving access to care for nearly a century - from a 674 mile dogsled 
relay to transport desperately needed diphtheria anti-toxin to the residents of Nome in the winter of 
1925' - to CB radio communication between doctors in regional hospitals and Community Health Aides 
in village clinics during the 1960s - to remote monitoring of ICU patients in rural community hospitals by 
critical care specialists in urban medical centers today. 

The Alaska Federal Health Care Partnership (AFHCP) was founded in 1995 to support collaborative 
efforts among federal health care providers, including shared training opportunities, service contracts, 
and technology. The Partnership includes the Department of Defense (Air Force 3'd Medical Group, 
Bassett Army Hospital), Veteran's Administration (Alaska Regional Office), US Coast Guard, Indian Health 
Service, and tribal health organizations. The Partnership has launched a number oftelehealth initiatives 
over the years for beneficiaries of their federal programs, including a home telehealth monitoring and 
care coordination program, a teleradiology project, and a telebehavioral health initiative. 

The AFHCP created the Alaska Federal Health Care Access Network (AFHCAN) in 1998. AFHCAN is 
federally funded and operated by the Alaska Native Tribal Health Consortium. It provides telehealth 
solutions to 248 sites throughout Alaska, including tribal health organizations, Army, Air Force, and 
Coast Guard sites, and state public health nursing centers."m They also now serve customers in other 
states and other countries, including Greenland and Panama. AFHCAN started out with the deployment 
of store-and-forward applications due to limited availability of broadband connectivity in the state, but 
has expanded to add video conferencing applications with the increasing access to high-speed lines with 
greater data capacity. 

Other telemedicine programs actively involved in improving access to health care in the state today 
include the Alaska Rural Telehealth Network, Providence's REACH system (for remote evaluation of 
stroke) and eICU, the Alaska Psychiatric Institute's Telebehavioral Health Care Services Program, and the 
Southeast Alaska Regional Health Consortium Telebehavioral Health Program. 

7 The order of the bullets in this finding is not meant to imply priority order of significance. 
S Coordination of the relay effort was achieved through communications by Morse code transmitted over 
telegraph lines. 
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An essential telecommunication service necessary for meeting today's telehealth and also HIE/EHR 
needs is broadband - advanced communications systems capable of providing high-speed transmission 
of services such as data, voice, and video over the Internet and other networks.n, There are 82 
communities in Alaska without broadband service, and an additional 31 communities with unknown 
Internet connectivity levels." There are currently a number of federally funded programs supporting 
expansion and subsidies for broadband service in the state, including: 

• The Rural Health Care Program ofthe FCC's Universal Services Fund (USF), administered by the 
Universal Service Administration Company, which provides health facilities in rural communities 
with affordable telecommunication services by subsidizing telecom and Internet access charges 
related to the use of telemedicine and telehealth. The Health Planning and Systems 
Development Section in the Division of Health Care Services provides technical assistance to 
rural health clinics across the state to help with the annual USF application process. 240 health 
clinics in rural Alaska submitted applications to this program in FY 2009."; 

• The Regulatory Commission of Alaska and the Alaska Department of Commerce, Community and 
Economic Development have provided federally funded grants for a number of years (since 
2003) to telecommunications carriers and cable operators to provide broadband Internet 
service in rural Alaskan communities. The Rural Alaska Broadband Internet Access Grant 
Program provides up to 75% of the funding required to expand broadband service into rural 
communities, and subsidizes rates for these services so that they are comparable to those paid 
by residents of Anchorage, Fairbanks and Juneau for a period of at least two years after 
expansion project completion.";; 

• The American Recovery and Reinvestment Act of 2009 included $7.5 billion to increase 
broadband access in underserved areas of the country, and also included associated funding to 
create a nationwide map of broadband availability. The Denali Commission received a federal 
stimulus grant under this initiative in November 2009 to map broadband access in Alaska down 
to the census block level. The project will identify availability of wireless, cable, fiber optic and 
telephone services along with connection speeds, and is expected to be completed by 2012. A 
number of Alaskan telecommunication companies have already applied for stimulus funds to 
continue the deployment of broadband to rural Alaska. 

Recommendation 03a: The Commission recommends that the Governor and Alaska legislature work 
with federal and local partners to ensure all Alaskan communities have access to broadband 
telecommunications infrastructure that provides the connectivity and bandwidth necessary to optimize 
use of health information technologies. 

Recommendation 03b: The Commission recommends that the Governor direct the Alaska Department 
of Health & Social Services to investigate innovative reimbursement mechanisms for telemedicine­
delivered services; test new payment methodologies through Medicaid, and work with other payers to 
encourage adoption of successful methodologies. 
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E. Access to Primary Care for Medicare Patients 

Finding E(a): Alaska's Medicare-eligible population is growing. 

Finding E(b): Medicare patients in some areas of Alaska experience trouble accessing primary care. The 
communities experiencing the most trouble with access are those with larger populations, notably 
Anchorage. 

Finding E(c): One contributor to the Medicare access problem is an insufficient supply of primary care 
physicians willing to accept and retain Medicare patients in larger urban centers. 

Finding E(d): Health care providers report Medicare's burdensome administrative requirements, 
onerous audits, and what they find to be insufficient reimbursement rates as the primary reasons for 
limiting or denying provision of Medicare services. 

Finding E(e): Care for Medicare patients is often more complex and time-intensive than for the general 
patient population. 

Finding E(f): Mid-level practitioners are increasingly being used to solve the Medicare access problem. 

Finding E(g): Health care providers report Medicare's physician and mid-level practitioner 
reimbursement schemes are not rational and not reliable. 

Finding E(h): Health care providers commonly report that Medicare's audit process designed to weed 
out fraud and abuse in the system focuses more on identification of billing errors than intentional fraud, 
incentivizes audit contractors to pursue and penalize providers for unintentional billing errors, and 
unnecessarily places an onerous administrative and legal burden on providers. The audit process, which 
appears to physicians to be based on an assumption of guilt, serves as a disincentive for Alaska providers 
to provide care for Medicare patients. 

Background 

Medicare is the federal government's health insurance program for the elderly (age 65 and older) and 
disabled. Created by Congress in 1965, it is partially funded with payroll taxes, and is administered by 
the Centers for Medicare and Medicaid Services (CMS) in the U.S. Department of Health & Human 
Services. Medicare benefits include: 

• Part A (Hospital Insurance), covering inpatient hospital stays, some care in skilled nursing 
facilities, and hospice. 

• Part B (Medical Insurance), covering medically necessary services not covered under part A, 
such as outpatient hospital care, physician services, some preventive services, diagnostic tests, 
and durable medical equipment. 

• Part C (Medicare Advantage), an optional fee-for-service plan that provides Part A and Part B 
benefits through a private health insurance plan. 

• Part D (Medicare Prescription Drug Plan), provides prescription drug coverage. 
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Medicare premiums are highly subsidized by the federal government, and spending for Medicare has 
grown steadily since its inception with costs doubling every four years between 1966 and 1980. 
Medicare costs, now at $495 billion, accounted for 19% of all health care expenditures in the u.s. in 
2009. One strategy the federal government implements to control soaring costs is limiting the physician 
payment rate. 

The sustainable growth rate (SGR) formula for Medicare was created by Congress in 1997 to limit 
Medicare growth. The SGR, which is tied to the GOP, triggers reductions in the Medicare phYSician 
payment rate when costs rise too steeply - which has been the case each year since the SGR was 
created. Congress has not had the political will to enforce the reductions however, and has intervened 
each year to block them. While the statutory payment reductions have not been enforced, the SGR has 
had the effect of limiting potential payment rate increases. This strategy has not had the intended 
effect however, as reduced or limited payment rates are offset by increased utilization and total 
Medicare costs have continued to rise. 

Another variable in Medicare physician rate setting are geographic differentials. Alaska has benefited 
from successful efforts by our congressional delegation to enact legislative provisions to boost the 
reimbursement rate for Alaskan physicians by increasing Alaska's geographic differential. Effective 
January 2009 Alaska's Medicare physician reimbursement rate was set permanently in federal law at 
29% above the national average. 

In 2008 there were 59,435 Alaskan Medicare beneficiaries, approximately 82% of whom were aged 65 
or older with the remainder qualifying due to disability. The number of Alaskans aged 65 and older has 
more than doubled over the past two decades, from 22,095 in 1990 to 49,455 in 2008. That number is 
prOjected to nearly triple again by the year 2030 to 134,391. 

Population Projections 
Alaskans Age 65+ 2004-2029 
(Middle Series, AK DOLWD) 
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The Problem 

Many Alaskan Medicare beneficiaries, particularly those in more urban communities, report they have 
trouble finding a physician to take them as a patient. A study conducted by the Institute for Social and 
Economic Research (ISER) at UAA in 2008 confirmed there are few primary care physicians in Anchorage 
who will accept new Medicare patients."m The researchers found that only 17% of Anchorage primary 
care physicians accept new Medicare patients compared to 61% nationally."" 

Driving this problem is the growing demand for Medicare services due to 1) the aging of Alaska's 
population, and 2) the need for increasingly complex care to treat and manage chronic conditions. As 
noted above, Alaska is experiencing significant growth in the Medicare eligible population that is 
expected to continue over the next two decades. The growing number of Medicare beneficiaries is 
compounded by the amount of extra time and effort it takes to treat a typical Medicare patient. One 
study found that for every 100 Medicare patients a primary care physician treats, that physician 
potentially has to interact with 99 other physicians in 53 different practices as they work to coordinate 
treatment of multiple and complicated health problems.'" 

The problem of growing demand is compounded by an inadequate supply of primary care physicians. 
Physicians report Medicare's low reimbursement rates, about one-third less than what private insurance 
pays in Alaska, as a primary reason behind decisions to not accept new Medicare patients or opt out of 
the Medicare system entirely. Other factors playing into these decisions include Medicare's 
burdensome administrative requirements, and a federal government audit process that is onerous and 
punitive. If there were more primary care physicians they would be able to spread the Medicare patient 
load and physician practices might more easily be able to absorb losses from lower reimbursement and 
increased pa perwork. 

Potential Solutions 

Recognizing that the ability to drive changes in federal policy is limited, the Commission felt the most 
effective state-based strategy for addressing the Medicare access problem is to increase the supply of 
primary care providers, following similar recommendations to those specified in Part III.C of this report. 
The Commission was particularly interested in the opportunity to develop an internal medicine 
residency program for Alaska. One of the few primary care practices in Anchorage that was accepting 
new Medicare patients until recently was the Family Medicine Residency Program, but they had to cap 
the number of seniors they could accept as the elder portion of their patient population had grown to 
the point that the residents were not able to get the amount of experience with younger populations 
they needed. An internal medicine residency program would provide a dual benefit by producing more 
primary care physicians who specialize in treating adults and who are likely to stay in Alaska to practice, 
and by also creating a new clinical practice that would accept Medicare patients. 

The Commission heard from a couple of groups proposing to expand clinical capacity. One group 
proposed starting a new for-profit primary care practice that would see Medicare patients exclusively, 
and would be staffed by a physician-led nurse practitioner team. The Commission had reservations 
regarding the proposed care model, which would limit a patient's ability to be seen for multiple 
conditions at the same time. The complex care needs of this population are too great and require a high 
level of coordination. The Commission also felt that a for-profit practice should be able to make the 
business case to investment partners if the proposal was viable, and that government investment would 
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not be appropriate. A second group suggested that expansion of the Anchorage Neighborhood Health 
Center (ANHC) would support the ability to expand the Medicare patient population seen there, but a 
specific request was not made of the Commission, and the ANHC recently received a sizeable state 
capital grant ($10 M) to support the planned expansion. The Commission felt that state government 
strategies for expanding medical clinic capacity are most appropriately targeted at Federally Qualified 
Health Centers and Rural Health Clinics - which are non-profit safety net providers such as the ANHC. 

The Commission determined that it was also necessary to request assistance again from Alaska's 
congressional delegation with seeking relief from Medicare's inequitable reimbursement rates, 
burdensome administrative requirements, and onerous audit conditions. There were questions about 
how the administrative requirements of Medicare compare to Medicaid and other 3,d party insurance 
providers, and a suggestion was made to investigate that question in order to support the request. 

One new program the Commission considered as a potential solution to the Medicare access problem 
was PACE (Programs of All-Inclusive Care for the Elderly). PACE is a Medicare and Medicaid program 
that provides community-based care and services for older adults and people over 55 living with 
disabilities who would otherwise require nursing home level of care. PACE programs are required to 
provide a comprehensive set of wrap-around integrated medical and social services managed by an 
interdisciplinary team of health care professionals. Eligible Alaskans on Medicare choosing to 
participate in this optional program would be guaranteed access to primary care. 

Initially started as a Medicare demonstration project in 1978, PACE proved so successful in improving 
outcomes for families and patients, health care providers, government and other payers, that it has 
been replicated in 31 states by 69 PACE organizations that serve nearly 18,000 individuals today. An 
evaluation by the federal government (then HCFA now CMS) conducted during the 1990s that studied 
the impacts of PACE on a wide variety of outcomes found that it resulted in long-lasting decreases in 
nurse visits to the home, inpatient hospital admissions, inpatient hospital days, and nursing home days. 
In addition, this study found that PACE enrollees lived longer and spent more days in the community 
than did non-PACE participants in a similar demographic control group. 

The estimated number of Alaskans dually-eligible for both Medicare and Medicaid living in the 
Municipality of Anchorage is 7,539.'~; An estimated 10% may be eligible to participate in a PACE 
program. Two Anchorage health care organizations, Providence and Southcentral Foundation, have 
expressed some interest in potentially developing a PACE program in the community. 

States may elect PACE as an optional Medicaid benefit through the Medicaid State Plan Amendment 
process. Approval of a State Plan Amendment by CMS does not obligate the state to implement a PACE 
program, but provides the option and positions the department and interested providers to move 
forward with program development. 

Because only the frail elderly and disabled are eligible to participate in PACE, and those individuals are 
likely to be receiving higher levels of specialty care already, eligible participants are not as likely to be 
among those Medicare patients experiencing problems with access to health care. Developing a PACE 
program in Alaska would most likely make only a very small impact on the Medicare access problem, but 
because ofthe many other benefits a PACE program would offer eligible Alaskans, the Commission 
determined the state should facilitate development of this program. 

48 01-15-10 



1883 

Recommendation E(a): The Commission recommends that the Governor and Alaska Legislature 
improve the supply of primary care providers in order to enable increased access to care for Medicare 
patients by: 
o Supporting a student loan repayment and financial incentive program for primary care providers 

practicing in Alaska and serving Medicare patients (and including other service requirements 
deemed necessary to meet the needs of the underserved); 

o Supporting development of a primary care internal medicine residency program; 
o Supporting WWAMI program expansion as resources allow; and, 
o Supporting mid-level practitioner development. 

Recommendation E(b): The Commission recommends that the Governor and Alaska Legislature explore 
strategies for removing barriers to the development of designated Federally Qualified Health Centers 
(FQHCs) and Rural Health Clinics (RHCs), facilitating development through state application for federal 
shortage designations for Medicare populations and supporting planning for new and expanded 
FQHCs/RHCs. 

Recommendation E(c): The Commission recommends that the Governor and Alaska Legislature work 
with Alaska's Congressional delegation to improve Medicare's reimbursement scheme to ensure the 
sustainability of care to Medicare patients. 

Recommendation E(d): The Commission recommends that the Governor and Alaska Legislature ask 
Alaska's congressional delegation to pursue federal policies to redesign the Medicare audit process so 
that it focuses more on identification and prosecution of fraudulent practices than on billing errors. 
Reported financial incentives for audit contractors should be eliminated and replaced with performance 
measures. Concern over billing errors should be addressed through provider training and performance 
reports, not through audit processes designed to weed out fraud and abuse. 

Recommendation E(e): The Commission recommends that the Governor and Alaska Legislature 
commission an analysis comparing Medicare to Medicaid and private insurance administrative 
requirements, including recommendations for streamlining public insurance administrative procedures 
to make them more user-friendly. 

Recommendation E(f): The Commission recommends that the Governor facilitate development of PACE 
programs in Alaska by directing the Department of Health & Social Services to submit a State Plan 
Amendment to the U.S. Centers for Medicare and Medicaid Services (CMS) to add PACE as a Medicaid 
service, and to identify and remove barriers to development of PACE programs. 
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PART IV: Health Care System Transformation Elements 

A number of issues and potential strategies were identified by the Commission as important to a 
comprehensive approach to health care reform for Alaska. Potential elements of health care system 
transformation identified for future study are described briefly in this part of the report, and a 
suggested approach for planning related to these issues is provided in Part V. 

A. Access to Health Care 

1. Health Insurance Coverage 

Because federal health care reform efforts underway during 2009 have focused primarily on increasing 
health insurance coverage, the Commission decided it would not be prudent to evaluate state options 
for expanding coverage until Congress completes their work. 

Future study of access to health care coverage will require analysis and understanding of: 

• National reforms adopted in and for Alaska. Strategies for increasing health insurance 
coverage in pending federal legislation include creation of a new government-administered 
insurance plan ("public option"), creation of health insurance exchanges, creation of non-profit 
member-operated health insurance cooperatives ("Co-ops"), expansion of Medicaid eligibility, 
individual and employer mandates requiring purchase of insurance, subsidies for low income 
individuals to purchase insurance, and insurance market reforms. If federal legislation passes, 
future state health commission work should include analyzing options and making 
recommendations for state policy direction needed to implement federal reforms at the state 
level. At a minimum, the work of this or a future commission to consider health insurance 
coverage expansion will require study of the impact of national reforms in Alaska. 

• Alaska's private insurance market. Only 23% of Alaskans have health insurance purchased on 
the private market. An additional 32% have insurance through their employers' self-insured 
plan (exempt from state regulation under federal law (ERISA)). The remaining 45% of Alaskans 
have insurance through a public plan (Medicaid/Medicare), have health care provided by the 
military or the tribal health system, or are uninsured. Consideration of insurance market reform 
strategies will require study of the potential impact on Alaska's health care system since less 
than a quarter of the population is covered by the state-regulated insurance market.''''''' 

• The challenge small businesses face in obtaining insurance coverage for their employees. 
Most of Alaska's smallest businesses (those with fewer than 10 employees) cannot afford to 
offer health benefits to their employees. 52% of uninsured Alaskans are employed adults (9% 
are unemployed adults, and the remainders are children and others not in the work force). 
Those studying this issue in the future can benefit from the work conducted by the Department 
of Health & Social Services on health insurance coverage in Alaska during 2005-2007 under a 
grant from the Robert Wood Johnson Foundation. One of the findings from that study is the 
importance of understanding the seasonal nature of Alaska's workforce. Other results from that 
study were obtained from surveys and focus groups conducted with Alaska business owners 
regarding their ability to obtain insurance for their employees and the barriers they face. 
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2. Health Care Workforce Development 

Alaskans' access to quality health care is dependent on the availability of a well trained health care 
workforce with sufficient numbers of workers in the right occupations and the right locations to meet 
the needs of the population. The focus by the Commission during their first year on the physician 
workforce was just a first small step and only one component in what should be a comprehensive and 
sustained approach to development and implementation of a health care workforce strategy for Alaska. 
As noted in Part III, Section C of this report, there are numerous organizations collaborating on various 
aspects of health care workforce planning and development. Future study and improvement of Alaska's 
health care workforce cannot occur in isolation but must consider and build on these other efforts, and 
a comprehensive approach to addressing Alaska's health care workforce needs must include strategies 
to address: 

• On-going assessment of Alaska's health care workforce size, composition and distribution 
• Workforce innovations required for responding to transformation in patient care models 
• Training needs along the continuum of K12 education through graduate medical education and 

including on-the-job training 
• Improved recruitment and retention of health care workers 
• Sustainability of health care workforce planning, development and support infrastructure 

3. Physical Health Care Services 

Individual services and systems of care within the health care delivery system need to be better 
understood and conSidered as part of future work to improve the system. During this year the 
Commission heard specific concerns about access to dental services, and the condition of Alaska's 
Trauma System. Those two areas could be a starting point for delving deeper into analysis of Alaska's 
health care system. Additional areas might include pharmacy, vision care, and preventive services. 

4. Behavioral Health & Long Term Care 

The Commission noted that any effort to transform Alaska's health care system should consider the 
system from the consumer's perspective. From the individual health care consumer's perspective their 
behavioral health and long term care needs cannot be separated from their physical health needs. For 
that reason alone future health care planning and policy development efforts need to consider these 
other systems and services, and another important factor necessitating their inclusion is that behavioral 
health and long term care are significant cost drivers in the increasing cost of health care. 

The Commission did not attempt in their first year to address issues related specifically to the funding 
and delivery of behavioral health and long term care in Alaska. In part because there are other groups 
working on planning for behavioral health and long term care improvement, such as the Alaska Mental 
Health Trust Authority, the Alaska Mental Health Board, the Advisory Board on Alcoholism and Drug 
Abuse, the Alaska Commission on Aging, and the Department of Health & Social Services, while there is 
no other entity charged with examining the broader health care delivery system. Future work must not 
leave these sectors out however. Recent plans, such as the Comprehensive Integrated Mental Health 
Plan and the State Plan for Long Term Care Services, should be reviewed. 
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If this or a future Commission wishes to foster innovation in transforming Alaska's health care system to 
better support a healthier Alaskan population they will need to coordinate with the behavioral health 
and long term care planning entities to ensure they are taking an integrated and holistic approach while 
not duplicating efforts. 

B. Cost & Quality (Value) 

The trend in state and federal health care reform efforts has been moving away from more simplistic 
cost control measures, such as caps on fees, towards a focus on improved value, thus most strategies to 
address the cost of care cannot be separated from strategies to improve quality. 

1. Understanding the Cost of Care in Alaska 

Information presented in Part II of this report indicates costs are higher in Alaska compared to other 
states, but a thorough understanding of the underlying reasons why costs vary is required prior to 
making specific policy recommendations to address the problem. Is it due to an insufficient supply of 
providers and insufficient competition between providers? Is there higher utilization of medical services 
in our state, and if so is it due to waste in the system or due to a higher prevalence of complex health 
conditions? How does fragmentation of the health care delivery system affect overall costs? Are payers 
unable or unwilling to negotiate the lowest possible price for services? 

An important aspect of understanding variations in cost and underlying cost drivers is understanding 
how cost shifting occurs when one payer or set of payers underpays a health care provider (pays less 
than the costs the provider incurs to deliver the service). Prices charged are typically higher than the 
cost of care (and beyond profit margin) to make up for capped reimbursement by some providers, low 
fees negotiated with contract payers, and uncompensated care provided for uninsured and 
underinsured individuals who are not able to pay. Further analysis of cost drivers and cost shifting is 
needed to support development and implementation of successful strategies to control cost and 
improve value. 

2. Primarv Care Innovation 

One of the Commission's central strategies for improving health care cost and quality is innovation in 
the patient care model at the primary care level. A lot of work must be done to implement the 
Commission's recommendation (#A2a) in support of primary care innovation. A collaborative effort with 
the primary care provider community and the Alaska Department of Health & Social Services needs to 
be undertaken to define the care model in more specificity beyond the identified characteristics, 
performance standards and measures must be developed, required internal organization supports for 
providers must be identified (such as information technology, knowledge management strategies for 
evidence-based practice, and development of effective teams), as well as requirements for a supportive 
payment and regulatory environment. 
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3. Value-Driven Purchasing 

The fee-for-service approach to purchasing health care drives up the overall cost of care by incentivizing 
the provision of more services, and more costly services, while offering no incentives for improved 
quality or efficiency. "Value-driven purchasing" (VDP) identifies and implements purchasing practices 
intended to improve the value of health care services by holding providers accountable for both the 
quality and cost of services delivered to patients. VDP strategies include establishing standardized 
quality measures and reporting requirements, reporting of health care price and quality information, 
and use of direct incentives or disincentives to providers and consumers to promote improved quality of 
care and health outcomes as well as greater value for dollars spent. There are a number of strategies 
that could be studied to start Alaska on the road to value-driven purchasing. 

a) Leverage State Purchasing Power 
State government in Alaska represents a substantial payer for health care services. The state spent over 
$1.5 billion last year in Medicaid expenditures, payment of state employee and retiree claims (not 
counting benefit credits paid to union health trusts), payment of state employee Workers' 
Compensation medical claims, and purchase of health care services for incarcerated offenders in the 
state correctional system. Collaboration between these state programs to develop shared value-driven 
purchasing strategies could provide significant market-share leverage for improving health care quality 
and cost in this state. This is an area that warrants additional study and potential recommendations. 

b) Provider/Payer Cost Sharing Demonstration Projects 
Because of the way the fee-for-service payment system is structured, health care providers may face 
situations where implementing measures that will reduce overall costs in the system and save money 
for the payer will actually increase the cost the provider incurs while reducing their revenue. This may 
be particularly true of hospitals, when investing in a costly new technology will improve patient 
outcomes and reduce hospital bed days. Future work on this issue could involve working with Alaska's 
hospitals to determine the extent to which these types of situations might delay innovation (and 
thereby delay improved patient outcomes and overall system costs), and consider the advisability of 
cost sharing demonstration projects. 

c) Cost and Quality Transparency 
Consumers need to know the price and quality of their health care options in order to make informed 
decisions and support their ability to participate more fully in their care. Empowering consumers with 
information not only supports improved decision-making on their part, but drives the entire system to 
provide better care for less money. An infrastructure to support transparency of health care cost and 
quality for Alaskan consumers, compiling and analyzing data on pricing and quality measures for 
physician services and hospital care and producing public information through an accessible and 
understandable reporting mechanism, does not currently exist. 

Creating a system to provide transparency is not as simple as it may sound however. Pricing of 
individual services might be misleading without a more comprehensive picture of the total cost of care 
for a given condition and the expected outcomes of various care options. And transparency to support a 
market-based approach is not the only solution to the health care cost and quality problem. Health care 
is different than other goods and services, and all the conditions required for a competitive market do 
not exist in the health care market. Consumers do not fully control all of their health care dollars, and 
they cannot participate fully in all aspects of clinical decision-making about their care. In addition, many 
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health care decisions are made for consumers in urgent or emergent situations when the consumer is 
severely ill, injured or under too much emotional stress to participate in their care decisions. 

The potential benefits of and barriers to developing an information system to support consumer choice 
need to be fully understood as part of a strategic approach to making the system more transparent in 
order to improve quality and control costs. 

dJ Evidence-Based Medicine 
I ... 

The Dartmouth Atlas of Health Care ""''' and numerous other studies have consistently demonstrated 
wide variations in practice patterns and use of health care resources across geographic regions of the 
United States - the tests and treatment a patient with a given health condition receives varies based on 
the location in the country where the care is received. The waste in the health care system due to 
misused medical resources is estimated to represent as much as 30% of health care spending. 
Moreover, research has documented those regions of the country where there is overuse of health care 
resources and resulting higher spending actually have lower quality of care and worse health 
outcomes. hdx hex Ixxi 

Decreasing the variability in health care services and spending requires the application of evidence­
based medicine, which seeks to improve the decision-making of individual health care providers as they 
make diagnosis and treatment decisions about individual patients, to engage the patient in making 
informed decisions about their care, and to improve the policies of payers and health care delivery 
organizations. Evidence-based medicine is defined as a set of principles and methods intended to 
ensure that to the greatest extent possible, population-based policies and individual medical decisions 
are consistent with evidence of effectiveness and benefit." 'uH The core idea behind evidence-based 
medicine is that the right care must be provided to the right patient in the right place at the right time 
and at the right price. And that all the determinations about what constitute these "right" decisions are 
based on the best available scientific evidence. 

Improving evidence-based medical decision making may be the key to increasing value in health care­
decreasing cost and increasing quality. There are a number of roles public policy can play in supporting 
and driving the use of evidence-based medicine. One state government example comes from 
Washington state, which has enacted a set of statutory provisions authorizing the state's public payers 
(Medicaid, Workers' Compensation, state government employee benefit plans, and the corrections 
department) to use evidence-based methods to improving quality of care, reduce wasteful use of health 
care resources, and determine what benefits should be covered.''';;; Continuing work to improve value 
must include identification of the best approaches to expanding the application of evidence-based 
medicine in Alaska 

eJ Payment Re/arm'nlv 

The current fee-for-service payment system rewards health care providers for volume, not value. The 
financial incentives in this system lie entirely in the provision of more health care services and the sale of 
more health care commodities regardless of the quality of care provided, and may actually serve as a 
disincentive to creating health. Movement away from fee-for-service to new payment methodologies 
will require capacity for electronic information management, and therefore development and 
implementation of health information technology. 

Reform of payment methodologies to reward quality can evolve in an incremental approach that can be 
initially pilot tested and gradually implemented to prevent harm to health care providers and their 
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business interests, and in a way that supports providers as they transform the health care system over 
time. Research is required to guide implementation of new payment methods, and careful evaluation is 
required to assess cost-effectiveness, impact on quality of care and patient outcomes, and identification 
of unintended consequences. Following are three value-driven payment strategies this or a future 
Commission might choose to analyze and for which they might develop policy recommendations. 

• Pay-far-Performance 
A pay-for-performance program provides a bonus payment for health care providers meeting 
certain standards of quality on a predetermined set of clinical measures. One approach would 
provide incentives for improvement over baseline performance as well. One challenge to 
developing a pay-for-performance program in Alaska will be the small size of many of Alaska's 
hospitals and the lack of any large primary care group practices, as sufficient patient volume to 
provide statistically valid measurement of quality is required. 

• Patient-Centered Primary Care Enhanced Service Payment 
The Commission in this report recommends the state of Alaska aggressively pursue 
development of innovative models of patient-centered primary care. Implementation of this 
recommendation will require further work to develop a detailed definition including the criteria 
a practice will have to meet in order to be deemed as meeting the new standard of care. The 
level and source of funding as well as the reimbursement mechanism for enhanced payment to 
support these new patient care models will need to be identified as well. As Medicaid is the 
state's largest payer, the Department of Health & Social Services is the logical entity to begin 
this next level of planning in support of the development of a Medicaid pilot program. DHSS 
might look to partner with other state agency health care purchasers and also private health 
insurance companies operating in Alaska to expand the reach of such a program. 

• Bundled Payment Systems 
Payment bundling provides a global fee for a specified set of services. Development of this 
payment system could be evolved over time, starting with bundling of a limited set of hospital 
services related to certain acute care episodes (related to certain illness diagnoses for a 
specified period oftime - for example, coronary artery bypass surgery and extending 30 days 
beyond discharge); and expanding over time to include physician inpatient care and post-acute 
care. A particular challenge to implementing this strategy in Alaska is the lack of integrated care 
networks here. Hospitals would initially have to contract with physicians and other service 
providers required to deliver the suite of services potentially needed to treat the bundled 
diagnoses or procedures. Other challenges involve the lack of sophistication of information and 
accounting systems of many of Alaska's smaller hospitals, the need to identify standards to 
ensure cost reduction does not negatively impact quality, mechanisms for avoiding "cherry­
picking" of patients with the potential for fewer complications, and ways to reduce exposure to 
risk for providers. 

f) Reporting and Non-Payment for "Never Events" and other Health Care Acquired Conditions 
"Never events", as suggested by the term, are occurrences of medical errors that should never happen. 
The National Quality Forum maintains a list of 28 Serious Reportable Adverse Events considered "never 
events." Examples include surgery performed on the wrong body part, surgery performed on the wrong 
patient, leaving a foreign object in a surgical patient, patient death or disability due to use of a 
contaminated device, and patient death or disability due to a medication error. 
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CMS enacted a policy on July 31, 2008 to deny Medicare payment for medical services provided by a 
hospital for care required as the result of a never event. The new CMS policy also authorized State 
Medicaid Directors to enact this same policy in their state Medicaid program. A number of private 
insurance companies also have non-payment for never event policies. 

Health care acquired infections, such as MRSA and C.Diff, are not included on the "never event" list; 
however the U.S. Centers for Disease Control and Prevention estimate that, in hospitals alone, these 
infections account for 1.7 million infections and result in 99,000 deaths annually. Many more are 
estimated to occur in other health care settings such as day-surgery clinics. 

Required public reporting of these conditions can serve as an incentive for health care providers to 
increase efforts to prevent these problems, and also provide the public health system with information 
needed to assist health care providers with prevention techniques. Statutorily mandated health care 
acquired conditions reporting has been considered by the Alaska legislature in the past, and a plan for 
developing a health care acquired conditions reporting system is currently under development by the 
Alaska Division of Public Health in the Department of Health & Social Services. 

Future work on this issue could include an assessment of the incidence of medical errors in Alaska, the 
extent to which never event payment policies have been adopted in Alaska, and if there are 
opportunities for expanded and improved use of this policy as well as other strategies for reducing the 
occurrence of medical errors and improving patient safety. 

4. Fraud & Abuse Control 

The National Health Care Anti-Fraud AssOCiation, a public-private partnership of insurance company and 
government health care payers, estimates that a minimum of 3% of national health care expenditures is 
lost to fraud and abuse. Health care fraud - intentional misrepresentation or deception for the purpose 
of receiving higher reimbursement - can take many forms. One of the more common forms is for 
criminals to obtain patient information and pose as fictitious doctors, billing public and private insurance 
plans for service that was never rendered. The increased cost to payers for these fraudulent claims 
translates into increased premiums for private insurance holders and increased taxes to support 
Medicaid and Medicare. 

It is difficult to determine the actual extent and impact of fraud and abuse in the health care sector­
one cannot survey the criminals to determine how much they are making - but future work on this issue 
could include analysis of the current systems in place for fraud and abuse detection, investigation and 
prosecution for Alaska's Medicaid program and utilized by the insurance industry here. This analysis 
could include a look at current capacity, including funding and staffing levels, current practices, and also 
criminal penalties in state statute. 

5. Tort Reform 

Costs associated with medical liability (medical malpractice insurance premium costs, malpractice 
awards, and the practice of defensive medicine) are believed to be one driver of increasing health care 
costs, and reform of related civil justice laws has been one cost control strategy suggested in health care 
reform debates at the federal and at state levels. Estimates of potential savings from medical 
malpractice reform vary, but two very recent studies predict measurable savings. The Congressional 
Budget Office, in an October 2009 study for Senator Hatch, pegs the potential cost savings at 0.5% of 
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total national health care spending. The National Bureau of Economic Research estimates, in a 
September 2009 study, that three different types of medical tort reform could reduce premiums for 
employer-sponsored health insurance plans by 1 to 2% each. 

This is one strategy that has been addressed at least partially in Alaska. In 2005 the Alaska Legislature 
passed the Alaska Medical Injury Compensation Reform Act, limiting noneconomic damage awards for 
personal injury resulting from health care services to $250,000 (limit increases to $400,000 for wrongful 
death or injury resulting in permanent physical impairment that is more than 70% disabling). Alaska's 
court system also plays a role - discouraging frivolous lawsuits through Alaska Civil Rule 82, which 
requires the losing party to tort litigation to pay attorney fees and court costs to the prevailing party. 

Future work related to this issue could include evaluation of the impact of the medical liability reform 
law passed in 2005 and study of additional strategies, such as regulation of medical malpractice 
insurance providers and development of programs to encourage alternatives to litigation. 

6. Process Innovation Strategies 

One other factor driving higher cost and reduced quality is operational inefficiency in the delivery of 
health care services. Inefficiencies associated with both direct medical services and those associated 
with administrative and logistical support services can benefit from systematic efforts to streamline 
work processes and drive out waste. h'" Health care managers have been successfully applying process­
innovation strategies that are popular in the manufacturing industry to improve efficiency and quality of 
their services. Examples of problems tackled range from reducing the number of mistakes in invoices, to 
reducing the number of patients requiring intravenous antibiotics, to shortening the length of stay in 
chronic obstructive pulmonary disease patients.'~'i 

Two popular process-innovation strategies in use in health care systems today are Lean Thinking and Six 
Sigma. Lean Thinking (also known as Toyota Production System (TPS), or simply "Lean") came out of the 
Japanese auto industry. Lean provides an integrated set of tools, principles, and practices focused on 
waste reduction and synchronizing work flow, utilizing an extended process flowchart as a tool for 
identifying non-value-added steps and bottlenecks. Six Sigma was originally introduced by Motorola as 
a method for driving company-wide quality improvement. It provides an organizational structure of 
project leaders and project owners, and a problem-solving strategy similar to medical practice­
information gathering followed by careful diagnosis, application of "treatment," and follow-up to 
determine efficacy. 

Future work to improve efficiency in health care service delivery processes in Alaska could include 
analysis of the extent to which manufacturing industry process innovation strategies are being applied 
by Alaska's major health care providers. Options and opportunities for fostering the transformation in 
the culture of Alaska's health care businesses to focus on continuous improvement could be identified. 
Also methods for spreading the adoption of process innovation strategies, for example by supporting 
forums for sharing best practices and providing technical assistance, could be conSidered. 
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C Prevention 

1- Public Health: Population-Based Health Promotion & Disease/lnjurv Prevention 

Many diseases and injuries are preventable. Simple, non-medical, individual approaches to prevention 
such as hand washing, eating healthy foods, exercising, not smoking, drinking alcohol in moderation if at 
all, and wearing bicycle helmets and life jackets go a long way towards avoiding illness and injury. 
Individuals acting alone cannot create all of the conditions necessary to ensure good health however. '''''';; 

Since antiquity societal leaders recognized the importance of communal action to protect and promote 
the health of community members. Some of the rules described in the Old Testament were intended to 
prevent illness in the community from contaminated food or to prevent the spread of communicable 
disease. Today governments act to ensure safe food and water, maintain sanitation systems, provide 
vaccinations, deliver maternal and child health services, enact public polices such as seat belt laws, and 
operate programs such as tobacco control in order to optimize the health of the population under their 
jurisdiction. 

Public health is defined as "what society does collectively to assure the conditions for people to be 
healthy.",=m There are two main characteristics of public health - 1) it is concerned with prevention 
rather than cure, and 2) it is concerned with population-level rather than individual-level health issues. 
Public health protects and improves communities by preventing epidemics and the spread of disease, 
promoting healthy lifestyles for children and families, protecting against hazards in homes, work sites, 
communities and the environment, assuring high quality health care services, and preparing for and 
responding to emergencies. 

The significant improvements in health status in the United States during the 20" century - such as the 
increase in life expectancy from 45 years in 1900 to over 75 years in 2000 - are primarily due to public 
health interventions. Only five years of this 30 year increase in the average lifespan of Americans is 
attributable to the aggregate effects of improvements in medical care. '"'' 25 years of this gain are due 
to advances in public health. I", Attainment of the Commission's vision to transform Alaska's health 
care system so it focuses on creating health and not simply treating illness and injury requires an 
understanding of and support for Alaska's public health system. 

A report by the Institute of Medicine published in 2002 found that the nation's governmental public 
health infrastructure had been neglected, and an overhaul of its components (e.g., workforce, 
laboratories, public health law) was needed to ensure quality of services and optimal performance. 
Governmental public health agencies are the backbone of the public health system but do not work 
alone. Other organizations and sectors of society - including the health care delivery system, 
communities, business, the media, and academia are important partners in the public health system. 'm, 

In Alaska the state legislature is charged under the constitution to "provide for the promotion and 
protection of public health" (Constitution of the State of Alaska, Article VII, Section 4). The legislature 
has paid attention to the needs of Alaska's public health infrastructure over the years. For example, by 
funding construction of two new technologically modern public health laboratories during the past 10 
years, and by passing comprehensive reform of the state's public health laws as they relate to public 
health functions (AS 18.15) in 2005. But a review of Alaska's public health system has not been 
conducted in over a decade, and the capacity of the system to meet the need for population-based 
health promotion and disease and injury prevention is not well understood. 
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Future work by the Commission could include analyzing the adequacy of Alaska's public health 
infrastructure, and developing policy recommendations to ensure the state's public health system is 
sufficiently supported to deliver population-based disease and injury prevention and health promotion 
services. 

2. Safe Water and Sanitation Systems 

Safe water and waste water systems are essential to the prevention of disease. At the turn of the last 
century infectious diseases such as typhoid and cholera were the leading cause of death in the United 
States. Today many of those diseases have been virtually eliminated - in large part due to modern 
sanitation systems. 

The association between safe drinking water and gastrointestinal illness has long been recognized, but a 
recent study conducted in Alaska by the CDC Arctic Investigation Program found a link between in-home 
water service and higher rates of respiratory and skin infections as well. The CDC team noted as 
"particularly disturbing" their finding that villages in one region with low in-home water service (less 
than 10% of homes served) experienced a respiratory infection hospitalization rate that was five-times 
higher than that of the general U.S. population, and a pneumonia hospitalization rate among infants 
that was ll-times higher. 1M';; This study demonstrates the importance of having safe water that is not 
only available in the local community for drinking, but is also readily and easily available in the home for 
hygiene use. 

Nearly every home in the U.S. - 99.4% according to the 2000 U.S. Census - now has running water and 
flush toilets. Alaska ranks last in the nation, with 93.7% of Alaska homes having these basic services. In 
rural Alaska however, only 77% of homes have modern sanitation facilities. 'm;;; 

Support for improved sanitation systems in rural Alaska has been underway for some time, beginning 
with efforts of the Indian Health Service in the 1960s. In 1972 the state of Alaska enacted the Village 
Safe Water Act and began contributing state resources for construction of water projects. In 1994 the 
Rural and Native Sanitation Development Program, jointly funded by the state and federal government, 
was implemented. When this program began only 37% of rural Alaska households had adequate 
sanitation facilities. Today the Alaska Department of Environmental Conservation administers the 
Village Safe Water Program in partnership with the Alaska Native Tribal Health Consortium, providing 
state and federal funds totaling approximately $60 million annually as well as technical assistance to 
Alaska's smallest communities to design and construct water and wastewater systems. 

Future work on the part of the Commission could include developing an understanding of the state's 
plan for bringing sustainable and appropriate safe water and wastewater systems to every Alaskan 
community, and developing policy recommendations to ensure the state's adherence to that plan. 
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3. Employee Health Risk Management 

Health care spending on individuals with one chronic condition is more than twice that for people 
without such conditions, and spending is nearly 15 times greater on individuals with five chronic 
conditions. Employers and their insurance plans are increasingly working to change enrollees' health 
behaviors as a means of achieving cost savings. 

Health Risk Management Programs offer incentives such as lower premiums or contributions to HSAs for 
employees who agree to participate in the program. These programs generally require a health risk 
assessment and health improvement goals supported by lifestyle management tools, health coaches, 
and disease management plans. 

Health Risk Management Programs have demonstrated effectiveness in reducing the rate of increase in 
health insurance premiums over time. The City and Borough of Juneau has a long standing program 
(since 1989), and over the years their premium rate increases have consistently been below the regional 
average. Safeway has flat-lined employee health benefit cost increases for four years straight since 
implementation of such a program. Providence Alaska, which is self-insured, launched a program in 
November of this year based on findings that the program will reduce costs. 

While this strategy has primarily been about cost control, it demonstrates how a focus on prevention 
can work to make individual Alaskans healthier while achieving the added benefit of lowered costs. 
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PART V: 2010-2014 Strategic Plan for Transforming Alaska's Health 
Care System 

A. 5-Year Planning Framework 
The Commission's recommended five-year strategic planning framework is comprised of six essential 
elements: 

I. Develop a Vision of Alaska's Transformed Health Care System 
Accomplished in 2009 - Documented in Part I of this Report. 

II. Accurately Describe Alaska's Current Health Care System 
Begun in 2009 - Documented in Part II and Appendix A of this Report. 
Next Steps: 

1. Identify gaps in knowledge (e.g., why are prices for health care services higher in Alaska?) 
2. Fill in the gaps and complete the picture 
3. Analyze impact of national health care reform on Alaska 

III. Build the Foundation for a Transformed Health Care System 

• Statewide Leadership 
• Workforce Development 
• Health Information Technology 
Begun in 2009 - Documented in Part III of this Report. 
Next Steps: 

1. Track implementation of 2009 recommendations 
2. Implement 2009 recommendations requiring Commission action 
3. Continue analysis and identification of solutions for further recommendations 

IV. Design Elements Required for Transformation of Alaska's Health Care System 
Begun in 2009 - Documented in Part III and IV of this Report. 
Next Steps: 

1. Continue working on design elements for primary care innovation and healthy lifestyles 
2. Prioritize additional potential strategies (identified in Part IV) for analysis and 

recommendations 

V. Measure Progress of Health Care Transformation 
First Steps: 

1. Work with system stakeholders to identify and develop consensus on indicators to measure 
progress (see potential indicator set below). 

2. Develop data collection and analysis capacity for indicators that are not currently 
measurable. 

3. Report progress on an annual basis to Governor, Legislature, and the general public. 

VI. Communicate with the Public & Engage Stakeholders 
Begun in 2009 - Commission Public Communication Plan included in Appendix D of this Report. 
Next Steps: Implement Commission Public Communication Plan 
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Potential Health Care System Transformation Measures 

1. I ncrease Access 
Percent of Alaskans insured 

• Percent of Alaskans who have a specific source of on-going care 
• Measure of insurance affordability 
• Indicator of workfarce supply 

2. Control Costs 
Annual growth rate in total health system expenditures in Alaska 
Annual growth rate in Alaska's Medicaid expenditures 
Impact on Alaska's state budget: new spending, net savings, new revenues 
Measure of pravider revenues based on value 

3. Safe, High-Quality Care 
• Percent of population receiving key preventive services or screenings 
• Percent of Alaskans with chronic conditions controlled 
• Percent reduction in gap between benchmark and actual levels of quality 

Percent reduction in gap between benchmark and actual levels of safety 
4. Focus on Prevention 

Percent of Alaskan communities with safe water and wastewater systems 
Percent of Alaskans reporting health risks 

o Percent of Alaskans who smoke cigarettes 
o Percent of Alaskans who are obese 
o Percent of Alaskans who are binge drinkers 

Percent of Alaskans with moderate to severe depression 
Death rate among Alaskans due to injury (intentional and unintentional) 
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B. Suggested Action Plan for 2009 Recommendations 
Recommendation Responsible Party and Action Timeline and Resources 

Ala: The Commission recommends that the Governor and Alaska Governor: 2010 - Direct DHSS to investigate and Jan 2010 - Dec 2014 
Legislature investigate and support additional strategies to encourage develop recommendations for effective strategies to Cost: Initial (2010) cost: $0; 
and support healthy lifestyles, including strategies to create cultures of encourage and support healthy lifestyles of Alaskans. Future costs variable 
wellness in any setting. Legislature: 2011-2014 - Identify and consider depending on availability of 

politically and financially feasible strategies requiring funding and approach to 
legislation andlor appropriation based on implementation 
recommendations from the Governor. 

Alb: The Commission recommends that the 2010 Alaska Healfh Care Commission: Include healthy lifestyles strategies Jan 2010 - Dec 2010 
Commission continue evaluating the question of what works to support analysis and recommendation development on 2010 Cost: $0 (assumes funding 
behavior change, and identify additional recommendations for future work plan; Coordinate with DHSS investigation of of Recommendation B2a) 
improvement. same question. 
A2a: The Commission recommends that the Governor and Alaska Governor: Direct DHSS to: Jan 2010 - Dec 2014 
Legislature aggressively pursue development of patient-centric care 1) collaborate wIthe AHCC to define patient-centric Cost: Initial (2010) cost: $0; 
models through payment reform, removal of statutory and regulatory care models and identify performance standards and (assumes funding of 
barriers, and implementation of pilot projects. Development of pilot measures; 2) pursue grant opportunities to obtain Recommendation B2a) 
projects should include definition of the patient-centric model, funding for piloting medical home models of care; Future costs variable 
identification of performance standards and measures, and payment and, 3) identify statutory and regulatory barriers to depending on availability of 
models that are outcome-based. development of such care models. funding and need for pilot 

Legislature: Consider future requests for removal of project funding. 
statutory barriers and financial support for pilot 
projects and new payment methodologies. 

81a: The Commission recommends that the Governor and Alaska Governor: Direct DHSS to develop proposal for Jan 2010 - Dec 2014 
Legislature invest in the state health policy infrastructure required to development of health policy analysis capacity. Cost: Initial (2010) cost: $0; 
study, understand, and make recommendations to respond to the Future costs to be 
implications of national health care reform for Alaska. determined 
82a: The Commission recommends that the Alaska Legislature establish Legislature: Pass legislation to establish a Health Jan 2010 - Apr 2010 
an Alaska Health Care Commission in statute, similar in size to the Care Commission in statute, and fund associated Cost: $500,000 annual 
Commission established under Administrative Order #246, to provide a fiscal note. operating budget (based on 

I 
focal point for sustained and comprehensive planning and policy Governor: Sign passed legislation into law DHSS fiscal notes for 
recommendations for health care delivery and financing reform, and to pending legislation) 
ensure transparency and accountability for the public in the process. 

~--
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Cla: The Commission recommends that the Governor and Alaska 
legislature maintain health care workforce development as a priority on 
Alaska's health care reform and economic development agendas. 

Clb: The Commission recommends that the Governor and Alaska 
legislature explore strategies for strengthening the pipeline of potential 
future Alaska health care workers. 

Clc: The Commission recommends that the Governor and Alaska 
legislature explore strategies for ensuring Alaska's health care 
workforce continues to be innovative and adaptive, and that it is 
responsive to emerging patient care models. 

Cld: The Commission recommends that the Governor designate a single 
entity with the responsibility for coordinating all health care workforce 
development planning activities in and for Alaska. Coordination and 
collaboration of funders, policymakers and stakeholders in workforce 
planning and development efforts should be encouraged to th~ greatest 
extent possible. 
Cle: The Commission recommends that the 2010 Alaska Health Care 
Commission continue studying health care workforce needs in 
coordination with other organizations and coalitions addressing this 
issue, and identify recommendations for additional improvements. 
C2a: The Commission recommends that the Governor and Alaska 
legislature target the state's limited financial resources invested in 
physician workforce development to strengthening the supply of 
primary care physicians. 

Governor: Direct state agencies to ensure future Jan 2010 - Dec 2014 
health care and economic development plans Cost: $0 
consider health workforce needs and strategies. 
legislature: Direct legislative committees to ensure 
health care and economic development agendas 
consider workforce needs and strategies. 
Governor: 2010 - Direct DEED, DHSS, and DolWD to Jan 2010 - Dec 2014 
collaborate together and with stakeholders on the Cost: $0 
investigation and development of recommendations 
for strengthening the health workforce pipeline. 
legislature: 2011-2014 - Identify and consider 
politically and financially feasible strategies requiring 
legislation and/or appropriation based on 
recommendations from the Governor. 
Governor: 2010 - Direct DHSS to consider innovative Jan 2010 - Dec 2014 
approaches to health workforce development. Cost: $0 
legislature: 2011-2014 - Consider future requests 
for legislation and financing of health workforce 
innovations. 
Governor: 2010 - Direct DHSS to collaborate with Jan 2010 - Dec 2014 
system stakeholders to develop a recommendation Cost: Estimated $0-
for the most appropriate entity to be charged with $250,000 depending on 
the responsibility for health care workforce capacity and needs of 
development planning coordination. designated entity 

Commission: Include health workforce planning Jan 2010 - Dec 2010 
coordination, analysis, and recommendation Cost: $0 (assumes funding 
development on 2010 work plan of Recommendation 62a) 

legislature: limit future appropriations intended to Jan 2010 - Dec 2014 
increase the supply of practicing physicians in the Cost: $0 
state to utilization for primary care physicians only 
(Family Physicians, Pediatricians, General Internists, 
and Psychiatrists). 
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C2b: The Commission recommends that the Governor and Alaska 
Legislature support development and maintenance of an educational 
loan repayment and direct financial incentive program in support of 
recruitment and retention of primary care physicians and mid-level 
practitioners. 
C2c: The Commission recommends that the Governor and Alaska 
Legislature support the continued expansion of the WWAMI program. 
Future expansion should be supported as resources allow. 

C2d: The Commission recommends that the Governor and Alaska 
Legislature support graduate medical education for primary care and 
behavioral medicine. State financial support should continue for on-
going operation of the Alaska Family Medicine Residency Program, and 
should be appropriated for the planning and development of in-state 
residency programs for pediatrics, psychiatry, and primary care internal 
medicine. 
C2e: The Commission recommends that the Governor and Alaska 
Legislature ask Alaska's congressional delegation to pursue federal 
policies to address equity in the allocation and distribution of Medicare 
Graduate Medical Education (GME) residency slots. The exclusion of 
new programs is not equitable, and there should be heavier weighting 
for primary care GME and for shortage areas. 
C2f: The Commission recommends that the Governor and Alaska 
Legislature explore strategies for improving the primary care delivery 
model and utilizing "physician extender" occupations as an additional 
approach to addressing the primary care physician shortage. 

01a: The Commission recommends that the Governor and Alaska 
Legislature take an aggressive approach to supporting adoption, 
utilization, and potential funding of health information technology, 
including health information exchange, electronic health records and 
telemedicine/telehealth that promise to increase efficiency and protect 
privacy. 

-

Legislature: Pass legislation to establish educational Jan 2010 - Apr 2010 
loan repayment and financial incentive program to Cost: Estimated $1.5 -
support recruitment and retention of primary care $7.5M annually 
providers. 
Governor: Sign passed legislation into law 
Legislature: Pass legislation to continue WWAMI Jan 2010 - Apr 2010 
expansion as state general fund resources allow. Cost: $600,000 (estimated 
Governor: Sign passed legislation into law annual cost of 4-seat 

expansion in 4th year) 

Governor: 2010 - Direct UA to collaborate with Jan 2010 - Dec 2014 
system stakeholders to develop proposals for Cost: Initial (2010) cost: $0; 
development of pediatric, psychiatric and primary Future costs variable 
care internal medicine residency programs for Alaska. depending on availability of 
Legislature: 2011-2014 - Consider future requests funding and approach to 
for state participation in support of residency implementation 
program development and operation. 
Governor: Send letter to congressional delegation. Jan 2010 - Apr 2010 
Legislature: Send letter to congressional delegation. Cost: $0 

Governor: Direct DH5S to work with health Jan 2010 - Dec 2014 
workforce development stakeholders to make Cost: Initial (2010) cost: $0; 
planning for physician extender and primary care Future costs variable 
team worker occupations a high priority. depending on availability of 
Legislature: Consider future requests for health funding and approach to 
workforce development targeted at primary care. implementation 
Governor: Follow development of the state HIE and Jan 2010 - Dec 2014 
conSider future requests for support of HIT needs. Cost: Initial (2010) cost: $0; 
Legislature: Consider future requests for HIT Future costs to be 
development. determined 
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02a: The Commission recommends that the Governor direct the 
Department of Health & Social Services to explore options for assisting 
providers (particularly smaller primary care practices and individual 
primary care providers) with adoption of electronic health record 
systems. 
D2b: The Commission recommends that the Governor ensure Alaska's 
statewide health information exchange supports providers who have not 
yet adopted their own electronic health record system by facilitating 
identification and purchase of systems that are interoperable with the 
state exchange. 
D2e: The Commission recommends that the Governor ensure that HIT is 
utilized to protect the public's health. Alaska's health information 
exchange should connect with electronic public health reporting systems 
to enable real-time disease reporting and rapid identification of public 
health threats. 
02d: The Commission recommends that the Governor ensure that data 
available through the statewide health information exchange is utilized 
to identify opportunities for administrative efficiencies, coordination and 
optimization of care, and health care quality and safety improvement. 
D2e: The Commission recommends that the 2010 Alaska Health Care 
Commission track the development of the Alaska Statewide Health 
Information Exchange, Alaska's new Medicaid Management Information 
System (MMIS), and the use of ARRA funds for electronic health record 
deployment; and the Commission should continue to identify current 
issues, policy choices and recommendations based on these 
developments. 
D2f: The Commission recommends that the Governor designate a 
statewide entity with the responsibility for ensuring broad 
implementation of health information security and privacy protections. 
The entity should participate in on-going efforts at the national level to 
identify security and privacy standards, should oversee application of 
those standards to Alaska's statewide health information exchange, and 
should identify a process for Alaskan patients to opt out of participation 
in the health information exchange. 

Governor: Direct DHSS to work with the state HIE Jan 2010 - Dec 2014 
contractor and AK EHR Alliance on exploration of Cost: Initial (2010) cost: $0; 
options for assisting small primary care practices with Future costs to be 
adoption of EHRs. determined 

Governor: Direct DHSS to work with the state HIE Jan 2010 - Dec 2014 
contractor and AK EHR Alliance on facilitating Cost: Initial (2010) cost: $0; 
identification of EHR systems that are interoperable Future costs to be 
with the state HIE. determined 

Governor: Direct DHSS to work with the state HIE Jan 2010 - Dec 2014 
contractor and the Division of Public Health on Cost: Initial (2010) cost: $0; 
integration of electronic real-time disease reporting Future costs to be 
systems in the statewide exchange. determined 

Governor: Direct DHSS to work with state HIE Jan 2010 - Dec 2014 
contractor to identify potential uses of data from the Cost: Initial (2010) cost: $0; 
exchange to support health care quality, safety, and Future costs to be 
efficiency improvement opportunities. determined 
Commission: Include HIE, MMIS and ARRA EHR Jan 2010 - Dec 2010 
status review, analysis and recommendation 
development on 2010 work plan Cost: $0 (assumes funding 

of Recommendation B2a) 
DHSS: Provide quarterly report to the AHCC on 
status of HIE, MMIS, and ARRA EHR implementation 

Governor: Direct DHSS to COllaborate with the state Jan 2010 - Dec 2010 
HIE contractor and system stakeholders to develop a Cost: $0 
recommendation for the most appropriate entity to 
be charged with the responsibility for 
implementation of health information security and 
privacy protections. 
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D3a: The Commission recommends that the Governor and Alaska 
legislature work with federal and local partners to ensure all Alaskan 
communities have access to broadband telecommunications 
infrastructure that provides the connectivity and bandwidth necessary to 
optimize use of health information technologies. 

D3b: The Commission recommends that the Governor direct the Alaska 
Department of Health & Social Services to investigate innovative 
reimbursement mechanisms for telemedicine-delivered services; test 
new payment methodologies through Medicaid, and work with other 
payers to encourage adoption of successful methodologies. 

E(a): The Commission recommends that the Governor and Alaska 
Legislature improve the supply of primary care providers in order to 
enable increased access to care for Medicare patients by: 

0 Supporting a student loan repayment and financial incentive 
program for primary care providers practicing in Alaska and serving 
Medicare patients (and including other service requirements 

, deemed necessary to meet the needs of the underserved); 

0 Supporting development of a primary care internal medicine 
residency program; 

0 Supporting WWAMI program expansion as resources allow; and 

0 Supporting mid-level practitioner development. 

E(b): The Commission recommends that the Governor and Alaska 
Legislature explore strategies for removing barriers to the development 
of designated Federally Qualified Health Centers (FQHCs) and Rural 
H'ealth Clinics (RHCs), facilitating development through state application 
for federal shortage designations for Medicare populations and 
supporting planning for new and expanded FQHCs/RHCs. 

E{c): The Commission recommends that the Governor and Alaska 
Legislature work with Alaska's Congressional delegation to improve 
Medicare's reimbursement scheme to ensure the sustainability of care 
to Medicare patients. 

Governor & Legislature: Jan 2010 - Dec 2011: Jan 2010 - Dec 2014 
Follow Denali Commission's 2-year broadband Cost: $0; Future costs to be 
mapping initiative. Jan 2012 - Dec 2014: Work with determined 
local, federal and private sector partners to address 
gaps in service where identified. 

Governor: Direct DHSS to investigate and develop a Jan 2010 - Dec 2014 
project proposal for pilot testing innovative Cost: Initial (201O) cost: $0; 
reimbursement mechanisms for telemedicine- Future costs to be 
delivered services through Medicaid. determined 

Same as for Recommendations C2a - C2f Same as for 
Recommendations C2a -
C2f 

Governor: 2010 - Direct DHSS to investigate and Jan 2010 - Dec 2014 
develop recommendations for facilitating support of Cost: Initial (2010) cost: $0; 
FQHCs and RHCs. Future costs variable 
Legislature: 2011-2014 -Identify and consider depending on availability of 
politically and financially feasible strategies requiring funding and approach to 
legislation and/or appropriation based on implementation 
recommendations from the Governor. 

Governor: Send letter to congressional delegation to Jan 2010 - Dec 2010 
initiate discussion. Cost: $0 
Legislature: Send letter to congressional delegation 
to initiate discussion. 
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E(d): The Commission recommends that the Governor and Alaska 
legislature ask Alaska's congressional delegation to pursue federal 
policies to redesign the Medicare audit process so that it focuses more 
on identification and prosecution of fraudulent practices than on billing 
errors. Reported financial incentives for audit contractors should be 
eliminated and replaced with performance measures. Concern over 
billing errors should be addressed through provider training and 
performance reports, not through audit processes designed to weed out 
fraud and abuse. 

E(e): The Commission recommends that the Governor and Alaska 
legislature commission an analysis comparing Medicare to Medicaid and 
private insurance administrative requirements, including 
recommendations for streamlining public insurance administrative 
procedures to make them more user-friendly. 
E(f): The Commission recommends that the Governor facilitate 
development of PACE programs in Alaska by directing the Department of 
Health & Social Services to submit a State Plan Amendment to the U.S. 
Centers for Medicare and Medicaid Services (CMS) to add PACE as a 
Medicaid service, and to identify and remove barriers to development of 
PACE programs. 

-- --------------------------------------------------------------------------------------, 

Governor: Send letter to congressional delegation to Jan 2010 - Apr 2010 
initiate discussion. Cost: $0 
legislature: Send letter to congressional delegation 
to initiate discussion. 

Governor: Direct DHSS to investigate and develop a Jan 2010 - Dec 2014 
recommendation for a process to compare public and Cost: Initial (2010) cost: $0; 
private insurance administrative requirements. Future costs to be 

determined 

Governor: Direct DHSS to develop and submit SPA to Jan 2010 - Dec 2010 
CMS adding PACE as an Alaska Medicaid benefit, and 
to develop capacity to negotiate rates with providers Cost: $200,000 (estimated 
interested in developing a PACE program. by DHSS; for actuarial 

consultant and Office of 
Rate Review staff) 
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C. 2010 Work Plan for the Alaska Health Care Commission 
Following is a suggested approach to continuing the work of the Alaska Health Care Commission through 
2010. This plan will need to be adapted and more details added based on the level of financial and staff 
resources allocated to this work once financing is determined. 

• Analyze Variations in Pricing and Resulting Cost Shifting in Alaska's Health Care Delivery System 
o Contract with consultants who have expertise in health economics and health care business 

management. 

• Analyze Impact of National Health Care Reform - If national reform legislation passes: 
o Identify state government roles and responsibilities for implementation 
o Analyze and determine potential impact on Alaska's health care system 
o Develop recommendations for Governor and Legislature for maximizing potential benefits and 

minimizing potential harms 

• Track Implementation of the Commission's 2009 Recommendations 
o Monitor status of relevant bills during legislative session 
o Consult with Governor's Office on interest and approach to implementing recommendations 

requiring Governor's action 
o Commission staff to report quarterly to the Commission on status of implementation 

• Implement 2009 Recommendations Requiring Commission Action 
o Recommendation Alb: Continue studying and develop additional recommendations to support 

healthy lifestyles 
o Recommendation A2a: Collaborate with DHSS and primary care provider community on 

definition of patient-centric care model and development of performance standards and 
measures. 

o Recommendation C1e: 
• Coordinate with the DHSSjAMHTNUA Behavioral Health Workforce Partnership, Alaska 

Health Care Workforce Development Coalition and the Legacy Plan Health Care Workgroup 
• Continue analysis of health care workforce issues and develop additional recommendations 

o Recommendation D1b: 
• Coordinate with DHSS to receive a quarterly report on the development of the new statewide 

health information exchange, the new Medicaid Management Information System, and the 
use of ARRA funding for electronic health record deployment 

• Continue analysis of health information technology issues and strategies and develop 
additional recommendations 

• Prioritize, Analyze and Develop Recommendations on Potential Access, Value (Cost Containment 
and Quality Improvement), and Prevention Strategies described in Part IV of 2009 Report 

• Implement the Commission's Public Communication Plan 

• Develop an Evaluation Plan for Tracking the Performance of Alaska's Health Care System 
o Work with health care system stakeholders to finalize performance metrics that will provide a 

snapshot of the efficiency, effectiveness, and safety of Alaska's health care delivery system. 
o Identify system for compiling, analyzing, and reporting performance metrics data. 
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APPENDIX A: 
HEALTH CARE IN ALASKA 

I. HOW HEALTH CARE IN ALASKA IS PROVIDED 

A. HEALTH CARE DELIVERY SYSTEMS: PRIVATE, TRIBAL, MILITARY AND 
VETERANS ADMINISTRATION 

INTRODUCTION 

People in Alaska obtain care for health needs through three different systems: the private sector, 
the military and Veterans' Administration health system, and the Alaska Tribal Health System. 
The "private sector" can be defined as any services provided by non-militaryN A or non-tribal 
providers. It includes hospitals, physicians, dentists, mental health and substance abuse 
professionals, and various kinds of clinics. It also includes a wide array of support services such 
as pharmacies, imaging centers, renal dialysis centers, medical supplies and equipment sales and 
service, medical transportation services, nursing homes, rehabilitation centers, residential 
psychiatric treatment facilities, and home care and hospice. 

The tribal and governmental systems represent a larger portion of both facilities and service 
providers in Alaska than in other states, since one fifth of the population (about 135,000) is 
eligible for services in the tribal system, and 14% percent (about 90,000) are covered by the 

- military system. (In the U.S. as a whole the proportions are 2% tribal and 4% military.)' 

In Alaska, services that are provided by federal or state governments directly (rather than 
through reimbursement or an insurance program) are mostly Veterans Administration and 
military services for active duty and former service people in the Army, Air Force, and the Coast 
Guard. State and local government services are limited primarily to state psychiatric hospital, 
Pioneer Homes, public health services,2 and some locally owned and operated clinics. 
Governments also playa major role in reimbursing private and tribal providers for the costs of 
providing care (rather than providing care directly) through Medicare, Medicaid and other 
programs. Governments also contract with or provide grants to private, tribal and for-profit 
organizations to provide services. 

Alaska's health services have evolved in response to many factors including geography, 
population needs and traditions, and historical events. Many of Alaska's hospitals are former 
tuberculosis control hospitals built by the U.S. Public Health Service to treat the epidemic of the 
early 20th century. Then Alaska's location gave it a critical military and communication defense 
role for the country during World War II and during the Cold War of the 1950s and 1960s. The 
major role of the federally recognized tribes in planning and implementing a coordinated system 

J u.s. Bureau of the Census, 2000 Census. 
2 Services include immunizations, well child care, services related to infections diseases, sexually transitted disease 
screening, treatment and partner management, newborn hearing screening, family planning, and home visits for 
follow-up on referrals of high risk families with children. 
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of care for Alaska Natives, through an agreement with the Indian Health Service called 
"compacting," has supported and determined the development of care in rural areas of the state. 

Health care is a major contributor to the state's economy. Health care accounted for eight 
percent of Alaska's employment in 2006, with 29,000 workers, and payroll of about $1.2 billion. 
Most of the jobs were in the private and tribal sectors - 93%. Fully one third of Alaska's health 
care employees worked in physicians', dentists' and other health practitioners' offices, with 40% 
in hospitals, and 9% in nursing home and other residential care. About 9% worked in outpatient 
care centers such as ambulatory surgery centers, dialysis centers, imaging facilities, and other 
diagnostic and treatment 
facilties, 6% worked in 
home health care, and 2% 
in other ambulatory care 
settings. Seven of the 
twenty five largest health 
care employers were tribal 
organizations - they 
accounted for 6,000 
employees of 16,640 in 
those twenty five firms. 
Thus employment in the 
non-tribal private sector 
was likely about 23,000 in 
2007, or at least 6% of the 
state's total employment. 3 

Alaska's Health Care Jobs 
Where they are, 2006 

Nursingand 

Care 
9% 2% 

Figure I: Alaska's Health Care Jobs, 2006 

9% 

Thinking of health care services as a "continuum" of care from prevention through treatment, 
rehabilitiation, and maintenance of optimum health can help one comprehend the many ditferent 
services, facilities and programs. A simplified graphical presentation shows relationships of 
some of the key components in Figure 2. 

Figure 2: Continuum of Care 
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Residential 

Nursing Home 

3 Fried, N. "Alaska's Health Care Industry," Alaska Economic Trends, Anchorage, February 2008. 
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I. PRIVA TE HEALTH CARE SECTOR 

The private health care sector includes an array of services from highly specialized diagnosis and 
treatment to primary care, prevention, and supporting goods and services. Firms range from self­
employed professionals, contractors and small businesses to national corporations. Even the not­
for-profit health services include 
very large entities like Providence 
Alaska Health Systems, the largest 
employer in Alaska with about 
4,000 employees in 2006, 4 to small 
community-based community 
health centers like Bethel Family 
Health Services with 9 employees. 
Seattle, Washington is still the 
nearest source for some highly 
specialized services such as heart 
and other organ transplants and 
severe trauma treatment. 

Figure 3: Distribution of Health Care Employment 2006 

Only two of Alaska's hospitals are for-profit entities, Alaska Regional Hospital and North Star 
psychiatric hospital. However many of the free-standing diagnostic, treatment and ambulatory 
services facilties are for-profit entities. Private sector physicians, dentists, psychologists and 
other practitioners are either self-employed or have incorporated to pay themselves and staff 
salaries. Drug stores, medical supply companies, and many other support services are for-profit 
firms. 

Nearly one-third (approximately 10,000) of all health industry jobs in 2007 were in private 
hospitals. Hospitals are major employers because "they're labor intensive and provide around­
the-clock care; three shifts of workers cycle through the hospitals each day.s" The Alaska 
Department of Labor identifies 82 percent of Alaska's non-military employment in hospitals to 
be in the privately owned and managed facilities rather than local public or tribal facilities. 

The private not-for-profit organizations include community-based Community Health Centers 
and mental health service agencies that receive grants from federal and state government 
programs. Although these organizations must meet guidelines of public programs, most are not 
government-run organizations - their boards of directors, employment policies, salary rates, 
goals and programs are governed by their own bylaws and policies. 

4 Fried, N., "The Trends 100," Alaska Economic Trends, Anchorage, July 2009. P. 6. 
, Ibid., p. 9. 
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In Alaska, no "managed care organizations" exist in the private sector, and formal provider 
networks are lacking. However informal referral patterns, and "panels" of preferred providers 
associated with a variety of insurance programs, result in some structured relationships, and 
some facilities and groups are affiliated or jointly managed. 

2. ALASKA TRIBAL HEALTH SYSTEM 

The Alaska Tribal Health System (A THS) is a voluntary affiliation of nearly 40 tribes and tribal 
organizations providing health services to American IndianslAlaska Natives (AllAN) in Alaska. 
The A THS is a diverse and multifaceted health care system that has developed over the last 30 
years since passage of the 1975 Indian Self-Determination and Education Assistance Act 
(ISDEA). Each of the tribal health organizations within the ATHS is owned and operated 
independently, while remaining interconnected via the system's sophisticated patterns of 
referrals and their primary and common mission of improving the health status of Alaska's 
American Indian/Alaska Native (AllAN) popUlation. 

Alaska has 228 federally recognized tribes, accounting for about 135,000 people. At present, 
Alaska Native villages are situated mostly along the coast and rivers of Alaska. The dispersal of 
the communities across a huge, mostly roadless territory accounts in large part for the creation 
of the innovative statewide health system. 

As part of its trust responsibility to Native people, the federal government is required to provide 
a basic level of health care services to the All AN popUlation. The trust responsibility deems 
these services "pre-paid" with aboriginal lands and authority that tribes ceded to the U.S. 
government in treaties. In 1975, Congress created a process for transferring Bureau of Indian 
Affairs and Indian Health Service health programs to tribal governments through the Indian Self­
Determination and Education Assistance Act (ISDEA, Public Law 93-638). In doing so, 
Congress noted the past inadequacies of Native American health care, and reaffirmed its 
intention to involve tribes in health care programs through tribal self-governance.6 

'From Jumping Through Hoops: Traditional Healers And The Indian Health Care Improvement Act, 4 DePaul 
Journal of Health Care Law 843-860, 844-847 (Summer 1999) , accessed on 
http://academic.udayton.edulhealth/020rgan/lndian03.htm August 10, 2009: 
"In passing the Act, Congress noted the government's "unique legal relationship with. and resulting responsibility 
to" Indians, necessitated the creation of a comprehensive health care system. The IHCIA set forth the following 
goals for the IHS: 

(I) to assure Native Americans access to high-quality comprehensive health services in accordance with need; 
(2) to assist tribes in developing the capacity to staff and manage their own health programs and to provide 

opportunities for tribes to assume operational authority for IHS programs in their communities; and 
(3) to be the primary federal advocate for Native Americans with respect to health care matters and to assist them 

in accessing programs to which they are entitled. Subsequent amendments in 1992 extended the purpose of 
the IHCIA to raising the health status of Native Americans over a specified period of time to the level of the 
general United States population. Additionally, the IHCIA sought a high level of participation by Indian 
tribes in the planning and management of IHS programs, services, and demonstration projects under 
subsequent self-detennination amendments. 
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The Alaska Native Medical Center (ANMC), a 156 bed facility in Anchorage, serves as the 
referral center for specialty care. The other tribally administered hospitals (former US Public 
Health Service hospitals) are located in the six rural communities of Sitka, Barrow, Bethel, 
Dillingham, Kotzebue and Nome. There are 36 tribal health centers and 176 tribal community 
health aide clinics. In many rural areas of the state tribal health organizations are the only health 
care providers available, and serve everyone in the area regardless of race or IHS-beneficiary 
status. 

The federal Indian Health Service (transferred from the Bureau of Indian Affairs to the US 
Public Health Service in 1955) manages an Alaska Area Native Health Service office (one of 
eleven Area Offices) that works in conjunction with nine tribally operated service units to 
provide comprehensive health services to about 135,000 Alaska Native people. Services funded 
in-part by IHS are delivered by tribal health organizations, or under contract with non tribal 
service providers. The federal government through the IHS holds title to six tribally operated 
hospitals7 and three tribally operated health centers in Alaska (on St Paul Island, Annette Island 
and Tanana Village) and is responsible for their maintenance. 

Together, the tribal organizations that compose the ATHS operate an $800 million (FY2006) 
health care sector, and employ more than 7,000 full and part-time staff statewide. Beneficiaries 
are not charged for most services received within the ATHS. Financing for the entirety of the 
ATHS's programs is split between a variety of sources, including federal and state grants and 
contracts for specific services; Medicaid, Medicare, and private insurance revenue; rural 
sanitation funding; and other smaller sources offunding. While the Indian Health Service 
represents the largest funding source, it accounts for only 60% of total revenue. 

The Alaska Tribal Health Compact, which authorizes tribes and tribal health organizations to 
operate health and health-related programs, was formed October 1,1994. The Alaska Native 
Tribal Health Consortium (ANTHC) was organized as a statewide non-profit health service 
organization owned by Alaska Natives and managed by all tribes in Alaska. Other "compact" 
organizations under P.L. 93-638 include the tribal health corporations that serve regions and 
specific communities. ANTHC manages all statewide health services formerly provided by the 
Indian Health Service. ANTHC has responsibility for essential statewide services, including the 
Alaska Native Medical Center,which it manages in conjunction with the Southcentral Foundation 
(the regional tribal health organization serving Anchorage and the surrounding communities). 

The Compact is the umbrella agreement (also identified as P.L. 93-638, Title-V Self-Governance 
Compact) that sets forth the terms and conditions of the government-to-government relationship 
between Alaska Native tribes and/or tribal organizations, and the United States government 
through the Indian Health Service.8 The 23 tribes and tribal organizations that belong to the 
Compact include: 

7 The Alaska Native Medical Center in Anchorage, Samuel Simmons in Barrow, Kanakanak in Dillingham, 
Maniilaq Health Center in Kotzebue, Mt. Edgecumbe in Sitka, and Yukon-Kuskowim Delta Hospital in Bethel. 
Norton Sound Hospital in Nome is the only tribally managed hospital that is not Federally-owned. 
B http://www.anhb.org/index.cfm?section=Advocacy 

(footnote continued) 
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• Alaska Native Tribal Health Consortium 
• AleutianllPribilof Islands Association Inc. 
• Annette Island and SU--Metlakatla Indian Community 
• Arctic Slope Native Association 
• Bristol Bay Area Health Corporation 
• Chugachmiut 
• Copper River Native Association 
• Council of Athabascan Tribal Governments 
• Eastern Aleutian Tribes Inc. 
• Ketchikan Indian Community 
• Kenaitze Indian Tribe 
• Knik Tribal Council 
• Kodiak Area Native Association 
• Maniilaq Association 
• Mt. Sanford Tribal Consortium 
• Native Village of Eklutna 
• Norton Sound Health Corporation 
• Seldovia Village Tribe 
• Southcentral Foundation 
• SouthEast Alaska Regional Health Consortium 
• Tanana Chiefs Conference Inc. 
• Yakutat T1ingit Tribe 
• Yukon-Kuskokwim Health Corporation 

In addition, there are 17 tribes and tribal organizations that contract with the Indian Health 
Services to provide health services under P.L. 93-638, Title I. 
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ANTHC Maps are available on www.anthc.gov 
in formats that can be printed to large sheets for more legible readability: 9 
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Figure 4: Map of Alaska Native Health Care System 

3. U.S. MILITARY AND THE VETERANS AFFAIRS SYSTEMS 

U.S. Department of Defense 

About 50,000 active duty military and dependent Alaskans are eligible for health care services 
provided by the Department of Defense. Military retirees and veterans (numbering 76,000 10

) 

have access to certain services. The U.S. Air Force has responsibility for all military, 
dependents' and veterans' health care in the southern part of the state, and the U.S. Army is 
responsible for serving these populations in the northern part of the state. A major health center 
serves each of these areas: Elmendorf AFB Hospital serves the Southern Region, II and Bassett 

9 Maps of the Tribal system as well as resource materials about its components are available on 
the website http://www.anthc.org/ref/maps/ . 
10 US Department of Veterans Affairs, http://wwwI.va.gov/opaifactistatesum/akss.asp accessed 8/1312009 
11 Southern Region: The 3" Medical Group, Elmendorf AFB, Alaska is responsible for military services including 
Air Force, Army, Navy, Marine. Coast Guard, Armyl Air National Guard and reserve services units and family 
members of active duty service personneL. The health care services provided by the 3"' Medical Group include: 

a. Primary Care- Pediatrics, Family Practice, Flight Medicine, Internal Medicine and Dental. 
(footnote continued) 
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Army Community Hospital serves the Northern Region. 12 The Veterans' Administration runs an 
outpatient medical center in Anchorage, and clinics in Fairbanks, Wasilla and Kenai. i3 

When a patient requires highly specialized care, he or she may be referred to a private sector 
hospital or, more often, to military medical centers out of state. The military has medical centers 
to serve local military installations in Alaska as well as to provide for surge capacity in times of 
emergencies. Alaska's military forces have the capability of airlifting complete surgical and 
hospital facilities to any part of the world or to provide services in times of national emergencies. 

The Department of Defense (DOD) TRICARE program (formerly CHAMPUS) is a regionally 
managed health coverage program for active duty and retired members of the uniformed 
services, their families and survivors. TRICARE is not an insurance plan, but a health care 
entitlement program, funded by the U.S. Department of Defense (000) for active duty, Guard 
and Reserve and retired members of the military, and their eligible family members and 
survivors. TRlCARE for Life now provides health care coverage to TRICARE beneficiaries 65 
years of age or older. Beneficiaries need to pay the premium for participation in Medicare Part B 
(physician and other non-inpatient care). TRlCARE provides services at military treatment 
facilities, and supplements that with access to civilian health care networks where necessary 
(much like the IHS Contract Health Care program). 

b. Specialty Care- Women's Health Clinic (OB/GYN), Physical and Occupational Therapy, 
Optometry/Ophthalmology, EarlNose/Throat, Surgery, and Nutritional Medicine 

c. Ancillary- Pharmacy, Radiology, Laboratory 
d. Inpatient services including Intensive Care Unit and Labor & Delivery 
e. Emergency Care- Emergency Room (ER) 
f. Supplementary Services-Family Advocacy Program/Social Work/Mental Health/Health Promotions 

and Life Skills. 

12 Northern Region: Bassett Army Community Hospital, Fort Wainwright, Alaska is attached to the Alaska 
Command, and reports to Chief of All Army Medical Services at Walter Reed Army Hospital. It serves Fort 
Wainwright, Eielson Air Force Base, Fort Greely and it associated units. Remote army sites are provided with health 
services through Troop Medical Clinics at Fort Richardson, Fort Greely and Eielson Air Force Medical Clinic. The 
health care services provided by are: 

a. Primary Care 
h. Women's Health Care 
c. Orthopedics 
d. Audiology 
e. Health Promotion 
f. Medical Laboratory and X-Ray 
g. Mental Health Care 
h. Dental Care 
L Pharmacy 

13 Sources; 
• 3,d Medical Group Elmendorf AFB website: www.elmendorf.af.mil/units/3rd Medical Group 
• Alaska V A Healthcare System and Regional Office: www.visn20.med.va.gov/Alaska. and, 

www.va.govlhac/forbeneficiaries/champva.asp 
• MEDDAC - Fort Wainwright, Alaska website: www.wainwright.army.mil/sites/local 

A9 January IS, 2010 



1916 

Alaska Veterans Administration (VAl Healthcare System 
The Alaska VA Healthcare System and Regional Office offer primary, specialty, and mental 
health outpatient care. Services are provided at the Anchorage VA Medical Center, on 
Elmendorf Air Force Base (through ajoint venture with the USAF), and through fee-based 
arrangements with community hospitals in Fairbanks, Wasilla and KenaL I4 The VA Medical 
Center in Anchorage also features a comprehensive Homeless Veteran Service consisting of a 
Domiciliary Residential Rehabilitation Treatment Program, Veterans Industries, Psychosocial 
Residential Rehabilitation Treatment Program, V A Supported Housing Program and outreach. 
These health care services are provided and coordinated through the Anchorage V A Medical 
Center. In addition to this center of care, the Veterans Administration has established a system of 
Community Based Outpatient Clinics located at Fort Wainwright, Kenai, and Wasilla. 

A pilot project announced in September 2009 is intended to enable veterans to get care through 
community health centers or other local clinics with Veteran's Administration reimbursement so 
that less travel for care should be involved. 

Coast Guard Clinics 

The US Coast Guard history of service in Alaska dates back to the Revenue Cutter Service. 
Coast Guard personnel and their families are stationed throughout Alaska, including remote sites 
such as Port Clarence, S1. Paul, Attu, Dutch Harbor, and Shoal Cove. Coast Guard clinics in 
Kodiak, Juneau, Sitka, and Ketchikan support the health care needs of the nearly 5,000 Coast 
Guard members and their families in Alaska. ls 

Alaska Federal Health Care Partnership 

Alaska Federal Health Care Partnership (AFHCP) is a voluntary partnership of the organizations 
serving the federal health care beneficiaries in Alaska. AFHCP combines the healthcare 
resources of the Alaska Native Medical Center, Alaska Native Tribal Health Consortium, 
Department of Defense, Department of Homeland Security, Department of Veterans Affairs, 
U.S. Coast Guard, and the Indian Health Service. The combined beneficiary population of these 
organizations is over 250,000 with some beneficiaries having dual, or even triple, eligibility 
within the health and wellness provider systems. The Partnership represents over 250 health care 
facilities across the state-- from isolated village clinics staffed by health aides in the most remote 
parts of Alaska, to the Alaska Native Medical Center, the military hospitals in Anchorage and 
Fairbanks, and the extensive VA clinical services in the Anchorage area. 16 

H About eighty health care providers are paid for by the Veterans Administration at the Elmendorf AFB Hospital, 
for providing emergency room care, intensive care and staffing for a medical services unit. The Veterans 
Administration also provides social workers to this hospital. 

15 http://www.afhcp.orglcoast%20guard.html 
16 Alaska Federal Health Care Partnership website http://www.afhcp.orglindex.htmlaccessed 8/1312009 
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B. FACILITIES 

I. MEDICAL FACILITIES 

l. HOSPITALS 

There are 27 hospitals in Alaska: 24 that provide general acute care (including two military and 
seven tribally operated hosgitals), and three specialized hospitals (one long term acute care and 
two psychiatric hospitals). 7 The greatest concentration of hospitals is in the Anchorage/Mat-Su 
region. 18 The relatively large hospitals in Anchorage and Fairbanks serve as referral facilities for 
providers from rural areas of the state. Hospitals in Seattle also serve as key referral destinations 
for residents of Alaska in need of "high tech" and specialty services. 

Alaska Hospital Locations 
with Census Area ar1d Borough Level Designations 

as Health Professional Shortage Areas, and 
Critical Aceess Hospital Conversion Status 

24 Hospitals: 

B CArIs 
3 Converting to C..aJ-t 
1 Eligible 
2 Military 

10 Others have more Ihan 25 b9dl1 

.' " 

2004 

Primary Care HPSA o lJaBed on CHe, Alaska Native 
(lr Low InCOfI\4I Population 

Geographic HPSA 
(Physiciall$ eligible for 
10% Medicare bonus) 

o Part of area designated 
as automatic Alaska NllliYa HPSA 
(nat geograllhie) 

o Crrtital keen Hosphl (CAli) 

o Conwrting to CAH 
o Hospital (nG! CAH, nol Military) 
• Mahry HD$(lital 

PtI!parad by Primary Carat'Rural Heatth Unrt 
Alaska DHSS Augusl3XI' 

Statewide, there are 1,562 beds in Alaska hospitals, not including those operated by the military. 
Of those beds, 154 are psychiatric in the two specialized hospitals, 60 are "long term acute care," 

17 A general acute care hospital must provide surgical, anesthesia, perinatal, medical, nursing, pharmaceutical, 
dietetic, laundry, medical records, radiological, laboratory, and emergency care services. Such a hospital must also 
provide speech, occupational, or physical therapy services. A rural primary care hospital or a critical access hospital 
must provide the services of a general acute care hospital except that the provision of surgical, anesthesia, perinatal, 
speech, occupational therapy, or physical therapy services is optional. A long-tenn acute care hospital must provide 
medical, nursing, pharmaceutical, dietetic, occupational therapy, physical therapy, laundry, medical records, 
radiological, social work, respiratory, and laboratory services. (7 AAC 12.105) 
l' http://www.hss.state.ak.us/dphlHealthplanning/publicationsihealthcare/default.htm (Alaska Health Care Data 
Book, figure 4.170) 
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and 1348 are acute care be<!s (of which 146 are identified as swing beds that can be used for 
acute or long term care). 

TABLE I: ALASKA HOSPITALS, 2008 
Licel1~"'cd 

Rcgiol1/Hospit;i/ Loc:ltiolJ Bcds** GovCrl1:lllcc 

Anchorage Matanuska-Susitna Region 
Providence Alaska Medical Center Anchoraj(C 326 Private Non-Profit 
Alaska Regional Hospital Anchorage 250 Private For-Profit 
Alaska Native Medical Center Anchorage 150 Tribal Health Corporation; 

Federal ownership 
Air Force Medical Center - Elmendorf Anchorage 105 Federal Military 
Mat·Su Regional Medical Center Palmer 74 Private Non·profit 
St. Elias Long Term Acute Care Hospital Anchorage 60 Private Non-Profit 

Alaska Psychiatric Institute Anchorage 80 Public State 
North Star Hospital Anchorage 74 Private For-Profit 
Interior Region 
Fairbanks Memorial Hospital Fairbanks 152 Private Non-Profit 

Bassett Community Army Hospital Ft. Wainwright 55 Federal Military 
Southeast Region 
Bartlett Regional Hospital Juneau 71 Public Municipal 
Ketchikan General Hospital* Ketchikan 25 Public Municipal 
Petersburg Medical Center* Petersburg 12 Public Municipal 
Mt Edgecumbe Hospital Sitka 27 Tribal Health Corporation; 

Federal ownership 
Sitka Community Hospital * Sitka 12 Public Municipal 
Wrangell Medical Center* Wrangell 8 Public Municipal 
Gulf Coast Region 
South Peninsula Hospital* Homer 22 Public Municipal 
Providence Kodiak Island Medical Center* Kodiak 25 Public Municipal 
Providence Seward Medical Center* Seward 6 Public Municipal 
Central Peninsula Community Hospital Soldotna 49 Public Municipal 
Providence Valdez Community Hospital * Valdez 11 Public Municipal 
Cordova Community Medical Center* Cordova 13 Public Municipal 
Southwest Region 
Yukon-Kuskokwim Delta Regional Hospital Bethel 50 Tribal Health Corporation; 

Federal ownership 
Kanakanak Hospital* Dilliogham 16 Tribal Health Corporation; 

Federal ownership 
Northern Region 
Norton Sound Regional Hospital* Nome 18 Tribal Health Corporation 
Simmonds Memorial Hospital* Barrow 14 Tribal Health Corporation; 

Federal ownership 
Manillaq Medical Center* Kotzebue 18 Tribal Health Corporation; 

Federal ownership 
.. 

*Cntlcal Access Hospital 
•• Total beds include licensed andlor cettified acute care and swing beds. Many hospitals are operating with fewer 
beds than the number licensed. 
Data Source: Health Facilities List, Licensing and Cettification Section, Division of Public Health 2009 

A 12 January 15,2010 



1919 

The scope of services provided by Alaska's urban hospitals has been changing dramatically. 
Bed counts have remained quite stable in the last decade, but hospital "campuses" have grown to 
accommodate an array of emerging technologies and day treatment services that were formerly 
available only as inpatient services or out-of-state. Examples of services that have been 
introduced by hospital systems in the last five years include: cardiac catherization, cardiac 
electrophysiology ablation, cardiac rehabilitation, chemotherapy and cancer services, renal 
dialysis, pediatric medicine, birthing centers, outpatient surgery, sleep disorder testing, sports 
medicine rehabilitation, and expanded hospice and home care. The addition or expansion of 
these services to Alaska's urban hospitals has provided an incentive to physicians and businesses 
that support these services to establish residence and to provide care in Alaska, often partnering 
with the hospital care system. This has allowed Alaskans to receive care in-state. 

Alaska's hospitals in communities with populations smaller than 30,000 - that is, outside of 
Anchorage, Mat-Su, Fairbanks and Juneau - are recognized to be critical "economic engines" of 
their communities, providing jobs directly, and providing assurance of emergency services and 
access to care for residents of their service areas, and for employers who want to attract workers. 
The Balanced Budget Act of 1997 (Public Law 105-33) established the Medicare Rural Hospital 
Flexibility Program, a national program designed to assist states and rural communities in 
improving access to health care services in rural areas through the development of limited 
service hospitals and rural health networks. Thirteen Alaska hospitals (see table above) are now 
certified by Medicare as Critical Access Hospitals (CAH) enabling them to obtain cost-based 
reimbursement rates from the Federal Medicare program. 

Critical Access Hospital Certification 

A Critical Access Hospital (CAH) is an acute care facility that provides emergency, outpatient, 
and limited inpatient services and may be linked to full service hospitals and other types of 
providers in a rural health network. CAHs generally provide inpatient care for up to 96 hours, 
unless discharge or transfer is precluded due to inclement weather or other emergency 
conditions. CAHs may maintain up to 25 beds to furnish both acute and skilled nursing level 
care, provided that no more than 15 of these beds are used for acute care at anyone time. A CAH 
may operate nursing home beds or provider-based services like home health. CAHs are 
reimbursed on a "reasonable cost" basis for services provided to Medicare beneficiaries. 

Trauma Center Designation 

Alaska's highest level Trauma Center (Level II) is the Alaska Native Medical Center (ANMC). 
Level II Trauma Centers provide comprehensive trauma care, serving as the lead trauma facility 
for a geographical area. Emergency physicians and nurses are available in-house to provide 
direct patient care and initiate resuscitation and stabilization. Prompt availability of general 
surgeons and certain specialty surgeons is required. A Level II Trauma Center also provides 
educational outreach and prevention programs, and assumes responsibility for trauma system 
leadership in the absence of a Levell Trauma Center. Under ACS criteria, Levell centers must 
conduct trauma research and teach trauma care physicians. Cities in Alaska do not have the 
patient loads or academic medical centers to support this level of care and the nearest Levell 
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Trauma Center is located in Seattle. There are four Level IV-designated Trauma Centers in 
Alaska: Norton Sound Regional Hospital (Nome), Yukon-Kuskokwim Delta Regional Hospital 
(Bethel), Mt. Edgecumbe Hospital (Sitka), and Sitka Community Hospital (Sitka). 

2. Outpatient Facilities 

Recent changes in technology and medical practice have allowed patients to receive some 
services as outpatients rather than being hospitalized. Outpatient services can be performed in a 
hospital setting or in a freestanding facility. Currently the State of Alaska licenses ambulatory 
surgery centers, and birthing centers, as authorized by Alaska Statute 47.32. (It also licenses 
hospitals that may offer ambulatory surgery and ESRD services.)'9 In addition, Alaska has 
Medicare certified end stage renal disease facilities. 

An ambulatory surgical facility provides surgery and anesthesia service, in some cases including 
pain management and diagnostic services, in an outpatient setting. Ambulatory Surgery Centers 
(ASC) (which may be called outpatient surgery centers or same-day surgery centers when part 
of a hospital) perform procedures that are more intensive than those done in the average doctor's 
office, but not so intensive as to require a hospital stay. 

In order for a facility to be licensed as an ASC, services must comply with the state's standards 
for surgical and anesthesia services in general acute care hospitals. There are also requirements, 
similar to hospital medical staff regulations, 20 for physicians working in these licensed facilities. 
Currently there are nine licensed Ambulatory Surgery Centers in the state. 

Freestanding Birthing Centers are facilities which are not a hospital or in a hospital, where births 
are planned to occur away from the mother's residence following normal, uncomplicated 
pregnancy. The state has eight licensed Birthing Centers: one each in Juneau, Soldotna and 
Fairbanks, and three in Anchorage and two Wasilla. 

Alaska also has Medicare certified facilities for treatment of end stage renal disease, commonly 
referred to as dialysis centers. Dialysis is used to provide an artificial replacement for lost 
kidney function. It may be used for acutely ill patients who have suddenly but temporarily lost 
their kidney function and require services for only a short time period; but is used mostly for 
patients who have permanently lost their kidney function and require dialysis for a long, 
indefinite period of time. The state currently has seven Medicare certified End State Renal 
Disease facilities?' 

Other diagnostic and testing services now being established in some instances as freestanding 
businesses are imaging (including Magnetic Resonance Imaging and CT Scan), sleep studies, 

I· Per AS 47.32.010 

20 Purpose and accountability include that "the provisions of AS 47.05.300 - 47.05.390, regarding criminal history, 
criminal history checks, criminal history use standards, and a centralized registry, apply to entities listed in (b) of 
this section, as provided in AS 47.05.300 ." 

21 Licensing and Certification Section, Division of Public Health 2009 
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and laboratories. Such entities are being called "Independent Diagnostic Testing Facilities" 
(IDTF)when they are not engaged in patient treatment, but perform diagnostic tests by certified 
non-physician personnel under physician supervision. These facilities are independent of a 
hospital or physician's office. The state does not license IDTFs but does monitor the credentials 
of staff performing tests and the proper functioning of diagnostic equipment used by the facility. 

3. Community Health Centers (CHCs) and Special Clinic Certifications 

Community Health Centers (CHCs, sometimes referred to as "330 Clinics") are non-profit, 
community-based organizations that provide health care to low income and medically 
underserved areas and populations. The CHC program was established under section 330 of the 
Public Health Services Act, and federal grant funding is provided through the US Department of 
Health and Human Services, Health Resources and Services Administration (HRSA).22 

Similar to many outpatient medical clinics, CHCs are required to provide typical primary care 
services23 including: 

• Health services related to family medicine, internal medicine, pediatrics, obstetrics, or 
gynecology provided by physicians, physician's assistants, nurse practitioners, nurse 
midwives, and health aides. 

• Diagnostic laboratory and radiological services. 
• Preventive services (prenatal services; screening for breast and cervical cancer; well­

child services; immunizations; screenings for communicable diseases, environmental 
contaminants, and chronic health conditions; pediatric eye, ear, and dental screenings 
to determine the need for vision and hearing correction and dental care; family 
planning services; and preventive dental services.) 

• Emergency medical services. 
• Pharmaceutical services. 

Additionally, community health centers are expected to provide: 
• Referrals to providers of health related services including substance abuse and mental 

health services. 
• Patient case management services including counseling, referral, and follow-up 

services. 
• Patient education regarding health conditions and the availability and use of health 

services. 

22 For criteria for designation of Medically Underserved Areas/Populations and and health professional 
shortage areas, see http://bhpr.hrsa.gov Ishortage/index.htm, www.hss.state.ak.us/dhcs/healthplanning or 
http://www.hss.state.ak.us/dph/healthplanning/primarycare/MUA.htm 
2l Primary care is the provision of professional, comprehensive health services that include health education 
and disease prevention, initial assessment of health problems, treatment of acute and chronic health 
problems, and the overall management of an individual's or family's health care services. It entails first­
contact care of persons with undifferentiated illnesses, comprehensive care that is not disease or organ 
specific, care that is longitudinal in nature and care that includes the coordination of other health services. 
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CHCs differ from privately run physician offices and clinics in several ways. They are required 
to include a majority of consumer representatives on their Boards of Directors. Their funding is 
contingent upon demonstration in their funding proposals and utilization reports that they attend 
to the health status of the entire community in addition to the clinic's patient population. This 
often means that CHCs participate in prevention program opportunities to address such 
conditions as diabetes, hypertension, or chronic obesity. Further, chronic care management, 
medical homes, and the benchmarking of patient outcomes have been the foci of health center 
activities. 

US Department of Health and Human Services, Health Resources and Services Administration, 
Bureau of Primary Health Care periodically makes US Public Health Service, Section 330 funds 
available to CHCs to expand their scope of services. Oral health and mental health services are 
two of the services that have been the focus of additional funding available to CHCs. Many 
Alaska CHCs have taken advantage of these funding opportunities, and increasingly CHCs are 
co-locating or otherwise integrating the provision of general dentistry and behavioral health 
services into their primary care clinics. 

Community Health Center Grantees and Clinic 
Sites in Alaka 1974-2007 
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Figure 6: Growth in Number of Community Health Center Grantees and Clinics, 1974 - 2007 
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Between 1995 and 2009 the number of Community Health Centers in Alaska that were funded in 
part through Section 330 of the Public Health Service Act grew from two provider agencies - the 
Anchorage Neighborhood Health Center and Interior Neighborhood Health Center (Fairbanks) 
who were operating four sites in 1995, to 26 agencies operating 145 healthcare delivery sites.24 

Community Health Centers are by definition "Federally Qualified Health Centers," or "FQHCs," 
which are further defined by section 1861 of the Social Security Act. 25 Tribally managed clinics 
are also FQHCs. 

24 Based on the sites listed as reporting to the Bureau of Primary Health Care's Uniform Data System. 
fto:llftp.hrsa.govlbphc/pdf/uds/2007/07Rollup StateAK 08Ju12008.pdf 
25 Section 1861 of the Social Security Act "(4) The term "Federally qualified health center" means an entity 
which-

(A)(i) is receiving a grant under section ))0 (other than subsection (h)) of the Public Health Service Act, or 
(ii)(1) is receiving funding from such a grant under a contract with the recipient of such a grant, and (II) meets 
the requirements to receive a grant under section 330 (other than subsection (h)) of such Act; 
(B) based on the recommendation of the Health Resources and Services Administration within the Public 
Health Service, is determined by the Secretary to meet the requirements for receiving such a grant; 
(C) was treated by the Secretary, for purposes of part B, as a comprehensive Federally funded health center as 
of January I, 1990; or 
(D) is an outpatient health program or facility operated by a tribe or tribal organization under the Indian Self­
Determination Act or by an urban Indian organization receiving funds under title V of the Indian Health Care 
Improvement Act[423)." 
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Figure 7: Map of the Alaska Community Health Centers, Prepared by Alaska Primary Care Association (David Wilson),Jan. 2009 
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Frontier Extended Stay Clinics 

In remote frontier areas of the country weather and distance can prevent patients who experience 
severe injury or illness from obtaining immediate transport to an acute care hospital. For 
residents in some of these communities providers offer observation services traditionally 
associated with acute care inpatient hospitals until the patient can be transferred or is no longer in 
need of transport. A Medicare demonstration project is under development in Alaska in which 
"Frontier Extended Stay Clinics" (FESCs) would be able to be reimbursed more adequately for 
the extended services provided to Medicare and Medicaid patients, as Medicare certified 
providers of these services. 

Rural Health Clinics 

A Rural Health Clinic is a clinic certified to receive special Medicare and Medicaid 
reimbursement. The purpose of the RHC program is improving access to primary care in 
underserved rural areas. RHCs must provide outpatient primary care and laboratory services, and 
are required to use a team approach of physicians and midlevel practitioners such as nurse 
practitioners, physician assistants, and certified nurse midwives to provide services. The clinic 
must be staffed at least 50% of the time with a midlevel practitioner. 

RHCs can be for-profit or non-profit entities, and can be either publicly or privately owned and 
operated. Medicare visits are reimbursed based on allowable costs, and Medicaid visits are 
reimbursed under the cost-based method or an alternative Prospective Payment System (PPS). 
This may result in an increase in reimbursement over typical Medicare and Medicaid fee-for­
service reimbursement rates.26 

Rural Health Clinic certification was established under the Rural Health Clinics Act, passed by 
Congress and signed into law in 1977. The goal of this Act was twofold. First, it encouraged the 
utilization of physician assistants (PAs) and nurse practitioners (NPs) by providing 
reimbursement for services to Medicare and Medicaid patients by these health professionals, 
even in the absence of a full-time physician. 27 Second, it created a cost-based reimbursement 

26 Downloaded 08-17-09: http://www.raconline.org/info guides/cJinics/rhcfag.php#whatis 

27 A physician assistant (PA) is a licensed health professional who practices medicine under the supervision of a 
physician. A physician assistant provides a broad range of health care services that were traditionally performed by a 
doctor. As part of the physicianlPA team, a physician assistant exercises considerable autonomy in diagnosing and 
treating illnesses. What a physician assistant does varies with training. experience, and state laws. In general, PAis 
can provide approximately 80 percent of the services typically provided by a family physician. They perform 
physical exams, diagnose illnesses, develop and carry out treatment plans. order and interpret lab tests, suture 
wounds, assist in surgery, provide preventive health care counseling, and in 39 states, can write prescriptions. A PA 
can do whatever is delegated to him/her by the supervising physician and allowed by law. The scope of the PA's 
practice corresponds to the supervising physician's practice. For example, the PA working with a surgeon would be 
skilled in surgical techniques in the operating room, perform pre- and post-operative care, and be able to perform 
special tests and procedures. 

Nurse Practitioner: The American Academy of Nurse Practitioners defines Nurse Practitioners as licensed 
independent practitioners who practice in ambulatory, acute and long term care as primary and/or specialty care 
providers. They provide nursing and medical services to individuals, families, and groups according to their area of 
practice/specialty. In addition to diagnosing and managing acute episodic and chronic illness, they also emphasize 
(foofnofr continurd) 
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mechanism for services when provided at clinics located in "underserved" rural areas. 28 Because 
of subsequent changes in the Medicare law authorizing Medicare Part B coverage for PAs and 
NPs in all practice settings (not just RHCs), the original incentive for utilizing PAs and NPs was 
diminished. However, because a RHC gets reimbursed the same amount from Medicare and 
Medicaid regardless of whether the patient is seen by a mid-level provider (MLP) such as a PA, 
NP, Certified Nurse Midwife (CMN), or physician, the clinic continues to have a strong 
incentive to utilize these practitioners whenever it is clinically appropriate. 

In Alaska where a majority of rural primary health care programs have been run with funding 
from the Indian Health Services (IHS) and Section 330 Community Health Center grants 
(USDHHS Health Resources and Services Administration), the RHC program has not provided 
the same financial advantages that it has in other states. Tribally managed clinics have more 
favorable reimbursement rates than Rural Health Clinics for their Medicare and Medicaid 
patients. Also, many of the tribal clinics are already within the Community Health Center 
program. 

There are currently three Medicare-certified Rural Health Clinics in Alaska: the Edgar Nollner 
Health Center in Galena, the Hoonah Midlevel Practice Clinic, and the Yakutat Community 
Health Center. 

4. Physician, Dentist and Other Professional Offices 

Many physicians and dentists in Alaska are practicing in solo practice offices, but many share 
professional office space with others or form group practice offices. Some are primary care 

- physician offices, others include one or more specialties. Physicians and dentists, as well as other 
specialty service providers, are concentrated in Alaska's largest communities, likely due to the 
amenities available, support staff availability, referral resources, and access to other resources. 
As noted above, about a third of health care jobs are in health practitioners' offices, according to 
the industry survey data of the Alaska Department of Labor.29 Thus in terms of practice settings, 
professional offices are the most common place of work. 

Urgent care centers 
Some physicians operate their office as an urgent care center or clinic. They have been 
established in Anchorage, Fairbanks, Juneau, Kenai, and the Matanuska-Susitna Valley. These 
can be operated by a single physician or group of practitioners, or the center can be affiliated 
with a hospital based health care system. Urgent care centers are primarily used to treat patients 
who have an injury or illness that requires immediate care, on an unscheduled or walk-in basis, 
but who's condition is not serious enough to warrant a visit to a hospital emergency department. 
Often urgent care clinics are not open on a continuous basis, unlike a hospital emergency room, 

health promotion and disease prevention, incorporating teaching and counseling of individuals, families, and groups 
as a major part of their practice. 

28 "Underserved" means that an area has too few providers to meet the needs of the population. For official 
designation as an "underserved" area, the area needs to be found to be a "health professional shortage area," or 
HPSA, as defined in Federal regulations. The Alaska Primary Care Office in AKDHSS handles designation 
applications to the USDHHS health Services and Resources Administration, HRSA. 
29 Fried, N. "Alaska's Health Care Industry," Alaska Economic Trends, February 2008. 
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but provide extended hours compared to a primary care physicians office. They often provide 
basic laboratory and imaging services, and referral is made to the appropriate health care 
provider for follow-up care and treatment. Urgent care centers have the same licensing 
requirements as that ofa primary care physician's office or practice. 

5. Mid-Level Provider Clinics 

Mid-level providers (MLPs) include Nurse Practitioners, Certified Nurse Midwives, and 
Physician's Assistants. 3o Clinics staffed by MLPs include a handful of private clinics 
established by these providers. Several community clinics (such as Gustavus and Hoonah) run by 
communities or tribal organizations have hired mid-level providers as full-time or part-time staff, 
since the community does not have a population base sufficient to support a physician practice. 
Another example of mid-level clinic models in use in Alaska is the workplace clinic model used 
on the North Slope, where oil companies provide contracted physician's assistant services for 
their employees. 

6. Publicly provided clinical medical services 

Services provided by state and local health departments include the Municipality of Anchorage 
and State Public Health Nursing and emergency preparedness immunization programs' services, 
Early and Periodic Diagnosis and Testing (EPSDT), home visits to high risk newborns and 
families (upon referral), newborn hearing screening, infectious disease follow-up including 
follow-up of contacts, Sexually Transmittted Diseases screening and partner management, 
foodborne outbreak follow-up, and other services. 

Alaska Health Fairs and various periodic volunteer programs including the "Northern Edge" 
training program (sponsored and carried out by the military) bring additional screening, health 
education, and in some instances treatment services, to selected communities each year. Also, for 
several years, Anchorage Project Access has organized voluntary donations of services by 
physicians, especially specialists, and has matched patients with physicians. The Anchorage 
Neighborhood Health Center (providing primary care services as a Community Health Center) 
has referred a number of its patients requiring more highly specialized care than the CHC can 
provide. 

7. Comment on Health Care Safety Net 

"Health Care Safety Net" is a term used to refer to health care providers who are required by law 
to see patients regardless of ability to pay. The"health care safety net" includes a wide variety of 
providers delivering care to low-income and other vulnerable populations, including the 
uninsured and those covered by Medicaid. Major safety net providers include public hospitals 
and community health centers as well as teaching and community hospitals, private physicians, 
and other providers who deliver a substantial amount of care to these populations. 

30 Definition of NPs and PAs in previous footnote. 
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8. Health Facilites and the "Certificate of Need" Requirement 

The Certificate of Need (CON) program as established in statute AS 18.07 is intended to 
promote the rational planning of health care facilities and health care services, improve citizen 
access to and choice of health care facility services, review the availability of qualified human 
resources available to staff facilities and provide services, contain the costs to the state for health 
care facility services paid for by public funds, and avoid the proliferation of unneeded health care 
facilities and services in the state through the application of approved standards, review of the 
needs and activities of an area, and considering input from residents. J) 

The certificate of need requirements of AS 18.07 apply to the following health care facilities 
licensed under AS 47.32: J2 

o an acute care hospital; 
o a critical access hospital; 
o an ambulatory surgical center; 
o an intermediate care facility for the mentally retarded; 
o a nursing facility; 
o a psychiatric hospital; 
o a residential psychiatric treatment center. 

The CON requirements also apply to certain health care facilities that are not licensed under AS 
47.32: independent diagnostic testing facilities and kidney dialysis centers. For facilities other 
than nursing homes and residential psychiatric treatment centers, the process is required if costs 
will exceed $1.3 million (as of 2009, threshold raised $50,000 each fiscal year). 

II. LONG TERM CARE SERVICES AND FACILITIES 

Long term care is distinct from acute care, which focuses on curing an illness or restoring an 
individual to a previous state of better health. Long term care encompasses a broad range of 
assistance, services, and supports to meet health and personal care needs over an extended period 
of time, from nursing home care to home based assistance. 

The primary goal of long term care services is to enable senior citizens and disabled individuals 
to remain in their homes or communities and includes not only health care but services necessary 
to maintain quality of life including such things as housing and transportation. 

Long term care is provided in a range of settings known as a "continuum of care" depending on 
an individual's needs and preference (Figure 8).JJ Most long term care is non-skilled personal 
care assistance, commonly referred to as custodial care, such as help performing everyday 
Activities of Daily Living (ADL) such as bathing and dressing, in the individual's home. 
Another level of care in the patient's home is home health care provided by skilled and licensed 

31 As articulated in public notice for regulations 8112/2009 
32 Certificate of Need Program website http://www.hss.state.ak.us/dphlhealthplanninglcert of needl 
33Definitions for Continuum o/Care Matrix, 
http://www.hss.state.ak.us/dph/healthplanrung/movingforward/matrices/RDdefs.htm 
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medical professionals. Alaska currently has 16 licensed Home Health Care agencies which 
provide skilled medical care to patients in their homes. Of these 16 agencies, nine are hospital 
based. 

Long Term Care Continuum 
~ Least intensive/home based 

Home: 
Home health aide 
Personal care attendant 
Prevention counseling 
Family support 
Dietary and exercise 
guidelines 
Meals on 'Wheels 
Hospice care - home visits 

Day Services: 
Adult day care 
Skilled nursing 
visits/home 
health service 
Physical/Occu­
pational therapy 
Dialysis 

Moat intensive/institutional ? 

Assisted Living 
Pioneer Home 
(may have medical 
care on or off site) 

Nursing Home 
Rehabilitation Center 
Hospital 

Hospice care - institutional 

Figure 8: Long Term Care Continuum of Care 

When a patient is terminally ill, regardless of age, hospice care can be a choice for the patient 
and their family. Hospice care provides support by both medical professionals and trained 
volunteers focusing on the palliation, or relief of symptoms, of a terminally ill patient. This 
support can be physical, emotional, spiritual, or social. The State currently has 12 licensed 
Hospice agencies. 

Senior housing provides living arrangements designed for handicapped accessibility and 
convenient access to services. When a senior citizen or disabled individual is no longer able to 
remain in his or her own home, or with supportive family members, other types of residential 
care may be available to allow the person to remain in the community. Group homes with 
assistive services are called "assisted living" facilities. Alaska Pioneer Homes are state-run 
assisted living homes. Assisted living beds (other than Pioneer Homes) average 2200 annually 
according to State Certification and Licensing, in about 260 homes. 34 The six Pioneer Homes 
have 508 beds. Skilled Nursing Facilities (SNFs) or nursing homes provide intensive services for 
those needing a higher level of care. They offer both short and long-term placements for senior 
who require significant nursing interventions each day. Alaska has 15 nursing homes with 716 
beds. 35 

Assuming that age-specific migration and mortality patterns will remain similar to the current 
(2000-2005) patterns, it is projected that the population aged 65 and older will nearly triple by 

" 2009 count is 269 licensed senior assisted living facilities with 2,346 beds. 
35 Current Facilities List, by email from Certification and Licensing, July 31, 2009 
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2025, from about 43,000 people in 2005 to about 124,000 in 2025. 36 Those who are 85 and over 
have the highest rates of use of long term care. 

The Commission on Aging along with the Department of Health and Social Services, through 
their 2008-2011 Plan identifies the goal of Alaska seniors staying in their communities, and 
having access to an integrated array of health and social supports along the continuum of care. 37 

These goals identify the concern for individuals to be able to maintain quality life through the 
least invasive and expensive services required in the continuum of care. 

Figure 9: Population Projections Alaskans Age 65+, 2004-2029 
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The goal of keeping people in their homes and communities is also expressed through planning 
for services for individuals with developmental disabilities, to provide home and community 
based services where possible, for housing and support for employment. 

Table 2: Number of Agencies Providing Long Term Care Services 

Selected Agencies Number Types of Employees Beds (if 
Providing Long Term applicable) 
Care Services 
Home Health 16 PCA, Home Health Aide, RN o.a. 
Hospice 12 RN, LPN, Volunteers, LSW, others n.a. 
Senior Center 45* o.a. 
Pioneer Home 6 550 
Assisted Living 269 2,346 
Nursing Homes 15 RN, LPN, aides, physician supervision 716 

*45 senior centers receive state or tribal funding; several others are known to exist with community funding. 

36 Alaska Population Projections, Alaska Department of Labor, 2007 
37 http: I I www.hss.state.ak.us/acoa/StatePlan.htm 
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III. BEHAVIORAL HEALTH FACILITIES 

Facilities that offer care to people with mental illness and substance abuse problems range from 
community clinics (least intensive services) to hospitals for acute psychiatric care (North Star 
with 74 beds and Alaska Psychiatric Institute with 80 beds). Additional hospitals in Juneau, 
Fairbanks and regional hubs provide evaluation, stabilization, and short-term treatment and 
referral. Thirteen (13) non-profit organizations receive grants to provide residential substance 
abuse treatment. 38 Detoxification beds are available in Anchorage, Juneau, and Fairbanks. 

Alaska has six Residential Psychiatric Treatment Centers in Anchorage for youth (total 183 
beds), and a total of 438 residential psychiatric beds for youth (2009), distributed as follows: 

• Northwest: 14 
• Southwest: 13 
• Anchorage/Mat-Su: 165 
• Southeast: I 14 
• Interior: 117 
• KenailKodiak: 15 

In addition, there are approximately 320 beds in "Treatment Resource Homes" with behavioral 
health services for youth. Most are located in the Anchorage Municipality and Matanuska­
Susitna Borough. 

Agencies across the state receive grant funds from the Department of Health and Social Services 
and the Alaska Mental Health Trust Authorit/9 to assist residents with behavioral health needs 
and help to prevent suicide, substance abuse, and other problems. Approximately 65 
organizations are receiving grants from the Department of Health and Social Services Division 
of Behavioral Health in FY 2010 to provide behavioral health treatment and recovery 
services.(See Behavioral Health Grantees List). 

38 These are: 
Sitka Counseling and Prevention 
Rainforest Recovery 
Southeast Alaska Regional Health Corporation 
Salvation Anny Clitheroe 
Southcentral Foundation 
Akeela, Inc. 
Volunteers of America· ARCH 
Alaska Rehabilitation Services· Nugen's Ranch 
Bristol Bay Area Health Corporation 
Central Peninsula Hospital· Serenity House 
Tanana Chiefs Conference 
Fairbanks Native Association 
Yukon Kuskokwim Health Corporation 

39 The Alaska Mental Health Trust Authority is a state corporation that administers the Alaska Mental Health Trust, 
a perpetual trust managed on behalf of Trust beneficiaries. The Trust operates much like a private foundation, using 
its resources to ensure that Alaska has a comprehensive integrated mental health program to serve Trust 
beneficiaries. Detailed elements of the program are included in the Alaska Statutes. (AS 47.30) 

A 25 January 15, 2010 



1932 

By default, the Department of Corrections (DOC) has become the single largest provider of 
mental health care in Alaska. A 2006 study found that approximately 42 percent (1,524 of 3,628 
as of June 30, 2006) of the people incarcerated in Alaska correctional facilities were Trust 
beneficiaries, with mental illness, substance-related disorders and/or mental disabilities.4o Also 
many youth within the Division of Juvenile Justice system have a co-occurring disorder 
(substance related disorder accompanied by a mental health disorder). A current alternative to 
incarceration for adults with severe mental illness is diversion into Anchorage or Palmer 
Coordinated Resources Projects (therapeutic courts). Therapeutic court programs are also 
operating in Bethel and Fairbanks. 

The DHSS Behavioral Health Integration Project, supported by the Co-occurring State Incentive 
Grant (COSIG) from SAMHSA, has developed the state's capacity to serve clients with co­
occurring disorders. Integration of behavioral health and primary care has been advanced by 
some Section 330 Community Health Centers that have received special funding from HRSA to 
include services for mental health and substance abuse. 

The Department of Health and Social Services coordinates with the Alaska Mental Health Trust 
Authority and associated boards to develop the Comprehensive Integrated Mental Health Plan to 
address the needs of Alaskans with mental and emotional illness, alcoholism and substance use 
disorders, brain injury, developmental disabilities, and Alzheimer's disease and related dementia. 
The Department and the Trust convene the interested parties to review and plan for population 
needs, facilities, workforce, and multiple program initiatives. 

IV. EMERGENCY MEDICAL SERVICES 

Seven Regional EMS Programs (three non-profit EMS councils, three programs based in 
regional health corporations, and one program residing in a borough-wide fire department) work 
with the community-based emergency medical services to be sure that emergency medical 
services personnel (EMTs) are available to respond to the emergency medical needs of Alaska's 
citizens and visitors, and to be sure that the personnel and their ambulances and air transport are 
properly equipped. The State Division of Public Health and Alaska Council on EMS have duties 
to certify EMTs and work with the EMS programs on their training, reporting and assurance of 
adequate equipment. "Medevacs" (air rescues) playa major role in Alaska. 

40 Hornby Zeller Associates, Inc. (December, 2007). A Study afTrust Beneficiaries in the Alaska Department of 
Corrections, p. ii. This does not include individuals in custody in community residential centers or in the contracted 
facility in Arizona. 
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C. Health Care Providers 

Health care professionals include a variety of specialists and primary care providers in medicine, 
dentistry, mental health and substance abuse services, and support services. In recent years, 
concerns about current and potential shortages of health care professionals have led to several 
studies of supply and demand, recruitment, and retention of physicians and other health care 
providers in Alaska. 41 

Primary Care and Specialty Medical Providers 

Primary care services in Alaska are provided by a spectrum of providers, including over 800 
primary care physicians, many of about 700 licensed mid-level providers (physician assistants 
and nurse practitioners), and about 550 Community Health Aides and Community Health 
Practitioners (see description below). The state licensing database (relying on address listed by 
the license applicant) shows that most physicians are located in larger communities, those with at 
least 1,000 people. Some of the physicians and mid-level practitioners practice in Community 
Health Centers and Rural Health Clinics (RHCs). 

Several of the smallest hospitals have hired physicians directly to ensure staffing, and most 
larger hospitals as well as the tribally managed facilities have hired physician staff members, to 
serve as emergency room physicians, "hospitalists," or generalists who work in outpatient, 
inpatient and itinerant services. 

Three quarters of primary care physicians (including family practice doctors, internists, 
pediatricians and obstetrician-gynecologists) are in the Anchorage-Wasilla, Fairbanks and 
Juneau areas. Recruitment and retention are difficult in remote areas. Tumover of health 
personnel is an ongoing problem. 

The National Health Service Corps "scholars" program (with six placements in Alaska in 2009) 
and loan repayment program (with ten placements in Alaska in 2009), and the Indian Health 
Service loan repayment program, provide financial support in exchange for service for 
physicians and mid-level providers committed to work in health professional shortage areas.42 A 
federal grant approved in September 2009 for a state-federal loan repayment program will 
expand the loan repayment opportunities for at least two years. 

'I Securing an Adequate Number of Physicians for Alaska's Needs, Alaska Physician Supply Task Force Report. 
August 2006 hnp://www.hss.state.ak.us/commissioner/Healthplanning/publications/assets/PSTF-06.pdf; 
SORRAS I: Status of Recruitment Resources and Strategies (2004), 
hnp://www.hss.state.ak.us/dphlhealthplanning/publications/assets/SORRASreport.pdf; 
SORRAS II: Status of Recruitment Resources and Strategies 2005-2006, 
hnp://nursing.uaa.alaska.edu/acrhiprojects/sorras report05-06.htm; and 
Alaska Center for Rural Health, 2007 Alaska Health Workforce Vacancy Study, 
http://nursing.uaa.alaska.edu/acrh/index downloads/workforce 7-24-07 body-final.pdf 
-12 For explanation and criteria for shortage designations, see Alaska Primary Care Office webpage 
http://www.hss.state.akus/dph/healthplanning/primarycare/PC home.htm and USDHHS Health 
Resources and Services Administration, Shortage Designation Branch, http://bhpr.hrsa.gov / shortage/ 
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Specialists are more likely to be in the largest urban areas where they can rely on access for their 
patients to the tertiary care hospitals (those with more advanced services), the support staff and 
other support services that can support their practices. Ninety one percent of psychiatrists 
practice in the Anchorage-Wasilla, Fairbanks and Juneau areas, and 89% of other specialists are 
located in these urban areas. 

Table 3: Licensed Physician, Mid-level and Dental Workforce, by T pe, by Rei ·on. 2009 

Region/ Census Medical Osteo- Physician Nurse 
Area Doctor path Assistant Practitioner Dentist Hygienist 

Statewide 1461 122 320 490 486 444 

Anchorage/Mat-Su 967 76 179 315 279 287 

Gulf Coast 112 15 29 48 53 50 

Interior 163 17 55 52 70 50 

Northern 19 5 14 9 10 5 

Southeast 162 6 22 47 55 48 

Southwest 38 3 21 19 19 4 

Statewide 100% 100% 100% 100% 100% 100% 

Anchorage/Mat-Su 66% 62% 56% 64% 57% 65% 

Gulf Coast 8% 12% 9% 10% 11% 11% 

Interior 11% 14% 17% 11% 14% 11% 

Northern 1% 4% 4% 2% 2% 1% 

Southeast 11% S% 7% 10% 11% 11% 

Southwest 3% 2% 7% 4% 4% 1% 

*Generalists and Specialists (34 are licensed as specialists, without a «generalist" license) 

Source: Alaska Division of Corporations, Business and Professional Licensing, Department of Commerce, 
Community, and Economic Development (2009). 
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Table 4: Alaska Physicians with Active Licenses, by R"2ion and by Specialty, 2009 

Anchorage Gulf south- South· Grand 
Specialty Group: -Mat-Su Coast Interior North east west Total 
FAMILY PRACTICE 207 57 41 21 67 27 420 
INTERNAL MEDICINE 142 12 32 1 19 2 208 
PEDIATRICS 91 2 13 13 5 124 
OBSTETRICS AND GYNECOLOGY 59 3 9 2 73 
GENERAL PRACTICE 1 1 
PRIMARY CARE Total: 499 74 96 22 101 34 826 

SURGERY 117 17 21 17 172 
EMERGENCY MEDICINE 63 9 15 13 2 102 
ANESTHESiOlOGY 68 4 12 6 90 
PSYCHIATRY 64 5 8 11 88 
RADIOLOGY 37 7 8 1 7 60 

PATHOLOGY 24 2 3 1 30 
OPHTHALMOlOGY 21 2 4 2 29 
OTOLARYNGOLOGY 22 1 4 2 29 
NEUROLOGY 14 2 2 1 19 
UROlOGY 15 1 1 1 18 
PHYSICAL MEDICINE/REHABILITATION 13 1 14 
CARDIOVASCULAR DISEASE 13 13 
DERMATOLOGY 8 1 2 11 
MEDICAL ONCOLOGY 5 5 
PREVENTIVE MEDICINE 4 1 5 
RADIATION ONCOLOGY 4 1 5 
AEROSPACE MEDICINE 1 1 1 1 4 
ALLERGY AND IMMUNOLOGY 3 1 4 

GASTROENTEROLOGY 4 4 
NEONATAL·PERINATAL MEDICINE 3 3 
OCCUPATIONAL MEDICINE 3 3 
RHEUMATOLOGY 3 3 
ANATOMIC AND CLINICAL PATHOLOGY 1 1 2 
ENDOCRINOLOGY, DIABETES, AND 
METABOLISM 2 2 
INFECTIOUS DISEASE 2 2 
NEPHROLOGY 2 2 
PEDIATRIC CARDIOLOGY 2 2 
INTERVENTIONAL CARDIOLOGY 1 1 
PEOIATRIC HEMATOLOGY·ONCOLOGY 1 1 
PSYCHIATRY AND NEUROLOGY 1 1 
PULMONARY DISEASE 1 1 

SPORTS MEDICINE 1 1 
Grand Total 1020 126 180 23 166 37 1552 

Population (2008 Population Estimates) 367509 75876 104421 23612 69202 39100 679720 
PhYSicians per 1000 population 2.78 1.66 1.72 0.97 2.40 0.95 2.28 

Source: July 2009 Occupational Licensing Database. Active (AA status) resident physicians. 
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Nurses: RNs and LPNs are licensed; Certified 
Nurse Aides and Personal Care Attendants are 
not licensed. It should be noted that many 
nurses cycle into and out of Alaska from out­
of-state employment services that help to fill 
needs for either specialist or generalist nurses, 
when local supply is insufficient to meet local 
needs. Data on numbers of such seasonal and/or 
temporary nurses is not available. 

Physical and Occupational Therapists, active and 
resident in Alaska, August 2009: 

A 30 

RN 
(Registered Practical 

Region/Census Area Nurse) Nurse 

Statewide 6334 735 

Anchorage/Mat·Su 4089 412 

Gulf Coast 629 67 

Interior 731 150 

Northern 90 24 

Southeast 660 70 

Southwest 135 12 

Statewide 100% 100% 

Anchorage/Mat-Su 65% 56% 

Gulreoa,! 10% 9% 

Interior 12% 20% 

Northern 1% 3% 

Southeast 10% 10% 

Southwest 2% 2% 

Table 5: Licensed Nurses 

Region/Census Physical Occupational 
Area Therapists Therapists 

Statewide 421 186 

Anchorage/Mat-Su 269 123 

Gulf Coast 49 24 

Interior 51 18 

Northern 1 1 

Southeast 43 20 

Southwest 8 0 

Statewide 100% 100% 

Anchorage/Mat-Su 64% 66% 

Gulf Coast 12% 13% 

Interior 12% 10% 

Northern 0% 1% 

Southeast 10% 11% 

Southwest 2% 0% 

Table 6: Licensed Therapists, 2009 

January 15, 2010 



Region/Census Area Pharmacist Pharmacy Tech 

Statewide 471 1,246 
Pharmacists: 471 pharmacists and 1246 

Anchorage/Mat-Su 294 778 
pharmacy technicians are licensed in 

Gulf Coast 51 125 2009 in Alaska. The vacancy study by 
160 Alaska Center for Rural Health suggests Interior 59 

that thre is a serious shortage of these Northern 3 35 

professionals. Southeast 55 130 

Southwest 9 18 

Statewide 100% 100% 

Anchorage/Mat-Su 62% 62% 

Gulf Coast 11% 10% 

Interior 13% 13% 

Northern 1% 3% 

Southeast 12% 10% 

Southwest 2% 1% 

Table 7: Licensed Pharmacists and Techs, 2009 

Behavioral Health Providers 

Many rural Alaska communities have either only part-time workers helping with behavioral 
health needs or no mental health services other than the occasional itinerant provider. The 2009 
Alaska Health Worliforce Vacancy Study 43 showed that the vacancy rates for all behavioral 
health occupations were about 10%, with psychiatrist and clinical psychologist vacancy rates 
about 16% statewide. 

To help bridge the gaps in services, the Alaska Native Tribal Health Consortium has been 
developing a training certification program for behavioral health aides (BHAs). Currently there 
are 117 village-based behavioral health aide positions throughout the state, being funded by 
multiple sources. (Not all of these positions use the title BHA but they all operate within the 
BHA scope of practice). Where possible, BHA services are integrated into primary care settings. 

Behavioral health professionals with current active licenses in Alaska (in August 2009) include 
88 psychiatrists; 132 clinical psychologists (PhD); 417 licensed professional counselors; 77 
marriage and family therapists; 488 social workers (bachelor's and master's level); and 40 
psychological associates. Approximately 480 certified chemical dependency counselors, 
counselor technicians, and traditional counselors provide services throughout the state; many 
also have state behavioral health professional licenses. The levels and requirements for 
certification for the many categories of provider are summarized on the website of the Alaska 
Commission for Behavioral Health Certification.44 

" hlI\l: LLnyrsing. uaa.alaska.eduLacrh L 
+l Alaska Commission for Behavioral Health Certification 
http:! / www.nattc.org/getCertified/certification.asp?oldID=sakacbhc 
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Sixty four of the State's 88 active licensed psychiatrists (73%) are located in Anchorage-Mat-Su 
area, Seventy percent of psychologists are in this area. Many are in private practice, others work 
partially or wholly as contractors or employees within the tribal system, the military or not-for­
profit service agencies. Several Alaska-based and out of state psychiatrists itinerate to regional 
medical centers to provide psychiatric assessments and to oversee treatment for residents. 
Telemedicine has become a tool for increasing access to psychiatric services with links to remote 
sites across the state, through the tele-behavioral health program based at the Alaska Psychiatric 
Institute, the telebehavioral health network based at the Alaska Native Health Consortium, and 
through the Department of Corrections' links to prisons from Anchorage. 

Table 8: Active Alaska Resident Licensed Providers in Behavioral Health (August 2009) 

Licensed Clinical 
Clinical Professional Marriage & Social Worker 

Psychia Psycholo Counselor Family (BA, MSW, Psych 
Region -trist gist Counselor LCSW) Associate 

Statewide 88 132 417 77 488 40 
Anchorage 

-Mat-Su 64 92 . 230 51 259 30 

Gulf Coast 5 10 30 6 41 3 

Interior 9 16 64 9 71 6 

North 0 1 10 0 13 0 

Southeast 10 12 65 6 68 1 

Southwest 0 1 18 5 36 0 

Statewide 100% 100% 100% 100% 100% 100% 
Anchorage 

-Mat-Su 73% 70% 55% 66% 53% 73% 

Gulf Coast 6% 8% 7% 8% 8% 8% 

Interior 10% 12% 15% 12% 15% 16% 

North 0% 1% 2% 0% 3% 0% 

Southeast 11% 9% 16% 8% 14% 3% 

Southwest 0% 1% 4% 6% 7% 0% 

ALLIED HEALTH PROVIDERS 

Allied health professions are clinical health care professions distinct from medicine, dentistry, 
and nursing, but generally supporting those services in helping to meet patients' needs. Although 
they are an integral part of the overall delivery of care and assist in making the health care 
system function, there is relatively little information tracking these workers, except for the 
categories of workers for whom licensure is required by state law. Their salaries and other costs 
are generally rolled into administrative or program costs. The Alaska Center for Rural Health at 
University of Alaska Anchorage conducted a study called the Alaska Health Care Workforce 
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Vacancy Study which identified allied health providers employed, positions available and 
vacancies.45 Also, the Occupational Database files posted by the Alaska Department of Labor 
provide regular reports of employment by quarter, and total workers employed in each 
occupation each year, by standardized occupational code. Selected allied health occupations are 
listed in the following table, showing the average quarterly employment in Alaska for 2007 
calendar year. 

Table 9: Allied Health Employment (Average per Quarter, 2007) 

Occupation 
Average quarterly 

employment 

Dental Assistant 
1079 

Dental Hygienist 584 

Dental Lab Tech 59 
EMT/ETT & Paramedic 

356 
(308 licensed paramedics '09) 
Medical & Clinical Lab Technician 297 
Medical & Clinical Lab Technologist 238 

Medical Records Technician 433 
"Other" health technician 

401 
(SOC code 292099) 
Optician (74 licensed as dispensing opticians '09) 140 

OPtometrist (98 licensed, '09) 30 

Pharmacy Technician (1126 licensed '09) 544 

Psychiatric Technician 253 

Physical TheraJJY Assistant 52 
Radiologic Technician 428 

Respiratory Therapist 165 

Sonographer 39 
Surgical Tech 94 

Source: Alaska Department of Labor and Workforce Development, OccupatIOnal Database, 
http://laborstats.alaska.gov/?PAGEID=67&SUBID=212, accessed 8/1 0/2009 

IV. PARAPROFESSIONALS ( CHAlP, DHA, BHA) 

The Community Health Aide (CHA) Program was developed in the 1950s in response to a 
number of health concerns including the tuberculosis epidemic, high infant mortality, and high 
rate of injuries in rural Alaska. In 1968, the CHA Program received formal recognition and 
congressional funding. The long history of cooperation and coordination between the federal and 
state governments and the tribal health organizations has facilitated improved health status in 
rural Alaska. 

,; http://nur,ing.uaa.ala,ka.edu/ACRH Iprojects I.rcrnve, lahw vacancy.htm 
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The CHA Program now consists of a network of approximately 550 Community Health 
Aides/Practitioners (CHA/Ps) in over 170 rural Alaska villages. CHAlPs work within the 
guidelines of the 2006 Alaska Community Health Aide/Practitioner Manual, which outlines 
assessment and treatment protocols. There is an established referral relationship, which includes 
mid-level providers, physicians, regional hospitals, and the Alaska Native Medical Center. In 
addition, providers such as public health nurses, physicians, and dentists make visits to villages 
to see clients in collaboration with the CHAlPs. 

The Alaska Area Native Health Service has the responsibility for provision of medical and health 
related services to Indian Health Service beneficiaries residing in Alaska. These services are 
provided by tribal organizations within the Alaska Tribal Health System. The village based 
CHAlPs are a vital link in the delivery system. 

Community Health Aides are selected by their communities to receive training. Training centers 
are located in Anchorage, Bethel, Nome, and Sitka. There are four sessions of CHA training; 
each lasts three to four weeks. Between sessions, the CHAs work in their clinics completing a 
skills list and practicum. Completion of the four session training curriculum and successful 
completion of a clinical skills preceptorship and examination, qualify the CHA as a Community 
Health Practitioner (CHP). CHAlPs at any level of training may obtain certification by the 
Community Health Aide Program Certification Board. 

The Community Health Aide Program model is currently being used as a template to develop 
programs in the areas of dental care, behavioral health, and elder care:6 

VI. COMPLEMENTARY AND ALTERNATIVE HEALTH PRACTITIONERS 

The National Library of Medicine (Medical Subject Headings (MeSH) Section, 2002) classifies 
alternative medicine under the term complementary therapies. This is defined as therapeutic 
practices which are not currently considered an integral part of conventional allopathic medical 
practice. Therapies are termed as Complementary when used in addition to conventional 
treatments and as Alternative when used instead of conventional treatment. 

The Office of Alternative Medicine, National Institutes of Health (Bethesda, Maryland, April 
1995) defined "complementary and alternative medicine (CAM) as a broad domain of healing 
resources that encompasses all health systems, modalities, and practices and their accompanying 
theories and beliefs, other than those intrinsic to the politically dominant health system of a 
particular society or culture in a given historical period. CAM includes all such practices and 
ideas self-defined by their users as preventing or treating illness or promoting health and well 
being. Alternative therapies include, but are not limited to folk medicine, herbal medicine, diet 
fads, homeopathy, faith healing, new age healing, chiropractic, acupuncture, naturopathy, 

... http://www.akchap.org/GeneralInfo.cfm 
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massage, and music therapy. In Alaska, licensed alternative or complementary providers are 
h· . d h 47 C Iropractors, acupuncturists an naturopat s. 

Table 10: Licensed Complementary/Alternative Providers, 2009 

Licenced Complementarv/Alternative Providers 
Region/Census Area Chiropractors Acupuncturists Naturopaths 
Statewide 220 74 37 
Anchorage/Mat-Su 141 48 22 
Gulf Coast 25 10 3 
Interior 23 7 8 
Northern 3 0 0 
Southeast 24 9 4 
Southwest 4 0 0 

Statewide 100% 100% 100% 
AnchoragelMat-Su 64% 65% 59% 
Gulf Coast 11% 14% 8% 
Interior 10% 9% 22% 
Northern 1% 0% 0% 
Southeast 11% 12% 11% 
Southwest 2% 0% 0% 

Source: Alaska Division of Corporations, Business and Professional Licensing, Department 
of Commerce, Community, and Economic Development (2009). 

47 http://www.pitt.edu/-cbw/altm.html 
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Table 11: Summary of Major Health Occupational Groups' Employment Levels, 2007 

Occupational Database: 
Alaska Health care Employment Calendar Year 2007 Employment 

Average 
Total People Quarterly 

("Covered employment" -- does not include self- Employed in the Employment 
employed or military) Jobs during 2007 2007 
Allied Health 13,952 9,422 

Nursing 10,088 7,581 

Home Health Aides 3,497 2,191 

Behavioral Health Professionals 3,480 2,394 

Dental 2,805 1,806 

Other professionals 2,737 1,941 

Administration 1,719 1,304 

Physicians 1,070 804 

lab techs 819 552 

Pharmacists, Podiatrists & Speech/language Pathologists 723 533 

Mid-levels (Physician Assistants, Nurse Practitioners) 595 382 

EMTs (emergency medical technicians) 553 356 

Radiologic Techs 547 428 

Chiropractors 62 45 

Grand Total 42,647 29,737 

Source: Alaska Department of labor and Workforce Development, Research and Analysis Section 

The worksheet contains the count of workers by occupation for the calendar year. These files are 
continuously updated and posted to the Web periodically. Six months must pass before data for a particular 
quarter is considered complete. 
The Occupational Database (ODB) contains occupation and place of work information for each wage and 
salary worker covered by unemployment insurance employed in Alaska. This data series differs from others 
published by Research and Analysis in that it provides information on each unique worker/employer 
combination rather than an average monthly employment count or a count of the number of jobs at a 
particular point in time. 

Worker Count Data limitation: The count of workers is comprised of each unique worker/employer 
combination. Workers holding jobs with multiple employers are counted more than once. 
The worker count is presented for each calendar quarter and summarized for the calendar year. The 
calendar year totals represent the unique worker/employer count. An employee working all four quarters 
for the same employer is counted only once. 
Occupation codes are based on the Standard Occupational Classification (SOC) system as published by the 
Office of Management and Budget in October 2000. 
Self-employed are NOT included in the figures above. Note that 45 chiropractors were employed on average 
each quarter in "covered" employment - however there are 218 licensed chiropractors in Alaska with active 
licenses, so it is likely many are self-employed, not in employment covered by unemployment insurance. 
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D. HEALTH INFORMATION TECHNOLOGY 

HEALTH INFORMATION TECHNOLOGIES IN ALASKA 

Health Information Technology (HIT) is expected to be a means to achieve more affordable, 
safe, and accessible health care. Digital applications available for use by health-care providers 
and organizations include personal health records (PHRs), electronic health records (EHRs), 
electronic medical records (EMRs), computerized physician order entry (CPOE) systems, and 
health information exchange (HIE) systems. All are governed by privacy and confidentiality 
regulations. Each of these refers to a different set of services: 

• Personal health records are records the patient can have in his/her possession, to share 
with any health care provider seen, and have updated with each visit. Digital PHRs may 
be kept on a digital memory stick for the patient to carry. They may be self-contained or a 
copy of a record maintained by a provider. 

• Electronic health records and electronic medical records are the mechanisms for 
replacing paper records with digital ones, that can be easier for doctors or other providers 
to "search" for medical history, prescriptions and lab results, and that can be stored 
locally or in a remote location for electronic retrieval or for "exchange" with another 
provider. Although they are often used interchangeably, there is a difference between 
EHR and EMR. The EHR is a comprehensive, longitudinal, record ofthe patient's 
medical history or complete medical record. EMR refers to the individual pieces of the 
EHR such as laboratory results, electrocardiograms, prescriptions, history and physical 
exams, post operative reports, radiology reports, etc. 

• Computerized physician order entry (CPOE) is a process of electronic entry of medical 
practitioner instructions for the treatment of patients (particularly hospitalized patients) 
under his or her care. These orders are communicated over a computer network to the 
medical/nursing staff or clinical departments (pharmacy, laboratory or radiology) 
responsible for fulfilling the order. CPOE has the potential to decrease delays in order 
completion, reduce errors related to handwriting or transcription, allows order entry at the 
point-of-care or off-site, provides an opportunity to double check for duplicate or 
incorrect doses or tests, and simplifies inventory and posting of charges 

• Health information exchange systems provide for electronic transfer of patient record 
information for various possible purposes: to store records in a central place for programs 
that have multiple service sites; for sending referrals or requested, approved reports 
between providers. Such information can be limited or comprehensive according to the 
permissions granted to a potential recipient based on need to know and the patient's 
requests and approvals. 

Digital telehealth systems, such as teleradiology, laboratory reports, telebehavioral health, 
telepharmacy, and distance learning systems utilizing videoconferencing equipment are also 
emerging as ways intended to be cost-effective means to improve health care quality and 
outcomes. 
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ELECTRONIC HEALTH RECORD USE IN ALASKA 

The Alaska EHR Alliance completed a state-wide survey of physicians (378 respondents) and 
clinic managers (62 respondents) to assess the status of EHR use in Alaska. 29 communities 
were represented in the survey.48 This survey found that there are currently at least 55 different 
EHR systems currently being used in healthcare practices across the state. Of those 55 different 
EHR systems, no single entity holds a significant portion of the EHR market in Alaska with the 
two leading products being Centricity (11%) and eClinicalWorks (8%). Most (74%) ofEHRs in 
use include a practice management system. Half of the EHRs are connected to labs and one third 
are connected to one or more pharmacy. One third of the EHRs in the survey did not connect to 
any other entity. 

E-PRESCRIBING 

Adoption of e-prescribing has been identified as being critically important to the advancement of 
e-Health. E-prescribing is recognized as a gateway technology that could speed the development 
of EHRs and widespread use of other HIT initiatives. Beginning January I, 2009, CMS will 
provide an incentive to "successful e-prescribers." The Medicare e-Prescribing incentive is a new 
program authorized under the Medicare Improvements for Patients and Providers Act (MIPPA) 
of 2008. The program begins January I, 2009, and provides incentives for eligible professionals 
who are "successful e-prescribers." Efforts to maximize implementation of e-prescribing systems 
statewide could result in increase systemic use of other e-health components such as personal 
health records and electronic health records in both the private and public sectors of health care. 

Additionally, there is a disincentive for health-care providers who do not become "successful e­
prescribers" by 2012. Under rules adopted by the USDHHS Center for Medicare and Medicaid 
Services (CMS), eligible professionals who are not "successful e-prescribers" by 2012 will be 
subject to a differential payment (penalty) for Medicare services beginning in 2012. The 
differential payment would result in the physician getting 99 percent of the total allowed charges 
of the eligible professional's physician fee schedule payments in 2012, 98.5 percent in 2013, and 
98 percent in 2014. 

HEALTH INFORMATION EXCHANGE SYSTEM DEVELOPMENT 

The current "system" of health information exchange for Alaskan healthcare providers is a 
conglomeration of disparate systems with a variety of capabilities and structural platforms that 
mayor may not be interoperable with each other. An integrated Health Information Exchange 
HIE system is needed to bring the disparate systems together into one functional product that 
will improve access to critical health information by healthcare providers and the citizens of 
Alaska in an interoperable, secure, safe, and efficient manner. 

Senate Bill 133 (SB 133), passed in the 2009 legislative session, is intended to modernize 
Alaska's health-care IT infrastructure by providing for development of a secure electronic Health 
Information Exchange (HIE) system that will bridge connections between disparate EHR 

" Status of EHR Use In Alaska, 05/11/ 2009: 
http://www.aehra.org/imagesldownloads/summarv of ehr survey findings 52009.pdf retrieved 08/11/2009 
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systems. A standards-based HIE will allow individual Alaskans to manage their own personal 
health records and to authorize their personal health-care providers to exchange electronic 
medical records in a timely, secure manner. The intended outcome of a fully implemented 
Alaska Health Information Exchange Network is to improve the patients' access to care, reduce 
unnecessary testing and procedures, improve patient safety, reduce health agency administrative 
costs, and enhance rapid response to public health emergencies. 

The Alaska Department of Health & Social Services is the process of soliciting proposals for the 
statewide HIE Entity as authorized by SB 133. 

TELEHEALTH 

The Alaska Federal Health Care Access Network (AFHCAN) is a telehealth system composed of 
248 sites across the state. A total of 44 federal beneficiary organizations participate in the 
network, including Native and tribal groups, veteran and military providers, and the state of 
Alaska. AFHCAN initially focused on developing store-and-forward telehealth solution, but has 
recently expanded into broadband video conferencing telehealth solutions. Store-and-forward 
solutions were initially developed in response to the limited availability of broadband 
connectivity in Alaska. Now, however, broadband connectivity supports the larger data payloads 
and image sets that are often part of an electronic consultation. It has become clear that store­
and-forward telehealth offers significant advantages in a distributed multi-organizational health­
care environment due to the flexibility it affords providers to respond to cases at their 
convenience. 

Every year, the Alaska Native Medical Center (ANMC) responds to approximately 3,000 
telehealth cases and handles 66 percent of these consultations in the same day. Perhaps more 
impressive is that 50 percent of these cases are responded to within 60 minutes. While store-and­
forward was specifically designed to enhance primary care access, approximately 25 percent of 
all cases today are specialty consultation requests. Video conferencing capacity is also increasing 
at a rate of three to four times every 12-18 months, with a large deployment of endpoints 
(funded through the Alaska Federal Health Care Partnership) planned at ANMC in 2009-10 
consistent with the growth of video teleconferencing capability at most of the regional health 
corporations throughout Alaska. 

Department of Corrections psychiatric services unit has used video conferencing since [2000], 
for Anchorage-based psychiatrist and psychologist to provide follow-up and counseling to 
prisoners in facilities around the state. 

The Alaska Psychiatric Institute (API) Tele-Behavioral Health care Services (TBHS) program 
was originally envisioned under the auspices of the Alaska Telehealth Advisory Council to serve 
rural communities in south-central and northern Alaska. The API TBHS multidisciplinary team 
of mental health clinicians provides behavioral health-care services to rural communities 
throughout Alaska by way of advanced video-teleconferencing technology. The program has 
continued to grow in the specific number of sites that may access psychiatry because of 
continuing integration with other information technology, video teleconferencing, and health­
care provider networks across Alaska, including the Alaska Native Tribal Health Consortium, 
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Alaska Federal Health Care Access Network (AFHCAN), the Alaska Rural Telehealth Network 
(ARTN), and GCI Connect M.D., a medical network that is comprised of over 200 facilities 
including clinics, hospitals, and medical corporations in the Pacific Northwest and Alaska.49 

The Alaska Rural Telehealth Network (ARTN) is operational in II communities across Alaska, 
including Soldotna, Cordova, Petersburg, Wrangell, Valdez, Kodiak, Seward, Sitka, Glennallen, 
Unalaska, and Homer. All sites have digital X-ray capability and most have digital 
mammography. A Picture Archive and Communications System (PACS) has been implemented 
system-wide. The PACS is a computer network dedicated to the storage, retrieval, distribution, 
and presentation of various types of images including ultrasound, mammography, X -ray, 
computerized tomography (CT), and positron emission tomography (PET). It allows facilities to 
have their images read from an off-site location (i.e. a Radiologist not located in their facility), 
which is commonly referred to as teleradiology. The PACS also replaces the need for facilities to 
maintain hardcopy images on-site by digitally archiving the diagnostic images on the central 
storage facility - a server located at the Wide Area Network (WAN) core in Anchorage. 

49 GCI ConnectMD., Medical Network Overview: http://www.connectmd.com/mednet.htm retrieved 
04/05/2009. 
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II. HOW HEALTH CARE IN ALASKA IS FUNDED 

A. Introduction 

Health care in Alaska is funded by individuals, businesses, and local, state and federal 
government sources. Individuals pay out-of-pocket costs and contributions to insurance 
premiums amounting to one fifth of total expenditures. Businesses contribute almost another 
fifth of the total through purchase of insurance premiums, support for self-insurance programs, 
and worker's compensation medical benefits. Together the individual and business contributions, 
"private" sources, account for 38 percent of the total- just under $2 billion of the $5.3 billion 
total expenditures for health care in Alaska in 2005. 

Who buys the health 
care? 

Federal 
Gov 
38% 

15% 

Indiviwals 
20% 

Gov 
9% 

The most comprehensive recent 
Alaska-focused analysis offunding of 
health care (not including public health 
activities or facility construction) by 
ISER (UAA Institute of Social and 
Economic Research), identified 
Federal Government programs as the 
largest purchaser of these services, 
accounting for another 38 percent of 
the total-- $2 billion of the total of 
$5.3 billion. Local and state 
government expenditures for covering 
employee health benefits, for Medicaid 
and for other programs, make up the 
remaining 24 percent of the total. Figure 10: Health Care Purchasers in Alaska, 2005 

a e ea t - are Spen mgm T bl 12 H I h C S d' AI k FY 2005 as a, 
Who provides Who Buys the Health Care? (Millions of dollars) 
the coverage? 

Individuals Businesses Local State Federal Total" 
Government Government Government 

Individuals $1,028 $1,028 
Employers $922 $454 $252 $411 $2,039 

Government $38 $535 $1,654 $2,227 
Health Programs 
Total Spending $1,028 $922 $492 $787 $1,950 $5,294 

Source: Alaska's $5 Billion Health Care Bill- Who Pays? March 2006 UA Research Summary 
No.6. Institute of Social and Economic Research, University of Alaska, Anchorage 
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Nearly a quarter of the Federal share is accounted for by military health services ($221,000), 
insurance premiums and self-insured costs. Half of the Federal share is attributable to Medicare 
and Medicaid claims paid, and another quarter covers Indian Health Service, veteran's benefits, 
community health centers and payments for services in elementary and secondary schools. 
ISER's previous study (1991) provides a base for comparison of rate of increase. In the fifteen 
year period, employer costs quadrupled, while government program expenditures tripled, and 
individual's contributions almost tripled. 

B. Funding Sources: Expenditures, Services and Facilities Supported, and 
Covered Populations 

A summary of "health care coverage" based on responses to the US Census Bureau's annual 
Current Population Survey (CPS) shows the following types of reported coverage by insurance 
programs and public programs (Table 13). 

T bl 13 H I h I a e ea t nsurance C overage 0 f AI k as ans, 20062008 A - verage 

Health Insurance Alaska Uuited States 
Coverage Type 
Average for data years 
2006-2008 

Perceut of Percent of 
Count Total Total 

Covered by Any Source 547,203 81.8% 84.5% 

Employer 388,381 
58.0% 59.0% 

Individual (self- 42,891 
6.4% 9.0% 

purchased) 

Medicaid & Denali 78,636 
11.8 % 13.4% 

KidCare 

Medicare 57,384 8.6% 13.9% 

Military IV A 88,944 13.2% 3.7% 

Uninsured all year 121,713 18.2% 15.5% 

Total 668,917 (percentages add up to more than 
100% because of overlapping 

coverage types) 

Source: Current PopulatIOn Survey (CPS), 2007-2009 surveys, 2009 data released September 2009 

It is important to note that if otherwise-uninsured American Indians and Alaska Natives are 
redefined as "covered," then the estimate becomes 14% "uninsured" in Alaska (15% in the US) 
By CPS definition, "uninsured" includes people of Alaska Native and American Indian Race 
who may have access to IHS-funded services. In Alaska this is 19% of the uninsured. 63% of 
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Alaska Natives are covered by private insurance (36%) or public programs (27%), 36% have no 
health insurance. 50 

Being "underinsured" (lacking insurance coverage or personal resources to pay for specific 
services, or being required to pay deductibles or co-payments that exceed personal resources) is a 
major problem to many individuals even though they have some coverage. It is also an issue for 
their health care providers. How many people are "underinsured" is not known. Data are 
available from surveys asking people about their perceptions, for example, did you decide not to 
see a doctor or other health care provider because of cost? Data from hospitals about levels of 
charity care, "self-pay" patients, and "left against medical advice" may be informative. 

a. Private Insurance - including all employment-based except military, and individually 
purchased policies -- $2.281 billion (43% of total) 

• Private insurance is generally interpreted to mean both the insurance products sold to 
employers and employees, and to individuals, whether the employment is for a 
private for profit or not-for-profit firm. Individuals who pay for private insurance are 
likely to pay for a policy premium, and then also to pay co-payments, deductibles, 
and out-of-pocket costs of any services not covered by the insurance policy. The 
ISER estimates51 found that about 42 percent of individuals' costs were for such out­
of-pocket expenses. 

• Expenditures for "self-insured" programs include employers' contributions to such 
programs. In Alaska, about two thirds of all employers' (non-military) contributions 
are to such self-insured plans, while only one third is for "insurance premiums" in 
the private sector, for the insurance products regulated by the State's Division of 
Insurance. 

• Covered lives: the most recent Alaska Division of Insurance survey of health insurers 
reported 86,645 individuals were covered under comprehensive health insurance 
plans at year-end 2008. These numbers are reported by the insurers. The estimate 
suggests that as many as 340,00 individuals are covered through employer-based 
"self-insured" plans. (See table of Coverage Type above.) 

• Rolling up the expenditures managed by private insurance and "self insured" (private 
and public) entities, and the premium payments by individuals, the ISER report 
estimates $1.685 billion in expenditures for what we generally consider "employment 
based health insurance." This accounts for about 32% of health care expenditures in 
FY2005. 

;0 Tribal contract health care facilities are legally required to serve their tribal members. Other qualified American 
Indians/Alaska Natives may be eligible to receive care as determined by the organization. This policy makes it 
difficult or impossible for an American Indian or Alaska Native who leaves his tribal home for education or 
employment to receive the health care services to which he is legally entitled. This lack of "portability" as well as 
limitations in some of the services that can be provided is the basis for the Census Bureau detennination not to count 
IHS beneficiary status as ""heath insurance coverage." 
;\ Alaska's $5 Billion Health Care BiII- Who Pays? March 2006 UA Research Summary No.6. Institute of Social 
and Economic Research, University of Alaska, Anchorage 

A43 January 15, 2010 



1950 

b_ Public insurance and coverage 

i. Medicare -- $0.419 billion (Federal) 

Medicare provides coverage for health care for about 54,000 individuals in Alaska 
including 44,000 senior citizens (age 65 and over) and about 10,000 disabled individuals 
and people with end stage renal disease. Allowable costs include "Part A" (primarily 
inpatient) services, "Part B" (primarily outpatient/physician/clinic services) for those 
participating and paying a monthly enrollment fee, and certain prescription drugs under 
"Part D" for those who have selected that option. With the aging of the baby boomers, a 
cohort of about 5,000 new "seniors" will join the ranks of the senior popUlation over the 
next five years, while about 1,800 deaths per year will deplete the population 65 years 
and over, so the net increase may be over 3,000 Medicare-eligible people per year. 

For the individuals with end stage renal disease, benefits include inpatient, outpatient, 
and home dialysis (including training, equipment and supplies, and drugs) - not paid for 
are blood, transportation, or dialysis aides or technicians coming to house. Although 
dialysis facilities reimbursed must be certified by Medicare (CMS), a patient can obtain 
services at any approved site in the country, so travel is not restricted for individuals who 
need service usually two or three times a week. Kidney transplant costs are also 
allowable - organ registration fees, laboratory tests for the patient and potential donors, 
full cost of care for donor, and immunosuppressant drugs. 

Ph~sician participation/availability: Concern about availability of physicians who will 
accept Medicare patients has emerged in Alaska in the last five years. The issue arose 
when a two-year special reimbursement rate for Alaska physicians (effective in 2004 and 
2005, providing a differential for Alaska physicians 67% above the US average) sunset in 
January 2006. For the three years 2006-2008, the Medicare differential for Alaska was 
about 5% above the US average. A new geographic differential for Alaska (29% above 
the US average) for "physician work" was effective January 1,2009, but the reports of 
physician non-participation continue. 

First in Fairbanks, then Anchorage, participants at health care forums and articles in 
newspapers across the state reported that physicians - especially primary care providers -
- were refusing to accept new Medicare patients, and in some cases were telling 
established patients they would no longer see them. This selective refusal to see Medicare 
patients appears generally not to have been followed up by notification to CMS that the 
provider was "opting out" of the Medicare program, so the officially reported 
"participation rate" for Alaska providers is still high (II % opt-out rate reported in March 
2009 by ISER ).52 

52 Frazier, Rosyland and Foster, Mark, "How hard is it for Alaska's Medicare Patients to Find Family 
Doctors?" March 2009, UA Research Summary No. 14. Institute of Social and Economic Research, 
University of Alaska Anchorage. 
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Provider non-participation has major consequences for patients who may have Medicare 
as "primary" payer and state retirement benefits or state employment or other insurance 
as secondary payer, since refusal of the primary payer to pay results in denial of all 
payers. As a result, individuals who thought they were very well insured found 
themselves paying out of pocket for all their health care costs or having to seek care from 
new providers. Medicare patients able to reach a federally funded community health 
center (CHC) can obtain at least primary care services at such clinics. 

The CHCs have experienced very large increases in the number of Medicare patients seen 
each year since 2000 - from about 3,000 in 2002 to 7,000 in 2007. Some of the increase 
is attributable to the addition of community health center sites, but most of the increase is 
believed to have occurred in the urban clinics. In 2007 about 15 percent of all Medicare 
enrollees were using CHCs as at least one source of care. Anchorage Neighborhood 
Health Center Executive Director has reported dramatically increased numbers of 
Medicare patients using the Center, and also increased referrals to the Anchorage Project 
Access, which matches patients to specialists who have volunteered to see a certain 
number of charity care cases. 

II. Medicaid - $0.303 billion State of Alaska, $0.667 billion Federal (FY 2005) 

Medicaid is an "entitlement program" created by the federal government, but 
administered by the state, to provide payment for medical services for low-income 
citizens. People qualify for Medicaid by meeting income and asset standards and by 
fitting into a specified eligibility category. Under federal rules, DHSS has authority to 
limit services as long as the services provided are adequate in "amount, duration, and 
scope" to satisfy the recipient's medical needs. 

Medicaid began as a program to pay for health care for poor people who were unable to 
work. It covered the aged, the blind, the disabled, and single parent families. Over the 
years, Medicaid has expanded to cover more people. For instance, children and pregnant 
women may qualify under higher income limits and without asset limits. Alaska's 
Medicaid expansion for these children and pregnant women is called Denali KidCare. 
Families with unemployed parents may qualify, and families who lose regular Family 
Medicaid because a parent returns to work may continue to be covered for up to one year. 

There have also been changes in the eligibility rules for people who need the level of care 
provided in an institution, such as a nursing home. Now, most Alaskans who need - but 
cannot afford - this expensive care may qualify for Medicaid. In addition, provisions 
within the Alaska Medicaid program give some people who need an institutional level of 
care the opportunity to stay at home to receive that care. 
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iii. Dual Eligibility (for Medicare and Medicaid) - annual expenditure amounts for 
either program included in above totals 

Low income seniors and disabled people may have "dual eligibility" for Medicare and 
Medicaid coverage, in which case Medicare pays first for what it covers, and Medicaid 
only pays for services (including beneficiary cost sharing) that are not paid by Medicare. 
In Alaska, Medicaid generally covers the cost of the Part B (currently $96.40/month) for 
all recipients. Part B is the part of Medicare that covers physician, outpatient, some 
pharmaceutical, and other treatment and rehabilitation services. Part A covers hospital 
services; few people have to pay premiums for Part A, but Alaska Medicaid will pay 
those for dual eligibles if necessary. 

Also Medicaid recipients do not have to pay a Part D (Pharmacy Benefit) ($37/month) 
premium for basic plans, and have greatly reduced cost-sharing. 

IV. Indian Health Service Funds for Alaska Natives and American Indians - $0.401 
billion Federal (FY 2005) 

Alaska Natives and American Indians in Alaska from Federally recognized tribes are 
entitled to health care provided by Indian Health Service, in Alaska primarily through 
tribal contracts to provide health care services. A portion of these funds are used for 
"contract health services," purchase of specialty or out of area care from non-tribal 
providers for beneficiaries when the services are not available through the tribal system. 

c. Other 

i. COBRA: The Consolidated Omnibus Budget Reconciliation Act (COBRA) provides 
certain former employees, retirees, spouses, former spouses, and dependent children the 
right to temporary continuation of health coverage at group rates. This coverage, 
however, is only available when coverage is lost due to certain specific events. Group 
health coverage for COBRA participants is usually more expensive than health coverage 
for active employees, since usually the employer pays a part of the premium for active 
employees while COBRA participants generally pay the entire premium themselves. It is 
ordinarily less expensive, though, than individual health coverage. Congress passed the 
Consolidated Omnibus Budget Reconciliation Act (COBRA) health benefit provisions in 
1986. The law amends the Employee Retirement Income Security Act, the Internal 
Revenue Code and the Public Health Service Act to provide continuation of group health 
coverage that otherwise might be terminatedY 

ii. ACHIA: The Alaska Comprehensive Health Insurance Association (ACHIA) was 
created by the Alaska State Legislature in 1992 to provide access to health insurance 

53 htij):lIwww.dol.gov/ebsa/faqs/faq consumer cobra.htmldownloaded 08-17-09 
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coverage to all residents of the state who are unable to obtain individual health insurance 
due to a preexisting medical condition and who meet certain eligilibity requirements.54 

iii. Federal Programs providing care (includes some of the SAMHSA funds) 
Military care provision (direct) 
Veterans services 
Tri-care - insurance-like coverage for dependents 
Federal employee benefits 

IV. Federal Grants: support operating costs (fixed grant amounts each year) for Community 
Health Centers, and support Frontier Extended Stay Clinic demonstration project 
development - also limited direct services provided by several small demonstration 
projects - but little actually go to patient care which is covered through the claims-based 
programs. 

v. Denali Commission: Federal funding of village clinics, regional clinics and hospital 
clinics, also some behavioral health facilities. 

vi. Anchorage Muni: Maternal Child Health, immunizations (public health activities that 
relate to provision of health care - there are also many monitoring, assessment, 
prevention, health education - health promotion, protection and disease prevention 
activities not addressed here; see 
http://www.muni.org/departments/health/pages/default.aspx.) 

vii. Volunteer activities: 

• Anchorage Project Access (APA) uses a volunteer network of providers to 
increase access to health care for low-income uninsured members of the 
Anchorage area. Currently, 333 physicians, 98 mid-level providers, and other 
support services participate in APA's provider network. Patients are carefully 
screened for income eligibility, and cannot be eligible for other programs. Since 
December 2005, APA has processed over 2,035 applications for eligibility, with 
over I, II 0 applicants meeting program eligibility guidelines and receiving 
medical treatment. See www.anchorageprojectaccess.org. 

Vlll. State general funds: 

• Public health services that provide direct care - Early and Periodic Screening, 
Diagnosis and Testing (EPSDT), newborn hearing screening, immunization 
clinics, other. 

• Division of Juvenile Justice, Department of Corrections, Office of Children's 
Services, Department of Education each pay for health services for clients to 
some degree. 

)4 www.achia.com 
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• Fishennen's Fund: Established in 1951, the Fishennen's Fund provides for the 
treatment and care of Alaska licensed commercial fishennen who have been 
injured while fishing on shore or off shore in Alaska. Benefits from the Fund are 
financed from revenue received from each resident and nonresident commercial 
fishennan's license and pennit fee. 

• Division of Behavioral Health funds for provision of behavioral health services 
(Le., not services billable to insurance). Note in the figure below, showing the 
funding of the continuum of care, that the majority of state funding (both 
Medicaid and operating API) go to the most intensive mental health and substance 
abuse treatment services. 

Fi ure II: Behavioral Health Fundin ,SFY09 
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Source: Alaska Division of Behavioral Health, Policy and Planning Unit, March 2009 
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Transforming Health Care in 
Alaska 

Alaska Health Care Commission 

2009 Report & 2010-2014 Strategic Plan 

Presentation to 

House and Senate Health & Social Services Committees 

February 3, 2010 

1/28/2010 
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Aguro2-1 
ProjectIOnS 01 HeaI1h care Expenditures In 

Alaska under the Cunent SyaIem. 1991-2003 

... _,.,--_..-_,._...,--

From Health Resources and Access Task Force 1993 Report 

And Today ... 
with AK Health Care Expenditures over $6 Billion 

Health Care Costs Pose a Significant Threat to Alaska's 
Economy and the Sustainability of State Government 

The Alaska Health Care Commission 

• Created by Gov. Palin under Administrative Order 246 

• Members appointed January 2009 

Purpose: Foster development of statewide plan to 
address quality and accessibility of health care 

1/28/2010 
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Commission Members 
• Dr. Ward Hurlburt, Chair - DHSS CMO 
• Valerie Davidson - Tribal Health System 
• Jeffrey Davis - Insurance Industry 
• Keith Campbell - Consumer 
• Ryan Smith - ASHNHA 
• Wayne Stevens - Chamber of Commerce 
• Dr. Lawrence Stinson - Health Care Provider 
• Ex-Officio 

Senator Donny Olson 
• Representative Wes Keller 
• Linda Hall - State Insurance Commissioner 

Alaska Health Care Commission 

Duties 

1. State health planning and coordinating body 

2. Foster development of a: 
- Comprehensive statewide health care policy 

- Strategy for improving the health of Alaskans 

3. Report due to Governor and Legislature 
January 15, 2010 

.------------. 
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The-High Cost of Care in Alaska 
• Alaska has the highest annual Medicaid expenditure level per 

enrollee in the nation at S 10,417 (2004) 

• Alaska has ranked first in the nation for cost of Workers' Camp 
premium rates since 2005 
- Alaska has the highest Worker's Camp medical fee schedule rates in the nation 

- on average 3.5 times higher than the state with the lowest rates (2006) 

- Medical costs make up 72% of total Worker's Camp benefit claims in Alaska, 
compared to the national average of 58% (2008) 

- Alaska's average medical cost per Workers' Camp claim is S40K per injury 
compared to the national average of S26K (2008) 

• The average cost per hospital stay in Alaska is S27, 171 compared to 
the national average of S 15,455 (2007) 

• The price for medical care in Anchorage doubled between 1991 and 
2005, while the Anchorage CPI for all items increased 38% during 
that same period 

1/28/2010 
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Differences in Medicaid Fees, 2009 
Description Code AKFee WAFee % Difference 

Outpatient Office Visit - Lower Level 99212 $62.46 $22.69 175% 

Outpatient Office Visit - Highest level 99215 $221.58 $76.00 192% 

Emergency Department Visit 99283 $109.14 $37.48 191% 

Knee Arthroscopy/Surgery 29881 $976.77 $358.08 173% 

Gall Bladder Removal, Laparoscopic 47563 $1,175.10 $412.29 185% 

Cataract Surgery w/Lens Implant 66984 $1,141.23 $384.44 189% 

Differences in Workers' Comp Fees, 2006 
Description Code AK Fee WAFee HI Fee 

Outpatient Office Visit - Mid Level 99213 $127.00 $76.00 $61.00 

Radiology (MRI, spinal canal cervical) 72141 $2,339.00 $769.00 $634.00 

General Medicine (nerve conduction) 95904 $219.00 $81.00 $66.00 

Knee Arthroscopy/Surgery 29881 $4,181.00 $869.00 $693.00 

Physical Medicine (therapeutic proc) 97110 $83.00 $40.00 $32.00 
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Diagnosis of Alaska's Health Care System 

o Costs are unaffordably high and continue to climb 

o The delivery of health care services is fragmented 

(] Financing and payment mechanisms are complex 

o Many Alaskans lack health insurance 

(] Some Alaskans cannot find a doctor to care for them 

o There are high vacancy rates in Alaska's health care workforce 

(] Levels and variations in quality of care are not well understood 

(] Consumers and health care providers are frustrated 

o The system as currently designed is not sustainable 

1/28/2010 
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Commission's Strategic Plan 

• 5-Year Planning Framework 
I. Develop Vision 

II. Accurately Describe Current System 

III. Build the Foundation 

IV. Design Transformation Elements 

V. Measure Progress 

VI. Engage Public & Stakeholders 

• Action Plan for 2009 Recommendations 

• 2010 Commission Work Plan 

Vision & Values 
Vision 
- Alaska's health care system produces improved health status. 

provides value for Alaskans' health care dollar. delivers 
consumer and provider satisfaction. and is sustainable. 

Reform Goals 
- Improved Access 
- Controlled Costs 
- Improved Ouality 
- Prevention-Based 

Values 
- Sustainability 
- Efficiency 
- Effectiveness 
- Individual Choice 
- Personal Engagement 

1/28/2010 
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Recommendations 

Strengthen Consumer's Role 

• Support Healthy Lifestyles and Create Culture 
of Wellness 

• Develop Patient-Centered Primary Care 
Model 

Payment Reform 

Removal of Statutory/Regulatory Barriers 

Pilot Projects 

2' 
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Recommendations 

Improve Medicare Access 

• Increase Supply of Primary Care Providers 
· Loan Repayment & Financial Incentives for R&R 

· WWAMI Expansion 

· GME for Primary Care Internal Medicine 

· Mid-Level Practitioners 

• Support FQHCs and RHCs 

• Request Relief from Federal Reimbursement 
Inequities and Administrative Burden 

• Develop PACE Program 

1/28/2010 
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Transfol"mation-Elements 

II. Cost & Quality (VALUE) 

- Analyze Cost of Care in Alaska 

- Foster Primary Care Innovation 

- Move to Value Driven Purchasing 
Leverage State Purchasing Power 
Transparency - Cost and Quality 
Evidence-Based Medicine 
Pay-for-Performance 
Bundled Payment Systems 
Medical Error and Infections Reporting & Non-Payment 

- Fraud & Abuse Control 

- Tort Reform 

- Support Process & Quality Improvement Mgmt Strategies 

1/28/2010 
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Transformation Elements 

III. Prevention 

- Public Health & Community-Based Prevention 

- Safe Water & Sanitation Systems 

- Employee Health Risk Management 

31 

Commission's Future 

.:. A.O. 246 expires 04/30/10 if not extended 

.:. Creation of Commission in Statute 
., Bills Pending - 2010 Legislative Session 

• SB 172 Olson 

• HB 25 Hawker 

• HB 75 Cissna 

32 
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~'lml!o brain injury 
network 

Alaskans with Brain Injury: 
IO Year Plan for TBI in Alaska, Core Service Assumptions 

Alaska has an opportunity to strengthen families and increase the health and safety of Alaska 
communities through maintaining a State brain injury program. 

Brain injury can happen to anyone in an instant; a fall on the playground, a slip on the ice or in the 
bathtub, a car or off-road vehicle crash, hockey games, and more. Alaska state government has been 
successful in identifying the needs of Alaskans with brain injury and developing a plan to meet those 
needs. Because Alaska does not have brain injury specific funding and programs, the current state 
service delivery system creates an environment where Alaskans who have disability due to brain injury 
eventually find themselves in homeless camps, chronic inebriate populations, and mental health court 
and correction institutions. Brain injury is a unique disability and needs a service delivery system that 
creates a structure where brain injury survivors, who are at risk for challenging behaviors, substance 
abuse, emotional impulsivity, and more, can learn to manage these behaviors, moods, and emotions. 
Brain injury case management, post-acute rehabilitation, community re-entry, community clubhouses, 
and long-term housing arrangements are just a few solutions to freeing up dollars and waiting lists in 
behavioral health, public assistance, juvenile justice, corrections, long-term care and other existing 
state programs, while getting people back into the community, school, and work. 

It is important to understand the brain injury survivors described above are proportionally small in 
number when compared to the numher of Alaskans that hit their head each year. Many children and 
adults are being supported in their homes, many have difficulties and challenges at school, work, with 
their parents or spouses, but continue to work extra hard to maintain the roles that defined them before 
their injury; mom, dad, teacher, CEO, professor, student, athlete, fisherman, friend, etc. There are 
many more individuals in the community that do not recognize they have had a brain injury. Many 
families and individuals are exhausted by the constant struggle. and would benefit from standard brain 
injury rehabilitation and long-term formal and natural supports. 

The State, the Tribal Health System, the hospitals, non-profitlprivate/public providers, military and 
other partners have a role in developing this continuum of care. The assumptions listed at the end are 
not in priority order. They highlight opportunities to develop a full continuum of care for Alaskans 
with brain injury. The State's role would be to fund and maintain a TBI Program, which includes 
developing [a portion of] the sustainable funding so providers and community organizations can create 
and grow community-based services. The brain injury programs that will develop through the state 
brain injury program would then be utilized by Alaskans with a variety of pay sources. 

Alaska state government, through maintaining a TBI Program, will provide the leadership and 
incentive to create a service delivery system where children, adults, and service members who sustain 
a brain injury and their families, will have the opportunities that all Alaskans desire; to learn, love and 
be loved, and find meaningful work or activities. 

1 
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The Alaska Brain Injury Network worked collaboratively with the Department of Health and social 
Services and the Alaska Mental Health Trust Authority to outline a 10 year plan for TBI in Alaska. 
You can read the full report on the website, www.alaskabraininjury.nct. 

This document will highlight the following information: 
• Why is brain injury a unique disability? (Page 2) 
• Current incidence and prevalence of traumatic brain injury in Alaska (Page 2-3) 
• Description of populations that are at highest risk for brain injury (Pages 3-5) 
• State agency resources currently available for TBI services (Pages 5-6) 
• Current Department of Health and Social Services, Alaska TBI Program (Pages 6-7) 
• Description of how other States fund TBI services (Pages 7-8) 
• 10 Year Plan for TBI in Alaska: Core Service Assumptions (Pages 8- I 2) 

Why is brain injury a unique disability? 
It is important to understand that brain injury is a unique disability, and requires the development of 
brain injury specific programs. A few examples include: 

I. Only a few brain injury survivors have a physical sequalae, autonomy often recovers through 
daily activities. 

2. Many brain injury survivors, have a cognitive challenge, and most often have mood and 
behavior changes 

3. Brain injury is an acquired handicap. Most brain injury survivors have a vivid memory of 
normal life before injury. 

Incidence and prevalence of TBI in the State 
Every year, the State of Alaska, Department of Health and Social Services (DHSS) reports about 800 
traumatic brain injury cases resulting in hospitalization or death. In addition to the 640 seriously 
injured TBI patients that survive their injuries and are discharged from Alaskan hospitals each year, an 
estimated three times as many suffer a mild TBI. This is upwards of3,000 new TBI survivors in 
Alaska each year, joining the estimated 10,000 to 12,000 Alaskans currently living with brain injury. 

The highest rates of TBI in the state of Alaska are among Alaska Natives, residents of rural Alaska, 
youth aged 15 -19 in motor vehicle crashes, and elderly who suffer injury in some sort offal!. The 
Alaska Trauma Registry shows that males and females aged 80+ have the highest rates of non-fatal 
TBI hospitalizations. Falls, motor vehicle crashes, assault, sporting and recreational injuries, and 
occupational injuries - including war-related injuries - are the primary causes of TBI. Alcohol is often 
a contributing factor. The crude rate of non-fatal hospitalizations for TBI in Alaska for the five-year 
period 2001-2005 was 98.6 per 100,000. 1 

TBls are overrepresented among the Alaska Native popUlation. The Alaska Native popUlation 
comprises about 16% of the Alaskan population; however, Alaska Natives are 34% of the total 
population of individuals with a TBI. Similarly, the highest rates of TBIs occur in the rural regions of 
the state with the highest number of Alaska Native residents: the Northwest (81.1 % American 

I T. Ali. AK DHSS Division of PubliC Health. Section of Injury Prevention and EMS, Alaska Trauma Registry (personal communication, 
2009). 
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Indian/Alaska Native), North Slope (70. I % American Indian/Alaska Native), Norton Sound (75.4% 
American Indian/Alaska Native) and Interior region (69% American Indian/Alaska Native).2 

The Alaska veteran population is 17% of the statewide population, the highest rate among all the 
states. The Alaska VA Health Systems reports that from September 2001 to October 2008, 
approximately 146 (11%) veterans receiving primary care screened positive forTB!. Positive 
screenings are referred for a second screening. Following the second screening, 52 (39%) veterans 
required further neuropsychological testing to confirm a diagnosis ofTB!.3 

Because of the non-availability of brain injury rehabilitation in Alaska, service members returning with 
moderate to severe brain injuries must seek services outside of Alaska. Of active duty personnel 
returning to Alaska in 2007 and 2008, 1,500 have been screened for mild brain injury and 75 are 
receiving ongoing TBI care. It is anticipated that in the next six months and over the next few years, 
several thousand troops will return from Iraq and Afghanistan. Estimates are that between 20 and 30 
percent of those troops will need TBI services. 

Around 80 community behavioral health centers screen for TBI using the Alaska Screening Tool. The 
data is gathered by behavioral health service providers statewide and entered into the DBH Alaska 
Automated Information Management System (AKAIMS) database. In 2006, a total of 6,263 
individuals were screened using the AKAIMS system. Of that number, just over 1/3 (2,080 
individuals) screened positive for a TB!.4 

A description of groups at high risk for TBI 

Military Personnel 
A recent study by the Rand Corporation found that approximately 18.5 percent of US Service 
Members who have returned from Afghanistan and Iraq currently have post-traumatic stress disorder 
(PTSD) or depression, and 19.5 percent report experiencing a traumatic brain injury during 
deployment.s Another study provided evidence that screening for depression should be a standard 
component ofTBI assessment protocols. In this study, researchers found that between 30 percent and 
38 percent of patients with a TBI were classified as depressed with the NFl Depression Scale and the 
BDl, respectively.6 

A study published in the New England Journal of Medicine reported on a survey conducted of 2,714 
soldiers from two US Army combat infantry brigades - one Active Component and one Reserve 
Component (Army National Guard) - deployed in Iraq. The study found that mild TBI was strongly 
associated with PTSD and physical health problems three to four months after the soldiers returned 
home and concluded that mild traumatic brain injury (i.e. concussion) occurring among soldiers 
deployed in Iraq is strongly associated with PTSD and physical health problems. 7 

, US Census Bureau (2006) 
3 Martin, B. (2009, January 9). Update on mental health issue for returning veterans: Demographics, problems, services, 
access. 
, Michael Walker (personal communication, May 2008) 
5 Rand Corporation (2008) Invisible wounds: Mental health and cognitive care needs of America's returning veterans. 
6 Seel, RT., & Kreutzer, I.S. (2003). Depression assessment after traumatic brain injury: an empirically based classification 
method. Archives o/Physical Medicine and Rehabilitation, 84(11), 1621-8. 
7 Hoge. C.W., et al. (2008). Mild traumatic brain injury in US soldiers returning from Iraq. New England Journal of Medicine, 
358, 453-63. 
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In 2007, the Elmendorf Air Force Base in Anchorage, Alaska established a TBI clinic to diagnose and 
treat returning military personnel impacted by TBI. Screening of those deployed is mandatory through 
the Post Deployment Health Reassessment. Military base medics and officials anticipated that a 
portion of the 3,500 paratroopers with the 4th Airborne Brigade Combat Team, deployed to Iraq from 
Fort Richardson in Fairbanks, Alaska, would return to Alaska with TBI. Since the clinic's opening, 
1,500 patients have been screened for TBI and 75 are currently monitored on a regular basis. The 
military is currently planning to construct a second TBI clinic in Fairbanks to supplement services 
offered at the clinic in Anchorage and to serve the Fairbanks-based military population.8 

Because of the increased recognition of the danger of incurring brain injury while engaged in military 
duty, the Alaska Brain Injury Network (the state's TBI advisory board) has facilitated a TBI 
Partnership meeting to coordinate TBI awareness, outreach, and treatment among active duty military 
personnel, National Guard personnel, Veterans Administration personnel, State personnel, and entities 
serving Alaska Native Tribal beneficiaries since August 2007. The TBI Partnership military members 
include the 3'd Medical Unit, Alaska Veterans Administration Health System, Alaska National Guard, 
VA Vet Centers, and the Alaska Federal Health Care Partnership. 

Alaska Native/Native Americans 
The CDC Traumatic Brain Injury website identifies Alaska Native/American Indian people as one of 
the two race categories with the highest rates of hospitalization for this type ofinjury.9 The Alaska 
Native population comprises about 16% of the total Alaskan population. However, Alaska Natives are 
34% of the total population of individuals with a TBI in the state. Similarly, the highest rates ofTBI 
occur in the rural regions of the state with the highest number of Alaska Native residents: the 
Northwest (81. I % American Indian!Alaska Native), North Slope (70.1 % American Indian! Alaska 
Native), Norton Sound F5.4% American Indian!Alaska Native) and Interior region (69% American 
Indian/Alaska Native).! Thus, the Alaska Native/American Indian population is statistically 
overrepresented in the numbers of Alaskans impacted by Traumatic Brain Injury in the state. 

Currently, available reports on Traumatic Brain Injury (TBI) statistics in Alaska include general 
demographic categories such as age, race, or region. Due to the elevated rate identified for Alaska 
Native people, in addition to the regional variance in the topography, environmental risks, and 
lifestyles, there is a need to identify differences in TBI incidents and risks among the regions of 
Alaska. This will better inform prevention efforts and help make region-specific assessments about the 
risk factors, disparities, trends over time, and hospitalization costs for traumatic brain injuries in 
Alaska Native popUlations. Additional information on the costs involved in injury, treatment, 
recovery, and rehabilitation for this population are needed. The Alaska Native Tribal Health 
Consortium has been contracted to gather this data by September 20 I O. 

As has already been mentioned, many Alaska Native people live in rural parts of the state where there 
may be a lack of medical and social services, and a lack of awareness about the impacts of TBI and 
how to treat the injury in the long term. The combination of high prevalence rates and lack of a full 
spectrum of long-term services and rehabilitation make Alaska Natives a high priority popUlation for 
services and prevention measures in the state. 

8 D'Oro, R. (2009, April 5). Growing Elmendorf clinic treats brain injuries. Anchorage Daily News. Retrieved from 
http://www.adn.com 
'Traumatic Brain Injury. CDC: NCiPe. Retrieved from httpllwww.cdc.gov/ncipclfactsheetsftbLhtm. 
\0 US Census Bureau (2006) 
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Elderly 
Accidental and usually preventable falls are the number one cause of injury to Alaskans age 65 and 
older, often causing serious injury such as TBI or hip fracture. Approximately one third of older 
Alaskans will fall each year and an average of 579 seniors will be hospitalized as a result. Although 
the Alaska Trauma Registry reported that during a ten-year period, 680 seniors 65 and older were 
hospitalized and diagnosed with TBI, research shows that brain injury among the elderly is often 
misdiagnosed and left untreated. Older Alaskans have the highest prevalence rate of brain injury in 
Alaska. 

Per 100,000 Alaska Residents: 
Males age 80+ ....................... .301.3 
Females 80+ ........................... 217.2 
Males age 15-19 ..................... 215.7 
Males age 70-79 ..................... 200.9 

Behavioral Health 
Substance abuse is often both a cause of brain injury and a symptom after brain injury. Of the 800 
Alaskans hospitalized each year, 32 percent were under the influence of alcohol when the brain injury 
occurred. From 1999 until 2008, the State of Alaska Department of Health and Social Services, 
Division of Behavioral Health (DBH), was the lead agency responsible for overseeing TBI services in 
the state. Through its mission to manage an integrated and comprehensive behavioral health system 
for Alaska, DBH requires its service provider grantees to screen Alaskans seeking behavioral health 
services for TBI. Around 80 community behavioral health centers screen for TBI using the Alaska 
Screening Tool. The data is gathered by behavioral health service providers statewide and entered into 
the DBH Alaska Automated Information Management System (AKAIMS) database. In 2006, a total 
of 6,263 individuals were screened using the AKAIMS system. Of that number, just over 1/3 (2,080 
individuals) screened positive for a TBI. 

In order to manage and treat substance abuse in clients with a history of brain injury, substance abuse 
treatment must be a component of a multidisciplinary treatment approach. In order to increase 
treatment plan success, it is essential to create a brain injury system of care, connecting behavioral 
health providers to a multidisciplinary team, ultimately ensuring that people who have access to these 
services can maintain a functional quality of life. 

State Agency resources available for TBI services 

DBH has made great advances in identifying TBI in those Alaskans who access services through a 
behavioral health facility. However, because TBI is a condition that does not necessarily present 
behavioral related effects, it is important that efforts to identify and serve individuals with TBI be 
expanded to the entire state health and social service system. In this way, an individual with TBI will 
have access to a spectrum of services such as speech therapy, cognitive therapy, physical therapy, and 
vocational assistance. 

Due to Alaska's vast geographic area and large number of remote, often inaccessible communities, 
coordinating brain injury projects and programs among the military, tribal, state, and community 

5 



1978 

sectors is challenging. DBH has begun the process of raising awareness, identifying individuals in the 
behavioral health system with brain injury and identifying the need to expand the TBI service system 
to include a variety of state and community agencies. 

Because DBH has mandated TBI screening, grantees have begun to recognize brain injury and are 
connecting clients to available brain injury supports and resources. Some providers have also begun 
work within their own programs to respond to the need for service and prevention. In addition, data 
collected through AKAIMS has been helpful in advocating for increased funding to meet the needs of 
individuals with brain injury. This important work has provided the foundation for the state's efforts 
to plan and develop a comprehensive, coordinated service delivery system. 

The Alaska Brain Injury Network (ABIN), incorporated in 2003, has been the TBI advisory Board to 
the State of Alaska, Department of Health and Social Services, and the Alaska Mental Health Board 
(the Trust) since 200 I. ABIN educates, plans, coordinates, and advocates for a comprehensive service 
delivery system for the survivors of traumatic brain injury and their families. In 2007, ABIN expanded 
its role by adding a Resource Navigator to provide statewide information and referral for persons with 
brain injury, their families, providers, friends, and many others interested in brain injury services 
within Alaska's communities. ABIN's focus on systems improvement and advocacy, as well as its 
ability to bring a variety of partners together, positions them to coordinate the development of 
statewide brain injury services among state, tribal, and military systems. The ABIN Board of Directors 
consists of 18 members representing all regions of Alaska. At least 50 percent of the board members 
are TBI survivors or their family members. 

The State of Alaska Division of Senior and Disabilities Services (SDS) provides access to a continuum 
of long term services and supports for low-income seniors and people with disabilities. SDS 
administers four Medicaid waiver programs that provide home and community based services through 
a network of service providers as an alternative to nursing home placement. In addition to the four 
Medicaid Waiver programs, SDS administers programs that assist individuals of any age with 
disabilities to remain safe and independent in their homes and communities. These programs include 
Older Americans Act programs, Assisted Living Home Certification, Adult Protective services, 
Personal Care Assistance services, nursing home transition, Medicare Info, and Aging and Disability 
Resource Centers. The focus of SDS is multi-faceted in nature - serving seniors, adults with physical 
disabilities, persons with developmental disabilities, vulnerable adults, and assisted living providers. 
Because of this broad focus, SDS's service population often includes individuals impacted by TBI. 

Other State agencies directly serving Alaskan individuals with TBI include Vocational Rehabilitation 
(VR), Education and Early Development, and Public Health. 

Current Department of Health and Social Services TBI Program 

Because of the momentum and leadership provided by the State of Alaska in developing a sustainable 
TBI system, additional staffing was essential to oversee the activities of the developing system. Even 
though the state was unsuccessful in their bid for a FFY 09 HRSA TBI Implementation Partnership 
grant, SDS, DBH, ABIN, the Trust, and the Alaska Native Tribal Health Consortium collaborated to 
fund a temporary TBI Program Coordinator (Project Director) employed by A BIN . That individual 
was hired and began work in October 2009. During the next year the Program Coordinator will 
support the development of the state TBI program and research methods to expand access to TBI 
services in Alaska, including the development of a TBI Medicaid waiver. 
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During 2008, SDS designated an interim TBI program coordinator to facilitate the transition ofthe TBI 
program from DBH to SDS. That individual has been working cOllaboratively with ABIN on 
development of an SDS TBI program, which will include a TBI Program Director and Care 
Coordinator position. 

In 2008, the AMHT A Trustees approved MHT AAR funding to support the development of a Brain 
Injury Care Coordination project to be administered by Senior and Disabilities Services. In spring 
2009, the interim TBI Project Director and ABIN Executive Director worked with a consultant to 
develop this program. The care coordinator position will be hired in the fall of 2009. The Care 
Coordinator will assist people with traumatic brain injuries and their families to develop a person­
centered, goal-oriented plan to achieve short-term and overall life goals and minimize the severity of 
disabilities through prevention, interventions and compensatory strategies. This position will be 
responsible for coordinating services to assure that people have access to a full array of needed 
community services including appropriate health care, medical, rehabilitative, social, educational, in­
home supports or other needed services. 

Through this project development, SDS has begun an official State TBI Program which, with 
appropriate resources, is forecasted to better meet the needs of TBI survivors over the next 10 years. 
The TBI Program is also forecasted to decrease the number of people with TBI who are in the 
correctional system, juvenile justice facilities, and behavioral health clinics. 

How do other States fund and sustain a TBI Program? 

States use a variety and combination offunding streams for planning, policy, prevention and research 
activities, and to serve individuals with brain injuries and their families who have no other access to 
needed care or supports. Medicaid, Home and Community-Based Services and Medicaid Waivers, and 
Federal Block Grant programs are used to serve individuals with disabilities and special health care 
needs including people with brain injury. At the State level, common non-Federal funding sources for 
TBI service delivery include trust funds, general revenue and special revenue. Often when two or 
more sources exist, funds from one are used to leverage funds from the other. 

There are 24 States that have a Brain Injury Medicaid Waiver (2006). There are 20 states that have 
General Revenue or Special Revenue specific to brain injury (NASHIA 2005). 

Medicaid waivers targeted to individuals with brain injuries operate in half of the states and are small 
when compared to waivers targeting other groups. These waivers provide significant cost savings, on 
average $30,000 annually per person, when compared to institutional facility-based services (Rutgers 
2008). 

These waivers have been successful both programmatically and financially. In addition to cost savings, 
these waivers have provided other significant benefits. The existence of these waivers supports the 
growth of community non-profit brain injury agencies. There is clear evidence of the desirability of 
home and community-based services among those directly affected by brain injury: there has been 
growth of these waivers that has resulted in a doubling of the number of persons served over five 
years; in addition, there is a visible role played by advocates in encouraging states to develop these 
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waivers. These waivers, over time, have contributed to states' efforts to create and grow an in-state 
service capacity to provide services to individuals with brain injuries." 

10 Year Plan for TBI in Alaska, Core Service Assumptions 

(view the full report at www.alaskabraininjury.net) 

I Information and Referral 

Assumptions: 
• Department becomes the lead funder; currently Trust funds Information and Referral 

(I&R) 
• GFIMH expands the program to produce and disseminate educational packets 
• Department develops methods for following up with individuals hospitalized and 

reported to the trauma registry 
• Department will coordinate brain injury I & R to ADRC 

• Training/workshops to disability, health and social service agencies providing I&R 
to include TBI information 

• Workforce will begin to understand service needs for TBI and will be incorporated 
into existing programs by FYI7 

Service Coordination (care coordination) 

Assumptions: 
• SDS will collect appropriate data during pilot years FY I Dill to determine need for 

expansion 
• 30 clients/ care coordinators at anyone time 
• Train case managers/care coordinators in other programs regarding TBI and 

available resources 
• Develop and continue protocols with hospitals for linking individuals to services 

following TBI 
• Positions hired internally by SDS or granted out depending on evaluation of 

demonstration positions in FYIOIII 

"Hendrickson. L. & Blume. R. (2008). Issue brief. A survey of Medicaid brain injury programs. Rutgers Center for State 
Health Policy 
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I Acute and Post-Acute Rehabilitation 

Assumptions: 

• State investment will get match from Medicaid, Tribal Medicaid, Insurance, 
Workman's Comp, etc. 

• Data will be developed through TBI Care Coordinator Program to develop service 
needs and costs associated with those services to direct the writing of a TBI waiver. 

• Department will analyze costs of existing services to determine accuracy of forecast. 
• Research a post-acute rehab waiver for TBI needs 
• Department will develop funding options through general revenue, federal grant, 

Medicaid to pay for post-acute rehabilitation and therapies 

• Community providers; i.e. hospitals or others will develop TBI post-acute and 
residential programs 

• Pool resources for rehabilitation service system (i.e. Veterans Affairs, Department of 
Defense, Indian Health Services, and Worker's Compensation) 

• Adopt program standards, best practices and outcomes 
• Determine rehabilitation options for unserved or underserved populations (i.e. 

children, elderly, Alaskans living in remote areas) 
• Support in-state TBI services for children and youth through BTKH 

I Education and Related Services 

Assumptions: 
• Training for STAR care coordinators 
• Partner with Statewide Positive Behavior Support Initiative to include TBI-specific 

behaviors 
• Partner with Parent Training agencies (i.e Stone Soup Group) to educate families on 

TBI 
• Partner with SESA and Stone Soup Group to train school districts about TBI 
• Hospitals and school districts will communicate when a child is hospitalized with 

TBI 
• Develop Project BRAIN, Brain Injury Resource and Information Network for 

parents, students, teachers, and medical professionals supporting youth with brain 
InJury. 

Vocational Training and Rehabilitation 

Assumptions: 
• Referral to DVR will increase due to service coordination 
• Vocational Specialists will be trained in TBI 
• By FYI 2 there will be at least I VR specialist with an emphasis in brain injury 
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• By FY20 there will be several VR specialists depending on the pilot positions in 
FYI 2113 

• Increase long-tenn supported employment programs Gob coaching) for persons with 
TBI 

• Expand Mental Health Customized Employment Grant to include TBI 
• Provide training to VR counselors and community VR providers on TBI 
• Develop pre-vocational options to prepare people for vocational rehabilitation 

services 
• Recruit and provide training to employers on TBI related disabilities 
• Provide supports to maintain employment 

I Long-term Care and Community Supports 

Assumptions: 
• Expand existing HCBS waivers to include TBI with cognitive and behavioral 

problems 
• Expand existing HCBS waivers to include TBI services, including therapies, 

behavioral therapies, counseling 
• Develop TBI HCBS Waiver to cover those who are not eligible for existing 

waivers 
• Eligibility is determined by Department and available funding 
• At least 100 Alaskans hospitalized each year are Medicaid eligible. 
• The number of people eligible can be capped, as well as the maximum amount 

for each participant. Medicaid funding can be strategically controlled. 
• Federal government has a 50% match. There is a 100% match for Alaska 

Native beneficiaries. 
• State investment will get match from Medicaid, Tribal Medicaid, Insurance, 

Workman's Comp, etc. 
• Develop funding for housing and residential 
• Obtain dedicated funding or general funds to pay for the array of services 

needed for individuals who are not Medicaid eligible 
• Include TBI in Senior and Disabilities Services efforts to develop person-centered 

hospital discharge planning model to help transition to community services 
• Develop housing alternatives (i.e. supportive living, structured residential, long-tenn 

living homes for people with cognitive disabilities) 
• Obtain state or MHT A funds as seed money to start clubhouse/day programs for TBI 
• Promote technology in activities of daily living (i.e. assistive technology, PDA, etc) 
• Develop technology to support TBI survivors in their homes (i.e. online clubhouse 

model, support groups) 
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Public Awareness, Prevention, and Advocacy 

Assumptions: 
• Trust will continue Coordinated Communications 
• DPH will expand TBI prevention awareness to rural Alaska and other populations 
• Enact booster seat legislation 
• Funding for prevention education programs and collaboration among programs 
• TBI self-advocates to assist with injury prevention education programs 
• Collaboration among injury prevention agencies to coordinate TBI prevention and 

support best practices 
• Funding for "Second Impact Syndrome" training of health professionals and school 

coaches 
• ASAA adopt Impact program for school sports 
• Support local helmet use ordinances 
• Fund and implement the Alaska Model Helmet program 
• Develop and implement teen focused TBI awareness events 
• Develop, fund, and implement an elderly fall prevention program 
• Public Awareness funding will lead to lower rates of TBI and higher usage of state 

and community rehab programs 

[ Outreach and Identification l 
Assumptions: 

• Investment in data collection within state government 
• Policy decisions 
• Develop MOA to share data 
• Work with local school districts, Department of Education and Early Development 

to expand screening to include TBI 
• Incorporate TBI into mental health and substance abuse screenings for inmates in 

correctional facilities 
• Improve Behavioral Health Screening Tool to include questions about service­

related causes; i.e. blast injuries, etc. 
• Improve AKAIMS information to include TBI-specific referrals, duration, costs, 

• Include TBI screening questions in existing screening tools in various sectors, to be 
identified in further research 

• TBI screening in primary care settings, schools, etc. 
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Training and Workforce Development 

Assumptions: 
• Develop distance delivered TBI curriculum 
• Conduct training through existing educational certificate and endorsement programs 

• Conduct training through agency sponsored workshops/conferences for direct care 
providers, educators and other professionals/paraprofessionals. 

• Expand core competencies for the workforce to address TBI 
• Expand teleheaIth for training providers and families, particularly in rural areas 
• Integrate TBI into college and vocational curriculums 
• Develop program for training long-term care and community-based programs 

serving older adults to identify and screen older adults for TBI. 
• Develop and provide training to educators on identifying TBI symptoms. 

Statewide Planning and Policy Coordination 

Assumptions: 
• State Hires TBI Program Coordinator 

• TBI Advisory Board to continue role as a planning board for the Department of 
Health and Social Services and the Trust, maintaining funding eligibility under 
HRSA TBI ACT 

• Alaska to receive Federal HRSA TBI Implementation/Partnership Grant 

J 

• Continue to provide a venue for consumer input on the TBI service delivery system. 
• Expand data capacity across pertinent programs to evaluate the TBI service delivery 

system; i.e. individuals served, services provided, expenditures and outcomes. 
• Continue TBI participation among the 4 statutory advisory boards 

• MOUs to support coordination of program data; individual service planning, 
including TBI documentation/evaluations, subject to confidentiality release of 
information 

• Consumer Satisfaction Surveys every 2 years 
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Brain injury rehabilitation and treatment is standard in many states. The following 
document explains two federal initiatives focusing on TBI rehabilitation research. 

NIDRR funds both Rehabilitation Research and Training (RR&T) Centers and TBI 
Model Systems of Care. 

Rehabilitation Research and Training (RR& T) Centers 

The National Institute of Disability Rehabilitation Research funds two RR&T Centers on 
brain injury. Both are housed at The Institute for Rehabilitation and Research (TIRR), 
Houston, Texas. The two RR&T Centers are: (1) Rehabilitation and Training Center on 
Community Integration in Persons with TBI and (2) Rehabilitation Research and 
Training Center on Rehabilitation Interventions Following Traumatic Brain Injury. 

The Rehabilitation and Training Center on Rehabilitation Interventions following 
Traumatic Brain Injury promotes the scientific advancement of rehabilitation research by 
focusing on several areas identified as needing further research. These include areas of 
weakness in the current knowledge and future research regarding TBI recovery and 
rehabilitation effectiveness: improvement of the diagnosis and treatment of persons with 
mild TBI; development of interventions to assist school-age children with TBI; the needs 
of minority groups members with TBI; evaluation of the effectiveness of rehabilitation 
interventions; and treatment for the family members of people with TBI. Activities 
include publishing an informational and technical assistance resource for consumers and 
professionals; training for medical and neuropsychological fellows in rehabilitation 
research; coordinating a state-of-the-science conference on mild TBI; and producing an 
educational videotape to train family members in effective coping skills. Through 
representation on the advisory committees, consumers are involved in all aspects of 
planning and evaluating research and training activities 

TIRR's National Database of Educational Resources on Traumatic Brain Injury 

This National Database of Educational Resources on TBI is a part of TIRR's 
Rehabilitation Research and Training Center in Rehabilitation Interventions in 
TBI grant from the National Institute on Disability and Rehabilitation Research 
(NIDRR). The database contains information on more than 350 educational 
videotapes, audiotapes, and written materials that people with TBI, their family 
members and health care professionals can use. Information can be retrieved 
directly from the web site or by calling the TIRR Department of Education. To 
retrieve information from the database or for more information, visit 
www.braininjuryresearch.orglbirc/database.htm. 
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TBl Model Svstems of Care 

In 1987 the National Institute on Disability and Rehabilitation Research (NIDRR) in the 
U.S. Department of Education established the Traumatic Brain Injury Model Systems of 
Care (TBl Model Systems). NIDRR's multi-center model systems program is designed to 
study the course of recovery and outcomes following the delivery of a coordinated 
system of care including emergency care, acute neurotrauma management, 
comprehensive in-patient rehabilitation and long-term interdisciplinary follow-up 
services. Each Center systematically collects important data about each individual who 
meets criteria for inclusion in the TBI National Database and sends this information to 
the TBl National Data Center. The Centers are currently located at 16 sites throughout 
the United States that provide comprehensive systems of brain injury care to individuals 
who sustain a traumatic brain injury, from acute care through community re-entry. The 
mission of the TBIMS is to improve the lives of persons who experience traumatic brain 
injury, their families, and communities by creating and disseminating new knowledge 
about the course, treatment, and outcomes relating to their condition. 

The TBI Model Systems serve a substantial number of individuals, allowing the projects 
to conduct clinical research and program evaluation, which maximize the potential for 
project replication. In addition, the TBl Model Systems have the advantage of a complex 
data collection and retrieval program with the capability to analyze the different system 
components and provide information on project cost effectiveness and benefits. 
Information is collected throughout the rehabilitation process, permitting long-term 
follow-up on the course of injury, outcomes, and changes in employment status, 
community integration, substance abuse, and family needs. The TBI Model Systems 
serve as regional and national models for program development and as information 
centers for customers, families, and professionals. 

Initially, approximately $1.5 million funded five centers: Wayne State University in 
Michigan, Mt. Sinai Hospital in New York, Santa Clara Valley Medical Center in 
California, The Institute for Rehabilitation Research in Texas, and the Medical College of 
Virginia in Richmond. For a few years, there were only four (Mt. Sinai left the program), 
and by 1997, Virginia's center no longer participated, but the Moss Rehabilitation Center 
in Pennsylvania won a grant for a center as did Ohio State University in Ohio. 

In the fall of 1997, the Brain Injury Association of America and others successfully 
advocated for an additional $5 million for the program so that more centers could be 
established. Twelve new sites were awarded funds to establish model systems of care for 
traumatic brain injury. 
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Past legislative hearings 
2007- What is traumatic brain injury? 

What does treatment look like? 
Guest presenters: Dr. Tina Trudel (national 
expert) and partner boards 

2008- Impact of TBI on the state. 
Military issues related to TBI 

Guest Rresenters: Capt. Richard Barker, 
Elmenaorf; Dr. Russell Cherrr., Providence; 
Stephanie Tanner, military WIfe of TBI survivor 

2009- Importance of Medicaid Waiver to develop 
coordinated, comprehensive brain injury services 
in-state 

Guest Presenters: Dr. Christie Artuso, 
Providence Neuroscience Director 
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Today's presentation-State System 
Development and Operationalizing 
• Jill Hodges, Past 20 years of AK efforts 
• Jeff Jessee, Trust Role 
• Pat Hefley, DHSS Role 
• Public testimony: 

• Martha Moore, ABIN Chair 
• Providers, partnerships essential 
• Consumer, treatment works, family support 

• Jill Hodges-Questions and Solutions 
• State and Legislature 
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IBI Systems Development in AK-
1990-2000 
Phase 1: 1990-1995 
Advocacy 
o Brain injury survivors 

mobilize 
o Early 1990'S 

• Testimony to GDCSE, 
Legislature, AMHTA 

o Brain Injury 
Association of Alaska 

• organIzes 

Phase 2: 1995-2000 

Advocacy Continues 
. State of Alaska 

o State of Alaska-Public· 
Health recognizes TBl 

o Public Health awarded 
CDC grant 
o TBI Registry 

o MHDD awarded Federal 
Grant-systems 
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TBI Systems Development in AK 
2000-2007 
Phase 3: 2000-2003 

Advocacy 
State of Alaska 
Federal TBI HRSA Grant 
• Needs Assessment 
• 1 st State Action Plan 

• TBI Program Coordinator 
CFTE) 

• Advisory Board 
AMHTA-beneficiary group 
Alaska Brain Injury Network 
o TBI Advisory Board CABIN) 

organizes and becomes 501 c3 

Phase 4: 2003-2005 

Advocacy/TBI Advisory Board 
State of Alaska 
o Behavioral Health (lead agency) 
Data/Surveillance 

o DBH mandates screening and 
data collection 

• Consumer Satisfaction Surveys 
• AK Trauma Registry Data 

Phase 5: 2005-2007 

State of Alaska: TBI Dir. turnover 
Data- AKAIMS(32% in BH screen 

TBI) 
Workforce: 1st AK Brain Injury Conf 
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Momentum builds- 2007-2009 
Phase 6: 2007-2009 
ABIN 
D "Service" recommendation 

D Info and Referral 
D Case Management 

AMHTA-Funds ABIN recomm. 
State of Alaska 
• Lead agency transfers to SDS 
• TBI Case Management 

Program developed 
Workforce: 

Intro to TBI Course 
Advance Brain Injury 
Workshop 
Vocational Rehabilitation 
Counselors 

Legislation 

D SB 118 introduced-medical 
assistance for TBI 

Medicaid Funding: Waivers 

D Preliminary research on 
Medicaid Waivers 

D Targeted Case Management 

Treatment 

• After Hospital/Post-Acute 
D Site Visits 

D AK Providers Coalition 

D Military/Tribal partnerships 
sought 
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Key Points 

• System Planning­
created framework 
and foundation for 
action 

• Next step: 
operationalize 

• General Funds or 
GF /MH essential 

• Phases 1-4 (1990-2005) 
o advocacy, planning, . . 

mcreasmg awareness. 

• Phases 5-6 (2005-2009): 
o Direct 'services': 

. info and referral; 

. case management 
o Workforce development 

• Phase 7 - 10 (2010-2020) 
o Case Management 
o Treatment: Funding for 

Residential and Day Program 
o Workforce 
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2010 Session: SB 219 and House Companion 

SB 219 and House Companion 

o Traumatic/Acquired Brain Injury 
Program 

• Gives statutory authority to 
develop/improve program. 

• Establishes standards for 
treatment and services. 

• Defines brain injury. 

• Develops cost/ longitudinal 
data 

• Planning for Medicaid 
Waiver/Targeted Case 
Management 

Opportunities 
• Positions the state to access federal 

funding for TBI services. 
• The existence of brain injury waivers 

supports the growth of community­
based rehabilitation programs. 

• DoD IVAITribal/State coordinate 
planning and implementation of 
rehabilitation and community re-entry 
programs. 

• Early treatment may reduce future 
medical and social costs. 

• Potential cost savings in acute care, 
existing state programs; behavioral 
health, juvenile justice, corrections, 
homeless activities, and long-term 
care in institutional facilities. 
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2010 Session: FY11 Governor's Operating Budget 

$350.0 for TBI Service 
Coordination Program 

• $200.0 GF /MH 
• $150.0 MHTAAR 

Focus: Case Management 
o Year 2 of the project 

• (FYIO funded by MHTAAR) 

o 2 case managers (serving 60) 

Focus: Grant program 
o grants funds for specialty . 

servIces. 

Opportunities: 
• Reduce emergency dept visits; 
• Deter more costly care by 

keeping people within their 
own homes; 

• increase readiness for 
vocational rehabilitation/ 
employment. 

• Increase independence 
• Serve as benchmark for 

Medicaid Waiver application 
and funding requests 
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The Trust's Role- Jeff Jessee 

• TBI as a beneficiary group 
(late 1990'S) 

• Trust role: planning, 
demonstration 

• Maximize collaboration 
• Alaska too small of a state to 

have separate TBI treatment 
systems of care (VA, DoD, 
Tribal, State) 

• Treatment: General Fund 
commitment 

Past 10 years, Trust has invested 
$2.8 million in brain injury 
systems development 

• Trust FY09 Funding specifically for 
brain injury program: $628,000 

o Core Services Development 
· Information and Referral 
· Case Management 
• Technical Assistance for 

planning treatment 
o Systems Development 

• Public Awareness-anti stigma 
· Workforce development 
• Statewide planning- TBI 

Advisory Board 
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Department of Health and Social 
Services Role- Pat Hefley 
• Development, now 

operationalizing. 

• 44 States use General Revenue 
and Medicaid Waivers for 
brain injury treatment/ 

• servIces. 
• TBI folks are already in the 

system - need to move them 
into specialty programs in 
order to see results. 

• Appropriately staged 
incremental GF /MH budget 
requests. 

Upcoming 2010 Activities 

• Federal Grant- $250.0/year 4 
years 

D lead agency: Senior and 
Disabilities Services 

• State of Alaska T / ABI program 
D Case Management 
D Research federal funding 

opportunities: Medicaid 
Waiver/Targeted Case 
Management 

• Data/Prevention: regional 
study, Alaska Native and Non­
Native 
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Public Testimony 
• Martha Moore: ABlN Chair 

o Composition of ABlN 
o Recommendation Philosophy 
o Perspective: State role (data 

collection) and ABlN chair. 

• Alaska providers: readiness to 
partner- TBl post-acute 
programs 

o Dr. Lester, St. Elias (LTACH) 
o Margaret Carloni, Trauma 

Nurse,ANMC 

• Shannon- Juneau resident, 
experienced TBl 
o TBI treatment works 
o Family support 
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Many of Alaska's challenging questions have 
been asked and answered by other States 

• Alaska can learn from 30 years of state 
system experience; and 

• treatment research by the Federal 
Government, State experiences, military 
advances 
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Questions and Solutions 

Is brain injury 
impacting 
State 
government? 

1980 findings ... 
• Uninsured or underinsured 
• Unemployment 
• Trauma/EMS 
• Long-term care and support 

needs 
• Family Support 
1990 findings ... 
• Educational System 
• Vocational Rehabilitation 
2000 findings ... 
• Criminal Justice 
• Behavioral Health 
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Question and Solutions 

How will State 
Gov'tknow 
how to develop 
TBI systems? 

TBI Act of 1996 
• Federal Statute 

o Defined TBI in Federal Statute 
o Authorized funding to HHS 
o Established TBI program in CDC 

o Created State grant program (HRSA) 

• State experience has 
broadened program definition 
to ABI - same service needs. 

• National Association of State 
Head Injury Administrators 
(1990) 

• TBI Technical Assistance 
Center-specifically for state 
administrators (since 1996) 
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Question and Solutions 

Is recovery 
possible after a 
TBI? 

Does treatment 
work? 

• Feds fund TBI model systems 
since 1987, over 20 years of 
longitudinal data-yes with 
specialized support, recovery / 
independence is possible 

• Research at acute/medical 
levelled to need for 
community reentry programs 

• Military funding is supporting 
research of community reentry 
programs and Mild TBI 
assessment and treatment 
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Question and Solutions 

How will States 
pay for brain 
• • 
InjUry 

treatment? 

• 1990'S, Centers for 
Medicare/Medicaid 
Services (CMS) developed 
TBI HCBS Waiver 
prototype 

• IDEA 1990 added TBI as 
disability to report 

• State General Funds 

• TBI Trust Funds 
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Question and Answer 

How will states 
develop treatment 
and prepare a 
specialty 
workforce? 

• Many providers have 30 years 
of experience. 
o Utilize existing models: 

medical, community reentry, 
clubhouse, and long-term 
living .. 

• TBl specific workforce will 
build as TBl programs are 
operationalized. 
o Professional/para­

professional specialists have 
on the job training, does not 
take special educational 
training. 
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Question and Answer 

How will rural 
residents have 
access to these 
treatment and 
services? 

• Military and a few states 
utilize telemedicine for 
treatment. 

• Opportunity for 
Alaska to become the 
national leader in 
providing care to 
rural areas? 
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Question and Answer 

What type of 
legislation 
is/has been 
successful? 

• Resolutions- awareness 
o Last five years 

• Prevention 
o AK primary seatbelt law and child 

safety/booster seat) 

• T / ABI Program into 
Statute 

o SB 219 and HB Companion 

• Interagency Taskforce 
• Prevention-concussion 

management 
• Military-screening 
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Alaska has an opportunity! 

• Alaska can operationalize at a faster rate. 
• Alaska can become the leader in rural TBI 

treatment and supports 
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Alaskans Thank the Legislature ... 

For recognizing 
the 10,000+ 

Alaskans with 
TBI and working 

to bring more 
services close to 
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Outline for TBI Presentation to House HSS, Feb. 4th 2010.3:00-5:00 committee hearing 
I hour presentation, 20 minutes questions/comments 

CO-CHAIR: Representative Herron CO-CHAIR: Representative Keller 

VICE-CHAIR: Representative T.Wilson 

MEMBER: Representative Lynn 

MEMBER: Representative Seaton 

MEMBER: Representative Cissna 

MEMBER: Representative Holmes 

Presenters: 
Pat Hefley 
Jeff Jessee 
Jill Hodges 

Invited testimony: 
Martha Moore 
Shannon-consumer 
St. Elias person 
Dr. Groves 

Jill Hodges Do an overview of the I hour presentation 
Review previous presentations 
Walk through past phases 
Roles of State, Trust, ABIN, Providers, legislators 
Highlight 10 Year plan, treatment gap analysis 
Talk about current bill, FYII budget recommendation, 

Jeff Jessee Alaska too small of a state to have separate TBI treatment systems 
of care ('I A, DoD, Tribal, State) 
Purpose: max collaboration, so everyone comes out a winner 
History of establishing TBI as a beneficiary group 
Trust funding has supported planning, pilot projects, technical 
assistance, workforce 
Trust role- development, efficacy of programs. 
Next steps will take General Fund committment 

Pat Hefley State of Alaska needs to catch up- 24 States have been utilizing TBI 
Medicaid Waivers, and 20 states have General Funds/General 
Revenue for brain injury specific programming. 
BTKH metaphor 
TBI folks are in some level of care now, but need specialized type 

15 min. 

10 

10 



of care. 
TBI folks are already in the system-need to move them into 
specialty programs in order to see results. 
For several years, been in development mode, now moving into 
operationalizing. 
Timeline 
* As we progress, there will be appropriately staged incremental 
budget requests. The waiver will have a GF component. 
Military efforts: ongoing 

Martha Moore ABIN Chair- different phases met different needs 5 min. 
Composition of ABIN 
Our recommendation philosophy for building system: partnership-
adapting successful models-pilot projects perspective 
State role (data collection) and ABIN chair. 
* * *The amount of work that has been accomplished despite the 
limited funding due to volunteers/ ABIN Board/persistent 
advocates/Federal Funds/Trust funds 

Shannon Share her story- wants everyone to know that improved functioning 5 min. 
after brain injury is possible. She wouldn't be here without her 
mother's support. 

Dr. Lester or Post-acute setting to send folks to. Improved outcomes if stay in 5 min. 
Patti state. Workforce moral lifted. Families can stay in AK. 
Dr. Groves TBI as a chronic condition, need for TBI to be identified and 5 min 

treated. Importance of case management, multidisciplinary 
treatment team meetings, improved functioning is possible 

Jill Hodges Take away messages: Though SOA is 30 years behind, we are in a 5 min. 
position to move faster with better information due to initiatives in 
other states, Federally (TBI Model systems-know treatment 
improved functioning), and in the Military (identification, 
screening, Mild TBI). future budget recommendations, legislation 
possibilities 
Thank you to HSS members 
Support HB?? /SB 219, $350 in Governor's budget 

HSS members Questions, Comments 20 min. 

2010 
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Phases/Timeline To Develop Alaska (In-State) Brain Injury Treatment And Services 

Prevention 

Phase 2: 1995-2000 

Phase 3: 2000-2003 

Phase 4: 2003-2005 

2011 

-

Workforce 
Development 

Legislation 

TBI Resource 
Navigation 
(info and 

Case 
Management 

Providers to 
develop direct Wlilita~M effo~ts 

services 
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Phase 5: 2005-2007 

Phase 6: 2007-2009 

2012 
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Case Management Demonstration 
Project: MHT AAR funds 
approved for TBI Service 
Coordination (I state employee, 
serving 30-50 clients)Purpose : 
provide framework to gather 
longitudinal data on persons with 
brain . available 

Waivers: Preliminary research on 
24 TBI Waivers in other states. 
Information gathering. 

program develops TBI Resource 
Directory, provides 
infonnation/referral to nearly 600 
Alaskans, 'callers' or 'cases 
studies' show need for case 
management, instate after 
IlOspital/community re­
entryllong-term rehablsu ortive 
livinglclubllOuse) rust Funds 
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Phase 7: 2010 

2013 

Department is 
interviewing first week in 
February) (expected findings, 
need additional case managers, 
utilizefederalfunds to support 
expansion) 

[rust Fundsl 

TBI Case management will be 
hired (care coordination): I FTE 
hired 30-40 eople served 
Trust Funds 

Case Management: FYII 
Governor's budget includes 
$350.0 ($200.0 GF and $150.0 
MHT AAR) for TBI Service 
Coordination to include 
additional care coordinator with 
small grant program. Grants to 
support funding services needed. 
Positions the state to bring in 
federal funds (through Targeted 
Case Management in Medicaid 
State 
General FundsIMental Health 

Research and recommend 
utilizing targeted case 
management to expand the 
program using federal dollars 
(instead of growing general 

TBI Resource Navigation 
partners with Aging and 
Disability Resource Centers (250 
new callers/year) 

Prevention: TBI 
information (Alaska Native and 
non-native) to identify priority 
communities for prevention 
efforts !ABIN Fund~ 

Waivers: More in depth research 
on Waivers (see additional 
document for timeline of 
activities) 

introduced by Senator McGuire 
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Phase 8: 2010-1012 

Phase 9: 2012-2015 

2014 

Case Management: state 
plan to include brain injury as a 
target population to expand 
number of case managers. 
Projectedfindings: case 
management is key for 
coordinating services (efficiency 
and cost savings) 

TBI Info and Referral -additional 
grant dollars needed to support 
volume of callers 

GF and Trust 

Waiver: TBI Program 
draft first waiver based on 
information from Alaska Trauma 
Registry, ABIN TBI Resource 
Navigation program, SDS TBI 
Care Coordination project, 
department/agency data, research 
on other State waivers 

,,~~----

Federal or GF 
purpose of I waiver 

and projected findings- purpose­
residential rehabilitation program 
for those who have opportunity 
for recovery; findings-need a 
clubhouse for those in the 
community (not a good fit for 
behavioral health and/or not 
available to work); 

Apply for waiver that focuses on 
residential neurorehabilitation. 
Start with 8-16 Medicaid eligible 
persons.(Projected findings-will 
learn there is a need for a 
transitional program (supported 
living) from the 
neurorehabilitation to home) 

Educlltiulnal System: Increase 
awareness in educational system 

Prevention: Funds to 
implement prevention programs 
in pilot communities 
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Phase 10: 2015-2020 

Projected Outcomes 
of a coordinated, 
comprehensive, 
interdisciplinary State 
TBI Program 

Key Points 

2015 

strong 

!lli!llYli!llilL'~~~:_ increase III 
recovery, intact family structures, 
increases in return to work and 
school 

Family outcomes: strengthens 
families, supports family to 
support their loved one (decreases 
burnout), decreases divorce rate 

strain on behavioral health 
system, lower recidivism in 
corrections/juvenile justice, 
decrease in discharges to nursing 
homes. 

jobs, improved work moral, 
economic gains. 

All activities stated above relate to unofficial State of Alaska TBI Program (systems change). 
Community, Tribal, Military, Individual and other activities are not included. 

in homeless population, chronic 
inebriation, domestic 
violence/sexual assault. 

All activities in the state have been funded by Federal grants administered by Behavioral Health and Senior and Disabilities Services, Alaska 
Mental Health Trust Authority Funds, Federal Earmark, Alaska Native Tribal Health Consortiwn, State Capital funds 
No General Funds or GF/MH 

Phases 1-4: Funding has been directed towards advocacy, planning, increasing awareness, workforce development. 

Phases 5-6: Funding (Trust funds and FYll GF/MH Gov. budget) for Information and Referral and Case Management, the first 'direct 
service' projects. They are both demonstration projects with a research focus. 

Phases 7-10 Will need General Funds to support activities, move into treatment/direct services 
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MISSION 

"Reduce substance abuse among youth and, 
over time, among adults by addressing the 
factors in a community that increase the 

risk of substance abuse and promoting the 
factors that minimize the risk of substance 

abuse." 

-Mat-Su Substance Abuse Coalition 
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Overview 

1. Brief history of the coalition. 

2. Description of our data project. 

3. Summarize major findings and corresponding 
recommendations. 

4. Demonstrate coa lition effectiveness and 
describe ou r work. 

5. Call to action. 
Mat-Su 

/ Substance 
" Abuse 

I Prevention 
__ J Coalition 
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1. BRIEF HISTORY 

~z006 
Substance 
Abuse 
Summit 

---~ ---' ~-----------
rt"'\ 
102008-2009 

~-'~ -E>alaProf~ct 
001-~---- V 

--Formation of 
Mat-Su 
Substance 
Abuse 
Prevention 
Coalition 
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· METHOD 

Data Review 

• Collection of available local data from 
, 

years 2002-2007 

Community Assessment 

• Analysis of community data 
• Development of community database 
• Trends in youth substance use survey 

-----------_. ------------------------------
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• Mat Su School District 

• Christian Schools 

• Non-District Home schools 

• Homeless and At-Risk youth 

~~~~ ~LW[(\yJ®~ [f'®~®OWl®@ ~~jl~ [('®~[P)@[fj)~® [f@J~®~ 

• 2435 valid responses 

• High School: n = 1650 

• Middle School: n = 800 

• Male: n= 49.7% 

• Female: n = 50.3% 
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Ethnicity 

2% 

• Caucasian 

II Latino 

o African American 

• Asian 

II Pacific Islander 

o Alaska Native/ 
American Indian 

o Other 

o Unknown 
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Results 

After receiving the 2008 Data Report which 
included the Alaska Healthy Kids Survey and 
other information about the Mat- Su Borough the 
Coalition decided to utilize the feedback from 
stakeholder groups: 
1. School Groups (Students, Nurses, Principles) 
2. Law Enforcement 
3. Providers (Treatment) 
4. Medical (Nurses/Docs) 
5. Faith based Groups 

(Input from over 130 community members) 
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Meaningful participation from adults in the 
community 

• As defined by the following items: 
- Outside of my home and school, I am involved in music, 

art, literature, sports, or a hobby. 

- Outside of my home and school, I help other people. 

- Outside of my home and school, I am part of clubs, sports 
teams, church/temple, or other group activities. 

Meaningful Participation in Community: Percentage of students by 
grade 

Grade D isag ree/Strong Iy Neutral Ag ree/Strong Iy 
Disagree Agree 

Middle School 24.6 55.3 20.1 
High School 29.8 51.9 18.3 
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• As defined by the following items: 

- At home I do fun things or go fun places with my 
parents or other adults. 

- At home I do things that make a difference. 

- At home I help make decisions with my family. 

Meaningful Participation at Home: Percentage of students by score 
,.. -- -

: Grade 
; , 
I __ . ___ "_ 

Middle School 

i High School 
I L___ _ ___ _ 

-" 

Disag ree/Strong Iy 
Disagree 

24.7 
. -- - - - - - --- -- -- -- -- -,' 

Neutral 

50.4 

·32.3 : 46.1 

.. . -. i 
, Agree/Strongly , 
,Agree , 

.. __ ... ~ ........ J 

25 
-~ 

:,21.6 , 
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Meaningful participation with 
adults at school 

.' As defined by the following items: 

- At school I do interesting activities. 

, - At school I help decide things like class activities or 
rules. 

- At school I do things that make a difference. 

Meaningful Participation at School: Percentage of students by score 

'! Grade 
: I 

Middle School 

, -

Disag ree/Strong Iy 
,; Disagree 

- " - - -,~ -~ -

49 

T , ....... ',. 

" 57.0 'l High School 
'----------------- ---~'.------- -'"- --,. 

Neutral 

44.5 

, 37.5 

, , -

/ Agree/Strongly 
, Agree 

. - --~ ._- -

6.4 

,: 5.5 



N 
o 
N 
\D 

Recommendation #1 

• Increase meaningful adult and community 
involvement with youth 

- I ncrease the protective factors 

• Resiliency (Alaska Healthy Kids Survey, Fall 2008) 

\ Mat-Su 
; Substance 

. Abuse 
Prevention 

_ . /' Coalition 



N 
o 
w 
o 

Are parents talking to their kids about 
substance use? 

Middle School 

No No 
42% 

High School 

58% 
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What age do our youth start using? 

/ 

~8% 

~i 
iiil! 
~:' 
~(,', 
~'I 
~\ 

i~; 
~r 

~i 
;;'f 

If 
!" 
ih 
;r~{ 

~122%, ,. 
" 

./ 

Alcohol 

,2% 
!1{ 
'" 

"·1',:,:'" 

i~ "~ 
i~i 
!Il~ 
L 

i Ii 
;m 
ii": 
" Mi 
no.'" 
f,,18% 
I 

./ 

Cigarette 

Age at First Use 

014 and under 015-18 

~8% ~O% 
.::: 

,j! 

,j 

32% 
----, 30% ----, 

./ ./ 

Smokeless 
Tobacco 

Marijuana 

~ 

33% 

./'/ 
Other illegal 

Drugs 
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7.9 8 
~ 

Alcohol 

Age at f~rst use 

7.3 

10 and Under 

o High School 0 Middle School 

:, ,~ 

': 
;" 

:~15.1 
~H;l~ 

3.2 
~ 

'\~i: 
r~;' 

~ 

~~. 
,~fll.4 
J&' Ll.L 

/ 

Cigarette 

f,.;; 

Smokeless 
Tobacco 

/ 

Marijuana 

2. 

1:1 1.1 
'~? 

Other Illegal 
Drugs 

// 
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Parent Perception of Use 

How would your parents feel about you drinking regularly? 

II Middle School • High School 

78.1 

Very Wrong Wrong A little bit wrong Not wrong at all 
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Parent Perception of Use 

How would your parents feel about you smoking cigarettes? 

• Middle School • High School 

86.3 

Very Wrong Wrong A little bit wrong Not wrong at all 
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Parent Perception of Use 

How would your parents feel about you smoking marijuana? 

• Middle School • High School 

Very Wrong Wrong A little bit wrong Not wrong at all 
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Recommendation #2 

• Increase parental involvement in prevention 
and early intervention measures in the Mat­
Su Community 
- Parents are an important source of information in 

youth decisions. 

- Having parents engaged in a more direct and 
meaningful way with prevention and early 
intervention may have a strong impact on the 
outcomes for our community/s youth. 
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Are substances difficult to get? 

Don't Know 
30% 

Difficult 
16% 

Access to Tobacco 

Easy 
54% 
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Are substances difficult to get? 

Don't Know 
27% 

Difficult 
17% 

Access to Alcohol 

I. 
I 

Easy 
56% 
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Are substances difficult to get? 

Don't Know 
32% 

21% 

Access to Marijuana 



N 
o 

"" o 

Recommendation #3 

• Reduce Access to substances 
- Mat-Su youth are using a variety of substances 

and the reported usage is, in some cases, above 
state and national averages. 

- The majority of students report that alcohol, 
tobacco and marijuana are easy to get. 

Mat-Su 
Substance 
Abuse 
; Prevention 

__ J Coalition 
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19.1 

AHKS 
7th* . 

AHKS 

7th 

AHKS 

9th 

Lifetime Cigarette Use 

AHKS MTF 8th MTF MTF YRBS-AK YRBS-US 

11th 10th 12th 
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30 Day Cigarette Use 

AHKS 7th AHKS 9th AHKS MTF 8th MTF 10th MTF 12th YRBS-AK YRBS-US 
11th 
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30 Day Smokeless Tobacco 

AHKS 7th AHKS 9th AHKS MTF 8th MTF 10th MTF 12th YRBS-AK YRBS-US 

11th 
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lifetime Alcohol Use 

--, (' IL.L ,,; , , '" 6M.., 

73.6 75 

, 
61.7 
(' 

I 
, 

I 
I , 

I 

, 
I 42.1 

38.9 '" , 

I '" , 
, 

I : 
, 
, 

I 
22.6 

, 

, 

, 

L-J, ../ ./ ~ ./ -= 
,,-

./ ../ 

AHKS 7th AHKS 9th AHKS MTF 8th MTF 10th MTF 12th YRBS-AK YRBS-US 

11th 
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30 Day Alcohol Use 

44.4 44.7 

38.5 39.7 
,/ 

,/ 

33.4 

21.6 
,/ 

15.9 

9.3 

/ / ./ 

AHKS 7th AHKS 9th AHKS MTF 8th MTF 10th MTF 12th YRBS-AK YRBS-US 
11th 
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30 Day Binge Drinking 

26.6 25.9 26 -- --

21.9 

13.2 

10.3 

4.5 

/ ./ ./ 

AHKS 7th AHKS 9th AHKS MTF 8th MTF 10th MTF 12th YRBS-AK YRBS-US 
11th 
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Lifetime Marijuana Use 

qq.1 
", n 41.8--, 
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(' 
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30 Day Marijuana Use 
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Cigarretes 

Substance Use Totals 

AHKS Substance Use Summary 

_ 7th Grade _ 9th Grade _ 11th Grade 

Smokeless 
Tobacco 

68.4 

Alcohol Marijuana Inhalants 
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Meth 

Substance use Totals 

AHKS Lifetime Substance Use Summary 

II 9th Grade 0 11th Grade 

Cocaine Heroin Ecstacy Hallucinogens 
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Recommendation #4 

Increase community awareness of issues 
.' Alaska ranks in the United States: 

- #2 for illicit drug use (2007, National Survey on Drug Use and 
Health) 

- #6 for binge drinking among adults (2007, CDC, BFFSS). 

• In many of the categories of use, the youth in the 
Valley reported above state and national averages. 

Mat-Su 
Substance 
Abuse 
. Prevention 

_j Coalition 
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Experiences from Alcohol and Drugs 

Kept you from 
activity 

Talked about 
quitting 

Couldn't stontr---

Used more than 1---­
planned 

Spent time 
hungover or 
getting drugs 

Didn't feel o.k. wlo 
using 

stopping 

Used ADD, No 
problems 

High school youth reported an average of 2 experiences 



N 
o 
(Jl 

CD 

Coalitions are an effective solution 
(Interim DFC Program Evaluation Findings Report, 2008) 

Past Month Youth Substance Use Rates in Coalition Areas are Significantly Lower than the National Average in 2007 

50 
45 
40 

~ 35 
:i: 
'Ui 30 ca 
Q. 

g> 25 

~ 20 .. 
" 15 -.. Q. 

10 
5 
0 

Alcohol 

_ Coalition Areas (DFC) 
D National Average (YRBS) 

Tobacco Marijuana 
Source: Interim OFC Program Evaluation Findings Report Produced for ONDep by Battelle Memorial Institute Centers for Public Heatth Research and Evaluation (September 2008), 

OFC '" Orug Free Coalition areas; YRBS '" Youth Risk Behavior Survey national estimates 
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Our Coalition 

• Includes leaders from our community 

• Focuses on prevention 

• Utilizes Environmental Strategies 

- Ex: advocating law and policy changes 

• Coincides with the state plan to reduce 
underage drinking 

- Ex: youth leadership Mat-Su 
Substance 
Abuse 
Prevention 
Coalition 
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Abuse 
Prevention 
Coalition 

Call to Action 

• Review state statutes and regulations. 

- Laws are powerful messages that demonstrate 
social norms and expectations around drinking 
and using other substances. 

• Get involved/understand your local coalition's 
goals and efforts. 

• Support funding for further research, 
especially regional break-out data. 

• Support funding for prevention-it worksl 
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.FRCAction~ 
The legislative Action Arm of FAMilY RESEARCH COUNOL 

20 Ouestions to Ask Your Legislator About Health Care Overhaul 

I. Legislators in both the House of Representatives and in the Senate voted, in conunittee, to exempt 
Members of Congress from having to enroll in the public health plan they are drafting right now. 
This is outrageous! If this legislation is supposedly good enough for the American people - why 
exempt Congress from it? Will you vote to sign up you and your family for any public health care 
program that Congress passes for the American people? 

2. There are claims that there's an unfunded liability of several trillion dollars up through 2075, and 
that the health bill actually reduces payments to Medicare by about several hundred billion over 
the next decade as a way to fund this bill. Wouldn't such a cut in Medicare then lead to rationing 
in the system? 

3. When Congress and the President rushed to pass the $1 trillion stimulus bill, we were told it 
needed to be passed fast. However, the legislation has had questionable results while paying for 
things like public bathrooms, sex shows in San Francisco and other examples of waste. Now we 
are told health care legislation must be passed right away for the same reasons. When 
restructuring 16 percent of our nation's economy, this rush appears more politically motivated 
than policy motivated. Isn't it more important to do it right? 

4. Will you promise to read, understand and take full responsibility for everything that is in the final 
version of health care legislation? 

5. Will you allow the American people sufficient time to review and publicly comment on the 
legislation before voting on it? 

6. Many claim that abortion is covered in the health care bill, despite its not being mentioned 
specifically in the legislation itself. Furthermore, amendments offered in the Senate by Barbara 
Mikulski (D-Md.) and in the House by Lois Capps (D-Calif.) now guarantee that abortion will be 
a part of the health care legislation. Over seventy-one percent of Americans agree that taxpayer 
dollars should not fund nor subsidize abortion. When it comes to abortion exclusion, will you 
specify that none of the funds appropriated in the health reform bill, and no resources in any trust 
fund to which funds are appropriated in the bill, shall be expended for abortion? If not, why? 

7. Can you guarantee me that my employer will not drop my health plan, and force me into the 
governrnent run Health Information Exchange? Can you guarantee me and my family will not be 
one of the 100 million Americans predicted to lose their employer-provided health insurance and 
be forced into the Health Information Exchange? 

8. I am self-employed. How can you vote for a law that says if! make a single change to my 
existing health plan, I will be forced into the Health Information Exchange, where my plan details 
are controlled by the Secretary of Health and Human Services? How can you stand there and say 
if you like your plan you can keep it, when I am going to be forced into the Health Information 
Exchange? 

9. Do you know that the bill before Congress gives the Secretary of Health and Human Services 
uber-authority over everyone's health insurance and every single plan detail, and that the bill 

© 1009 Family Research Council Action 
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grants her such authority and other authority over all aspects of health care more than 200 times 
in the bill? 

10. Do you know that if a trillion dollars were a trillion seconds, counting backwards, a trillion 
seconds puts us at 30,000 years before the birth of Christ? How can a bill that costs $1 trillion 
dollars and that cuts Medicare by $400 billion be called "revenue-neutral?" 

II. How can a bill that costs $1 trillion dollars be passed without raising taxes as President Obarna 
has promised? 

12. Who decides what $400 billion in benefits and services are cut from Medicare? 

13. Congress has never cut Medicare by anywhere near $400 billion; what makes you think Congress 
will make the cuts needed to pay for the uninsured's health care? 

14. Why should we accept $400 billion in Medicare cuts? Why aren't other programs being cut 
besides Medicare? Why is this health reform being funded on the backs of seniors? 

15. Why does the bill change the definition of family by stretching it to become anything liberals 
want to call a family? 

16. Will you agree to an iron-clad guarantee that this bill will not fund abortions, leave state abortion 
limits in place, and protect health care providers from being forced to perform abortions? 

17. Medicaid, Medicare and Social Security are all government programs that are nearly broke. Why 
should the American people think the government can run an efficient or trustworthy health care 
program, especially when the Members of Congress vote to exempt themselves from the very 
program they tell the people will be so good? 

18. In the House version of the health care legislation, H.R. 3200, Section 1233, titled "Advance Care 
Planning Consultation," the bill calls for "end-of-life" planning consultations once every five 
years. Who will be responsible for this "end-of-life" counseling, and why would anyone want the 
federal government to be involved at all in this very private matter? 

19. The provision on "end-of-life" planning for seniors in the House bill comes from Rep. Earl 
Blumenauer, a Democratic congressman from Oregon who supports assisted suicide. The state of 
Oregon has sent seniors letters "consulting" them that, while the state-run plan would not pay for 
their cancer treatments, the state would be happy to pay for assisted suicide if they choose that 
option. Americans have always placed a high value on human life. Why would we be interested 
in such a utilitarian approach regarding these important issues? 

20. President Obama himself has made several public statements indicating the federal government 
would be making decisions on what sort of treatments people get. In a town hall meeting on June 
24, 2009 President Obarna told a woman caring for her elderly mother: "(W)hat we (the federal 
government) can do is make sure that at least some of the waste that exists in the system that's 
not making anybody's mom better, that is loading up on additional tests or additional drugs that 
the evidence shows is (sic) not necessarily going to improve care, that at least we (the federal 
government) can let doctors know and your mom know that, you know what? Maybe this isn't 
going to help. Maybe you're better off not having the surgery, but taking the painkiller." Why 
would I want the federal government involved in a medical decision about surgery vs. a pain 
killer? 

© 2009 Family Research Council Action 
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Conceptional Amendment No. ___ _ 

To House Bill 297 

Proposed by: Representative Keller 

House Education Committee 

Amendment to Page 5, line 22 & 23 

26GH2771\A.l 

17 Sec. 14.43.820. Eligibility for an academic scholarship. (a) Subject to 

18 appropriation, the commission shall award a merit-based academic scholarship to an 

19 applicant who meets the eligibility criteria for the award under the program. 

20 (b) The programmatic standards for eligibility for an award ofa merit-based 

21 academic scholarship under the program include the following: 

22 (1) the four-year core academic curriculum which may include a virtual 

23 curriculum that the student must have completed in high school; the core 

[23] 24 academic curriculum must include 

New Text Underlined LDELETED TEXT BRACKETEDI 
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Foster Care Fact Sheet --_.,_ .. ,-----------------------------
Independent living 

The Office of Children's Services Independent Living Program provides services to youth in foster care 
ages 16 Y, and older, and youth out of custody up to the age of 21. The number of youth being served by 
the OCS Independent Living Program by region as of February 1" is below. 

236 Youth in care ages 16 Y, and older 

• SERO-30 

• NRO-35 

• ANC-73 
• SCRO-98 

152 Youth out of custody up to age 21 

• SERO-24 

• NRO-32 

• ANC-52 
• SCRO-46 

143 youth who received services from the Independent Living Program left custody in FY2009 

Alaskan Foster Care Alumni Study Findings 

Youth served by the Independent Living Program are more likely to, "age out," of custody at 18 or older. 
The Alaskan Foster Care Alumni Study conducted in 2005 measured outcomes for youth who age out of 
foster care in Alaska. Outcomes from the study are as follows: 

Socio-emotional 
• Rates of early parenthood-by age 19, 57% of females, and 41% of males were parents 

Physical and Behavioral Health 
• 80% reported lifetime use of behavioral or mental health services 
• 35% reported overnight treatment stays 
• 68% reported seeing a professional such as a psychologist, social worker, or minister 

Education, Employment, and Housing 
• Nearly 38% of alumni reported being homeless after leaving care. This number was higher than the 12-
25% from other alumni studies. 
• High school completion rates were below the statewide average. Alaskan Alumni took longer to 
complete their high school diploma (often finishing between the ages of 19-25). Few went on to 
complete post secondary education 
• 4.5% graduated with a vocational or technical degree or certificate 

Costs to Society 
• Nearly 30% of alumni were incarcerated after leaving care. 
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• Alumni reported high utilization of public assistance resources. 77% of alumni including those who 
lived alone or with others reported using some form of public assistance in the last 6 months. 

Midwest Alumni Study 
• Young adult who stayed in foster care beyond age 18 were more than twice as likely to be enrolled in a 
school or training program as those who had been discharged 
• Young adults who extended custody beyond 18 were over 3 times more likely than those no longer in 
care to be enrolled in a 2-4 year college program 
• Compared to the 19 year olds still in foster care those who left the system were more likely to become 
parents 

Education 

Educational stability is important for children and youth in foster care to obtain a GED or high school 
diploma. As children move between foster care placements, they often move between schools as well. 
With each school change a child fails behind 4-6 months in their education. 

The Anchorage School Districts Child in Transition Program reported that only about 25% of high school 
freshman in foster care were on track to graduate with a diploma or GED on time in 2009. 

The McKinney Vento Homeless Liaisons serve about 3/5 of school age children and youth in foster care 
by providing transportation, tutoring services, and the tracking of school information and credits. 

Needed, Achievable Changes 

Action To Allow School Stability: Allow youth to remain in their school when they are moved across 
town to a new foster home during the school term. 

Cost-Efficient Action: Help Transition Youth To Success, Not Homelessness 

.:. Grant Support To Recruit & Screen Volunteer Youth Mentors 

.:. $55,000 to expand UA Scholarships for foster youth from 10 to 15 . 

• :. Add Education and Mentorship into the DCS mission by statute 

.:. DCS concedes that 4 statewide (ILP) staff is grossly inadequate to link youth aged 17-23 to job 

training, school, and success after care. DCS concedes this staffing is terribly inadequate . 

• :. Allow Foster Care Until 21 Where There's An Available Family . 

• :. Enhance Foster Parent Recruitment. 
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DEPT. OF HEALTH AND SOCIAL SERVICES 
OFFICE OF CHILDREN'S SERVICES 

Susan Heuer. Chair 
Citizen Review Panel 
Office of Public Advocacv 
900 W. Slh Ave .• Suite 525 
Anchorage, Alaska 9950 I 

Dear Chair Heuer: 

December 18. 2009 

SEAN PARNELL, GOVERNOR 

PO. BOX 110630 
JUNEAU, ALASKA 99811·0630 
PHONE: (907) 465·3170 
FAX: (907) 465·3397 

On behalf of the Department of Health and Social Services, Office of Children' s Services, our 
other partners and our stakeholders in the child protection system, thanks to you and your panel 
for the 2009 Citizen's Review Panel annual report. Enclosed please find our response to your 
findings and recommendations. 

I truly appreciate each panel memher for the time and efforts freely contributed to the most 
important of visions ~ Safe Children and Strong Families. [look forward to another year of 
productive partnership. 

Enclosure 
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The Office of Children's Services (OCS) is thankful to the Alaska Citizen Review Panel (CRP) for 
their diligence in examining policies, procedures and practices that then inform 
recommendations toward systems improvement of the OCS. We know that we cannot do the 
work necessary to prevent, reduce and remedy child maltreatment without the assistance of all 
of our community partners. In 2009, the CRP and OCS continued its collaborative work to 
ensure the safety, permanency and well being of the children of Alaska. We believe we have 
forged a very effective partnership. 

2009 proved to be another active, but very productive year for the OCS. Again this year, there 
was a federal audit for which to prepare and host. In July of 2009, the Administration for 
Children and Families (ACF) conducted a secondary review of the Title IV-E Foster Care Program 
to determine the level of Alaska's compliance with federal mandates. Secondary reviews are 
mandated when a primary review determines a state not in substantial compliance with Title 
IV-E requirements as was the case for Alaska in September of 2006. Reviews ensure 
compliance with IV-E eligibility requirements and validate financial claims for federal 
reimbursement to ensure that payments were made on behalf of eligible children. 

In November, the ACF determined the oes to be in substantial compliance with federal 
eligibility requirements and with the allowable percentage case error and dollar error rate of 10 
percent. The OCS was commended for its efforts to improve the program since the September 
2006 review and provided with recommendations for continued improvement. The next review 
will be held within three years of July 2009. 

Another federally mandated milestone that was reached this year is the Program Improvement 
Plan (PIP) was approved on December 1, 2009. The PIP is the corrective action plan to address 
areas needing improvement as identified in the Child and Family Services in September 2008. A 
copy of the PIP document can be viewed/downloaded at­
http://hss.state.ak.us(ocs(Pllblications(2009 pip.pdf. The OCS will need support and 
assistance from every one of its stakeholders in completing the PIP in the required 2 year 
period. The foundation of the PIP and that of the entire OCS, is our Practice Model Overview. 
This document seeks to create a conceptual map and represent our organization's ideology to 
how staff, stakeholders and families served within the system will partner together to engage in 
child welfare services. See - http:((h:,s.stiltc.ak.lIs/o.!2iPllblications/2009 QrJcticel11odqJjJdi-

As we did last year, we continued rolling out Family to Family (F2F) within OCS, this year to 
Wasilla. The F2F Initiative is now almost 5 years old and we have begun institutionalizing the 
core principles and practices statewide, therefore we are going to soon drop the phrase "Family 
to Family Initiative" and instead, refer to the particular associated practices, todemonstrate 
our commitment to the work being fully incorporated into OCS' repertoire. 

The following are the responses to the specific recommendations made in the CRP 2009 Annual 
Report: 

2009 CRP Report response Page 1 
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Recommendation 1 - That resources for state departments be standardized. 

While the oes can only request and encourage state government to allocate resources to 
increase support for the safety of our children, we are appreciative that the eRP has included 
this recommendation in the 2009 report. We also recognize the concerted efforts of the 
Administration and the Legislature to increase the resources available to oes in the past several 
years. Since 2005, we have been given 70 new frontline positions and a net increase of close to 
$12 million. 

oe5 completely agrees with your observations regarding the extremely slow Internet 
connection speeds in our rural offices. Unfortunately, the solution is far from simple and the 
problem is not exclusive to OC5. Many rural offices in Alaska have Internet connectivity issues. 

Department and OCS information technology staff believe that the best and only effective 
solution to Internet connection speeds is for some entity; be it state, federal, or private, lay a 
fiber optic cable from Anchorage to Western Alaska. The cost of this enterprise is in the tens of 
millions if not hundreds of millions of dollars. Even if funding becomes available, a solution will 
not be realized for several years. 

Knowing that the best and most permanent solution is out of immediate reach, we aggressively 
remind our state Enterprise Technologies staff of the problems in our rural offices and seize any 
and all alternate solutions. For example, oes was able to dramatically increase Internet speeds 
in our Kodiak office by partnering with our federal peers. To quote Mary Gray, our Social 
Worker IV Supervisor in Kodiak: "It has utterly changed our productivity for the better." 

Recognizing that our Bethel, st Mary's, and Aniak offices are some of the most adversely 
affected offices, we were able to work with the Governor's Office to secure funding for the 
purchase of 17 laptop computers that now allow the field workers from those offices to enter 
case notes and keep up on their email correspondence while in the field. Once the field worker 
returns to their respective office, the case notes can then be uploaded into ORCA. 

oes is also working with our Information Technology partners on new technologies for 
compressing the size of the Internet signal being transmitted through the satellite to and from 
our rural offices. This is a difficult and expensive solution, and there is a high risk that the 
technology will not work in Alaska. Because we believe that if there is a chance it will help our 
rural offices, we must at least try. 

We also agree that the ability to provide rural housing would positively impact retention of staff 
in the rural areas. We have taken the issue to DHss administration and learned that while 
there are some existing models in other departments; those models were grandfathered in, 
making the effort to provide housing a little more difficult for OC5. We have learned that we 
may be able to provide housing by leasing existing rental property, but must charge workers for 
rent. When vacant, the oe5 would need to continue lease payments, dipping into already 
stretched operating funds. This option has not been discounted, and we will continue to 
determine where the most need is and explore options available to us. 

2009 eRP Report response Page 2 
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Mission and Mandate 

MISSION 

The Alaska Citizen Review Panel (CRP) is committed to reviewing and evaluating the 
practices and procedures of the Office of Children's Services (OCS) and in making 
recommendations relative to its findings to insure the safety and the well-being of the 
children of Alaska, 

The CRP will achieve this commitment by examining the policies and procedures ofthe 
Office of Children's Services and collaborating agencies; examining, where appropriate, 
specific cases; evaluating the extent to which agencies are carrying out their child 
protection responsibilities; and preparing and making available to the public an annual 
report 

MANDATE FOR THE GROUP 

The Citizens' Review Panel (CRP) is federally mandated through the Child Abuse 
Prevention and Treatment Act (CAPTA); Keeping Children and Families Safe Act of 
2003, The CRP is also mandated through Alaska statute Sec. 47.14.205. 

"By allowing the Panels to have complete access to child protection cases, by requiring 
Panels to publicize their findings, and by requiring states to respond to criticisms and 
recommendations of the Panels, the Committee intends to subject states to public 
criticism and political repercussion if they fail to protect children." (United States 
Congress, House Report 104-081, 1995, p.l) 

DUTIES ASSIGNED TO THE GROUP 

Summary of duties The CRP shall examine the policies, procedures, and practices of 
State and local agencies and where appropriate, specific cases, to evaluate the extent to 
which State and local child protection system agencies are effectively discharging their 
child protection responsibilities. 

Alaska Citizen Review Panel 2 
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CRP duties 

Evaluate OCS compliance with federal and state laws, examine policies and 
procedures for consistent statewide implementation, review cases with fatalities or 
near fatalities. The CRP shall evaluate the extent to wh ich OCS is effectively 
discharging its child protection responsibilities under: 

I. the State Plan submitted to the U.S. Department of Health and Human 
Services under 42 U.S.c. 51 06a(b); 

2. Child Protection Standards under federal and state laws; and 
3. any other criteria that the CRP considers important to ensuring the 

protection of children, including the level and efficiency of coordination of 
foster care and adoption programs in the state and a review of child fatalities 
and near fatalities. 

In carrying out the responsibilities listed above, the CRP shall examine the 
policies, procedures, and practices of OCS, and, where appropriate, evaluate 
specific cases of child abuse or neglect. 

Maintain confidentiality. A person attending a CRP meeting or a CRP member or 
CRP staff may not make any disclosure related to information obtained during a 
review by the CRP. A violation is subject to a civil penalty of up to $2,500 for 
each violation. 

• Conduct public outreach. The CRP shall conduct public outreach and gather 
public comment on current OCS procedures and practices involving children and 
family services. 
Produce an annual report. The CRP shall prepare and make available to the 
governor, the legislature, and the public an annual report containing a summary of 
its activities and recommendations for the improvement of child protection 
services in the state. 

Meet at least every three months. The CRP is required by law to meet every three 
months. Additional meetings and/or teleconferences are scheduled as needed. 

DUTIES ASSIGNED TO OCS RELATED TO THE CRP 

HSS support. The Commissioner shall, by regulation, establish policies and procedures 
necessary to carrying out the duties of the CRP. 

Cooperation with state panel. OCS shall provide the panel access to information 
on child abuse or neglect cases that is necessary for the CRP to carry out its 
duties. 

• Report response. Not later than six months after the date on which the report is 
released, OCS shall submit a written response that describes whether or how OCS 
will incorporate the recommendations of the CRP (where appropriate) to make 
measurable progress in improving the child protection system. 

Alaska Citizen Review Panel 3 
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Membership and Staff Support 

Required membership The panel shall be composed of volunteer members who are 
broadly representative of the state, including members who have expertise in the 
prevention and treatment of child abuse and neglect. 

Current membership 

Fred Van Wallinga, Chair, Willow 

Carol Olson, Vice Chair, Anchorage 

Pamela Dupras, Kodiak 

Dana W. Hallett, Soldotna 

Arthur S. Hansen, Fairbanks 

Susan Heuer, Anchorage 

Kristin Hull, Wasilla 

Ralph Taylor, Eagle River 

Former members who left the group during this reporting period 

Paul Burke, Nome 

Esperanza Redelfs, Ketchikan 

Desired membership The CRP would like to meet its requirement to be broadly 
representative of the state by widening the geographic and racial and ethnic diversity of 
the membership. The group is working to recruit new members from underrepresented 
areas of the state as well as a greater diversity of child-centered expertise and 
backgrounds. 

OCS liaison Tammy Sandoval, Director, is the current liaison between OCS and the 
CRP. 

Staff support Staff support is provided by Sylvan Robb and Nancy Lowe of 
Information Insights. 

Alaska Citizen Review Panel 4 
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Meetings and Activities 

Group meetings 

July 10, 2008 

September 17,2008 

November II, 2008 

November 21, 2008 

February 4-6, 2009 

March 26, 2009 

May 1,2009 

May 26, 2009 

June 2, 2009 

June 19,2009 

June 29, 2009 

Other activities 

August 28,2008 

September 10, 2008 

November 18, 2008 

November 20, 2008 

January 6, 2009 

January 7, 2009 

January 8-9, 2009 

January 12-13, 2009 

Alaska Citizen Review Panel 

In person - Anchorage 

Teleconference 

Teleconference 

In person - Anchorage 

In person - Juneau 

Teleconference 

In person - Anchorage 

Teleconference 

Teleconference 

Teleconference 

Teleconference 

Fairbanks: Art Hansen, Fred Van Wallinga, and 
Sylvan Robb met with Representative John Coghill 
and his Chief of Staff, Rynnieva Moss 

Participated in teleconference for the Child and 
Family Services Review 

Fairbanks: Art Hansen and Sylvan Robb met with 
Coleen Turner, Children's Services Manager for 
Northern Regional Office 

Met with Alaska Department of Health and Social 
Services Commissioner, Bill Hogan 

Safety training teleconference with Director Tammy 
Sandoval 

Dillingham: Art Hansen and Susan Heuer met with 
local OCS staff and partnering agencies 

King Salmon: Art Hansen and Susan Heuer met 
with local OCS staff and partnering agencies 

St. Mary's: Dana Hallett and Kristin Hull met with 
local OCS staff and partnering agencies 

5 
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January 18-21, 2009 

January 28, 2009 

January 29-30, 2009 

April 27-30, 2009 

May 14,2009 . 

May 20-22, 2009 

Annual activities 

2009 Annual Report 

Unalaska: Dana Hallett and Sylvan Robb met with 
local OCS staff and partnering agencies 

Bethel: Pamela Dupras and Fred Van Wallinga met 
with local OCS staff and partnering agencies 

Aniak: Pamela Dupras and Fred Van Wallinga met 
with local OCS staff and partnering agencies 

Alaska Native Indian Child Welfare Agency, 
Second Annual Alaska Child Welfare Summit 

Sylvan Robb presented to the Tribal State 
Consortium 

Jackson Hole, Wyoming: Fred Van Wallinga 
attended the National Citizen Review Panel 
conference 

Although the CRP was formed in May 2002, the core of its current membership has been 
in place for approximately five years. The group meets face-to-face quarterly, with 
monthly teleconferences in between. Panel membership has remained steady this year 
with eight members, although there were extended absences during the year. Two 
members missed a portion of the year; one for health reasons and the other due to military 
deployment. One member resigned when she moved out-of-state. A newly recruited 
member had to resign due to a family medical emergency before becoming very active. 
Another new member was recruited and has been an active participant for much of the 
year. 

The CRP continued to focus this year on two areas for which we had previously 
advocated. The CRP visited the Copper River Basin area in November 2007. We had 
serious concerns about this area before and after our site visit. The local OCS field office 
in Glennallen was a one-person office and struggled to retain a staff person. We have 
continued to monitor the progress and keep a close eye on the office. We were extremely 
encouraged to see the community rally and organize to start a child advocacy center 
(CAC) for the area. OCS was responsive to the needs of the area and the acknowledged 
additional staff time required by the creation of the CAe. A second staff person has been 
assigned to the field office. The office suffered an unfortunate set back when the newly 
hired staffer was seriously injured in a car accident. OCS has been very responsive to the 
needs of the region and recently promptly filled that position with a new worker in the 
interim. 

Our second area of focus has been, and continues to be, the creation of a fifth service 
region for OCS to be headquartered in the Bethel area. That was our most important 

-Alaska-Citizen Review'Panel 6-
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recommendation in our annual report last year and is a recommendation again this year. 
More information is included in the recommendations section of this report. 

As more people become aware of our existence we receive more calls from dissatisfied 
citizens. As in the past, we inform people that we do not intervene in individual cases, 
but encourage people to avail themselves of either the OCS grievance process or to open 
a case with the Ombudsman's Office. When we are aware of cases, we do try to monitor 
complaints with an eye out for patterns of problems. 

We collected a great deal of regional data personally through community site visits. We 
interviewed local OCS staff and stafffrom the following types of partnering agencies 
regarding what is working and what needs improvement in their relationship with OCS 
and how we can help facilitate those efforts. 

• Counseling center staff 
District attorneys 

• F oster parents 

• 
• 
• 

Health aides & public health nurses 
Health clinic staff 
ICWA workers 
Local police departments 
Municipal representatives 
OCS staff 
School principals, nurses & counselors 
State troopers 
Tribal representatives 
WIC workers 

We also learned a great deal from other people in these same job types during discussions 
at several conferences we attended. One conference we attended was the Second Annual 
Alaska Child Welfare Summit put on by the Alaska Native Indian Child Welfare 
Association (ANICW A). Attendance at these conferences provides extremely valuable 
networking opportunities, especially to hear from rural residents from many 
communities. Conference attendance is an excellent way to continue to make people 
aware of our existence. A 3' by 6' banner with our name and logo was purchased, and 
we were able to staff a table with information during the ANICWA conference. 
Unfortunately, attendance was down this year as travel budgets have been cut or frozen 
due to the poor economy. 

We had additional training opportunities this year to include one member attending the 
National Citizen Review Panel Conference in Jackson Hole, Wyoming. Attendance at 
the national conference allows us to learn of any legislative changes that impact citizen 
review panels and to network with members from other states to exchange ideas. We are 
active participants in the national listserv for CRPs. We have responded to data requests 

Alaska Citizen Review Panel 7 
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as well as submitting several questions to solicit information from the national 
community of CRPs. 

In addition to collecting data, we also provided data this year. We attended a 
teleconference to provide input on the Child and Family Services Review conducted by 
the federal Children's Bureau. One of our members, Art Hansen, also participated in an 
in-person meeting and several teleconferences related to this process. We look forward 
to monitoring OCS' progress towards the goals laid out in the Performance Improvement 
Plan. We also provided feedback to OCS for the mandatory five-year plan they 
submitted to the federal government. 

Director Tammy Sandoval has been our OCS liaison for the entire year. We have been 
pleased with the direct communication and access this affords us. The relationship and 
outcomes have improved between OCS and the CRP. In addition to her involvement in 
our quarterly meetings, Director Sandoval also provided us with a half-day tutorial on the 
Safety Assessment which is a new practice being implemented throughout the state. 

As part of our public outreach we presented testimony to the Alaska House Health and 
Social Services Committee about our activities and recommendations. While in Juneau 
we also met with members of the Governor's staff, the Commissioner of Health and 
Social Services and numerous individual legislators. We also continue to maintain our 
website for public outreach at www.crpalaska.org. 

At our May meeting, we held officer elections and Susan Heuer was elected as our new 
chair. Carol Olson was re-elected as vice chair. 

-
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Recommendations 

Recommendation I. That resources for state departments be standardized 
Currently there are many resources that are available in numerous state departments that 
are not standardized. We acknowledge and agree that not all departments have the same 
needs nor do they require being treated the same in all circumstances. However, if 
Alaska values the safety of its children it will not prolong the time it allows the Office of 
Children's Services to continually be under-resourced. 

In nearly every rural community we visited, we have heard of the problems plaguing 
OCS offices related to slow Internet connections. This is not a matter of convenience, as 
some may imagine it; the horrifically slow Internet connections endured by these offices 
has a tremendous impact on productivity. Workers in rural offices can spend 20 minutes 
doing something that takes two to three minutes in an office with a decent connection. 

One result of these very slow connections is to impact the safety and outcomes for 
children as workers have less time to provide services to children and families. While 
that alone should be enough to motivate a remedy to the situation, directly jeopardizing 
the safety of children is not the only impact. Due to the overwhelming amount of time 
needed to enter data into OCS' ORCA database in offices with these tremendously slow 
connections, workers tend to get quite behind with their entries. This leads to a 
substantial lag between the data in ORCA and the reality on the ground. Since OCS is 
admirably trying to make decisions based on data, ORCA is frequently mined for data to 
inform decisions. However, those decisions are then made based on outdated data. 

Another example of the impact this has on children could be witnessed during a recent 
termination trial. An OCS supervisor from Bethel was called as a witness and the 
Attorney General was asking her questions based on ORCA entries. Her testimony lasted 
four hours when it should have been 45 minutes. The long lapses allowed previously 
unprepared defense attorneys time to prepare and left the supervisor feeling frustrated and 
unprofessional. Even though it was not her fault, the delay left a bad impression of 
OCS's expertise on the court. Additionally, it wasted three hours of the supervisor's 
time. 

The most frustrating part of this scenario is that in nearly all the communities we have 
visited where we heard of these exceedingly slow Internet connections, we have found 
other offices of state government to be connected at the highest speeds. OCS should not 
always be provided with the slowest connection. We understand that this problem 
requires remedy by those outside ofOCS in other state agencies. We have faith that 
these agencies too will value Alaska's children's safety and work with OCS to find a 
solution to this issue. OCS workers have jobs with plenty of inherent challenges; they 
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don't need to endure this maddening one while knowing that the school, the Trooper's 
office, and the public health nurses all have faster connections, 

The other resource that is available to some state agencies as a recruitment tool for rural 
workers is housing. Schools and Troopers in some rural communities have recognized 
that being able to offer decent housing makes it much easier to recruit qualified workers 
to remote communities. OCS would like to be able to use this recruiting tool as well 
since attracting applicants to rural positions is difficult. We hope this issue can be 
explored. Since the model already exists in other departments, the issue seems one of 
funding rather than figuring logistics or having to pilot a project. 

While our immediate desire is to see OCS receive the same quality Internet connection as 
other offices and the same recruiting tools, we think the state is missing an opportunity to 
save money by consolidating these services. In the same way that all state agencies must 
book travel through the state travel office, all state agencies in a community should share 
an Internet connection. Likewise, all agencies could share state housing in a community 
for recruiting purposes. We feel this has the potential to raise the caliber of everything 
being offered by various agencies. Better services would decrease frustration, improve 
employee retention, and improve the delivery of state services. 

Alaska Citizen Review Panel -10 -.- .. 
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Recommendation 2. That oes continue to work toward having a fifth service 
region headquartered in Bethel 

Population and Land Area 
Currently OCS serves the state through four regions: Southeast. Anchorage, the Northern 
region (which includes the area north ofSt. Mary's) and the Southcentral region (which 
is the remainder of the state). The map below shows the existing regions. 
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Currently there is one office in the Anchorage region, five offices in the Southeast region, seven offices in the Northern region and 13 
offices in the Southcentral region. The existing South central region has 12 field offices which is twice as many as the region with the 
next largest number offield offices-six in the Northern region--and three times as many field offices as Southeast (which has four 
field offices). The following map shows the dozen field offices in the Southcentral region and the regional headquarters in Wasilla . 
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We propose that in order to better serve the sizable and culturally distinct area of 
Southwest Alaska, OCS create a fifth region to be headquartered in Bethel. This region 
would be broken out from the existing Southcentral region (SCRO). The existing 
Southcentral region includes 37% of Alaska's land area and 30% of its population. 
SCRO as it exists is the size of California and Michigan combined. 

In our annual report last year we also advocated strongly that OCS develop a fifth 
service region. Last year we advocated carving off six of the field offices from the 
existing SeRO-Aniak, Bethel, Dillingham, King Salmon, S1. Mary's and Unalaska. We 
continue to feel passionately that creating a fifth service region will allow OCS to provide 
better services in both the new region and in SCRO--which would be much smaller after 
the creation of the new region. After making our recommendation in last year's annual 
report, we had the opportunity to travel to all six field offices that we proposed for 
inclusion in the new fifth region. 

After meeting with OCS workers and community partners in all six communities, we are 
amending our recommendation this year. The fifth region we propose would be 
headquartered in Bethel and would include the Bethel, Aniak and St. Mary's field offices. 
While the inclusion of the six offices proposed last year makes sense geographically, the 
inclusion of all six communities does not make sense when travel routes are considered. 
As the crow flies, it is 850 miles from Wasilla to Unalaska and only 510 miles from 
Bethel to Unalaska. However, the only route between Unalaska and Bethel travels 
through Anchorage, so serving Unalaska and other communities on the Anchorage travel 
corridor from Bethel does not make sense. However, we continue to believe that the 56 
Yup'ik villages in the Bethel area-a culturally cohesive area and an area with many 
challenges - deserves to be served from a region headquartered in the area. 

The table below lists all the boroughs and census areas included in the existing 
Southcentral region. Those areas above the heavy line would remain in the Southcentral 
region after the proposed Southwest region is created. Those below the heavy line would 
be in the proposed Southwest region. The existing boundary between the Northern 
region and SCRO is a straight line east-west across the state, so it does not follow 
borough or census area boundaries. We have estimated the percentage of the census 
areas in the proposed Southwest region for those census areas bisected by the boundary. 

Alaska Citizen Review Panel 13 
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Borough or Census Population % Population % Population Land Area 
Area (2006 Census Under 5 Years Under 18 (sq. miles) 

Bureau est.) Old Years Old 
Aleutians East 

2,647 3.5 12.1 6,988 
Borough 
Aleutians West 

5,239 3.2 12.8 4,397 Census Area 
Bristol Bay Borough 1,042 6.5 27.0 505 
Dillingham Census 

4,970 8.7 33.6 18,675 Area 
Lake and Peninsula 

1,548 8.1 31.2 23,782 Borough 
Kenai Peninsula 

52,304 5.8 24.7 16,013 Borough 
Kodiak Island 

13,072 7.7 30.0 6,560 Borough 
Matanuska-Susitna 

80,480 6.4 26.2 24,682 Borough 
Valdez-Cordova 

9,872 6.2 24.7 34,319 
Census Area 

Bethel Census Area 17,147 11.2 37.1 40,633 
Wade Hampton 

6,443* 13.7 42.4 14,614 * 
Census Area 
Yukon-Kouyukuk 

877** 6.5 27.9 21,885** Census Area 
Total current 

201,745 7.0 27.3 213,053 
SCRO 
Total proposed 

24,467 11.7 38.2 77,132 Southwest region 
Total remaining 

177,278 6.2 25.6 135,921 SCRO 
Alaska 670,053 7.4 27.1 571,951 

'" Estimate 85% of Wade Hampton Census Area in proposed Southwest region, figure is 85% of lot a!. 

** Estimate 15% of Yukon-Koyukuk Census Area in proposed Southwest region, figure is 15% of total. 

The proposed Southwest region would have 4% of Alaska's population, although it 
would contain 2% of Alaska's children under 18 years old. While the population in the 
proposed new region is not sizable, 38% of that population is children. The proposed 
Southwest region would also include 14% of Alaska's land area. This would leave the 
remaining SCRO with 26% of Alaska's population, 24% of Alaska's children under 18 
years old and 24% of Alaska's land area. 

-
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The proposed Southwest region has a large number of communities. There are at least 56 
villages in the Bethel region. All of those communities are substantially closer to Bethel 
than to Wasilla in many ways. The communities are geographically closer, culturally 
closer, and much closer in lifestyle being all off-road small, rural communities. 

Great Need-Troubled Region 
As reported in the Anchorage Daily News article, Slowly, Western Alaska starts to break 
silence on sexual abuse, Children are often victims of relatives by Alex DeMarban of the 
Tundra Drums, Bethel has more sexual assaults than Anchorage in absolute numbers (not 
per capita). This article was published on January 22, 2008. A portion of the article is 
excerpted below. 

EPICENTER: BETHEL 

New statistics from the Alaska State Troopers suggest that Western Alaska 
leads the state in cases of sexual abuse of a minor -- often when girls are 
raped or molested by intoxicated adult male relatives and acquaintances -­
and cases of sexual assaults against women. 

A soon-to-be released study of 989 such cases investigated statewide by 
troopers in 2003 and 2004 shows that the greatest number -- 476 cases, or 
48 percent -- occurred in Western Alaska, said Katie TePas, a troopers 
program coordinator. 

The region is immense -- containing more than one-third of the state's land 
mass -- and stretches from Kotzebue in the north to Kodiak in the south 
and out the Aleutian Chain past Unalaska. It's served by 13 trooper posts 
in what's known as the C Detachment. 

But the population is small, represented by dozens of villages -- many 
with fewer than 500 people -- and a handful of hub communities, such as 
Kodiak, Bethel or Nome, each with fewer than 6,000 people. 

In the vastly more populated regions along the road system -- including 
Anchorage, Fairbanks and the Matanuska-Susitna Borough -- troopers 
investigated fewer such cases during the two-year period. Combined, 
trooper posts in those areas investigated 299 of the studied cases, or 30.2 
percent of the total during the two-year period. 

Ground zero is the Bethel region, where troopers investigated 17 percent 
of the cases, more than any other post in the state, TePas said. 

"We have an epidemic," she said. "It's a statewide epidemic, but the 
epicenter, our data shows, is the Bethel region." 

CHILDREN MOST VULNERABLE 

Alaska Citizen Review Panel 15 
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TePas presented the numbers at a summit on Alaska Native child sexual 
abuse in Anchorage earlier this month. 

The results are highlights from an 102-page study done by the Justice 
Center at the University of Alaska Anchorage, she said. 

Only trooper cases that entered the justice system during the two-year 
period and reached a conclusion -- cases that did and did not result in a 
conviction -- are included in the study, TePas said. 

The early figures paint a disturbing picture of rapes and other sexual 
violence against adults and children in Western Alaska, where the 
population is largely Alaska Native and villages are often loose extensions 
offamily. 

In all the 989 cases, family members and friends sexually abuse or assault 
each other in more than 90 percent of the incidents, she said. 

They're especially hurting children. The most common charge during the 
two years was second-degree sexual abuse of a minor, a class B felony 
that generally means the rape or other molestation of someone 16 years 
old or younger, often by an adult. 

Almost one-fourth of the child victims were from ages 13 to 15, she said. 
Nearly the same number were from ages 6 to 12. 

Strangers were the perpetrators in less than 1 percent of the cases 
involving children, TePas said. 

Precedent in Other Agencies 
There are other state agencies that have more than four regions. The best example is that 
the Alaska State Troopers divide the state into five detachments (A-E) headquartered in 
Anchorage, Fairbanks, Ketchikan, Palmer and Soldotna. They have posts in 36 
communities. The Troopers are the best agency for OCS to compare itself to because 
both agencies share a need to be able to respond quickly in emergency situations. Safety 
requires proximity. Additionally, knowing the community can provide a great benefit in 
allowing workers to diffuse situations and find the most appropriate outcome. Workers 
in both agencies need to he culturally competent and familiar with the local services. 
While the Troopers' detachment C does not mirror exactly the proposed Southwest 
region, the areas are similar. This arrangement works well for the Troopers and would 
work well for OCS. With the Troopers being a primary partner for OCS, it makes good 
sense to have this region to strengthen the partnership between these agencies. 

Community Support 
Prior to our testimony before the House Health, Education, and Social Services we 
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received letters from residents and agencies in the Bethel area in support of keeping the 
Supervisor 5 position in Bethel and for the creation of a new region. We received 15 
letters of support which may be viewed in their entirety on our website. 

Conclusion 
There are many strong reasons for creating this new region. 

• The area is 14% of Alaska. Ifit were a state, it would be the eighteenth largest 
state just behind South Dakota, but ahead of Washington. 

• The area is entirely off the road system, complicating travel and creating different 
circumstances than on-road communities face. 

• The area has a higher percentage of population who are children than the state 
overall. 

• The area has a great need having the highest rates of sexual assault. 
• The area is culturally distinct due to the large, strong Yup'ik population. 
• The Alaska State Troopers, who also provide public safety, serve the state through 

five regions. 
• The community supports the effort. 
• The OCS offices and staff are already in place. Only four new positions need to 

be added. 

In· addition to serving this culturally distinct area that comprises 14% of Alaska much 
better, removing responsibility for this area would allow the currently over-stretched 
SCRO to provide better services to all those children and families remaining in its area. 
SCRO has many challenges and would greatly benefit from having less on its plate. 
There are so many good reasons to do this. 

Given what we have learned in the time since we first made this recommendation, we 
intend to continue to collect data regarding this idea. We also have a better grasp of the 
funding process and know that such an idea cannot be implemented immediately and will 
require much advocacy on our part and those from the communities in question who 
support the idea to make it a reality. Our conviction remains strong that this is needed to 
make headway at resolving a majority of the child protection issues in this region. 

We request that OCS provide us with an action plan that includes a time line to make this 
a reality. We would like that plan to clearly specify what can be accomplished every year 
until the fifth region is created. The CRP pledges to continue to advocate for this region 
while collecting data via a survey to determine the exact boundaries of the proposed 
regIOn. 

Alaska Citizen Review Panel 17 
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Recommendation 3. Supporting and developing the relationship between OCS & 
ICWA (Indian Child Welfare Act) workers 
A great deal of effort has been directed toward the problem of disproportionality in 
Alaska's child welfare system; the problem being that approximately 65% of the children 
in OCS custody are Alaska Native while only 15% of the population of the state is Alaska 
Native. There are many causes for this problem and many well-qualified, well-funded 
people have been and continue to work on this issue. 

We have one recommendation that we feel can only help address this issue. An improved 
relationship between OCS workers and ICWA workers in all communities will improve 
communications, trust, and outcomes for children. If workers can see each other as 
resources, teammates, and trust that the other also has the best interest of the child as their 
motivation the system can only be improved. 

We know that many efforts have been made at the highest levels to improve 
communication, collaboration and trust between OCS and the tribal agencies. However, 
we are really advocating for relationship building at the ground level. We recommend 
that OCS find models where these relationships exist, where there are new and different 
programs and try to replicate those successes. Some innovative programs include the 
Knowing Who You Are program supported by the Annie E. Casey Foundation, the 
program being implemented in Quinihok, and the Lakota program - Family Group 
Decision Making. 

One way for OCS to demonstrate its trust in ICWA workers, and free its workers to make 
home visits and do other necessary tasks, is to allow ICW A workers to license foster 
homes. In many communities it takes nearly a year to become a licensed foster home, in 
part because of the infrequency of visits to many communities by OCS licensing workers. 
Allowing ICWA workers to make those visits would speed the process of becoming 
licensed. This will encourage more people to open their homes if the licensing process is 
not so drawn out and onerous. 

We encourage OCS to implement any recommendations made by the Casey Foundation 
related to this issue. 

Alaska Citizen Review Panel . 

._.-----------------------------------------------------------------------------------------------



2091 

2009 Annual Report 

Recommendation 4. oes explore any and all means to relieve social workers of 
some of their paperwork burden 
In too many of the communities we visit we hear social workers complaining that their 
title is a misnomer since they do not have time to practice social work due to paperwork 
burdens. Social workers are skilled practitioners and should be spending as much of their 
time as possible using those skills to provide services to children and families. Any ideas 
should be explored and encouraged to make this a reality, including a dictation service 
(being used by at least one office). Having more social services aids (SSA) on staff 
would enable these lower paid workers to handle some of the paperwork burden, freeing 
more highly paid social workers to use their valuable skills to help support Alaska's 
struggling families. 

We urge oes to develop and implement a staffing ratio for social workers-to-SSAs and 
to work to secure funding to enable this ratio to be implemented. Adequate ratio of SSAs 
to SW enables oes to work smarter-using limited resources in a more efficient manner. 
Another way to improve social workers' productivity is to purchase more laptops for 
workers to use when traveling. Especially in rural Alaska where weather delays can last 
days, having a secure laptop is the difference between wasted time and productive time 
while waiting out a storm. 

Enabling social workers to practice social works helps improve worker retention. This is 
the number one request we have heard from social workers when we are in the field. 
They need help with filing, making basic calls, and transporting children; all tasks that do 
not require a social work background to do a good job. 

Alaska Citizen Review Panel 19 



2092 

2009 Annual Report 

Commendations 

We would like to thank Governor Palin for granting a waiver to OCS during the hiring 
freeze. 

We commend OCS for thinking outside the box to implement the Knowing Who You 
Are training sponsored by the Annie E. Casey Foundation to forge personal and working 
relationships between regional OCS and ICW A workers. Both groups report a high 
degree of satisfaction with the new collaborations that have resulted. 

We commend OCS Director Tammy Sandoval for supporting the new child advocacy 
center in the Copper River Basin by finding a way to collocate the Glennallen OCS Field 
Office with the CAe. 

We commend OCS Director Tammy Sandoval for working to improve collaboration with 
several other state agencies, such as the Division of Juvenile Justice and the Division of 
Behavioral Health. This is an excellent idea and we hope she will continue in this vein, 
reaching out to as many other state agencies as possible. In this climate of reduced state 
funding, collaboration is one way to try and stretch state dollars to serve as many children 
and families as possible. Certainly, many state agencies can and frequently do have the 
same clients. 

Alaska Citizen Review Panel 20 



2093 

2009 Annual Report 

Respectfully submitted by the Citizen Review Panel: 

Fred Van Wallinga, Chair 
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Never doubt that a small, dedicated group of citizens can make a difference. 
Indeed, it is the only thing that ever has ... 

- Margaret Mead 
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Recommendation 2 - That OCS continue to work toward having a fifth service region 
headquartered in Bethel. 

While the OCS believes there is merit to the CRP recommendation to establish a fifth, 
'Southwest' service region for the Bethel area, again this year the Governor's Proposed FY2011 
Budget does not include such a request for OCS, The CRP reports that the current South-central 
region's 12 field offices, Bethel included, are twice as many as the region with the next largest 
number of field offices (Northern region), The current South-central region includes 37% of 
Alaska's land area and 30% of Alaska's population, This newly proposed region includes an area 
of the state with the highest rates of sexual assault, It is culturally distinct due to its large 
Yup'ik population. Communities in this area are geographically and culturally closer to Bethel 
than Wasilla, the current region's headquarters, These communities represent off-road, small 
and rural communities and villages, 

OCS believes having a fifth service region headquartered in Bethel could result in an increase in 
local knowledge of families; familiarity with the available service array; an increase in cultural 
competency of OCS staff; better support, retention, supervision and management of OCS staff; 
a savings in oes travel expenses; and improved outcomes for children and families in the 
region, 

While the CRP has created considerable public support for this area of the state standing as its 
own region, it is important to note that this recommendation is contingent upon other State of 
Alaska priorities, 

Recommendation 3 - Supporting and developing the relationship between OCS & ICWA 
lindian Child Welfare Act) workers. 

The OCS agrees wholeheartedly with this recommendation. It is precisely our intent to 
continue to collaborate with tribal agencies to best serve Native Alaskan children and families, 
For several years OCS and tribes (Tribal State Collaboration Group) have come together three 
times a year to meet, discuss and plan our collaborative work to improve outcomes for Native 
Alaskan children in the state's custody, TSCG addresses all policies related to the Indian Child 
Welfare Act (ICWA) and state compliance with ICWA, 

In the past several years, both OCS and tribes have agreed on the value of cross training and 
have begun to invite one another to training as a means of increasing collaboration, shared 
education experiences and improved cultural competency of state staff. One example of such 
training is "Knowing Who You Are" (KWYA) training, Please see 
b.1!QJLwww,casey.urg!Resources!lnitiativcs!KnowingWhoYouAr~ for more information about 
the specific 3 phase training that has been mandated for all oes staff involved in child and 
family decision making. 

2009 eRP Report response Page 3 
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Most evident of the commitment by OCS to collaborate with tribes is the work of the Federal 
Western and Pacific Child Welfare Implementation Center (IC). In April of 2009, Central Council 
of Tlingit and Haida Indian Tribes of Alaska, together with 15 other Alaska Tribal Organizations, 
applied for and received an award of assistance to further TSCG's efforts related to 
disproportionality within the state child welfare system. The IC will assist tribes, OCS and the 
Court System to develop a targeted strategy and action plan for addressing long term 
systematic change with a keen focus on several crucial issues impacting Native families who 
come to the attention of OCS. 

Additionally, last year, state and tribal work expanded to include working together on child 
maltreatment prevention, in that an Alaskan Team was selected to attend a National PREVENT 
conference to develop culturally competent strategies related to reducing the rates of child 
maltreatment in the Native communities in Alaska. 

The OCS continues to develop and support ways to empower tribes to intervene with families 
before an OCS intervention is warranted and to be involved in an Alaskan Native family's OCS 
intervention from the very beginning. Given the past history of state involvement with tribes, 
this work will be ongoing and critically reviewed to assure improvement in communication, 
trust and outcomes for families. 

Recommendation 4 - Des should explore any and all means to relieve social workers of some 
of their paperwork burden. 

Like most of the challenges facing Alaska's Child Protective Services (CPS) caseworkers, the 
paperwork aspect of the job is an area of concern for CPS workers in many other states. CPS 
management across the nation strives to balance the necessity of meaningful family contact 
with the requirements of documentation and reporting a type of public service that is subject 
to legal review and strict federal funding rules. The OCS completely agrees with the 
recommendation that caseworkers should be spending as much of their time as possible with 
the children and families they serve. We will continue to explore and implement ideas that can 
decrease time spent on administrative duties and increase the time our staff spends doing work 
in the field with families. 

Transcription services or 'dictation services', as referenced in CRP report, was being utilized 
throughout the OCS Anchorage, Fairbanks, Ketchikan, Kenai, Wasilla, Homer and Unalaska 
offices during 2009. On average, approximately 32 caseworkers used the service each month. 
The availability of transcription services is explained to all new caseworkers when they attend 
the new employee orientation training provided by the UAA Family & Youth Services Training 
Academy. To increase transcription services usage in 2010, OCS management intends to focus 
on a promotional effort by identifying super-users of the service and asking them to deliver 
presentation and training opportunities to their peer groups. (As a side note to the dictation 
services issue, the Juneau OCS has also been using the transcription product Dragon Speak and 
the Fairbanks OCS recently started piloting this tool as well.) 

2009 CRP Report response Page 4 
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In another effort to help caseworkers better manage the administrative requirements of their 
job, as noted above, the oes distributed Netbooks to our Bethel, St. Mary's and King Salmon 
offices in October of 2009. These mini laptops will allow staff to access their State of Alaska e­
mail accounts and word-processing applications while in travel status or otherwise away from 
their office computers. This tool is expected to help caseworkers maximize the hours in a work 
day, decreasing the amount of work waiting for them when they return to their desks and 
thereby increasing the amount of time available to them to make family contacts. The original 
distribution of Netbooks is being considered a pilot project. If implementation is deemed 
successful, the oes intends to purchase more Netbooks and deploy this tool to all rural offices 
across the state. 

The oes agrees that having more Social Services Associates (SSA) would greatly assist the front 
line worker in completing their plethora of tasks; however, new appropriations are determined 
through the Governor's priorities and the will of the legislature. In lieu of no new proposed 
positions in the upcoming fiscal year, oes will continue to review its staffing and workload 
levels around the state and propose current position relocations or reassignment oftasks 
between job positions if deemed necessary to manage workload. 

In summary, oes continues its efforts to change the culture and improve the practice of eps 
work in Alaska. Systems reform will continue during 2010 and each year thereafter. 
Recruitment of quality staff, their development, and the support they're provided remains a 
top priority. We recognize that the safety of many children and the strength of many families 
are reliant upon our ability to retain the most competent of staff and provide the most effective 
of services Alaska has to offer. 

2009 eRP Report response Page 5 
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Our focus areas today will 
be: 

• To provide a brief overview of the 
Citizen Review Panel & to highlight 
our activities since last year 

• To share with you what we hear 
about the Office of Children's 
Services 

• To ask you to help improve the 
situation 
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Mandate for the Group 

The Citizen Review Panel is mandated 
by state and federal law. The CRP was 
created through the federal Child Abuse 
Prevention & Treatment Act (CAPTA); 
Keeping Children & Families Safe Act of 
2003 and through Alaska statute Sec. 
47.14.205. 
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CRP Vision 

To enable the Office of Children's 
Services to implement its policies 
and procedures in a culturally 
sensitive and consistent manner 
across the state. 
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Who are we? 
The CRP is composed of volunteer 
members who are broadly 
representative of the state, 
including members who have 
expertise in the prevention and 
treatment of child abuse and 
neglect. The group chooses its 
own members. 
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Current members 

• Fred VanWailinga, 
Willow (Chair) 

• Carol Olson, 
Anchorage (Vice­
Chair) 

• Pamela Dupras, 
Kodiak 

• Dana Hallett, 
Soldotna 

• Art Hansen, 
Fairbanks 

• Susan Heuer, 
Anchorage 

• Kristin Hull, Wasilla 
• Ralph Taylor, 

Anchorage (currently 
deployed with the 
Alaska National 
Guard) 
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CRP Duties 

Evaluate Office of Children's 
Services (OCS) compliance with 
federal and state laws, examine 
the policies, procedures and 
practices of OCS, and, where 
appropriate, evaluate specific 
cases of child abuse or neglect. 
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CRP Duties (continued) 

The CRP must also: 

• Maintain confidentiality 
• Conduct public outreach 
• Produce an annual report 
• Meet at least quarterly 
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Our focus 
for the past year 

• Potential for additional 5th service 
• region 

• Improving situation in Copper 
River Basin 
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What we've been doing 

• Holding monthly teleconferences 
• Produced an annual report 
• Attended the Alaska Native Indian 

Child Welfare Summit 
• Attended national Citizen Review 

Panel conference in Minnesota 
• Meeting in-person quarterl 

t · 
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What else we've been 
doing 

• Meeting with OCS partner agencies 
• Meeting with OCS staff from Director 

Sandoval to line workers 
• Participated in the federal Child and 

Family Services Review 
• Met with UA staff responsible for OCS 

training 
• Meeting with the Commissioner and 

Legislators ..:... • 

t 
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A couple more things 
we did 

• Attended the Family to Family 
Conference 

• Attended the Community Care 
Conference 

• Heard from concerned citizens 
• Received training on safety 

assessment 
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Where some of us have 
been 

• Aniak • Juneau 
• Bethel • King Salmon 
• Copper Center • Naknek 
• Dillingham • St. Mary's 
• Fairbanks • Unalaska 
• Glennallen 
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We've met with ... 

• Counseling center 
staff 

• District attorneys 
• Foster parents 
• Health aides & 

public health 
nurses 

• ICWA workers 

• Local police 
departments 

• OCS staff 
• School principals, 

nurses & counselors 

• State troopers 

• Tribal 
representatives 

• WIC workers 
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OCS is improving due 
to ... 

• Key personnel changes 
• System changes-safety 

assessment, expanded training, 
ORCA programming improvements 

• Increased collaboration with 
partnering state agencies CD]), 
Dept. of Law, etc.) 



N 
I-' 
I-' 

"" 

OCS is improving due 
to ... 

• Continued and increased financial 
support from Legislature during 
past couple fiscal years 

• Responsive to outside 
recommendations (ACTION for 
Children, CRP, federal audit) 
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Issues of concern 
• Hiring freeze 
• Region 5 
• Many solutions to problems are 

beyond the control of OCS, 
Director lacks discretion 

• Standardization 
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Issues of concern 
• Hiring freeze 

DeS is public safety like the Troopers in 
as much as they have a protective 
function 

In rural areas, workers are already 
stretched, further unfillable vacancies 
with no end in sight will directly affect 
child safety 

Increased risk of current workers leaving 
due to work overload 

• .f 
fizen 
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Issues of concern 
• Region 5 

- Last year we strongly advocated for 
Region 5 based on Bethel community 
support 

• seRO has 13 offices, next largest region 
has 7 

- DeS costed-out Region 5 for $1.5 
million, but the region was not in the 
Governor's budget 
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Issues of concern 
• Region 5 

- Bethel OCS and community partners 
continue to support this idea, but 
other communities have concerns 

- Over the next year, the CRP will 
intensively survey all Southwestern 
Alaska field offices and community 
partners 

- We continue to think that a smaller 
more culturally focused region is in 
the best interest of children •• 

t · 
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Issues of concern 
• Many solutions to problems are 

beyond the control of OCS, 
Director lacks discretionary powers 
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Issues of concern 
• Standardization of supports for 

employees varies between state 
• agencies 

- Housing 
- Internet 
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We'd like your help to 
address these concerns 
• Support the exemption of OCS 

from hiring freeze and issuance of 
immediate variances 

• Investigate and resolve the lack of 
standardization between state 

• agencies 
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Benefits of CRP 
• Seven volunteer members all 

contributing a minimum of 250 active 
hours annually 

• We're the eyes and ears of the public 
for the Legislature and Des 

• Unique function of identifying and 
advocating for ancillary services that 
DeS cannot request 

• JOintly we can achieve a vastly 
improved child protection system 
the children of Alaska 
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Overview of Federal Health 
Care Reform Legislation 

Deborah Erickson 

Department of Health & Social Services 

March 30, 2010 

03<,o-10DRAFT 
. 

Status 
II: P. L. 111-148: The Patient Protection & 

Affordable Health Care Act (H.R. 3590) 
- H.R. 3590 (health care reform legislation initially 

passed by the U.S. Senate last December) 

- Date of enactment: March 23, 2010 

III H.R. 4872: The Health Care and Education 
Reconciliation Act 
- Contains the House changes to H.R. 3590 

- Passed Congress March 25, 2010 

- To be signed by the President today (March 30) 

3/30/2010 
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Status 
iii At the direction of the Governor, Alaska's AG is 

currently conducting a legal review of the new 
federal law 

Ii A state executive branch interagency team is 
beginning work on policy review and impact 
analysis of the law ' 

(I The legislature will be involved in any decision 
regarding state implementation of any provision 
of the federal law that requires 
- A new state law 

- A state appropriation 
OJ-JQ.. 10 DRAFT 

Caveats & Disclaimers 

Il This presentation is a high-level overview of 
some key provisions and is not comprehensive 

m Many of the details needed to support impact 
analyses and implementation planning are 
unknown: 
- Anticipate more than 100 pages of new federal 

regulations, program guidance, and grant guidance 
for each page of the new law 

3/30/2010 

2 
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Overview of Legislation 
rt Health Care Coverage (Titles I & II) 

g Health Care Delivery (Title III) 

s Prevention and Public Health (Title IV) 

III Health Care Workforce (Title V) 

Ii Fraud, Waste, and Abuse (Title VI) 

£ Medical Technology (Title VII) 

m Community Living Assistance (Title VIII) 

III Taxes and Fees (Title IX) 

II Amendments (Title X) 
03-30-10 DRAFT 

Health Care Coverage Overview 

l.l Insurance Market Reforms 

II! Health Insurance Exchange 

111 Medicaid Expansion 

II New Insurance Pr0grams 

Ii Individual Requirements & Subsidies 

Ii Employer Requirements & Subsidies 

·13-.1O-100RAFT 

3/30/2010 

:. 
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Health Care Coverage 

fI; Insurance Market Reforms 
- Exclusions for pre-existing conditions prohibited 

• For children in 2010 

• For adults in 2014 

- Dependent coverage ~xtended to 26 years of age (201 0) 

- Annual and lifetime limits prohibited (2010) 

- Prohibition on rescissions (2010) 

- Guaranteed issue and renewal rules (2014) 

- Adjusted community rating rules limit variations in 
premiums to geographic area, tobacco use, age, and 
family composition (2014) 

- Gender discrimination prohibited 

03-30-10DRAFT 

Health Cqre Coverage 

II Health Insurance Exchange (2014) 
- State-based; Multi-state option 

- For individuals and small business «100 employees) 
• Large businesses allowed to participate starting 2017 

- Federal grants to states for planning and 
implementation (201 q) 

- Administered by gov'! agency or non-profit 

- Self-sustaining 

- State opt-out provision 
• Federal government required to establish Exchanges for 

slates thai opt oul 

, 

3/30/2010 

<1 
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Health Care Coverage 

It Medicaid Expansion (2014) 
- Eligibility expanded to all individuals under 65 

(including childless adults) up to 133% FPL 

- Maintenance of effort requirement: 
1\1 Effective as of March 23, 2010 

It States prohibited from reducing eligibility standards 
- For adults: Until Exchange is operational 

- For children: Until 09/30/2019 

- State option to implement expansion 
immediately without waiver (at state's FMAP 
rate until 2014, then enhanced) 

OJ-30-10 OAAFr 

Health Care Coverage 

iii Medicaid Expansion (continued) 

- Enhanced FMAP for expansion population 
1\12014 - 2016: 100% Fed 

1112017: 95% Fed 

112018: 94% Fed 

82019: 93% Fed 

112020 and beyond: 90% Fed 

9 

3/30/2010 

s 
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Health Care Coverage 

e Medicaid Expansion (continued) 

- Alaska's Projected Cost for Newly Eligible and . . 

Enrolled with Projected # of New Enrollees 
• 

Federal Fiscal # of "Expansion" FMAP State GF Cost 
Year Enrollees 

2014 23,467 100% Fed $0 ---,-
2015 23,584 : 100% Fed· $0 

2016 23,702 100% Fed $0 

2017 23,821 . 95% Fed 55.5 million 

2018 23,940 . 94% Fed $7.0 million 

2019 24,059 93% Fed $8,7 million 

2020 24,179 . 90% Fed $13.2 million 

03·3()'lQORAFT 

Health Care Coverage 

Ilil New Insurance Programs 
- High-risk health insurance pool (feds may 

contract with states) (2010) 

- Multi-state health plans created (under 
contract with private insurers by OPM) 

- Health Care Cooperatives: Non-profit 
member-operated health insurance 
companies created through loans and grants 

'2 

3/30/2010 

6 



2131 

Health Care Coverage 
~ Individual Requirements & Subsidies 

- Requirements (2014) 
II Choice between having a qualified health plan or 

paying a tax penalty 
- Tax penalty $695/year (Family capped at 3x individual 

penalty ($2,085)) or 2.5% of household income, 
whichever is gre~ter (phased in) 

- Exemptions include 

• Financial hardship 

• Religion 
• American Indians/Alaskan Natives 

• Lowest cost option exceeds 8% of income 

03-30-10 DRAFT 

Health Care Coverage 

Ii!! Individual Requirements & Subsidies 
- Subsidies (eft. 2014) 

II Premium Credits 
- Refundable/Advanceable credits for purchase of insurance 

through the Exchange 

- Individuals/families with incomes between 133%·400% FPL 

- Amounts tied to cost of plan and set on sliding scale based 
on income level 

II Cost Sharing Subsidies 
- Individuals/families ~etween 100% ·400% FPl 

3/30/2010 

7 
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Health Care Coverage 

III Employer Requirements & Subsidies 
- Requirements (effective 2014) 

II < 50 employees: Exempt 

B > 50 employees - if 1:or more employee receives subsidy: 
- And employer does not offer coverage, employer required to pay tee of 

$2.000/FTE (lit 30 FTEs excluded) 

- And employer provides coverage. employer required to pay fee at 
$750IFTE or $3,000 per subsidized employee (whichever is less) 

• > 200 employees: Required to provide insurance 

• Provide voucher to employees with incomes less than 400% 
FPL who chose to participate in Exchange 

• Report value of health care benefits on employees' W-2 
(2011 ) 

Q3.30-10DRAFT 

Health Care Coverage 

Ii Employer Requirements & Subsidies 
- Subsidies (phased in beginning 2010) 

" 

111< =25 employees:" Tax credits (for businesses with 
average annual wages < $50,000) 

II Temporary Reinsurance Program (2010) 
- For employers (including slate & local gov) offering 

health insurance to early retirees (aged 55-64) 

- Will reimburse employers 80% of retiree claims beffleen 
$15,000 and $90,000 until 2014 

" 

3/30/2010 

8 
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Health Care Delivery 
II Evidence-Based Practice (Comparative Effectiveness 

Research) 
II Quality Improvement (National Strategy) 

., Care Coordination and Service Integration 

., Primary Care Enhancement 
- Medicare 10% bonus to primary care physicians (2011-2015) 

- Medicaid Medical Home State Plan Option (90% FMAP for two years) 
(2011)· . 

- Increase Medicaid payment to Medicare rate (n/a in AK) 

• Payment Reform 
- Bundled payments (Medicare Pilot; Medicaid Demonstration) 

- Medicare Pay-for-Penormance Program 

OJ-3D-100RAFT 

Prevention & Public Health· 

II National Prevention Council and Fund 
IJ Coverage of clinical preventive services 
II Nutrition labeling on menus 
IIJ Community wellness grants 
i! Healthy lifestyles program incentives for 

Medicare and Medicaid enrollees 

" 

3/30/2010 

9 
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Health Care Workforce 

I!!I National HC Workforce Commission 

II Health care workforce assessment 

n Recruitment and retention programs 

if National Health Service Corps increased 

II! Training and education programs 
- Redistribute GME (graduate medical ed) slots 

OJ·3(} 1 0 DRAf r 

Fraud, Waste & Abuse 
IS New provider enrollment processes for Medicare 

and Medicaid 

m Data sharing across federal programs 

II Financial disclosure of financial relationships 
between health entities 

fi Increased penalties . 

Ii Providers required to implement compliance 
program 

II Demonstration grants to states for medical 
malpractice reform 

OJ-»lOOAAF'l 

3/30/2010 
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Community Living Assistance 

15 New long-term care insurance program (2011) 
- Voluntary 
- 5-year vesting 
- Cash benefit to help aged/disabled stay in home 

or cover nursing home costs 

OJ·30-100RAFT 

Taxes & Fees 
• 10% sales lax on indoor tanning (2010) 

• $2.8 billion annual fee on pharmaceutical industry (2012; increasing 
over time) 

• 2.3% sales lax on medical devices (2013) 
- Glasses, contacts, hearing a~s exempt 

a Medicare payroll lax increased from 1.45% to 2.35% for individuals 
>$200K and couples >$250K (2013) 

• New 3.8% tax on unearned income for individuals >$200K and 
couples >$250K (2013) 

• Tax deduction for employers receiving Medicare Part D retiree 
subsidy eliminated (2013) 

• S8 billion annual fee on health insurance industry (2014; increasing 
over time) 

• Tax on employer-spcnsored high-value insurance plans (2018) 

" 

3/30/2010 . 

11 



2136 

Other Provisions 
.. Enhanced funding for Community Health Centers 

II Medicare Doughnut Hole Closure 

II Medicare Funding Reductions 

I) Coordinated Health Care Office 

EI Indian Health Care Improvement Act 
- Adds long term care and'behavioral health services 

Timeline Highlights for States 
Ii 2010 

- Medicaid Maintenance of Effort imposed (March) 

- Temporary high-risk insurance pool program established (June) 

- Temporary re-insurance program for early retirees established (June) 

- Feds establish website to facilitate insurance information (July) 

- Grants to states for 
• Exchange planning and implementation 

• Assistance with insurance premium review requirements 

• Esfablishing an office of health (nsurance consumer assistance 

- Smallest employers «25) eligible for tax credits 

- Insurance Markel Refom1s Implemented 
• Pre-existing condition exclusion prohibited for chitdren 

• Lifetime and annual IImils PfOhl~;ted 

• Prohibition on rescissf.on of coverage 
• Preventive sef\lices coverage required 

• Oependen1 coverage to 26 year' of age 

• Medical loss ratio reporting requIred 
Q3.~100RAf-T 

3/30/2010 

12 
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Timeline Highlights for States 
1\ 2011 

Medicaid 
• States eligible lor 1% FMAP increase if certain pfeventive services covered with no 

cost~shating 

• Requiroo to cover tobacco cessation for pregnant women 

• New slate option for home an~ community-based services for disabled : 

Insurance Market Reforms: 
• Required to spend 85% at premium revenue on medical claims (80°/", for insurers 

covering small business) . 

" 2013 
States must notify U.S. DHHS regarding intent to establish Exchange 

Fed regs for health care choice compacts issued 

States eligible for 23% FMAP increase to regular CHIP match (up to 
100%) until 2019 

O~·30- fO DRI\FT 

Timeline Highlights for States 
II 2014 

Insurance Exchanges implemented 

State Medicaid 
II Expansion [0 133% FPL takes effect 

25 

• Required to implement enrollment simplification and coordination with Exchanges 
a Required to offer premium assistance lor employer-sponsored insurance . . 

• OSH funding reduced 
• prohibition on e)(clusion of coverage for barbiturates, benzodlBzepines, and 

tobacco cessation products 

- States required to establish at least one reinsurance entity 

Insurance Market Reforms Implemented 
II; Pre-existing c(}ndltiol1 exclusIon prOhibited fer adults 

• Gua(anteed issue and renew-cll requited 

• Adjusted community rating rules take effecT 

Individual and employer mandates and subsidies implemented 

3/30/2010· 

13 
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Timeline Highlights for States 
11 2015 

- Insurance Exchanges must be self-sustaining 

- Medicaid programs required to begin annual enrollment reporting 

D 2016 
- Health Care Choice Compacts may take effect 

B 2017 
- States will begin funding share of Medicaid expansion 

- States may operate an alternative program in lieu of federal coverage 
reforms if waiver obtained in previous year . 

- States may allow large companies (> 100 employees) to participate in 
Exchange 

B 2018 
- Excise tax on high-value health insurance plans imposed 

03-30-IODRAFT 

3/30/2010 

14 



-

2139 



2140 

EDUCATION 

WILLIAM H. HOGAN 
P.O. Box 3896 Palmer, Alaska 

William.Hogan@alaska.gov 

1991 Virginia Commonwealth University, Richmond, VA 
Doctoral Work- Sociological Theory 

1979 - 1980 West Virginia University, Morgantown, WV 
Graduate - Master of Science in Social Work (MSW) 

1976 - 1979 Syracuse University, Syracuse, NY 
Graduate Course Work 

1967- 1971 State University of New York at Buffalo, Buffalo, NY 
Undergraduate - Bachelor of Arts in Sociology (B.A. Soc.) 

PROFESSIONAL EXPERIENCE 

2008-Current Alaska Department of Health and Social Services; Anchorage, 
Alaska - Commissioner -

HoGrl.\ t-) 

c.c.""m ~ $S it::.n~ r­
I>HSS 

Has authority and responsibility for all aspects of the department including policy 
development, planning, program and service delivery, finance and budgeting, information 
technology and statutory and regulatory compliance. The department is considered a 
"super agency" comprised of the Divisions of Public Health, Behavioral Health, Juvenile 
Justice, Public Assistance and Senior and Disabilities Services as well as the Office of 
Children's Services and the Alaska Pioneer Homes. In addition the department provides 
oversight and financing (Medicaid and state grants and contracts) of all health facilities 
through its Division of Health Care Services. 
The department currently employs over 3600 staff and has a budget of $2.1 billion. 

2005-2008 Alaska Department of Health and Social Services; Anchorage, Alaska­
Deputy Commissioner, Family, Community and Integrated Services -
Had oversight responsibility for the Divisions of Public Assistance, Behavioral Health, 
Juvenile Justice, Senior and Disability Services, Office of Children's Services (Child 
Welfare) and the Alaska Pioneer Homes (Long Term Care). In addition was the primary 
liaison with the Alaska Mental Health Board, Advisory Board on Alcoholism and Drug 
Abuse, Alaska Commission on Aging, Governor's Council on Special Education and 
Disabilities, Suicide Prevention Council and the Council on Domestic Violence and 
Sexual Assault. Also provided supervision to the Office of Faith Based and Community 
Initiatives. 
In conjunction with directors, ensured each entity or agency met or exceeded 
performance goals while maintaining aligmnent with overall department vision, mission 
and values. 
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2003-2005 Alaska Department of Health & Social Services, Division of Behavioral 
Health; Juneau, Alaska - Director 

Was responsible for directing, planning, organizing and managing statewide programs for 
mental health and substance abuse (behavioral health). Formulated policy for community 
mental health services, the state psychiatric center and community programs for those 
experiencing substance abuse problems. Monitored program performance, reviewed and 
evaluated existing policies, procedures, statutes, regulations and recommended changes 
as appropriate. Oversaw all Division program and policy functions, coordinated 
administrative and financial activities with other components of the Department and 
designed and implemented the Division's performance management program. Oversaw 
the integration of the mental health and substance abuse service delivery system 
(behavioral health) as well as the development and implementation of the "Bring the Kids 
Home" Initiative. This initiative, designed to bring Alaskan kids with a serious emotional 
disturbance back to the state from out of state Residential Psychiatric Treatment Centers 
- and to keep kids in Alaska - by building a comprehensive system of care and 
proactively managing care - is considered a model program. Developed the conceptual 
framework for the creation of Regional Behavioral Health Authorities designed to 
manage care for all behavioral health services provided to Seriously Emotionally 
Disturbed (SED) Children and Seriously and Persistently Mentally III (SPMI) adults. 
The Division of Behavioral Health has 320 staff with a budget of$275 million. 

1998-2003 Life Quest, Wasilla, Alaska - Chief Executive Officer - Was responsible 
for designing, developing, implementing and managing all prevention, treatroent and 
rehabilitation services in a private riot for profit community mental health center. The 
organization served over 1200 individuals annually in a geographic area comparable to 
the size of the state of West Virginia. The agency employed 150 staff with a budget of 
$6.5 Million. 

1997-1998 National Association of Social Workers, New York State Chapter, 
Albany, NY - Executive Director - Served as chief executive and was responsible for 
planning, organizing, directing, and implementing all chapter programs and activities. 
Had management responsibility for all administrative, financial, human resource, 
marketing, and educational functions. The New York Chapter was the largest of all 
NASW Chapters with approximately 12,500 members. 

1993-1997 Southwest Mississippi Mental Health (SWMMH) Complex, McComb, 
MS - Executive Director - Responsible for directing, planning, coordinating, operating, 
and monitoring all mental health, developmental disabilities services and substance abuse 
programs within ten counties of Mississippi. Served as Chief Executive Officer of the 
SWMMH Commission and President of the SWMMH Foundation. Was administratively 
responsible for the supervision of 200 staff members and consultants, and a $6.5 million 
annual budget. Was instrumental in preparing Mississippi mental health providers for 
Medicaid Managed Care through the creation of a community mental health provider 
network. 
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1986-1993 Colonial Community Services Board, Williamsburg, VA - Coordinator­
Planned and coordinated mental health and substance abuse prevention, treatment, and 
rehabilitation services in York County and the City of Poquoson, Virginia. Supervised 
12 staff members and consultants. Maintained a caseload of 50 clients. 

1987-1993 Systemetrics - Medical Record Reviewer/Analyst - Responsible for 
reviewing both care coordination and mental health records in outpatient, residential and 
acute inpatient settings in the first mental health managed care program undertaken by 
the Dept. of Defense. 

1990-1993 Catholic Charities of Hampton Roads, Virginia Beach, VA - Private 
Practitioner - Provided individual, couple, and family therapy in a managed care 
environment. Member of managed care provider panel. Experienced obtaining 
preauthorization for services and complying with all managed care requirements. 

1990-1993 Virginia Commonwealth University, Richmond, VA - Adjunct Faculty 
Member - Supervised gradate-level students. 

1984-1986 Essex County Community Services Board, Elizabethtown, NY - Director 
- Planned, coordinated, and served as chief executive of mental health and substance 
abuse prevention, treatment, and rehabilitation programming in Essex County, N.Y. 
Supervised 28 staff members. 

1982-1984 Appalachian Mental Health Center, Developmental Disabilities 
Program, Elkins, WV - Director - Developed, directed, and coordinated services for 
developmentally disabled children and adults in four counties in West Virginia. 
Supervised a staff of 26. 

1980-1981 Appalachian Mental Health Center, Barbour County, Philippi, WV -
Director - Coordinated and ensured the delivery of mental health and substance abuse 
services to county residents. Maintained a caseload of 35 clients and supervised a staff of 
12. 

1979 West Virginia University Center for Extension and Continuing Education, 
Morgantown, WV - Graduate Social Work Intern - Facilitated the planning and 
implementation of the Cooperative Extension Leadership Development Program, which 
included program-evaluation mechanisms, project planning, and grant writing 

1979 Summit Center for Human Development, Clarksburg, WV - Graduate Intern 
and Staff Member - Developed and implemented a primary prevention project in a 
small mining community. Involved grant writing, developing and conducting needs­
assessment surveys, organizing community education programs, and revitalizing the 
Harrison County Mental Health Association. 

1975-1978 Oswego County Community Mental Health Center, Oswego, NY - Social 
Work Assistant - Developed community support programs for long-term psychiatric 
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clients. Acted as the liaison to state hospitals and provided case-management services to 
50 clients. 

PUBLICATONS AND PRESENTATIONS 

References 

Mental Health in Rural Alaska-What's Different. Party Lines, a 
publication of the National Association for Rural Mental Health, Summer 
1999 edition. 

Collaborative Services and Professional Roles for Non-Psychiatrists. 
Presented at the 1997 Primary CarelBehavioral Healthcare Summit, The 
Leadership Forum on Integrating Behavioral Healthcare and the General 
Medical Sector in Chicago, lllinois. 

Grief and Death Issues: Working with Families Having Medically Fragile 
and Terminally III Children. Presented at the 1995 Mississippi 
Department of Human Services Regional Conference in McComb, 
Mississippi. 

Successful Mental Health Program Development for Children in a Small 
Community. Presented at the 1987 Virginia State Social Work Conference 
in Williamsburg, Virginia and the 1988 National Council of Community 
Mental Health Centers Annual Meeting in Boston Massachusetts. 

Protecting and At-Risk Disabled Adult in the Community. Presented at the 
1983 Behavioral Health Conference at West Virginia University in 
Morgantown, West Virginia. 

The Development of a Good-Neighbor Program: Using Local Resources 
as Federal Funds Disappear. Presented at the 1982 Behavioral Health 
Conference at West Virginia University in Morgantown, West Virginia. 

Rural Psychiatric Rehabilitation: Effective Techniques in Selecting, 
Monitoring, and Evaluation the Progress of State Mental Health Clients in 
the Community. Presented at the 1979 National Council of Community 
Mental Health Center Annual Meeting in Washington, D.C. 

Development of a Rural Psychiatric Aftercare Group, in the Psychosocial 
Rehabilitation Journal, Volume 2, Number 1, 1978. 

Mr. Jeff Jessee, Chief Executive Officer, Alaska Mental Health Trust Authority; 
Anchorage, Alaska. 907-269-7963. jeff.jessee@alaska.gov 



2144 

Mr. Joel Gilbertson, Vice President, Providence Health Systems; Anchorage, Alaska. 
907-743-2784. JoeI.Gilbertson@providence.org 

Mr. Rod Betit, Chief Executive Officer, Alaska State Hospital and Nursing Home 
Association; Juneau, Alaska. 907-586-388l. rodbetit@msn.com 
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Alaska State Legislature 
House of Representatives 

Official Business 

Office of the Chief Clerk 

MEMORANDUM 

Date: 

To: 

From: 

Subject: 

February 4,2009 

Representative Herron, CO-Chair/ 
Representative Keller, Co-Chair 
Health and Social Services Committee 

Suzi Lowell oe­
Chief Clerk 

Governor's Appointment(s) 

State Capitol, Room 216 
Juneau,AJ( 99801-1182 
Phone: (907) 465-3725 
Fax: (907) 465-5334 

The Speaker referred the following Governor's appointment(s) to the Health and Social Services 
Committee: 

Commissioner - Department of Health and Social Services 
William H. Hogan 

Appointed: 712412008 

State Medical Board 
Edward A. Hall- Anchorage 

Appointed: 5/19/2005 
Reappointed: 3/1/2009 Term Expires: 3/1/2013 

Casey M. Millar - Anchorage 
Appointed: 311/2009 Term Expires: 3/1/2013 

Dr. David A. Miller - Juneau 
Appointed: 3/1/2009 Term Expires: 3/1/2012 

Dr. David J. Powers - Dillingham 
Appointed: 12/2/2008 Term Expires: 311/2012 

The Referral for Confirmation page(s), resume(s), and a signature page are attached for your use. 

Attachments as noted 



...... ,' L ..... ' ............. J ... L ....... .... uu ............. 

2146 

CURRICULUM VXTAE 

OFFICE ADDRESS: 

PERSONAL: 

EDUCATION: 

POST-GRADUA TE 

BOARD 
QUALIFICATIONS: 

LICENSURE 

PROFESSIONAL 
AFFILIATIONS: 

PUBLICA nONS: 

1.I1-IV i U 14 MiLLt..K 

DA VlD A. MILLER, MD. FACS 

AlaskA Minimally Invasive Surgery Center 
3268 Hospital Drive, Suitc C 
Juneau, AK 99801 (907) 586-41;:6 

Leavenworth High School 
Leavenworth, Kansas 

B.S. Chemistry 
University of Kansas 
Lawrence, KS 

M.D. Allopathic Medicine 
University of Kansaq School of Medicine 
Kansas City, KS 

Internship - General Surgery 
Keesler Medical Center 
Keesler AFB 
Biloxi,MS 

Residency - General Surgery 
Keesler Medical Cen.ter 
Keesler AFB 
Bilox, MS 

Board Certified 3l1d Diplomate of 
ne American Board of Surgery 

1981 

1985 

1989 

1 Q89- 1990 

1990-1994 

1995-prcscnt 

State or Alaska #42R3 Exp. 12/3 1/08 

American College of Surgeons 
Society of Laparocndoscopic Surgeons 
Society of Air Force Clinical Surgeons 
]g'" Parallel Medical Society 

I-I-Type Tracheoesophageal Fistula Repair, 
41" AMllal Symposium. Society of Air Forec 
Clinical Surgeons, San Anlonio, TX 

1996-presenl 
2000-present 

1994-2001 
1994-2001 

1994 

m-I \\e:r 
\'11e..!\c6-\ 
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TEACHING 
APPOINTMENTS. 

MIClTARY SERVICE: 

HONORS AND A WARDS: 

COMMUNITY SERVICE: 

DAVID A MILLER 

Instructor, Advanccd Laparoscopic Workshop 
38'" Parallel Medical Society 
Seoul, Korea 

Instructor, Advanccd Laparoscopic Procedures 
Notional Hospital 

1994 

Columbo, Sri LankA 1999 

Air Force ROTC Scholarship 
University of Kansas, Lawrence, KS 

Air Force Health Profession Scholarship 
University of Kansas, Kansas City, 1(S 

Surgical Resident 
Keesler AFB, Biloxi, MS 

General Surgeon 
51" Medical Group. Osan, Korea 

General Surgeon 
3,d Medical Group. Elmendorf AFD 
Anchorage, AK 

Eaglt: Scout 
National Honor Society 
l<.allsas Honor Student 
Vocal Scholarship, UniVersity of Kansas 
Tuba Scholarship, Uni versity of Kansas 
Air Force ROTC/Health Profession Scholarship 
Dean's Honor Roll 
Sons of the American Revolution Award 
Vice COl1lmandant's Award 
Gcneral DynamiCS Awol.'d 
Honors Research in Chemistry 

Assistant SCOlll Master, 
Boy Scouts of America 

Surgical Orderly, Cushing Memorial Hospital 

1981 

1985 

1989-1994 

1994-1995 

1995-2001 

1976 
1980 
1981 
1981 
19&1 

1981-1989 
1981 
1982 
1983 
1984 
19R5 

1981-1988 

Leavenwonh, KS 1980-1983 

Host Family 
Special Olympics World Winter Games 200 1 

PAGE 03/04 
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PERFORMING ARTS: 

Bass Soloist wilh Symphony 
Orche.rtra and Chvru.,: 

Operatic Rol.,: 

147)92 

DAVID A MILLER 

LeavenwOlth, KS 
Lawrcnco, KS 
Biloxi, MS 
Anchorage, AK 
Juneau, AK 

Figaro, The Barbar a/Seville 
Lcporello, DO/1 Giovanni 
Papa!!cno, The Magic Flute 
Gaston, Beauty and the Beast 
Scm1'ia and Angelutti, TO,I." 
Morales. Carmtl1 
Talpll, II Taharro 
Simone, Gianni Schiechi 

1981-1987 
1981-1985 
1989-J994 
J 996-2000 

2008 

2005 
2006 
2007 
2007 
2007 
2008 
2008 
200S 

PAGE 84/04 
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EDUCATION: 

College: 
Degree: 
Honors: 

Medical 
School: 
Degree: 
Honors: 

PGYI: 

PCYll 
& III: 

Certification: 

CURRICULUM VITAE 

DAVID J. POWERS, M.D. 
P.O. BOX 324 

DILLINGHAM, AK 99576 
(907) 842-5201 EXT. 6218 (HOSPITAL) -

(907) 842-1028 (HOME) 

1974-1978, Northwest Nazarene College, Nampa, Idaho 
BA Biology, Minor in Chemistry 
Freshman Chemistry Student Award 
Senior Biology Student Award 
Salutatorian of 1978 graduating class 
Received academic scholarship Sophomore, Junior, Senior years 

1979-1983, Oral RobeI"\s University School of Medicine 
M.D. 
Graduated upper 113 of 1983 graduating class 

July 1983 - July 1984, Family Practice Internship at A.H. Gould, Family 
Practice ResidenC)' Program, University of Colorado Affiliated, Grand 
Junction, Colorado 

July 1987 ::'lJ.ily 1989, Family Practice Residency ofIdaho, Boise, Idaho 
\"'" 

Board Certified, American Board of Family Practice 
2003-2010 

, 
OCCUPATIONAL EXPERIENCE: 

1994- Present 

1992 - 1994 

1990-1992 

1989-1990 

1987 - 1989 

1986 - 1987 

1984 - 1986 

Kanakanak Hospital, P.O. Box 130 Dillingham, AK 99576, Staff 
Physician. Currently Clinical Director 

Emergency Room Physician, Boise, Idaho 

Kanakanak Hospital, P.O. Box 130, Dillingham, AK 99576, Staff 
Physician. 

Locum Tenens and Emergency Room work 

Completed Residency Training, Family Practice Residency ofIdaho, 
Inc., Boise, ID 

Indian Health Service, Juneau, AK, General Practice 

Alaska Native Medical Center, Anchorage, AK, General Medical 
Officer, Orthopaedics 
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Edward A. Hall 
Physician Assistant-Certified 

13601 Windward Circle 
Anchorage, AK 99516 

(907) 345-9365 

Work History 
August 2001-Present: Beacon Occupational Health and Safety Services, Anchorage, 
Alaska 

-Provide family practice and occupational health care to private patients and 
contract clientele. These include all aspects of family practice healthcare, 
including travel medicine, pre-hire physicals, post offer/pre-hire assessments 
and work comp follow-ups. Also serve as Clinic Manager. 

June 1994-August 2001: Primary Care & Associates, Anchorage, Alaska 
-Provided family practice health care as well as occupational physical assessments 
and work comp follow ups. Care included all aspect of family practice medicine. 

January 1990-June 1994: Kaiser Permanente, San Diego, California 
-Health Appraisal Clinic-provided complete review of systems, physical 
assessments and appropriate referral for follow-up evaluations of health care 
members. 

Education 
-Emory University- Atlanta, Georgia- PA and Master of Medical Science Degree, 
1990: 8 monthly required clinical rotations with 5 one month elective rotations, 
which included general surgery, orthopedics and trauma surgery rotations 
-California State University Sacramento: BS-Biology-1979 

CertificationslLicenses 
Alaska State P A License-AK 329 
National Commission Certification of Physician Assistants (NCCPA) since 
1990 
Member Alaska Academy of Physician Assistants 
Breath Alcohol Technician Certified (BAT) 
Certified in Drug Collection 
DEA License MH0337964 

Affiliations 

Social 

PA Member Alaska State Medical Board since 3//05 
Work Comp Review Committee for State of Alaska 

Married, four children ages ·17,19,21,23 

References available upon request. 
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STATE OF ALASKA 
OFFICE OF THE GOVERNOR 
P,O, Box 110001, Juneau, AK 99811-0001 
Phone: (907) 465-3500 Fax: (907) 465-3532 

BOARDS AND COMMISSIONS APPLICATION FORM 

INSTRUCTIONS 

A separate application is required for each position for which you apply. Complete and specific answers will aid in rapid and 
accurate processing of your resume. Please type or print legibly in ink. Forward to the above address. Be sure your answers 
are true. A willfully false answer may result in your disqualification or removal from office if you are appointed. 

Board or Commission and seat for which I am applying: -c,::ft\-:-"'.i"",-(:.:,G::.:;~C"C",L::.·'~=--Q..-,-;£~· ';'-~' :w.~":rc:cC."':\'-'l-'<Q,,,Vv",·;::' ~~. "1","",):';,,,' 7'')",' ~e.C::"~':'*=.;J" __ _ 

(For example, Board of Agriculturl:, public seat) 

Please list any other State Boards or Commissions on which you currently or previously have served: 

Name: --,-~~~\(~~,-,=' ='-J-~~~~' \,..::\.W~· I['~ ________ _ 

Mailing Address: -.:~I~S<-,~,,-,=D'-'\-.I.IU~J\nJ,-=· -,='SuY\~~!{\-~3:::..!.--,. ____________ _ 
]l ~ It 

Residence Address: _______ ~----~----------------------------------~-----------------------------
City, State and Zip Code: _..LlttvJ..L.>l.AhuW\,U...lQ"'-7W--'P=<--fI_oA:l""Z"--__ S..L'1.......,.S"-1('"G,L--_____ ~ ___ 
Home or Message Telephone: q.'07- 5l..b- 2.-25\ Business Telephone: _______________ -:--=-= ______ _ 
Fax Number: _______ 't-'='-::-___ -:-__ -c ____ Cell Phone: ___________ __ 

Email address: ---l.O\.u.A<1-'° j)",-"-"r;JC,,-,,a""-"i~if" C""-'-I.!...;--ru.;......",""'t ______________ _ 

AS 39-05-100 requires that a person appointed to a state board or commission be a registered voter prior to the last 
general election: 

Are you a registered voter: YES LNO _________ Voter Registration Number (Optional): ________________ ___ 
, 

Social Security Number (Optional, required ifappoipted for travel reimbursement etc.) ~ 

Have you ever been convicted of a misdemeanor within the past five years or a felony within the past ten years? 

YES ___ NoL if "YES·, explain the circumstances on a separate sheet of paper and attach it to this application. A 
conviction is not necessarily grounds for disqualification. The number of convictions, nature, recentness, and relationship 
to the board position applied for, will be evaluated and a determination will be made after a review of all relevant facts. 

CONFUCTS OF INTEREST: Certain boards and commis~.ons require full disclosure of personal financial data under AS 
39.50.0 IG.)f required for the board or commission for which you are applying, are you willing to do so? 
YES ~ NO _____ _ 

Could you or any member of your family be affe:te.d fmancially by decisions to be made by the board or commission for 
which you have applied? YES NO __ Xa.. ____ _ 

If "YES', explain: 

Page lof4 
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TRAINING AND EXPERIENCE: (If resume attached, it is not necessary to complete items A-D) 

A, L~st ~y professional licenses, certifications, or registrations and dates obtained that may bzsed as qualifying 

cntena: . I-b:--e ~lJ.v .-. 
j\ I 1 (Jj:; , 
~.).-/ v 

List both formal and informal education and training experiences: (Use additional paper if necessary). 

l -( l 
C. List any community service. municipal government, and state positions held. and any awards received. Include 

both compensated and uncompensated positions (such as president of a service organization or a mayor). Include 
length of time serviced. ~ . {) . "--

-V ~rrUlA &,1»1.1) \.6)/ '.Ji"-'-- !}-ric-I1.:c0'1 ~ /-.o.GI C-{~ 7I/f-Uj4-c. ~ 
I/D UvvJ<-<!.L hQ~hYlJr:, ~jce_l/l 0 fa fi-f rv...uJy'r-jO tJv"v' 

W ~ru-V'\i..c~ fL-- mft-.!Jt(.~ 
D. Employment Jerk hi~tocry - paid, unpaid or voluntary: (Use additional paper of necessary). 

/ L---­, 1- {j,/J ,. 
C/_·'/::;lU :: 

/;~0 , 

The Office of the Governor and the State of Alaska have an Affumative Action Equal Employment Opportunity 
Program. To assist in the program, you are asked to voluntarily answer the following questions to provide the 
information necessary for reporting purposes. Under State and Federal law, the information you provide will 
not be used to illegally discriI~:linate against you. 

FEMALE _-AY_' _ MALE ___ _ DATE OF 8IRTE SEX: 

ETHNICITY: \ I 
Alaska Native __ American Indian __ Asian or Pacific Islander __ Black __ Hispanic __ White -A. 

MILITARY SERVICE (if applicable, give dates): _____________________ _ 

CERTIFICATION: I swear the information I have entered on this form is true to the best of my knowledge. I 
understand that if I deliberately conceal or enter false information on the form my application may be rejected, I 
may be removed from the list of eligible candidates, or 1 may be removed from the position. I agree that the Office 
of the Governor may contact present or fonner employees or other persons who know me to obtain an additional 
infonnation about my skills and abilities. I understand that the information on this application is public 
information and may be released through a legal request for such information. 

(jUt"! 1/ vAh,gy,/ ) l1tLtb" Date: ---,-,0,--,,-2,--""S---,,-:O~-g,----
I ~ T '---

please attach a c':lITent resume WIth your application. 

Signature (in ink): 

Page 2 of4 
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STATE OF ALASKA 
OFflCE OF THE GOVERNOR 

BOARDS AND COMMISSIONS 

Name: C&eLt (/{1;ufUeM)J '-(lfli,u olt Date: 1/<)-":) --D C? 

(Indicate top three boards/ cOmnUssions of interest by number with #1 as your preference) 

Accounting Board 
Aerospace Development Corporation 

Commission 
A2ricUlture & Conservation 
Alaska Juvenile Justice Advisory 
Comnrittee 
Alaska Retirement Management Board 
Alaska Statehood Celebration 
Com.nrission 
Alaska-Alberta Bilateral Council 
Alcohol/Drug Abuse 
Alcoholic Bevera2eCOnttol 
Architects/En~eers/landSwvevors 
Arts Council 
Assessment Review Board 
Aviation Advisolj' Board 
Bald Bade Preserve 
Bar Association 
Barbers &: Hairdressers 
Berin~ Sea-Fishery Advisory Board 
Big Garne' Commercial Services 
Boatin~Saf<ty Counc!l 
Broadcastin£ Comntission 
Otildren's Trust Board A 
Chiropractic Examiners 
Oemency Advisory Committee 
Commemorative Coin Commission 
Commercial Fisheries Entry 
COIDmetcial Fishing! Agriculture Bank 
Community Service Commission 
Denali Access System Advisory 
Conunittee 
Denta1 Examiners 
Disabilities/Special Education 
Domestic Violence/Sexual Assault 
Education &: Earlv Development 
Education Commission/States 
Em encv Medical Services 
Emergency Response Commission 
Em lovrnent of PK)ple with Disabilities 
Exxon Valdez Oil Spill Trustee 
Faith-Based &: Coaununity Initiatives 
Council 
Fire Standards Council 
Fisheries 

Fisherman's Fund Advisory &: Appeals 
Forestry 
Game 
Health Council 
Historical Conunission 
Historical Records Advise 
Homeless Council 
Housin2 Finance Corporation 
Human Ri<hts 
Humanities Forum 
Independent Livin2 Council 
Industrial Development/Export 
Authority 
Interstate Oil & Gas Com ct 
udicial Conduct 
umOO Council 

Knik Ann Bridge 
Labor Relations Agent:'( 
Ubraries Advisory 
Local Boundarv Commission 
Marine Pilots 
MarineT tian Advisory Board 
Marital c!t Famil Thera 
Medical Board =*1 
Mental Health Board 
Mental Health Trust Authority 
Mi~ 

Minerals CoIlUllission 
Municipal Bond Bank 
Natural Gas Authoritv 
Natural Gas Pi~J.i.ne Corporation 
Natural Resources Conservation Dev 
North Pacific Anadromous Fish 
North Pacific Fisheries Mana~ment 
Council 
North Pacific Research Board. 
Nwsin. 
OccupationaiSafety 
Oil &. Gas Conservation Commission 

tome 
pac:ific: Marine Fisheries Commission 
Pacifi~Sa1monCommission-
Commissioners 
PacificSalmonConunission- Northern 
Panel 

,p, ,., 

, Board 

,Home, 
, Council 

-~ 
-~ 

:eal: 
:ea1 
""'ents 

Ofety. 

. ide. 

Veter.ms. 

1& 
(l{CA) 

-"ws 
I Council 

r-- ~and ,WO<l,s 
Westem~ Conun/Hi.her Ed"" 
Wood-TikchikS .. " Part< 
Wo,ker's 
~"'ker's' ,Appeals 

tBoal'd 

Page 3 of4 
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If appointed, a press release will be issued announcing your appointment pending the 
completion of the appointment process with the Governor's office. Please supply our 
office with the following information that will be included in the press release. 

(Name):CDh4d, fY\ \\ l&( (Age):'51 of (Hometown): bJl1Q(a~ 
is Gob title/Place of employment): A-5 () I Sfuti.M';;;'t}Juiy-/h'1ti 
(Name) holds (Listing of earned degrees like bachelor's, master's, 
ect.):. _______________________ _ 

(Or list relevant experience to the position you are being appointed to) 

Examples: 

John A. Doe, 38 of Soldotna, is Director of T-Shirts & Co. Doe holds a bachelor's degree 
in business administration from X University and a master's degree in communications 
from X University. 

John A. Doe, 38 of Palmer, is the owner and operator of Doe and Associates, Inc. Doe 
previously served as division manager at X, Inc. Doe is a certified personnel consultant. 

Lifelong Alaskan resident. Currently employed with the Anchorage School 
District, Student Nutrition. Previous small business owner. Married to 
Stuart Millar and mother of five grown children. Previously served nine 
years on a Private School Board. Interests include cooking, travel and 
catering small gatherings. 

Page 4 of4 
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15801 Wind Song Drive 
Anchorage, AK 99516 

(907)522-2251 Home 

Kathleen (Casey) l\t1illar 

Experience 

Education 

Other Certificates: 

August 2006 - Present Anchorage School District Anchorage, AK 
Cafeteria Manager I 
• Prepare and serve meals for 180 students a day; accounting of daily receipts; and 

prepare purchase orders for meals at Bowman Elementary and Huffinan Elementary; 

1996 -2007 
Owner/Operator 

Steamers Espresso 

• Owned and operated a successful drive-thru ooffee kiosk. 

1996-2005 Heritage Christian School 

School Board Member 

Anchorage, AK 

Anchmage, AK 

• Worked on budget, policy, procedure manuals, accreditation, and overall governance 
and oompliance issues for elementary and seoondaty private school. 

1979 - 1982 Municipality of Anchorage Anchorage, AK 
Purchasing Department! Construction Bid Clerk 

Administrative Secretary for the Division of Public Works Director 

1977-1978 Mesa Community College Mesa, AZ 

• General Studies 

1978-1981 University of Alaska, Anchorage 

• General Studies 

• Certificate for Slingerland Studies 

Food Safety Certificate. 
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CONFIRMATION COMMITTEE REPORT 

Action date: 

The Health and Social Services Committee has reviewed the qualifications of the 
following Governor's appointee(s) as shown on the attached Referral for Confirmation 
forms(s) and recommends that the name(s) be forwarded to ajoint session for 
consideration: 

This does not reflect intent by any of the members to vote for or against this individual 
during any further sessions for the purposes of confirmation. 

Signature: 
Printed 

Co-Chair: 

Co-Chair: 

Please attach appointee Referral for Confirmation formes) and return to the Chief 
Clerk's office. 



2157 

Alaska State Legislature 

Official Business 

House of Representatives 

Office of the Chief Clerk 

REFERRAL FOR CONFIRMA nON 

Date Referred: February 4, 2009 

State Capitol, Room 216 
Juneau, AK 99801-1182 
Phone: (907) 465-3725 
Fax: (907) 465-5334 

Committee: Health and Social Services 

State Medical Board 
Edward A. Hall - Anchorage 

Appointed: 5/19/2005 
Reappointed: 3/1/2009 Term Expires: 3/1/2013 

Action Date: ...:::3,:L0=u~, J.t...:.U=.. • .!..f1 _____ _ 
(Same date as on the accompanying signature page) 

Note: Attach to a signature page and return to the Chief Clerk's office. 
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Alaska State Legislature 

Official Business 

House of Representatives 

Office of the Chief Clerk 

REFERRAL FOR CONFIRMATION 

Date Referred: February 4,2009 

Committee: Health and Social Services 

State Medical Board 
Casey M. Millar - Anchorage 

Appointed: 3/1/2009 Term Expires: 3/1/2013 

Action Date: 3/26/DLJ 
(Same date as on the acco';;;panying signature page) 

State Capitol, Room 216 
Juneau, AK 99801-1182 
Phone: (907) 465-3725 
Fax: (907) 465-5334 

Note: Attach to a signature page and return to the Chief Clerk's office. 
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Alaska State Legislature 

Official Business 

House of Representatives 

Office of the Chief Clerk 

REFERRAL FOR CONFIRMATION 

Date Referred: February 4, 2009 

Committee: Health and Social Services 

State Medical Board 
Dr. David A. Miller - Juneau 

Appointed: 3/1/2009 Term Expires: 3/1/2012 

Action Date: _o-:-,Y'L;2.::.c6::..ic..::1D:....t!!.....-____ -.,.. 

(Same date as on the accompanying signature page) 

State Capitol, Room 216 
Juneau, AK 99801-1182 
Phone: (907) 465-3725 
Fax: (907) 465-5334 

Note: Attach to a signature page and return to the Chief Clerk's office. 
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Alaska State Legislature 

Official Business 

House of Representatives 

Office of the Chief Clerk 

REFERRAL FOR CONFIRMATION 

Date Referred: February 4,2009 

Committee: Health and Social Services 

State Medical Board 
Dr. David J. Powers - Dillingham 

Appointed: 1212/2008 Term Expires: 31112012 

Action Date: _.-=:.3hr..:.:(£:":·(L0_L~..!-'tj _____ _ 
(Same date as on the accompanying signature page) 

State Capitol, Room 216 
Juneau, AK 99801-1182 
Phone: (907) 465-3725 
Fax: (907) 465-5334 

Note: Attach to a signature page and return to the Chief Clerk's office. 
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CONFIRMA TION COMMITTEE REPORT 

Action date: 

The Health and Social Services Committee has reviewed the qualifications of the 
following Governor's appointee and recommends that this name be forwarded to a joint 
session for consideration: 

Commissioner - Department of Health and Social Services 
William H. Hogan 

Appointed: 7/24/2008 

This does not reflect intent by any of the members to vote for or against this individual 
during any further sessions for the purposes of confirmation. 

Signature: 

Chair: 

Chair: 

Please return to the Chief Clerk's office. 

Printed 
Last Name 



Alaska State Legislature 
House of Representatives 

Official Business 
Office of the Chief Clerk 

State Capitol, Room 216 
Juneau, AK 99801-1182 
Phone: (907) 465-3725 
Fax: (907) 465-5334 
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MEMORANDUM 

Date: 

To: 

From: 

Subject: 

March 8, 2010 

Representative Herron, Co-Chair 
Representative Keller, Co-Chair / 
Health and Social Services Committee 

Suzi Lowell oe­
Chief Clerk 

Governor's Appointment(s) 

The Speaker referred the following Governor's appointment(s) to the Health and Social Services 
Committee: 

State Medical Board 
Dr. William W. Resinger - Palmer 
Appointed: 9/21/2007 
Reappointed: 3/1/2010 Term Expires: 3/1/2014 

The Referral for Confirmation page(s), resume(s), and a signature page are attached for your use. 
In addition, the resume(s) will also be sent electronically. 

Attachments as noted 
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Alaska State Legislature 

Official Business 

Date Referred: 

Committee: 

House of Representatives 

Office of the Chief Clerk 

REFERRAL FOR CONFIRMATION 

March 8, 20 I 0 

Health and Social Services 

State Medical Board 
Dr. William W. Resinger - Palmer 
Appointed: 9/2112007 
Reappointed: 3/1/2010 Term Expires: 311/2014 

Action Date: A fr·~ \ fa I ~o I 0 
(Same date as on the accompanying signature page) 

State Capitol, Room 216 
Juneau, AK 99801-1182 
Phone: (907) 465-3725 
Fax: (907) 465-5334 

Note: Attacb to a signature page and return to tbe Cbief Clerk's office. 
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CONFIRMA TION COMMITTEE REPORT 

The Health and Social Services Committee has reviewed the qualifications of the 
following Governor's appointee(s) as shown on the attached Referral for Confirmation 
forms(s) and recommends that the name(s) be forwarded to ajoint session for 
consideration: 

This does not reflect intent by any of the members to vote for or against this individual 
during any further sessions for the purposes of confirmation. 

Signature: 

Co-Chair: 

Co-Chair: 

Printed 
Last Name 

Please attach appointee Referral for Confirmation form(s) and return to the Chief 
Clerk's office. 



II!!! 
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Alaska State Legislature 
House of Representatives 

Official Business 
Office of the Chief Clerk 

State Capitol, Room 216 
Juneau, AK 99801-1182 
Phone: (907) 465-3725 
Fax: (907) 465-5334 

MEMORANDUM 

Date: 

To: 

From: 

Subject: 

2010 

All Committees 

Suzi Lowell 
Chief Clerk 

Confirmation Committee Report (Signature Page) for Governor's 
Appointments 

The attached Confirmation Committee Report (signature page) should be used in 
conjunction with the Referral for Confirmation form for the Governor's appointments to 
boards and commissions requiring legislative confirmation. After a committee has 
reviewed the qualifications of the appointee(s), the Referral for Confirmation formes) 
should be dated and attached to a signature page. Have members sign the signature page 
and return the confirmation packet to the Chief Clerk's office. 

Please use a single signature page for multiple appointees if the names of all members 
signing the report are the same for each attached referral. This change allows members to 
sign once for multiple appointments. 

Attached are several signature pages for your use. We used colored paper to make them 
easier to identify. If you anticipate needing more forms or need assistance, please call 
Nancy McMullen at 6809. 

Note: A separate report, including the signatures, will be used/or department 
commissioners. 

Attachments 
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Alaska State Legislature 

Official Business 

Date Referred: 

Committee: 

House of Representatives 

Office of the Chief Clerk 

REFERRAL FOR CONFIRMATION 

March 8, 2010 

Health and Social Services 

State Medical Board 
Dr. William W. Resinger - Palmer 
Appointed: 9/2112007 
Reappointed: 31112010 Term Expires: 31112014 

Action Date: A fr·~ \ la I ~o I 0 
(Same date as on the accompanying signature page) 

State Capitol. Room 216 
Juneau. AK 99801-1182 
Phone: (907) 465-3725 
Fax: (907)465-5334 

Note: Attach to a signature page and return to the Chief Clerk's office. 
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CONFIRMATION COMMITTEE REPORT 

Action date: 

The Health and Social Services Committee has reviewed the qualifications of the 
following Governor's appointee(s) as shown on the attached Referral for Confirmation 
forms(s) and recommends that the narne(s) be forwarded to ajoint session for 
consideration: 

This does not reflect intent by any of the members to vote for or against this individual 
during any further sessions for the purposes of confirmation. 

Signature: 

Co-Chair: 

Printed 
Last Name 

Please attach appointee Referral for Confirmation formes) and return to the Chief 
Clerk's office. 



Alaska State Legislature 
House of Representatives 

Official Business 
Office of the Chief Clerk 

State Capitol, Room 216 
Juneau, AK 99801-1182 
Phone: (907) 465-3725 
Fax: (907) 465-5334 
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MEMORANDUM 

Date: 

To: 

From: 

Subject: 

March 8, 20 I 0 

Representative Herron, Co-Chair 
Representative Keller, Co-Chair / 
Health and Social Services Committee 

Suzi Lowell r:>f.­
Chief Clerk 

Governor's Appointment(s) 

The Speaker referred the following Governor's appointment(s) to the Health and Social Services 
Committee: 

State Medical Board 
Dr, William W. Resinger - Palmer 
Appointed: 9/2112007 
Reappointed: 3/112010 Term Expires: 3/112014 

The Referral for Confirmation page(s), resume(s), and a signature page are attached for your use. 
In addition, the resume(s) will also be sent electronically. 

Attachments as noted 
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William W. Resinger, M.D. 

P.O. Box 839 

Palmer, Alaska 99645 

Married 

Wife's name: Edrea 

No children 

RESUME 

Phone: (907) 745-1763 (home, unlisted) 

---EDUCATION---

Titusville High School, Titusville, PA - 1961 

Seibert Award for highest scholastic average (4.00) 

Allegheny College, Meadville, FA - 1965 

Phi Beta Kappa (junior year) 

Alden Scholar (Dean's List) all four years, 

Honors in Chemistry 

Magna Cum Laude 

University of Pennsylvania School of Medicine, Philadelphia, PA - 1969 

Honors in Radiology 

Harrisburg Polyclinic Hospital, Harrisburg, PA 

Intern (rotating) 1969 - 1970 

Resident Radiology 1970 - 1971 

Postgraduate Course in Emergency Medicine, Hershey, PA 

September 1974, April 1977 

University Hospital, University of Michigan 

Fellow in Nuclear Medicine 9-78 - 8-79 

Oakwood Hospital, Dearborn, HI 

Resident Radiology 9-79 - 2-81 

Certified American Board of Radiology (ABR) 

Diagnostic Radiology with special competence in Nuclear Medicine, 6-4-82 

Continuing Medical Education 
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Average 50 hours or more CME (usually Cat. I) each year since 1981 

Twenty Years Experience in Reading Mammograms 

Mammography Accreditation by A.C.R. at Valley Hospital 1988-2001 

Training in mammography 

- 8 weeks during residency (in 1980) 

- Stanford Breast Symposium 3-20 - 3-22-86 (13.5 hours) 

- Tutorial with Dr. McClure Hall at Virginia Mason Hospital, 
Seattle, WA 6-5 - 6-6-86 (16 hours) 

- (RAD SAT) (ME-SAT) (Videotape Series), Johns Hopkins (Breast 
Imaging Techniques, 1987) (4 hours) 

- RSNA TODAY (Screening Mammography), Vol. I, No.1, 1986 (one hour) 

- At Least 15 hours Category I every three years to present 

---WORK HISTORY---

Oil City Hospital, Oil City, FA 

Emergency Physician 1971 - 1978 

Mercy Memorial HosEital, Monroe, 

Staff Radiologist 3-81 - 7-84 

Valley HosEital, Palmer, Alaska 

Staff Radiologist 8-84 - 12-01 

Association Board Member 1992 -

HI 

2001 

South Peninsula Hospital, Homer, Alaska 

Locum Tenens Radiologist 2002,2003 

Norton Sound Health Corp., Nome, ~aska 

Locum Tenens Radiologist 2002-present 

---ACTIVITIES AND ASSOCIATIONS---

ACEP (American College of Emergency Physicians) 

Member 1971 - 1979 

National Council Member 1973, 1974, 1975, 1977 

Pennsylvania ChaEter ACEP (American College of Emergency Physicians) 
Board of Directors 1972 - 1978 

2 
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Executive Committee 1973 - 1978 

Treasurer 1974 - 1975 

Editor of "EPIC" (ne .. lsletter) 1973 - 1977 

President-elect 1976 

President 1977 

Community Ambulance Service 

Board at large 1973 

Board of Directors 1974 

Comprehensive Health Planning Council of N.W. Pennsylvania 

t-1ember Venango County Task Force on Emergency Heal th Services 

Executive Committee 

Pennsylvania Emergency Health Services Council, 1974 

Representative for N.W. Pennsylvania 

Board of Directors 

Subcommittee on Physician Training 

Preceptor for Nurse Practitioner Program 

Allegheny General Hospital and Oil City Hospital, 8-75 - 2-76 

Medical Advisor EMS Council of N.W. Pennsylvania 1977-78 

Glacier View Alliance Church, Palmer, ~aska 

Elder and board member 1985-present 

Pacific NW District of the Christian and Missionary Alliance 

Liaison to the District Superintendent for Alaska 1995-present 

Board of Trustees at Simpson University, Redding, CA 

Member 1996-present, Chairman Student Affairs Committee 

Board of Directors Heart Reach Pregnancy Center, Mat-Su Borough 

Member 2001-9/2007 

Board of Directors of Town and Country Manor, Santa Ana, CA 

Member 2002-present, Chairman Benevolence and Health Services Committees 

Society Memberships 

American Institute of Ultrasound in Medicine -retired 

Society of Nuclear Medicine -retired 

RSNA (Radiological Society of North America) -active 

ACR (American College of Radiology) -retired 

---PUBLICATIONS AND ABSTRACTS---

3 
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Publications 

Weigel, 

Medicine 78:53-54, 

J .A., 

1975. 
Resinger, W.W.: Are You in Good Hands? Pennsylvania 

Resinger, W.W., Thrall, J.H.: Diagnosis of Ruptured Bladder During 

a 99mTc-DTPA Renal Study: New Indications for Radionuclide Cystography? 

Clinical Nuclear Medicine 3:179-180, 1979. 

E.A.: Scintigraphic 

International Thyroid 

Tomography of 

Congress Sydney, 

Publications (continued) 

the Thy .ro id . cP-"c:o"-c"·"e"e"d"i"n.;:g"-"s __ o"-=f_-'t"h"e'----'E"i"g"h"t,,·,,h 
Australia, February, 1980. 

Freites, J.E., Fink-Bennett, D.M., Thrall, J.H., Resinger, W.W.: 

Efficacy of Hepatobiliary Imaging in Acute Abdominal Pain: Concise Communication. 

Journal of Nuclear Medicine 21:919-924, 1980. 

Resinger, W.W., Rose, E.A., Keyes, J.W., Jr., Koral, K.F., Rogers, 

W.L., Brady, T.J., Kline, R.C., Sisson, J.C., Thrall, J.H.: Tomographic Thyroid 

Scintigraphy: Comparison with Standard Pinhole Imaging. Journal of Nuclear Medicine 
22: 638-642, 1981. 

Keyes, J.W., Jr., Kline, R.C., Resinger, W.W., Rose, E.A., Koral, 

K.F., Rogers, W.L.: Comparison of Observer Performance Reading from a Video CRT vs. 

Reading from Film Investiq. Radiol. 18:298-300, 1983 

Abstracts 

Annual Meeting, June, 1980. 

Scintigraphy: Comparison with Standard Pinhole Imaging. Society of Nuclear Medicine 

27th Annual Meeting, June, 1980. 

4 
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Alaska State Legislature 

Official Business 

Date Referred: 

Committee: 

House of Representatives 

Office of the Chief Clerk 

REFERRAL FOR CONFIRMATION 

March 8, 2010 

Health and Social Services 

State Medical Board 
Dr. William W. Resinger - Palmer 
Appointed: 9/2112007 
Reappointed: 3/1/2010 Term Expires: 31112014 

Action Date: ---, _________ _ 
(Same date as on the accompanying signature page) 

State Capitol, Room 216 
Juneau, AK 99801-1182 
Phone: (907) 465-3725 
Fax: (907) 465-5334 

Note: Attach to a signature page and return to the Chief Clerk's office. 
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William W. Resinger, M.D. 

P.O. Box 839 

Palmer, Alaska 99645 

Married 

Wife's name: Edrea 

No children 

RESUME 

Phone: (907) 745-1763 (home, unlisted) 

---EDUCATION---

Titusville High School, Titusville, FA - 1961 

Seibert Award for highest scholastic average (4.00) 

Allegheny College, Meadville, PA - 1965 

Phi Beta Kappa (junior year) 

Alden Scholar (Dean's List) all four years, 
Honors in Chemistry 

Magna Cum Laude 

University of Pennsylvania School of Medicine, Philadelphia, PA - 1969 

Honors in Radiology 

Harrisburg Polyclinic Hospital, Harrisburg, PA 

Intern (rotating) 1969 - 1970 

Resident Radiology 1970 - 1971 

Postgraduate Course in Emergency Medicine, Hershey, PA 

September 1974, April 1977 

University Hosp~tal, Un~vers~ty of M~chigan 

Fellow in Nuclear Medicine 9-78 - 8-79 

Oakwood Hospital, Dearborn, HI 

Resident Radiology 9-79 - 2-81 

Certified American Board of Radiology (ABR) 

Diagnostic Radiology with special competence in Nuclear Medicine, 6-4-82 

Continuing Medical Education 
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Average 50 hours or more CME (usually Cat. I) each year since 1981 

Twenty Years Experience in Reading Mammograms 

Mammography Accreditation by A.C.R. at Valley Hospital 1988-2001 

Training Ln mammography 

- 8 weeks during residency (in 1980) 
- Stanford Breast Symposium 3-20 - 3-22-86 (13.5 hours) 

- Tutorial with Dr. McClure Hall at Virginia Mason Hospital, 
Seattle, WA 6-5 - 6-6-86 (16 hours) 

- (RAD SAT) (ME-SAT) (Videotape Series), Johns Hopkins (Breast 

Imaging Techniques, 1987) (4 hours) 
- RSNA TODAY (Screening Mammography), Vol. I, No.1, 1986 (one hour) 

- At Least 15 hours Category I every three years to present 

---WORK HISTORY---

Oil City Hospital, Oil City, PA 

Emergency Physician 1971 - 1978 

Merc:i Memorial Hosl2:itall Monroe! 

Staff Radiologist 3-81 - 7-84 

Valley Hosl2:ital, Palmer, Alaska 

Staff Radiologist 8-84 - 12-01 

Association Board Member 1992 -

HI 

2001 

South Peninsula Hospital, Homer I Alaska 

Locum Tenens Radiologist 2002,2003 

Norton Sound Health Corp./ Nome! Alaska 

Locum Tenens Radiologist 2002-present 

---ACTIVITIES AND ASSOCIATIONS---

ACEP (American College of Emergency Physicians) 

Member 1971 - 1979 

National Council Member 1973/ 1974, 1975/ 1977 

Penns:ilvania Chapter ACEP (American College of Emergenc:i Ph:isicians) 

Board of Directors 1972 - 1978 

2 
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Executive committee 1973 - 1978 
Treasurer 1974 - 1975 
Editor of "EPIC" (newsletter) 1973 - 1977 

President-elect 1976 

President 1977 

community Ambulance Service 

Board at large 1973 

Board of Directors 1974 

Comprehensive Health Planning Council of N.W. Pennsylvania 

Member Venango County Task Force on Emergency Health Services 

Executive Committee 

Pennsylvania Emergency Health Services Council, 1974 

Representative for N.W. Pennsylvania 

Board of Directors 

subcommittee on Physician Training 

Preceptor for Nurse Practitioner Program 

Allegheny General Hospital and Oil City Hospital, 8-75 - 2-76 

Medical Advisor EMS Council of N.W. Pennsylvania 1977-78 

Glacier View Alliance Church, Palmer, ~aska 

Elder and board member 1985-present 

Pacific NW District of the Christian and Missionary Alliance 

Liaison to the District Superintendent for Alaska 1995-present 

Board of Trustees at Simpson University, Redding, CA 

Member 1996-present, Chairman Student Affairs Committee 

Board of Directors Heart Reach Pregnancy Center, Mat-Su Borough 

Member 2001-9/2007 

Board of Directors of Town and Country Manor, Santa Ana, CA 

Member 2002-present, Chairman Benevolence and Health Services Committees 

Society Memberships 

American Institute of Ultrasound in Medicine -retired 

Society of Nuclear Medicine -retired 
RSNA (Radiological Society of North America) -active 

ACR (American College of Radiology) -retired 

---PUBLICATIONS AND ABSTRACTS---

3 
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Publications 

Weigel, J.A., Resinger, W.W.: Are You in Good Hands? Pennsylvania 

Medicine 79:53-54, 1975. 

Resinger, W.W., Thrall, J,H.: Diagnosis of Ruptured Bladder During 

a 99mTc-DTPA Renal Study: New Indications for Radionuclide Cystography? 

Clinical Nuclear Medicine 3:179-180, 1979. 

E:.A.: Scintigraphic 

International Thyroid 

Tomography of 

Congress Sydney, 

Publications (continued) 

the Thyroid. Proceedings of the 

Australia, February, 1980. 

Freites, J.E., Fink-Bennett, D.M., Thrall, J.H., Resinger, W.W.: 

Eighth 

Efficacy of Hepatobiliary Imaging in Acute Abdominal Pain: Concise Communication. 

Journal of Nuclear Medicine 21:919-924, 1980. 

Resinger, W.W., Rose, E.A., Keyes, J.W., Jr., Koral, K.r., Rogers, 

W.L., Brady, T.J., Kline, R.C., Sisson, J.C., Thrall, J.H.: Tomographic Thyroid 

Scintigraphy: Comparison with Standard Pinhole Imaging. Journal of Nuclear Medicine 
22:639-642, 1981. 

Keyes, J.W., Jr., Kline, R.C., Resinger, W.W., Rose, E.A., Koral, 

K.r., Rogers, W.L.: Comparison of Observer Performance Reading from a Video CRT vs. 

Reading from Film Investig. Radiol. 18:298-300, 1983 

Abstracts 

Annual Meeting, June, 1980. 

Scintigraphy: Comparison with Standard Pinhole Imaging. Society of Nuclear Medicine 

27th Annual Meeting, June, 1980. 

4 
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MEMORANDUM 

ALASKA STATE LEGISLATURE 

Rep. Carl Gatto 

TO: Representative Wes Keller Co-Chair Health and Social Services and 
Representative Bob Herron Co-Chair Health and Social Services 

FROM: Rep. Carl Gatto 
DATE: January 22, 2009 
RE: Request for Hearing 

Enclosed is the committee packet for HB 2 "An Act relating to the issuance of a 
certificate of birth resulting in stillbirth." I have included a sponsor statement, the most 
recent version of the bill, and other supplemental material. 

Please schedule a committee hearing before the House Health and Social Services 
Committee at your earliest convenience. I appreciate your time and look forward to 
reviewing this bill. 

Please contact my staff member Sandra Wilson at 465-3163 with any questions or 
comments regarding this request. 

Thank you 



Alaska State Legislature 
Interim: Session: 
600 E. Railroad Ave 
Wasilla, AK 99654 

Alaska State Capitol, Rm 108 
Juneau, AK 99801-1182 

Phone: (907) 376-3725 
Fax: (907) 376-4768 

Phone: (907)465-3743 
Fax: (907) 465-2381 

Toll Free: (800) 565-3743 

2181 

Representative Carl Gatto 
Chair, House Military and Veteran Affairs Committee 

District 13 - Palmer 

SPONSOR STATEMENT 
HB2 

"An Act relating to the issuance of a certificate of birth resulting in stillbirth, " 

Rep~ Car!~ GaUl) @kgis.s(at~.ak.us 

HB 2 brings closure to parents who have suffered the loss of a stillborn child 
by giving them a Birth Certificate reflecting that they had a child who was 
stillborn. To paraphrase one parent of a stillborn child: being able to receive 
a Birth Certificate for my daughter would make me feel complete in that it 
would acknowledge that my daughter existed, even if it was only for a short 
while, This is true not only for her but also heard from other parents that 
have suffered this loss, 

Under current law parents of stillborn children receive a fetal death 
certificate, HB 2 allows parents the option of requesting a certificate of birth 
for their stillborn child. This birth certificate is optional, and if the parents 
choose to receive a Birth Certificate they have the option of naming their 
child, 

There are twenty-five states that now offer parents of stillborns the option of 
obtaining a Birth Certificate for their child, I urge your support for HB 2. 
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 2( ) 

IN THE LEGIS LA TURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY 

Offered: 
Referred: 

Spon.or(.): REPRESENTATIVES GATTO, Gruenberg, Dabl.trom, Lynn 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS0003 IR 
Mischel 
1129/09 

.. An Act relating to the issuance of a certificate of birth resulting in a stillbirth." 

2 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

3 * Section 1. AS IS.50 is amended by adding a new section to read: 

4 Sec. 18.50.235. Certificate of birth resulting in stillbirth. (a) The person 

5 required to file a fetal death registration under AS IS.50.240(b) shall advise the 

6 mother and, ifthe father is present, the father of a stillborn child 

7 (I) that the parent may request the preparation of a certificate of birth 

S resulting in stillbirth; 

9 (2) that the parent may obtain a certificate of birth resulting in stillbirth 

10 by contacting the bureau; and 

II (3) ufthe contact information for the bureau. 

12 (b) The parent of a stillborn child who requests a certificate of birth resulting 

13 in stillbirth may provide a name of a stillborn child for placement on the certificate. If 

14 a name is not provided, the bureau shall cause the certificate to show either "baby 

15 boy" or "baby girl," as appropriate, and the last name of the parent who requested the 

-1- CSIIB 2( ) 
New 'Text U:1derlir.ed (DELETED TEXT BRACr:ETEDj 
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WORK DRAFT WORK DRAFT 26-LS0003\R 

certificate. The name of the stillborn child provided on the certificate of birth resulting 

2 in stillbirth must be the same name as the name on the fetal death certificate. 

3 (c) A certificate of birth resulting in stillbirth must include the state file 

4 number of the corresponding fetal death certificate. 

5 (d) The department shall prescribe the form and content of a certificate of 

6 birth resulting in stillbirth to record the birth of a stillborn child and specify the 

7 information required to prepare the certificate. 

8 (e) A certificate issued under this section is not proof of a live birth, and the 

9 certificate must contain the phrase "not proof of live birth." The bureau may not use a 

10 certificate of birth resulting in stillbirth to calculate live birth statistics. 

11 (f) A parent may request that the bureau issue a certificate of birth resulting in 

12 still birth regardless ofthe date on which the certificate offetal death was issued. 

13 (g) The department may adopt regulations needed to implement this section. 

14 (h) In this section, "stillbirth" or "stillborn" refers to an unintended, 

15 intrauterine fetal death occurring in the state after a gestational age of 20 completed 

16 weeks. 

CSIIB 2( ) -2-
New Text Underlined [DELETED TEXT BRACKETED} 



AMENDMENT 

TO: HB 2 (26-LS0003\R) BY REPRESENT A TIVE HOLMES 

1 Page 2, line 14 

2 After ""stillbirth" or "stillborn": 

3 Insert "child" 

2184 
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 2( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY 

Offered: 
Referred: 

SpoDsor(s): REPRESENTATIVES GATTO, GrueDberg, Dahlstrom, LyDD 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS0003\S 
Mischel 

3/5/09 

I " An Act relating to the issuance of a certificate of birth resulting in a stillbirth." 

2 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

3 * Section 1. AS IS.50 is amended by adding a new section to read: 

4 Sec. 18.50.235. Certificate of birth resulting in stillbirth. (a) After a 

5 stillbirth occurs in the state, the person required to file a fetal death registration under 

6 AS IS.50.240(b) shall advise the mother and, ifthe father is present, the father 

7 (l) that the parent may request the preparation of a certificate of birth 

S resulting in stillbirth; 

9 (2) that the parent may obtain a certificate of birth resulting in stillbirth 

10 by contacting the bureau; and 

II (3) of the contact information for the bureau. 

12 (b) A parent who requests a certificate of birth resulting in stillbirth may 

13 provide a name for placement on the certificate. If a name is not provided, the bureau 

14 shall cause the certificate to show either "baby boy" or "baby girl," as appropriate, and 

15 the last name of the parent who requested the certificate. The name provided on the 

-1- CSHB2( ) 
New Text Underlined [DELETED TEXT BRACKETED] 



I" 

( 

L 
2186 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16· 

17 

WORK DRAFT WORK DRAFT 26-LS0003\S 

certificate of birth resulting in stillbirth must be the same name as the name on the 

fetal death certificate. 

(c) A certificate of birth resulting in stillbirth must include the state file 

number of the corresponding fetal death certificate. 

(d) The department shall prescribe the form and content of a certificate of 

birth resulting in stillbirth to record the birth and specify the information required to 

prepare the certificate. 

(e) A certificate issued under this section is not proof of a live birth, and the 

certificate must contain the phrase "not proof of live birth." The bureau may not use a 

certificate of birth resulting in stillbirth to calculate live birth statistics. 

(f) A parent may request that the bureau issue a certificate of birth resulting in 

stillbirth regardless of the date on which the certificate offetal death was issued. 

(g) The department may adopt regulations needed to implement this section. 

(h) In this section, 

(1) "stillbirth" means a fetal death that resulted in the issuance of a 

fetal death certificate under AS 18.50.240; 

(2) "fetal death" has the meaning given in AS 18.50.950. 

CSHB2( ) -2-
New Text Underlined [DELETED TEXT BRACKETED} 
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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 3, 2009 

SUBJECT: 

TO: 

FROM: 

Definition of "stillbirth" and "stillborn child" 
(CS HB 2( ); Work Order No. 26-LS0003/E) 

Representative Wes Keller 
Attn: John Davies 

Jean M. Mischel • Ii 
Legislative couns~-

A blank CS for the above referenced bill is provided, as requested, to add a definition of 
"stillborn child" and delete the word "stillborn" from the definition at page 2, line 18. In 
my opinion, these changes do not alter the meaning of the words defined. 

If I may be of further assistance, please advise. 

JMM:med 
09-017.med 

Enclosure 
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 2( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY 

Offered: 
Referred: 

Sponsor(s): REPRESENTATIVES GATTO, Gruenberg, Dahlstrom, Lynn 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS0003\E 
Mischel 

3/3/09 

" An Act relating to the issuance of a certificate of birth resulting in a stillbirth." 

2 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

3 * Section 1. AS 18.50 is amended by adding a new section to read: 

4 Sec. 18.50.235. Certificate of birth reSUlting in stillbirth. (a) The person 

5 required to file a fetal death registration under AS 18.50.240(b) shall advise the 

6 mother and, if the father is present, the father of a stillborn child 

7 (I) that the parent may request the preparation of a certificate of birth 

8 resulting in stillbirth; 

9 (2) that the parent may obtain a certificate of birth resulting in stillbirth 

10 by contacting the bureau; and 

II (3) of the contact information for the bureau. 

12 (b) The parent of a stillborn child who requests a certificate of birth resulting 

13 in stillbirth may provide a name of a stillborn child for placement on the certificate. If 

14 a name is not provided, the bureau shall cause the certificate to show either "baby 

15 boy" or "baby girl," as appropriate, and the last name of the parent who requested the 

-1- CSHB 2( ) 
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certificate. The name of the stillborn child provided on the certificate of birth resulting 

2 in stillbirth must be the same name as the name on the fetal death certificate. 

3 (c) A certificate of birth resulting in stillbirth must include the state file 

4 number of the corresponding fetal death certificate. 

5 (d) The department shall prescribe the form and content of a certificate of 

6 birth resulting in stillbirth to record the birth of a stillborn child and specify the 

7 information required to prepare the certificate. 

8 (e) A certificate issued under this section is not proof of a live birth, and the 

9 certificate must contain the phrase "not proof of live birth." The bureau may not use a 

I 0 certificate of birth resulting in stillbirth to calculate live birth statistics. 

11 (f) A certificate of birth resulting in stillbirth that is issued by the bureau shall 

12 be filed with the local registrar of the registration district in which the delivery 

13 occurred within five days after issuance. The local registrar shall file the certificate of 

14 birth resulting in stillbirth with the fetal death certificate. 

15 (g) A parent may request that the bureau issue a certificate of birth resulting in 

16 still birth regardless of the date on which the certificate offetal death was issued. 

17 (h) The department may adopt regulations needed to implement this section. 

18 (i) In this section, 

19 (I) "stillbirth" means an unintended, intrauterine fetal death occurring 

20 in the state after a gestational age of 20 completed weeks; 

21 (2) "stillborn child" means a fetus that is the product of a stillbirth. 

CSHB2( ) c2- .. - -
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FISCAL NOTE 

STATE OF ALASKA Fiscal Nole Number: 

2009 LEGISLATIVE SESSION Bill Version: HB002 

() Publish Date: 

::-:::-::H;:B:.:0702~.;=D.:.;H:::S.:;S::,.B=:V~S:..'():::2:.. • .::18:..'()::::9,,--_Dept. Affected"': ___ -';H:::e:::a:;:llh:..&::::=S:':oc:::i::;al..:s:,:e::.;"''''"ce=s_ 
_____ -'B::;i"rt"h.:C:,:e::.;rt"ifi:.:ca::.t:.:e..:I"'or"S::;t"iJJ:.:b::.irt"'h'-_____ RDU Public Health 

Identifier (file name): 

Title 
-::-______________ ::-__________ Component Bureau of Vital Statistics 

Sponsor Gatto 

Requester ________ -"H"o"'us"e"H""S"S _________ component Number 961 

Expenditures/Revenues (Ihousands of Dollars) 
Note' Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 

Estimate of any current year (FY2009) cost: 

POSITIONS 

IFull-time 
ParHime 

Temporary 

0.0 

0.0 

ANALYSIS: (Attach a separate page if necessary) 

0.0 0.0 0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 

HB002 would require the Bureau of Vital Statistics (BVS) to issue, upon the request of a parent, a "certificate of 
birth resulting in a stillbirth" for an intrauterine fetal death occuring after 20 complete gestational weeks. These 
certificates would cost $20 each. Approximately 50 stillbirths are recorded in Alaska annually. Based on response 
in other states passing similar legislation, it is expected most families would request such a certificate. The 
division has adequate budget authorization to receive these additional receipts, resulting in a zero fiscal note­
even though there will be a cost to the requestor similar to other certificates. (Continued on P. 2) 

Prepared by: Bever1y Wooley, Director 
Division Public Health 

Approved by: Alison Eigee, Assistant Commissioner 
DHSS Finance & Management Services 

(Revised 911 Dl200B OMS) 

Phone 269-8126 
DatefTime 1123/0912:00 AM 

Date 2/18/2009 

Page 1 012 
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FISCAL NOTE 

STATE OF ALASKA BILL NO. HB002 ----------------
2009 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

Minimal programming and administrative time will be neccessary to issue such certificates - amounting to 

an estimated $1,000 annually. Assuming 50 certificates are issued each year at $20 each, costs will be 
covered by the fee. The BVS budget is funded primarily by receipt supported services; all certificates issued 

- birth, death, fetal death - require a $20 fee. 

Page 2 of 2 



Interim: 
600 E. Railroad Ave 
Wasilla, AK 99654 

Phone: (907) 376-3725 
Fax: (907) 376-4768 

Alaska State Legislature 

Representative Carl Gatto 
Chair, House Military and Veteran Affairs Committee 

District 13 - Palmer 

Witness list: 
• Michelle Hoyt (Palmer) 
• Rhonda Crawford (Soldotna) 
• Joanne Cacciatore (Arizona) Will be calling in from off net. 
• Mayme Ohnemus (Cooper Landing) Will be in the room to testify 
• Deedra Hollowell (Palmer) 
• Mitchell Phillips (Vital Statistics) 
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Session: 
Alaska State Capitol, Rm 108 

Juneau, AK 99801-1182 

Phone: (907) 465-3743 
Fax: (907) 465-2381 

Toll Free: (800) 565-3743 
R~p_CarJ_Gatto@legis.state.uk. us 
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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 January 22, 2009 

SUBJECT: 

TO: 

FROM: 

Sectional Summary (HB 2 (Work Order No. 26-LS0003\A) 

Representative Carl Gatto 
Attn: Sandra Wilson 

Jean M. Mischel
sel 

£ 
Legislative coun7' r 

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. Establishes a process for the bureau of vital statistics to issue a certificate of 
birth resulting in a stillbirth at the request of a parent of the stillborn child. Requires the 
bureau to transmit the certificate to the local registrar for filing with the fetal death 
certificate. 

JMM:lmb 
09-002.lmb 
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January 20, 2009 

To the Alaska Legislature 

In Support of HE 2 
This is the Story of Daniel Gavin Sheppard, 

My name is Chauna and in 2002, I became pregnant for the first time in my life at the age 
of 32. We were overjoyed and considered this a miracle baby after being diagnosed with 
Feltility problems. 

I walked on air with happiness, eating healthier, drinking extra water and taking every 
breath with my precious baby in mind. That summer we purchased a larger car, a crib 
and swing, stocked up on diapers of various sizes, and dozens of outfits, We went to child 
birth classes and even did relaxation exercises at home to prepare for labor. I never 
missed a doctor appointment and even switched doctors so I could get higher quality 
care. We got ultrasound videos and pictures. I really enjoyed feeling his regular kicking, 
rolling and occasional hie ups. 

Daniel was due on November 26th
. 2002. It was that morning that after a bit of poking 

and juice drinking that I couldn't seem to wake my son. My doctor sent me to the 
maternity ward where using a Doppler speaker they couldn't hear a heartbeat. At that 
point we had an ultrasound where we could not see any heart movement in those tiny, 
clearly visible, ribs on the tv screen. It was the most painful reality of my life to know 
my baby had died. 

I was induced at apx 2:30pm that day. We went through 17 hours of labor that including 
an epidural, pain and nausea medication, IV's and 2 hours of pushing. Daniel Gavin was 
born weighing 71b 140z and 19 inches long at 7:30am on November 27,2002. 
His warm, soft, beautiful body was placed on my chest where my husband and I cuddled 
and kissed and loved him even more than the day before. The nurse bathed him. We 
dressed him and friends and family came to hold him as well. I distinctly remember one 
dear friend rocking him just like he was any other baby. The hospital took foot prints and 
cut a lock of hair for us to keep. They also gave us two camera's to take pictures of our 
beautiful boy. We were so lucky to be able to keep him with us for 12 hours. We sang to 
him and prayed before we had to let him go and begin the long painful journey of grief. 

The next day the hospital gave us a generic card with his name and birthday on it wlitten 
in marker and told us that we won't get a birth certificate because he never took a breath. 
This was a harsh blow after all we had been through. After all, I had given birth to Daniel 
and he was certainly born. 
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We drove home from the hospital on Thanksgiving Day with an empty car seat, empty 
arms and broken hearts. 

As sad as this was, we still love Daniel so much, he will always be a part of our family. 
We do things on his birthday and other times of the year to show him our love. Though 
we never saw his eyes or heard him cry, my son Daniel is such a gift and we are so 
thankful for him. There never has been a day when I thought I wasted 9 months carrying 
him or a time when I wish he never existed. Never, ever. .. I wish the State of Alaska 
would not treat him as such. 

In 1892 American Author Mark Twin said, "Favored above Kings and Emporers is the 
stillborn child." I wish stillbirth and the experience of having to deliver a dead baby was 
respected in this manner today. 

This tragedy strikes everywhere. According to the Center for Positive Outcomes in 
Pregnancy in Washington DC, there are more than 39,000 stillbirths in the U.S. every 
year. 

Historically, we share this horrific experience with John Quincy Adams, Rutherford 
Hayes, Ernest and Pauline Hemingway, and John and Jackie Kennedy, whose stillborn 
daughter is buried with her parents and siblings. 

Ask any woman why she would endure the pain and agony of giving birth and she will 
tell you because of the 'reward' at the end ... it is 'all worth it' we frequently hear. But 
what about the silent births- the women who get no reward for all their hard work ... 

I am writing this today asking you for your supporl...Please pass HE 2. 

Sincerely, 

Chauna Sheppard 
4032 Reka Drive #K-1 
Anchorage, AK 99508 
(907) 333-7650 
chauna18@hotmail.com 
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Sandra Wilson 

From: Hoyt Family [mehoyt@mtaonline.netj 

Sent: Tuesday, January 20, 2009 7:30 PM 

To: Sandra Wilson 

Subject: RE: Hello 

Sandra, 
HE 2, to create a 'Birth Certificate resulting in a Still Birth' would make me and a lot of people feel 

complete. My daughter was still bom at 36 weeks and we had a large funeral for her. The idea that the 
state will only accept the fact that she died is so heart breaking. How can a person die with out being 
bom? Having that piece of paper in my hand would bring closure to the entire grieving process. This 
would validate that my little girl was once here and apart of our lives. 

Thanks so much for bringing this bill forward. 

Michelle 11o!/t 

ir'Jcct Linus -At,ska Charter 

iroviding 5ecuri0 thru /5lankds 

-----Original Message-----
From: Sandra Wilson [mailto:Sandra_Wilson@Jegis.state.ak.us] 
Sent: Tuesday, January 20, 2009 4:44 PM 
To: Carletta Gemmell; Chauna Sheppard; Colleen; Dayna Murphy; Dina Banez; Gretchen Mangrobang; 
KayJene Johnson; Lynnette Haas; Michelle Hoyt; Rhonda Crawford; Sandy Thomas; WesCin Yuill 
Subject: Hello 

Hello everyone. Today was the first day of session and I am preparing the packet that will accompany our 
request for hearing. I need updated letters of support. You can either write new ones or use the same ones 
as last year but I need them to reflect the new bill number for this bill which is HB 2. The sooner you can 
get these to me the sooner I will get a request in. Again I thank everyone for being willing to take the time 
and send me these letters. 

Sincerely, 

Sandra Wilson 
Staff to Rep. Carl Gatto 
907 -465-3163 
Sandra_wilson@legis.state.ak.us 

2 1 9 61/2112009 
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Why We Need a Certificate of Still Birth 
Haven't we all at one time been in a movie theater when the film broke? One momcnt we're caught up in 
the action and suddenly, there is no story on the screen. Time out while the projectionist rethreads the rest 
of the reel. If only life were like that. If only sudden interruptions in life could pick up where they left off. 

The birth of a dead baby is a break in the action. The story 
is over. We get to say hello and goodbye in the same breath. 
Instead ofa bright future, all we're left with is the shattered 
dreams of what might have been. \Vhen a movie breaks we 
get our money back. In real life when the "film" breaks 
we're given a fetal death certificate. No baby to take home. 
No reward for the months of waiting. No acJ..:nu\\'kdgcll1CIlI 
j\.)r ha\'ing giv\,.'11 birth. 

When we discover that what once lived within us is dead 
we want to run away. But we can't. First we must deliver 
our baby, just like mothers of live babies do. We must 
endure the pain. Just like mothers of live babies. And when 
it's over we hold our baby, just like mothers of live babies 
do. But then we have to give our baby back, and go home to 

"Mommy has birth certificates for all 01 an empty nursery. 
us. Th"y iJrove that we were bomed." 

Contrary to what the pundits say, it is possible to fool Mother Nature. She doesn't know our baby died, and 
so she dutifully produces milk to nourish and protect that, which is no longer. She knows we gave birth. 
We know we gave birth. But the state says not. Stillbirth mothers an- 1101 ~ N acknowledged :1.\ Illolh~r~ 

b~' most states. but 'we're working to change that. 

"\Ve will recognize your bab~"s death, but 1101 its hirth" is th.: 111(-"ri~'I::!('. 

But how can that die which has not been born? How did it-come into being? Did it ride a space ship to 
earth? Or did it arrive the way every other baby arrived, from the womb of a mother who conceived and 
delivered it? 

Bit'lh is a proces.~ that all mulhcrs endure: lin or '".\liIJ" is the OUll'OIUC oftJwt prol'css. Ifwe 
recognize a live birth, why would the state not recognize a stillbirth? Is it to punish the mother whose baby 
is born dcad? Is she somehow not worthy? Did she fail? That's what she thinks. Ifwc give a the mother of 
a live birth a "Certificate of Live Birth" why would we not givc the mothcr ofa stillborn baby a Certificate 
of Still Birth? That's the reality of what happened. 

All mothers ~ivc birth; only the outcomes of those Ilirths differ. 

To deny a woman a "Certificate of Still Birth", when she fails to produce a living child, is to say that she 
did not give birth, which is not true. To deny a woman recognition for this seminal event in her life is to 
deny the event occurred. To deny a woman recognition is to tell her she is a failure. It is an open wound 
upon her soul that will never heal unless and until her sacrifice is recognized; just as live birth mothers are 
recognized. 

On August 9. 2001 in Phoenix. Arizona, Sharon Arnold, wife ofNSS Founder Richard K. Olsen. along 
with Joanne Cacciatore-Garard, NSS National Director and founder of till: MISS Foundation, were given 
the first Ccrtific:tte~ of Birth Resulting in Still Birlh to bc issued in the United States. Arizona has led the 
way by acknowledging that these bravc women gave birth and that their daughters, Camille and Cheyenne, 
though born still, did for one brief and glorious moment pass through this world. Your state should 
recognize you and your babies too, ht:causc all our childrcll lll'llter. 
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When Your Baby Is Stillborn 

IVhat Is STillbirth? 
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When your baby is stillborn, expectations. 
hopes and dreams are cruelly shattered and 
lives are changed. /,Iany parents have initial 
feelings of shock and confusion when told that 
their baby has died. What happened? Why 
you? Babies are not supposed to die, When 
they do, it can be devastating. overwhelming, 
and painful. We are very sorry that your baby 
died No one can take away the pain, but we 
hope the following information will answer 
some questions, provide reassurance, and help 
you, 

You may not have heard of stillbirth until you 
experienced it. When a baby dies before 
delivery, many people commonly think of 
miscarriage. Both stillbirth and miscarriage are 
types of pregnancy loss, but they differ by 
when the loss occurs. A miscarriage 
(sometimes called a spontaneous abortion) is 
when a baby dies before the 20th week of 
pregnancy, Stillbirth is the death ofa baby 
after the 20th week of pregnancy but before 
delivery. Whenever parents deal with the death 
of their baby, whether it be early in pregnancy, 
late in pregnancy, or sometime after birth, there 
can be a great sense of disappointment, loss, 
and suffering. Stillbirth and miscarriage are 
separately defmed not because one or the other 
is an easier or more difficult loss with which to 
deal, but because they differ in many ways. 
Stillbirth and miscarriage have different causes, 
need different evaluations, and differ medically 
and in the ways that parents and families can 
best be helped. 

Stillbirth is COlrmlon, It may affect anyone. 
There is no way to predict when stillbirth will 
happen or who will experience it. Stillbirth 
occurs in families of all races, religions. and 
income levels .. Each year in the United· States 
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http://www.wisc.edulwissp/when.hn 

about 25.000 babies. or 68 babies every day. 
are born still. This is about I stillbirth in every 
115 births. Most often a stillbirth is detected 
while the baby is in the mother's uterus, 
sometimes not until labor is underway. 

Following a stillbirth, parents frequently ask, 
"Why did this happen?" Sometimes a reason is 
found; other times a specific cause remains 
unknown. Extensive and careful evaluation of 
the baby and placenta following delivery may 
help identifY a reason in about 40%-50% of 
stillbirths. When a specific cause is not 
identified, evaluation may still be helpful by at 
least ruling out potential high risks for 
recurrence. 

Identifiable causes of stillbirth generally fall 
into one of three different categories: birth 
defects in the baby, problems with the placenta 
or umbilical cord, or maternal illnesses or 
conditions which may sometimes affect 
pregnancy. 

• Birth defects are common but often 
overlooked causes for stillbirth. About 
one-fourth of babies who are stillborn have one 
or more birth defects that are responsible for 
their death. . 

• The placenta and umbilical cord are the 
baby's "lifeline" for oxygen and nutrients. 
Problems in either one may completely cut off 
or severely interfere with the needed flow of 
blood, oxygen, and nutrients to the baby. 
Although commonly pointed to as the likely 
cause for death of a baby, problems with the 
placenta or umbilical cord actually account for 
only a moderate number of stillbirths. 

• Although uncommon, maternal conditions 
may be responsible for stillbirth. Certain 
illnesses in the mother, such as diabetes or 
hypertension, and their treatments, sometimes 
cause stillbirths. An increased risk for stillbirth 
is also associated with the use of certain 
recreational drugs, particularly cocaine. 

___ in adcl~ioll' tl!er~_ ase many other rare causes of 

1/21/2009 9:,) I ,\ M 
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stillbirth. Whether or not a specific cause for 
your baby's death is identified, it is most 
important to remember that stillbirths most 
a/ten are not caused by something you did or 
did not do. 

Following delivery of a stillborn, parents may 
be asked to provide consent for extensive 
evaluation of their baby. This evaluation 
involves many different studies, including an 
internal post-mortem examination (autopsy), a 
physical examination, photographs of the 
baby's face, body, and any unusual features, 
X-rays, and genetic testing of some of the 
baby's tissues. If permission is given, 
evaluations are started soon after the baby's 
delivery. Detailed results are usually available 
and communicated to parents in a few weeks to 
a few months. 

These studies can be helpful for many reasons. 
They may provide answers or insight to some of 
your questions including the frequently asked, 
"Why did it happen?" and "Will it happen 
again?", as well as those about management and 
care in future pregnancies. Even if some 
questions remain unanswered, there may be 
comfort in knowing that as much as possible 
was learned about the baby and that important 
information may be added to medical 
knowledge which could help other babies in the 
future. The baby is treated respectfully at all 
times. Agreeing to a comprehensive evaluation 
does not prevent a family from spending time 
with their baby or choosing to have a funeral, 
memorial service, cremation, or buriaL 

Such evaluation is valuable to most parents as 
they try to deal \'lith the full impact of their 
loss. In fact, very few parents express regret for 
ha ving the suggested evaluations done. 
Nevertheless, some may think that such 
assessment violates their baby and intrudes 
upon their grief. Parents must choose what is 
best for them. Whatever the decision, it is 
respected. 

Generally one stillbirth does not predict 

1/21/20099:41 AM 
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another. On average, there is approximately a 
3% chance for stillbirth to happen again in the 
next pregnancy--or approximately a 97% 
chance that a future pregnancy would nol end 
in stillbirth. Extensive evaluation of the baby 
may provide information that allows a 
geneticist, genetics counselor, or your doctor to 
determine more accurately what the chances 
are that stillbirth could happen again. Finding a 
specific cause may imply a much higher or 
lower risk than this average one. Specific 
causes, when discovered, more often result in a 
decrease in the estimated risk that stillbirth may 
happen again and less often in an increase in 
that estimated risk. In almost all circumstances, 
subsequent healthy pregnancies are possible. 

In the natural course of life events, babies are 
least of all expected to die. The loss of a baby 
through stillbirth can be overwhelming and 
devastating. Although surprising to some, the 
stillbirth of a baby is a great loss, as great as 
that of an older child or any loved one. 

When stillbirth occurs, parents who were 
anxiously awaiting a baby suddenly are not. It is 
natural for you to grieve deeply for your baby 
who has died and for the hopes, dreams, and 
wishes that will never be; hopes, dreams, and 
wishes that, for you, were real long before the 
anticipated birth of your baby. You may feel a 
strong sense of sadness, anger, or maybe 
bitterness at the unfairness of this tragedy. You 
may experience feelings of loneliness and 
longing, helplessness, or, because of the 
intensity of your emotions, confusion. Many 
parents also feel guilt. They often wonder if 
they did something to cause their baby's death; 
this is rarely true. 

These intense emotions are real and a normal 
part of grieving. Grieving is a process of making 
meaning out of your loss and oflife without 
your baby. Grieving is not easy. It is long, 
unpredictable, and requires a lot of energy. But 
you need time to grieve since grieving is 
necessary to work through pain toward healing. 

1/2112009 q'dl AM 
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Dealing with the death of your baby may be 
one of the most painful experiences in your life. 
Everyone copes and mourns differently. 
Perhaps a few of the following suggestions can 
help you survive some of the difficult times. 

• Take care of yourself Eat well. Get plenty of 
rest. Stay well physically so that you can 
continue to heal emotionally. 

• Express yourself Talk about your baby, your 
feelings, your fears, your grief. Or keep a diary, 
write a journal, create, start a flower garden. 
This may help you to see things more clearly. 

• Read written resources. There are many 
books, articles, poems, and videos that can 
provide information, guidance, and support. 

• Find a support network. Such a network may 
be your family, your friends, or your faith 
community. You may want to contact a support 
group for parents who have experienced the 
death of a baby, to share your story and feelings 
and to learn from others who have also "been 
there". 

Above all, give yourself time. Be patient. You 
will never forget your baby, but you will heal. 
Healing is an ongoing process; it does not 
happen overnight. But it will happen. 

Support: 

Share. National Office, St. Joseph 
Health Center, 300 First Capitol 
Dr., St. Charles, MO 63301-2893; 
800-821-6819. 

Pen Parents, Inc. P.O. Box 8738, 
Reno, NV 89507-8738; 
702-826-7332 

Suggested Reading Material: 

Empty Cradle, Broken Heart, by 
Deborah L. Davis, Ph.D., Fulcrum 
Press, 1996 (second edition). 

, n ,l!flflO o. ,I 1 A ~ ,f 
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Veyartment of Heafth and Socia{ Services 
.J't{aska 'Bureau ofYita{ Statistics 

I I 
, 

I , Certificate of ~irtli 1{esu{ting in Sti{{birtli 

.5tccording to .5t{aska State Records 

13umy Nevers Was Defivered on .5tugust 1, 2002 

I • In Cice{y, .5t{aska 

II To Caro{yn .5tnne Tuckett and Jofin 'Far{ Nevers 

Date Issued: 11/29/2005 

TD Number: 2002999999 

Q 

" 

'! This certificate is not yroof of five birth I L .. 
• • 
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Fetal Deaths 

Alaska 2000-2004 

2000 
2001 
2002 
2003 
2004 

deaths 
45 
41 
50 
59 
57 

rate" 
4.5 
4.1 
5.0 
5.B 
5.5 

Note: Fetal deaths are calculated if gestation is at least 20 weeks 
• rates are per 1,000 live births. 
Source: Alaska Bureau of Vital Statistics, March 2007 
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Fetal deaths 
From: walden, stephanie [Stephanie_Walden@health.state.ak.us] 
Sent: Thursday, March 01, 2007 5:14 PM 
To: Sandra Wilson 
Subject: Fetal deaths 

National 
2000 
2001 
2002 
2003 

Fetal 
6.6 
6.5 
6.4 
6.2 

Death rates: 

Rates are per 1,000 live births in the u.s. for pregnancies lasting at least 20 weeks. 
I couldn't find data for 2004. 

Sorry about the delay in responding. I just received your email at 4:20, and it 
looks like you sent it this morning. Must be having problems with our system again. 

Let me know if you need anything else. 

Stephanie 
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Vital statistics is the only department affected by HB 2 

Witness list: 

I am unable to provide a witness list until the hearing date is schedule due to the 
schedules of those who mayor may not be able to testify, 

Session: 
Alaska State Capitol, Rrn J08 

Juneau, AK 99801-1182 

Phone: (907) 465-3743 
Fax: (907) 465-2381 

Toll Free: (800) 565-3743 
Rep ~ Cllrl_ Gatto@legis.state.ak.us 
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A stillbirth occurs when a fetus which has died in the utcrus or during labor or delivery exits a 
woman's body. The term is often used in distinction to live birth or miscarriage. Most stillbirths 
occur in full term pregnancies. 

Some sources reserve the term "stillbirth" for a fetus which has died after reaching mid-second 
trimester to full term gestational age. For example, in the United Kingdom, "stillbirth" is used to 
describe an infant delivered without life after 24 weeks gestation. The sources that use this 
definition tend to use the term "miscarriage" if the death occurs earlier in development. In 
contrast, other sources use the term "stillbirth" regardless of the stage of fetal development. 
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Sec. 18.50.950. Definitions. 

In this chapter, 
(I) "adoptive parent" means a person who has adopted another person under AS 25.23; 
(2) "biological parent" means a parent named on the original certificate of birth of an adopted 

person; 
(3) "bureau" means the Bureau of Vital Statistics; 
(4) [Repealed, 88 ch 56 SLA 2005.] 
(5) "commissioner" means the commissioner of health and social services; 
(6) "dead body" means a lifeless human body or parts or bones of it from the state of which it 

reasonably may be concluded that death recently occurred; 
(7) "department" means the Department of Health and Social Services; 
(8) "fetal death" means death before the complete expulsion or extraction from its mother of a 

product of human conception, irrespective of the duration of pregnancy, where 
(A) the death is indicated by the fact that, after expulsion or extraction, the fetus does not 

breathe or show evidence of life such as beating of the heart, pulsation of the umbilical cord, or 
definite movement of voluntary muscles; and 

(B) the expulsion or extraction is not caused by an induced termination of pregnancy; 
(9) "filing" means the presentation of a certificate, report, or other record provided for in this 

chapter, of a birth, death, fetal death, adoption, marriage, or divorce for registration by the 
bureau; 

(10) "final disposition" means the burial, interment, cremation, or other disposition of a dead 
body or fetus; 

(II) "induced termination of pregnancy" means the purposeful interruption of an intrauterine 
pregnancy with the intention other than to produce a live-bom infant, and that does not result in a 
live birth, except that "induced termination of pregnancy" does not include management of 
prolonged retention of products of conception following fetal death; 

(12) "institution" means a public or private establishment that provides in-patient medical, 
surgical, or diagnostic care or treatment, or nursing, custodial, or domiciliary care to two or more 
unrelated individuals, or to which persons are committed by law; 

(13) "live birth" means the complete expulsion or extraction from its mother of a product of 
human conception, irrespective of the duration of pregnancy, that, after expulsion or extraction, 
breathes or shows evidence oflife such as beating of the heart, pulsation of the umbilical cord, or 
definite movement of voluntary muscles, whether or not the umbilical cord has been cut or the 
placenta is attached; . 

(14) "medical history" includes information relating to a person's medical conditions and 
treatment, immunization records, and other medical information about the person that could be 
important to the health care of the adopted person; 

(15) "physician" means a person authorized or licensed to practice medicine under the laws of 
the state; 

(16) "registration" means the acceptance by the bureau and the incorporation in its official 
records of certificates, reports, or other records provided for in this chapter, of births, deaths, 
fetal deaths, adoptions, marriages, or divorces; 

(17) "state registrar" means the state registrar of vital statistics; 
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(18) "system of vital statistics" includes the registration, collection, preservation, amendment, 
and certification of vital statistics records, and related activities including the tabulation, 
analysis, and publication of statistical data derived from them; 

(19) "vital statistics" means records of birth, death, fetal death, induced termination of 
pregnancy, marriage, divorce, adoption, and related data. 
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What is the legal definition of a stillbirth? 

A stillborn child is legally defined as a child born after the 24th week of 
pregnancy who did·not show any signs of life after being born. UK 

United Kingdom 

In the United Kingdom, stillbirths must be registered by law. The Stillbirth 
Definition Act (1992) requires that any 'child' expelled or issued forth from its 
mother after the 24th week of pregnancy that did not breathe or show any other 
signs of life be registered as a stillbirth. This must be done within 42 days and a 
Stillbirth Certificate is issued to the parent(s).[1] 

United States 

In the United States, there is no standard definition of the term 'stillbirth,.[4] 
The Centers for Disease Control and Prevention collects statistical information 
on "live births, fetal deaths, and induced termination of pregnancy" from 57 
reporting areas in the United States. Each reporting area has different guidelines 
and definitions for what is being reported; many do not use the term "stillbirth" at 
all. The federal guidelines suggests (at page 1) that fetal death and stillbirth can 
be interchangeable terms. The CDC definition of "fetal death" is based on the 
definition promulgated by the World Health Organization in 1950 (see section 
above on Canada). 
The federal guidelines recommend reporting those fetal deaths whose birth 
weight is over 350g, or those over 19 weeks gestation. Forty-one areas use a 
definition very similar to the federal definition, thirteen areas use a shortened 
definition of fetal death, and three areas have no formal definition of fetal death. 
Only 11 areas specifically use the term 'stillbirth' , oftentimes synonymously with 
fetal death, however they are split between whether stillbirths are "irrespective of 
the duration of pregnancy", or whether some age or weight constraint is applied. 



Interim: 
600 E. Railroad Ave 
Wasilla, AK 99654 

Phone: (907) 376-3725 
Fax: (907) 376-4768 

Alaska State Legislature 

Representative Carl Gatto 
Chair, House Military and Veteran Affairs Committee 

District 13 - Palmer 

Witness list: 
• Michelle Hoyt (Palmer) 
• Rhonda Crawford (Soldotna) 
• Carletta Gemmell (Kenai) 
• Joanne Cacciatore (Arizona) 
• Mayme Ohnemus (Cooper Landing) 
• Amber Ohnemus 
• Chauna Sheppard (Anchorage) 
• Daryl Logullo 
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John Davies 

From: Mitchell, Phillip L (HSS) [phillip.mitchell@alaska.gov] 

Sent: Friday, March 06, 2009 9:12 AM 

To: John Davies 

Subject: RE: Stillbirth definition 

John, 

I think your first alternative is fine, since if the bill is adopted the Bureau will be required to include the state file 
number from the corresponding fetal death certificate on the certificate of birth resulting in stillbirth under 
section (C). We can only do this if we have a fetal death record on record. 

The only change I would suggest is to change "is issued" to "has been registered". We have many records (fetal 
death and otherwise) that have been registered but never issued. As (h) is currently written a stillbirth could 
meet the fetal death definition of 18.50.950 but not be considered a stillbirth since the fetal death certificate 
had never been issued. If I haven't explained this well let me know; it may be easier if we talked. 

Phillip 

From: John Davies [mailto:John_Davies@legis.state.ak.usj 
Sent: Wednesday, March 04, 2009 9:13 AM 
To: nss@cox.net 
Cc: Mitchell, Phillip L (HSS); Wilson, Sandra (LAA) 
Subject: RE: Stillbirth definition 

Dear Richard Olsen, 

Thank you for your prompt response. I have done significant research since my previous email to you. I have 
learned that a number of states have adopted laws providing birth certificates resulting in stillbirth, and that there 
is a split on the use of a speCific gestation period. 

Alaska Statutes presently defines "fetal death" at AS 18.50.950 (8), which definition is the same as the WHO 
definition. Alaska Dept. of Vital Statistics issues a fetal death certificate for stillborns at or beyond 20 weeks 
gestation, and it is optional to issue a fetal death certificate for a stillborn prior to 20 weeks. 

So as to keep our stillbirth certificate law consistent with our fetal death and fetal abuse laws we are thinking that 
the definition in the propose law ought to be something such as follows: 

(h) In this section, "stillbirth" or "stillborn child" refers to a fetal death occurring in the state as defined in AS 
1 B.50.950 (8) (A) and (B), and for which a fetal death certificate is issued. 

Or altematively: 

(h) In this section, "stillbirth" or "stillbom child" refers to a fetal death occurring in the state as defined in AS 
18.50.950 (8) (A) and (B). 

(i) A certificate of birth resulting in stillbirth may only be issued if a certificate of fetal death has been issued. 

I would appreciate your thoughts. 

Thank you for your time and attention to this matter. 

Regards, 

2212 3/12/2009 
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John Davies 

From: National Stillbirth [mailto:nss@cox.net] 
Sent: Tuesday, March 03, 2009 6: 17 PM 
To: John Davies 
Subject: RE: Stillbirth definition 

TO: John Davies 

Page 2 of3 

Birth is an event. The majority of babies are delivered "live". In fact. what we commonly refer to as a "birth 
certificate" to memorialize the event is more properly described as a "Certificate of Live Birth". Have a look at 
bjtp:llwww.cdc.gov/nchs/vit~Lc~rts_r:ev.lltm for more information. 

If there is a Certificate of Live Birth. does it not make a prima facie case for the issuance of a "Certificate of 
Stillbirth". As stated above, "birth" is an event. Live or still is an outcome. 

A stillbirth is the delivery of a baby, that has completed 20 weeks or more of gestation, vaginally or by cesarean 
that is not live at time of birth. That means 1) there is no beating heart, 2) no pulsating umbilical cord, 3) no 
respiration and 4) no voluntary movement. If any of these signs are present and the baby subsequently dies it is 
deemed to be a fetal death. 

Fetal deaths prior to 20 weeks gestation are deemed to be "miscarriages", not "stillbirths". The foregoing refers to 
involuntary fetal death that is not the product of an elective termination for medical or personal reasons. 

See attached, "Why we Need a Certificate of Stillbirth" and Open Letter to Alaska Legislature sent last session. 

1'fatio.na[ Sti[[6irtfi Society 
Richard K. Olsen, Founder 
Post Office Box 10273 
Phoenix, AZ 85064 
TEL: 602-216-6600 
FAX: 602-861-8090 
ru,;s@cox.net 

From: John Davies [mailto:John_Davies@legis.state.ak.us] 
Sent: Tuesday, March 03, 20094:27 PM 
To: nss@cox.net 
Cc: Rep. Wes Keller 
Subject: Stillbirth definition 

Dear National Stillborn Society, 

I am working for the Alaska State Legislature, and we are in the process of drafting a law that would allow parents 

3/12/2009 



2214 

Page 3 of3 

of a stillborn child to obtain a birth certificate for the stillborn. We are struggling with a definition for "stillbirth" and 
"stillborn" and "stillborn child". Is there a model definition that we could use that would be acceptable to both the 
pro life and pro choice camps that would stand up to legal challenge? Any input would be greatly appreciated. 

Thank You, 

John Davies 
Chief of Staff to 
Rep. Wes Keller 

3/12/2009 
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John Davies 

From: Sandra Wilson 

Sent: Tuesday, March 03, 2009 3:01 PM 

To: John Davies 

Subject: RE: HB 2 

I am well aware of that fact. And yes I have seen that video and it is an excellent one. My concern has been that 
by holding up the bill drastically decreases the chances of it passing this year strictly due to time constraints. The 
bill was rnodeled off of another bill and the definition was taken directly from what other states had used. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 2:58 PM 
To: Sandra Wilson 
Subject: RE: HB 2 

Thanks, I just came from that website before I wrote to you. I also went on the MISS website and viewed an 
excellent video. Will you carry the bill? Will you show the video? Yes, I read the definition in the Arizona 
materials. I don't mean to be reinventing the wheel, I was asked to weigh in on the definition and am doing my 
due diligence. You probably know all this already. In my view the more your bill looks like other existing 
legislation the better chance it has of passing without any "hitches". JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 2:52 PM 
To: John Davies 
Subject: RE: HB 2 

Yes I am Familiar with the National stillbirth Society. The definition that is currently in the bill is one that is also in 
many versions around the country. I have spoken with the founder of this society and he actually testified on the 
bill last year. The lady whose name I mentioned is the founder of the M.I.S.S. Foundation. The national stillbirth 
society describes stillbirth as the intrauterine death and subsequent delivery of a developing infant that 
occurs beyond 20 completed weeks of gestation. (A loss prior to 20 weeks is tenned a miscarriage or 
"pregnancy loss".) this is found on their website. httlr//www.stillnomore.org/main.htm 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 2:45 PM 
To: Sandra Wilson 
Subject: RE: HB 2 

Sandra, Are you familiar with the National Stillbirth Society? I have been researching this issue and sent a 
request to them about a model definition. I see that the lady that you named is prominent in the Stillbirth 
educational community. JD 

2215 3112/2009 



From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 1:16 PM 
To: John Davies 
Subject: RE: HB 2 

Page 2 of4 

Is there a specific committee member who has a problem with the bill that is holding it up? Or is it just details on 
the language? 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03,20091:14 PM 
To: Sandra Wilson 
Subject: RE: HB 2 

Good thoughts Sandra. JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 12:1S PM 
To: John Davies 
Subject: RE: HB 2 

The suggestions would be as follows and this is based off of the CS that was heard in committee: 

On page 1 line 6 following "of' delete "a stillborn child" and insert "the stillbirth" 

On page 1 line 12 following "of' delete "a stillborn child" and insert "the stillbirth" 

On page 1 line 13 following "name" delete "of a stillborn child" 

On page 2 line 1 following "name" delete "of the stillborn child" 

On page 2 line 6 following "birth" delete "of a stillborn child" 

On page 2 line 14 remove everything following "stillbirth" and insert "is that as defined in AS 18.50.950(8). 

If you were to make those changes there would be no reference to a child and take away any concerns that have 
been raised. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 11:58 AM 
To: Sandra Wilson 
Subject: RE: HB 2 

Yes, I had the word fetus in my first draft, but changed it to follow the referred to statute. I am glad that you have 
been talking to others with experience. That's a great help. Based on your conversations do you have any new 
draft language? Thanks JD 

2 2 1 6 3112/2009 



From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 10:27 AM 
To: John Davies 
Subject: RE: HB 2 

Page 3 of4 

I understand. I have been talking with those who have worked on this in other states. And in states where this 
issue has come up what they have done to quash any belief that this would in any way give rights to or somehow 
do what we did not want it to do was delete the word child and insert the word fetus. By doing this we take away 
any reference to a child. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 10:00 AM 
To: Sandra Wilson 
Subject: RE: HB 2 

Let's talk to Jean about this tomorrow and look to get the bill out of committee next week. It would be better to get 
it right now to insure its passage later. JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 9:52 AM 
To: John Davies 
Subject: RE: HB 2 

You could make it simpler by saying that in this section "stillbirth" or "stillborn child" is that as defined in AS 
18.56.950 (8) 

I do not have a problem meeting with the two of you tomorrow. I was just hoping that we would be able to get this 
heard and passed out today because the hope that both myself and Rep. Gatto is that we could pass this bill 
through this year. This is more and more unlikely as it takes longer to get it out of committee. I guess I don't 
completely understand the issue at hand because it states very clearly in the bill that the issuance of the birth 
certificate is not proof of live birth. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: Joh n Davies 
Sent: Tuesday, March 03, 2009 9:35 AM 
To: Sandra Wilson 
Subject: HB 2 

Dear Sandra, 

This email is a heads up for your to keep you apprised of the movement on your bill. Here is the proposed 
definition of "stillbom child" that we propose: 

(h) In this section, "stillbirth" or "stillbom child" refers to the unintended death of a product of human 
conception as defined in AS18.50.950 (8)(A) and (B). 

2217 3/12/2009 
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Give this some thought. We have an appointment to meet with Jean Mischal, Leg Legal, tomorrow at gam at her 
office in the TMOB. I would like you to attend with Matt and I so that you can have your input heard on this. 

We are trying to make sure that the definition is tight enough so as not to cause the bill to fail or run into problems 
with legal challenges. 

Jean was working on a drafting job today and couldn't see us until tomorrow. 

Regards, 
John Davies 

2 2 1 8 3112/2009 
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John Davies 

From: Sandra Wilson 

Sent: Tuesday, March 03, 2009 2:52 PM 

To: John Davies 

Subject: RE: HB 2 

Yes I am Familiar with the National stillbirth Society. The definition that is currently in the bill is one that is also in 
many versions around the country. I have spoken with the founder of this society and he actually testified on the 
bill last year. The lady whose name I mentioned is the founder of the M.I.S.S. Foundation. The national stillbirth 
society describes stillbirth as the intrauterine death and subsequent delivery of a developing infant that 
occurs beyond 20 completed weeks of gestation. (A loss prior to 20 weeks is termed a miscarriage or 
"pregnancy loss".) this is found on their website. httfl:llwww.stillnomore.orWmain.htm 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 2:45 PM 
To: Sandra Wilson 
Subject: RE: HB 2 

Sandra, Are you familiar with the National Stillbirth Society? I have been researching this issue and sent a 
request to them about a model definition. I see that the lady that you named is prominent in the Stillbirth 
educational community. JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 1:16 PM 
To: John Davies 
Subject: RE: HB 2 

Is there a specific committee member who has a problem with the bill that is holding it up? Or is it just details on 
the language? 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 1:14 PM 
To: Sandra Wilson 
Subject: RE: HB 2 

Good thoughts Sandra. JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 12: 15 PM 
To: John Davies 
Subject: RE: HB 2 

2219 3/12/2009 
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The suggestions would be as follows and this is based off of the CS that was heard in committee: 

On page 1 line 6 following "of' delete "a stillborn child" and insert "the stillbirth" 

On page 1 line 12 following "of' delete "a stillborn child" and insert "the stillbirth" 

On page 1 line 13 following "name" delete "of a stillborn child" 

On page 2 line 1 following "name" delete "of the stillborn child" 

On page 2 line 6 following "birth" delete "of a stillborn child" 

On page 2 line 14 remove everything following "stillbirth" and insert "is that as defined in AS 18.50.950(8). 

If you were to make those changes there would be no reference to a child and take away any concerns that have 
been raised. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 11:58 AM 
To: Sandra Wilson 
Subject: RE: HB 2 

Yes, I had the word fetus in my first draft, but changed it to follOW the referred to statute. I am glad that you have 
been talking to others with experience. That's a great help. Based on your conversations do you have any new 
draft language? Thanks JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 10:27 AM 
To: John Davies 
Subject: RE: HB 2 

I understand. I have been talking with those who have worked on this in other states. And in states where this 
issue has come up what they have done to quash any belief that this would in any way give rights to or somehow 
do what we did not want it to do was delete the word child and insert the word fetus. By doing this we take away 
any reference to a child. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 10:00 AM 
To: Sandra Wilson 
Subject: RE: HB 2 

Let's talk to Jean about this tomorrow and look to get the bill out of committee next week. It would be better to get 
it right now to insure its passage later. JD 

2220 3/12/2009 



From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 9:52 AM 
To: John Davies 
Subject: RE: HB 2 

Page 3 of3 

You could make it simpler by saying that in this section "stillbirth" or "stillborn child" is that as defined in AS 
18.56.950 (8) 

I do not have a problem meeting with the two of you tomorrow. I was just hoping that we would be able to get this 
heard and passed out today because the hope that both myself and Rep. Gatto is that we could pass this bill 
through this year. This is more and more unlikely as it takes longer to get it out of committee. I guess I don't 
completely understand the issue at hand because it states very clearly in the bill that the issuance of the birth 
certificate is not proof of live birth. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 9:35 AM 
To: Sandra Wilson 
Subject: HB 2 

Dear Sandra, 

This email is a heads up for your to keep you apprised of the movement on your bill. Here is the proposed 
definition of "stillborn child" that we propose: 

(h) In this section, "stillbirth" or "stillborn child" refers to the unintended death of a product of human 
conception as defined in AS18.50.950 (8)(A) and (8). 

Give this some thought. We have an appointment to meet with Jean Mischal, Leg Legal, tomorrow at 9am at her 
office in the TM08. I would like you to attend with Matt and I so that you can have your input heard on this. 

We are trying to make sure that the definition is tight enough so as not to cause the bill to fail or run into problems 
with legal challenges. 

Jean was working on a drafting job today and couldn't see us until tomorrow. 

Regards, 
John Davies 

2 2 2 1 3112/2009 
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Matthew Johnson 

From: Jim Pound 

Sent: Thursday, March 05, 2009 1 :58 PM 

To: Matthew Johnson 

Subject: 07 aac 

7 AAC 05.450. Fetal deaths 

Any product of gestation of less than 20 weeks duration of pregnancy, showing no evidence of life, 
may have a fetal death certificate prepared, filed, recorded, and registered as required above, at the 
option of the parents or others concerned; such certificate is not mandatory for fetal deaths with a 
duration of pregnancy of less than 20 weeks. However, this regulation does not release anyone from the 
duty of reporting any suspicion of foul play or illegal act; nor does it except such cases from any 
existing burial requirements or restrictions, or other health requirements, either state or local. 

History: In effect before 7/28/59; am 7/25/60, Register 2 

2222 3/5/2009 
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John Davies 

From: John Davies 

Sent: Wednesday, March 04, 20099:13 AM 

To: 'nss@cox.net' 

Cc: 'phillip.mitchell@alaska.gov'; Sandra Wilson 

Subject: RE: Stillbirth definition 

Dear Richard Olsen, 

Thank you for your prompt response. I have done significant research since my previous email to you. I have 
learned that a number of states have adopted laws providing birth certificates resulting in stillbirth, and that there 
is a split on the use of a specific gestation period. 

Alaska Statutes presently defines "fetal death" at AS 18.50.950 (8), which definition is the same as the W,'clp" ., .... , . 
definition. Alaska Dept. of Vital Statistics issues a fetal death certificate for stillborns at or beyond 20 W"r. ·.f~t.it:~~,.r,it.~.f~:/.J..:; 
gestation, and It IS optional to Issue a fetal death certificate for a stillborn pnor to 20 weeks. 'fr;~~;:;~;;;,";';,~:U _:. : 

So as to keep our stillbirth certificate law consistent with our fetal death and fetal a'rf!?, laws we are thi'i".~~~~~f.~.'~ , 
the definition In the propose law ought to be something SUCh~l~ D ...... ~ :~.;f~¥~.;~iJ<.; 

~ (h) In this section, 'stillbirth" or 'stillborn child" refers tola fefar death bccurr' g in the state as definl~~~i~~i~,,~{i>.;', 
"Gifi 18.50.950 (8) (A) and (B), td for which a fetal death certlficate,lsoissued. /J . ~il·' .. ~;'f,:."~'"';::I,j.,: .. :, 

. . t1 I ()".-11.. VI' --)M'4--- h"Sj:'t,:;fJ;I:;;i'~.'J;!i{:· 
Or alternatively: -tJIp ~ - J ·Er"":tei,::t'i1'1fi,,.~.,,·(:,. 

I'V ~1~~~"\~~-:;t::,?;/~}(~) ,.': 
(h) In this section, "stillbirth" or "stillborn child" refers tola fetal death bccurring in the state as definE .. llfl1(§'::",.:.· .. ·,.:i,:,·:, 

18.50.950 (8) (A) and (B). ~"R'. '..... . - . 
(i) A certificate of birth resulting in stillbirth may only be issued if a certificate of fetal death has been issued. 

I would appreciate your thoughts. 

Thank you for your time and attention to this matter. 

Regards, 
John Davies 

From: National Stillbirth [mailto:nss@cox,netj 
Sent: Tuesday, March 03, 20096:17 PM 
To: John Davies 
Subject: RE: Stillbirth definition 

TO: John Davies 

Birth is an event. The majority of babies are delivered 'live". In fact, what we commonly refer to as a "birth 
certificate" to memorialize the event is more properly described as a "Certificate of Live Birth". Have a look at 
I}ttP:![II!WW.Cgc.g.9Y!l1cllsL\!.i!03.U~",_rj;UeyJ]tm for more information. 

If there is a Certificate of Live Birth, does it not make a prima facie case for the issuance of a 'Certificate of 
Stillbirth". As stated above, 'birth" is an event. Live or still is an outcome. 

A stillbirth is the delivery of a baby, that has completed 20 weeks or more of gestation, vaginally or by cesarean 
that is not live at time of birth. That means 1) there is no beating heart, 2) no pulsating umbilical cord, 3) no 
respiration and 4) no voluntary movement. If any of these signs are present and the baby subsequently dies it is 

22233/4/2009 
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deemed to be a fetal death. 

Fetal deaths prior to 20 weeks gestation are deemed to be "miscarriages", not "stillbirths". The foregoing refers to 
involuntary fetal death that is not the product of an elective termination for medical or personal reasons. 

See attached, "Why we Need a Certificate of Stillbirth" and Open Letter to Alaska Legislature sent last session. 

:Nationa{ Sti{{6irtli Society 
Richard K. Olsen, Founder 
Post Office Box 10273 
Phoenix, AZ 85064 
TEL: 602-216-6600 
FAX: 602-861-8090 
nss@co_x.net 

From: John Davies [mailto:John_Davies@legis,state.ak.us] 
Sent: Tuesday, March 03, 2009 4:27 PM 
To: nss@cox.net 
Cc: Rep. Wes Keller 
Subject: Stillbirth definition 

Dear National Stillborn Society, 

I am working for the Alaska State Legislature, and we are in the process of drafting a law that would allow parents 
of a stillborn child to obtain a birth certificate for the stillborn. We are struggling with a definition for "stillbirth" and 
"stillborn" and "stillborn child". Is there a model definition that we could use that would be acceptable to both the 
pro life and pro choice camps that would stand up to legal challenge? Any input would be greatly appreciated. 

Thank You, 

John Davies 
Chief of Staff to 
Rep. Wes Keller 
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John Davies 

From: 

Sent: 

To: 

National Stillbirth [nss@cox.net] 

Tuesday, March 03, 20096:17 PM 

John Davies 

Subject: RE: Stillbirth definition 
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Attachments: MAIL TO Legislators2.pdf; GENERIC. FOOTPRINTS. pdf; GENERICWHY WE NEED. pdf 

TO: John Davies 

Birth is an event. The majority of babies are delivered "live". In fact, what we commonly refer to as a "birth 
certificate" to memorialize the event is more properly described as a "Certificate of Live Birth". Have a look at 
bttp:llWW:WcC!tc.go_vj!l~.b.sLvltaLce.r:tsJe.v"htm for more information. 

If there is a Certificate of Live Birth, does it not make a prima facie case for the issuance of a "Certificate of 
Stillbirth". As stated above, "birth" is an event. Live or still is an outcome. 

A stillbirth is the delivery of a baby, that has completed 20 weeks or more of gestation, vaginally or by cesarean 
that is not live at time of birth. That means 1) there is no beating heart, 2) no pulsating umbilical cord, 3) no 
respiration and 4) no voluntary movement. If any of these signs are present and the baby subsequently dies it is 
deemed to be a fetal death. 

Fetal deaths prior to 20 weeks gestation are deemed to be "miscarriages", not "stillbirths". The foregoing refers to 
involuntary fetal death that is not the product of an elective termination for medical or personal reasons. 

See attached, "Why we Need a Certificate of Stillbirth" and Open Letter to Alaska Legislature sent last session. 

:Na,tio_na{S#({6irtfiSociety 
Richard K. Olsen, Founder 
Post Office Box 10273 
Phoenix, AZ 85064 
TEL: 602-216-6600 
FAX: 602-861-8090 
I1.S_s@g9"'~ net 

From: John Davies [mailto:John_Davies@legis.state.ak.us] 
Sent: Tuesday, March 03, 2009 4:27 PM 
To: nss@cox.net 
Cc: Rep. Wes Keller 
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John Davies 

From: Sandra Wilson 

Sent: Wednesday, March 04, 2009 8:47 AM 

To: John Davies 

Subject: RE: H B 2 

I believe that a fetal death certificate is issued after the 20th week. All parents are required to fill out a fetal death 
certificate but they do not have to request a copy from VS. From the information I have been given by VS it 
indicates a fetal death is a death that occurs after 20 weeks gestation. The wording you have there is fine with 
me. The meeting today is at 9 at the terry miller building right? 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Wednesday, March 04, 2009 8:31 AM 
To: Sandra Wilson 
Subject: HB 2 

Dear Sandra, 

In your research for HB 2 have you had the opportunity to talk to Vital Statistics? Do you know the 
circumstances under which a fetal death certificate is issued? I did some research on the VS website and found a 
report called "Fetal and Infant Deaths" 1995 Annual Report. That report says a fetal death certificate is required 
if fetal death occurs at at least twenty weeks. It goes on to say the a fetal death certificate is optional for "fetal 
deaths which occur prior to the twentieth week of pregnancy. It also says that a "fetal death is defined as the 
death of a fetus after the eighth week of gestation and before delivery." That definition is different from the 
statute. Do you know if the statute was changed since 1995 regarding the definition? 

I have a call in to Phillip Mitchell of VS to ask him about the mechanics of issuing the fetal death certificate. 

Also I have taken a look at other jurisdictions and there is a split on whether a gestation period is used. The state 
of Maryland simple permits the issuance of the birth certificate if a fetal death certificate is issued which seems 
appropriate. Since in Alaska it appears that a fetal death certificate may be issued for a stillborn prior to 20 weeks 
I suggest that the definition of stillborn child be consistent with what the VS Dept is now doing with the fetal death 
certificates. 

What do you think of this? 

(h) In this section, "stillbirth" or "stillborn child" refers to an unintended fetal death occurring in the state as defined 
in AS 18.50.950 (8) (A) and (B) and for which a fetal death certificate is issued. 

Good to be working with you on this. 

Regards, 
John Davies 

2227 3/4/2009 



Page 1 of 1 

John Davies 

From: John Davies 
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I have a call in to Phillip Mitchell of VS to ask him about the mechanics of issuing the fetal death certificate. 

Also I have taken a look at other jurisdictions and there is a split on whether a gestation period is used. The state 
of Maryland simple permits the issuance of the birth certificate if a fetal death certificate is issued which seems 
appropriate. Since in Alaska it appears that a fetal death certificate may be issued for a stillborn prior to 20 weeks 
I suggest that the definition of stillborn child be consistent with what the VS Dept is now doing with the fetal death 
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(h) In this section, "stillbirth" or "stillborn child" refers to an unintended fetal death occurring in the state as defined 
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Regards, 
John Davies 
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John Davies 

From: Sandra Wilson 

Sent: Tuesday, March 03, 2009 2:52 PM 

To: John Davies 

Subject: RE: HB 2 

Yes I am Familiar with the National stillbirth Society. The definition that is currently in the bill is one that is also in 
many versions around the country. I have spoken with the founder of this society and he actually testified on the 
bill last year. The lady whose name I mentioned is the founder of the M.I.S.S. Foundation. The national stillbirth 
society describes stillbirth as the intrauterine death and subsequent delivery of a developing infant that 
occurs beyond 20 completed weeks of gestation. (A loss prior to 20 weeks is termed a miscarriage or 
"pregnancy loss".) this is found on their website. http://www.stillnomore.org/main.htm 

Sandra Wilso,n 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 2:45 PM 
To: Sandra Wilson 
Subject: RE: HB 2 

Sandra, Are you familiar with the National Stillbirth Society? I have been researching this issue and sent a 
request to them about a model definition. I see that the lady that you named is prominent in the Stillbirth 
educational community. JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 1: 16 PM 
To: John Davies 
Subject: RE: HB 2 

Is there a specific committee member who has a problem with the bill that is holding it up? Or is it just details on 
the language? 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03,20091:14 PM 
To: Sandra Wilson 
Subject: RE: HB 2 

Good thoughts Sandra. JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 12:1S PM 
To: John Davies 
Subject: RE: HB 2 

2 2 2 9 3/3/2009 



The suggestions would be as follows and this is based off of the CS that was heard in committee: 

On page 1 line 6 following "of' delete "a stillborn child" and insert "the stillbirth" 

On page 1 line 12 following "of' delete "a stillborn child" and insert "the stillbirth" 

On page 1 line 13 following "name" delete "of a stillborn child" 

On page 2 line 1 following "name" delete "of the stillborn child" 

On page 2 line 6 following "birth" delete "of a stillborn child" 

Page 2 of3 

On page 2 line 14 remove everything following "stillbirth" and insert "is that as defined in AS 18.50.950(8). 

If you were to make those changes there would be no reference to a child and take away any concerns that have 
been raised. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 11:S8 AM 
To: Sandra Wilson 
Subject: RE: HB 2 

Yes, I had the word fetus in my first draft, but changed it to follow the referred to statute. I am glad that you have 
been talking to others with experience. That's a great help. Based on your conversations do you have any new 
draft language? Thanks JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 10:27 AM 
To: John Davies 
Subject: RE: HB 2 

I understand. I have been talking with those who have worked on this in other states. And in states where this 
issue has come up what they have done to quash any belief that this would in any way give rights to or somehow 
do what we did not want it to do was delete the word child and insert the word fetus. By dOing this we take away 
any reference to a child. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 10:00 AM 
To: Sandra Wilson 
Subject: RE: HB 2 

Let's talk to Jean about this tomorrow and look to get the bill out of committee next week. It would be better to get 
it right now to insure its passage later. JD 

2 2 3 0 3/3/2009 



From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 9:52 AM 
To: John Davies 
Subject: RE: HB 2 

Page 3 of3 

You could make it simpler by saying that in this section "stillbirth" or "stillborn child" is that as defined in AS 
1S.56.950 (S) 

I do not have a problem meeting with the two of you tomorrow. I was just hoping that we would be able to get this 
heard and passed out today because the hope that both myself and Rep. Gatto is that we could pass this bill 
through this year. This is more and more unlikely as it takes longer to get it out of committee. I guess I don't 
completely understand the issue at hand because it states very clearly in the bill that the issuance of the birth 
certificate is not proof of live birth. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 9:35 AM 
To: Sandra Wilson 
Subject: HB 2 

Dear Sandra, 

This email is a heads up for your to keep you apprised of the movement on your bill. Here is the proposed 
definition of "stillborn child" that we propose: 

(h) In this section, "stillbirth" or "stillborn child" refers to the unintended death of a product of human 
conception as defined in AS1S.50.950 (S)(A) and (B). 

Give this some thought. We have an appointment to meet with Jean Mischal, Leg Legal, tomorrow at 9am at her 
office in the TMOB. I would like you to attend with Matt and I so that you can have your input heard on this. 

We are trying to make sure that the definition is tight enough so as not to cause the bill to fail or run into problems 
with legal challenges. 

Jean was working on a drafting job today and couldn't see us until tomorrow. 

Regards, 
John Davies 

2 2 3 1 3/3/2009 
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_L-J_J-
MISSING ANGELS BILL FACT SHEET 

I. The bill establishes a "Certificate of Birth Resulting in Stillbirth" as an 

optional document for families requesting and paying for it in our state; 

II. There is already a death certificate issued and legislated final disposition 

at families' expense for all stillborn babies in our state; 

III. Stillbirth is the unintentional death of an unborn baby who has passed 20 

completed gestational weeks as defined by the NICHD. These are not 

early losses or abortions. Rather these are the births of dead babies; 

IV. Between 25,000-30,000 babies are stillborn in the U.S. each year, one in 

100 pregnancies. Most occur at or near full term to otherwise apparently 

healthy babies; 

V. Other countries including the United Kingdom, Australia, and Ireland 

already issue certificates of birth for stillborn babies; 

VI. The bill has been passed in 15 U.S. states, and legislation is pending in 

more than five states; 

VII. A baby born at 19 weeks gestation, pre-viability, but who takes one breath 

is issued a Certificate of Live Birth and is counted in infant mortality rates. 

Conversely, a baby born at 40 weeks gestation and past viability can die 

just one second prior to birth, will only receive a death certificate, and is 

not counted in infant mortality statistics; 

VIII. It is not only about dignity and validation, but also about maternal health 

and newborn well-being, epidemiology, and research. It is the right thing to 

do for women in our state and their families. 

For more information visit www.missingangelsbill.org 
Or contact your local representative of the MISS Foundation 

Contact ________________ SB/HB Number _____ _ 

"It is always the right time to do the right thing." 
Martin Luther King, Jr. 



The Texas MISSing Angels Bill - a Journal 

J.ournatEnJde_~ 

June 9, 2005 
May 13, 2005 
March 15, 2005 
March 14, 2005 
March 11, 2005 
March 10, 2005 
March 9, 2005 
March 7, 2005 
March 4, 200S 
February 26, 2005 
February 24, 2005 
February 16, 2005 
February 11, 2005 
February la, 2005 
February 9, 2005 
January 25, 2005 
January 24, 2005 
January 21, 2005 
January 19, 2005 
January 7, 2005 
January 6, 2005 
January 4, 2005 
January 3, 2005 
December, 2004 
November, 2004 
September, 2004 
March, 2004 
October, 2003 
September, 2003 
June, 2003 
May, 2003 
Aprit, 2003 
March, 2003 
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NICHD Women's Health Research: Pregnancy and Birth-Miscarriage and Stillbirth Page 1 of2 

Health Information 

'--_____ -'iI Search 

Last Update: 12/09/2008 

Research on Miscarriage and Stillbirth 
Miscarriage 

Miscarriage is the term health care providers use to describe the loss of pregnancy from 
natural causes before the 20th week of pregnancy. Most miscarriages occur very ea~y in 
pregnancy, in some cases before a woman even knows she is pregnant. Researchers 
estimate that, among women who already know they are pregnant, nearly 15 percent will 
have a miscarriage. 

There are many different causes for miscarriage, some of them known and others 
unknown. In most cases, there is nothing a woman can do to prevent a miscarriage. 
Having a miscarriage does not mean that a woman won't become pregnant again, or that 
she will not have normal pregnancies in the future. And, for most women, miscarriage is 
not a sign of a larger health problem. 

Having a miscarriage can be devastating to a woman and her family. A woman or family 
who is having trouble coping with the loss of a miscarriage should ask a health care 
provider. 

NICHD Research on Miscarriage 

The NICHD supports and conducts research on the causes of miscarriage in hopes of 
finding ways to prevent women from having them. For instance, NICHD-supported 
researchers recently found that women with a disorder called F'olycyst[c_O_va_ry_Syndrol11e 
(I'C_O_S) are three times more likely to miscarry during the early months of pregnancy than 
women who don't have pcas. Women with pcas often have great difficulty getting 
pregnant naturally. 

Research has found that women with pcas also tend to have a condition called insulin 
resistance, which means their bodies have trouble using the insulin they make to get 
energy from their cells. Insulin resistance often occurs before someone develops diabetes. 
To treat this insulin resistance, researchers had been prescribing a drug called metaformin. 
What they found was that metaformin not only reduced insulin resistance, but it also 
brought about changes to the uterine lining that could help women with pcas get pregnant 
and reduce the risk of miscarriage during their first trimester (the first three months) of 
pregnancy. 

Studies are now underway to confirm the positive effects of the using metaformin in women 
with pcas, and to evaluate the safety of taking the drug throughout pregnancy. The 
NICHD's BepIoductive_Sciences_Branch, through its Reproductive Medicine Network (RMN) is 
currently conducting a clinical trial for the treatment of infertilijy related to pcas, using 
metaformin. The 8Mr'tWeb_sjte provides more information on this trial and on the RNM 
itself. 

ather NICHD-supported research is trying to learn more about repeated miscarriage. 
Researchers estimate that between 1 percent and 2 percent of women in the United States 
has more than one miscarriage without a known cause. Women who experience repeated 
miscarriages may undergo expensive and lengthy tests to try to identify a cause, but often 
get no answers. NICHD researchers, examining the vulva of these women, have found that 
many of them share a genetic mutation, or change. This mutation, on one of the X 
chromosomes, was found in nea~y 15 percent of women who had a history of repeated, 
unexplained miscarriage. If this genetic mutation is confirmed as a cause of repeated 
miscarriages, researchers may be able to develop a simple blood test that could predict a 
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NICHD Women's Health Research: Pregnancy and Birth-Miscarriage and Stillbirth 

woman's chances of having a miscarriage in future pregnancies. 

For more information on NICHD-supported research on miscarriage, read the Institute's 
rrewliel~a~_es on mis_c~rria;g~. The National Library of Medicine provides additional 
information on Pleg.!1~nGY..1o_s_s:, which includes miscarriage. For more information, visit the 
MeJte.!)1 '" WeQsjte and do a search for "recurrent miscarriage" in the medical library. 

Stillbirth 

Stillbirth is the term health care providers use to describe the loss of a pregnancy after the 
20th week of pregnancy, due to natural causes. According to national statistics, stillbirths 
occur in nearly one in 200 pregnancies in the United States every year. 

Stillbirth can occur before delivery, or as a result of complications during labor and delivery. 
In at least half of all cases, researchers can find no cause for the pregnancy loss. 

In some cases of stillbirth, the mother may notice a decrease in the movement or kicking of 
the fetus. In these cases, the health care provider uses an ultrasound, a machine that uses 
sound waves to create a picture of the fetus, to learn more about its health. If you are 
pregnant and have concerns about stillbirth, ask your health care provider ifthere are 
special ways he or she wants you to track movement. 

Stillbirth can be devastating to a woman and her family. If you or your family are having 
trouble coping with the loss of a stillbirth, please talk to your health care provider. 

In spite of how often stillbirth occurs, and how emotionally painful it can be, little research 
has been done on this type of pregnancy loss. To encourage more research on stillbirth, 
the NICHD is supporting a new research initiative, Research on the Scope and Causes of 
Stillbirth in the United States. Through this effort, the NICHD will create a network of 
research sites whose sale focus will be on understanding stillbirth, its features, its causes, 
and its effects on a woman's uterus. Patients in this network will include women from a 
variety of ethnic and economic backgrounds, to provide a clearer picture of this problem. 
Through this initiative, the NICHD hopes to support work that may some day be able to 
predict and prevent stillbirths. 

The March of Dimes Birth Defects Foundation offers some patient information about 
stillbirth. 

MCJ:!D Home Acces..sibility. Cootact Disclaimer [OIl', 
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The Texas MISSing Angels Bill- a Journal Page 1 of29 

This journal has been organized in 'blog' fashion, with the most recent entry on top. 
These pages are maintained by John Nevels - please let me know if you have any questions. 

Today is December 15, 2005. 

On December 12, Carolyn and I were invited to Senator Zaffirini's office at the state capitol building in 
Austin. 
We attended an informal ceremony there - and we were given Bump's Certificate of Birth Resulting in 
Stillbirth. 

A picture (or two) is worth a thousand words: 

http://www.missingangelsbill.org/TXSTORYentries.html 3/312009 
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!J)epartment of State of J{ea{tfi Services 
'TeJ(as Vitae Statistics 

Certificate of ffiirtli ~su[ting in Sti[[6irtli 

Jlccortfing to State IR.§cordS (j3ump 'Nevefs 

Was (j)eHvered' on)Iugust 1, 2002 

In Weatfietjorcf, Par/iSr County, 'IeJ(as 

% CaroCynJlnne Puck,sU and'Jofin 'Ear['Nevefs II 

([)ate ISSlWi: 11/29/200j q:t[)Num6er: 001682-2002 

This certificate is not proof of live birth. 

This 

VS-JOO9!200s 

You can get a CBRS for your child by visiting: http://www.dshs.state.tx.us/vs/field/stillbirth.shtm 

On June 9, 2005, Governor Rick Perry signed Senator Judith Zaffirini's Senate Bill 271 (The Texas 
MISSing Angels Bill) into law. 

Starting on September 1, 2005, parents of stillborn children in the state of Texas will be able to request 
and receive a Certificate of Birth Resulting in Stillbirth for any stillborn child they have had, regardless of 
the date of stillbirth. 

Words cannot convey how thankful we are to Senator Zaffirini and her Legislative Director, Mr. Larkin 
Tackett, for their tireless support and hard work. 

If you have a moment - Rlejlse take the time to thank them - for they are truly worthy of our praise. 

You can send an e-mail to Senator Zaffirini HERE. 

Representative Lon Burnam sponsored the bill on the House side .. you can send him an e-mail HERE. 

http://www.missingangelsbill.orgffXSTORYentries.html 3/312009 
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The official History of Senate Bill 271 can be found here: 
SB 271 - Legislative Session: 79(R) 

At present time, we are waiting to hear from Austin on if (and when) a public bill-signing ceremony will 
take place. As soon as we hear - we'll get the word out! 

On May 13, 2005 - Senate Bill 271 was heard by the House Committee on Public Health. 

Testimony in favor of the measure was given by Becky Ellis, John Nevels, and Brenda Nevels. Carolyn 
Nevels acted as a witness in support of the measure. 

Of the committee members present (two were absent), a unanimous decision was made to favorably report 
the bill to the LOCAL & CONSENT CALENDERS committee. This is considered good news because passage 
from this committee will most likely mean that SB 271 will go to the House fioor for a full vote within a few 
days. 

If you'd like to see the public hearing, it's available on the internet. Make sure you have RealPlayer 
installed (it's free and easy to find on the internet if you don't already have it) and then click here: 
http://www.house.state.tx.us/fx/ av / comm ittee 79 /50513 p33. ram. 

NOTE: There were 3 bills heard before Senate Bill 271. This clip is only about 1 hour and 15 minutes in 
length. 

On March 15, 2005 - Senate Bill 271 was heard by the Senate Health and Human Services Committee. 
Upon stating the intent of the legislation, Senator Zaffirini also stated that a committee substitute was 
being offered that would only be technical in nature and would not impact the original intent of the bill. 

Along with my oral testimony, the committee heard from stillbirth mother Amanda Turner, and two other 
stillbirth parents, Kristi & Howard Davis. 

Also testifying on the bill was a young lady named Candice Lewis from the Austin branch of the ACLU. Her 
position was that she felt it was unfair that a woman who might have to give birth to a dead infant at 19 
weeks and 5 days would not be able to receive a CBRS. She wanted 'viability language' written into the 
legislation. 

In 1987, a Texas statute defined viability as follows: "Viable means the stage of fetal development when, in 
the medical judgment of the attending physician based on the particular fact of the case, an unborn child 
possesses the capacity of live outside its mother's womb after its premature birth resulting from any 
cause." 

The 1987 bill and current statute also uses "good faith according to the physician's best medical judgment." 

So, her suggestion was that the state consider offering a bill that replaces the 20 week gestational age with 

2238 http://www.missingangelsbill.orgITXSTORYentries.html 3/3/2009 
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"viability", as defined in the Medical Practice Act, determined by the attending physician acting in good faith 
and using his/her best medical judgement. 

One of the Senators on the panel agreed with her and offered to submit an admendment that would 
redefine stillbirth as a doctor's decision of viability alone. 

Senator Zaffirini came out against the admendment stating that the families who have had stillborn 
children have been waiting long enough, that she and her staff had made every effort to have the 
legislation be controversy-free, and that while she would accept language that made a compromise - such 
as "a doctor's determination of viability OR 20 weeks", she would not accept viability language alone. 

The Senator with the viability language then withdrew his proposed amendment. 

All of the Senators present then voted that the committee substitute for Senate Bill 271 be reported 
favorably to the Senate. 

Afterwards, many of the Senators on the panel met with us, expressed their sympathy, and told us they 
would do whatever they could do to make the CBRS happen for us. 

If you'd like to see the public hearing, it's available on the internet. Make sure you have RealPlayer 
installed (it's free and easy to find on the internet if you don't already have it) and then click here: 
http://www.senate.state.tx.us/avarchive/ram . php?ram =00002175. 

NOTE: Once you get the clip up and running, the part regarding Senate Bill 271 starts at about 1:40:00 on 
the 2: 14: 13 length clip. 

On March 14, 2005 - Larkin sent me an email with one question: 
Why does the bill define a stillbirth at twenty weeks? 

I responded: 

The bill specifies 20 weeks because that's the critera that is used when a Certificate of 
Fetal Death is issued ..... 

Texas Administrative Code Title 25 Chapter 181. 7 

(a) A certificate of fetal death shall be filed for any fetus weighing 350 grams or more, or 
if the weight is unknown, a fetus aged 20 weeks or more as calculated from the start 
date of the last normal menstrual period to thedate of delivery. 

(b) A certificate of fetal death shall be considered properly filed: 

(1) when all of the items thereon have been satisfactorily and definitely answered; and 

(2) when the certificate has been presented for filing to the local registrar of the 
registration district in which the fetal death (stillbirth) occurred or the fetus was found. A 
certificate of fetal death (stillbirth) shall be filed with the local registrar within five days 
after the date of fetal death (stillbirth). 
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So ..... the state should also offer the parents the opportunity to receive a CBRS based on 
the same '20 week' criteria. 

Also on March 14, Larkin asked: 
1. Why not replace the "20 weeks" definition with "after viability?" 
2. Why not issue a seperate "Certificate of Birth Resulting in a Miscarriage?" 

I responded: 

1. Because we have a 'Certificate of Fetal Death' based on 20 weeks. We don't need to 
get doctors involved in making viability decisions when the state has already made it 
clear that our child has died and has issued us a 'Certificate of Fetal Death'. We want 
recognition of the birth event. 

2. Stillbirth and Miscarriage are two different events entirely. There is no vital records 
registration required when a child is miscarried. Our issue is that whenever a 'Certificate 
of Fetal Death' is issued - a CBRS should be offered. 

On March 11,2005 - Larkin sent an e-mail with 2 questions. 
1. Why not have the fetal death certificate and CBRS be one certificate? 
2. Will there be problems with fraud for a CBRS that is left blank? 

I responded: 

1. Why not have the fetal death certificate and CBRS be one certificate? 
Currently, the specific cause of death data placed on Fetal Death Certificate is collected 
by the state in order to meet CDC/National Center for Health Statistics requirements. It 
wouldn't be a positive recognition of the birth of a child (whether 'live' or 'stillborn') if the 
parent had to look at the cause of death (or the contributing factors to that cause of 
death) on the combination certificate. It makes sense that if the state is mandated to 
issue a 'death certificate' that the state should issue a 'birth certificate' as well. 

2. Will there be problems with fraud for a CBRS that is left blank? 
There shouldn't be. The Certificate of Fetal Death is a document containing a serialized 
number. That number should also be used on the CBRS so that an effective match can be 
made. In the vast majority of cases .. the parent that does not wish to name a stillborn 
child will not order a CBRS. Since the CBRS is not proof of a live birth - there should be 
little if any chance that it would be used in a fraudulent manner. 
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On March 10, 2005 - I heard from Larkin that Senator Van de Putte was interested in signing on to SB 
271 as a co-author. Also, we heard on this date that the public hearing might be on March 15th (later in 
the day, it was confirmed, we were set for the 15th). 

On March 9, 2005 - Larkin asked if I could provide him with the full article from the Indianapolis Star that 
I had previously cited - so I did. A copy of it can be found here. 

On March 7, 2005 - In thinking more about the 'issue' that Planned Parenthood had created I did some 
research and emailed Larkin with an idea: 

Larkin, 
The Indianapolis Star ran an article titled "Bill allowing birth certificates for stillbirths 
advances" on January 22, 2002. 

In that article, Dinah Farrington, vice president of public policy for Planned Parenthood of 
Great Indiana, said her group would not oppose Indiana's legislation because ... 

"The proposed certificate would not be proof of a live birth." 

If we added the language similar to that into Senate Bill 271 - would it be enough to keep 
them happy? 

Larkin then asked if I could provide him a copy of Indiana's law - so I did: 

Indiana Code 16-37-1-8.5 

Certificate of birth resulting in stillbirth; required contents of certificate 

Sec. 8.5. 

(a) Upon request by a parent of a stillborn child, a local health officer shall provide to the 
parent a certificate of birth resulting in stillbirth. 

(b) A certificate of birth resulting in stillbirth provided under subsection (a) must contain 
the following: 

(1) The caption "Certificate of Birth Resulting in Stillbirth". 

(2) A space for the name of the stillborn child. 
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(c) A certificate provided under this section is in addition to a certificate of stillbirth 
registration provided under section 8 of this chapter. 

(d) For purposes of federal, state, and local taxes, the certificate provided under 
this section is not proof of a live birth. 

(e) A local health department may charge the same fee for a certificate provided under 
this section as the fee charged for a certificate of birth registration provided under section 
8 of this chapter. 

(fl A certificate of birth resulting in stillbirth must be issued on tamper resistant paper. 

AS added by P.L.13-2002, SEC.1. 

On March 4, 2005 - I received word from Larkin that Planned Parenthood had some issues with the 
language in Senate Bill 271 and they were proposing changes. 

Here is the language proposal I received from Planned Parenthood folks. 
Your thoughts? 

Thanks, 
Larkin 

-----Original Message-----

In 1987, Texas passed a ban on third trimester abortions if the fetus was viable. The bill 
amended the Medical Practice Act of Vernon's Texas Civil Statutes. Sen. Zaffirini was 
already a member of the Texas Senate then. 

You may want to look up the entire statute, but we generally concluded yesterday that it 
would be best to use some of the language from that existing statute to frame the 
stillborn birth certificate bill. Specifically, instead of using 20 weeks or any other number, 
we suggest that "after viability" be used. The 1987 statute defined viability as follows: 

"Viable means the stage of fetal development when, in the medical judgment of the 
attending physician based on the particular fact of the case, an unborn child possesses 
the capacity of live outside its mother's womb after its premature birth resulting from any 
cause. However, the term does not apply to a fetus whose biparietal diameter is less than 
60 millimeters." 

The 1987 bill and current statute also uses "good faith according to the physician's best 
medical judgment." 

Our suggestion is that you consider offering a bill with that replaces the 20 week 
gestational age with "viability", as defined in the Medical Practice Act, determined by the 
attending physician acting in good faith and using his/her best medical judgement. 
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Carolyn and I were both shocked. After a lot of thought (and after receiving some guidance from folks I 
really trusted) I responded to Larkin on Saturday, March 5, 2005: 

Larkin, 
I've given this a lot more thought - and I'm willing to provide you alternate definitions of 
"stillbirth" but I am not willing to muddy our legislation with definitions of "viability". 

It is certainly not my desire to put you in the awkward position of placing Senator 
Zaffirini in the middle of a controversial firestorm. 

I have to believe my son would have wanted me to stand up for him. 

Let us not hinge the availability of this certificate - a certificate that can provide comfort 
and help heal grieving hearts - on a doctor's decision of viability. 

In looking at the law Maryland passed (link: 
http://198.187 .128.12/maryland/lpext.dII/Infobase/2b8ca/2bae3/2bb38/2bc4e? 
fn=document-frame.htm&f=templates#LPTOC1 ) I found language that I would be willing 
to use as a substitute: 

"The Department shall make available a certificate of birth resulting in stillbirth to the 
parent or parents of a stillborn child for whom a fetal death was registered." 

Maryland (link: 
http://198.187 .128.12/maryland/lpext.dII/Infobase/2b8ca/2bae3/2bb38/2bb39? 
fn=document-frame.htm&f=templates#LPTOC1 ), defines "fetal death" as: 

""Fetal death" means death of a product of human conception, before its complete 
expulsion or extraction from the mother, regardless of the duration of the pregnancy, as 
indicated by the fact that, after the expulsion or extraction, the fetus does not breathe or 
show any other evidence of life, such as heart beat, pulsation of the umbilical cord, or 
definite movement of voluntary muscle." 

Iowa (link: http://www.legis.state.ia.us/IACODE/2003SUPPLEMENT/144/l.html) defines 
"fetal death" as: 

"Fetal death" means death prior to the complete expulsion or extraction from its mother 
of a product of human conception, irrespective of the duration of pregnancy. Death is 
indicated by the fact that after expulsion or extraction the fetus does not breathe or show 
any other evidence of life such as beating of the heart, pulsation of the umbilical cord, or 
definite movement of voluntary muscles. In determining a fetal death, heartbeats shall 
be distinguished from transient cardiac contractions, and respirations shall be 
distinguished from fleeting respiratory efforts or gasps." 

Minnesota (link: http://ww2.revisor.leg.state.mn.us/arule/4601/0100.html) defines 
"fetal death" as: 

"Fetal death. "Fetal death" means death of a product of human conception before the 
complete expulsion or extraction from its mother, irrespective of the duration of 
pregnancy, that is not an induced termination of pregnancy. The death is indicated by the 
fact that after expulsion or extraction, the fetus does not breathe or show any other 
evidence of life, including beating of the heart, pulsation of the umbilical cord, or definite 
movement of the voluntary muscles. Heartbeats are to be distinguished from transient 
cardiac contractions. Respirations are to be distinguished from fleeting respiratory efforts 
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or gasps." 

Could any of these definitions be used for "stillbirth" in our Senate Bill 271 - and 
therefore keep everyone happy? There's no mention of gestational age. 

Larkin, even though my wife Carolyn spent 18 hours in pain to bring our son into this 
world, there was no acknowledgement of the birth of my son. The vast majority of the 
people I have told that to were absolutely shocked. 

In working out how a parent would receive the CBRS if the stillbirth occurred before the 
law was enacted, we talked about the fact that having the Certificate of Fetal Death is the 
key - it would most likely be the 'qualifying criteria' that the state is going ask for when a 
parent requests a CBRS. What more would 'Planned Parenthood' ask a grieving parent to 
do? Track down a doctor and get his opinion on viability? What if the doctor is no longer 
in practice, no longer living, etc? How much more difficult must this be made to appease 
them? How much more grief would they have us endure? 

We have come too far to have this thing turned upside-down on us now. Please - let's 
stay the course and try to make this happen the way we have worked so hard to have it 
happen. Let's leave viability out of it and make sure there's nothing 'commemorative' 
about it. 

It's just too important to let it get screwed up. 

On February 26, 2005 - Adel, our precious daughter, died. 

We learned that we were pregnant in January 2005. 
We found out on February 18 that the HcG level in Carolyn's blood was rapidly falling. 
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We had already chosen names for this baby - and her name is Adel. It's short for Carolyn's hometown of 
Adelaide. Carolyn had had dreams about Adel - and she thought they were a positive sign because she had 
never dreamt about our other children before or after their deaths. In the last dream Carolyn had, Adel was 
about 8 or 9 years old, she had beautiful blonde hair, was dressed in denim overalls and she was playing 
outside. She looked so happy. 

Adel left us at 12: 15 in the morning on February 26. 

We'll miss you always, Adel. 

On February 24, 2005, Larkin sent me an email stating that Senator Zaffirini was going to request to 
hear SB271 (in committee) on March 8, 2005. 
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On February 16, 2005, I began reaching out to the membership of the MISS Foundation, my family, 
friends, and co-workers. I created a web page that included a sample letter (much like the one dated 
February 10 above) and the mailing address of all of the members of the Senate Committee on Health and 
Human Services. The money we spent on postage was well worth it. I wanted to make sure that the 
members of the committee were aware that there was, indeed, public support for the bill. 

At this point in time - Senate Bill 271 had already been ... 
Received by the Secretary of the Senate (on 01/25/2005), Filed (on 01/25/2005), Read first time (on 
02/03/2005), and Referred to Health & Human Services (on 02/03/2005). 

It was rapidly approaching the time when a public hearing would take place - and Carolyn and I wanted to 
be there. 

On February 11, 2005 - Larkin responded to my February 10 email: 

John, 
Where does the reference in your letter to twenty weeks in other state regulations come 
from? 

Thanks, 
Larkin 

I responded on the same day: 

Larkin, 
I'm glad you asked! 
See: http://www .cdc.gov/nchs/data/m isc/itop97. pdf 

It's slightly different from state to state (and reporting area to reporting area), but the 
most widely accepted definition of 'Stillbirth' (a/k/a Fetal Death) is: 

"Fetal death" means death prior to the complete expulsion or extraction from its mother 
of a product of human conception, irrespective of the duration of pregnancy and which is 
not an induced termination of pregnancy. The death is indicated by the fact that after 
such expulsion or extraction, the fetus does not breathe or show any other evidence of 
life, such as beating of the heart, pulsation of the umbilical cord, or definite movement of 
voluntary muscles. Heartbeats are to be distinguished from transient cardiac 
contractions; respirations are to be distinguished from fleeting respiratory efforts or 
gasps. 

Forty-one areas use a definition very similar to this definition, thirteen areas use a 
shortened definition of fetal death, and three areas have no formal definition of fetal 
death. 

Current fetal death reporting requirements The 1992 Revision of the Model State Vital 
Statistics Act and Regulations (1) recommends the following reporting requirement for 
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fetal death: 

"Each fetal death of 350 grams or more, or if weight is unknown, of 20 completed weeks 
gestation or more, calculated from the date last normal menstrual period began to the 
date of delivery, which occurs in this state shall be reported within 5 days after delivery 
to the (Office of Vital Statistics) or as otherwise directed by the State Registrar." 

Eleven areas report all periods of gestation as a fetal death; 25 areas report gestation 
periods of 20 weeks or more; 13 areas specify birthweight of 350 grams or more or 20 
weeks of gestation or more; 1 area specifies 20 weeks or more or birthweight of 400 
grams or more; 1 area specifies 20 weeks or more or birthweight of 500 grams or more; 
1 area specifies birthweight of 350 grams or more; 3 areas specify birthweight of 500 
grams or more; 1 area specifies 16 weeks of gestation or more; and 1 area specifies 5 
months of gestation or more. 

Also on February 11, 2005 - I responded to Colin's February 9 email: 

Colin, 
Sorry not to have gotten back with you sooner. 

If you'll give me about 2 weeks advance notice, I can pretty much be wherever you need 
me to be. 

I'm very happy that Rep. Burnam has filed HB335, and that he has agreed to become the 
House sponsor for SB271 - but I'm a little concerned that the language is not quite the 
same. 

SB271 will make it the state's responsibility to offer the Certificate of Birth Resulting in 
Stillbirth (instead of relying on the parent to know that it's available before the event 
occurs). SB271 also provides that a parent who has had a stillborn child prior to the 
enactment of the legislation will be able to request the certificate upon providing 
sufficient documentary evidence of the event. 

Please let me know your thoughts. 
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Subsequently, I was told by Colin that any differences between House Bill 335 and Senate Bill 271 would 
be changed with what is known as a "Committee Substitute". 

On February 10, 2005 - I sent the following message to Larkin: 

Larkin, 
Per our recent telephone conversation, attached is the letter I intend to send to the 
Senate Committee Chairs and Members. Please review and let me know your thoughts. If 
something needs changing - please just let me know, okay? I just want your opinion on 
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how I can get this done the right way so we can be successful. 
Thanks, 
John 

Here is the text from the letter that was attached to the e-mail: 

A letter to the Senate Committee on Health and Human Services in support of 
SB-271, which requires the State of Texas to issue Certificates of Birth Resulting 
in Stillbirth (CBRS) to the parent of a stillborn child if the parent so requests. 

February 10, 2005 

The Honorable Jane Nelson 
P.O. Box 12068 
Capitol Station 
Austin, Texas 78711 

The Honorable Kyle Janek 
P.O. Box 12068 
Ca pitol Station 
Austin, Texas 78711 

Dear Committee Chair Nelson and Committee Vice Chair Janek, 

We write today to urge your support for Senate Bill 271 CSB-271), introduced by Senator 
Judith Zaffirini CD-Laredo). Under this bill, parents whose children are stillborn would be 
given the option to receive a "Certificate of Birth Resulting in Stillbirth". 

Your consideration of this legislation sends a message of hope and compassion for 
bereaved parents who suffer the devastating loss of a child by stillbirth. Current state 
policies mandate that when a woman loses a child after 20 weeks of gestation, even 
though in the vast majority of cases she will have to endure the physical and emotional 
pains of childbirth, the only certificate available to the parents is a "Certificate of Fetal 
Death". 

By officially acknowledging our stillborn children in a positive manner, our state will 
provide a level of comfort and support that has been missing. However briefly, our state's 
stillborn children lived and died. Even in death, all of these children very much matter to 
all those who continue to love them, continue to grieve for their loss, and continue to 
wish to honor their memory. 

We respectfully request your "YES" vote on SB-271. 

Sincerely, 

John & Carolyn Nevels 

cc: Members, Senate Committee on Health and Human Services 
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On February 9,2005 - I received this message from Colin Leyden (Representative Burnam's aide): 

As you are probably aware, Senator Zaffirini and Rep. Burnam have both filed the same 
legislation to establish a certificate of birth resulting in stillbirth. Our bill has been 
referred to the Public Health committee in the House of Representatives. We will request 
a hearing, and need to line up our witnesses to testify for the bill. What is your 
availability for testifying on behalf of the bill? 

Senator Zaffirini will also be moving her bill through the Senate process. Rep. Burnam 
has agreed to defer to the Senator's bill, at which time he would become the House 
Sponsor for her bill, if and when it makes it over to the House. We feel it is important to 
keep the separate bills moving through both chambers, just to be sure. Please call when 
you get the chance so we can discuss further. 

Thanks, 
Colin Leyden 

On January 25, 2005 - I received this message from Larkin: 

Today, Senator Zaffirini filed SB 271, which requires the State of Texas to issue 
Certificates of Birth Resulting in Stillbirth (CBRS) to the parents of a stillborn child if the 
parents so requests. 

I'll be in touch. 

Thanks, 

Larkin Tackett 
Legislative Director 
Senator Judith Zaffirini 

A copy of Senate Bill 271 - as it was first introduced - can be found HERE. (Adobe Acrobat Reader may be 
required). 

Subsequently, I asked Larkin what I should be doing next. He suggested that I send a brief letter to each 
of the Senate Health & Human Services Committee members - asking them for their support on Senate Bill 
271. It was also suggested that I have friends and colleagues do the same. 

On January 24, 2005 - after discussing some of the above issues with Joanne Cacciatore, I sent Larkin 
the following: 
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Here's something I just learned this from the founder of the MISS Foundation in Arizona 
(Joanne Cacciatore - who pioneered this legislation there) and wanted to pass it to you: 
"we've never experienced a circumstance in Arizona where a parent requested a CBRS 
and did NOT name their child at time of birth. Never. Never since 2001 and more than 
2,000 CBRS issued." 
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On January 21, 2005 - I sent the following comments to Larkin so that he could work with the DSHS and 
reach a consensus before filing: 

Define it however it needs to be defined - but the certificate should remain titled 
"CERTIFICATE OF BIRTH RESULTING IN STILLBIRTH". It is of paramount importance that 
the words "Certificate of Birth" are in the title of this certificate. Anything else (or 
anything less) is a Death Certificate - and that is *not* what I want. 

If they give it the title "Certificate of Stillbirth" - that's a definite deal-breaker (as stated 
above). Moving on to the certificate 'name amending' thing ... Make no mistake; the birth 
of my son - the event itself - was tremendously emotional and difficult. I can fully 
appreciate and understand why parents may not want to name their child at the time of 
the birth. My opinion is that if a parent did not have the desire (or emotional 
wherewithal) to name his or her child at the time of the birth, but now, months or years 
later they wish to do so, (regardless of whether or not they are trying to obtain a CBRS), 
the state should do *whatever it takes* to make it possible for a parent to name their 
heretofore un-named child. I'm relatively confident that the beneficial psychological 
aspects of naming a child are documented. 

On January 19, 2005 - Larkin sent me the following from the DSHS: 

Here are the agency comments: 

Sec. 192.0022 (b) (2) and (3) - References to Bureau of Vital Statistics - should be 
changed to reflect the new name under the Texas Department of State Health Services 
as "Texas Department of State Health Services Vital Statistics Unit." 

Sec. 192.0022 (a) - Definitions on "stillbirth" - the definition in the draft bill may conflict 
with the National Center for Health Statistics (NCHS) definitions for "live birth" versus 
"fetal death or stillbirth." These NCHS definitions have been adopted by the World Health 
Assembly and are recommended for use in the United States. I have a copy of these 
definitions and will fax them to you separately. As Senator Zaffirini moves forward on this 
bill, DSHS staff will continue to research the definitions. 

Sec. 192.0022 (c) - Name on Certificate of Stillbirth - because it would be necessary to 
corroborate prior stillborn deaths through existing fetal death certificates, any name 
placed on the "certificate of birth resulting in stillbirth" would need to be the same name 
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indicated on the fetal death record. According to the Vital Statistics staff, many of the 
past fetal death registrations do not have names listed. If the requesting parents want a 
name listed where no name currently exists, then The fetal death record would have to 
be amended. It is important that the "certificate" be linked to the fetal death record so 
there can not be different names on both documents. Parents should only be able to 
supply a name at the time of the fetal death or if no exists on a previously filed fetal 
death record. 
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On January 7, 2005 - Representative Lon Burnam filed House Bill 335. I found this strange and 
interesting. It was an almost identical copy to the first draft that Larkin had sent to me back in November­
but no other changes had been made to it. I was later told by Larkin that this would be okay - and we had 
little to worry about. 

On January 6, 2005 - I was sent yet another draft to review and comment on. The text is transcribed 
below - but you can also access it by clicking HERE. (Microsoft Word may be required). 

A BILL TO BE ENTITLED 
AN ACT 

relating to the issuance of a certificate of birth resulting in stillbirth on request of a 
parent. 

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF TEXAS: 

SECTION 1. Subchapter A, Chapter 192, Health and Safety Code, is amended by adding 
Section 192.0022 to read as follows: 

Sec. 192.0022. CERTIFICATE OF BIRTH RESULTING IN STILLBIRTH. 
(a) In this section: 
(1) "Stillbirth" means an unintended, intrauterine fetal death occurring in this state after 
a gestational age of not less than twenty completed weeks. 
(2) "Certificate of birth resulting in stillbirth" means a birth certificate issued to record the 
birth of a stillborn child. 
(b) The person who is required to file a fetal death certificate under Section 193.002 shall 
advise the parent or parents of a stillborn child: 
(1) that a parent may, but is not required to, request the preparation of a certificate of 
birth resulting in stillbirth; 
(2) that a parent may obtain a certificate of birth resulting in stillbirth by contacting the 
bureau of vital statistics to request the certificate and paying the required fee; and 
(3) regarding the way or ways in which a parent may contact the bureau of vital statistics 
to request the certificate. 
(c) A parent may provide a name for a stillborn child on the request for a certificate of 
birth resulting in stillbirth. The person who prepares the certificate shall leave blank any 
references to the stillborn child's name if the requesting parent does not wish to provide 
a name. 
(d) The department shall prescribe the form and content of a certificate of birth resulting 
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in stillbirth and shall specify the information necessary to prepare the certificate. 
(e) A parent may request the bureau of vital statistics to issue a certificate of birth 
resulting in stillbirth without regard to the date on which the fetal death certificate was 
issued. 
(f) The executive commissioner of the Health and Human Services Commission may 
adopt rules necessary to administer this section. 

SECTION 2. Not later than the 60th day following the effective date of this Act, the 
bureau of vital statistics of the Department of State Health Services shall prescribe the 
form and content of a certificate of birth resulting in stillbirth and specify the information 
necessary to prepare the certificate as required by Section 192.0022, Health and Safety 
Code, as added by this Act. 

SECTION 3. A parent may request the bureau of vital statistics of the Department of 
State Health Services to prepare and issue a certificate of birth resulting in stillbirth 
without regard to whether the fetal death occurred on, before, or after the effective date 
of this Act. 

SECTION 4. This Act takes effect September 1, 2005. 

It was perfect. The only thing was - Larkin wanted to make sure that the DSHS completely agreed with the 
language in the bill before it would be filed in the Senate. 

On January 4, 2005 - Larkin wanted to make sure that I was okay with the renaming of the certificate 
from "Birth Certificates for Birth Resulting in Still Birth" (BCBRS) to "Certificates of Birth Resulting in 
Stillbirth" (CBRS). My response was affirmative - but I reminded him that anything less would not be 
acceptable. 

On January 3, 2005 - I was send a another draft to review and comment on. The text is transcribed 
below - but you can also access it by clicking HERE. (Microsoft Word may be required). 

A BILL TO BE ENTITLED 
AN ACT 

relating to the issuance of a birth certificate for a birth resulting in stillbirth on request of 
a parent. 
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF TEXAS: 

SECTION 1. Subchapter A, Chapter 192, Health and Safety Code, is amended by adding 
Section 192.0022 to read as follows: 

Sec. 192.0022. BIRTH CERTIFICATE FOR A BIRTH RESULTING IN STILLBIRTH. 
(a) In this section, "stillbirth" means an unintended, intrauterine fetal death occurring in 
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this state after a gestational age of not less than twenty completed weeks. 
(b) The party responsible for filing the fetal death certificate pursuant to Sec. XX shall 
advise the parent or parents of the stillbirth of all of the following: 
(1) That they may request preparation of a birth certificate for a birth resulting in 
stillbirth. 
(2) That preparation of the certificate is optional. 
(3) How to obtain a certified copy of the certificate if one is requested and prepared. 
) A 1'51 flit I .. Eli I e~ blEst tl Ie bt:1I (etA of vital 3tetistics to i33tJf 8 ish til eel tifie8te fell EI bi! til 
[estJltilig iii stillbiltl I. 
(c) A parent may provide a name for a stillborn child on the request for a birth certificate 
for a birth resulting in stillbirth submitted under Subsection (b). The person who prepares 
the certificate shall leave blank any references to the stillborn child's name if the 
requesting parent does not wish to provide a name. 
(d) The department shall prescribe the form and content of a birth certificate for a birth 
resulting in stillbirth and shall specify the information necessary to prepare the 
certificate. 
(e) Any parent in possession of a fetal death certificate issued prior to the effective date 
of this Act may request a birth certificate for a birth resulting in stillbirth pursuant to this 
section. 
(e) The executive commissioner of the Health and Human Services Commission may 
adopt rules necessary to administer this section. 
SECTION 2. Not later than the 60th day following the effective date of this Act, the 
bureau of vital statistics of the Department of State Health Services shall prescribe the 
form and content of a birth certificate for a birth resulting in stillbirth as required by 
Section 192.0022, Health and Safety Code, as added by this Act. 
SECTION 3. This Act takes effect September 1, 2005. 

It met every expectation. 
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On December 20, 2004 - I heard back from Larkin - he had feedback from DSHS and wanted to know if I 
had any questions: 

Here are the initial thoughts from DSHS staff: 

BaSically, there is not any concern about giving parents information about the availability 
of a certificate at the time of stillbirth from the time of enactment of such legislation. This 
would be conducted by the hospital and/or funeral home staff as part of the other 
information the parents receive about the stillborn fetal death certificate. Information 
could be included in the training materials and process that are conducted by DSHS. 
Giving them information about the availability of a special certificate may, in fact, provide 
some measure of solace. However, there is concern that going back to parents whose 
stillbirth occurred five years ago is not the same situation at all. 

As for the retroactive availability of the certificate or "grandfathering" ... The 
grandfathering concept sounds good in principle, but program and legal staff view this as 
potentially problematic and recommend against inclusion in the bill language. How will 
parents of stillborn children know about this after the fact? If DSHS is mandated to 
contact them, there is concern that this would likely result in the reopening of old wounds 
and a lot of unintended heartache. This could create some unneeded ill will between the 
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State and these parents. Yet, we understand that there are some parents who would 
want this certificate regardless of the time that has passed. 

And if DSHS is required to do a mass notifcation, it would obviously increase our short­
term expenses and effort. Due to the nature of how records of fetal death certificates 
have been kept in Texas over time ... if this bill is retroactive, it will be labor intensive and 
time consuming to produce a certificate of birth that resulted in a stillbirth if there was a 
large demand from years past. There is concern that requiring an affirmative notification 
of a parent of the availability of a certificate who experienced a stillborn birth prior to the 
enactment of the law could present some logistical and resources burdens, not to 
mention potential heartache for the parents. In addition, many of the fetal death 
registrations do not have names; and would also have to be amended for names to be 
added. If a fetal death certificate indicates a name, such as "Baby Smith," then program 
staff recommends that the name be the one used on a still birth certificate. It would be 
necessary to corroborate prior stillborn deaths through existing records. Please note the 
interesting facts regarding the registration of Texas fetal death certificates: 

* Fetal death registration begin in 1924 to the present 
* Years 1925, 1928 through 1931-no records located 
* From 1924 through 1988 (213,589 records)-no indices for retrieval (have to manually 
search each record) and no microfilm or electronic images 
* From 1989 to present (36,995 records as of December 2,2004) These records also 
have not been imaged or microfilmed and there is only an limited abstracted database for 
these. 

If Sen. Zaffirini wants to accomodate this request, we think the safest course of action is 
to simply create within the legislation the right of a parent to request a stillborn 
certificate for a stillborn event prior to the effective date of the bill, but not impose any 
obligation on the State or anyone else to affirmatively publicize this option beyond 
putting the information on our website. This is, of course, assuming we can corroborate a 
prior stillborn death. 

On the same day - I sent the following response to Larkin: 

Overall, I believe their feedback is positive. I'm pleased that the parents will be told of 
the availability of the certificate at the time of the stillbirth (thiS is still something that I 
want 'written' into the legislation, though, it's too important to leave out). 

I fully understand their concerns with regards to 'grandfathering'. I absolutely agree with 
the last paragraph where they state that the best course of action is to "simply create 
within the legislation the right of a parent to request a stillborn certificate for a stillborn 
event prior to the effective date of the bill, but not impose any obligation on the State or 
anyone else to affirmatively publicize this option beyond putting the information on our 
website." 

By the way - do we have any idea what the DSHS will require from the parents to 
corroborate the stillbirth of their child in order to receive the 'BIRTH CERTIFICATE FOR A 
BIRTH RESULTING IN STILLBIRTH'? All we have from the state is our son's Certificate of 
Fetal Death .. will that be enough? 

Okay ... what's next? 
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On November 29, 2004 - I received by e-mail the first draft of the legislation for my personal review. It 
had not been made public - and it had not yet been filed. The text is transcribed below - but you can also 
access it by clicking HERE. (Microsoft Word may be required). 

A BILL TO BE ENTITLED 
AN ACT 

relating to the issuance of a birth certificate for a birth resulting in stillbirth on request of 
a parent. 
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF TEXAS: 

SECTION 1. Subchapter A, Chapter 192, Health and Safety Code, is amended by adding 
Section 192.0022 to read as follows: 

Sec. 192.0022. BIRTH CERTIFICATE FOR A BIRTH RESULTING IN STILLBIRTH. 
(a) In this section, "stillbirth" means an unintended, intrauterine fetal death occurring in 
this state after a gestational age of not less than twenty completed weeks. 
(b) A parent may request the bureau of vital statistics to issue a birth certificate for a 
birth resulting in stillbirth. 
(c) A parent may provide a name for a stillborn child on the request for a birth certificate 
for a birth resulting in stillbirth submitted under Subsection (b). The person who prepares 
the certificate shall leave blank any references to the stillborn child's name if the 
requesting parent does not wish to provide a name. 
(d) The department shall prescribe the form and content of a birth certificate for a birth 
resulting in stillbirth and shall specify the information necessary to prepare the 
certificate. 
(e) The executive commissioner of the Health and Human Services Commission may 
adopt rules necessary to administer this section. 

SECTION 2. Not later than the 60th day following the effective date of this Act, the 
bureau of vital statistics of the Department of State Health Services shall prescribe the 
form and content of a birth certificate for a birth resulting in stillbirth as required by 
Section 192.0022, Health and Safety Code, as added by this Act. 
SECTION 3. This Act takes effect September 1, 2005. 

Later that evening - after having had some time to review - I sent my concerns to Larkin Tackett: 

Thanks for allowing me the opportunity to look this over. The language in this bill draft is 
a huge step in the right direction, but I think something is missing. Unless parents know 
that the certificate exists - they will not ask for it. Somewhere in the chain of events that 
occurs when a parent's baby dies to stillbirth - the parent needs to be told that this 
certificate has been made available for them. Somehow we need to mandate that 
hospitals (and/or funeral directors) educate their employees in order to ensure 
compliance with this new law. In some states where the education hasn't been 
mandated, the parents don't know that the state has made the certificate available to 
them until they find the information on a website somewhere. 

Changes: 
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1. Let's strike the whole 'on request of a parent' thing. Lines 11 and 12 on Page 1 bug 
me. I would like it to be made MANDATORY that the parent be offered the opportunity to 
receive the Certificate of Birth Resulting in Stillbirth (BCBRS). The parent or parents 
should be offered the option to receive the BCBRS at the same time that the information 
for the Fetal Death Certificate is being gathered (presumably by the "person in charge of 
interment or in charge of removal of a body from a registration district for disposition" -
because in the state of Texas, that's who is responsible for obtaining and filing a fetal 
death certificate). 

Wisconsin's legislation includes this: 
"".the party responsible for filing the fetal death report under s. 69.18(1)(e)1. shall 
advise the parent or parents of the stillbirth of all of the following: 
(a) That they may request preparation of a certificate of birth resulting in stillbirth. 
(b) That preparation of the certificate is optional. 
(c) How to obtain a certified copy of the certificate if one is requested and prepared." 

Arizona's legislation includes the sentence: 
"THIS CERTIFICATE SHALL BE OFFERED TO THE PARENT OR PARENTS OF A STILLBORN 
CHILD." 

It's all about the word 'shall' - and I think it makes a huge difference. 

2. I would like the Certificate of Birth Resulting in Stillbirth to be "grand-fathered" and 
made available to all the parents of stillborn children whose birth/death occurred BEFORE 
this legislation becomes law. 

Wisconsin's legislation includes this: 
"".if a birth that occurred in this state at any time resulted in a stillbirth for which a fetal 
death report was required under s. 69.18 (l)(e) 1. but a certificate of birth resulting in 
stillbirth was not prepared under sub. (2), a parent of the stillbirth may, on or after 
August 1, 2004, submit to the state registrar a written request for preparation of a 
certificate of birth resulting in stillbirth and evidence of the facts of the stillbirth that is 
satisfactory to the state registrar. The state registrar shall prepare and file the certificate 
of birth resulting in stillbirth within 30 days after receiving satisfactory evidence of the 
facts of the stillbirth." 

3. With regards to lines 19 through 21 on Page 1 and lines 4 through 9 on Page 2, I know 
that there have been some issues in other states, most notably in South Carolina, where 
the form and content of the certificate was completely left to the discretion of the state 
(without input from parents, the true stakeholders) and in those cases, the parents were 
extremely disappointed when they received something that looked more akin to a fast­
food receipt than a state-issued birth certificate. I'd like it very much if we could work 
together to provide parents what they would like. 

Please let me know if you have any questions regarding the changes I'm asking for. 

Page 20 of29 

On November 17, 2004 - I received offiCial word that Senator Zaffirini had agreed to carry the bill. 
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Today is November 3, 2004. In the month of October, we made some Significant progress. I've been in 
contact with hundreds of folks here in Texas - and I have asked them to tell their legislators that they fully 
support the 'MISSing Angels' legislation that Representative Burnam and Senator laffirini are considering. 

By the way, if you live in Texas, and would like your legislators to know what's on your mind - regarding 
the MISSing Angels legislation or anything else - find out who represents you by clicking on the link below: 

Who Represents Me? -- Districts By Address 

Mr. Tackett and I have been in constant contact. I've also kept Mr. Colin Leyden (Representative Burnam's 
Legislative Aide) informed of the progress that is being made. 

Yesterday, on a conference call with representatives from Department of State Health Services, Mr. Tackett 
gave me the opportunity to speak on why I was proposing the legislation. I can't say that all of the DSHS 
participants in the conference call really understood what it was I was asking for. 

We are asking that Texas do something more - and that 'something more' is simply this: Under Texas Law, 
when a certificate of fetal death is required to be filed - and the child was stillborn - the parents will be 
offered the opportunity to receive (and subsequently pay for) a 'Certificate of Birth - Resulting in Stillbirth'. 
It really is that simple. 

I'm confident that we're making steps in the right direction. 

I'd like to say "THANKS!!" to everyone for hanging in there - and helping me to do this. I should have some 
more news to report in the days ahead. 

On September 24, 2004, Mr. Tackett and I spoke on the phone. I was told that Senator laffairini was 
lLery-.iote.r.ested in the legislation. Saturday evening, Carolyn and I spent a few hours putting together a 
packet of information for the Senator, and we'll be mailing it out to Austin on Monday morning, September 
the 27th. 

On September 23, 2004, I received the following e-mail: 

John & Carolyn, 

My name is Larkin Tackett and I'm the Legislative Director for State Senator Judith 
laffirini. I've just recently joined Senator laffirini's staff and came across your work on 
the MISSing Angels bill. I would very much appreciate the opportunity to discuss this 
issue with you as we are currently compiling our legislative package for the 2005 
Session. 

Please give me a call or email at your earliest convenience. 
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Thanks, 

Larkin Tackett 
Legislative Director 
Office of Senator Judith Zaffirini, 21st District 
512.463.0121 (0) 
512.475.3738 (f) 
la rkin. tackett@senate.state.tx.us 

Today is March 19, 2004. 

It's been a long time since my last update - sorry about that. 

Page 22 of29 

I've since met with the State Representative who represents the district I've worked in for the past 5 years. 
His name is Lon Burnam. 

His Legislative Director in Austin, Colin Leyden, recently wrote: 

"At this point it is on track to be part of our legislative package for the 79th session. All ideas for legislation 
will still be reviewed for final approval by our District 90 Legislative Committee. " 

''The legislature does not convene until January of 2005. Our final decisions for our legislative package will 
not happen until probably towards the end of this summer into early fall. You have been an effective 
advocate for the legislation. At this pOint, I don't see any reason why it won't end up as part of our final 
package. However, I will certainly let you know ASAP if it did not - to allow you time to "shop" the bill 
elsewhere. Please keep me updated with any developments of similar bills across the nation. " 

During our meeting, Representative Burnam seemed genuinely interested in introducing this legislation -
and doing so in a manner that would make it clearly bipartisan. 

As his Legislative Director requested, I've been keeping them updated on Missing Angels legislation across 
the country. 

• p. & ' 

Today is October 10, 2003. 

I've received an e-mail from my Representative's office - and the news isn't good. 

The Representative's Chief of Staff wrote: 
"In all truth, I can not offer you a lot of encouragement at this time as to her offering legislation in this 
regard. Her opinion seems to be that birth certificates are to be used for statistics and not memorials. She 
understands and certainly sympathizes with you and your wife." 

The hope that Represenative Anna Mowery had been giving us - was crushed. 
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So, ... now I'm 'shopping' for a better, "kinder gentler" bill author - and I hope to know something soon. 
With Texas' continuing redistricting mess - and the next regular legislative session being so far away - I 
understand that this is going to be a slow, arduous process. 

Keep checking back. This is Texas .. you never know what might happen. 

Today is October 2, 2003. 

So much has happened with our personal lives - and - in so short a time. 

At the end of July (right around the time I last updated this site) Carolyn and I found out that we were 
pregnant. Cautiously optimistic, we began to prepare for the arrival of Bump's little brother or sister. On 
September 3rd, during a routine ultrasound examination, Carolyn and I learned that at just shy of 11 
weeks gestational age, our baby's heart was no longer beating. 

Although it was actually too early in the pregnancy to determine gender, we'd always thought of this baby 
as a girl and we decided to name her Skye. We're doing better day by day. Slowly, we're learning to deal 
with this new kind of grief. The messages of sympathy and support that we have received have been 
awesome. It means so much to us that so many kind people have kept us - and our children - in their 
thoughts. 

From the bottom of our hearts - thank you all. 

On September 9, 2003, the Governor issued yet another proclamation. 

Yep, Congressional Redistricting is back on the agenda again (among other important topics). I haven't 
been in contact with Representative Mowery's aides in quite awhile. With all this "redistricting stuff' going 
on, it just seems a little pOintless. Once this third special session is over (and it looks like Representative 
Mowery might be spending some amount of time in her district office) then I ]Nill be in contact. 

Here we go again ... today is July 30, 2003. 

On July 28, Texas Governor Rick Perry issued yet another proclamation calling for a second special session 
to consider congressional redistricting. 

The "very partisan environment" continues to unfold - and there is no end in sight. 

I am still in regular contact with Representative Mowery's aides in Austin and Fort Worth. They have 
assured me that I will have a chance to speak with the Representative at the earliest possible moment. 
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I can only speculate that our meeting will take place sometime in later part of August. 

Silently, our son came into this world on August 1, 2002. For me, it's hard to believe that nearly one year 
has passed ... we'll alwa)'s remember and miss you, Bump. 

Today is June 27th, 2003. 

On June 21, Texas Governor Rick Perry issued a proclamation calling the legislators back to Austin (starting 
June 30th) for a special session to "consider legislation relating to congressional redistricting." 

I've since been in contact with Representative Mowery's office. Upon the completion of the special session 
(which has no set 'completion date') and prior to the Representative taking a leave of absence for a much­
needed vacation, they have promised to set aside a block of time for us to visit her in the district office (in 
Fort Worth) and talk about a MISSing Angels Bill for Texas. 

I think we're on the right track. 

On June 6, 2003, I e-mailed (in part) the following to Representative Mowery's aide: 

Once upon a time, you wrote: "If for some reason we are not able to get it passed this 
session, please contact us well before the next session starts and we can begin to work 
on it before the session starts." 

I have a couple of questions. How soon can we begin working on this legislation, and, is 
Representative Mowery still interested in authoring and sponsoring it? 

Thanks and Best Regards, 

John Nevels, II 
Proud Father to Bu mp Nevels 
{Born Sleeping 8/1/2002} 

Long story short, Representative Mowery is expecting to be called back to Austin for a special session. 

I truly believe that her aide is NOT going to let her forget about the Texas MISSing Angels Bill. 

This is due, in part, to that fact that I'm not going to let her aide forget about the Texas MISSing Angels 
Bill! 
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I'll keep you posted. 

On June 2, 2003, the 78th Legislature 'Regular Session' ended. Not at all surprising to those familiar with 
the very partisan environment that unfolded during this session, the 'MISSing Angels Bill' was not formally 
introduced. 

Indeed, we 'came to the table' too late. 

Some may see this as a defeat, but this 'battle' has only just begun. With 'courageous patience', I assure 
you, this will be done. 

On May 22nd through the 24th 2003, Carolyn and I attended The M.I.S.S. Foundation's annual 
"Passages" conference for 2003. "Fulfilling", .. "thought-provoking",,, "healing",,, "refreshing". These are 
the words that come instantly to our minds when thinking of how much the conference meant to us. A 
special "THANK YOU!" goes out from us to all those who sponsored, attended, and publicized this event. 

Kara L.C. Jones (writer, poet, publisher and friend) posted her account of the event, "A Bereaved Parent in 
Context: "Rising from the Ashes ... " on The M.I.S.S. Foundation's Seattle Chapter's website. 

On May 1, 2003, through e-mail correspondence, I learned from an aide in Representative Mowery's office 
that one of the Senators had expressed an interest and had planned to offer this as an amendment to one 
of the existing bills; however, when the bill came out, it did not have the amendment on it." 

Subsequently, when I asked the aide if I had any "real" chance this session, I was told: 

"As much as I'd like to say yes, there is not much of a chance this session. We got started too late and 
they are debating budget, ethics, etc. which is of primary interest to all of them now and they don't seem 
to be making much headway. I wish I could be more positive. " 

On April 21, 2003, I wrote a brief letter to each of the above asking for their support. 
The text of the letter follows: 

Senator/Representative _______ _ 
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My name is John Nevels, II - I am the father of Bump Nevels, my only child, who was 
stillborn on August 1, 2002. 

Recently, Representative Anna Mowery contacted your office with regards to adding a 
"Missing Angels" amendment to Senate/House Bill ____ _ 

This amendment would allow for the issuance of a "Certificate of Birth Resulting in 
Stillbirth". 

Please give the "Missing Angels" amendment proposal a close look - and then, please 
help to give our mothers in the State of Texas the recognition that they deserve. 

Respectfully, 

John Nevels, II 
Proud Father of Bump Nevels 
(Born Sleeping on August 1, 2002) 

On April 9, 2003, Representative Mowery wrote me the following response: 

Dear Mr. Nevels: 

Thank you for your fax with bill numbers of possible germane legislation now pending. 
This was of tremendous help. 

I have sent a copy of your original letter to each of the bill authors with a suggestion they 
offer an amendment to the bill which they have authored in the respective Houses. 

I will let you hear from me as soon as I receive a reply from them. 

Sincerely, 
Anna Mowery 

For the record: 
House Bill No. 1353 was authored by State Representative Carlos Uresti, 
House Bill No. 2990 was authored by State Representative Jaime Capelo, 
Senate Bill No. 1553 was authored by Senator Kyle Janek, and, 
Senate Bill No. 1744 was authored by Senator Judith Zaffirini. 

Page 26 of29 

On March 31, 2003, I received a phone call from Representative Mowery during which she informed me 
that in Texas, we were more than halfway through our current legislative session (which only meets once 
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every two years). We 'came to the table' too late to author and submit a "MISSing Angels Bill" all by itself. 
Representative Mowery assured me that she would look for existing legislation that might be germane 
(related to) the "MISSing Angels Bill". The idea is that the language contained in Arizona's "MISSing Angels 
Bill" could be written as an amendment and attached to the pre-existing and somewhat relative legislation. 

After consulting with some well-respected colleagues, I did a little research on pending legislation and 
faxed Representative Mowery the following: 

April 4, 2003 

State Representative Anna Mowery 
Texas House of Representatives 
Ca pitol Office 
Room CAP 1N.05 
P.O. Box 2910 
Austin, TX 78768 

Representative Mowery, 

Once again, thank you for your phone call last Monday afternoon. 

I hope I'm not being too forward, but after doing some research, I believe that I may 
have found some bills that are germane to the "Missing Angels" legislation that I am 
requesting. 

The bills that I've found are: 

House Bill No. 1353 
House Bill No. 2990 
Senate Bill No. 1553 
and 
Senate Bill No. 1744 

Please let me know what your thoughts are to amending one of these bills to include the 
"Missing Angels" language. 

Respectfully, 

John Nevels, II 
Proud Father of Bump Nevels 
(Born Sleeping on August 1, 2002) 

On March 24, 2003, I sent a written letter to Texas State Representative Anna Mowery. 
The following is the text of that letter: 

The Honorable Representative Anna Mowery 
Texas House of Representatives 
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6421 Camp Bowie Blvd. #310 
Fort Worth, Texas 76116 

Dear Representative Mowery, 

Texas' mothers, parents and families are in need of your help. As a registered voter and 
a constituent in your district, I ask that you please take a little time and consider what I 
am about to share with you. 

Let me start by telling you about my wife Carolyn, and the birth of our son, Bump Nevels. 

In mid-January 2002, Carolyn and I were overjoyed to learn that we were pregnant with 
our first child. Although having a child is meant to be one of the happiest things that can 
happen in one's life, our pregnancy ended abruptly in complete devastation. On July 
30th, during a routine prenatal non-stress test, we discovered that our son's heart was 
no longer beating. He was no longer alive. It's important for me to convey to you that 
during our pregnancy Carolyn never drank alcohol, she didn't smoke, and she didn't 
endanger our son in any 'way, shape or form'. We followed our doctor's advice at every 
turn and regardless of our doing the 'right things', our son was dead. Our doctor 
prescribed medication that would induce labor on the 31st of July and after Carolyn 
endured natural childbirth for 18 long hours - she delivered our son on August 1, 2002. 

'Stillbirth protocols' at hospitals, or the lack of them, dictate if the parents will be given 
mementos such as the 'crib-card' or the wrist and ankle bands associated with the birth 
of their baby. Parents of stillborn babies go home with empty arms and broken hearts. 
It's easy to understand how any 'tangible item' from these tragic events can be 
considered important in the bereavement process. 

In those mind-numbing and surreal hours in the labor and delivery room after our son 
was born, we were asked what official name we'd like to give our son. We were then told 
that we would have to make a decision - our son would have to be buried or cremated. 
Within a few days of his delivery, we received an official 'Certificate of Fetal Death' along 
with our son's cremains (ashes) from the funeral home. 

The most perfect and natural case of 'adding insult to injury' has to be this: Carolyn's 
body was still producing milk for our son nearly a full month after we had him cremated. 

The second most perfect case of 'adding insult to injury' has to be thiS: Shortly after 
picking up Bump's ashes from the funeral home, we were shocked to learn that there 
would be no 'Birth Certificate' from the State of Texas - since there are no provisions for 
them 'by law', it's simply 'not done'. 

Carolyn endured the physical pain of natural childbirth alone - as all mothers must do. I 
would have suffered that pain for her if it were scientifically possible - but it's not. 
Together, my wife and I have learned to live with the emotional trauma of our son's 
death. I think we've come a long way, but we still don't understand why the State of 
Texas, by omission, refuses to officially acknowledge the birth of our son. 

I am asking you to support a 'Missing Angels Bill' for the State of Texas. Under this bill, 
parents who lose a child after 20 weeks of gestation would be given the option to receive 
a "Certificate of Birth Resulting in Stillbirth". As of this letter, Texas would be the 6th 
state to adopt such meaningful legislation as Arizona, Utah, Indiana, Massachusetts, and 
Michigan have already enacted 'Missing Angels Bills' into law. 

According to The Texas Department of Health, Bureau of Vital Statistics 2001 Annual 
Report Summary, the number of fetal deaths (stillbirths) increased from 2,150 in 2000 to 
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2,315 in 2001. It is my hope that Texas will quickly rise to the occasion, follow Arizona's 
lead, and meet the expectations of bereaved parents who suffer such devastating losses. 
Perhaps one day the state will deem it appropriate to acknowledge my son Bump, and all 
of Texas' stillborn children. The fact is: they lived, they died, and that - even in death, all 
of these children very much matter. 

I have enclosed four pages of information regarding Arizona's "Missing Angels Bill" for 
your review. I will contact your office for an appointment to meet with you regarding this, 
or if you have any further questions prior, you may contact me at either of the above 
phone numbers. Thanks for all that you do to help Texas families and we appreCiate your 
attention to this important issue. 

Respectfully, 

John Nevels, II 
Proud Father of Bump Nevels 
(Born Sleeping on August 1, 2002) 

P.S. A great number of people, at home and abroad, have shown their support in getting 
a Missing Angels Bill passed in Texas (and beyond). I encourage you to view two online 
petitions that I've created. They are located at: 
www.PetitionOnline.com/bn812002 and www.PetitionOnline.com/4ourkids 
I hope you will allow me some 'latitude' if you feel that the language on these petitions 
seems hostile towards legislators in general. Anger has often been identified as one of 
the many stages of grief; please be assured that I'm learning to better deal with it. 
Thanks again. 
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Arizona House Bill 2416 - Certificate of Stillbirth Fact Sheet 

What is the definition of "stillbirth?" 
Stillbirth is the intrauterine death of an infant that occurs after the 20th week of pregnancy. (A 

miscarriage is an intrauterine death prior to 20 completed weeks.) Following its death the mother must 
still deliver her baby. Most stillbirths occur at or near full term. 

How are stillbirths recorded in Arizona? 
Prior to HB 2416 the Registrar of Vital Records issued only a "Certificate o(Fetal Death". This 

is the only record of the birth the family was able to receive. At the behest of The MISS Foundation the 
Arizona Legislature in 2001 enacted "The Missing Angels Bill". It requires the Arizona Department of 
Health and Human Services to issue a "Certificate ojBirth. Resulting in Stillbirth". 

How many stillbirths occur every year? 
According to the ADHS website, in 1999 there were 682 stillbirths in Arizona. It is estimated 

26,000 stillbirths occur nationwide every year, almost as many as there are highway fatalities! Accurate 
numbers are unknown due to the manner in which stillbirths are recorded. For one, stillbirths are not 
included in infant mortality rates, thereby substantially understating the extent of the problem. As a 
consequence of this lack of information neither couples nor the general public are aware of the true risks 
involved. If they were we believe there would be a hue and outcry for medical research to find the 
answers. 

Why do stillbirths occur? 
Only 40% of all stillbirths can be attributed to a specific cause such as a cord "accident", 

placental problem, malformation, etc. The remainder are said to be due to "undetermined medical 
reasons". Crack mothers can have normal babies and Norman Rockwell mothers can have stillborn 
babies. There is no identifiable socio-economic, ethnic, lifestyle or behavioral predictor that can be 
identified at this point. Stillbirth is truly an "Equal Opportunity" destroyer of dreams. Every woman who 
conceives is at risk when one considers that 1 in every 115 births is a stillbirth. 

House Bill 2416 benefits Arizona families in tbe following ways: 

I. Standardized statistical benefits: Issuing Birth Certificates for stillbirths will allow clear 
definitions for accurate statistical analysis and enhanced understanding of stillbirth. It will also allow for 
better clarity in classification. 

2. Heightened sensitivity: Feelings of inadequacy among women who experience the 
simultaneous death and birth of their stillborn infant can be devastating. Issuance of a Certificate of 
Stillbirth recognizes the reality that a physical birthing occurred and validates their "motherhood". 

3. Consistency in the law: The family of a stillborn infant is required by law to bury or cremate 
their child, despite the fact there was no acknowledgement by the state prior to HB 2416 that this infant 
they were obliged to dispose of had even been "born". 

4. Common Sense: Parents of a baby delivered prematurely at 21 weeks who takes just one 
breath before dying, are given a Certificate of Birth. Parents of a 10-pound baby whose heart stopped 
beating just minutes prior to delivery, do not receive a Certificate. This inequity has now been remedied 
by the passage of HB 2416. It is the first step toward solving the mystery of why babies unexpectedly 
die in their mother's womb, by simply recognizing the event. "Passing HB2416 was the right thing to 
do and long overdue", according to Governor Hull, who spoket!1ose words at tbe Bill signing earlier 
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Arizona House Bill 2416 - Certificate of Stillbirth Fact Sheet 

What is the definition of "stillbirth?" 
Stillbirth is the intrauterine death of an infant that occurs after the 20th week of 

pregnancy. (A miscarriage is an intrauterine death prior to 20 completed weeks.) Following its 
death the mother must still deliver her baby. Most stillbirths occur at or near full term. 

Medically speaking, stillbirth is the death of a baby in it's mother's womb, after 20 weeks gestational age up 
to the moment of delivery. 
Stillbirth is unpredictable and random, and often strikes like lightening in a thunderstorm. There is no way to 
know if or when or where it will strike next. The reason it is unpredictable is because half to two-thirds of all 
stillbirths occur for indeterminable reasons, and cannot be attributed to a specific identifiable medical cause. 

Because of it's randomness, and the lack of any warning, stillbirth is said to be "an equal opportunity 
destroyer of dreams". It cuts across socio~conomic classes, races, religions, body types and maternal age 
groups. No woman is immune from this "last great mystery of obstetrics." Even women who have had 
several successful prior births can experience a subsequent stillbirth. 

That so many stillbirths occur at or near late term- when the developing baby is well beyond the point of 
viability and could survive outside the womb- is especially devastating, leading mothers and their doctors to 
speculate what might have been had their baby been delivered earlier. 

Autopsies, when performed, rarely uncover any cause of stillbirth not already apparent from physical 
examination of the baby and placenta. There is no uniform stillbirth post-mortem (autopsy) protocol in use 
today anywhere in America. Every autopsy is done according to local practice. Because of that there is no 
uniform data available for analysis. When a post-mortem procedure is performed, it is rare for the mother to 
be interviewed, in spite of the fact she may have vital clues to her baby's cause of death. A uniform protocol 
would address this shortcoming. 

Mothers who suffer a stillbirth do not recieve recognition in 44 of 50 states. Only Arizona, Utah, Indiana, 
Iowa, Kentucky and Massachusetts give these mothers a Certificate of Birth Resulting in Stillbirth. Birth is a 
process, live or dead is a result. Why would any state issue a "Certificate of Live Birth" to one mother, and 
not a "Certificate of Stillbirth" to the other? Both mothers did the same work, only the outcomes differed. 

A mother of identical twins, who delivers one "still" is given a Certificate of Live Birth for the 
surviving twin, but nothing for the stillborn twin, rendering the birth of that child all but "invisable", and a 
non-eventl 
(From The National Stillbirth Society Website: http://www.stillnomore.org) 
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ENROLLED BILL 

2003 Regular Session 
(3lr0237) 

-- Health and Government Operations/Education, Health. and 
Environmental Affairs --

Introduced by Delegates Sophocleus, Boschert, Boteler, Cadden, Carter, 
Costa, Dwyer, Impallaria, Menes, Murray, Parrott, Bile Rzepli:o'\";'sld 
Rzepkowski, Boutin, McDonough, Elliott, Smigiel, Donoghue, and Kach 

Read and Examined by Proofreaders: 

Sealed with the Great Seal and presented to the Governor, for his approval this 
__ day of at o'clock, __ M. 

CHAPTER~ __ 

AN ACT concerning 

2 Vital Statistics - Certificate of Birth Resulting in Stillbirth 

3 FOR the purpose of requiring the Secretary of Health and Mental Hygiene to 
4 establish procedures for the issuance ofa certificate of birth resulting in 
5 stillbirth fer eaeh fetal Baath e.eHrriHg altor a .ortain geSlatiaH ~BFiaa; 
6 re""iriRg the Se.retary te eelle.t, iRae", BRa safegHara li'elR .ertaiR Elaraage 
7 eaeh eertilleate erei,th '""Hlting in stilleiFth; ,o""iriRg .e,taiR fe_at BRa 
8 Illing ,e""ir_BRts fe, eash .eRilleato ereiFth ,esHltiRg iR stilleiFth; ,e'lHiring 
9 lhe Sesfetary 19 aEl9fJt sertain regHlati8ftS; F8E):uiring the Seeretary 18 previae a 
10 .e~y efa ... tilleate efeiFth ,eSHltiHg in stillbirth H~eH '.~Hest BRa te .elle.t a 
11 .eRaiR fee fa, a .e~y efa .eFtilleate efbirth ,esHltiRg in stilleiFth; ~,e',"aing fe, 
12 .eRaiR ~,ehibitea a.ts ,elatea te a .oRill .. to erei,th ,esHltiRg in stillbiFth; 
13 aellniHg .ortaiR tBFlflS; requiring the Department of Health and Mental Hygiene 
14 to effer make available a certificate of birth resulting in stillbirth to certain 
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1 parents; requiring the Department to establish procedures for the issuance of a 
2 certificate of birth resulting in stillbirth upon the request of certain parents who 
3 had a stillborn child prior to the effective date of this Act; requiring the 
4 Department to implement certain procedures by a certain date: requiring the 
5 Department to make a certain report to certain committees of the General 
6 Assembly on or before a certain date; and generally relating to a certificate of 
7 birth resulting in stillbirth. 

8 BY repealiBg aBe reeftaeting, williaMt 8ffieH8:meHts, 
9 Artiele Health GeHeflil 
10 SeetiaH 4 2QI(a) aHd (e), 4 2m, aHa 4 213(a) aHa (b) 
11 "'HHetatea Caae efMar),leHa 
12 (2QQQ R:efJlaeelTleRt 'laltlffie eRe 2992 SHJ3J3lemeRt) 

13 BY reJ38aliflg Effia r8eaaetiHg, witfl 8ffi8HEHHeHtS, 
14 AFtiele Health GeHe,"1 
15 SeetieH 4 2QI(f), Em), (H), aHa (e), 4 2Q4, 4 2Q7,4 217(a)(I) aaa (.)(1), aaa 
16 4-2;le 

M",elatea Ceae afMaF),aHa 17 
18 (2QQQ Re)3laeeHleHl Val"Hle aaa 2QQ2 S8j3~leHleHt) 

19 BY adding to 
20 Article - Health - General 
21 Section 4-213.1 ""a 4213.2 

Annotated Code of Maryland 22 
23 (2000 Replacement Volume and 2002 Supplement) 

24 SECTION 1. BE IT ENACTED BY THE GENERAL ASSEMBLY OF 
25 MARYLAND, That the Laws of Maryland read as follows: 

26 Article - Health - General 

27~ 

28 IH this s"btille the fellewiHg waras ha,·e the HleaHiHgs iHaieatea. 

29 (e) "Fetal aeath" HleaHS aeath efe ~rea"et efh"fH8H eeHee~tieH, befere its 
30 esmplete eJlfH:lisiSH SF ffii:tra8tieR wam *8 mather, regttfaless afthe atll'B:ti:aR afthe 
31 pregRffilsy, as iRaieatea by the faet H:iat, after the eJ(pulsisn Sf eJ(tFaeti9H, the fetl::is 
32 aees net BreatHe ar sflav, any atHer e\'iaense af life, sHsH as Heart beat, fJHIsatian sf 
33 th.e HfRsilieal eara, sr aeRnite fRaVefHeHt afYah:lntary fRHsele. 

34 tft "File" fReffilS ta present fer regisH"ati9H an)' eertifieate, repeR, ar ether 
35 reBara inslHaing reaaras traFI:smittea by afJpravsa eleatranie meaia, ineiHaing 
36 faesiHlile, afbirth, BIRTH ReSULTING IN STIllBIRTII, "eath, fetal aeath, aae~tieH, 
37 HlBffiege, sr ai iSree fur .. sies this s .. btille previaes aHa Ie h",'e the Seerotary aeee~1 
38 the reee,,!. 
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1 tm1 "Registr8tisR" fHeaHS aeee):ltaRee by the Seeretarr BRe iR6Sfl38fatisR iR the 
2 reeonls of the DepartmeHt ofaR)' eertilieate, rl!jlort, or other reeora of birth, BIRTH 
3 ReSlJT-=TY'JG H'J STIbLBIKfII, sestit, fetal death, aEiSf)tisR, HUll-Rage, aiY8FSe, af 
4 disseltltisR aF aHRHlmeRt effRBFfiage fer •• 'flieR tRis sttstitle fife. iees. 

5 W "Vital reeora" means. eertilieate or report of birth, BIRTH RESULHNG IN 
6 STILLBIRTH, death, fetal death, marriage, aivaree, aissolutieR or aRRulmeHt of 
7 mRrriage, adoptioR, or .ajuaieatioR efpat_ity that is r"'luirea by law te ae filea 
8 with the Seereta». 

9 tat "Vital statisties" fReBR5 the data derived Hem eertiHsates aHB rSf38rts sf 
10 airth, BIRTH RESU'~TII>IG 11>1 STILLBIRTH, aeath, fetal aeath, mRrriage, ai, oree, 
11 disseitltisft aF aHRtlimefl:t efmarriage, aBa repBRs related ta ttH)' efthese eertifieates 
12 ana r~eRs. 

13 <h!\&. 

14 W The SeeretEll) is chargea ',,;th aamiRisteriRg eflieieRtly ORa unifaRRI) this 
15 subtitle throughout this State. 

16 W fB The Seeretaf;' shall establish apprepriate metheds aRd the ReoesSar)· 
17 fefffiS fer aeetirsts regisa=atieo sf • ital reesFEis. 

18 ~ The ferms shall pro,·iae fer the iRferrRatioR that the Seeretar,. Reeds 
19 fer flF8f1er registTatisR ana tlS8 eftfiese i ital reearas. 

20~ 

21 W The Sesretaf), sHall 6elleet, iRae~t, 81'1:6 safegHBFe trem tife, Isss, Sf Elamage 
22 eash eertili.ate o[birth, BIRTH RESU'~TII>IG 11>1 STILLBIRTH, aeath, ORa fetal aeath. 

23 W After registratioR ofa eempletea aeath or fetal aeath eertilieate, the 
24 Seeretary shall seRa a .ep)' of the origiRal .ertilieate to the eouRt) registrar fer the 
25 6eMRt)' WfleI'e the e i eRt Seel:lfFee. The 6SflY mB~· be flhstSgFBPfli6 Sf eleetreflie Sf 
26 proaueed ay other meORS as preseriaea ay the Seeretary. 

27~ 

28 W fB gach eertilieate o[birth, BIRTH RESULTII>IG 11>1 STILLBIRTH, death, or 
29 fetal aeath shall ae t),,,ed or priRtea legibly iR IHlfaaiRg ala61, iRI" or storea OR 
30 eleetrsRie meeiB Bpflre ... ee by the £eeretBf~. 

31 ~ The perseR wAe is reEj:Miree ts eemJ3lete the feesre shall attest te its 
32 seSl:lfasy either by sigRstl:lfe Sf by spflrsveei eleetrsflie flfseess. 

33 te1 A eeFtitieate is Bet eSFl'lf'lete 9F serFest if it eees flet give eBeA item ef 
34 retlt:tiree iBfeFfflBti9fl te the eJ(teBt tfie iRfaFfflBtiefi is ebtaiBaele. 
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I~ 

2 fat If a fetal aeatflassl::H'S after a gest:atisR fleries ef2Q weei(s af mere, thea 
3 withifl 72 881:lfS after Eleliyer~, a eeFtifieate sf fetal eeath sHall Be f.ilea by: 

4 The ffiaFtieiBfl WAS first t&I"85 Gustedy sf a Fell:ls; 

5 ~ The fleFSBft iR eftftfge eftke institldtisH Sf the fH~fS8R'S aesigRstee 
6 reflF8S8fttath'8 wkef!: B: fetHS is saliyered ifl B:H iHstitHtisH; 

7 tJ1 The ph)~i8iae ie altoaEl<m.o at ar imme<liatel), after aelivor)' ""oe a 
8 latHs is eeliY8rea BHtside 8ft institldtiSR; af 

9 The mee:iieal eU8miReF WfleH a fetal eeath B66HfS Witft81::lt meeieal 
10 aUeRBaRee at a£ immeaiately after the salivary \wffl8R a mediesl emtFRiRer'S iREJ:Hiry is 
II re~Hirea. 

12 Tho perseR 'I,,,e files the retal aeath eertilieate shall abtaiR: 

13 fB The persaeal iere_atieR /fa", the ROJilafl,ie er tho best ~Haliliea 
14 iRmvili1:lsi af 58Hree ft'lailable; aRa 

15 The meaieal eertif.ieatisfl sf saMse sf death: 

16 fi1 Pram the meeieal euamiR8r, .lithiA 2q ABUTS after the mesieal 
17 eJi:affiiaeF taltes ehaFge sf the fetHs; 8F 

18 W IfthelReaieal e>lamiR", aees Ret tal,e esarge efthe filtH', lfelR 
19 the atoteasiag ):1hysieiea · .... ithiR 24 he tiTS ailer seli, ef). 

20 4-213.1. 

21 (A) ~T AQQlTlrnT TO TIlE REQUIREMENTS OF § q 213 OF THIS SUBTITbE, THE 
22 SECRETARY SHALL ESTABLISH PROCEDURES FOR THE ISSUANCE OF A CERTIFICATE 
23 OF BIRTH RESULTING IN STILLBIRTH FOR EACH FETAb DEATH OCCUIL'm'TC ~T THE 
24 STATE A-FTER A GeSTATION PERmD OF 2Q WEEKS OR MORE. 

25 TIlE CeRTIFICATE OF BIRTH RESU'_T~TC ~T STlbbBIRTII SI\,\bb: 

26 BE OFFEREQ TO THE Pi'h'lliJ>lT OR Ph'lliJ>TTS OF A STlLbBORN CHIbQ; 

27 BE FlbEQ ""qTIIIJ>T 72 HOURS AFTER Qebl\q;;~y; AJ>ID 

28 tJ1 MeET Abb OF TIlE FO~4AT MID Flb~rc: REQUIREMENTS OF § 4 2Qg 
29 OF TIHS SUBTITbE, REbATlJ>TC TO A b1V:e BIRTH. 

30 (ill THE DEPARTMENT SHALL 8FFER MAKE AVAILABLE A CERTIFICATE OF 
31 BIRTH RESULTING IN STILLBIRTH TO THE PARENT OR PARENTS OF A STILLBORN 
32 ClITLD FOR WHOM A FETAL DEATH WAS REGISTERED. 
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1 (C) THE INDIVIDUAL PREPARING THE CERTIFICATE OF BIRTH RESULTING IN 
2 STILLBIRTH SHALL NOT INCLUDE ANY REFERENCES TO THE STILLBORN CffiLD'S 
3 FIRST NAME IF THE STILLBORN CffiLD'S PARENT OR PARENTS DO NOT WISH TO 
4 PROVIDE A FIRST NAME FOR THE STILLBORN CffiLD. 

5 4 213.2. 

6 €At THE SeCRETARY SHALL ADOPT REGULATIONS TO GOVeRN THe FIL!!>IG OF 
7 A IY<CORD OF BIRFH RESU'~T!!>lG !!>I STILLBIRTH IF A CeRTIFICATe OF BFRTH 
8 RESU'~T!!>IG!!>I STILLBIRTH IS NOT FILED ,,\qTII!!>1 TIIB TIME REQUIRED BY § 4 213.1 
9 OF THIS SUBTITLK 

10 \Bt THE REGU'~ATImIS ADOPTED Ul>IDER SUBSECTIO~I (A) OF TIHS SECTIml 
II SHALL BE cmISISTE~IT "\~I! REGU' .. ,ATIONS ADOPTeD Ul>IDeR § 4 21 Q OF T1HS 
12 SUBTITLE REG"SD!!>IG DELAYED BIRTH REGISTRATION. 

13 44I+. 

14 tal fB e"ee~t as ~,a,'iaea ia sHaseetiaa (a) afthis seetiaA, the See,etaf), 
15 sftall fjre,'iee, 8ft [BElliest, ftHY }:IerS8R s1::ltherizea b; regl::llatiBfl:s asepteEi Hfiser tfiis 
16 s"",tide .. ,th a "eHiliea ar aaridgea ea~;' afa airth, BIRTH RESULT!!>lG !!>I 
17 STILLBIRTH, aeath, ar ICtal aeath eeHilieate registerea HAaer this sHatide ar afthe 
18 eeHili .. te afa marriage ~ ... feffRea afterJlllle I, 19§ l. 

19 fa) fB e"ee~t as atherwise ~rayiaea ay law, the De~arlHleAt shaH oaHeet a 
20 $6 fee fer e8eh eertiliea ar aariagea ea~y are aiRh, BFRl'H RESULT!!>IG IN STILLBIRl'H, 
21 eeRtH, fetal aeath, af fflarFiage eertifieate SF fer a Fef'srt that a seMen aflee files was 
22 mase anB tAe r8EItiBstea re6ent is Ret 9R HIe. 

23~ 

24 fa) A )3ers8R may Ret fail Sf rdl:ise 18 anaeMia aRa aelilfer a eeFtifieate efbirfu, 
25 BIRTH RESULT!!>IG !!>I STILLBIRTH, aeath, ar fetal aeath re~Hirea ay this sHatide. 

26 W fB A ~ersaA may Aat wiHfuHy ~f8'iiaa false iafermatiaA fer eAtry ar 
27 wiHfully eater false iAfefHlatiaa aa a .eHili.ate a[birth, BIRTH RESU'~T!!>IG !!>I 
28 STILLBIRTH, aeath, Sf fetal aeath. 

29 GB A ~ersaA may Aat fail ta ~ra"iae a Sa.i.1 Se.Hfity aHFaber ar willfully 
30 ~ra\'iae a false Saeial SeeHfity aHmaer ta the elefl, afeaHH HAaer § 4 2QS(g) afthis 
3 I Stib;itIe, 

32 fa) E"e~t as aH!Rari.eEI a; this sHatide, a ~ersaa !flay Ret "iIlfully alt ... BRy 
33 eeftiHsate, eeFtiHee 69J3Y 8f a eertiHsate, Sf eilier seFtifiee statemest that relates te a 
34 aiRh, BIRTH IY<SUbT!!>IG !!>I STILLBIRTH, ae.th, fetal death, sr !flarriage registerea 
35 HAa ... this sHatitle. 

36 W 8-1 A ~efSefl: may Ret willfully use er attem~t 1e Mse, ',viili ilie mtefltisft te 
37 EieeeiYe, any eeFtifisate sf13ifth ef seftifiee es~y efa reesre ef13iftR Iffl8'Mftg that tfie 
38 eeHilieate ar eertiliea ea~y: 
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'Nas issuea BE: B Fseara that is \'oftsH) SF flar-tly false; SF 

2 R.latos te tH' birtft efaHetfter iHdi"i""ol, 

3 GB A pefseH mo)' Het "illfull), oHdlffiewiHgly pfe ,iee 0 ee"ilie.te ef 
4 biftft ef a seFlilied sep)' efe fesefflefbiFlft te ""etHer perseH witft tHe int""tieH tftat 
5 it be Hsed b)' tHat perseH te eo.ei,e, 

6 tet \VifhsHt 8HttuwizatisH:, a pers8H ~1iJ Rat )3raEiHee, fef1FsEffiee, SF aistrihHte 
7 a I3lanl( eeFtiii6ate 6f' ether feFffi tftat the Se6fetBf) lises t8 register SF seRif)' faets 
8 tftat felate te a biFlft, BIRTH RESU'~nNG ~I STIbbBIR:rH, eeatft, fetal eoatft, ef 
9 fRftfFiage. 

10 00 A pefseH mo) Het oo'illfull)' Hse ef ettempt te Hse e pHetesepy ef 0 biFlft, 
11 BIRTH RliSYbT~IG ~r STIbbBIRTH, eeatft, fetal eeatH, ef maFFiage .'ftilisate fef aH)' 
12 fFsH6Hleftt Sf tieeej3tive flH~8se. 

13 W A pefseH ""e H.s .e.ess te tfte birtft, BIR:r1l RliSU'~T~1G m STIbbBIRTII, 
14 ae.tft, eF fetal a.atft fesefes iH the .Hstee), eftHe Se8fetar), er aH ag""t eftHe 
15 SeeretsF) fRay Ret ',lfillfully eSHU1::U:lHieate 18 aB)8RB late ,,'flo t8 the J3ers8R t8 be 
16 HH.Htftefi2ea "") fuet fe.efdea eH BHy biftH, BIRTI I RliSYbT~rG ~I 8TIbbBIRTH, 
17 aeetft, ef fetel aeetft e .. tilieote, 

18 W A perseH ma), Het ,,;lIfull)' tfaHspeft ef .seept fer traHspeFlatieH, 
19 EiisseetisH, Bf etheF Eiisfl8sitisR a Besy witkeMt a l:rtifial a-sHsit peffFlit; as flfS. ieee iR 
20 this sHbtitle, 

21 A pefseH mo)' Het 00 iIlfull): 

22 Vislale &ftY}3FBVisisfl efthis st::H9title; 

23 ~Ieglo.t te pefferm BA)' eHt)' impes.a by tHis sHbtitle; er 

24 Vislete aA:) Rile SF reg1::tiatisR aasf)tea tlfl:8er this sUBtitle. 

25 8eCTIG~r 2, MID Be IT FURTHeR eNACTeD, Thot tHis Ast SHoll toke effeet 
26 Getebef I, 2003, 

27 SECTION 2, AND BE IT FURTHER ENACTED, That the Department of 
28 Health and Mental Hygiene shall establish procedures for the issuance of a certificate 
29 of birth resulting in stillbirth upon the request of a parent or parents who have 
30 received a certificate of fetal death prior to the effective date of this Act. 

31 SECTION 3, AND BE IT FURTHER ENACTED. That: 

32 U!l The Department of Health and Mental Hygiene shall adopt and implement 
33 the procedures required by this Act on or before January 1. 2004: and 

34 ill On or before October 1. 2005. the Department of Health and Mental 
35 Hygiene shall report to the Governor. and in accordance with § 2-1246 of the State 
36 Government Article. to the Senate Education. Health. and Environmental Affairs 
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1 Committee and the House Health and Government Operations Committee, on the 
2 implementation of this Act. including the number of certificates of births resulting in 
3 stillbirth issued in the State and the procedures implemented by the Department. 

4 SECTION 4. Al\'D BE IT FURTHER ENACTED. That this Act shall take 
5 effect Deteeer I. 2Ggo June 1. 2003. 
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this summer. HB 2416 took effect August 9th 2001 and is available for all stillbirths, prospective and 
past alike. 

Go To Actual Text ofHB2416 
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Stillbirth 
From Wikipedia, the free encyclopedia 

A stillbirth occurs when a fetus which has died in the uterus or during 
labor or delivery exits a woman's body. The term is often used in 
distinction to live birth or miscarriage. Most stillbirths occur in full 
term pregnancies. 

Some sources reserve the term" stillbirth" for a fetus which has died 
after reaching mid-second trimester to full term gestational age. For 
example, in the United Kingdom, "stillbirth" is used to describe an 
infant delivered without life after 24 weeks gestation. The sources that 
use this definition tend to use the term "miscarriage" if the death 
occurs earlier in development. In contrast, other sources use the term 
"stillbirth" regardless of the stage of fetal development. 
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Human stillbirth 

Causes 

Page 1 of 5 

Stillbirth 
Classification and external 

resources 

Ultrasonography is often used to 
diagnose stillbirth. 

lCD-tO P95. 
MedlinePlus 
eMedicine 

002304 
topic list 

The causes of a large percentage of human stillbirths remain unknown, even in cases where extensive 
testing and autopsy have been performed. A rarely used term to describe these is sudden antenatal 

death syndrome or SADS.[I] 

In cases where the cause is known, some possibilities of the cause of death are: 

• bacterial infection 
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• birth defects 
• chromosomal aberrations 
• growth retardation 
• Intrahepatic Cholestasis of Pregnancy 
• maternal diabetes 
• high blood pressure, including preeclampsia 
• maternal consumption of nicotine, alcohol, recreational drugs (excluding cannabis[21), or 

pharmaceutical drugs contraindicated in pregnancy 
• postdate pregnancy 
• placental abruptions 
• physical trauma 
• radiation poisoning 
• Rh disease 
• umbilical cord accidents 

Sometimes a pregnancy is tenninated deliberately during a late phase, for example for congenital 

anomaly. UK law requires these procedures to be registered as "stillbirths" V] If a fetus is aborted late 
during pregnancy this is called feticide. 

Prenatal diagnosis 

A decrease or cessation of fetal activity may be an indication of fetal distress or death, though it is not 
entirely uncommon for a healthy fetus to exhibit such changes, particularly near the end of a pregnancy 
when there is considerably little space in the uterus for the fetus to move about. Still, medical 
examination, including a nonstress test, is recommended in the event of any change in the strength or 
frequency of fetal movement, especially a complete cease; most midwives and obstetricians recommend 
the use of a kick chart to assist in detecting any changes. Fetal distress or death can be confinned or 
ruled out via fetoscopyldoptone, ultrasound, and/or electronic fetal monitoring. If the fetus is alive but 
inactive, extra attention will be given to the placenta and umbilical cord during ultrasound examination 
to ensure that there is no compromise of oxygen and nutrient delivery. 

Prenatal maternal treatment 

An in utero stillbirth does not usually present an immediate health risk to the woman and labour will 
usually begin spontaneously after two weeks, so the woman may choose to wait and deliver vaginally. 
After two weeks, the woman is at risk of developing blood clotting problems, and induction is 
recommended at this point. In many cases, the woman will find the idea of carrying the dead baby 
emotionally traumatizing and will elect to be induced. Cesarean birth is not recommended unless 
complications develop during vaginal birth. 

Prevalence 

Stillbirth is a relatively common, but often random, occurrence. The mean stillbirth rate in the United 
States is approximately 1 in 115 births, which is roughly 26,000 stillbirths each year, or on an average 

one every 20 minutes. In Australia,[4] England, Wales, and Northern Ireland, the rate is approximately I 
in every 200 births, in Scotland 1 in 167. (From The National Statistical Office and other sources.) 
Many stillbirths occur at fulltenn to apparently healthy mothers, and a postmortem evaluation reveals a 

cause of death in only about 40% of autopsied cases.[5] 
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In developing countries, where medical care can be oflow quality or unavailable, the stillbirth rate is 
much higher. 

Legal definitions of stillbirth 

Australia 

In Australia any stillborn baby weighing more than 400 grams, or more than 20 weeks in gestation, must 
have its birth registered)6] 

Canada 

Beginning in 1959, "the definition of a stillbirth was revised to conform, in substance, to the definition 

of fetal death recommended by the World Health Organization." [7] The definition of "fetal death" 
promulgated by the World Health Organization in 1950 is as follows: 

"Fetal death" means death prior to the complete expulsion or extraction from its mother of a 
product of human conception, irrespective of the duration of pregnancy and which is not an 
induced termination of pregnancy. The death is indicated by the fact that after such expulsion or 
extraction, the fetus does not breathe or show any other evidence of life, such as beating of the 
heart, pulsation of the umbilical cord, or definite movement of voluntary muscles. Heartbeats are 
to be distinguishedfrom transient cardiac contractions; respirations are to be distinguishedfrom 
fleeting respiratory efforts or gasps. [8] 

United Kingdom 

Throughout the United Kingdom, stillbirths must be registered by law. The Stillbirth Definition Act 
(1992) states: "any 'child' expelled or issued forth from its mother after the 24th week of pregnancy that 

did not breathe or show any other signs of life should be registered as a stillbirth. ,{9] In England and 
Wales, this must be done within 42 days and a Stillbirth Certificate is issued to the parent(s).[IO] In 
Scotland, this must be done within 21 days.[ll] 

United States 

In the United States, there is no standard definition of the term 'stillbirth,)8] The Centers for Disease 
Control and Prevention collects statistical information on "live births, fetal deaths, and induced 
termination of pregnancy" from 57 reporting areas in the United States. Each reporting area has different 
guidelines and definitions for what is being reported; many do not use the term "stillbirth" at all. The 
federal guidelines suggests (at page I) that fetal death and stillbirth can be interchangeable terms. The 
CDC definition of "fetal death" is based on the definition promUlgated by the World Health 
Organization in 1950 (see section above on Canada). 

The federal guidelines recommend reporting those fetal deaths whose birth weight is over 350g, or those 
more than 20 weeks gestation. Forty-one areas use a definition very similar to the federal definition, 
thirteen areas use a shortened definition of fetal death, and three areas have no formal definition of fetal 
death. Only II areas specifically use the term 'stillbirth' , often synonymously with late fetal death, 
however they are split between whether stillbirths are "irrespective of the duration of pregnancy", or 
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whether some age or weight constraint is applied. 

See also 

Childbirth 

• Live birth 
• Perinatal death 

• Intrapartum death 
• Neonatal death 

• Sudden infant death syndrome 

• Abortion 
• Elective abortion 

• Anomalous pregnancy 
• Ectopic pregnancy 
• Molar pregnancy 

• Spontaneous abortion 
• Maternal death 

References 

Page 4 of5 

I. A Collins JH (February 2002). "Umbilical cord accidents: human studies". Semin. Perinatol. 26 (1): 79-82. 
PMlD 11876571. 

2. A Fried, P.A. (2002). The consequences of marijuana use during pregnancy: a review of the human literature. 
3. A Bythell M, et al. (2008) The contribution oflate termination of pregnancy to stillbirth rates in Northern 

England, 1994-2005. The British Journal of Obstetrics and Gynaecology, 115(5):664-666 
4. A Gordon, Adrienne (Dr). "Department of Neonatal Medicine Protocol Book: Royal Prince Alfred Hospital". 

http://www.cs.nsw.gov.aulrpalneonatallhtmllnewprot!stillbirths.htm. Retrieved on 2006-09-13. 
5. A Cacciatore, J. (2007). A phenomenological exploration of stillbirth and the effects ofritualization on 

maternal anxiety and depression, University of Nebraska-Lincoln Press, Digital Commons; Froen, J.F. 
(2005). 

6. A Lahra MM, Gordon A, Jeffery HE (2007). "Chorioamnionitis and fetal response in stillbirth". Am. J 
Obstet. Gynecol. 196 (3): 229.e 1-4. doi: 10. 10 16/j.ajog.2006. 10.900. PMlD 17346531. "Stillbirth is defined 
within Australia as fetal death (no signs of life), whether antepartum or intrapartum, at 2:20 weeks of 
gestation or 2:400 g birth weight, if gestational age is unknown.". 

7. A Statistics Canada ("Canada's National Statistical Agency"), History, Vital Statistics - Stillbirth Database, 
in Vital Statistics - Stillbirth Database. 

8. A a b Centers for Disease Control and Prevention. State Definitions and Reporting Reguirements (1997 
Revision ed.). National Center for Health Statistics. http:l(www.cdc.gov/nchs/datalmlsc/itop97.pdf. 

9. A "Registration of Stillbirths and Certification for Pregnancy Loss before 24 Weeks Gestation" Royal 
College o/Midwives. Retrieved September 27,2007 

10. A Guide to registering stillbirths in the UK 
11. A Registering a stillbirth General Register Office for Scotland 

External links 

Grieving resources 

• MISSing Angels Bill Legislation for Stillbirth Grassroots movement of bereaved stillbirth 
families, a program of the MISS Foundation 

• The Forgotten Grief: Miscarriage, Stillbirth and Neo-natal Death 
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o MISS Foundation support site for those bereaved of a child and advice for professionals on their 
support. 

o SANDS AUSTRALIA providing support, information & counselling for bereaved parents & 
families 

o First Candle First Candle promotes safe pregnancies and the survival of babies through the first 
years oflife. With programs of research, education and advocacy, they are working toward a 
future where all babies are provided the best possible chance to reach not only their first birthday, 
but many happy birthdays beyond. Until this goal is reached, they remain committed to providing 
compassionate grief support to all those affected by the death of a baby. 

o Stillbirth Support Providing support, other's stories and ways to remember for families. 

ActivismlPrevention 

o MISS Foundation an activist site of the MISS Foundation for parents of stillborn infants. 
o National Stillbirth Society an activist group of parents for stillbirth education. 
o Preferred Pregnancy Protocol for minimizing the risk of stillbirth due to cord accidents. 
o Dr. Joanne Cacciatore Arizona State University researcher who specializes in stillbirth and 

traumatic loss. 
o International Stillbirth Alliance is a non-profit coalition of organizations dedicated to 

understanding the causes and prevention of stillbirth. 
o First Candle First Candle promotes safe pregnancies and the survival of babies through the first 

years oflife. With programs of research, education and advocacy, they are working toward a 
future where all babies are provided the best possible chance to reach not only their first birthday, 
but many happy birthdays beyond. Until this goal is reached, they remain committed to providing 
compassionate grief support to all those affected by the death of a baby. 

FactuallReference 

o The Wisconsin Stillbirth Service Program (WiSSP), a branch of the University of Wisconsin­
Madison's Clinical Genetics Center. One of the foremost authorities on the causes of stillbirth and 
responsible for many stillbirth evaluation protocols, including the widespread use of the 
Kleihauer-Betke test in deciding whether Rh disease is to blame for a stillbirth. 

o Pregnancy Institute founded by Dr. Jason H. Collins, OB/GYN specializes in umbilical cord 
research 

o Investigating perinatal death: a review of the options when autopsy consent is refused. 

Retrieved from ''http://en.wikipedia.org/wikiiStillbirth'' 
Categories: Obstetrics I Fertility I Demography 
Hidden categories: Medicine articles needing expert attention I Articles needing expert attention since 
November 2008 

o This page was last modified on 8 February 2009, at 16:09. 
o All text is available under the terms of the GNU Free Documentation License. (See Copyrights 

for details.) 
Wikipedia® is a registered trademark of the Wikimedia Foundation, Inc., a U.S. registered 501(c) 
(3) tax-deductible nonprofit charity. 
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Dear National Stillborn Society, 

I am working for the Alaska State Legislature, and we are in the process of drafting a law that 
would allow parents of a stillborn child to obtain a birth certificate for the stillborn. We are 
struggling with a definition for "stillbirth" and "stillborn" and "stillborn child". Is there a model 
definition that we could use that would be acceptable to both the pro life and pro choice camps 
that would stand up to legal challenge? Any input would be greatly appreciated. 

Thank You, 

John Davies 
Chief of Staff to 
Rep. Wes Keller 



House Engrossed 

State of Arizona 
House of Representatives 
Forty-fifth Legislature 
First Regular Session 

2001 

HOUSE BILL 2416 

AN ACT 

Page 1 of2 

AMENDING TITLE 36, CHAPTER 3, ARTICLE 2, ARIZONA REVISED STATUTES, BY ADDING 
SECTIONS 36-329.01 AND 36-329.02; RELATING TO VITAL STATISTICS CERTIFICATES. 

Be it enacted by the Legislature of the State of Ariwna: 

Section 1. Title 36, chapter 3, article 2, Arizona Revised Statutes, is amended by adding sections 36-
329.01 and 36-329.02, to read: 

36-329.01. Certificate of birth resulting in stillbirth; requirements 

A. IN ADDITION TO THE REQUIREMENTS OF SECTION 36-329, THE STATE REGISTRAR OF 
VITAL STATISTICS SHALL ESTABLISH A CERTIFICATE OF BIRTH RESULTING IN 
STILLBIRTH ON A FORM APPROVED BY THE STATE REGISTRAR FOR EACH FETAL 
DEATH OCCURRING IN THIS STATE AFTER A GESTATIONAL PERIOD OF AT LEAST 
TWENTY COMPLETED WEEKS. THIS CERTIFICATE SHALL BE OFFERED TO THE PARENT 
OR PARENTS OF A STILLBORN CHILD. 

B. THE CERTIFICATE OF BIRTH RESULTING IN STILLBIRTH SHALL MEET ALL OF THE 
FORMAT AND FILING REQUIREMENTS OF SECTION 36-322, RELATING TO A LIVE BIRTH. 

C. THE PERSON WHO PREPARES A CERTIFICATE PURSUANT TO THIS SECTION SHALL 
LEAVE BLANK ANY REFERENCES TO THE STILLBORN CHILD'S NAME IF THE STILLBORN 
CHILD'S PARENT OR PARENTS DO NOT WISH TO PROVIDE A NAME FOR THE STILLBORN 
CHILD. 

D. NOTWITHSTANDING SUBSECTIONS A AND B OF THIS SECTION, THE CERTIFICATE OF 
BIRTH RESULTING IN STILLBIRTH SHALL BE FILED WITH THE DESIGNATED REGISTRAR 
WITHIN THREE DAYS FOLLOWING THE DELIVERY AND PRIOR TO CREMATION OR 
REMOV AL OF THE FETUS FROM THE REGISTRATION DISTRICT. 

36-329.02. Delayed registration of birth resulting in stillbirth 

WHEN A BIRTH RESULTING IN STILLBIRTH OCCURRING IN THIS STATE HAS NOT BEEN 
REGISTERED WITHIN ONE YEAR AFTER THE DATE OF DELIVERY, A CERTIFICATE 
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MARKED "DELA YED" MAY BE FILED AND REGISTERED IN ACCORDANCE WITH 
REGULATIONS OF THE DIRECTOR OF THE DEPARTMENT OF HEALTH SERVICES 
RELATING TO EVIDENTIARY AND OTHER REQUIREMENTS SUFFICIENT TO 
SUBSTANTIATE THE ALLEGED FACTS OF BIRTH RESULTING IN STILLBIRTH. 

Sec. 2. Short title 

Page 20f2 

Section 36-329.01, Arizona Revised Statutes, as added by this act, may be cited as the "Missing Angels 
Act". 
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FETAL AND INFANT DEATHS 

FETAL AND 
INFANT DEATH 
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A fetal death is defined as the death ofa fetus after the eighth week of gestation and before delivery. A aska 
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Statute 18.50.240 requires the filing of a certificate for each fetal death that occurs in the state when the pregnancy 
has lasted at least 20 weeks. The filin f certificates for fetal deaths which occur prior to the twentieth week of 

A<t\ pregnapcy js optional. This report includes informatIOn on y for fetal deaths in which either the estimated gestation 
-'Iff 'Or the calculated gestation (last menstrual date subtracted from the date of delivery) is at least twenty weeks. 

TABLE 2.1A 

1995 Annual Report 

FETAL DEATHS BY CENSUS AREA OF MOTHER'S RESIDENCE, 
ALASKA, 1995 

3 

2 
4 

TOTAL 42 

Page 49 



2287 

FETAL AND INFANT DEATHS (continued) Alaska Bureau of Vital Statistics 

TABLE 2.1B 

TABLE 2.1C 

TABLE 2.2 
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FETAL DEATHS BY NATIVE REGIONAL CORPORATION OF 
MOTHER'S RESIDENCE, ALASKA, 1995 

CENSUS AREA OF 

4 
3 
2 

23 
3 

1 
2 

42 

FETAL DEATHS AND FETAL DEATH RATE BY MOTHER'S RACE, 
ALASKA,1991-1995 

MOTHER'S .,FTAI 0.,., ~ .. ~ TOTAL 1991·1995 
RACE IQQI IQQ, IQQ' IQQd IQQ~ BIRTHS RATE 

44 40 33 30 24 171 37541 4.6 
Ill\! A TI"" 17 12 10 9 12 60 12584 4.8 
IIRI ArT< 1 0 2 4 5 17 2.577 6.6 
I. ~TA "TiPI 4 4 2 1 11 2 505 4.4 
IrNKNOWN 1 1 2 199 

ITOTAI 69 59 47 44 42 261 55406 4.7 

FETAL DEATHS BY AGE AND RACE OF MOTHER, ALASKA, 1995 

MOTHER'S '.R',," ~ lrF. 
AGE WHITE NATIVE BLArK IINKN TOTAL 
".17 1 1 2 
1 R.IO 1 1 
,n. ,,, 9 4 1 1 15 

".'0 6 1 7 
1n. '" 7 4 2 13 
".10 1 2 1 4 

TOTAL 24 12 5 1 42 
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Alaska Bureau of Vital Statistics (continued) FETAL AND INFANT DEATHS 

TABLE 2.3 FETAL DEATHS BY LENGTH OF GESTATION AND WEIGHT, 
ALASKA, 1995 

WEI(;HT IN (;RAMS 
son- 1000- 1500- 2000- 2500-

GESTATION <500 999 1499 1999 2499 4000 1 UNK 1 TOTAL 
120-24 WEEK S 7 4 II 
I?,_?R 3 3 6 
129-32 WEEKS I I I 3 
111_11, 2 3 3 1 I 12 
137-41 3 6 I 10 

ITOTAL 8 7 6 4 6 9 2 42 

INFANT DEATHS 

Infant deaths are defined as deaths which occur before an individual's first birthday. Infant mortality may be 
calculated by either of two methods: birth cohort or death cohort. The birth cohort method considers all babies born 
in one year and determines the number of those babies who die before reaching their first birthday, either in that year 
or the next. The death cohort method groups together infants who die in the same year. 

The birth cohort method is more reliable for calculating infant mortality rates because it calculates a rate for a 
specific group of infants, whereas the death cohort method calculates a rate based on comparing deaths in one year 
against births in that same year. The flaw in using the death cohort is that some of the infants who died in that year 
were born in the previous year, and some of the infants born in that year will die in the next year. When using the 
birth cohort method in this report, all infants born in 1994 are considered, whether the death occurred in 1994 or 
1995, if the infant died before its first birthday. Birth cohort calculations are not included for 1995 in this report 
because not all 1996 death records were complete at the time this report was compiled. 

The death cohort method is used in this report for calendar year 1995. This method compares the number of deaths 
to infants who died during 1995 prior to their first birthday with the number of infants who were born in 1995. 

Infant Mortality Rates 
Using the death cohort, the total number of infant deaths during 1995 was 80. This is a 1.2 percent decrease from 82 
infant deaths during 1994. I Since relatively small changes in infant deaths can cause large fluctuations in the infant 
mortality rate (IMR) from one year to the next, Alaska's annuallMR is calculated on a five-year moving average. 
The 1991-1995 five-year average infant mortality rate was 8.3 deaths per 1,000 live births, down from 8.8 deaths per 
1,000 live births for 1990-1994. The U.S. infant mortality rate of7.6 deaths per 1,000 live births in 1995 reflects a 
5% decrease from 8.0 infant deaths per 1,000 live births in 1994.2 Both the U.S. and Alaska infant mortality rates 
have been steadily decreasing in recent years, and both are now at the lowest rates ever recorded. 

In discussing infant mortality, a distinction is made between neonatal mortality (deaths prior to the 28th day oflife) 
and postneonatal mortality (deaths from the 28th day up to one year). Neonatal deaths are frequently associated with 
circumstances related to pregnancy and delivery while postneonatal deaths are associated with living conditions. 
Alaska's neonatal mortality rate has generally been lower than the neonatal mortality rate for the United States, 
while its postneonatal mortality rate has been higher. Chart 2.1 provides a graphic comparison of the neonatal and 
postneonatai rates for Alaska and the United States. 

Crondahl, J., Mitchell, P., Zenk, A.E., Anderson, C, Walden, S. and Juan, L Department of Health and Social Services, Division of Public 
Health, Alaska Bureau o/Vital Statistics 1994 Annual Report, Juneau, Alaska. June 1996, p.47. 

2 National Center for Health Statistics. U.S. Department of Health and Human Services, "Report afFinal Mortality Statistics, 1995," 
MOnlhly Vital Statistics Repon, VoL 45, No. 11 (S2), June 12, 1997, p. 11. 
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FETAL AND INFANT DEATHS (continued) Alaska Bureau of Vital Statistics 

CHART 2.1 

1995 

1994 

1993 

1992 

1991 

1990 

1989 
8.0 7.0 

NEONATAL AND POSTNEONATAL MORTALITY RATES PER 
1,000 LIVE BIRTHS, ALASKA AND THE UNITED STATES, 
1989-1995 (DEATH COHORT METHOD) 

\ 
\ 

U.S. AJaska U.S. Alaska 

6.0 5.0 4.0 3.0 2.0 1.0 0.0 1.0 2.0 3.0 4.0 5.0 6.0 7.0 8.0 

Neonatal Postneonatal 

United States rates are single year rates and are provided by the National Center for Health Statistics.3 Alaska infant 
mortality rates are calculated using five-year moving averages per 1,000 live births, based on death-cohort. 

Chart 2.2 compares confidence intervals for infant mortality in individual census areas against the statewide average. 
When smaller populations, such as individual census areas, are analyzed, ten-year averages and 95 percent 
confidence intervals are used. The calculated infant mortality rate occurs at the midpoint of the confidence interval. 
The smaller the population, the larger the confidence interval. (For a detailed discussion of confidence intervals and 
statistical significance, refer to Appendix B.) 

Several census areas (Aleutians East, Angoon-Hoonah-Skagway, Bristol Bay, Denali, Haines Borough, and Yakutat) 
have been omitted from Chart 2.2 because occurrences of infant mortality are too few for rates to be reliable. Those 
census areas which have infant mortality rates significantly above the statewide 95% confidence interval of 8.9-1 0.0 
deaths per 1,000 live births are North Slope and Wade Hampton. Kenai Peninsula and Ketchikan are the only census 
areas with rates below the statewide 95% confidence interval. The confidence intervals for all other areas fell at least 
partly within the range of the statewide average. 

3 Ibid., Table 25, pp. 66-67. 

Page 52 1995 Annual Report 



2290 

Alaska Bureau of Vital Statistics (continued) FETAL AND INFANT DEATHS 

CHART 2.2 95% CONFIDENCE INTERVALS FOR INFANT MORTALITY BY 
CENSUS AREA, ALASKA, 1986-1995 (DEATH COHORT) 
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FETAL AND INFANT DEATHS (continued) Alaska Bureau of Vital Statistics 

Infant Deaths by Age 

TABLE 2.4A INFANT DEATHS BY CENSUS AREA OF DECEDENT'S 
RESIDENCE AND AGE, ALASKA, 1995 (DEATH COHORT 
METHOD) 

DECEDENT'S AGE 
CENSUS AREA OF DECEDENT'S POST-

RESIDENCE NEONATAL NEONATAL TOTAL 

TABLE 2.4B 

Page 54 

ANCHORAGE BOROUGH 25 13 

BETHEL 4 I 

DILLINGHAM 2 

FAIRBANKS NORTH STAR BOROUGH 6 7 

JUNEAU BOROUGH 2 

KENAI PENINSULA BOROUGH I 

KETCHIKAN GATEW A Y BOROUGH I 

KODIAK ISLAND BOROUGH I 

MATANUSKA-SUSITNA BOROUGH 3 2 

NORTH SLOPE BOROUGH 3 

NORTHWEST ARCTIC BOROUGH I 

PRINCE OF WALES-OUTER KETCHIKAN I 

VALDEZ-CORDOVA 2 I 

WADE HAMPTON I 

WRANGELL-PETERSBIJRG I 

YUKON-KOYUKUK I I 

TOTAL 48 32 

INFANT DEATHS BY NATIVE REGIONAL CORPORATION OF 
DECEDENT'S RESIDENCE AND AGE, ALASKA, 1995 (DEATH 
COHORT METHOD) 

DECEDENT'S AGE 
NRC OF DECEDENT'S POST-

RESIDENCE NEONATAL NEONATAL TOTAL 

AHTNA INC. I I 

ARCTIC SLOPE CORP. 3 3 

BRISTOL BA Y CORP. 2 2 

CALISTA CORP. 4 2 6 
CHUGACH NATIVES INC. I I 2 

COOK INLET REG CORP. 29 15 44 

DOYON LTD. 7 8 15 

KONIAG INC. I I 

NANA REGIONAL CORP. I I 

SEALASKA CORP. 3 2 5 
TOTAL 48 32 80 

38 
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13 
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80 
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Alaska Bureau of Vital Statistics (continued) FETAL AND INFANT DEATHS 

TABLE 2.4C INFANT DEATHS BY RACE, SEX, AND AGE OF DECEDENT, 
ALASKA, 1995 (DEATH COHORT METHOD) 

DECEDENT'S AGE 
DECEDENT'S POST-

RACE NEONATAL NEONATAL TOTAL 

WHITE 25 17 42 
NATIVE 14 10 24 
BLACK 3 3 6 
ASIAN/PI 6 2 8 
TOTAL 48 32 80 

SEX / ,'i:,: ',\ ':Z;' 

MALE 27 19 46 
FEMALE 21 13 34 
TOTAL 48 32 80 

TABLE 2,5A INFANT DEATHS BY CENSUS AREA OF DECEDENT'S 
RESIDENCE AND AGE, ALASKA, BIRTH YEAR 1994 (BIRTH 
COHORT METHOD) 

DECEDENT'S AGE 
CENSUS AREA OF DECEDENT'S POST-

RESIDENCE NEONATAL NEONATAL TOTAL 

ALEUTIANS WEST I I 

ANCHORAGE BOROUGH 19 14 33 
BETHEL 2 I 3 
DILLINGHAM I I 

FAIRBANKS NORTH STAR BOROUGH I 4 5 
JUNEAU BOROUGH I 2 3 
KENAI PENINSULA BOROUGH 2 2 4 
KETCHIKAN GATEWA Y BOROUGH I I 

KODIAK ISLAND BOROUGH 2 I 3 
LAKE AND PENINSULA I I 

MATANUSKA-SUSITNA BOROUGH I 2 3 
NOME I I 

NORTH SLOPE BOROUGH 2 2 4 
NORTHWEST ARCTIC BOROUGH 2 2 

PRINCE OF WALES-OUTER KETCHIKAN 2 2 

SITKA BOROUGH I I 

VALDEZ-CORDOVA 2 2 

WADE HAMPTON 2 2 

YUKON-KOYUKUK I I 2 

TOTAL 34 40 74 

1995 Annual Report Page 55 



2293 

FETAL AND INFANT DEATHS (continued) Alaska Bureau of Vital Statistics 

TABLE 2.5B 

TABLE 2.5C 

INFANT DEATHS BY NATIVE REGIONAL CORPORATION OF 
DECEDENT'S RESIDENCE AND AGE, ALASKA, BIRTH YEAR 
1994 (BIRTH COHORT METHOD) 

DECEDENT'S AGE 
NRC OF DECEDENT'S POST-

RESIDENCE NEONATAL NEONATAL TOTAL 

AHTNAINC. I I 

ALEUT CORP. I I 

ARCTIC SLOPE CORP. 2 2 4 

BERING STRAITS CORP. I I 

BRISTOL BAY CORP. I 1 2 

CALISTA CORP. 2 3 5 

CHUGACH NATIVES INC. I 1 

COOK INLET REG CORP. 22 18 40 

DOYON LTD. 2 5 7 

KONIAGINC. 2 I 3 

NANA REGIONAL CORP. 2 2 

SEALASKA CORP. I 6 7 

TOTAL 34 40 74 

INFANT DEATHS BY RACE, SEX, AND AGE OF DECEDENT, 
ALASKA, BIRTH YEAR 1994 (BIRTH COHORT METHOD) 

DECEDENT'S POST-

Infant Mortality Rates by Race 
Table 2.6 shows 5-year moving average infant mortality rates by race for the years 1991 through 1995. In the 
process of preparing this report, it was discovered that while the child's race at birth is reported to be the same as the 
mother's, the child's race on the death certificate may be reported differently. To ensure consistent reporting and 
calculation of rates, a new procedure was used in this report. All death certificates for decedents who were born in 
Alaska in 1989 or later are matched with the birth certificate and the child's race at birth is used for calculating 
deaths and death rates by race. 
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Alaska Bureau of Vital Statistics (continued) FETAL AND INFANT DEATHS 

TABLE 2.6 

1991 

RACE BTHS DTHS 
WHITE 7875 59 
NATIVE 2785 39 
BLACK 518 5 
ASIANIPI 489 3 
UNKNOWN 21 
TOTAL 11688 106 

BIRTHS AND INFANT DEATHS (DEATH COHORT METHOD) BY 
DEATH YEAR AND FIVE-YEAR MOVING AVERAGE INFANT 
MORTALITY RATES BY RACE, ALASKA, 1991-1995 

BIRTHS INFANT DEATHS AND 5-YEAR MOVING RATES BY YEAR 
1992 1993 1994 1995 

5-YR 5-YR 5-YR 5-YR 5-YR 
RATE .M:[!i; .M:[!i; RATE RATE 
1987- 1988- 1989- 1990- 1991-
1991 BTHS DTHS 1992 BTHS DTHS 1993 BTHS DTHS 1995 BTHS DTHS 1995 

7.8 7910 59 7.8 7506 44 7.1 7282 44 6.9 6968 42 6.6 
16.7 2695 33 15.7 2459 34 15.3 2345 28 14.1 2300 24 12.6 
13.9 537 5 13.0 584 7 10.4 491 5 10.5 447 6 10.9 
8.1 553 3 6.3 516 5 6.9 462 5 8.9 485 8 9.6 

11.1 31 24 101 22 
10.2 11726 100 9.8 11089 90 9.1 10 681 82 8.8 10.222 80 8.3 

Infant Deaths by Cause of Death 
Although the same coding system (IC09) is used in reporting causes of death for infants and the general population, 
the codes are grouped differently since causes of death for infants up to one year generally differ from those in the 
general population. For specific causes of death for infant mortality refer to Appendix C, Table C.2. 

Certain causes of death are associated with factors such as age and birth weight. For instance, Sudden Infant Death 
Syndrome (SI0S) almost always occurrs in the postneonatai period. Respiratory Distress Syndrome generally occurs 
only in low birth weight infants. The single greatest cause of infant death is Sudden Infant Death Syndrome. In the 
five-year period from 1991 through 1995, 120 infants were reported to have died ofSlDS, a rate of2.2 per thousand 
live births. This compares with a rate of 0.9 per thousand live births for the United States in 19954 The United States 
rate for SlDS deaths dropped 28% since 1994 when the rate was 1.1 deaths per thousand live births. 

Because of its mysterious nature, Sudden Infant Death Syndrome can never be positively determined; rather, it is a 
diagnosis which occurs after other causes of death have been ruled out. What we can say about SIDS is that it affects 
normally healthy, sleeping infants under one year of age. One potential risk factor for SIDS is putting infants to sleep 
on their stomachs (the prone position).5 

The Alaska Maternal and Infant Mortality Review Committee (MIMR) is composed of representatives from the 
medical professions including obstetricians and gynecologists, pediatricians, neonatologists, and representatives of 
the Indian Health Service. The work of the committee is coordinated by staff from the Section of Maternal, Child 
and Family Health in the Division of Public Health. This committee reviews medical records and, in some cases, 
police records for each infant death and either concurs with the cause of death as stated on the death certificate or 
determines a different cause of death. The committee reviewed 39 cases in 1993 and 1994 in which SIDS was the 
reported cause of death. In 33 of those cases they concurred that SIDS was the cause of death; in six cases they 
believed the cause of death to be other than SIDS. 

In 1995, there were six SIDS deaths reported in the neonatal period (less than 28 days old). SlDS is extremely rare in 
this age group; there were only five SIDS deaths in this age group in the previous nine years. 

4 National Center for Health Statistics. U.S. Department of Health and Human Services, "Report of Final Mortality Statistics, 1995," 
Monthly Vital Statistics Report, Vol. 45, No. 11(52), June 12, 1997, Table 27, p.68. 

5 Willinger, Marian, Ph.D., Hoffman, H., M.A., and Hartford, R., Ph.D., "Infant Sleep Position and Risk for Sudden Infant Death 
Syndrome: Report of Meeting Held January 13 and 14, 1994, National Institutes of Health, Bethesda, MD," Pediatrics, Vol. 93, No.5, 
May 1994, p. 814. 
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FETAL AND INFANT DEATHS (continued) Alaska Bureau of Vital Statistics 

TABLE 2.7 INFANT DEATHS BY SELECTED CAUSES OF DEATH AND AGE, 
ALASKA, 1995 (DEATH COHORT METHOD) 

AGE AT DEATH 

POST-
CAUSE OF DEATH NEONATAL NEONATAL 

PNEUMONIA & INFLUENZA I 

HERNIA OF ABDOMINAL CA VITY AND INTESTINAL I 
OBSTRUCTIONS 

CONGENITAL ANOMALIES II 

MATERNAL COM PLICA TIONS OF PREGNANCY 2 

PLACENTA CORD AND MEMBRANE COMPLICATIONS 6 

LABOR & DELIVERY: OTHER COMPLICATIONS 2 

SHORT GESTATION & LOW BIRTHWEIGHT RELATED 7 I 
DISORDERS 

INTRAUTERINE HYPOXIA & BIRTH ASPHYXIA I 

RESPIRATORY DISTRESS SYNDROME 4 

PERINATAL PERIOD INFECTIONS 2 

SIDS 6 16 

ACCIDENTS & ADVERSE EFFECTS I 3 

HOMICIDE I 

ALL OTHER CAUSES 6 9 
TOTAL 48 32 

TABLE 2.8 INFANT DEATHS BY SELECTED CAUSES OF DEATH AND 
RACE, ALASKA, 1995 (DEATH COHORT METHOD) 

RACE 
CAUSE OF DEATH WHITE NATIVE BLACK ASIPI 

PNEUMONIA & INFLUENZA I 

HERNIA OF ABDOMINAL CAVITY AND INTESTINAL I 
OBSTRUCTIONS 

CONGENITAL ANOMALIES 7 4 
MATERNAL COMPLICATIONS OF PREGNANCY I I 
PLACENTA CORD AND MEMBRANE COMPLICATIONS 3 I 2 
LABOR & DELIVERY: OTHER COMPLICATIONS 2 

SHORT GESTATION & LOW BIRTHWEIGHT RELATED 3 3 2 
DISORDERS 

INTRAlITERINE HYPOXIA & BIRTH ASPHYXIA I 
RESPIRATORY DISTRESS SYNDROME 2 I I 

PERINATAL PERIOD INFECTIONS 2 
SIDS 9 8 3 2 
ACCIDENTS & ADVERSE EFFECTS 2 2 
HOMICIDE I 

ALL OTHER CAUSES 10 2 3 
TOTAL 42 24 6 8 

TOTAL 

I 

I 

II 

2 

6 

2 
8 

I 

4 

2 

22 

4 

I 

15 
80 

TOTAL 

I 

I 

II 
2 

6 
2 
8 

I 

4 

2 
22 

4 

I 

15 
80 
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John Davies 

From: Sandra Wilson 

Sent: Tuesday, March 03, 2009 12:15 PM 

To: John Davies 

Subject: RE: HB 2 

The suggestions would be as follows and this is based off of the CS that was heard in committee: 

On page 1 line 6 following "of' delete "a stillborn child" and insert "the stillbirth" 

On page 1 line 12 following "of' delete "a stillborn child" and insert "the stillbirth" 

On page 1 line 13 following "name" delete "of a stillborn child" 

On page 2 line 1 following "name" delete "of the stillborn child" 

On page 2 line 6 following "birth" delete "of a stillborn child" 

On page 2 line 14 remove everything following "stillbirth" and insert "is that as defined in AS 18.50.950(8). 

If you were to make those changes there would be no reference to a child and take away any concerns that have 
been raised. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 11:58 AM 
To: Sandra Wilson 
Subject: RE: HB 2 

Yes, I had the word fetus in my first draft, but changed it to follow the referred to statute. I am glad that you have 
been talking to others with experience. That's a great help. Based on your conversations do you have any new 
draft language? Thanks JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 10:27 AM 
To: John Davies 
Subject: RE: HB 2 

I understand. I have been talking with those who have worked on this in other states. And in states where this 
issue has come up what they have done to quash any belief that this would in any way give rights to or somehow 
do what we did not want it to do was delete the word child and insert the word fetus. By doing this we take away 
any reference to a child. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 

2 2 9 6 3/3/2009 



Sent: Tuesday, March 03, 2009 10:00 AM 
To: Sandra Wilson 
Subject: RE: HB 2 

Page 2 of2 

Let's talk to Jean about this tomorrow and look to get the bill out of committee next week. It would be better to get 
it right now to insure its passage later. JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 9:52 AM 
To: John Davies 
Subject: RE: HB 2 

You could make it simpler by saying that in this section "stillbirth" or "stillborn child" is that as defined in AS 
18.56.950 (8) 

I do not have a problem meeting with the two of you tomorrow. I was just hoping that we would be able to get this 
heard and passed out today because the hope that both myself and Rep. Gatto is that we could pass this bill 
through this year. This is more and more unlikely as it takes longer to get it out of committee. I guess I don't 
completely understand the issue at hand because it states very clearly in the bill that the issuance of the birth 
certificate is not proof of live birth. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 9:35 AM 
To: Sandra Wilson 
Subject: HB 2 

Dear Sandra, 

This email is a heads up for your to keep you apprised of the movement on your bill. Here is the proposed 
definition of "stillborn child" that we propose: 

(h) In this section, "stillbirth" or "stillborn child" refers to the unintended death of a product of human 
conception as defined in AS18.50.950 (8)(A) and (B). 

Give this some thought. We have an appointment to meet with. Jean Mischal, Leg Legal, tomorrow at 9am at her 
office in the TMOB. I would like you to attend with Matt and I so that you can have your input heard on this. 

We are trying to make sure that the definition is tight enough so as not to cause the bill to fail or run into problems 
with legal challenges. 

Jean was working on a drafting job today and couldn't see us until tomorrow. 

Regards, 
John Davies 

2 2 9 7 3/3/2009 
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John Davies 

From: John Davies 

Sent: Tuesday, March 03, 2009 11 :58 AM 

To: Sandra Wilson 

Subject: RE: HB 2 

Yes, I had the word fetus in my first draft, but changed it to follow the referred to statute. I am glad that you have 
been talking to others with experience. That's a great help. Based on your conversations do you have any new 
draft language? Thanks JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 10:27 AM 
To: John Davies 
Subject: RE: HB 2 

I understand. I have been talking with those who have worked on this in other states. And in states where this 
issue has come up what they have done to quash any belief that this would in any way give rights to or somehow 
do what we did not want it to do was delete the word child and insert the word fetus. By doing this we take away 
any reference to a child. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 10:00 AM 
To: Sandra Wilson 
Subject: RE: HB 2 

Let's talk to Jean about this tomorrow and look to get the bill out of committee next week. It would be better to get 
it right now to insure its passage later. JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 20099:52 AM 
To: John Davies 
Subject: RE: HB 2 

You could make it simpler by saying that in this section "stillbirth" or "stillborn child" is that as defined in AS 
18.56.950 (8) 

I do not have a problem meeting with the two of you tomorrow. I was just hoping that we would be able to get this 
heard and passed out today because the hope that both myself and Rep. Gatto is that we could pass this bill 
through this year. This is more and more unlikely as it takes longer to get it out of committee. I guess I don't 
completely understand the issue at hand because it states very clearly in the bill that the issuance of the birth 
certificate is not proof of live birth. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

2 2 9 8 3/3/2009 



From: John Davies 
Sent: Tuesday, March 03, 20099:35 AM 
To: Sandra Wilson 
Subject: HB 2 

Dear Sandra, 

Page 20f2 

This email is a heads up for your to keep you apprised of the movement on your bill. Here is the proposed 
definition of "stillborn child" that we propose: 

(h) In this section, "stillbirth" or "stillborn child" refers to the unintended death of a product of human 
conception as defined in AS18.50.950 (8)(A) and (B). 

Give this some thought. We have an appointment to meet with Jean Mischal, Leg Legal, tomorrow at 9am at her 
office in the TMOB. I would like you to attend with Matt and I so that you can have your input heard on this. 

We are trying to make sure that the definition is tight enough so as not to cause the bill to fail or run into problems 
with legal challenges. 

Jean was working on a drafting job today and couldn't see us until tomorrow. 

Regards, 
John Davies 

2 2 9 9 3/3/2009 
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John Davies 

From: Sandra Wilson 

Sent: Tuesday, March 03, 2009 11 :29 AM 

To: John Davies 

Subject: H B 2 

Just a little more information, I talked with Joanne Cacciatore and she told me that no state has ever had 
anyone challenge their stillbirth laws. This includes states such as California which had strong 
opposition to the bill. Just wanted to make you aware of that. 

Sandra Wilson 
Staff to Rep. Carl Gatto 
907 -465-3163 
Sandra_ wilson@legis.state.ak.us 

2 3 0 0 3/312009 
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Dear Sandra, 

This email is a heads up for your to keep you apprised of the movement on your bill. Here is the 
proposed definition of "stillborn child" that we propose: 

(h) In this section, "stillbirth" or "stillborn child" refers to the unintended death of a product of 
human conception as defined in AS18.50.950 (8)(A) and (B). 

Give this some thought. We have an appointment to meet with Jean Mischal, Leg Legal, 
tomorrow at 9am at her office in the TMOB. I would like you to attend with Matt and I so that you 
can have your input heard on this. 

We are trying to make sure that the definition is tight enough so as not to cause the bill to fail or 
run into problems with legal challenges. 

Jean was working on a drafting job today and couldn't see us until tomorrow. 

Regards, 
John Davies 
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John Davies 

From: John Davies 

Sent: Tuesday, March 03, 2009 10:00 AM 

To: Sandra Wilson 

Subject: RE: HB 2 

Let's talk to Jean about this tomorrow and look to get the bill out of committee next week. It would be better to get 
it right now to insure its passage later. JD 

From: Sandra Wilson 
Sent: Tuesday, March 03, 2009 9:52 AM 
To: John Davies 
Subject: RE: HB 2 

You could make it simpler by saying that in this section "stillbirth" or "stillborn child" is that as defined in AS 
18.56.950 (8) 

I do not have a problem meeting with the two of you tomorrow. I was just hoping that we would be able to get this 
heard and passed out today because the hope that both myself and Rep. Gatto is that we could pass this bill 
through this year. This is more and more unlikely as it takes longer to get it out of committee. I guess I don't 
completely understand the issue at hand because it states very clearly in the bill that the issuance of the birth 
certificate is not proof of live birth. 

Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 9:35 AM 
To: Sandra Wilson 
Subject: HB 2 

Dear Sandra, 

This email is a heads up for your to keep you apprised of the movement on your bill. Here is the proposed 
definition of "stillborn child" that we propose: 

(h) In this section, "stillbirth" or "stillborn child" refers to the unintended death of a product of human 
conception as defined in AS18.50.950 (8)(A) and (B). 

Give this some thought. We have an appointment to meet with Jean Mischal, Leg Legal, tomorrow at 9am at her 
office in the TMOB. I would like you to attend with Matt and I so that you can have your input heard on this. . 

We are trying to make sure that the definition is tight enough so as not to cause the bill to fail or run into problems 
with legal challenges. 

Jean was working on a drafting job today and couldn't see us until tomorrow. 

Regards, 
John Davies 

2 3 02 3/3/2009 
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John Davies 

From: Sandra Wilson 

Sent: Tuesday, March 03, 2009 9:52 AM 

To: John Davies 

Subject: RE: HB 2 

You could make it simpler by saying that in this section "stillbirth" or "stillborn child" is that as defined in AS 
18.56.950 (8) 

I do not have a problem meeting with the two of you tomorrow. I was just hoping that we would be able to get this 
heard and passed out today because the hope that both myself and Rep. Gatto is that we could pass this bill 
through this year. This is more and more unlikely as it takes longer to get it out of committee. I guess I don't 
completely understand the issue at hand because it states very clearly in the bill that the issuance of the birth 
certificate is not proof of live birth . 

. Sandra Wilson 
Staff to Rep. Gatto 
465-3163 

From: John Davies 
Sent: Tuesday, March 03, 2009 9:35 AM 
To: Sandra Wilson 
Subject: HB 2 

Dear Sandra, 

This email is a heads up for your to keep you apprised of the movement on your bill. Here is the proposed 
definition of "stillborn child" that we propose: 

(h) In this section, "stillbirth" or "stillborn child" refers to the unintended death of a product of human 
conception as defined in AS18.50.950 (8)(A) and (B). 

Give this some thought. We have an appointment to meet with Jean Mischal, Leg Legal, tomorrow at 9am at her 
office in the TMOB. I would like you to attend with Matt and I so that you can have your input heard on this. 

We are trying to make sure that the definition is tight enough so as not to cause the bill to fail or run into problems 
with legal challenges. 

Jean was working on a drafting job today and couldn't see us until tomorrow. 

Regards, 
John Davies 

2303 3/3/2009 
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CS FOR HOUSE BILL NO. 2( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY 

Orrered: 
Rrferred: 

Spon.or(.): REPRESENT A TlVES GA ITO, Gruenberg, Dahlstrom, Lyna 

A BILL 

FOR AN ACT ENTITLED 

\vORK DRAFT 

~6-L.S0003; R 
Mischel 
1,29.09 

"An Act relating to the Issuance of a certificate of birth resulting In a stillbirth." 

2 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

3 • Section I. AS I 8.50 is amended by adding a new section to read: 

4 Sec. 18.50.235. Certificate of birth resulting In stillbirth. (a) The person 

5 required to file a fetal death registration under AS 18.50.240(b) shall advise the 

6 moth~'I" and, if the father is present, the father of a stillborn child 

7 (I) that the parent may r~'quest the preparation of a certificate of birth 

8 resulting in stillbirth; 

9 (~) that the parent may obtain a certiticate "fbirth resulting in stillbirth 

10 hy cpnlacting the hureau; and 

II (3) ,)fihe ,'Olllact inf(lrm.ttinn tor the bureau. 

12 (h) rhe parent of a ,tillbnm child who rC'lue,ts a certiticate l)f birth resuitlng 

13 In ,tlilbirth may pro' ide a name of a stillbom child tl)r pl".:ement l)O the .:crtiiicate. If 

I.. a n;lInc is not prc,,·iueu, the bur,'au shall CJuse the ccrtiti,'atc to shuw either "haby 

-1- C~1t8 !( 
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WORK DRAFT WORK DRAFT 26-LSOOO3\R 

certificate. The name of the stillborn child providL'd on the certi ficate of birth resulting 

in stillbirth must be the same name as the name on the fetal death certificate . 

(c) A certificate of birth resulting in stillbirth must include the state file 

number of the corresponding fetal death certificate. 

(d) The department shall prescribe the form and content of a certificate of 

birth resulting in stillbirth to record the birth of a stillborn child and specify the 

information required to prepare the certificate. 

(e) A certificate issued under this section is not proof of a live birth, and the 

certificate must contain the phrase "not proof of live birth." The bureau may not use a 

certificate of birth resulting in stillbirth to calculate live birth statistics. 

(I) A parent may request that the bureau issue a certificate of birth resulting in 

still birth regardless of the date on which the certificate of fetal death was issued. 

(g) The department may adopt regulations needed to implement this section. 

(h). In this section, "stillbirth" or "stillborn" refers to an unintended, 

intrauterine fetal death occurring in the state after a gestational age of 20 completed 

weeks. 

('~llli!( ) -1-
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AMENDMENT 

TO: HB 2 (26-LS0003\R) 

1 Page 2, line 14 

2 After ""stillbirth" or "stillborn": 

3 Insert "child" 

BY REPRESENTATIVE HOLMES 

1J~Jpj ~~ 

:::t::1~ 
~~ 

°1 ' ~~~~- ~~ 
~~~ ;ft~ 
v~~'-~twi~ 

-t~tw£ 
";W1~ 

#r~1~4 
//~~i~~ 
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· Sec. 18.50.950. Defmitions. 

In this chapter, 
(I) "adoptive parent" means a person who has adopted another person under AS 25.23; 
(2) "biological parent" means a parent named on the original certificate of birth of an adopted 

person; 
(3) "bureau" means the Bureau of Vital Statistics; 
(4) [Repealed, 88 ch 56 SLA 2005.] 
(5) "commissioner" means the commissioner of health and social services; 
(6) "dead body" means a lifeless human body or parts or bones of it from the state of which it 

reasonably may be concluded that death recently occurred; 
(7) "department" means the Departmentof Health and Social Services; 
(8) "fetal death" means death before the complete expulsion or extraction from its mother of a 

product of human conception, irrespective of the duration of pregnancy, where 
(A) the death is indicated by the fact that, after expUlsion or extraction, the fetus does not 

breathe or show evidence of life such as beating of the heart, pulsation of the umbilical cord, or 
definite movement of voluntary muscles; and 

(B) the expulsion or extraction is not caused by an induced termination of pregnancy; 
(9) "filing" means the presentation of a certificate, report, or other record provided for in this 

chapter, of a birth, death, fetal death, adoption, marriage, or divorce for registration by the 
bureau; 

(10) "final disposition" means the burial, interment, cremation, or other disposition of a dead 
body or fetus; 

(11) "induced termination of pregnancy" means the purposeful interruption of an intrauterine 
pregnancy with the intention other than to produce a live-born infant, and that does not result in a 
live birth, except that "induced termination of pregnancy" does not include management of 
prolonged retention of products of conception following fetal death; 

(12) "institution" means a public or private establishment that provides in-patient medical, 
surgical, or diagnostic care or treatment, or nursing, custodial, or domiciliary care to two or more 
unrelated individuals, or to which persons are committed by law; 

(13) "live birth" means the complete expulsion or extraction from its mother of a product of 
human conception, irrespective of the duration of pregnancy, that, after expulsion or extraction, 
breathes or shows evidence of life such as beating of the heart, pulsation of the umbilical cord, or 
definite movement of voluntary muscles, whether or not the umbilical cord has been cut or the 
placenta is attached; . 

(14) "medical history" includes information relating to a person's medical conditions and 
treatment, immunization records, and other medical information about the person that could be 
important to the health care of the adopted person; 

(15) "physician" means a person authorized or licensed to practice medicine under the laws of 
the state; 

(16) "registration" means the acceptance by the bureau and the incorporation in its official 
records of certificates, reports, or other records provided for in this chapter, of births, deaths, 
fetal deaths, adoptions, marriages, or divorces; 

(17) "state registrar" means the state registrar of vital statistics; 
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(18) "system of vital statistics" includes the registration, collection, preservation, amendment, 
and certification of vital statistics records, and related· activities including the tabulation, 
analysis, and publication of statistical data derived from them; 

(J 9) "vital statistics" means records of birth, death, fetal death, induced termination of 
pregnancy, marriage, divorce, adoption, and related data. 
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A stillbirth occurs when a fetus which has died in the uterus or during labor or delivery exits a 
woman's body. The term is often used in distinction to live birth or miscarriage. Most stillbirths 
occur in full term pregnancies. 

Some sources reserve the term "stillbirth" for a fetus which has died after reaching mid-second 
trimester to full term gestational age. For example, in the United Kingdom, "stillbirth" is used to 
describe an infant delivered without life after 24 weeks gestation. The sources that use this 
definition tend to use the term "miscarriage" if the death occurs earlier in development. In 
contrast, other sources use the term "stillbirth" regardless of the stage of fetal development. 



STEP-CHILD 

parent's second marriage and has not been adopted 
by that parent. 

Step-dOWD In basis. A reduction in the income tax 
basis of property. See also Step-up In basis. 

Step-tather. The husband of one's mother by virtue of 
a marriage subsequent to that of which the person 
spoken of is the offspring. 

Step-In-the-dark rule. Such rule of contributory negli­
gence is that one who enters a totally unfamiliar area 
in the darkness is not justified, in the absence of any 
special stress, in proceeding without first ascertaining 
whether there are any obstacles to his safe progress. 
Voder v. Greenwald. Fla.App., 246 So.2d 148, ISO. 

Step..mother. The wife of one's father by virtue of a 
marriage subsequent to that of which the person 
spoken of is the offspring. 

Step-parent. The mother or father of a child born 
during a previous marriage of the other parent and 
hence, not the natural parent of such child. 

Step-son. The son of one's wife by a former husband, 
or of one's husband by a fanner wife. 

Step-up In basis. An increase in the income tax basis of 
property. 

Sterbreche, or strebrlch. The breaking, obstructing, or 
straitening of a way. 

SUre Istirlst~hr/. A French measure of solidity, used 
in measuring wood. It is a cubic meter. 

SterlUty Isunl;diy/. Barrenness; unfruitfulness; inca­
pacity to gemtinate or reproduce. 

Sterilization. The act or process by which one is ren­
dered incapable of procreation as, for example, the 
act of tying the female Fallopian tubes or a vasecto­
my. Also. the act or process by which an article or 
instrument is rendered free of germs. 

Sterling. In English law, current or standard coin, 
especially silver coin; a standard of coinage. 

Stet processus Istet pr;SeSOls/. An entry on the roll in 
the nature of a judgment of a direction that all further 
proceedings shall be stayed (i.e., that the process may 
stand), and it is one of the ways by which a suit may 
be temtinated by an act of the party, as distinguished 
from a termination of it by judgment. which is the act 
of the court. It was used by the plaintiff when he 
wished to suspend the action without suffering a 
nonsuit. 

Stevedore. A person employed in loading and unload­
ing vessels. 

Steward. A man appointed in 'the place or stead of 
another. A union official who represents other union 
employees in grievances with management and who 
oversees the carrying out of the union contract. 

Steward of an England. In old English law. an officer 
who was invested with various powers; among oth­
ers, to preside on the trial of peers. 

Steward of a Manor. In old English law, an impor­
tant officer who had the general management of all 
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forensic matters connected with the manor of 
he was steward. He stood in much the same 
to the lord of the manor as an under-sheriff did 
sheriff. 

Stews. Certain brothels anciently permitted 
land, suppressed by Henry VIII. Also, 
places for tame pheasants. 

Stickier. An arbitrator. An obstinate cOlntendt" 
anything. 

Stick up. Rob at the point of a gun. 

Stilling a prosecution. Agreeing, In 
receiving a pecuniary or other advantage. 
from prosecuting a person for an offense 
rise to a civil remedy. 

StUL Any deylce used for separating a1C'OhClliC'i 
from fennented substances. The 

applied to the whole apPI~~ra~t~u~s:~~~3~~~~ condensation used in the 
its, but in the description of the 
us it is applied merely to the vessel orret" .. i 
boiling and evaporation of the liquid 

StWborn .hUd. A child born dead or In 
stage of pregnancy as to be 
though not actually dead at the time of 

StlDlcldium I stllosid(i)yom/. Lst. In the 
drip of water from the eaves of a 
tude stillicidli consists in the 
drip from one's eaves upon 
another. The tenn "f1wnen" 
water collected from the roof, 
gutters, and there is a similar e~~~~~;~ 
discharged upon the adjoining e 

Stint. In EnglIsh law. limit; a limited 
descriptive of a species of. ' 
sans nombre. 

Stipend IstAypond/. A salary; 
regular payment. Offering 

Stipendiary estates I sbpOnd(i)yehrly I." 
in return for services. generally of, __ 

Stipendiary magistrates. In Engllsb 
trates; appointed in London and 
and boroughs, and having in g:~~~;~ 
jurisdiction of justices of the ): 

Stlpend.lum ISbpOnd(l)yom/. Lst. 
pay of a soldier; wages; stipe~d. 

Stipes I staypiyz/. Lat. In old 
stock; a source of descent or 
the common stock. 

Stlpital Isti~l/. Relating to 
"Stipital distribution" of P"OP"rt:~" 
stirpes; that is, by right of 

Stipulate. Arrange or seWe deflniteIi: 
or covenant. See SdpulatJon. 

Stipulated damage. Uquidated 

Stlpulatlo Istipy,h!ysh(iy)ow/. 
law. stipulatio was the verbal 

tio). and was the most salt 
contractS in that system • 
entered into by question a 
thereto, by the parties, 1>0 
same time, and usually by 
,pondeo." "promittis? pro' 

. StiJ1uJa~ aqulllana I stipyole 
~cu1ar application of t 
used to collect together in 
the liabilities of every kind 
With a view to their being 
an Bcceptilatio, that mode 

only to the verbal cont 

juris I stipy;teysh(i 

;r,::~~~:;~t beforehand IP though a co 
erroneous law. 

i~n"'.ct may stipulate as 
of a particular state or 

A material con . 

name given to any 
engaged on oPPO 

writing), regulat 

!~;ci~~~~'~~~~~o~r~Uial ii agr 
concerning disposi . 
obviate need for pr 
issues. Arrington 

An agreement, 
8 judicial proceedi 

attorneys. Bourne 
Kan. 511, 497 P.2d 

:tlp,liat.loD's made during 
of less than t 

findings (Rule 53( 

~~~~~~:o~r:~di;':;S~!c~overy ( of certain 
in th 

of a defendant. 

upon any no 
so taken may be 
(2) modify the 
for other methc 

~I)uil"i<>nS extending U 
36 for respons. 

with the approval 

a more genel 
the parties. 

':I.,_t;rpl,YZ/. Lst. Desc 
. Figurativel! 

Whom a famil) 
family. Tal< 

!entation is called "sue 
to taking in on' 
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without the domin_ 
king, it was called 

to have been Used 
to a man of POwer 

as a chief or 

is accessory 

cunning. The 

Indian tribes. 

of a 

judge of the Eng­
to the chief jus­
Lord Chief Jus-

of a court, 
sub­

, with the 
of the business 

or principal 

to the 
d;,i<;"n of the 

of the lord 
and also an ex 

supersed­
En.glalnd" who is 
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who was also the principal minister of state, the 
-'. -second man in the kingdom, and, by virtue of his 

office, guardian of the realm in the king's absence. 3 
Bl.Comm. 38. 

, Chief lord. The immediate lord of the fee, to whom the 
_ tenants were directly and personally responsible. 

Cldef ~gistrate. The head of the executive depart­
"ment of government of a nation, state, or municipal 
corporation. The President is the chief executive 
of the United States. 

ChIef otflee. Office of paramount importance or the 
leading office. 

CIUef pledge. In old English law, the borsholder, or 
chief of the borough. 

Chief rents. In old English law, the annual payments of 
-freeholders of manors; also called "quit-rents," be­
cause'by paying them the tenant was freed from all 
other rents or services. Abolished by Law of Proper­
ty Act of 1922. 

Chlefrie. In feudal law, a small rent paid to the lord 
pU!'I!l0unt. 

ChIef, tenant in. In English feudal law, all the land in 
the kingdom was supposed to be holden mediately or 
immediately of the king, who was styled the "Lord 
Paramount," or "Lord Above All;" and those that 
held immediately under him, in right of his crown and 
dignity, were called his tenants "in capite" or "in 
chief," which was the most honorable species of 
tenure, but at the same time subjected the tenant to 
greater and more burdensome services than inferior 
tenures .did. "One who held directly of the king. 

ChUd. ·Progeny; offspring of parentage. Unborn or 
recently born human being. Wilson v. Weaver, 358 
F.Supp. "1147, 1154. At common law one who had 
not attained the age of fourteen years, though the 
meaning now varies in different statutes; e.g. child 
labor. support. criminal, etc. statutes. The term 
"child" or "children" may include or apply to: adopt­
ed, after-born, or illegitimate child; step-child; 
child by second or former marriage; issue. 

See also Delinquent child; Disobedient child; Fos­
ter child; Illegitimate child; Infancy; Juvenile; Minor; 
Neglected child; Person; Posthumous child; Preter­
mitted heir; Viable child. For negligence of child, see 
Parental UabUlty. 

Childs part. A "child's part," which a widow, by 
statute in some states, is entitled to take in lieu of 
dower or the provision made for her by will, is a full 
share to which a child of the decedent would be 
entitled. subject to the debts of the estate and the 
c~st of administration up to and including distribu­
tion. 

llJegitimate child. Child born out of lawful wedlock. 

'Legitimate child. Child born in lawful wedlock. 

!\faturaJ ~hjJd. Child by natural relation or procrea­
tion. ChIld by birth, as distinguished from a child by 
adoption. Illegitimate children who have been ac­
knowledged by the father. 

Posthumous child. One born after the father's death. 

Quasi-posthumous" child. In the civil law, one who, 
born during the life of his grandfather, or other male 

CHILLING EFFECT DOCTRINE 

ascendant, was not his heir at the time he made his 
testament, but who by the death of his father became 
his heir in his life-time. 
Rights of unborn child. Medical authority has recog­
nized long since that a child is in existence (i.e. alive) 
from the moment of conception, and for many pur­
poses its existence is recognized by the law. The 
criminal law regards it as a separate entity, and the 
law of property considers it in being for all purposes 
which are to its benefit, such as taking by wilJ or 
descent. After its birth, it has been held that it may 
maintain a statutory action for the wrongful death of 
the parent. In addition, the child, if he is born alive, 
is permitted to maintain an action for the conse­
quences of prenatal injuries. and if he dies of such 
injuries after birth an action will lie for his wrongful 
death. Many states have allowed recovery even 
though the injury occurred during the early weeks of 
pregnancy, when the child was neither viable nor 
quick. Sylvia v. Gobeille, 1966, 101 R.l. 76, 220 A.2d 
222; Hornbuckle v. Plantation Pipe Une Co., 1956, 
212 Ga. 504, 93 S.E.2d 727, conformed to 94 Ga. 
App.2d 328, 94 S.E.2d 523; Bennett v. Hymers, 1958, 
101 N.H. 483, 147 A.2d 108; Sinkler v. Kneale, 1960. 
401 Pa. 267, 164 A.2d 93; Smith v. Brennan, 1960,31 
N.J. 353, 157 A.2d 497. 

Chlld abuse. Any form of cruelty to a child's physical, 
moral or menta] well-being. Also used to describe 
form of sexual attack which mayor may not amount 
to rape. Such acts are criminal offenses in most 
states. See also Abuse (Female child); Abused and 
neglected chDdren. 

Child labor laWs. Network of laws on both federal and 
state levels prescribing working conditions for chil­
dren in terms of hours and nature of work which may 
be performed, all designed to protect the child. See 
also Fair Labor Standards Act; Working papers. 

Children's court. See Juvenile courts. 

ChUd support. The legal obligation of parents to con­
tribute to the economic maintenance, including edu­
cation, of their children; enforceable in both civil and 
criminal contexts. In a dissolution or custody action, 
money paid by one parent to another toward the 
expenses of children of the marriage. See also Non­
support. 

Cblld welfare. A generic term which embraces the 
totality of measures necessary for a child's well be­
ing; physical, moral and mental. 

ChUdwit. In Saxon law, the right which a lord had of 
taking a fine of his bondwoman gotten with child 
without his license. 

The custom in Essex county. England, whereby 
every reputed father of a bastard child was obliged to 
pay a small fine to the lord. 

Chilling 8 sale. The act of bidders or others who 
combine or conspire to suppress fair competition at a 
sale, for the purpose of acquiring the property at less 
than its fair value. 

Cbllllng effect doctrine. In constitutional law, any law 
or practice which has the effect of seriously discour­
aging the exercise of a constitutional right, e.g. the 
right of appeal. North Carolina v. Pearce, 395 U.S. 
711,89 S.Ct. 2072, 23 L.Ed.2d 656. 
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John Davies. 

From: Rep. Wes Keller 

Sent: Friday, February 27, 2009 5:24 AM 

To: John Davies 

Cc: kclarkson@brenalaw.com; Jim Pound; Matthew Johnson 

Subject: advice please 

Good Morning John, 

I think we need all the help and brains we can get focused on a pending amendment by Rep Holmes for HB 
2. It is very possible that my concerns are exaggerated and unrealistic, but I need you, Kevin Clarkson, 
and Jim Pound and Matt to assure me that is so before we get to our next HSS meeting (March 3). 
Research to confinm that I am being over-cautious may be easy to come by, but frankly I don't have enough 
time or confidence in my legal abilities to make that assumption on my own. 

Matt will help you with the bill (HB 2), the pending amendment language, and questions you may have of the 
Sponsor ofHB 2. 

The amendment simply adds the word "child" to 'stillborn". My concern is the potential for a passionate, 
distracting, and maybe destructive debate about the definition of "child". AK statute establisning crimes 
against unborn children has a good definition of an "unborn child" but I do not remember what other 
definitions of 'child' there may be in statute. I am concerned that using the word 'child' in HB 2 will be the 
catalyst to enable someone to ask a legal question about whether a certificate would need to be issued for an 
aborted child... Maybe that is a good discussion to have, but I do not believe the sponsor of the bill is 
prepared for that ---and we need to ask ourselves if this is a battle we want right now. If my concern is 
appropriate the entire Committee needs to know the potential before we take on the amendment. It is 
possible that the maker of the amendment is being used (advised) by the pro-death lobby and would choose to 
withdraw her amendment ifshe gets a glimpse of the 'black hole'?--- It is possible that it is an innocent 
attempt to be helpful. It is also believable that she is fully aware and this is a first step to a 'full court press' 
---- Either way, we need to proceed with both eyes open. 

I recommend checking with National Right to Life to see what other states have done so we don't proceed 
without the advantage of any vetting that has already happened. 

Clearly, the level of legal advice that we need at this point is probably not available from our own legal 
services. After we compare notes and either confinm or refute my concerns --- we can consider getting an 
official response from legal services on specific questions we want confinmed. 

I am asking you to engage the group I am copying (if they are available and willing) --- divide the job up 
between you if appropriate, and take whatever action you feel is appropriate to get some consensus on the 
advice I am asking for. Maybe a teleconference and/or meeting @ our condo if my concerns are confinmed 
to have some validity. 

Again --- I am asking for consideration regarding the wisdom or potential consequences of the amendment to 
HB 2 being proposed by Representative Lindsey Holmes. Your response will guide the 'next step/s'. 

Thanks 

Wes 

2 3 12 3/2/2009 
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When they pass through they often 
leave nothing behind but footprints. 

Over 26,000 times a year in the United States a mother delivers a 
"still" baby. For many footprints on paper are the only memento 
they have to show they once had a baby who passed through this 
world. The lucky ones find out why their baby died. But for two· 
thirds of mothers no answer can be given them to explain why 
their "normal" baby was delivered dead. Not knowing a cause 
leaves them blaming themselves, and searching for answers. 

Cheyenne Cacciatore Juy 27. 1994 
Far from being a rare event, Sudden Antenatal Death Syndrome 

(SADS) - as it's referred to in medical circles· was 12 times as prevalent as 5.1.0.5. or crib death 
last year. And yet one neither hears nor reads much about it. Until the National Stillbirth Society was 
founded last year by a bereaved stillbirth father, there was no organization fighting to defeat stillbirth. 

One reason there's so little SADS awareness is because the birth of a "still" baby, rather than being 
acknowledged in official state records, has been swept under the carpet. The death of the baby is 
acknowledged, but not the birth. A woman who delivers a live baby receives a Certificate of Live 
Birth. But let the same mother give birth to a "still" baby and she doesn't get a certificate of birth for 
that baby .... as ifthat birth never happened! 

Birth is a process; live or "still" is only a result. A mother of twins, who delivers one twin live and one 
"still", is now given a certificate for the live birth only in 38 states. We believe a mother should receive a 
Certificate of Birth Resulting in Stillbirth in recognition of having delivered her dead baby too, as 
should all stillbirth mothers. That's the reality of what happened. They all gave birth! 

Arizona, the first state to pass legislation, named it "The Missing Angel Act". Since then states across 
the nation have introduced their own version of the Bill and as of February 1, 2004 there were 12 states 
that issue a Certificate of Birth Resulting in Stillbirth. It's a simple bill that seeks only to provide 
closure for mothers who suffered the pains and joys of pregnancy and childbirth. without 
getting to take home their reward. 

The Missing Angel Act does not impact on or involve in any way "elective terminations of 
pregnancies". That is not our issue and never will be our issue!. We are fighting solely for the rights of 
stillbirth mothers - and there are more than a million living in this country today - who carried a child, in 
some cases to full term, and having lost that child to stillbirth, were denied a certificate that says they 
tried. The right to receive a Certificate that acknowledges they went through a birthing process. 

PLEASE SUPPOIZT OUIZ LEGISLATION IN YOUIZ STATE 

STA)Il' OU1' 

S.ll.U.S. 
7he Nationaf .Sfi{(6irth ~')odefJ 

www.stillnomore.org 

Richard K. Olsen, Executive Director E·mail: stillnomore@cox.net 
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STiUIPOU1' 

Soll .. n.So 
Sudden Antenatal Death Syndrome 

TO: An Open Letter to Members of the Alaska Legislature 

Please enact HB 159 to create Certificates of Birth Resulting in Stillbirth 

The written record of life usually begins with a Certificate of Birth and ends with a Certificate of Death, but 
not for all babies. Last year 30,000 babies were 'stillborn', victims of Sudden Antenatal Death Syndrome. 
These babies, past 20 weeks and for the most part viable, often died mysteriously in their mothers' wombs 
for no discernable reason. For them there is no Certificate of Birth. They are issued Certificates of Fetal 
Death that record their passing, but not Certificates of Birth that acknowledge their deliverv. Why Not? 
Should not two certificates be issued, one to mark their death, the other to record their birth? 

Birth is a process all mothers go through, regardless of the outcome. Mother's of stillborn babies 
"give birth", they just don't give life. The piece of paper we routinely refer to as a Certificate of Birth is 
actually titled, "Certificate of Live Birth". Doesn't this wording suggest there is another kind of birth? The 
answer is an obvious 'Yes". There's 'live birth" and then there's 'stillbirth'. Both qualify as 'births". 

Stillbirth mothers deserve to have their motherhood recognized and validated by the issuance of a 
Certificate of Birth Resulting in Stillbirth, just as live birth mothers have their birth event recognized. They 
are mothers; that their baby died before its birth does not take that reality away from them. And stillbirth 
fathers are no less fathers because of their loss. 

I am a father. My daughter Camille died in utero on the eve of her delivery at 41 weeks! 

Arizona recognized the inequality of how stillbirths were being treated and in 2001 passed HB2416, 
mandating that the Bureau of Vital Statistics offer parents of all stillborn babies a "Certificate of Birth 
Resulting in Stillbirth'. This certificate is in addition to - and separate from - the Certificate of Fetal Death 
which is not affected in any way by the legislation. One document recognizes the brave act of the 
mother who bore a 'still" baby, while the other recognizes the death of that child prior to birth. (For a recap 
of current legislative activity in all states and specimen bills see http://www.missingangelsbill.org.) 

Both past and current stillbirths in Arizona are eligible to be issued such a Certificate. 

The issuance of a Certificate of Birth Resulting in Stillbirth does not impact in any way a woman's 
right to choose to terminate her pregnancy. Such certificates are issued only for deliveries following 
naturally occurring fetal deaths. Women who choose an elective termination of their pregnancy would 
neither be required to obtain a Certificate of Birth Resulting in Stillbirth, nor would they even be eligible for 
the reason elective terminations don't fall within the definition of a 'stillbirth". 

Also important to note is that this measure is not about taxes or financial relief or gain of any tvpe. Stillbirth 
parents are not seeking a dependent deduction, though one must ask whether it would not be appropriate 
to offer stillbirth parents the same tax benefit as live birth parents, since they bear the added cost of burial. 
But for the present, we want to focus solely on the societal issue of equal treatment for all birth mothers. 

Post Office Box 10273 Phoenix, AZ 85064 1-602-216-6600 WWW.slilinomore.org 



2315 

At present the mothers and fathers of stillborn babies suffer not only the loss of their baby but also the loss 
of societal acknowledgement that they are parents. Our country has historically been silent about stillbirth, 
preferring not to discuss this uncomfortable topic. Because of that silence there has been little done in the 
way of research or prevention. Stillbirth is a phenomenon that cuts across every strata of society; no one is 
immune. It strikes women as randomly as lightening bolts come to ground in a thunderstorm, making it all 
the more terrifying. 

One in every 116 births is a stillbirth! Eighty eventy babies a day are born still every day in 
America; over five hundred every week. 

The National Stillbirth Society, founded in 2001 by this stillbirth father, is sponsoring a nationwide drive to 
draw attention to the devastation caused to families worldwide by stillbirth. We will achieve this goal in part 
by getting state legislatures to enact legislation to acknowledge that mothers of stillborn babies are entitled 
to receive recognition for the child that they conceived and nurtured, but lost at birth .. 

When she signed the enabling legislation, Arizona's Governor Jane Dee Hull commented, "This is a step 
long overdue'. She must have been right because legislators in every state where it has been enacted into 
law have done so on unanimous votes! That's because dead babies and bereaved parents are deemed 
to deserve more respect than they have been given up to now. It passed in Massachusetts - a liberal state 
- as easily as it did in Utah. This is truly a non-partisan issue, non-controversial issue. Thank you. 

Richard K. Olsen, Founder & Executive Director 

Post Office Box 10273 Phoenix, AZ 85064 1-602-216-6600 www.stillnomore.org 
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Representative Mike Hawker 
Alaska State Legislature 

TO: Representative Wes Keller, Co-Chairman 
Representative Bob Herron, Co-Chairman 
House Finance Committee 

FROM: Representative Mike Hawker~ 
DATE: January 29, 2009 

RE: House Bill 26 

I request that House Bill 26, which would extend the current Medicaid 
Adult Dental program, be scheduled for a hearing at your earliest 
convenience. The program is scheduled to sunset on June 30, 2009. 
Early passage of this legislation will ensure continuation of care for the 
patients who rely on these services. 

I have attached a Sponsor Statement, copy of the bill, Sectional 
Analysis, and some background materials. I have requested additional 
materials from the Department of Health and Social Services, which is 
the only department affected by this program. As soon as these 
materials are finalized, I will forward them to you. I will not need any 
audio/visual equipment. 

I expect testimony from the following organizations: 

Department of Health & Social Services 

The Alaska Mental Health Trust Authority 

The Alaska Dental Society or Dental Providers 

Please feel free to contact me, or my legislative aide, Juli Lucky at 465-
6587, if you need any additional information. 

Rep.Mike.Hawker@legis.state.ak.us . www.housemajority.org/hawker 
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Representative Mike Hawker 
Alaska State Legislature 

House Bill 26 
Sponsor Statement 

"An Act repealing the repeal of preventative and restorative adult 
dental services reimbursement under Medicaid; providing for an 
effective date by repealing the effective date of sec. 3, ch. 52, SLA 
2006; and providing for an effective date." 

House Bill 26 would extend the current Medicaid Adult Dental program, 
which is scheduled to sunset this year. In 2006, the legislature passed 
House Bill 105, which restructured our approach to adult dental services 
allowed under Medicaid to provide a more complete level of services. 

Prior to 2006, adults on Medicaid could only receive emergency care to 
relieve pain and fight infection. The passage of HB 105 authorized 
exams, cleaning, tooth restoration or extraction and dentures. In short, 
Alaska moved from a "Deferred Maintenance" to a "Preventative 
Maintenance" approach for adult dental care. 

In order to have a chance to assess the viability of the program, the 
legislature added a sunset to the program of June 30, 2009. House Bill 
26 would remove the sunset, allowing the program to become 
permanent. 

Staff Contact: Juli Lucky 465-4949 1/26/2009 

Rep. Mike, H awker@legis.state.ak.us • http://www .akrcpub I iCJns.org/hawker/ 
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HB26 
Sectional Analysis 

Prepared by Representative Mike Hawker's Office 

Section 1: Repeals Section 3 and 5 of ch. 52, SLA 2006 (HB 105). Section 3 reinserted 
the statute as it existed before passage of HB 105; Section 5 repealed the new 
section added by HB 105. 

Section 2: Repeals Section 7 of ch. 52, SLA 2006 (HB 105), which provided an effective 
date for Section 3. 

Section 3: Immediate effective date. 

Page 1 of 1 
Revised 1/29/2009 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version; HB028 

() Publish Date; 

-:-:7'H~B~0:!28;.::;D::-H:::S:::S::.A=P~D~M=S~-o:!2~.2:::3::-o,,9,-_DePt. Affected; Health & Social Services 
Medicaid for Adult Dental Services RDU Health Care Services 

Identifier (file name): 
Title 

-----'""==:..:>::...::======"'-----component Adult Preventative Dental Medicaid 

Hawker Sponsor 
Requester ________ ~H~O=use~H~S=S~ __________ ComponentNumber 

ExpendlturealRevenues (Thousands of Doliars) 
Note· Arno nls do not include inflation unless otherwise noted below u 

Appropriation 
~equired 

OPERATING EXPENDITURES FY 2010 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 0.0 
Miscellaneous 

TOTAL OPERATING 0,0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 0.0 
1003 GF Malch 0.0 
1004 GF 
1005 GFlProgram Receipts 
1031 GFlMenial Health 
Other Interagency Receipts 

TOTAL 0,0 

Estlmala of any currant year (FY2009) coot: 

POSITIONS 

j
FUU-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if neceS5Bry) 

Information 
FY 2010 FY 2011 FY 2012 FY 2013 

1,288.4 1535.9 1,183.6 8,031.1 

1288,4 7535,9 1783,8 8031.1 

(Thousanda of Dollars) 
4,158.1 4,114.4 4,592.3 4,138.3 
2,529.1 2,821.5 3,191.3 3,292.8 

1288.4 1535,9 7783,8 8031.1 

2839 

FY 2014 FY 2015 

8218.6 8,526.1 

8278,8 8528,1 

4,884,4 5,030.4 
3,394.2 3495.1 

8278,8 8528,1 

This bill eliminates the sunset date of June 3D, 2009 on enhanced dental services for adult Medicaid recipients, 

Services for adult Medicaid recipients would otherwise revert to emergent dental services (treatment for 
immediate relief of pain and acute infection), onlv. During FV2008 about 7,600 adults received treatment 

under this prosram. Forecasted expenditures are based on an analysis of paid claims reflecting the most recent 
trends. The estimated federal portion is based on projected federal financial participation rates for 2010 

through 2015 using federal reimbursement rates from the American Recovery and Reinvestment Act 2009 
economic stimulus bill, The amount for FY2010 is included in the Governor's amended budget request. 
(continued on page 2) 

Prepared by: William J. Streur, Deputy CommiSSioner 
DiviSion Health Care Services 

Approved by: Alison Eisee, Assistant Commissioner 
DHSS Finance & Management Sdrvices 

Phone 219·1821 
DalelTime 2120/0912;00 AM 

Dale 212312009 

FISCAL NOTE 
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FISCAL NOTE 

STATE OF ALASKA BILL NO. HB026 --=..::=------
2009 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

In April 2007, Alaska began providing preventive and restorative dental care for adults age 21 and older 
enrolled in Medicaid. The Legislature established a three year trial period to evaluate the new program, 
which will end June 30,2009, if not reauthorized. Services provided under the Adult Preventative Dental 
Medicaid program must be preauthorized and are subject to a $1,150 annual cap per individual. Services 
include exams, cleanings, fillings, root canals and dentures. Total program costs are controlled by 
spending limits set by the legislature, ensuring that total program spending remains within the budgeted 
amount. 

The Adult Preventative Dental Medicaid program helps protect and promote the health of Alaskans by 
improving affordable access to dental care services to the nearly 40,000 eligible adult Alaskans enrolled in 
Medicaid annually. During fiscal year 2008 about 7,600 adults received treatment under this program. In 
the past, Medicaid only treated emergency pain relief and acute infection for adult dental needs. This 
coverage expansion was added because infections in the mouth are no different than infections in other 
parts of the body. Dental infections cause pain and lost time at work, and affect overall health. Waiting 
until a dental emergency occurs can result in more expensive dental care. Missing teeth can affect 
employability. 

The Alaska Mental Health Trust Authority contributed to state matching funds during the first three years 
of the program but will not do so after June 30, 2009. Fund source calculations for this fiscal note assume 
only GF match for the state portion. The federal portion is estimated for 2010 through 2015 based on the 
proportion of tribal and Title XIX reimbursable costs as forecast for 2010, and the estimates of federal 
matching percentages for 2010 through 2015. Approximately 18% of the claims are eligible for Indian 
Health Services which receives 100% federal reimbursement. The remaining 82% of claims are eligible for 
regular title XIX FMAP. which is projected to average 58.68% for state FY2010, 54.34% for FY2011 and 50% 
for FY2012 to FY2015. 

Page 2 of2 
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HB 26 
Adult Dental Program Facts 

Prepared by Representative Mike Hawker's Office 
Information Provided by DH&SS 

1. How many recipients have taken advantage of the program? 

The unduplicated count of adult Medicaid recipients receiving these services since 
implementation of the services on April 1, 2007 - September 30, 2008 is 
approximately 9,300 adults with 283 dental providers participating in the program. 

2. How much as been expended so far? 

The expenditure information on preventative and restorative dental services for adult 
Medicaid recipients (in thousands of dollars) is: 
Fiscal Year 2007 (4th Quarter): $418.5 
Fiscal Year 2008: $4,640.5 

Providers have up to 12 months to submit Medicaid claims and the listed 
expenditures are based on the date or payment of the claims. 

3. What services were the funds spent on? 

The expenditures for categories of dental services for the period of April 1, 2007 -
September 30, 2008 (as reflected on claims for this period that had been processed 
the 2nd week of November 2008) are: 

• Fillings (1 and 2 surface amalgam and resin restorations): 9,313 procedures­
$1,015.196 

• Root canal therapy on permanent teeth: 1,027 procedures (including 289 of 
those on front teeth) - $435,412. These are situations that would have often 
resulted in extracting teeth as Medicaid was not covering root canals under 
emergent dental. 

• Dentures (includes full & partial dentures): 2,343 procedures - $2,227,288. 
Please note that the Medicaid program restricts denture coverage to every five 
years for adults, however procedures to adjust the fit of the would be covered. 
The denture procedures and expenditures listed do not include repairs and/or 
adjustments to dentures. 
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Source 
SCS CSHB I05(FIN) 

LAWS OF ALASKA 

2006 

AN ACT 

Chapter No. 
52 

Relating to coverage for adult dental services under Medicaid; and providing for an effective 
date. 

BE IT ENACTED BY THE LEGISLA HIRE OF THE STATE OF ALASKA: 

THE ACT FOLLOWS ON PAGE I 

SCS CSHB 105 (FIN) 2006 

, , 



AN ACT 

Relating to coverage for adult dental services under Medicaid; and providing for an elfective 

2 date. 

3 

4 • Section 1. The uncodified law of the State of Alaska is amended by adding a new section 

5 to read: 

6 PURPOSE; INTENT. (a) The purpose of this Act is to increase adult dental care 

7 services for an eligible recipient of Medicaid under AS 47.07 to ensure that services critical to 

8 a recipient arc implemented first. while controlling the overall growth of the costs of the 

9 increase in services. 

10 (b) It is the int"nt of the icgislature that the f)epartm"nt (lflicalth and Social Services 

I I il11picment the innease in adult dental care services authorized by this Act through the 

12 adoption of regulations consistent with the department's obligation to contain the costs of the 

13 increased services in order to provide the scrv;':es \\ ithin appropriation limits. It is further the 

14 intent of the icgislature that the Ikpartment of lI"alth and Social Services implement 

. I - Enrulled II B 105 
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3 

mechanisms to contain costs, which may include establishing a maximum amount of bendits 

for each eligible recipient in a fiscal year for the services and specifying the scope of the 

services. 

4 * Sec, 2, AS 47.07 is amended by adding a new section to read: 

5 Sec, 47,07.067. Payment for adult dental services. (a) Subject to 

6 

7 

8 

9 

10 

II 

12 

13 

14 

15 

appropriation, the department shall pay for minimum treatment and for preventative 

and restorative adult dental services provided under AS 47.07.030(b) and under 

regulations adopted by the commissioner in conformity with applicable federal 

requirements and this chapter. Regulations adopted under this section must include the 

following: 

(I) a maximum amount of benefits for preventative and restorative 

adult dental services of $1,150 for each eligible recipient in a fiscal year: and 

(2) specification of the scope of coverage for preventative and 

restorative adult dental services. 

(b) On or before June 30 of each year, the department shall review 

16 appropriations available for the purposes of this section for the following fiscal year, 

17 and estimate the scope of services to be used and the number of eligible recipients 

18 anticipated to be served during the following fiscal year. Notwithstanding the 

19 maximum amount of benefits specified in (a)( I) of th is section, the department shall 

20 reduce, by regulation, the specified maximum amount of benefits for the following 

21 fiscal year if the department's estimates under this subsection would exceed 

22 appropriations available for that fiscal year. 

23 (c) Notwithstanding any contrary provision of AS 44.62, the department may 

24 adopt emergency regulations to implement (b) of this section. 

25 (d) As used in this section, "minimum treatment" means the application or 

26 prescription of a medication or material deemed necessary fly a licensed dentist for the 

27 immediate relief of pain or to reduce the spread of infection. 

28 * Sec. J. AS 47.07.900 is amended by adding a new paragraph to read: 

29 (20) "adult dental services" means minimum treatment 'ix the 

30 immediate relid'ufpain and acute infection provided fly a licensed dentist. 

.11 * Sec. 4. AS -l7.07.l)OO( I) is repealed. 

I:nrolkd /Ill 10:; 



• Sec. 5. AS 47.07.067. as added in sec. 2 of this Act. is repealed June 30. 2009. 

2 • Sec. 6. The uncoditied law of the State of Alaska is amended by adding a new section to 

3 read: 

4 TRANSITION: REGULATIONS. The Department of Health and Social Services may 

5 proceed to adopt regulations necessary to implement the changes made by this Act. The 

6 regulations take effect under AS 44.62 (Administrative Procedure Act). but not before the 

7 dTective date of the statutory changes. 

8 • Sec. 7. Section 3 of this Act takes effect July 1.2009. 

9 • Sec. 8. Section 6 of this Act takes effect immediately under AS OI.l O.070( c). 

10 • Sec. 9. Except as provided in sees. 7 and 8 ofthis Act. this Act takes effect July 1,2006. 

, 
- .l- Lnrolkd 1111 lOS. 
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T 1~6l>-227-7447 
F 907-341-2270 
TTY 1-8n-434-7598 

February 25, 2009 

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 Capitol, Room 415 
Juneau, AK 99801-1182 

Dear Co-Chairs Keller and HCIron: 
RE: HB 26 (Hawker}-Support 

On behalf of the members of AARP in Alaska, we encourage you and your colleagues on 
the House Health and Social Services Committee to support HB 26, authored by 
Representative Mike Hawker and co-sponsored by Representatives Munoz, Gara and 
Kerttu1a. 

Previously, under Alaska's Medicaid program, the only dental coverage offered adult 
beneficiaries was for emergency care. HB lOS' offered funding, albeit annually capped at 
$1,150, which began to address preventive and restorative care. Now. for example, an 
older Alaskan on Medicaid who resides in a long term care facility and needs dentures 
can secure them under the program. Older persons who have dental problet\lS, missing 
teeth, or are in need of dentures often have accompanying nutrition problems. These 

'nutrition problems can exacerbate other health issues and create an overall deterioration 
in health status. We believe dental care is essential to quality health care. Punding for 
dental care should be considered sensible prevention with the long term possibility of 
saving Medicaid funds that would not be need to be spent on more serious health care 
problems resulting from poor oral health status. 

Understandably, the Legislature wanted to evalilate the initial results of the program and 
scheduled it to sunset in June, 2009. As Representative Hawker indicates in his sponsor's 
statement, the program has moved adult Alaska Medicaid beneficiaries from "deferred 
maintenance" to "preventive maintenance." Representative Hawker's HB 26 would 
eliminate the sunset provision. 

Jennie Chin Hansen, President 

www.aarp.orgtok 

HEALTH I FINANCES I CONNECTING I GIVING I ENJOYING William D. NovelU, Chief exooutive Officer 
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Of the 7,600 adults who ha~ benefited, about 1,800 are older Alaskans, including 900 
who received dentures. The average cost for care provided to a senior Alaskan in the 
program was $855. 

lhe only concern we have about the program is the annual cap of $1,150. Although the 
average cost of a senior Alaskan was $855, we understand that the fee for an upper or 
lower 5cl of dentures is now between $1,700 and SI,8oo. We also understand that some 
adult Medicaid beneficiaries have more significant oral health problems that may go 
considerably beyond the cap. 

One of the goals of the program was to provide care that might take a Medicaid 
beneficiary from being among the unemployed because of missing teeth (and unable to 
pass an employment interview) to enabling them to secure employment and eventually 
getting off the Medicaid program. Some of these adults will need more oral care than can 
be provided under the esp. 

We suggest exploring the possibility of raising the cap to enable more beneficiaries to get 
the total dental care they need. 

AARP urges an "AYE" vote on HB 26. 

Should you have any questions about our position, please feel free to contact me (586-
3637) or pa1rick Luby, AARP Advocacy Director (907-762-3314). 

Thank you for your consideration. 

Sincerely, 

Y1~dO~ 
Marie Darlin, Coordinator 
AARP Capital City Task Force 
415 Willoughby Avenue, Apt. 506 
Juneau, AK 99801 
586-3637 (voice) 
463-3580 (fax) 

CC: Representative John Coghill 
Representative Bob Lynn 
Representative Paul Seaton 
Represen.tative Sharon Cissna 
Representative lindsey Holmes 
Representative Mike Hawker 

IaI 003 



State of Alaska I Health Care Services 

Adult Dental 
New Adult Dental Services 

On March 29, 2007, Alaska's Medicaid for adults began covering $1,150 worth of preventive 
dental care, such as exams and cleanings, each year for Alaskans 21 and older who receive 
Medicaid services. 

New services also include fillings, root canals and dentures. 

In the past. adult dental Medicaid only treated emergency pain relief and acute infection. 

For a full list of new services in the state regulations passed last year authorizing the changes, 
click here. 

The limited amount of preventive and restorative coverage, as well as limited access to dentists 
who accept Medicaid patients, means patients will need to 

• plan carefully with their dentists what to do first, and when it can be scheduled; 
• keep their appOintments. 

Missed appointments are a primary complaint among dentists. The state recently clarified that 
when dentists charge patients for missed appointments, that policy includes Medicaid patients. 
Medicaid will not cover the cost of missed appointments. 

For help finding a dentist who takes new Medicaid patients, call the recipient helpline: 1-800-780-
9972. 

Funding 

The state investment of $1.3 million in general funds is being matched with federal funds and 
$1.425 million a year from the Mental Health Trust Authority, for a total annual cost of $10.2 
million, an eight-fold return on state general fund dollars. 

The coverage expansion was added because infeclions in the mouth are no different than 
infections in other parts of the body. Dental infections cause pain, lost time at work and missing 
teeth can affect employability. Waiting for dental emergencies often results in more expensive 
dental care and limits the dentist's ability to address dental problems that will result in future dental 
emergencies. 

Recommended Reading: 

" press release 
• fact sheet (PDF) 
• letter to dentists explaining new regulations (PDF) 
• state regulations authorizing the new services (PDF) 

Questions: 

• Recipient helpline: 1 (800) 780-9972 

2329 SUPPORT 
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AdvIsory Board on Alcoholism 
and Dru. Abu .. 

~bqc/9 
~ 
~mhD 

Al ..... Mental H •• IIII BOlrd 

Governor'. Co.ndl on D ..... III .... 
_tI 'p.dal Nue.tloll 1lrTRUST 

The Alaska Mental Health 
Trust Authority 

Reauthorize preventative and restorative dental services 
for adult Medicaid recipients 

The Governor's Council on Disabilities and Special Education. Alaska Mental Health Board. 
Advisory Board on Alcoholism and Drug Abuse. and Alaska Commission on Aging. in 
collaboration with the Alaska Mental Health Trust Authority. jointly support the reauthorization 
of preventive and restorative dental services for adult Medicaid recipients. Medicaid coverage 
for these services will sunset June 30, 2009 without legislative reauthorization. The provisions 
for this reauthorization are in HB 26. 

• The Department of Health and Social Services reports that approximately 7,600 adult 
Medicaid recipients received these dental services in FY08 with 252 participating dental 
providers. 

• The American Dental Association recommends adult preventive and restorative dental 
services be included in all state Medicaid programs, and as former U.S. Surgeon General 
C. Everett Koop stated, "You're not healthy without good oral health."i 

• Trust beneficiaries continue to list dental services as a priority un met health needs. 

• Dental pain, missing and decayed teeth and infection can affect employment and job 
advancement. contribute to missed work, dietary choices for seniors, and complicate 
management of other chronic diseases. ii 

• Individuals on public assistance who receive rehabilitative dental treatment (including 
fillings. extractions. and dentures) were " ... twice as likely to receive favorable or 
neutral employment outcomes as they were to receive unfavorable outcomes ... iii 

• Dental infections due to periodontal disease have been associated with adverse pregnancy 
outcomes (e.g .. pre-term births)", management problems for individuals with diabetes. 
risks for pneumonia in nursing homes. and other chronic diseases including 
cardiovascular disease: 

• The bacteria involved with the dental decay process are typically passed parent to child. 
Part of the efforts to reduce dental decay in young children relates to reducing the level of 
dental infection in the caregiver,'" Additionally. parents with dental coverage are more 
likely to access dental services for their children. 

• The coverage of preventive and restorative dental care lor adult Medicaid recipknts 
along with necessary behavioral changes. over the long term. olfer the potential for 

2330 MENTAL HEALTH TRUST RPT 



2331 

reduced utilization of emergent dental services (e.g .• accessing the hospital emergency 
room for management of a dental infection). 

Supporters: AARP-Alaska. Alaska Public Health Association, Alaska Dental Society AII­
Alaska Pediatric Partnership, ANTHC and Alaska Primary Care Association. 

I Oral Heahh America. hltp:/I\·\!w\\'.or.dhealthal11crica.org/".'howr:.m.!.html. noting quote from C. Everett Koop. 
fonner U.S. Surgeon General. 
" Association of State and Territorial Health Officials (ASTHO), "The oral health and chronic disease connection", 
available at: hnp:i/www.aslho.0rg/templatcs/display puh.php'?pub id=327, May 2002. 
'" "Dental Treatment Highly Effective in Helping Welfare Recipients Gain Employment", University of Cali fomi a -
San Francisco School of Dentistry", press release, March 10,2004. 
;. LieffS, Hared H, McKaig R, et aI., "Periodontitis and Pretenn Low Birth Weight in Pregnant Women", Journal of 
Dental Research, 2000; 79(supplemental):608. 
, U.S. Department of Health and Human Services (USDHHS). Oral /lealth in America: A Report of the US. 
Surgeon General. USDHSS. National Institute of Dental and Craniofacial Research. National Institutes of Medicine. 
2000. 

VI Berkowitz. RJ, "Causes, treatment and prevention of early childhood caries: a microbiologic perspective'" journal 
of the Canadian Dental Association. 69(5):304-307b. 2003. 
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SARAH PAUN, aOVERNOR 

P.o. BOX J J 069J • ~u~lr~ (Q)~ /A~jft/~lf(JA DBPI'. or JDW.1B I: 8OCW.SElYICIS 
Aluka Commission on Aging 

February 2, 2009 

The Honorable Representative Mike Hawker, Co-Olalr 
House Anance Commita!e 
Alaska State CapltDI, Room 50S 
Juneau, AI( 99801-1182 

JUNEAU, ALASKA 9PB"-0693 
PHONE: (907) 46t;.32~ 
FAX: (907) 465-1398 

Subject: Support for Reautflorlzation of the MedicaId Adult Dental P'ogram 

Dear Co-Chalr Hawker: 

The Alaska CommiSSIon on AgIng (ACoA) encourages support of HB 26, a bUilD reauthorize prellelltlve and 
restorative dental se/VIceS for adult Medicaid recipients, sponsored by you and co-sponsored by RepresentatIve 
Muf'ioz. Medlcald coverage for these services Will sunset June 30, 2009 without legislative reautnorlzatlon. 

Good nutrition IS Vital for healttl and weflness across the life span and depends on oral health. Dental pain and 
mISSIng or decayed teeth can affect dietary choices for seniOrS that may Impact overali heaJth and weflness. 
WIthout prwvenUVe and restorative dental servfces, which Include exams, fllilngs, extraCUOllS, and dentures, 
vulnerable older Alaskans are at risk of developing dental Infections that have been associated with periodontal 

• 
disease, dlabe1Bs, pneumOnia, and other chronk: diseases Including cardIoVascular disease. Currently, Medlcllld 
dental seMces are limited to expensille emergency care for immediate relier of pain and acuta InfeCUon, with 
no c:overage for preventatIVe and restorative dental care. These nmlted servtces often lead ID extraction of 
permanent teeth. 

• 

In addition to the health Issues Involved, decayed or miSSIng teeth can be a sfgnlflcant factor In employability 
or JOb adVancement, which Is of concem ID ali persons seeking employment, regardless of age. Prevenllve and 
restorative dental servIceS result In fewer tooth extractions for MedIcaid dlents and otI'er lnaeased chance of 
employment, &aDrdlng ID reseen:h findings (University of California, San f'f'andsco School of Dentfstry 20(4). 

Preventive and restorative dental servfces can help prevent the progression of ser10us dental disease and 
discomfort which can result In more cosily emergen<y care. These services promote healttly lifestyles, aSSIst In 
chronic disease prevention, and help to contain Mure Medicaid costs for emergency dental work and other 
related health care problems. 

Since inception on April 1, 2007 througll5epternt. 30, 20OS, this program has setVed 9,267 undupllcated 
persons, which Includes approxlmBll!ly 1,800 persons aged 60 years and older, of whom 900 received 
dentures. 

CUrrently, the limit for services Is $1,150 per yeer per Medicaid benefldary. ThIs amount was originally used 
because it would pay for an exam and either an upper or lower set of dentUres. We understand that the 
average cost for dentures has inaeased to $1,700 or $1,800 per set. The Commission SUggesll that the cap 
for servfces be reconsidered In light of the CWTent costs for providing dental care, 

2332 DEPARTMENT RESPONSE 
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ACoA SUpports HB 26 and believes this program to be a wfse public Investment that will help reduce expensive 
emergency dental needs and associated health care costs, and enhance healltl and wellness fbi' elderly 
Alaskans. Please feel free to contaa Denise Daniello, ACoA's executive director (465-4879), should you have 

• any questions regarding our position. Thank you fbi' your support of Itlls important legislation, 

• 

• 

SIncerely, 

Sh~~'4L,<. 
Chair Alaska Commission on Aging 

House HSS Committee Membe" 
CC: Honorable RepresenteUve Herron, Co<halr 

Representative Ossna 
Representative Lynn 
Representative Coghifl 
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ACoA Executive DIrector 
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Representative Holmes 
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Alaska Commission on Aging 
KEY POINTS TO KNOW ABOUT: 

Continuation of the Medicaid Adult Dental Program 
February 2009 

Issue: 

The Alaska Commission on Aging was a strong proponent of the original 2006 legislation which 
added preventive and restorative dental care to the palette of services available to adult Medicaid 
recipients. At the time, we realized that many low-income seniors were living with a variety of painful, 
destructive dental problems because they could not afford to pay for routine dental exams or 
dentures. 

Prior to implementation of this program in 2006, dental services for Medicaid recipients were limited 
to expensive emergency care for relief of pain and acute infection only - often leading to extraction of 
permanent teeth. Waiting for dental emergencies resulted in more expensive dental care and limited 
the dentist's ability to address problems that would result in future dental emergencies. 

While much of the focus on tooth decay concentrates on children, adults remain at high risk for dental 
decay, especially elderly and other adults on certain medications or undergoing cancer treatments 
that decrease saliva output. Studies have also shown the link between oral health and chronic diseases 
such as diabetes and cardiovascular disease. For seniors, the inability to properly chew food due to 
poor dentition leads to chronic malnutrition and its many consequences for health. Furthermore, 
those with ill-fitting dentures, missing teeth, no dentures, and other disfiguring dental problems may 
avoid the social engagement that is so essential to maintaining mental and physical health for seniors. 

Program statistics for the period April I, 2007 through September 30, 200B indicate the following: 

• Approximately l,Boo seniors were served by this program, comprising 19-4 percent of all those 
served. 

• Approximately 900 seniors received dentures under the program, 3B.6 percent of the total 
persons who received dentures. 

• Expenses for seniors totaled 24.6 percent of program expenses. 

• The average cost for care prO\ided to a senior on the program was $855. 

Recommendation: 

Re-authorize the Medicaid Adult Oental Program. Continue this beneficial program, which supports 
the health of low-income seniors and others. 
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Matthew Johnson 

From: Butch Carber 

Sent: Tuesday, March 03, 2009 12:36 PM 

To: Marianna Carpeneti; Matthew Johnson 

Subject: HHSS committee today 

HI, 

Last Thursday, Co-Chair Keller closed public testimony for HB 26. Do you know if there is a plan to open that 
again? 

Do you know if there will be more public testimony on HB 2? 

If so, I will prepare witness registers, though I do keep some blank ones with me, just in case. 

Thanks, 

Butch 

Butch Carber 

House Records 

465-2258 

2 3 3 5 3/3/2009 



L 

2336 

WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 26( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY 

Offered: 
Referred: 

SpODsor(s): REPRESENTATIVES HAWKER, MUDoz, Gara, Kerttula 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS0142IE 
Mischel 
2/20/09 

I "An Act relating to adult dental services; providing for an effective date by amending 

2 the effective date of sec. 3, ch. 52, SLA 2006; and providing for an effective date. " 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. Section 5, ch. 52, SLA 2006, is amended to read: 

5 Sec. 5. AS 47.07.067, as added in sec. 2, ch. 52, SLA 2006 [OF THIS ACT], is 

6 repealed June 30, 2014 [2009]. 

7 * Sec. 2. Section 7, ch. 52, SLA 2006, is amended to read: 

8 Sec. 7. Section 3 of this Act takes effect July I, 2014 [2009]. 

9 * Sec. 3. This Act takes effect immediately under AS 01.10.070(c). 

--- - ---- --- - - - ---- -- -------- - --1--- - -- -- --- -- --------CSHB 26(-)-
New Text Underlined [DELETED TEXT BRACKETED} 
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Alaska State Legislature 
Representative Peggy Wilson 

House District 2 

MEMORANDUM 

HB 50 Version M Changes: 

1. Concern: Rural hospitals may face more difficulty than urban facilities in 
complying with the HB 50 requirement 

Mitigation 1: Added new exemption, "Temporary nurse staffing emergency" 
• 30 day duration. 
• Report describing efforts to staff the facility required. 
• Report must be filed with DOL 

1. Limit to 2 reports in 6 months or 3 in 1 year or the reports must 
be sent to the Legislature as well. (pg 4, line 19-31, pg 5, linel-3) 

Mitigation 2: Unforeseen weather condition added. (pg 3, line 11-18) 

Mitigation 3: Rural community is defined. (pg 8lineI5-21) 

2. Concern: Nurses would leave surgical units or other units while procedures or 
surgeries are ongoing. 

Mitigation 1: An exemption for a nurse who is participating in an on-going 
surgery or medical procedure has been added. (pg 3, line 2-3) 

3. Concern: Specialized work schedules for weekends used at North Star 
Behavioral Health would be a problem 

Mitigation: This specific practice has been exempted. (pg 4, line 1-15) 

4. Concern: On call hours could require a nurse to work beyond the maximum 14 
consecutive hour limit. 

Mitigation: An exemption allowing nurses the ability to refuse mandatory on­
call if they believe they are too tired to perform their duties safely. (pg 3, line 21-
24) 

26-LS0274 \C 
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Alaska State Legislature 
Representative Peggy Wilson 

House District 2 

5. Concern: The 80 limitation for 14 days was not flexible. 

Mitigation: that limitation has been deleted 

6. Concern: There are potential legal problems with jurisdiction. 

Mitigation: The federal and Native facilities have been exempted. (pg. 7, line 13-
17) 

7. Concern: Reporting Requirements for facilities that do not use mandatory 
overtime are too arduous. 

Mitigation: Allow a facility to submit a statement that there are no hours to 
report. ( pg 7, line 9-10) 

Two other changes were made to the bill: Facilities will be required to post a sign 
describing these statutes. (pg 7, line18-23) The one hour exemption to find a 
replacement nurse has been extended to be more flexible (pg 4, line 16-18) 

26-LS0274 \C 



L 

2340 

WORK DRAFT 

BY 

Offered: 
Referred: 

WORK DRAFT 
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Spon,or(,): REPRESENTATIVES WILSON, GARA, TUCK, PETERSEN, LYNN, SEATON, GATTO, 
CISSNA, MUNOZ, AND GARDNER, Ramr." Foster, Kerttul. 

A BILL 

FOR AN ACT ENTITLED 

"An Act relating to limitations on mandatory overtime for registered nurses and 

- 2. licensed practical nurses in health care facilities; and providing for an effective date." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. The uncodified law of the State of Alaska is amended by adding a new section 

5 to read: 

6 LEGISLATIVE FINDINGS AND INTENT The legislature finds that 

7 (1) it is essential that registered nurses and licensed practical nurses providing 

8 direct patient care be available to meet the needs of patients; 

9 (2) quality patient care is jeopardized by registered nurses and licensed 

I 0 practical nurses who work unnecessarily long hours in health care facilities; 

II (3) registered nurses and licensed practical nurses are leaving their profession 

12 because of workplace stresses. long work hours, and depreciation of their essential role in the 

13 deli\ery of quality and direct patient care: 

14 (4) it is necessary to saICguard the efficiency, health, and general \\ell·being 

.]. _ CSIIR 50( ) 
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of registered nurses and licensed practical nurses, and the health and general well-being of the 

2 persons receiving care from registered nurses and licensed practical nurses in health care 

3 facilities; 

4 (5) it is necessary that registered nurses and licensed practical nurses be made 

5 aware of their rights, duties, and remedies concerning hours worked and patient safety; and 

6 (6) health care facilities should provide adequate and safe nurse staffing 

7 without the need for or use of mandatory overtime. 

8 * Sec. 2. AS 18.20 is amended by adding new sections to read: 

9 Article 4. Overtime Limitations for Nurses. 

10 Sec. 18.20.400. Limitations on nursing overtime. (a) Except as provided in 

11 (c) of this section, a nurse in a health care facility may not be required or coerced. 

12 directly or indirectly, 

13 (I) to work beyond a predetermined and regularly scheduled shift that 

14 is agreed to by the nurse and the health care facility; or 

15 (2) to accept an assignment of overtime if, in the judgment of the 

16 nurse, the overtime would jeopardize patient or employee safety. 

17 (b) Except as provided by (c) of this section, after working a predetermined 

18 and regularly scheduled shift that is agreed to by the nurse and the health care facility 

19 as authorized by (a)(1) of this section, a nurse in a health care facility shall be allowed 

20 not less than 10 consecutive hours of off-duty time immediately following the end of 

21 that work. 

22 (c) Subsection (a) of this section docs not apply to 

23 

24 

25 

26 

27 

28 

29 

30 

31 
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(I) a nurse who is employed by a health care facility providing 

services for a school, school district. or other educational institution, when the nurse is 

on duty for more than 14 consecutive hours during an occasional special event, such as 

a field trip, that is sponsored by the employer: 

(2) a nurse voluntarily working o\'ertime on an aircrafi in usc for 

medical transport, so long as the shifi worked is allowable under regulations adopted 

by the Board of Nursing based on accreditation standards adopted by the Commission 

on Accreditation of Medical Transport Systems; 

(3) a nurse on duty in overtime status 

('Sill! ~()( ) -2-
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(A) who is participating In the performance of a medical 

2 procedure or surgery that has begun but has not been completed; 

3 (8) because of an unforeseen emergency situation that could 

4 jeopardize patient safety; in this subparagraph, "unforeseen emergency 

5 situation" means an unusual, unpredictable, or unforeseen situation caused by 

6 an act of terrorism, disease outbreak, natural disaster, major disaster as defined 

7 in 42 U.S.C. 5122, or disaster emergency under AS 26.23.020 or 26.23.140, 

8 but docs not include a situation in which a health care facility has reasonable 

9 knowledge of increased patient volume or inadequate staffing because of some 

10 other cause, if that cause is foreseeable; 

11 (C) because the health care facility has a scheduling problem 

12 caused by unforeseen weather conditions that prevent a second nurse from 

13 arriving at the facility to relieve the nurse on duty; in this subparagraph, 

14 "unforeseen weather conditions" means unusual, unpredictable, or unforeseen 

15 weather so extreme as to impair travel to the health care facility, but does not 

16 include a situation in which the health care facility has knowledge of the 

17 weather conditions far enough in advance to act so that a scheduling problem 

18 under this subparagraph can reasonably be avoided; or 

19 (D) at a health care facility located in a rural community that 

20 declares a temporary nurse staffing emergency under AS 18.20.410; 

21 (4) a nurse fulfilling on-call time that is agreed on by the nurse and a 

22 health care facility before it is scheduled unless fulfilling the on-call time would, in the 

23 

24 

25 

26 

27 

28 

29 

30 

31 

nu.':se's judgment, create an u to the physical safety of the r,s(!, a 

patient, or an employee of the facility; ---------- ---- -(5) a nurse voluntarily working overtime so long as the work is 

consistent with professional standards and safe patient care and docs not exceed 14 

consecutive hours; 

(6) a nurse voluntarily working beyond 80 hours in a 14-day period so 

long as the nurse does not work more than 14 consecutive hours without a 10-hour 

break and the work is consistent with professional standards and safe paticnt care; 

(7) a nurse who 

- -3- CSIIB SO( ) 
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(A) is employed 

2 (i) at a psychiatric treatment hospital that treats only 

3 adolescents and children; 

4 (ii) at a residential psychiatric treatment center under 

5 AS 18.07.111 or AS 47.12.990; or 

6 (iii) at a secure residential psychiatric treatment center 

7 under AS 47.32.900; 

~ (8) voluntarily agrees to work a 16-hour shift for the period 

9 between 5:00 p.m. on a Friday and 8:00 a.m. on the Monday that immediately 

10 follows and receives pay and benefits for that work that are equal to or greater 

II than the pay and benefits the nurse would receive for working 20 regular hours 

12 in the same position; and 

13 (C) during the period described in (8) of this paragraph does 

14 not work a 16-hour shift consecutive with another shift of eight hours or more 

15 without an intervening break of at least ei~gh~t ~ho~u~r~s::.; -:----:-:-7-:---::~~i---
16 (8) the first two hours on overtime status when the health care facility 

17 is obtaining another nurse to work in place of the nurse in overtime status, so long as 

18 the nurse in overtime status is not on duty for more than 14 consecuti ve hours. 

19 Sec. 18.20.410. Temporary nurse staffing emergency. (a) If, after making a 

20 substantial and reasonable effort to increase the number of available nurses on staff 

21 and failing in that effort, a health care facility in a rural community determines.it is not 

22 able to meet the overtime limitations in AS 18.20.400 without putting the safety of its 

23 patients at risk of serious harm, the health care facility may declare a temporary nurse 

24 staffing emergency. A declaration of a temporary nurse staffing emergency under this 

25 section 

26 (I) must be made in a \\ riting, signed by the administrator of the health 

27 care facility or the administrator's designee, that describes the facility's reasonable 

28 effort to avoid the temporary nurse staffing emergency; and 

29 (2) may not exceed 30 days. 

30 (b) Immediately after declaring a temporary nurse staffing emergency under 

31 (a) of this section, a health care facility shall tile with the division llf labor standards 

('SIfI15()( ) -4-
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and safety, Department of Labor and Workforce Development. a report that includes a 

2 copy of the signed writing required under (a) of this section. A report under this 

3 subsection is a public document. 

4 (c) In addition to the requirements of (a) and (b) of this section, a health care 

5 facility shall notify the legislature immediately by delivery of a written report to the 

6 Alaska Legislative Council each time the facility declares a temporary nurse staffing 

7 emergency under AS 18.20.400(c) that exceeds two occurrences in a six-month period 

S that begins 011 January I or July 1 of the year in which the declaration occurs, or three 

9 occurrences in the one-year period that begins on January 1 of that year. A report 

10 under this subsection must include a copy of each report that is required of the health 

I I care facility under (b) of this section for the one-year period that begins on January I 

12 of the year the excessive declaration under this subsection occurs. 

13 Sec. 18.20.420. Health care facility complaint process for overtime work 

14 by nurses. A health care facility shall provide for an anonymous process by which a 

15 patient or a nurse may make a complaint about staffing levels and patient safety that 

16 relate to overtime work by nurses and to limitations on overtime work by nurses under 

17 AS 18.20.400. 

18 Sec. 18.20.430. Enforcement, offenses, and penalties. (a) The commissioner 

19 shall administer AS 18.20.400 - 18.20.499 and adopt regulations for implementing and 

20 enforcing AS 18.20.400 - 18.20.499. 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 
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- (b) A complaint alleging a violation of AS 18.20.400 - 18.20.499 must be filed 

with the commissioner within 30 days after the date of the alleged violation. The 

commissioner shall provide a copy of the complaint to the health care facility named 

in the filing within three business days after receiving the complaint: 

(c) If the commissioner finds that a health care facility has knowingly violated 

an overtime provision of AS 18.20.400 - 18.20.499, the following civil penalties shall 

apply: 

(1) for a first violation of AS 18.20.400 - 18.20.499, the commissioner 

shall reprimand the health care facility; 

(2) for a second violution of AS 18.20.40() - 18.20.499 within 12 

months, the commissioner shull reprimand the health care facility and assess a penalty 
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of$500; 

2 (3) for a third violation of AS J 8.20.400 - J 8.20.499 within 12 months, 

3 the commissioner shaH reprimand the health care facility and assess a penalty of not 

4 less than $2,500 but not more than $5,000; 

5 (4) for each violation of AS J 8.20.400 - 18.20.499 after a third 

6 violation of AS J 8.20.400 - J 8.20.499 within J 2 months, the commissioner shall 

7 reprimand the health care facility and assess a penalty of not less than $5,000 but not 

S mort: than $25,000. 

9 (d) As an employer, a health care facility violates an overtime provision of 

J 0 AS J 8.20.400 - J 8.20.499 "knowingly" when the facility is either aware that its 

I J conduct is of a nature prohibited by the overtime provision or aware that the 

12 circumstances described in the overtime prohibition exist; however, when knowledge 

J 3 of the existence of a particular fact is required to establish that the violation was 

14 knowing, that knowledge exists when the facility is aware of a substantial probability 

J 5 of its existence, unless the facility reasonably believes it does not exist. 

J 6 Sec. 18.20.440. Prohibition of retaliation. A health care facility may not 

17 discharge, discipline, threaten, discriminate against, penalize, or file a report with the 

18 Board of Nursing against a nurse for exercising rights under AS 18.20.400 - 18.20.499 

19 or for the good faith reporting of an alleged violation of AS 18.20.400 - 18.20.499. 

20 Sec. 18.20.450. Enforcement of prohibition against retaliation. The 

21 commissioner shall investigate every complaint alleging a violation of AS 18.20.440, 

22 and, within 90 days after the date of filing of the complaint, provide to the 

23 complainant, the Department of Law, and the health care facility named In the 

24 complaint a written determination as to whether the health care facility violated 

25 AS 18.20.440. If the commissioner finds a violation of AS 18.20.440, the 

26 commissioner shall request that the Department of Lav-. represent the department and 

27 the complainant and obtain from the health care facility all appropriate relief, 

28 including rehiring or reinstatement of the complainant to the complainant's former 

29 position with back pay. 

30 Sec. 18.20.460. Report requirements. (a) A health care facility shall file with 

31 the division of labor standards and safCty. Department of Labor and Workforce 

CSIIB 50( ) -6-
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Development, a semiannual report on a form provided by the department. The report 

for the six-month period ending June 30 must be filed before the following August 1, 

and the report for the six-month period ending December 31 must be filed before the 

following February I. The report must include, for each nurse employed by the health 

care facility or under contract with the health care facility, the number of overtime 

hours worked and the number of hours the nurse was on call. A health care facility that 

does not employ a nurse who worked overtime hours or who was on call during the 

reporting period is not required to describe hours worked as overtime and on-call 

hours for individual nurses but may instead complete the report by stating on the form 

that there are no reportable hours. 

(b) A primary care outpatient facility IS not subject to the reporting 

requirements of (a) of this section. 

Sec. 18.20.470. Provisions not applicable to nurses employed in federal or 

tribal facilities. The provisions of AS 18.20.400 - 18.20.499 do not apply to a nurse 

employed in a health care facility that is operated by 

(1) the federal government; or 

(2) a tribal organization as defined in 25 U.S.C. 450b. 

Sec. 18.20.480. Notice to employees. A health care facility shall post and 

maintain, in places readily accessible to individuals in the service of the health care 

facility, printed statements that describe employee rights and employer obligations 

under AS 18.20.400 - 18.20.499 and regulations adopted under AS 18.20.430. The 

commissioner shall supply the printed statements to a health care facility without cost 

to the facility. 

Sec. 18.20.499. Definitions. In AS 18.20.400 - 18.20.499, 

(I) "commissioner" means the commissioner of labor and workforce 

development; 

(2) "health care facility" means a private, municipal, or state hospital; 

independent diagnostic testing fad lit}'; primary care outpatient facility; skilled nursing 

facility; kidney disease treatment center. including freestanding hemodialysis units; 

intermediate care facility: ambulatory surgical facility; Alaska Pioneers' Home or 

Alaska V derans' Home administered by the Department of Health and Social Services 
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under AS 47.55; correctional facility owned or administered by the state; private, 

2 municipal, or state facility employing onc or more public health nurses; long-term care 

3 facility; psychiatric hospital; residential psychiatric treatment center, as defined in 

4 AS 18.07.111 or AS 47.32.900; secure residential psychiatric treatment center under 

5 AS 47.32.990; juvenile detention facility; juvenile detention home, juvenile work 

6 camp, or treatment facility as defined in AS 47.12.990; 

7 (3) "nurse" means an individual licensed to practice registered nursing 

~ or practical nursing under AS 08.68 who provides nursing services through direct 

9 patient care or clinical services and includes a nurse manager when delivering in-

10 hospital patient care; 

II (4) "on-call" means a status in which a nurse must be ready to report to 

12 the health care facility and may be called to work by the health care facility; 

13 (5) "overtime" means the hours worked in excess of a predetermined 

14 and regularly scheduled shift that is agreed to by a nurse and a health care facility; 

15 (6) "rural community" means a village or city that has a population of 

16 less than 10,000, as determined by the Department of Labor and Workforce 

17 Development, and is in 

18 (A) the unorganized borough; or 

19 (B) an organized borough that has a population of less than 

20 25,000, as determined by thc Department of Labor and Workforce 

21 Development. 

22 * Sec. 3. The uncodified law of the State of Alaska is amended by adding a new section to 

23 read'. 

24 APPLICABILITY. A health care facility that is required to tile reports under 

25 AS 18.20.460, enacted in sec. 2 of this Act, shall file its tirst report before February I, 2010, 

26 for the pcriod July I, 2009, through December 31, 2009. 

27 * Sec. 4. AS 18.20.460, enacted III sec. 2 of this Act, and sec. 3 of this Act take effect 

28 July 1,2009. 

29 * Sec. 5. Except as provided in sec. 4 of this Act, this Act takes effect January 1,2010. 

('SIIM ,U( ) -H-
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Date: March 30, 2009 

Alaska State Legislature 
Reprcsenlalivc Peggy Wilson 

House District 2 

J\IEJ\IORANDUM 

To: Representative Bob Herron and Representative Wes Keller, Co-Chairs Health, 
and Social Services Committee 

From: Representative Peggy Wilson l? i._I 

Re: HB 50 - Limit Overtime for Registered Nurses 

I would like to request the House HSS Committee schedule another hearing on HB 50. 

During the first hearing of this bill in the House Health and Social Services there was 
testimony that brought up several issues. The attached revision of the bill addresses 
those issues. This memo will outline the changes made to the bill and the issue it is 
designed to mitigate. 

1. Concern: Rural hospitals may face more difficulty than urban facilities in 
complying with the requirement to not exceed the shift length maximum of 14 
hours or to allow 10 hours of rest following such a shift. Witnesses in opposition 
testified that generally hospitals don't use mandatory overtime, but the concern 
was raised that in certain circumstances in remote rural facilities, mandatory 
overtime was occasionally necessary. 

Mitigation 1: A new exemption has been added, called "Temporary nurse 
staffing emergency" for rural communities. Under this provision, facilities may 
declare a "temporary nurse staffing emergency" of up to 30 days after making 
all reasonable efforts to avoid this circumstance. These facilities shall file a report 
signed by the facility administrator with the Department of Labor & Workforce 
Development that describes the facilities' efforts to a\'oid the staffing 
emergency. The reports must also be filed with the Legislature if there are more 
than two such emergencies declared within 6 months or 3 emergencies within 1 
year. (pg 4, Sec. 18.20.410) 
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Alaska State Legislature 
Rcprcsclltalivc Pcggy Wilson 

Housc District 2 

Mitigation 2: An exemption for "unforeseen weather condition" and a 
definition of that condition were added. (pg 3, line 12-19) 

Mitigation 3: The temporary exemption described above is available to any 
village or city with a population of less than 10,000. This exemption also applies 
to communities in organized boroughs with a population of more than 25,000. 
(pg 7, line 30-31, pg 8 line 1-5) 

2. Concern: Because of the 14 hour maximum for a shift there seemed to be a 
concern, from multiple witnesses testifying in opposition to the bill, that nurses 
would be forced to leave surgical units with ongoing surgeries or leaving 
neonatal units without the specially trained nurses in attendance. This was never 
the intent of the proponents of this bill. 

Mitigation 1: An exemption for a nurse who is participating in an on-going 
surgery or medical procedure has been added. (pg 3, line 2-3) 

Mitigation 2: The exemption for unforeseen emergency situation has been 
expanded to include "a life-threatening circumstance". (pg 3, line 7) 

3. Concern: The committee heard testimony describing a situation where a 
modified Baylor program of staffing is used by North Star Behavioral Health. 
This staffing situation is used only at psychiatric hospitals and residential 
treatment centers that treat adolescents and children and only on the weekends. 

Mitigation: This specific practice has been exempted. (pg 3, line 23-25) 

4. Concern: During testimony by both those opposed and those in favor it was 
brought out that mandatory on-call was used more frequently as a staffing tool 
than mandatory o\·ertime. This practice often requires nurses to work beyond the 
number of hours that are safe for both the patient and the nurse. 

Mitigation: Language has been added to the general on-call exemption allowing 
nurses the ability to refuse mandatory on-call if they believe they Jre too tired to 
perform their duties sitfel),. (pg 3, line 23-25) 

26-LS027-l \C 
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Alaska State Legislature 
Representative Peggy Wilson 

House District 2 

I have also made other changes described below. 

Facilities will be required to post signs that describe the statutes created by this 
bill. The signs will be distributed by the Department of Labor and must be displayed in 
a conspicuous work area in all facilities. (pg 7, line 4-9) 

The 1 hour exemption while the health care facility is obtaining another nurse to 
work in place of the nurse in overtime status has been extended to 2 hours so long as 
the nurse has not exceeded the 14 hour limit. In some cases nurses live some distance 
from the facility and I believe this extension of the provision gives the facility more 
flexibility. (pg 4, line 11) 

Thank you for your consideration of my request. 

26-LSU27-!\C 
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A BILL 

FOR AN ACT ENTITLED 

.. An Act relating to limitations on mandatory overtime for registered nurses and 

2 licensed practical nurses in health care facilities; and providing for an effective date," 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section I. The uncodified law of the State of Alaska is amended by adding a new section 

5 to read: 

6 LEGISLATIVE FI:\'DINGS A;\/D INTENT. The legislature linds that 

7 (I) it is essential that registered nurses and licensed practical nurscs pro\'iding 

8 direct patient care be a\ailable to meet the needs of patients; 

<) (2) qualit) patient care is jenpanlized by registered nurses and licensed 

10 practkal nurses \\'ho work unnecessarily long hours in health carc facilities; 

I I (3) registered nurses and licensed practical nurses arc Iea\ing th<:ir protCssion 

I) because uf \\urkplace stresses. lung II ork huurs, and tkprccifltipn uf their essmtial role in 1l1e 

1.1 ddi"cry uf yualit! and direct patient care: 

1./ (·I! il i, n,',e''''I"\' to sati:~u~'rd the c·t'licic'1I:\. heallh, ,,:lll ~cller;" \\dJ-hcin" ...... . '. .":" 
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of registered nurses and licensed practical nurses, and the health and general wcll-being of the 

2 persons recei\'ing care from registered nurses and licensed practical nurses in health care 

3 t:lcilities; 

4 . (5) it is necessary that rcgis!l:red nurses and licensed practical nurses be made 

5 aware of their rights. duties. and remedies wnceming hours worked and patient safety; and 

6 (6) health care facilities should provide adequate and safe nurse staffing 

7 without the need for or use of mandatory overtime. 

B * Sec. 2. AS IB.20 is amended by adding new sections to read: 

9 Article 4. Overtime Limitations for Nurses. 

10 Sec. 18.20.400. Limitations on nursing overtime. (a) Except as provided in 

II (c) of this section. a nurse in a health care facility may not be required or coerced, 

12 directly or indirectly, 

13 (I) to work beyond a predetermined and regularly scht..xluled shift that 

14 is agrc\.xl to by the nurse and the health care facility; 

15 (2) to work beyond BO hours in a 14-day period; or 

16 (3) to acct.'Pt an assignment of overtime if, in the judgment of the 

17 nurse, the overtime would jeopardize patient or employee safety. 

IB (b) Except as provided by (c) of this section. after working a predetermined 

19 and regularly scheduled shift that is agreed to by the nurse and the health care facility 

20 as authorized by (a)( I) of this section, a nurse ill a health care facility shall be allowed 

21 not less than 10 consecutive hours of off-duty time immediately following the end of 

22 that work. 

23 (c) Subsection (a) of this section docs not apply to 

24 (I) a nurse who is employed by a health care tacility providing 

25 sen ices for a school. school district. or other educational institution. when the nurse is 

~() on dut, for m('re than 14 consecuti\ c /Jours during an occasiollal special e\ Cllt. such as 

27 a field trip. that is sponsorcd by the employcr: 

28 (2) a nurse \oluntarily working o\crtime on an aircraft in usc for 

29 medical transport. so long as the shift \\orked is allowable under rl'gulations aJopted 

30 b~ the Uoard of \'ursing based on ~lI:creditation stanlbrds adopted by Ihc CHllIllission 

.11 till . \ccredilalion (.( \lcdic~i1 TranspOJ1 S\ ,.:terns: 

, 
(':-Oil II 5U( I -.-
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(3) a nurse on duty in ovcrtime status 

2 (A) who is participating in the performance of a medical 

3 procedure or surgery that has begun but has not been completed; 

4 (8) because of an unforeseen emergency situation that could 

5 jeopardize patient safety; in this subparagraph, "unforeseen emergency 

6 situation" means an unusual, unpredictable, or unforeseen situation caused by 

7 an act of terrorism, disease outbreak, life-threatening circumstance, natural 

8 disaster, major disaster as defin~-d in 42 U.S.C. 5122, or disaster emergency 

9 under AS 26.23.020 or 26.23.140, but does not include a situation in which a 

10 health care facility has reasonable knowledge of increased patient volume or 

II inadequate staffing because of some other cause, if that cause is foreseeabl e; 

12 (C) because the health care facility has a scheduling problem 

13 caused by unforeseen weather conditions that prevent a second nurse from 

14 arriving at the facility to relieve the nurse on duty; in this subparagraph, 

15 "unforeseen weather conditions" means unusual, unpredictable, or unforeseen 

16 weather so extreme as to impair travel to the health care facility, but does not 

17 include a situation in which the health care facility has knowledge of the 

18 weather conditions far enough in advance to act so that a scheduling problem 

19 under this subparagraph can reasonably be avoided; or 

20 (D) at a health care facility located in a rural community that 

21 declares a temporary nurse staffing emergency under AS 18.20.410; 

22 (4) a nurse fulfilling on-call time that is agreed on by the nurse and a 

23 health care facility before it is scheduled unless fulfilling the on-call time would, in the 

24 nurse's judgment, create an unacceptable risk to the physical safety of the nurse, a 

25 patient, or an cmployee of the facility; 

26 (5) a nurse \oluntarily working o\crtimc so long as the \\ork is 

27 f...'unsistcnt \\'ith professional standards and safe patient L'arc and docs not cxc(.:~d 14 

29 (6) a nurse \ oluntaril) \\orking bC.\()J](.i !l() hours ill a 14-da)' period so 

JO lung as the nurse docs not \\ork mOT<: than 14 consccuti\c hours \\ithout a 10-hour 

31 break and the \\ ork is c','nsistent with pmli:ssional st:lI1danls and sali: ratic'l1t care: 

-J- ( ·s 1111 :'1)( ) 
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(7) a nurse at a psychiatric treatment hospital that treats only 

2 adolescents and children or a residential psychiatric treatment center under 

3 AS 18.07.111 or AS 47.12.990, or a secure residential psychiatric treatment center 

4 under AS 47.32.900 who voluntarily agrees to work a 16-hour shift on a weekend and 

5 receives pay and benefits for that work that are equal to or greater than the pay and 

6 benefits the nurse would receive for working 20 regular hours in the same position; a 

7 nurse under this paragraph may not work a 16-hour shift consecutive with another 

8 shift of eight hours or more without an intervening break of at least eight hours; in this 

9 paragraph, "weekend" means the period between 5:00 p.m. on a Friday and 8:00 a.m. 

lOon the Monday that immediately follows; 

II (8) the first two hours on overtime status when the health care facility 

12 is obtaining another nurse to work in place of the nurse in overtime status, so long as 

13 the nurse in overtime status is not on duty for more than 14 consecutive hours. 

14 Sec. 18.20.410. Temporary nuise staffing emergency. (a) If, after making a 

15 substantial and reasonable effort to increase the number of available nurses on staff 

16 and failing in that effort, a health care facility in a rural community detennines it is not 

17 able to meet the overtime limitations in AS 18.20.400 without putting the safety of its 

18 patients at risk of serious hann, the health care facility may declare a temporary nurse 

19 staffing emergency. A declaration of a temporary nurse staffing emergency under this 

20 section 

21 (I) must be made in a writing, singed by the administrator of the health 

22 care facility or the administrator's designee, that describes the facility's reasonable 

23 effort to avoid the temporary nurse staffing emergency; and 

24 (2) may not exceed 30 days. 

25 (b) Immediately after declaring a temporary nurse staffing emergency under 

16 (a) of this section, a health .:are tacility shall file with the di\'ision of labor standards 

27 and safety, Department of Labor and Workforce Development, a report that includes a 

28 copy of the signed writing required under (a) of this scction. A report under this 

29 subsc.:tion is a public do.:umcnl. 

30 (e) In addition to the requirements of (a) and (b) of this se.:tion. a health care 

31 t:tcility shall notify the legislature immediately hy dcli\ery of a written report to the 

CS 1111 ;;II( ) .~-
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Alaska L~gislati\'e Council each time the lacility d.:c1ares a temporary nursc staffing 

emcrg.:ncy under AS 18.20.400(c) that exceeds two occurrences in a six-month period 

that begins on January I or July I of the year in which the declaration occurs, or three 

occurrences in the one-year period that begins on January I of that year. A report 

under this subsection must include a copy of each report that is required of the health 

care facility under (b) of this section lor the one-year period that begins on January I 

of the year the excessive declaration under this subsection occurs. 

Sec. 18.20.420. Health care facility complaint process for overtime work 

by nurses. A health care facility shall provide for an anonymous process by which a 

patient or a nurse may make a complaint about staffing levels and patient safety that 

relate to overtime work by nurses and to limitations on overtime work by nurses under 

AS 18.20.400. 

Sec. 18.20.430. Enforcement, offenses, and penalties. (a) The commissioner 

shall administer AS 18.20.400·18.20.469 and adopt regulations for implementing and 

enforcing AS 18.20.400 - 18.20.469. 

(b) A complaint alleging a violation of AS 18.20.400 - 18.20.469 must be filed 

with the commissioner within 30 days after the date of the alleged violation. The 

commissioner shall provide a copy of the complaint to the health care facility named 

in the filing within three business days after receiving the complaint. 

(c) If the commissioncr finds that a health care facility has knowingly violated 

an overtime provision of AS 18.20.400 - 18.20.469, the following civil penalties shall 

apply: 

(I) for a first violation of AS 18.20.400 - 18.20.469, the commissioner 

shall reprimand the health care facility; 

(2) for a second violation of AS 18.20.400 . 18.20.469 within 12 

months. the cl.mmissioncr shall reprimand the health care facility and assc'ss a penalty 

of $500; 

(3) lor a third \'iolation of AS 18.2U.400 - 18.20A69 \\ithin 12 months, 

the commissioner shall reprimand the health care 1;lcilit.\ and asscss a pcnalty of nut 

kss Ihan S2.500 but not Illorc than 55.()OO; 

({I li,r c'ach \iulati(l11 uf AS 1.~.~f).·IO(J . 1\i.~(J . .j6() :Ilkr a lliird 
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violation of AS 18.20.400 18.20.469 within 12 months, the commissioner shall 

reprimand the health care facility and assess a penalty of not less than $5,000 but not 

more than $25,000. 

(d) As an employer. a health care facility violatcs an ovcrtime provision of 

AS 18.20.400 - 18.20.469 "knowingly" when the facility is either aware that its 

conduct is of a nature prohibited by the overtime provision or aware that the 

circumstances describL'd in the overtime prohibition exist; however, when knowledge 

of the existence of a particular fact is required to establish that the violation was 

knowing, that knowledge exists when the facility is aware of a substantial probability 

of its existence, unless the facility reasonably believes it does not exist. 

Sec_ 18_20.440. Prohibition or retaliation. A health care facility may not 

discharge, discipline, threaten, discriminate against, penalize, or file a report with the 

Board of Nursing against a nurse for exercising rights under AS 18.20.400 - 18.20.469 

or for the good faith reporting of an alleged violation of AS 18.20.400 - 18.20.469. 

Sec. 18.20.450. Enforcement of prohibition against retaliation. The 

commissioner shall investigate every complaint alleging a violation of AS 18.20.440, 

and, within 90 days after the date of filing of the complaint, provide to the 

complainant, the Department of Law, and the health care facility named m the 

complaint a written determination as to whether the health care facility violated 

AS 18.20.440. If the commissioner finds a violation of AS 18.20.440, the 

commissioner shall request that the Department of Law represent the departmcnt and 

the complainant and obtain from the health care facility all appropriate relief, 

including rehiring or reinstatement of the complainant to the complainant's formcr 

position with back pay. 

Sec. 18.20.460. Report requirements. A health care facility shall file with the 

dil ision of labor standards and sufd),. Department of Labor alld \\ orktilrec 

/)el'l:lopmcnt, a scmiannual report. The report tllr the six-illonth peri"d ending June 30 

must be filed before the following August I, and the report fur the six-month period 

emJing Deccmber 31 must be tiled bdore the following februury I. The report must 

include. tilr c;lI.:h nurse cmploycd by thc heulth care fadlity ur under wntruct with thc 

hL·,dth care I;"ilit:. tl,,; numbcr of olcrlilll<': hours \I (lrkcd. Ihc Ilumncr of olcrtimc 

(,It II ,II( ) -h-
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hours that were mandatory. the number of overtime hours that were voluntary. the 

2 number of on-call hours, the number of on-call hours that were mandatory. and the 

3 number of on-call hours that were voluntary. 

4 Sec. 18.20.465. Notice to employees. A health care facility shall post and 

5 maintain, in places readily accessible to individuals in the service of the health care 

6 facility. printed statements that describe employee rights and employer obligations 

7 under AS 18.20.400 - 18.20.469 and regulations adopted under AS 18.20.430. The 

8 commissioner shall supply the printed statements to a health care facility without cost 

9 to the facility. 

10 Sec. 18.20.469. Definitions. In AS 18.20.400 - 18.20.469, 

II (I) "commissioner" means the commissioner of labor and workforce 

12 development; 

13 (2) "health care facility" means a private, municipal, state, or federal 

14 hospital; psychiatric hospital; independent diagnostic testing facility; skilled nursing 

15 facility; kidney disease treatment center, including freestanding hemodialysis units; 

16 intermediate care facility; ambulatory surgical facility; Alaska Pioneers' Home or 

17 Alaska Veterans' Home administered by the Department of Health and Social Services 

18 under AS 47.55; correctional facility owned or administered by the state; private, 

19 municipal, state, or federal facility employing one or more public health nurses; long-

20 term care facility; juvenile detention facility; juvenile detention home, juvenile work 

21 camp, or treatment facility, as defined in AS 47.12.990; 

22 (3) "nurse" means an individual licensed to practice registered nursing 

23 or practical nursing under AS 08.68 who provides nursing ser.·ices through direct 

24 patient care or clinical ser.'ices and includes a nurse manager "hen delivering in-

25 hospital patient care; 

2(, (4) "on-call" means a status in "hich a nurse must be ready to report to 

27 the health can: facility and may be called to work by the health care facility; 

2S (5) "overtime" means the hours worked in excess of a predetemlined 

29 and regularly scheduled shiti that is agreed to by a nurse and a health care lacilit}; 

30 «(;) "rural community" means a "il/agc or cit} that 

1 i ( .. \) h;1S J population or i<:" Ihan 11I,I)I)I),:ts dc,tennined III lhe 

, 
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(B) is in the unorganized borough; or 

26-LS0274IC 

3 
(C) is in an organized borough that has a population of less 

4 than 25.000. as dctcnnincd by the Dcpartment of Labor and Workforce 

5 Development. 

6 * Sec. 3. The uncodified law of the State of Alaska is amended by adding a new section to 

7 read: 
8 APPLICABILITY. A health care facility that is required to file reports under 

9 AS 18.20.460, enacted in seC. 2 of this Act, shall file its first report before February I, 20 I 0, 

10 for the pcriod July 1,2009, through December 31, 2009. 

II * Sec. 4. AS 18.20.460, enacted in sec. 2 of this Act, and sec. 3 of this Act take effect 

12 July 1,2009. 

13 * Sec. S. Except as provided in sec. 4 ofthis Act. this Act takes effectlanuary 1,2010. 

c.~ It II ~(/f ) -/1-
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CS FOR HOUSE BILL NO. 50(HSS) 

IN'THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

Offered: 
Referred: 

Sponsor(s): REPRESENTATIVES WILSON, GARA, TUCK, PETERSEN, LYNN, SEATON, GATTO, 
CISSNA, MUNOZ, AND GARDNER, Ramras, Foster, Kerttula 

A BILL 

FOR AN ACT ENTITLED 

1 "An Act relating to limitations on mandatory overtime for registered nurses and 

2 licensed practical nurses in health care facilities; and providing for an effective date." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. The uncodified law of the State of Alaska is amended by adding a new section 

5 to read: 

6 LEGISLATIVE FINDINGS AND INTENT, The legislature finds that 

7 (1) it is essential that registered nurses and licensed practical nurses providing 

8 direct patient care be available to meet the needs of patients; 

9 (2) quality patient care is jeopardized by registered nurses and licensed 

10 practical nurses who work unnecessarily long hours in health care facilities; 

11 (3) registered nurses and licensed practical nurses are leaving their profession 

12 because of workplace stresses, long work hours, and depreciation of their essential role in the 

13 delivery of quality and direct patient care; 

14 (4) it is necessary to safeguard the efficiency, health, and genera) well-being 

-1- eSHB 50(HS8) 
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1 of registered nurses and licensed practical nurses, and the health and general well-being of the 

2 persons receiving care from registered nurses and licensed practical nurses in health care 

3 facilities; 

4 (5) it is necessary that registered nurses and licensed practical nurses be made 

5 aware ?ftheir rights, duties, and remedies concerning hours worked and patient safety; and 

6 (6) health care facilities should provide adequate and safe nurse staffing 

7 without the need for or use of mandatory overtime. 

8 * Sec. 2. AS 18.20 is amended by adding new sections to read: 

9 Article 4. Overtime Limitations for Nurses. 

10 Sec. 18.20.400. Limitations on nursing overtime. (a) Except as provided in 

11 ( c) of this section, a nurse in a health care facility may not be required or coerced, 

12 directly or indirectly, 

13 (1) to work beyond a predetermined and regularly scheduled shift that 

14 is agreed to by the nurse and the health care facility; or 

15 (2) to accept an assignment of overtime if, in the judgment of the 

16 nurse, the overtime would jeopardize patient or employee safety. 

17 (b) Except as provided by (c) of this section, after working a predetermined 

18 and regularly scheduled shift that is agreed to by the nurse and the health care facility 

19 as authorized by (a)(I) of this section, a nurse in a health care facility'shall be allowed 

20 not less than 10 consecutive hours of off-duty time immediately following the end of 

21 that work. 

22 (c) Subsection (a) of this section does not apply to 

23 (1) a nurse who is employed by a health care facility providing 

24 services for a school, school district, or other educational institution, when the nurse is 

25 on duty for more than 14 consecutive hours during an occasional special event, such as 

26 a field trip, that is sponsored by the empioyer; 

27 (2) a nurse voluntarily working overtime on an aircraft in use for 

28 medical transport, so long as the shift worked is allowable under regulations adopted 

29 by the Board of Nursing based on accreditation standards adopted by the Commission 

30 on Accreditation of Medical Transport Systems; 

31 (3) a nurse on duty in overtime status 

CSHB SO(HSS) -2-
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1 (A) who is participating in the perfonnance of a medical 

2 procedure or surgery that has begun but has not been completed; 

3 (8) because of an unforeseen emergency situation that could 

4 jeopardize patient safety; in this subparagraph, "unforeseen emergency 

5 situation" means an unusual, unpredictable, or unforeseen situation caused by 

6 an act of terrorism, disease outbreak, natural disaster, major disaster as defined 

7 in 42 U.S.C. 5122, or disaster emergency under AS 26.23.020 or 26.23.140, 

8 but does not include a situation in which a health care facility has reasonable 

9 knowledge of increased patient volume or inadequate staffing because of some 

10 other cause, if that cause is foreseeable; 

11 (C) because the health care facility has a scheduling problem 

12 caused by unforeseen weather conditions that prevent a second nurse from 

13 arriving at the facility to relieve the nurse on duty; in this subparagraph, 

14 "unforeseen weather conditions" means unusual, unpredictable, or unforeseen 

15 weather so extreme as to impair travel to the health care facility, but does not 

16 include a situation in which the health care facility has knowledge of the 

17 weather conditions far enough in advance to act so that a scheduling problem 

18 under this subparagraph can reasonably be avoided; or 

19 (D) at a health care facility located in a rural community that 

20 declares a temporary nurse staffing emergency under AS 18.20.410; 

21 (4) a nurse fulfilling on-call time that is agreed on by the nurse and a 

22 health care facility before it is scheduled unless fulfilling the on-call time would, in the 

23 nurse's judgment, create an unacceptable risk to the physical safety of the nurse, a 

24 patient, or an employee of the facility; 

25 (5) a nurse voluntarily working overtime so long as the work is 

26 consistent with professional standards and safe patient care and does not exceed 14 

27 consecutive hours; 

28 (6) a nurse voluntarily working beyond 80 hours in a 14-day period so 

29 long as the nurse does not work more than 14 consecutive hours without a 10-hour 

30 break and the work is consistent with professional standards and safe patient care; 

31 (7) a nurse who 

-3- eSHB 50(HSS) 
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(A) is employed 

2 (i) at a psychiatric treatment hospital that treats only 

3 adolescents and children; 

4 (ii) at a residential psychiatric treatment center under 

5 AS 18.07.111 or AS 47.12.990; or 

6 (iii) at a secure residential psychiatric treatment center 

7 under AS 47.32.900; 

8 (8) voluntarily agrees to work a 16-hour shift for the period 

9 between 5:00 p.m. on a Friday and 8:00 a.m. on the Monday that immediately 

10 follows and receives pay and benefits for that work that are equal to or greater 

II than the pay and benefits the nurse would receive for working 20 regular hours 

12 in the same position; and 

13 (C) during the period described in (8) of this paragraph does 

14 not work a 16-hour shift consecutive with another shift of eight hours or more 

15 without an intervening break of at least eight hours; 

16 (8) the first two hours on overtime status when the health care facility 

17 is obtaining another nurse to work in place of the nurse in overtime status, so long as 

18 the nurse in overtime status is not on duty for more than 14 consecutive hours. 

19 Sec. 18.20.410. Temporary nurse staffing emergency. (a) If, after making a 

20 substantial and reasonable effort to increase the number of available nurses on staff 

21 and failing in that effort, a health care facility in a rural community determines it is not 

22 able to meet the overtime limitations in AS 18.20.400 without putting the safety of its 

23 patients at risk of serious harm, the health care facility may declare a temporary nurse 

24 staffing emergency. A declaration of a temporary nurse staffing emergency under this 

25 section 

26 (I) must be made in a writing, signed by the administrator of the health 

27 care facility or the administrator's designee, that describes the facility's reasonable 

28 effort to avoid the temporary nurse staffing emergency; and 

29 (2) may not exceed 30 days. 

30 (b) Immediately after declaring a temporary nurse staffing emergency under 

31 (a) of this section, a health care facility shall file with the division oflabor standards 

CSHB SO(HSS) 4-
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I and safety, Department of Labor and Workforce Development, a report that includes a 

2 copy of the signed writing required under (a) of this section. A report under this 

3 subsection is a public document. 

4 (c) In addition to the requirements of (a) and (b) of this section, a health care 

5 facility shall notify the legislature immediately by delivery of a written report to the 

6 Alaska Legislative Council each time the facility declares a temporary nurse staffing 

7 emergency under AS 18.20.400(c) that exceeds two occurrences in a six-month period 

8 that begins on January I or July I of the year in which the declaration occurs, or three 

9 occurrences in the one-year period that begins on January I of that year. A report 

10 under this subsection must include a copy of each report that is required of the health 

II care facility under (b) of this section for the one-year period that begins on January I 

12 of the year the excessive declaration under this subsection occurs. 

13 Sec. 18.20.420. Health care facility complaint process for overtime work 

14 by nurses. A health care facility shall provide for an anonymous process by which a 

IS patient or a nurse may make a complaint about staffing levels and patient safety that 

16 relate to overtime work by nurses and to limitations on overtime work by nurses under 

17 AS 18.20.400. 

18 Sec. 18.20.430. Enforcement, offenses, and penalties. (a) The commissioner 

19 shall administer AS 18.20.400 - 18.20.499 and adopt regulations for implementing and 

20 enforcing AS 18.20.400 - 18.20.499. 

21 (b) A complaint alleging a violation of AS 18.20.400 - 18.20.499 must be filed 

22 with the commissioner within 30 days after the date of the alleged violation. The 

23 commissioner shall provide a copy of the complaint to the health care facility named 

24 in the filing within three business days after receiving the complaint. 

25 (c) If the commissioner finds that a health care facility has knowingly violated 

26 an overtime provision of AS 18.20.400 - 18.20.499, the following civil penalties shall 

27 apply: 

28 (I) for a first violation of AS 18.20.400 - 18.20.499, the commissioner 

29 shall reprimand the health care facility; 

30 (2) for a second violation of AS 18.20.400 - 18.20.499 within 12 

31 months, the commissioner shall reprimand the health care facility and assess a penalty 

-S- CSHB SO(HSS) 
New Text Underlined [DELETED TEXT BRACKETED} 



L 

2364 

26-LS02741N 

1 of$500; 

2 (3) for a third violation of AS 18.20.400 - 18.20.499 within 12 months, 

3 the commissioner shall reprimand the health care facility and assess a penalty of not 

4 less than $2,500 but not more than $5,000; 

5 (4) for each violation of AS 18.20.400 - 18.20.499 after a third 

6 violation of AS 18.20.400 - 18.20.499 within 12 months, the commissioner shall 

7 reprimand the health care facility and assess a penalty of not less than $5,000 but not 

8 more than $25,000. 

9 (d) As an employer, a health care facility violates an overtime provision of 

10 AS 18.20.400 - 18.20.499 "knowingly" when the facility is either aware that its 

II conduct is of a nature prohibited by the overtime provision or aware that the 

12 circumstances described in the overtime prohibition exist; however, when knowledge 

13 of the existence of a particular fact is required to establish that the violation was 

14 knowing, that knowledge exists when the facility is aware of a substantial probability 

IS of its existence, unless the facility reasonably believes it does not exist. 

16. Sec. 18.20.440. Prohibition of retaliation. A health care facility may not 

17 discharge, discipline, threaten, discriminate against, penalize, or file a report with the 

18 Board of Nursing against a nurse for exercising rights under AS 18.20.400 - 18.20.499 

19 or for the good faith reporting of an alleged violation of AS 18.20.400 - 18.20.499. 

20 Sec. 18.20.450. Enforcement of prohibition against retaliation. The 

21 commissioner shall investigate every complaint alleging a violation of AS 18.20.440, 

22 and, within 90 days after the date of filing of the complaint, provide to the 

23 complainant, the Department of Law, and the health care facility named in the 

24 complaint a written determination as to whether the health care facility violated 

25 AS 18.20.440. If the commissioner finds a violation of AS 18.20.440, the 

26 commissioner shall request that the Department of Law represent the department and 

27 the complainant and obtain from the health care facility all appropriate relief, 

28 including rehiring or reinstatement of the complainant to the complainant's former 

29 position with back pay. 

30 Sec. 18.20.460. Report requirements. (a) A health care facility shall file with 

31 the division of labor standards and safety, Department of Labor and Workforce 

CSHB 50(HSS) ..6-
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1 Development, a semiannual report on a form provided by the department. The report 

2 for the six-month period ending June 30 must be filed before the following August I, 

3 and the report for the six-month period ending December 31 must be filed before the 

4 following February I. The report must include, for each nurse employed by the health 

5 care facility or under contract with the health care facility, the number of overtime 

6 hours worked and the number of hours the nurse was on call. A health care facility that 

7 does not employ a nurse who worked overtime hours or who was on call during the 

8 reporting period is not required to describe hours worked as overtime and on-call 

9 hours for individual nurses but may instead complete the report by stating on the form 

10 that there are no reportable hours. 

II (b) A primary care outpatient facility IS not subject to the reporting 

12 requirements of (a) of this section. 

\3 Sec. 18.20.470. Provisions not applicable to nurses employed in federal or 

14 tribal facilities. The provisions of AS 18.20.400 - 18.20.499 do not apply to a nurse 

15 employed in a health care facility that is operated by 

16 (I) the federal government; or 

17 (2) a tribal organization as defined in 25 U.S.C. 450b. 

18 Sec. 18.20.480. Notice to employees. A health care facility shall post and 

19 maintain, in places readily accessible to individuals in the service of the health care 

20 facility, printed statements that describe employee rights and employer obligations 

21 under AS 18.20.400 - 18.20.499 and regulations adopted under AS 18.20.430. The 

22 commissioner shall supply the printed statements to a health care facility without cost 

23 to the facility. 

24 Sec. 18.20.499. Definitions. In AS 18.20.400 - 18.20.499, 

25 (I) "commissioner" means the commissioner of labor and workforce 

26 development; 

27 (2) "health care facility" means a private, municipal, or state hospital; 

28 independent diagnostic testing facility; primary care outpatient facility; skiIIed nursing 

29 facility; kidney disease treatment center, including freestanding hemodialysis units; 

30 intermediate care facility; ambulatory surgical facility; Alaska Pioneers' Home or 

31 Alaska Veterans' Home administered by the Department of Health and Social Services 

-7- CSIIB 50(lISS) 
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under AS 47.55; correctional facility owned or administered by the state; private, 

2 municipal, or state facility employing one or more public health nurses; long-term care 

3 facility; psychiatric hospital; residential psychiatric treatment center, as defined in 

4 AS 18.07.111 or AS 47.32.900; secure residential psychiatric treatment center under 

5 AS 47.32.990; juvenile detention facility; juvenile detention home, juvenile work 

6 camp, or treatment facility as defined in AS 47.12.990; 

7 (3) "nurse" means an individual licensed to practice registered nursing 

8 or practical nursing under AS 08.68 who provides nursing services through direct 

9 patient care or clinical services and includes a nurse manager when delivering in-

10 hospital patient care; 

II (4) "on-call" means a status in which a nurse must be ready to report to 

12 the health care facility and may be called to work by the health care facility; 

13 (5) "overtime" means the hours worked in excess of a predetermined 

14 and regularly scheduled shift that is agreed to by a nurse and a health care facility; 

15 (6) "rural community" means a village or city that has a population of 

16 less than 10,000, as determined by the Department of Labor and Workforce 

17 Development, and is in 

18 (A) the unorganized borough; or 

19 (B) an organized borough that has a population of less than 

20 25,000, as determined by the Department of Labor and Workforce 

21 Development. 

22 * Sec_ 3. The uncodified law of the State of Alaska is amended by adding a new section to 

23 read: 

24 APPLICABILITY. A health care facility that is required to file reports under 

25 AS 18.20.460, enacted in sec. 2 of this Act, shall file its first report before February I, 2010, 

26 for the period July I, 2009, through December 31,2009. 

27 * Sec_ 4. AS 18.20.460, enacted in sec. 2 of this Act, and sec. 3 of this Act take effect 

28 July 1,2009. 

29 * Sec. S. Except as provided in sec. 4 of this Act, this Act takes effect January I, 2010. 

-
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SpoDsor(s): REPRESENTATIVES \\'lLSON, GARA, TUCK, PETERSEN, LYNN, SEATON, GA TTO, 
CISSNA, MUNOZ, AND GARDNER, Ramr •• , Foster, Kerttul. 

A BILL 

FOR AN ACT ENTITLED 

"An Act relating to limitations on mandatory overtime for registered nurses .nll 

licensed practical nurses In health care facilities; and providing for an effectlvt' lIate." 

• 
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

* Section 1. The uncodified law of the State of Alaska is amended by adding a new section 

to read: 

LEGISLATIVE FINDINGS AND INTENT. The legislature finds that 

(I) it is essential that registered nurses and licensed practical nurses providing 

direct patient care be available to meet the needs of patients; 

(2) quality patient care is jeopardized by registered nurses and licensed 

prJcticalnurses who work unnecessarily long hours in health care facilities; 

(3) registered nurses and licensed practical nurses arc leaving their profession 

because of workplace stresses, long work hours, and depreciation of their essential role in the 

delivery ofyuality and din:ct patient care; 

(4) it is nCI.'cssary 10 satCguard thc I.:ffil.'icn.:y. n.:alth. and gcm:ral wdl·neing 

.,. C-;1I850( , 
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,of registered nurses and licensed practical nurses, and the health and general well-being of the 

persons receiving care from registered nurses and licensed practical nurses in health ~are 

facilities; 

(5) it is necessary that registered nurses and licensed practical nurses be made 

aware of their rights, duties, and remedies concerning hours worked and patient safety; and 

. (6) health care facilities should provide adequate and safe nurse staffing 

without the need for or use of mandatory overtime. 

* Sec. 2. AS 18.20 is alllemlc:d by adding new sections to rcad: 

Article 4. Overtime Limitations for Nurses. 

Sec. 18.20.400. Limitations on nursing overtime. (a) Except as provided in 

(c) of this section, a nurse in a health care facility may not be required or coerced, 

directly or indirectly, 

(I) to work beyond a predetermined and regularly scheduled shift that 

is agreed to by the nurse and the health care facility; or 

(2) to accept an assignment of overtime if, in the judgment of the 

nurse, the overtime would jeopardize patient or employee safety. 

(b) Except as provided by (c) of this section, after working a predetermined 

and regularly scheduled shift that is agreed to by the nurse and the health care facility 

as authorized by (a)(I) of this section, a nurse in a health care facility shall be allowed 

not less than 10 consecutive hours of otT-duty time immediately following the end of 

that work. 

(c) Subsection (a) of this section does not apply to 

(I) a nurse who is employed by a health care facility providing 

services for a school, school district, or other educational institution, when the nurse is 

on duty for more than 14 consecutive hours during an occasional special event, such as 

a field trip, that is sponsored by the employer; 

(2) a nurse voluntarily working overtime on an aircraft in use for 

medIcal transport, so long as the shift worked is allowable under regulations adoplL'tl 

by the Board of :-.Iursing based on accreditation standards adopt cd by the Commission 

on Accreditation of Medical Transport Systems; 

(3) a nurse on dut} in o\ertimc status 

<:s 1111 ~!I( ) ·2-
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(A) who is participating 10 the performance of a medical 

procedure or surgery that has begun but has not been completed; 

(8) because of an unforeseen emergency situation that could 

jeopardize patient safety; in this subparagraph, "unforeseen emergency 

situation" means an unusual, unpredictable, or unforeseen situation caus~'<I by 

an act of terrorism, disease outbreak, natural disaster, major disaster as defined 

in 42U.S.C. 5122, or disaster emergency under AS 26.23.020 or 26.23.140, 

hut docs l1"t illdude;: a situation 10 which a health care facility has reasonable;: 

knowledge of increased patient volume or inadequate staffing because of some 

other cause, if that cause is foreseeable; 

(C) because the health care facility has a scheduling problem 

caused by unforeseen weather conditions that prevent a second nurse from 

arriving at the facility to relieve the nurse on duty; in this subparagraph, 

"unforeseen weather conditions" means unusual, unpredictable, or unforeseen 

weather so extreme as to impair travel to the health care facility, but does not 

include a situation in which the health care facility has knowledge of the 

weather conditions far enough in advance to act so that a scheduling 'problem 

under this subparagraph can reasonably be avoided; or 

(D) at a health care facility located in a rural community that 

declares a temporary nurse staffing emergency under AS 18.20.410; 

(4) a nurse fulfilling on-call time that is agreed on by the nurse and a 

health care facility before it is scheduled unless fulfilling the on-call time would, in the 

nurse's judgment, create an unacceptable risk to the physical safety of the nurse, a 

patient, or an employee of the facility; 

(5) a nurse voluntarily working overtime so long as the work is 

consistent with professional standards and safe patient care and docs not c.,ceed 14 

consecutive hours; 

(6) a nurse \'oluntarily working beyond 80 hours in a 14-day period so 

lung as the nurse docs not wurk more than 14 wnsecutive hours without a IO-hour 

break and the work is consistent with prufessional standards and safe patient earc; 

(7) a nurse \\ho 

-3- ("SilK 5011 
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(A) is employed 

(i) at a psychiatric treatment hospital that treats only 

adolescents and children; 

(ii) at a residential psychiatric treatment center under 

AS 18.07.111 or AS 47.12.990; or 

(iii) at a secure residential psychiatric treatment center 

under AS 47.32.900; 

(B) voluntarily agrees to work a 16-hour shift for the period 

between 5:00 p.m. on a Friday and 8:00 a.m. on the Monday that immediately 

follows and receives pay and benefits for that work that are equal to or greater 

than the pay and benefits the nurse would receive for working 20 regular hours 

in the same position; and 

(e) during the period described in (8) of this paragraph does 

not work a 16-hour shift consecutive with another shift of eight hours or more 

without an intervening break of at least eight hours; 

(8) the first two hours on overtime status when the health care facility 

is obtaining another nurse to work in place of the nurse in overtime status, so long as 

the nurse in overtime status is not on duty for more than 14 consecutive hours. 

Sec. 18.20.410. Temporary nurse staffing emergency. (a) If, after making a 

substantial and reasonable effort to increase the number' of available nurses on staff 

and failing in that effort, a health care facility in a rural community determines it is not 

able to meet the overtime limitations in AS 18.20.400 without putting the safety of its 

patients at risk of serious harm, the health care facility may declare a temporary nurse 

staffing emergency. A declaration of a tl.'lTlporary nurse staffing emergency under this 

section 

(I) must be made in a writing. singed by the administrator of the health 

care facility or the administrator's designee, that describes the facility'S reasonable 

effort to avoid the temporary nurse stalling emergency; and 

(2) may not exceed 30 days. 

(b) hnmediatdy after declaring a temporary nurse stalling emergency under 

(a) of this section, a health care facility shall file ... ith the di\ision of labor stundanls 

('SliD 51/( I -4-
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and safety, Department of Labor and Workforce Devclopment, a report that includes a 

copy of the signed writing required under (a) of this section. A report under this 

subsection is a public documt:nt. 

(c) In addition to the requirements of (a) and (b) of this section, a health care 

facility sha11 notify the legislature immediatc1y by delivery of a written report to the 

Alaska Legislative Council each time the facility declares a temporary nurse staffing 

emergency under AS 18.20.400(c) that exceeds two occurrences in a six-month period 

thdt b.:gills 011 JanudrY I or July I of the year in which the declaration occurs, or three 

occurrences in the one-year period that begins on January I of that year. A report 

under this subsection must include a copy of each report that is required of the health 

care facility under (b) of this section for the one-year period that begins on January I 

of the year the excessive declaration under this subsection occurs. 

Sec. 18.20.420. Health care racillty complaint process ror overtime work 

by nurses. A health care facility shall provide for an anonymous process by which a 

patient or a nurse may make a complaint about staffing levels and patient safety that 

relate to overtime work by nurses and to limitations on overtime work by nurses under 

AS 18.20.400. 

Sec. 18.20.430. Enforcement, offenses. and penalties. (a) The commissioner 

sha11 administer AS 18.20.400 - 18.20.469 and adopt regulations for implementing and 

enforcing AS 18.20.400 - 18.20.469. 

(b) A complaint a11cging a violation of AS 18.20.400 - 18.20.469 must be filed 

with the commissioner within 30 days after the date of the a11eged violation. The 

commissioner sha11 provide a copy of the complaint to the health care facility named 

in the filing within three business days after receiving the complaint. 

(c) If the commissioner finds that a health care facility has knowingly violated 

an overtime provision of AS 18.20.400 - 18.20.469, the following civil penalties shall 

apply: 

(I) for a first violation of AS 18.20.400 - 18.20.469, thc commissiom:r 

shall reprimand the health care facility; 

(2) for a second \iolation of AS 18.20.-100 - 18.20.469 within 12 

months. the commissioner shall reprimand the h"ulth cure facility and assess a penalt) 

("SIIRStI( ) 
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of$500; 

(3) for a third violation of AS 18.~0.400 - 18.20,469 within 12 months. 

the commissioner shall reprimand the health care facility and assess a penalty of not 

less than $2,500 but not more than $5,000; 

(4) for each violation of AS 18.20.400 - 18.20.469 after a third 

violation of AS 18.20.400 - 18.20.469 within 12 months, the eommissionc.."T shall 

reprimand the health care facility and assess a penalty of not less than $5,000 but not 

IIIOIC: than $25,000. 

(d) As an employer, a health care facility violates an overtime provision of 

AS 18.20.400 - 18.20.469 "knowingly" when the facility is either aware that its 

conduct is of a nature prohibited by the overtime provision or aware that the 

circumstances described in the overtime prohibition exist; however, when knowledge 

of the existence of a particular fact is required to establish that the violation was 

knowing, that knowledge exists when the facility is aware of a substantial probability, 

of its existence, unless the facility reasonably believes it does not exist. 

Sec. 18.20.440. ProhlbitioD of retaliatioD. A health care facility may not 

discharge, discipline, threaten, discriminate against, penalize, or file a report with the 

Board of Nursing against a nurse for exercising rights under AS 18.20.400 - 18.20.469 

or for the good faith reporting of an alleged violation of AS 18.20.400 - 18.20.469. 

Sec. 18.20.450. Enforcement of prohibitioD against retaliation. The 

commissioner shall investigate every complaint alleging a violation of AS 18.20.440, 

and, within 90 days after the date of filing of the complaint, provide to the 

complainant, the Department of Law, and the health care facility named in the 

complaint a written determination as to whether .the health care facility violated 

AS 18.20.440. If the commissioner finds a violation of AS 18.20.440, the 

commissioner shall request that the Department of Law represent the department and 

the complainant and obtain from the health care facility all appropriate reliee 

including rehiring or reinstatement of the complainant to the complainant's formcr 

position with back pay. 

Sec. 18.20A60. Report requirements. (a) :\ health carc facility shall tile \\'ith 

the di\ isioll of labor standards and safety. Department of L~"nr and \\,,'rktorec 

(,~"" SlIf ) 
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Development, a semiannual report on a fonn provided by the department. The report 

for the six-month period ending June 30 must be filed before the following August I, 

and the report for the six-month period ending December 31 must be filed before the 

following February I. The report must include, for each nurse employed by the health 

care facility or under contract with the health care facility, the number of overtime 

hours worked and the number of hours the nurse was on call. A health care facility that 

does not employ a nurse who worked overtime hours or who was on call during the 

reporting period is not rcquired to provide ovcrtime hours worked o~alVfor 
individual nurses but may instead complete the report by stating on the fonn that there 

are no reportable hours. 

(b) A primary care outpatient facility is not subject to the reporting 

requirements of (a) of this section. 

See, 18,20.465. Provisions not applicable to nurses employed in federal or 

tribal facllldes. The provisions of AS 18.20.400 - 18.20.469 do not apply to a nurse 

employed in a health care facility that is operated by 

(I) the federal government; or 

(2) a tribal organization as defined in 25 U.S.C. 450b. 

Sec. 18.20.467. Notice to employees. A health care facility shall post and 

maintain, in places readily accessible to individuals in the service of the health care 

facility, printed statements that describe employee rights and cmployer obligations 

under AS 18.20.400 - 18.20.469 and regulations adopted under AS 18.20.430. The 

commissioner shall supply the printed statements to a health care facility without cost 

to the facility. 

Sec. 18.20.469. Definitions. In AS 18.20.400 - 18.20.469, 

(I) "commissioner" means the commissioner of labor and workforce 

dewlopment: 

(2) "health care facility" means a private. municipal, state, or state 

hospital; independent diagnostic testing facility; primary care outpatient facility; 

skilled nursing facility; kidney disease treatment ~enter, including freestanding 

hemodialysis units; intermediate ,arc facility; ambulatory surgical 1:II.:ility; Alaska 

ri(lne~rs' lIoll1e or Alaska \'ctcrans' lIome administcn:d b~ thc Dcpal1ment "f Health 
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and Social Services under AS 47.55; correctional facility owned or administered by 

the state; private, municipal, or state facility I:mploying one or more public health 

3 nurses; long-term care facility; psychiatric hospital; residential psychiatric treatment 

4 center, as defined in AS 18.07. I I I or AS 47.32.900; secure residential psychiatric 

5 treatment center under AS 47.32.990; juvenile detention facility; juvenile detention 

6 home,juvenile work camp, or treatment facility as defined in AS 47.12.990; 
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(3) "nurse" means an individual licensed to practice registered nursing 

elr pradi~dl llursillg under AS O!l.6!i who provides nursing services through direct 

patient care or clinical services and includes a nurse manager when delivering in­

hospital patient care; 

(4) "on-call" means a status in which a nurse must be ready to report to 

the health care facility and may be called to work by the health care facility; 

(5) "overtime" means the hours worked in excess of a predetermined 

and regularly scheduled shift that is agreed to by a nurse and a health care facility; 

(6) "rural community" means a village or city that 

(A) has a population of less than 10,000, as determined by the 

Department of Labor and Workforce Development; 

(B) is in the unorganized borough; or 

(e) is in an organized borough that has a population of less 

than 25,000, as determined by the Department of Labor and Workforce 

Development. 

* Sec. 3. The uncodified law of the State of Alaska is amended by adding a new section to 

read: 

APPLICABILITY. A health care facility that is required to file reports under 

AS 18.20.460, enacted in sec. 2 of this Act, shall file its first report before February I, 2010, 

for the period July 1,2009, through Decl:mber 31. 2009. 

* Sec. 4. :\S 18.~0.460, I:naded in 51:C. 2 of this Act, and SI:C. 3 of this Act take dfeet 

2M July I, 2UU9. 

29 * Sec. S. E.,cept as provided in sec. 4 of this Act. this Aet takes effect January 1,2010. 

CSIIK ;;Of , -M-
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Alaska State Legislature 
Representative Peggy Wilson 

House District 2 

SPONSOR STATEMENT 
HB50 

"An Act relating to limitations on overtime for registered nurses and licensed practical 
nurses in health care facilities and providing for an effective date." 

Nurses are working excessive amounts of hours without adequate rest. This creates an unsafe 
work environment for patients and nurses. Mandatory overtime is one of the main reasons nurses 
leave nursing. Recent studies indicate that one in five nurses is considering leaving the 
profession. When polled on their reasons for leaving, mandatory overtime is always listed in the 
top ten. The purpose of HB 50 is to promote better patient and nurse safety and to create an 
envirorunent that will keep nurses at the bedside. 

HB 50 would prohibit mandatory overtime. Mandatory overtime hours are those hours above an 
agreed upon, predetermined, regularly scheduled shift, which the employer makes compulsory 
(as opposed to voluntary). The threat of reprisals includes but is not limited to discharge, 
discipline, demotion or assigrunent to unattractive tasks or work shifts or in some cases licensure 
removal, retaliatory reporting, and charges of "patient abandorunent". 

The bill does not ban overtime. The bill allows nurses to work up to 14 consecutive hours, but 
then requires a rest period of at least 1 0 hours. Another provision provides a nurse cannot be 
forced to work more than 80 hours in a 14-day period. Nurses can voluntarily agree to exceed 
the 80-hour limit, so long as they don't work more than 14 consecutive hours without the 10-
hour rest period. 

HB 50 allows for a number of exceptions to these requirements, including school nurses on field 
trips, nurses working on medivac flights, and if needed, for an unforeseen emergency that could 
jeopardize patient safety such as natural disasters or disease outbreaks. 

There are 15 other states that have adopted similar requirements, including Washington, Oregon 
and California. Most of these versions restrict nurses to only 12 consecutive hours, with a 
mandated rest period of 12 hours. HB 50 extended those requirements to a 14-hour limit with a 
lO-hour rest period to provide additional flexibility to our hospitals, particularly those operating 
in smaller communities. 

HB 50 addresses these problems in a reasonable and balanced manner, while making a work 
envirorunent safer. It will also help to retain nurses instead of giving them reason leave the state 
or retire early. 

26-LS0274 \E 



2376 

Interim: 
P.O. Box 109 

Wrangell, AK 99929 
Phone: (907) 874-3088 

Fax: (907) 874-3055 

ALASKA STATE LEGISLATURE 

REPRESENTATIVE PEGGY WILSON 
HOUSE DISTRICT 2 

Sectional Analysis 

House Bill 50 

Session: 
State Capitol, Room 406 
Juneau, AK 99801-1182 
Phone: (907) 465-3824 

1-800-686-3824 
Fax: (907) 465-3175 

"An act relating to limitations on mandatory overtime for registered nurses and licensed 
practical nurses in health care facilities; and providing for an effective date." 

Section 1. Describes the intent and reasons for the Act. 

Section 2. Defines the Act: 
• the limitations on overtime for nurses, 
• the process for complaints, 
• the enforcement, offenses and penalties as they apply to mandatory 

overtime for nurses, 
• prohibition of retaliation, and enforcement of the retaliation, 
• the reporting requirements. 
• the definitions of terms. 

Section 3. Sets the reporting periods. 

Section 4. Sets the effective date for sections 2 and 3 at July 1, 2009 

Section S. Sets effective date at Jan. 1, 2010. 

26-LS0274\E 



• 

• 

• 
2377 

ALASKA STATE LEGISLATURE 

Interim: 
Session: 

P.O. Box 109 
wrangell. AK 99929 

Phone: (907) 874-3088 
Fax: (907) 874-3055 

State Capitol, Room 406 
Juneau, AK 99801·1182 
Phone: (907) 465-3824 

1-800-686-3824 
Fax: (907) 465-3175 

REPRESENTATIVE PEGGY WILSON 
HOUSE DISTRICT 2 

Sectional Analysis 

House Bill 50 

"An act relating to limitations on mandatory overtime for registered nurses and licensed 
practical nurses in health care facilities; and providing for an effective date." 

Section 1. Describes legislative findings and intent for the Act. The purpose of 
this Act is to ensure public safety and assist with the retention of nurses at health care 
facilities by minimizing long working hours for nurses without adequate rest. 

Section 2. This section addresses the major elements of the proposed legislation. 

• Sec. 18.200400(a) prohibits a health care facility from forcing a nurse to 
work beyond certain prescribed periods of time, or to accept an 
assignment of overtime if, in the judgment of the nurse, the overtime 
would jeopardize patient safety or employee safety. 

• 

• 

• 

• 

Sec. 18.200400(b) requires nurses to receive not less than 10 consecutive 
hours of rest after working a predetermined and regularly scheduled shift. 

Sec. 18.200400(c) lists 7 exceptions to the requirements of (a) & (b), 
including for school nurses, medivac flights, unforeseen emergencies that 
could jeopardize patient safety, and certain on-call situations. Voluntary 
overtime is permitted so long as it does not exceed more than 14 
consecutive hours. 

Sec. 18.200410 requires a health care facility to provide an anonymous 
process for complaints by a patient or a nurse about staffing levels or 
patient safety related to overtime work by nurses. 

Sec. 18.200420 lays out a process for formal complaints by individuals 
against a health care facility that violates the provision of this Act, a 
mechanism to adjudicate these complaints involving the Department of 
Labor and Workforce Development, and a graduated schedule of 
penalties if it is determined that a violation has occurred. 

• Sec. 18.200430 provides an explicit prohibition against retaliation by a 
health care facility against a nurse who attempts to exercise their rights 
under the Act, or for the good faith reporting of an alleged violation. 

26-LS0274 \ E 
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Interim: 
P.O. Box 109 

Wrangell, AK 99929 
Phone: (907) 874-3088 

Fax: (907) 874-3055 

ALASKA STATE LEGISLATURE 
~!.. .". ,." ; 

REPRESENTATIVE PEGGY WILSON 
HOUSE DISTRICT 2 

Session: 
State Capitol, Room 406 
Juneau, AK 99801·1182 
Phone: (907) 465-3824 

1·800-686-3824 
Fax: (907) 465-3175 

• Sec. 18.20.445 establishes a semiannual reporting requirement for a health 
care facility to provide certain data relating to overtime and on-call 
activity for nurses. 

• Sec. 18.20.449 provides a number of definitions related to the Act . 

Section 3. Sets the reporting period for this first report reqUired under sec. 2 of 
this Act. The report for the last six months of 2009 will be due on February 1, 2010. 

Section 4. Sets July 1, 2009 as the effective date for the provisions dealing with 
the reporting requirements under AS 18.20.445. 

Act. 
Section 5. Sets an effective date of January 1, 2010 for all other provisions of the 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: CSHB 50(HSS) 

o Publish Date: 

Identifier (file name): 
Title 

HB050CS(HSS)-DOLWD-WH-04-15-09 Dept. Affected: 
Limit Overtime for Registered Nurses RDU 

Labor and Workforce Development 
Labor Standard & Safety 

~~~ ________ ~~~~~~~~~==~~~~~~~~~~ __ componenl 
Sponsor Representatives Wilson, Gara, Tuck, Petersen, Lynn, et al 

Wage and Hour 

Requester _________ ---!H~o~u~s:::.e.!-H!:e~a!;lth~a~nd~S::!oc~i2.al"S~e::rv!:i::ce"'s~ _________ Component Number 345 

Expenditures/Revenues (Thousands of Dollars) 

Note" Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Infannatien 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal SelVices 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
1157 Worker Safety Account 

TOTAL 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I
FulI-time 
Part-time 
Temporary 

1.0 

ANALYSIS: (Attach a separate page if necessary) 

73.6 73.6 73.6 73.6 73.6 73.6 
3.0 3.0 3.0 3.0 3.0 3.0 

18.9 18.9 18.9 18.9 18.9 18.9 
3.8 0.5 0.5 1.8 0.5 0.5 

99.3 0.0 96.0 96.0 97.3 96.0 96.0 

(Thousands of Dollars) 

99.3 96.0 96.0 97.3 96.0 96.0 

99.3 0.0 96.0 96.0 97.3 96.0 96.0 

None 

The bill requires the Department of Labor and Workforce Development to investigate and take enforcement action to resolve 
complaints of unlawful mandatory overtime use and alleged retaliation. Due to the significant number of registered nurses and 
licensed practical nurses currently licensed in Alaska (approximately 9,000 RN's and 1,000 LPN's), the department antiCipates the 
workload will require at least one full-time Wage and Hour Investigator I position funded with General Funds. Costs include $73.6 for 
salary and benefits, $3.0 for investigation travel, $18.9 for contractual which includes normal per position costs such as office space, 
phone, data processing and administrative support and $5.0 for Department of Law advice and representation, $0.5 for office supplies 
and an additional $3.3 for office furniture and equipment in the first year and an additional $1.3 for computer equipment replacement in 
the fourth year. 

Prepared by: 
Division 

Approved by: 
Agency 

(Revised 9I20Da OMS) 

Grey Mitchell, Director 
Labor Slandard & Safety 

Click Bishop, Commissioner 
Department of Labor and Workforce Development 

Phone 465-4855 
DatelTime 4/15/09 7:57 AM 

Date 4/15/09 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 
2009 LEGISLATIVE SESSION Bill Version: HB50 

o Publish Date: 

Identifier (file name): 
Title 

.;,H:.:B:.:07'50=-• .;;D:.=D:=L",W~D:.. • .:;W:.;Hi-'()::;3:..'()::;6:..'():::9=--___ Dept. Affected: 
Limit Overtime for Registered Nurses RDU 

-----======..:..::=====:::...-----Component 

Labor and Workforce Development 
Labor Standard & Safety 

Sponsor 
Requester 

Representatives Wi/son, Gara, Tuck, Petersen, Lynn, et al 
_____ ....:.H:.:o"'u:::se::..:..:H"e:::al"'th"a"'n"d"S"'o"'c"'ia"'I-"S:.:e::;rv:.:;ice=S'-_ ____ Component Number 

ExpendituresfRevenues (Thousands of Dollars) 
Note" Amounts do not include inflation unless othelWise noted below 

Appropriation 
Required Information 

Wage and Hour 

345 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
1157 Worker Safety Account 

TOTAL 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I

FUII.time 
Part-time 
Temporary 

1.0 

ANALYSIS: (Attach a separate page if necessary) 

73.6 
3.0 

18.9 
3.8 

99.3 0.0 

99.3 

99.3 0.0 

73.6 73.6 73.6 73.6 73.6 
3.0 3.0 3.0 3.0 3.0 

18.9 18.9 18.9 18.9 18.9 
0.5 0.5 1.8 0.5 0.5 

96.0 96.0 97.3 96.0 96.0 

(Thousands of Dollars) 

96.0 96.0 97.3 96.0 96.0 

96.0 96.0 97.3 96.0 96.0 

None 

The bill requires the Department of Labor and Workforce Development to investigate and take enforcement action to resolve 
complaints of unlawful mandatory overtime use and alleged retaliation. Due to the significant number of registered nurses and 
licensed practical nurses currently licensed in Alaska (approximately 10,000 RN's and 1,000 LPN's), the department anticipates the 
workload will require at least one full-time Wage and Hour Investigator I position funded with General Funds. Costs include $73.6 for 
salary and benefits, $3.0 for investigation travel, $18.9 for contractual which includes normal per position costs such as office space, 
phone, data processing and administrative support and $5.0 for Department of Law advice and representation, $0.5 for office supplies 
and an additional $3.3 for office furniture and equipment in the first year and an additional $1.3 for computer equipment replacement in 
the fourth year. 

Prepared by: 
Division 

Approved by: 
Agency 

(Revised 511200a OMS) 

Grey Mitchell, Director 
Labor Standard & Safety 

Click Bishop, Commissioner 
Department of Labor and Workforce Development 

Phone 465-4855 
Datemme 3/6/09 1 :06 PM 

Date 3/6/09 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: HBOSO 

o Publish Date: 

_-::-...:H",B",0::5::0:::-D:::H",S:::S:::-:"P"H,,-O:::3,,-0:::9::-O:::9,-_ Dept Affected"': __ --:-:-'-H"e'=a:::lth:,,&=S:::oCl"'·"'al..::s::e:::"""'· ce=s_ 
____ ...:L"im=it.;:O"v"ert"i:::m"e:::f.::o:..' R=eg"'i"st:::e:.:'e::d:::N.::u"'::::se,,s'-___ RDU Alaska Pioneer Homes 

Identifier (file name): 

Title 

-;:--:-:-:-:--:-: __________ ~:::----------- Component Pioneers Homes 
Sponsor Wilson 
Requester ________ ....:.;H"o"us:;;e:..H""S:::S _________ Component Number 

Expenditures/Revenues (Thousands of Dollars) 
Note' Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 0.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 0.0 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I
Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page ff necessal}') 

0.0 0.0 0.0 0.0 0.0 

(Thousands of DOllars) 

0.0 0.0 0.0 0.0 0.0 

HB 50 establishes limitations on overtime for Registered Nurses (RNs) in health care facilities, provides 
penalties for violations, and requires reporting of any overtime, with the overtime designated as voluntary or 
mandatory by the RN. The intent of HB 50 is to eliminate mandatory overtime for RNs unless the overtime is 
due to a grave and unforeseen event. Under the bill, use of mandatory overtime in excess of the bill's 
limitations will result in a report to the Department of Labor. 

0.0 

0.0 

The division has determined that passage of this bill will have a zero fiscal impact. Situations requiring overtime 
are adequately addressed by utilizing on-call RNs and requesting voluntary overtime. 

Prepared by: Dave Cote, Director 
Division Alaska Pioneer Homes 

Approved by: Alison EIgee, Assistant Commissioner 
DHSS Finance & Management Services 

(Revised 911012008 OMS) 

Phone 465-5737 
DatefTime 3/9/09 8:00 AM 

Date 3/9/2009 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: HB050 

o Publish Dale: 

Identifier (file name): 

TiUe 
_"...--:-H::B::0::50::;-",D"H",S",S,,-N,,-O::;3::;-O::;9::;-O::;9::.... __ Dept. Affected::;: ___ -':H"'e"'al::lh:.:&",."s"-Oc::;ia"'I..::S"'e:.:rv"'ice=S_ 

Limit Overtime for Registered Nurses RDU Public Health 
----~"'-'~~~~~~~~~~-----componenl ~N~u~~~in~g""'~-""~~~------

Wilson Sponsor 
Requester ________ ~H~o=us~e~H=S=S __________ ComponentNumber 

Expenditures/Revenues (Thousands of Dollars) 
Note' Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 

iCAPITAL EXPENDITURES 

iCHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Malch 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I 
Full·time 
PalHime 
Temporary 

0.0 

0.0 

ANALYSIS: (Attach 8 separate page if necessary) 

0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 

FY 2014 FY 2015 

0.0 0.0 

0.0 0.0 

This bill sets limitations for nurses working overtime hours beyond the scope of their regular duties. While the language in 
the bill makes it applicable to public health nurses, it would have a very limited effect on the Division of Public Health 
Section of Public Health Nursing. Most Public Health Nurses, as salaried employees, are not overtime eligible. 

The mandated semi·annual report to the Department of Labor and Workforce Development would typically require no 
effort because public health nurses rarely work "in excess of a predetermined and regularly scheduled shift that is agreed 
upon by the nurse and a health care facility." Normal itinerant schedules, even though they often involve more than a 7.5· 
hour day, are always predetermined and agreed upon. In addition, the bill exempts reporting requirements for unforeseen 
emergencies requiring extra work. There is no projected fiscal impact on the Section of Public Health Nursing. 

Prepared by: Jay Butler, Chief Medical Officer 
Division ~P"u",b",lic"-"H"ea",l,,th,-___________________ _ 

Approved by: Alison Eigee, Assistant Commissioner 
DHSS Finance & Management Services 

(Revised 911012008 OMS) 

Phone 269-8126 
DatelTime 319/09 8:00 AM 

Dale 3/912009 
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Matthew Johnson 

From: 

Sent: 

To: 

Subject: 

Rebecca Rooney 

Thursday, February 12, 2009 10:30 AM 

Matthew Johnson 

hb 50 testifierst.doc 

Attachments: hb 50 testifierst.doc 

Hi Matt, 

Page 1 of 1 

Here is a list of potential testifiers for a hearing in House HSS for the Nurses Mandatory Overtime bill, HB 50. 

Let me know if there is anything else you need. One thing on your list is a Fiscal note. Since yours is the first 
committee you will be the one to request it. In the past the only fiscal note came from Labor. 

Cheers, 
Becky 

2383 2/12/2009 
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HB 50 Witnesses, House HSS 

Debbie Thompson, BSN, RN, Executive Director AaNA - Anchorage 
Nancy Davis, RN/ MS - Board President - Juneau - might be out of town 
Patricia Senner, MS,RN,ANP - AaNA - Legislative Chair Donna Phillips, 
BSN, RN - Anchorage 
Kathleen Gettys, RN, BSN, SA - Eagle River 
Paul Mordini, RNC, BSN, MS - Eagle River 
Lynn Hartz, MSN, FNP-BC - Anchorage 
Mary Stackhouse, RN, BSN -Anchorage 
Rebecca Bolling, RN - Ketchikan 
Susan Walsh, RN - Ketchikan Tina Go~zales, Valdez 
Ray Southwell, RN - Nikiski 
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Posilion;SlallmlnIS; 
Assuring Patient Safety: The Employers' Role in Promoting Healthy Nursing Work Hours 

for Registered Nurses in All Roles and Settings 

Effective Date: 

Status: 

Originated by: 

Adopted by: 

December 8, 2006 

New Position Statement 

Congress on Nursing Practice and Economics 

ANA Board of Directors 

Purpose: This position statement articulates the American Nurses Association's position with 
regard to patient1 safety and encourages employers of registered nurses2 to establish policies 
and procedures that promote healthy nursing work hours and patterns that do not extend 
beyond the limits of safety for both nurses and patients. 

ANA Position: Given the well-documented relationship between nurse fatigue and an increased 
risk of nurse error with the potential for compromising patient care and safety, it is the position of 
the American Nurses Association that all employers of registered nurses should ensure 
sufficient system resources to provide the individual registered nurse in all roles and settings 
with: 

1. a work schedule that provides for adequate rest and recuperation between scheduled 
work; and 

2. sufficient compensation and appropriate staffing systems that foster a safe and healthful 
environment in which the registered nurse does not feel compelled to seek supplemental 
income through overtime, extra shifts, and other practices that contribute to worker 
fatigue. 

It is intended that this position statement be used in conjunction with ANA's position statement 
on the responsibility of the individual registered nurse to make decisions consistent with her or 
his ethical obligation to decline work assignments when fatigue may compromise her or his 
ability to deliver safe patient care, "Assuring Patient Safety: Registered Nurses' Responsibility in 
All Roles and Settings to Guard Against Fatigue" (in press). 

1 ANA. in its Nursing's Social Policy Statement, "recognized the importance of clearly identifying the recipients of 
professional nursing care, be they individuals, groups, families, communities, or populations." The Social Policy 
Statement notes that "[t]o date, professional nursing has not yet selected ... the term best depicting the healthy or ill 
recipients of professional nursing care." Therefore the term "patient" was selected to be used '1hroughout the text 
to provide consistency and brevity" ... and readers are asked "to keep in mind that the breadth of nursing practice 
always includes the various recipients of care," be they the individual, the group, the family, the community, or the 
population. Nursing's Social Policy Statement (2" edition), 2003, American Nurses Association, p. v & 22. 

2 While ANA's membership is limited to registered nurses, it is ANA's belief that employers of health care 
personnel have a similar obligation to these employees to establish policies and procedures regarding employee 
fatigue and patient safety. 

1 
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History/Previous Position Statements: In 2000, the American Nurses Association (ANA) 
House of Delegates adopted an action "Opposing the Use of Mandatory Overtime as a Staffing 
Solution" (CNPE-2). Embedded in this and other statements on related issues, ANA has 
consistently reiterated its position that registered nurses have a responsibility to reject any work 
assignment that puts patients or themselves in jeopardy (1995 ANA Position Statement, 'The 
Right to Accept or Reject an Assignment'). Further, ANA's consistent position has been that 
such a principled rejection does not constitute "patient abandonment;" on the contrary, it is the 
only ethical option for the fatigued nurse. 

Then, in 2004, the House of Delegates adopted a resolution entitled "Transforming the Work 
Environment for Nurses," based largely on the recommendations set out in the exhaustive 
Institute of Medicine (10M) report of the same year, Keeping Patients Safe: Transforming the 
Work Environment of Nurses. The report described the central role of registered nurses in 
protecting patient safety and achieving better patient outcomes; and it discussed the frequent 
mismanagement of the nurse's work environment that often threatens these integral 
contributions. Among those issues highlighted in the report, the 10M focused on institutional 
support and structures for maintaining nurse staffing at levels sufficient to avoid patient safety 
issues cause by nurse fatigue. 

The ANA 2005 House of Delegates overwhelmingly passed a resolution regarding the 
"Implications of Fatigue on Patient and Nurse Safety." That resolution built on the above 
described significant work that ANA has pursued for several years linking patient safety with a 
host of workplace environmental and staffing factors that affect the number of hours registered 
nurses work. It acknowledged the impact of nurse fatigue on patient safety, quality of care and 
nurse safety and urged individual nurses, nurse managers, nurse administrators, employers of 
nurses, trustees and other stakeholders to fulfill their legal and ethical obligations to assure that 
registered nurses' work hours and patterns do not extend beyond the limits of safety for both 
nurses and patients. 

Supportive Material: The 2004 10M report, Keeping Patients Safe: Transforming the Work 
Environment of Nurses, recognized that creating a healthy work environment for registered 
nurses that is most conducive to patient safety will require fundamental change within a health 
care organization. 

Strong evidence links prolonged work hours (more than 12 hours in a 24-hour span, or more 
than 60 hours in 7 days), rotating shifts and insufficient breaks to: 

• slowed reaction time, 
• lapses of attention to detail, 
• errors of omission, 
• compromised problem solving, 
• reduced motivation, and 
• decreased energy for successful completion of required tasks (10M, 2004, p.12). 

Further, Rogers, Hwang, Scott, Aiken, and Dinges (2004) found that the likelihood of making an 
error was three times higher when nurses worked shifts lasting 12.5 hours or more, and that 

2 



2388 

nurses, indeed, worked longer than scheduled on a daily basis, and generally worked more than 
40 hours a week. Research examining consecutive hours worked by medical interns and 
residents also found that after extended work shifts there was an increased risk for both patient 
errors while at work and motor vehicle crashes leaving work (Landrigan, et aI., 2004; Barger, et 
aI., 2005). 

Recent research with 2,273 RNs by Trinkoff, Geiger-Brown, Brady, Lipscomb and Muntaner 
(2006) documented that more than half of the hospital nurses in their study typically worked 12 
hours or more per day and more than 50 hours per week. Further, nurses were likely to work 
many days consecutively, without sufficient rest between shifts and during scheduled time off. 

Excessive total hours worked puts nurses and patients at risk; in addition, rotating shifts can 
also threaten patient safety. Research by Circadian Technologies Incorporated has found that 
the number of accidents for all shift workers is 1.2 times greater than that for traditional workers 
and the resulting incremental cost to business is $8.5 billion (BNA, 2003). 

Given this risk, the individual nurse's ethical responsibility to consider her or his level of fatigue 
when deciding whether to accept a patient assignment is addressed in the ANA's 
complementary position statement, "Registered Nurses' Responsibility in All Roles and Settings 
to Guard Against Working When Fatigued." In the present statement, "Assuring Patient Safety: 
The Employers' Role in Promoting Healthy Nursing Work Hours for Registered Nurses in All 
Roles and Settings," ANA urges employers of registered nurses to acknowledge their 
responsibility to assure a safe workforce, and to initiate fundamental change in their staffing and 
salary policies so as to create incentives for a rested and safe nursing workforce. 

At the institutional or organizational level, the risk that fatigue poses to both nurse and patient 
safety mandates that nurse managers and administrators actively promote changes in the work 
environment of nurses. Provision Six of the Code of Ethics for Nurses with Interpretive 
Statements clarifies: 

The nurse participates in establishing, maintaining, and improving health care 
environments and conditions of employment conducive to the provision of quality health 
care and consistent with the values of the profession through individual and collective 
action (p. 20). 

Interpretive Statement 6.3 further delineates the ethical responsibilities of nurse managers and 
administrators to take action to curtail extended work hours and insufficient rest time between 
shifts: 

Acquiescing and accepting unsafe or inappropriate practices, even if the individual does 
not participate in the specific practice, is equivalent to condoning unsafe practice (p. 21). 

Nurse managers and administrators, bound by this ethical code of practice, may feel torn by 
conflicting professional obligations. Hospitals and other health care entities, not similarly bound, 
are clearly under pressure to reduce expenses; the managers of these institutions and 
organizations may not recognize the connections between their budget and nurse fatigue. Their 
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response to market pressures has often been an "adhocracy" of registered nurse understaffing, 
patched with excessive overtime, expensive agency nurses and rotating shifts that further 
deteriorates working conditions for already overworked nurses, thereby threatening patient 
safety. 

Administrators need to be educated to the larger costs to their institutions of nurse fatigue as 
well as the costs of excessive overtime and agency nurses. The most obvious cause-and-effect 
may be seen in the reduction of adverse patient outcomes when an adequate, appropriate, and 
rested nursing staff is available. Study after study has concluded that nursing care, specifically, 
and appropriate staffing in general, is central to improved patient outcomes. This directly affects 
the institution's bottom line. 

For example, ANA's 2000 study, Nurse Staffing and Patient Outcomes in the Inpatient Hospital 
Setting, describes five adverse outcomes measures that respond favorably to adequate nurse 
staffing: hospital length of stay, nosocomial pneumonia, postoperative infections, pressure 
ulcers, and nosocomial urinary tract infections. Each of these might cost a hospital or health 
facility money that it would otherwise not spend. Appropriate nurse staffing that permits time for 
thorough patient assessment and timely interventions ultimately improves outcomes, and has 
the potential for significantly reducing these types of expensive risks. 

Risks to nurses in the health care environment, only amplified by the fatigue factor, can similarly 
affect the cost of doing business for employers of nurses. Health care jobs are already among 
the most hazardous occupations. In a 2004 survey, the U.S. Bureau of Labor Statistics noted 
that, of the fourteen private industry sectors with the highest reported number of cases of injury 
or illness, three were in the health care and social assistance sector. In fact, "hospitals and 
nursing and residential care facilities have led [italics added] the list of industries reporting [the 
highest number of] cases for the past two years" (p. 8). The rate of illnesses experienced by 
workers in the hospital industry was almost three times that of workers in private industry as a 
whole. 

Knowing all of this, and supported by the extensive research linking human fatigue with error, 
institutions that persist in policies supporting a culture where overwork, understaffing and 
underpay are the norm may ultimately find themselves facing extensive accountability for their 
short-sightedness. The consequence of institutional intractability is even more stark as the 
evidence accumulates specifically linking nurse fatigue with errors in clinical judgment that have 
the potential to harm patients or nurses themselves. 

Employers may begin to experience the legal implications of the mounting research on fatigue, 
as well. For example, a registered nurse successfully claimed workers' compensation for 
injuries from a motor vehicle accident that occurred when she fell asleep while driving home 
after working back-to-back double shifts, at the behest of her manager and against her own 
judgment. The court ruled in her favor because it deemed the hospital's systematic abuse of 
overtime as a foreseeable and avoidable cause of the accident (Deland v. Hutchings, 1994). As 
hospitals and other health care institutions increasingly look to institutional systems to assure 
patient safety, as opposed to a model that only looks at individual responsibility, it is possible 
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that courts will follow the trend in finding institutional liability for those lapses in institutional 
policy that foreseeably result in harm to patients or staff. 

Institutions also accrue the secondary costs of nurse fatigue that must be paid in time, and that 
ultimately affect the entire health care system. Clearly, nurse fatigue and the factors 
contributing to it are not isolated from the larger issues of health care workforce and access to 
care. In its 2001 report, "Nursing Workforce: Emerging Nurse Shortages Due to Multiple 
Factors," the US General Accountability Office cites "inadequate staffing, heavy workloads, the 
increased use of overtime, a lack of sufficient support staff, and the adequacy of wages" as key 
factors in the emerging registered nurse shortage (p. 2). When all the related factors are 
considered, fairer wages for registered nurses may be, at a minimum, cost-neutral for hospitals 
and other entities. 

The drive for "organizational efficiency," when its proponents fail to balance it with other values, 
continues to backfire in industry after industry. Increasingly, businesses must balance the cost 
of assuring a rested workforce against the regrettable cost of not having rested workers. The 
shift and duty times of airline pilots and truck drivers are regulated for precisely these reasons. 
In health care, teaching hospitals can be denied their accreditation for graduate medical 
education if they routinely ignore resident work hour limits. Although the application of this logic 
has been slow to reach the rest of the health care community, employers need to make the 
connection between nurse fatigue and safety of both the patient and the nurse. 

The management of hospitals and other healthcare entities must be accountable for making the 
changes necessary to align their rewards systems with their espoused value of high quality 
patient care and safety. Nursing can support this mission by generating specific 
recommendations as to what institutions can do differently to address the factors that contribute 
to nurse fatigue. 

Several nursing specialty organizations have addressed how their members might best balance 
work and rest to optimize safety, and how their employers might support their doing so. The 
Association of peri Operative Registered Nurses (AORN), an organizational affiliate of the 
American Nurses Association (ANA), offers several strategies in its 2005 Position Statement on 
Safe Work/On-Call Practices, to promote patient and perioperative personal safety. Those 
strategies that directly target action by institutions and organizational systems include: 

• Perioperative Registered Nurses should not be required to provide direct patient care for 
more than 12 consecutive hours in 24 hours and not more than 60 hours in a seven-day 
period. 

• Off-duty periods should be scheduled to provide for an uninterrupted eight-hour sleep 
cycle. 

• Arrangements should be made to relieve a perioperative registered nurse who has 
worked on-call and is scheduled to work the following shift to allow for adequate off-duty 
recuperation time. 

• The type of facility and possible number of sustained work hours should be taken into 
consideration when making on-call shift assignments. 
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• The individual's ability to be able to meet the potential work demands should be 
considered when making on call assignments. 

• Employers should support perioperative registered nurses to change cultural attitudes so 
that fatigue is recognized as an unacceptable risk to patient and worker safety rather than 
a sign of their dedication to their job. 

AORN's full position statement and guidance statement on Safe On-Call Practices in 
Peri operative Practices can be found on the AORN web site at the following link: 
http://www.aorn.org/about/positions/default.htm. 

The American Association of Critical Care Nurses has explored how "mental and physical 
fatigue can contribute to errors and 'near-misses' with medications and case-related 
procedures" in its position statement opposing mandatory overtime. Without the ability to resort 
to mandatory overtime, "hospitals and health care institutions will have to look at real remedies 
for understaffed facilities, such as: 1) hiring more RN's, and 2) utilizing strategies to recruit and 
retain more nurses" (http://www.aacn.org/AACN/pubpolcy.nsf/vwdoc/pmp • .II 7). 

A 2006 study by Scott, Rogers, Hwang and Zhang targeted at this critical care nursing 
population generally affirms earlier studies, showing respondents ''worked longer [hours] than 
scheduled and for extended periods," and that "longer work duration increased the risk of error 
and near error and decreased nurses' vigilance" (p. 1). It also supports the 10M's 
recommendations to minimize the use of 12-hour shifts and to limit nurses' working hours to 12 
consecutive hours during anyone 24-hour period. The authors were particularly persuaded by 
the potentially dire consequences of a fatigue-induced mistake in critical care, where "patients 
are not only exposed to more medications and treatments than are patients in general care 
areas but are also seriously ill, with little natural resilience or ability to defend themselves from 
the consequences of healthcare mishaps" (Scott, 2006, p. 1). 

This evidence, highlighting the detrimental effects of nurse fatigue on patient and nurse safety, 
as well as on institutional and organizational accountability, leads ANA to recommend the 
following actions for registered nurses, employers, researchers and educators. 

Recommendations: As a means of implementing this position statement, the ANA 
recommends the following eleven specific actions: 

Practicing Registered Nurses: 

1. Individual registered nurses should consistently exercise their ethical obligations as 
articulated in'the ANA's position statement on Registered Nurses' Responsibility in All 
Roles and Settings to Guard Against Working When Fatigued (ANA, in press). 

2. Nurse managers and administrators have a responsibility to examine and institute 
scheduling practices that promote safe work hours, adequate break time, and minimal 
rotation of shifts. 
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Employers/Health Care Agencies: 

3. All employers should provide fair compensation that encourages the elimination of the 
need for such strategies as excessive overtime or rotating shifts. The ANA recommends 
a thorough examination of overtime pay expenditures and a reassignment of those 
dollars toward both the additional staff necessary to eliminate overtime and subsequent 
increases in registered nurses' base compensation. These steps should be cooperatively 
pursued and negotiated in an open and equitable process that includes both registered 
nurses and healthcare administrators. 

4. Registered nurses' salaries must be adjusted to appropriately reflect their education, 
training, experience and the value they add within the health care entity for which they 
work. In particular, "wage compression," or the stagnation of salary growth relatively 
early in a nurse's career, should be eliminated and experience rewarded so that the 
health care system retains its nursing workforce. Salaries should be such that registered 
nurses do not feel compelled to seek supplemental income through rotating shifts, 
overtime and other voluntary practices that contribute to worker fatigue. 

5. All employers of health professionals should provide ongoing education to employees 
concerning the impact of consecutive and total hours worked and employee fatigue on 
patient safety, quality of care, and the personal safety of employees. 

6. Employers should institute policies, including whistleblower protections, permitting the 
free exchange of ideas and information about staffing and quality of care issues among 
their staff without fear of reprisal or retribution. 

7. Employers should adopt as official policy, the position that registered nurses have the 
right to accept or reject a work assignment based on fatigue; that such rejection does not 
constitute patient abandonment; and that registered nurses should not suffer adverse 
consequences in retaliation for rejecting in good faith a work assignment based on 
fatigue. 

8. Employers should have a system in place for evaluating instances of registered nurses 
rejecting assignments in order to evaluate causes and effectiveness of staffing patterns. 

Education: 

9. Schools of Nursing should add to their curricula information on the impact of hours 
worked, rotating shifts, and neglecting to take meal and rest breaks on patient safety and 
harm to self and peers. In addition, the ethical obligation of the individual registered 
nurse to monitor fatigue and to decline assignments that put patients at risk should be 
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stressed, relying on Provisions and Interpretive Statements from the Code of Ethics for 
Nurses (ANA, 2001). 

10. Academic education and training programs for health care administrators should include 
curricula content regarding the impact of nurse and health care worker fatigue on patient 
and staff safety, and the importance of supporting a healthy workplace for registered 
nurses and other employees. 

Research: 

11. ANA should partner with specialty nursing organizations and other stakeholders to assure 
that the following subjects are included on the research agendas of various funding 
entities: 

• Determinants of registered nurse fatigue 
• Impact of nurse fatigue on the health and well-being of nurses 
• Impact of registered nurse fatigue on patient safety 
• Patient classification/acuity systems 
• Staffing patterns and nursing-sensitive patient outcomes 
• Salaried registered nurse-staffing models 

12. Schools of Nursing, as well as Schools of Public Health, Occupational Health, Health 
Services Research and Economics, should develop graduate research foci around the 
areas of patient acuity, nurse staffing patterns, nurse fatigue and quality of care. 
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House Bill No. 50: "Safe Nursing & Patient Care Act" 

What Does HB 50 Do? 

• Protects patients and nurses in a health care facility by limiting forced overtime unless needed for 
an emergency. 

Nurses cannot work more than 14 consecutive hours without 10 hours of rest, or be forced to 
work more than 80 hours in a 14-day period, Nurses can volunteer to work additional shifts 
beyond this limit, so long as the nurse does not work more than 14 consecutive hours without 
10 hou rs of rest. 

• Exceptions are allowed for unforeseen emergencies, school nurses, medivac flights, and certain 
on-call situations. 

Why is HB SO Needed'! 

• 

• 

• 

• 

• 

• 

• 

Purpose of bill is to promote patient safety and better working conditions for nurses, 

Nurses in Alaska are working an excessive amount of overtime without adequate rest. Nurses 
often work well beyond 12 consecutive hours, or come back within 2-4 hours of completing a 12-
hour shift. In other cases, nurses are working several 12-day shifts over consecutive days. 

In most cases, this is forced or mandated through a practice called "mandatory call", which 
the hospitals freely admit is used. In some cases, this is accomplished by pressure tactics 
designed to get nurses to "volunteer' for overtime hours. Suggestions of patient abandonment or 
assertions that nurses will be letting down co-workers are not uncommon, 

HB 50 will help with nurse recruitment and retention by prohibiting excessive amounts of 
overtime. The nurse workforce is aging - a ban on excessive overtime will keep these nurses 
working longer. 

A recent phone survey by AaNA documents that not all of the new UA nursing school graduates are 
being hired. The bill will not exacerbate the so-called shortage - there are additional 
graduates available to fill positions. 

Data suggests many hospitals are using overtime as a staffing tool. Hospitals are not hiring all 
available graduates and maintain vacancy rates of between 7% to 25%. It appears that many 
hospitals are trying to avoid hiring Full-Time Equivalent (FTE) employees. 

83% of the Alaska RN workforce is over 40 years of age and 53% is over the age of 50. We need 
to conserve the workforce we have, and at the same time not scare away the 17% of the 
workforce that is under age 40. People with young families are not going to stay in the profession 
if they are constantly being forced to work. 
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Comments on S8 12 & HB 50: "An act relating to limitations on mandatory overtime for 
registered nunes and licensed practical nurses in health care facilities." Patient Safety 

Act 

To Whom It May Concern: 
,-

Thank you for listening to my commenta. AB a physioian. specielizing In endocrinology. 
I am distressed at the physical alterations that can occur in an aging nursing workforoo 
while their hours and demands steadily rise. It is no Secl'Ot that the population of America 
is aging. rn Alaska the average age of a professional registered nurse is close to 49 years 
old. 

According to John Howard, MD, fonner director of the National Institute for 
Occupational Safety and Health, "the average number of houre worlred lIIlIIUally by 
workers in the United Statea has increased steadily over tho past a_al decades and 
cl1IrMtly swp."as that at Japan and most of Wmem Europe." (2004) Dr. Howard 
continues nodng, ''the Influence of overtime and extended work shifta on worlcer health 
and safety, as well as on worker errors, is gllining increased attention from the sciClltifio 
community,labor representatives, and industry ... the volume ofleglslauve activity seen 
nationwide indicates It heIghtened level of societal concern III1d timeliness of the lssue." 
Many states have passed safe patlenrJegislation wilh Its foundation based on research 
correlating much higher error rates with overtime. The Institute ofMediclne identifies 
long hours for nursC! 8l/ one of the critical problams in safety studies, and has bean 
ad'VQcating for safeguards. 

NUlm 8J:C oritical thlNJng professionals employed to assess, treat, IIIId evaluate patients, 
and need a·non-lDJIOdated work environment to funBdon wa1l. Patients should not be 
subjected to those who arc fatigued, stressed, and foreed to work overtime. We all 
dopend on the nurse to be alert end aware. 

1 encourage the Alaska Leglldat\lrc.to be judicious and rational in its thinking. 
Regardless of the WIlrkforce challenges for institutiOllB, we have 110 alternative but to 
follow a strategy of safetY for padent.. IiIId communities. Please limit the overtime and 
extended hours worked by nUr5es in the State of Alaska. 

1 thank you for this opportunity • 

• 
--BCJoPlOvidence Drive, Suite 206 

Anchotll!CIo AK 99508 
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Re: HB50/SB 12 

Dear Honorable Legislators 

I would like to see mandatory overtime/on call addressed. I was in the hospital 
from 0645 till 0045 last night then had to return at 0645 today. I am on call again 
this pm 1900 to 0700 tomorrow. 

I still have to come to work tomorrow and ifI get called in tonight how mentally 
alert will I be? 

Thanks, 

JoAnne Zemlicka 
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To my Legislature regarding patient safety: 

February 10, 2009 

Ladies and Gentleman, 

As a current Registered Nurse in Alaska of 31 years, I must say that patient safety is very 
important to me as a professional. I would not ever practice as a Nurse if patient safety was an 
issue for me. Making a Nurse work mandatory overtime puts not only the Nurse at risk of injury, 
it also puts her patients at risk as well. For 29 years I worked in an Intensive Care Unit full time 
12 hour shifts leaving home at 6pm and getting home most mornings at 8:30am if my patients 
did not go bad on me in the last hour of work, otherwise it might be more like lOam. 

Nurses work extremely hard with life and death situations and would not hesitate to help when 
needed. To make it mandatory for a Nurse to work overtime is not only wrong, it is dangerous. 

I feel that Nursing is such a hard job, that it is truly a calling from God himselfto accomplish 
this professional practice every single day. 

Sincerely, 

Helen Christine Wood, RN, B.S.N . 
17535 Santa Maria Drive 
Eagle River, Alaska 99577 
907 301-2238 
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RE: HB 50/SB12 

Dear Legislators: 

sel/\,V\A!YS '" Po 'Box. iOX2G4, Av\'c~\OYClge, AI<.335iO 

30r-243-f?044 '" sel/\,fClV\A.@ClCSClLClsR.e.V!&t 

February 11, 2009 

I am writing this letter is support ofHB 50/SB 12, acts relating to limitations on 
mandatory overtime for RNs and LPNs. Having been a nurse for over 25 years I can attest to 
how physically and mentally draining it is to work a shift as a nurse. A nurse caring for adults 
lifts over 1.2 tons in an 8 hour shift. The patients are feeling poorly and can become critically ill 
at any point, medications must be given in correct amounts to avoid toxic effects, families are 
anxious and often a little short, and there are many other healthcare providers with whom care 
must be coordinated. Because the consequences of errors can be so serious, this is not the type 
of work environment where nurse fatigue should be allowed to happen. 

Over 30% of the nursing workforce is over the age of 50 years, and many of these nurses 
plan to retire in the next five years. In Alaska we have worked hard to train new nurses. We do 
not want to drive these nurses out of the Alaskan workforce because they are being forced to 
work excessive hours. Remember, Oregon, Washington and California have banned mandatory 
overtime for nurses making them a very attractive destination for Alaska nurses. Everyone I have 
talked to has been amazed that there would be any opposition to limiting the hours a nurse can 
work to 14. 

Thank you for considering my views. Hopefully this will be the year that we work to 
create a work environment in which RNs and LPNs can provide quality patient care without 
concern of being worked to exhaustion. 

Sincerely, 

Patricia Senner MS, RN, ANP 



• February 16, 2009 

Re: SB12/HBSO 

Dear Legislators, 

I am currently a nurse educator, but have 2S+ years of clinical nursing experience, as well as 

having recently been a consumer of health care for close family members. I am also a Certified 

Professional in Healthcare Quality (CPHQ), and in that role in a hospital reviewed medical 

records and worked to drill down adverse patient outcomes. It has been my personal 

experience as a bedside nurse in hospital and long term care positions that mandated overtime 

to cover staffing shortfalls, that the quality of care delivered was adversely impacted. 

Exhausted people make poor drug calculations, poor assessments, and are less apt to walk 

around and check in on their patients frequently. It puts patient care in jeopardy and it also 

puts nurses at risk for bad practice and subsequent litigation. It is also a major reason why 

some nurses quit practicing in direct care positions -- and we need those nurses with high 

standards and clear boundaries taking care of us and our families through critical illnesses. 

• I ask you to support legislation that would ban mandatory overtime for nurses. Instead, support 

nursing education opportunities and we will continue to bring bright and motivated caregivers 

into the healthcare field. 

• 
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Thank you for your consideration. 

Anne Doerpinghaus, MS, RN, CPHQ 

Assistant Professor, Allied Health 

TVC, University of Alaska 

ffaxd@uaf.edu 
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............................................................................................................................................................................................... 
1802 Glacier Highway 
Juneau, Alaska 99801 
(936) 553-5241 
lauree@gci.net 

February 16, 2009 

Dear Representative Wilson: 

Thank you for introducing HB 50, Limit Overtime for Nurses. Nurses perform tasks 
that require accuracy, quick thinking and sound judgment; each of which is 
diminished after long consecutive hours of work in stressful environments. Both as a 
patient myself and as a caretaker for my father and then my mother as they had 
extended stays in hospital settings, I have seen overworked nurses make mistakes. 
Fortunately, for us, they were not life-threatening, but it is easy to imagine how they 
might have been. 

Although some nurses may want to work overtime in these tough economic times and 
hospitals may believe the practice saves money, neither reason should take 
precedence over patient safety. Nurses need to be alert and ready to handle 
emergency situations as they arise. We should do everything we can to help ensure 
the dedicated people who choose to work in the nursing profession can do their jobs 
safely and well. HB 50 is a good first step. 

Sincerely, 

Lauree Morton 
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ALASKA WOMEN'S LOBBY 
A WL Mission: To defend and advance the rights and 
needs of Women, Children and Families in Alaska 

Letter of Support 
HB 50, Limit Overtime for Nurses 

P.O. Box 20891 
Juneau, Alaska 99802.$91 
www.akwomenslobby.org 

The Alaska Women's Lobby, a statewide group working to defend and 
advance the rights and needs of women, children and families, supports HB 
50. Limiting overtime for nurses is a patient safety issue. When you are in 
their care you want someone available to you that is well rested and 
nourished, can think quickly on their feet, and can interact with patients in a 
friendly professional manner. You do not want someone responsible for 
your care that has been working for ten or twelve or more hours straight 
without a break to be the one in charge of the decisions that can mean the 
difference between your living or dying. Regardless of how hospitals or 
nurses posit this bill, patient safety should be paramount to any other 
concem. 

Several studies have found patient safety is at risk when nurses work more 
than 12 hours in a 24 hour period. The 2004 study, Working Hours of 
Hospital Staff Nurses and Patient Safety, found that nurses working more 
than 12.5 consecutive hours were three times more likely to make an error 
than nurses working shorter hours. Working overtime at the end of a shift 
also increased the risk of making an error .. Possible errors, which also 
applied to nurses Who worked unplanned overtime at the end of a 
scheduled shift, included giving patients incorrect medications or dosages, 
according to the study. 

According to a 2007 study sponsored by the US Agency for HeaHhcare 
Research and Quality (AHRQ), components of working conditions, including 
a hospital's organizational climate, staffing, and overtime, were found to 
influence outcomes in the elderly patients in hospital intensive care units 
(ICUs). Other recent AHRQ-funded studies on nurses' working conditions 
and patient outcomes have found a significantly greater risk to patient safety 
when nurses worked beyond their regularly scheduled number of hours. 

The Institute of Medicine in its 2003 report, Keeping Patients Safe: 
Transforming the Work Environment of Nurses recommended that nurses 
provide direct patient care for no more than 12 hours in any given 24-hour 
period and less than 60 hours in a 7-day period. AHRQ called for the report 
in recognition of the key role of nurses in patient safety . 

Alaska should do everything possible to ensure patient safety. Limiting 
overtime for nurses is a solid first step. Support passage of HB 50 this 
session. Take seriously the charge to keep Alaskans safe as they try and 
get their heaHh care needs met. 
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Re: HB50/SB 12 

To the Honorable Senators and Representatives of the Alaska Legislature, 

Please join with your counterparts in 12 other states that have passed legislation to prohibit 
mandatory overtime for nurses. Join our congressional delegation of Senator Murkowski and 
Congressman Young who co-sponsored the Safe Nursing and Patient Care Act of 2007 which 
prohibits mandatory overtime except in cases of states of emergency. 

Most people would not choose to fly in a plane with a pilot forced to work beyond what they felt 
was their safety limit in competence for work hours. In fact, it is illegal. How then has it taken so 
long to pass this legislation that will contribute to patient safeiy? This is not a matter of employer 
rights in staffing. If a nurse tells the employer she or he has worked too many hours and is not 
safe to practice; why on earth would you not believe himlher? Would you risk your life or a 
loved one's on the nurse's word or their employers? 

The rules for pilots solved this long ago. Similar restrictions in on-call and work hours are even 
now being addressed for medical residents due to safety reasons in an attempt to reduce medical 
errors. Alaska will not be the first state to address this problem with legislation but I certainly 
hope it will not be the last. 

Although I no longer work in a hospital myself, I have been a patient in one and may be again. 
Speaking both as a nurse and a consumer, I urge you to support passage ofHB 50 and SB 12. 
Sincerely, 

Lynn Hartz MSN, FNP-BC 
3104 Brookside Drive 
Anchorage, AK 99517 
ph 907-248-4877 
fax 907-222-1498 
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Re: HBSO/SB12 

2/11/09 

Dear legislators, 

As a registered nurse (RN), I heartily support these two pieces of legislation. Patient safety will 

be jeopardized if health care facilities are given free reign to impose mandatory overtime. 

Patient safety is Job 1 for nurses, to borrow a phrase from different industry. An RN who is 

required to work overtime beyond a twelve-hour day or even an eight-hour day is physically, 

mentally, and emotionally fatigued. Thus, her judgment is potentially compromised, her 

physical strength weakened, and her emotional capacity diminished. 

In my institution, on my unit, I care for extremely sick individuals, with co-morbidities that 

include dementia, confusion, obesity (majority of patients), and often lower extremity 

amputation. 

My unit is already suffering from budget issues that have resulted in less nurse's aide 

assistance. Hence I am responsible for safely assisting any combination of obese patients with 

altered mental status who are missing at least one leg to the toilet, with little or no staff 

assistance. At the end of a twelve-hour day, I am ready to go home. I have reached my daily 

limit of sharp, focused thought for decision-making. and accurate charting. 

I mayor may not have had a chance to take a quick break for a snack. Sometimes I am so busy 

caring for patients I forget to use the ladies room. Our institution's break and meal policy is 

catch as catch can. So, if mandatory overtime was added, I am not sure I would even get to eat 

dinner before my next "shift" started. 

Mandatory overtime? That's too much to ask. It is not humane, IT IS NOT SAFE FOR THE 

PATIENT OR THE NURSE. An increase in back injuries in nurses, medication errors, and patient 

falls are examples of the consequences of mandatory overtime. 

I care for renal patients who often have a minimum of a dozen or more scheduled medications 

in addition to "PRN" or as needed medications. These medications usually include insulin, blood 

pressure medications, and heparin or coumadin---all high risk medications. At the end of a 

twelve hour day, I can tell you that I become fatigued, and would be prone to making mistakes. 
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• The health care industry is seriously compromising the public trust with mandatory 
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overtime. The health care industry is exchanging the health and safety of their patients/clients 

for monetary gain. 

Mandatory overtime results in nurses who themselves become patients due to fatigue, stress, 

and physical deterioration of their feet and legs. 

The health care industry, in requiring mandatory overtime, falls in with a crowd that practices 

human exploitation. 

Sincerely, Theresa E. Philbrick, RN 
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Gary C. Goins, MS,BSN, RN 

3301 Eureka Street 

Anchorage, AK 99503 

February 10, 2009 

To The Legislative Committee: 

It is easy to see that the sacrifices a nurse makes to help the individuals in our communities is a 

significant one. 

We do not take our responsibility lightly nor should we. Privileged to care for the injured and ill, for our 

neighbors and friends, sharing their moments of triumph and helping them cope with devastating 

losses. 

I want to tell you that a nursing practice ratio makes a patient safer. In that bed that will be you, me, 

our child or our loved one. By focusing on each person we care for, we are able to see signs of problems 

early, catch them, alert the doctors and fix them. If we are exhausted from no breaks or seeing to many 

patients we can, like all good people, fail. 

In practice for 20 years I have seen hundreds of these cases. I can tell you that patients in California are 

safer due to support to nurses for adequate breaks and established rules. 

These laws most likely cost more but please believe me, if that was your child or your mom, you would 

sacrifice your life savings and more to secure their well being. I would too. No amount of tears can 

solve an error caused by lack of adequate and safe staffing. I have sat with people as those tears flow 

like mountain streams with family and clinicians devastated by the simple lack of prudence in health 

care planning. 

I urge you, the noble men and women to adequately consider what effects are created by adequate 

staffing or the lack thereof. 

Very truly yours: 

Gary C. Goins MS, BSN, RN. 

Staff Nurse 

Adult Critical Care Unit Providence Alaska Medical Center 

Emergency Department Alaska Regional Hospital 

• Recipient Congressional Certificate of Appreciation. United States Congress. 1987 
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February 11, 2009 

Re: House Bill 50 Senate Bill 12 

Dear Legislator, 

My name is Debbie Thompson, I am a Registered Nurse certified in the Operating 
Room and Peri-Operative nursing and I am the Executive Director of the Alaska Nurses 
Association. In this role I act as a spokesperson for not only the public safety at large 
but just as importantly for the nurses of Alaska. 

I would like to express my support in both House Bill 50 and Senate Bill 12. As a long 
time operating room nurse I can tell you that these bills address a serious public safety 
issue within the health care industry. Each citizen in the state of Alaska deserves to 
have a well rested nurse taking care of them. The government has stepped in made 
requirements for the airplane pilots, truck drivers and train conductors and engineers. 
Why would anyone put the lives of their loved ones or themselves at risk for potentially 
fatal medical errors. 

Thank you for consideration to this matter. 

Debbie Thompson, BSN, RN, CNOR 
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February 10, 2009 

Dear Honorable Senators and Representatives: 

1 have been a Registered Nurse for the past 30 years. Twenty-nine of those have been 
spent in the Intensive Care Unit in various hospitals across the US. 1 have been 
contributing to the care of Alaskans for the past IS years. 1 have shared in some very 
intense and uncertain times for many families. 1 know that nurses do not let patients or 
their families know when staffing is short, or when we are exhausted or hungry. We 
really try to make people feel secure when they are in our care. 

The Institute of Medicine (10M) report has identified how long hours and fatigue 
contributes to errors in healthcare. These errors can cost lives, or increase length of stay 
in the hospital which in tum adds to the already ballooning cost of health care. 

1 urge you to support HB 50 & SB 12. When patient are at their most vulnerable, is not 
the time they or their families should be concerned at the number of hours the nurse 
caring for them has worked. Long hours, fewer resources and higher patient acuity drive 
nurses from staying at the bedside in today's hospitals. Nurses will only last so long, 
when they go home after 12.5 hours concerned about what they might have missed 
because they are so exhausted and hungry. The University of Alaska is doing a great job 
educating tomorrow's nurses. 1 encourage you to do what you can by passing this 
legislation that will help to keep the nurses of the future working in hospitals. 

Thank you, 
Donna Phillips, RN 
Girdwood, AK 
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February 13, 2009 

Re: Support for HB50/SBI2 

Dear State Legislators, 

I am a registered nurse of over 14years now. I am in total favor of supporting HB50 and SBI2. 
It is absolutely imperative that registered nurses and licensed practical nurses be able to provide 
safe patient care, this is why we became nurses, to care for patients. Patient care will without 
a doubt, be in jeopardy when nurses are forced against their better judgment to work excessive 
hours in health care facilities. Any overtime should be done out of personal choice and 
professional judgment. With mandatory overtime, we are placing the patients, whom have 
entrusted us to take care of them at one of the most vulnerable times in their life in danger. 

Nurses are compassionate, caring individuals. It takes a special person to become a nurse, and 
then stay one for any length of time. Many nurses do not make it through the first year. That is 
not due to the fact that they suddenly do not care anymore. It is due to increased workload 
demands, workplace stresses, long working hours, and a complete lack of respect in general by 
administrative personnel who run hospitals. 

Can you imagine what it is like to have to walk out of one patients room who is dying of cancer 
and may be at the end of their life and then be able to go on to the next patient with a smile on 
our face and deal with a whole new set of circumstances. We are not only caring for that patient 
we are caring for their family members as well. This routine gets played out several times just in 
one shift. 

Nurses are burning out at a high rate and there is not going to be another nurse just around the 
corner to replace them. By the year 2020 there will be a nursing shortage of estimated 500,000 
nurses. We cannot continue to look the other way. We must make a positive step, not only to 
make nursing a honored profession to the newcomer, but also retain the experienced 
knowledgeable nurses we have. 

A nurse's bottom line is patient care and safety. Please help support HB50 & SB 12, the very life 
it may save may be your own. 

Thank you, 

Janet Hilleary RN 
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February 21,2009 

Re: Support for HB 50 & SB 12 

Dear Legislators, 

I know how important this bill is for the future of nursing experience. I do 12 hour 
nights and I know there's no way in the world I'd want to be responsible for 
patients beyond my shift time. I'm sure our malpractice insurance won't cover that 
kind of stupidity! 

Thanks. 

Ginny Weisman 
242-9254 
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Re: HB50/SB 12 

Dear Honorable Legislators, 

My name is Barbara Quaid and I have been a registered nurse since 1970. 
Currently I am employed as a recovery room nurse at a local Anchorage hospital. 
Because I work in an O.R. setting we must take call. Recently I worked for 21 hrs, 
and that wasn't the first time. Ifit is your can night and things run late, or 
emergency cases are added, we must stay. 

It is definitely a safety issue. A nurse at hour 3 of her shift is not the same nurse at 
hour 16, etc. With hospitals running at fun capacity, be it due to a shortage of floor 
RNs or available beds, we must at times manage patients an night and an day in 
the recovery room. More times than not these are ICU/CCV patients. 

We definitely need legislature governing the amount of hours a nurse is an owed to 
work, because it is not being safely managed the way it runs now. I testified via 
teleconference this past summer regarding this issue, and would be most willing to 
testify again. I hope this will be of assistance in your endeavor to keep nursing at a 
safe level. 

Sincerely, 

Barbara M. Quaid, R.N. CPAN . 
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Re: HB50/SB 12 

Dear Honorable Legislators, 

My name is Ginger Spohr and I am an Emergency Room nurse. This is my first time getting 
involved in the legislative process and I am doing so because HB 50 and SB 12 are important 
bills for both myself and my co-workers. I strongly want to encourage support for both of these 
bills. 

Right now there is a great opportunity for those in the House and Senate to help us continue the 
hard work that we do every day and help insure that we do so in a safe way. 

My husband recently retired after working 20 years on the slope. He went back to school and 
earned a degree in nursing. After his first week of work, he told me, "I've never worked so hard 
in my entire life." Nursing is hard work at any age but with more and more people retiring and 
entering the field as a "second" profession, we must insure a safe and welcoming environment 
for them. 

In closing, I would also like to ask anyone considering blocking these biIIs to imagine being a 
patient of a nurse who has just been told he/she must stay and work late. Imagine your boss 
telling you that you had to miss a birthday party of child or friend and that it would cost you your 
job if you didn't stay and work. 

Please help keep nursing a respected profession. Most of the nurses I know are proud of what 
they do, please help us continue take pride in the work we do and help to ensure we are rested 
and willing to work. 

Please support HB 50 and SB 12. 

Sincerely, 

Ginger Spohr, RN. 
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I am a registered nurse at providence hospital. I want to tell you how important it is for nurses to 
be well rested & alert when caring for sick people. We make critical decisions, often at a 
moment's notice, that affect the lives of our patients. The giving of medications also is a critical 
event, considering the risk of making a mistake. Patients depend on us to make the right 
decisions for them. They have to trust us to do the job safely. That is dangerously hard to do 
when you are over tired & needing sleep. 

Most of us work twelve hour shifts. The thought that employers can insist that we continue to 
work beyond that is scary. Likewise, working more than 3 days in a row, I feel, puts us at risk to 
make mistakes. When human lives are at stake, this could be a critical mistake. Only the 
individual knows how they feel, how tired, how sleepy, etc. nurses need to have the option to say 
no to mandatory overtime, to agree to that only if they feel fresh enough. 

I'm hoping that we can get HB50SB 12 passed this session. 

Thank you for your help. 

Sincerely, 

Connie Lynch RN 
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2/19/09 

Re: HB50/SB12 

Dear Legislators, 

Please support HB50 and S8 12. I believe RN's will provide overtime when we 

can. For our 36 week, we do what we can, as the population gets sicker. 

Management is getting more illogical. 

Scott Young, RN 

258-1861 
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Re: HBSO/SB12 

Dear State Legislator, 

I am against mandatory overtime in any form. When we are 
subjected to mandatory overtime it leads too more mistakes in 
medication administration because we are tired. At one of my 
jobs; I work a 12 hour shift at a local hospital and find that 
the longer I am required to stay to finish required paperwork or 
patient care the more I have problems focusing on the task at 
hand and thus the more potential for a mistake. At another job 
that I work 8 hours; if I am mandated to work an extra shift The 
more I feel unsafe as I work in a psychaitric facility where 
patient safety and staff safety are imperative. Being tired I 
have problems with determining when patient's are feeling unsafe 
or threatened and thus there is more potential for violent and 
threatening outcomes. 

Again I am very against manditory overtime. I just hope with the 
nursing shortage coming it 'is not made worse by mandating 
overtime in unsafe jobs as it will lead to more nurses 
rethinking this line of career choice thus increasing the 
nursing shortage. 

Thank you for allowing me to air my opinions, 

Barbara Popken RN 
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February 14, 2009 

Re: HB50/SB12 

Dear Legislatures, 

I am an active member of the AaNA organization. I send this message in support 

of HB 50 and SB 12. Upon review of the last years (2008) activity around these 

two Bills, I stand behind all of the nurses in support of the passing of these two 

Bills. 

As a nurse, I am in support of protecting the nursing professional at the bedside 

(and elsewhere as it applies) in being able to conduct a full day's work without the 

intimidation of mandatory overtime on their shoulders. 

Thank you for all the work you do . 

Sincerely, 

Shirley LaForge, RN, MSN 
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Re: HB50 and SB 12 

Dear Honorable Senators and Representatives, 

I am not in favor of mandatory overtime for nurses. Any overtime should be the nurse's choice. 
In addition I am not in favor of a nurse working more than 14 hours in a row. That allows for a 
12 hour shift and any follow-up charting, etc. I know too many nurses who cannot recall how 
they even got home after working too long. Also, though 15 minute breaks are great, what 
concerns me is someone who doesn't even have time for lunch. 

Thank you, 

Mary Ann Wilson, RNC 
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Re: HB50/SBI2 

Dear Honorable Senators and Representatives, 

I support the passage ofHB 50 and SB 12. Please work on my behalf as well as my colleagues 
and patients to see that these bills are passed. Mandatory overtime for nurses has the potential 
for creating a more severe shortage of nurses in areas already in desperate need of licensed 
staff. Mandatory overtime and inflexible scheduling has the potential for deterring students 
from selecting nursing as a career option. 

Please seek options that enhance the appeal of nursing as a career option, increase the nurse's 
ability to provide safe and effective care at the bedside, and decrease the attrition of nursing staff 
related to excessive work hours and work load. Please vote yes on HB50/SBI2. 

Thank you, 

Janice McGraw, MS, RN, CNRN 
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February 10,2009 

Re: HB50/SB 12 

Dear Legislators, 

As a Registered Nurse in the State of Alaska, I find it critically important 
that we have a say in our work scheduling and who dictates our 
professional practice. As a Registered Nurse, I make it my prime 
responsibility to be the advocate of patients. Because of this and the 
importance of our profession, I am supportive of House Bill 50 and Senate 
Bill 12. 

Sincerely, 

Joshua Meals, RN, BSN . 
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2/11/09 

Re: HB5/SB 12 

To the Honorable Senators and Representatives: 

This is a letter of support for HB 50 and SB 12. As a working 
nurse in the Operating Room at Providence Hospital, I feel it is 
important for me to share my support for legislation that ends 
the practice of mandatory overtime for nurses in Alaska. Such 
practices are unfair to nurses, and unfair to the patients who 
deserve top-notch care from nurses who are properly rested and 
satisfied in their work environment. Currently, I am obligated 
to be available for over 24 hours of mandatory overtime each 
month. 

Sincerely, 

Paul Bryner 
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2/11109 

Re: HB50/SB12 

Dear Honorable Legislators, 

I am asking for your support on House Bill 50 & Senate Bill 12. I have been a registered nurse 
for 16 years and have been personally affected by both mandatory overtime and insufficient rest 
between shifts. We have tried to address these safety concerns with our employer; however, 
there is no incentive for hospital administrations to change current practice. It becomes 
financial, and the bottom line is it is cheaper to work a nurse extended hours than it is to provide 
safe working conditions. I have worked in other states with this type of legislature and it does 
have a positive impact. Therefore, I ask for your support from a state level. Ifthe employer 
won't self regulate, then someone needs to for the sake of quality patient care and safe working 
conditions for the nurses. . 

Thanks you for your time. 

Wendy Conradi, RN, CNOR 
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2/11/09 

Subject: Support for HB 50 and SB12 

I urge house and senate members to support HB 50 and SB 12 to protect the rights of our patients 
and the welfare of our nurses. 

Patricia Peacock, RN, BSN, CURN, CHPN. 
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RE: HB50/SB12 

2/11/09 

Dear Legislator, 

As an RN of 30+ years, I am writing to support HB 50 and SB 12. 
I recently returned to bedside nursing after working outside of 
the hospital for the past 14 years. I find it astounding that 
the legislature wants to continue to require mandatory overtime 
for nurses. 

After working 3, 12 hr. shifts in one week, I find I need a day 
to recovery and then have 3 days "off" to enjoy things other 
than my job, which allow me to have the energy to return to the 
bedside for 3 more days the next week. While I have worked 
overtime in the past year, it was done by choice. If overtime is 
to be required, it will decrease morale in nursing staff, 
thereby compromising patient care. Perhaps a meat packing plant 
or other assembly line type job sees the benefits of mandatory 
overtime. When one is caring for the human spirit and body, it 
is definitely not in the best interests of the patient to be 
cared for by a nurse who is working mandatory overtime. 

Thank you for your work on our behalf. 

Sincerely Yours, 
Jeanne Kemp RN, BSN 
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Date: 2/11109 
Re: HB50/SB12 

Dear Legislators, 

I have just been infonned of the ASHNA's position regarding legislation to block any 
regulations regarding employer rights to address such issues as nurse and patient safety. It 
seems to me that this is not in the best interest of any of the parties that participate in direct 
patient care, much less the person who is being cared for. I seriously doubt that the public knows 
anything regarding this and would that be known, there would be an abundance of obj ections 
from both parties. The only persons who this would benefit would be the people managing the 
books of these employers and their board of directors. That is, unless it was their family or 
themselves who was receiving this care. This issue has been going on for too long and as one of 
those people who work long shifts for the sickest of these patients, it would be akin to whipping 
a horse who has plowed the fields too long in the day. It just can't be done without 
consequences. These consequences would have implications for public health and in the long 
run risk increasing hospital days for the patients who got marginal care from the employees 
forced to do this work. It is also comparable to asking for volunteers, then picking them anyway, 
should no one raise their hand. It is one thing for someone to use their judgement in working 
overtime, but another to cut costs and recruiting people to do this extra work, such as travelors 
who have no intention to stay in this area. The answer to the higher paid travelers would be 
make the lower paid employees do this work. It is also like bringing in employees from out of 
the country, give them lower wages, and make them do a job, whatever that job is. Thankfully, 
we have the union here to prevent such nonsence, but then the ASHNA position is just as 
ridiculous. The tenn "Magnet Hospital" has been tossed around as a buzz word for quite some 
time now, and it is laughable that forcing employees to do something that not only would affect 
their life outside of work, but to risk their license as well, would somehow make a difference in 
obtaining that status. It is words on paper and a status that looks good but really means nothing 
if employees are not happy. Please know that even though you may not have hundreds of 
comments regarding this, that it is due to not many people knowing the position of this board. I 
have been in critical care for close to 30 years and have seen my job get harder, despite the 
experience I have. This risks everything that health care has to offer, despite breakthroughs in 
disease prevention and treatment. 

Sincerely Yours, 

Debbie O'Brien, RN, CCRN 
Anchorage, Alaska 
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2/11109 

Re: HB50/SBI2 

To the Honorable Senators and Representatives ofthe Alaska Legislature, 

Please join with your counterparts in 12 other states that have passed legislation to prohibit 
mandatory overtime for nurses. Join our congressional delegation of Senator Murkowski and 
Congressman Young who co-sponsored the Safe Nursing and Patient Care Act of2007 which 
prohibits mandatory overtime except in cases of states of emergency. 

Most people would not choose to fly in a plane with a pilot forced to work beyond what they felt 
was their safety limit in competence for work hours. In fact, it is illegal. How then has it taken so 
long to pass this legislation that will contribute to patient safety? This is not a matter of employer 
rights in staffing. If a nurse tells the employer she or he has worked too many hours and is not 
safe to practice; why on earth would you not believe himlher? Would you risk your life or a 
loved one's on the nurse's word or their employers? 

The rules for pilots solved this long ago. Similar restrictions in on-call and work hours are even 
now being addressed for medical residents due to safety reasons in an attempt to reduce medical 
errors. Alaska will not be the first state to address this problem with legislation but I certainly 
hope it will not be the last. 

Although I no longer work in a hospital myself, I have been a patient in one and may be again. 
Speaking both as a nurse and a consumer, I urge you to support passage of HB 50 and SB 12. 
Sincerely, 

Lynn Hartz MSN, FNP-BC 
3104 Brookside Drive 
Anchorage,AJ( 99517 
ph 907-248-4877 
fax 907-222-1498 
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Re: HBSO/SB12 

2/11/09 

Dear Legislators, 

As a registered nurse (RN), I heartily support these two pieces of legislation. Patient safety will 

be jeopardized if health care facilities are given free reign to impose mandatory overtime. 

Patient safety is Job 1 for nurses, to borrow a phrase from different industry. An RN who is 

required to work overtime beyond a twelve-hour day or even an eight-hour day is physically, 

mentally, and emotionally fatigued. Thus, her judgment is potentially compromised, her 

physical strength weakened, and her emotional capacity diminished. 

In my institution, on my unit, I care for extremely sick individuals, with co-morbidities that 

include dementia, confuSion, obesity (majority of patients), and often lower extremity 

amputation. 

My unit is already suffering from budget issues that have resulted in less nurse's aide 

assistance. Hence I am responsible for safely assisting any combination of obese patients with 

altered mental status who are missing at least one leg to the toilet, with little or no staff 

assistance. At the end of a twelve-hour day, I am ready to go home. I have reached my daily 

limit of sharp, focused thought for decision-making, and accurate charting. 

I mayor may not have had a chance to take a quick break for a snack. Sometimes I am so busy 

caring for patients I forget to use the ladies room. Our institution's break and meal policy is 

catch as catch can. So, if mandatory overtime was added, I am not sure I would even get to eat 

dinner before my next "shift" started. 

Mandatory overtime? That's too much to ask. It is not humane, IT IS NOT SAFE FOR THE 

PATIENT OR THE NURSE. An increase in back injuries in nurses, medication errors, and patient 

falls are examples of the consequences of mandatory overtime. 

I care for renal patients who often have a minimum of a dozen or more scheduled medications 

in addition to "PRN" or as needed medications. These medications usually include insulin, blood 

pressure medications, and heparin or coumadin---all high risk medications. At the end of a 

twelve hour day, I can tell you that I become fatigued, and would be prone to making mistakes. 
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• 

The health care industry is seriously compromising the public trust with mandatory 

overtime. The health care industry is exchanging the health and safety of their patients/clients 

for monetary gain. 

Mandatory overtime results in nurses who themselves become patients due to fatigue, stress, 

and physical deterioration of their feet and legs. 

The health care industry, in requiring mandatory overtime, falls in with a crowd that practices 

human exploitation. 

Sincerely, Theresa E. Philbrick, RN 
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POSITION PAPER 

SB 12IHB 50 - "An Act relating to limitations on mandatory overtime for registered nurses 
and licensed practical nurses in health care facilities; and providing for an effective date. " 

CONTACT: Valerie Davidson, Senior Director DATE: March 9, 2009 
Legal and Intergovernmental Affairs 
through Pat Jackson, State Liaison for Alaska Native Health 
523-0363 - pajackson@anthc.org 

POSITION: Oppose 

The Alaska Native Tribal Health Consortium (ANTHC) is a tribally controlled, non-profit, 
statewide tribal health organization formed pursuant to federal law to provide a range of medical 
and community health services for more than 130,000 Alaska Natives. It is part of the Alaska 
Tribal Health System (ATHS), which is owned and managed by the 231 federally recognized 
tribes in Alaska and by their respective regional health organizations. 

ANTHC and Southcentral Foundation jointly manage the Alaska Native Medical Center 
(ANMC), the tertiary hospital of the A THS located in Anchorage. We employ 500 nurses. In 
January of this year ANMC was recognized for a second time as a Magnet Hospital, a highly 
prized award given by the American Nursing Association. Only five percent of all U.S. hospitals 
achieve Magnet Status, and even fewer are designated a second time. ANMC is the first and 
only Alaska hospital to receive Magnet Status. Magnet hospitals have demonstrated that they 
meet a set of criteria designed to measure the strength and quality of their nursing, including the 
ability of its nurses to contribute to patient outcomes, and where nurse job satisfaction, low 
turnover rates and appropriate grievance resolution are part of the standard. 

We value our nurses, but we do not support'SB 12 or HB 50, bills that seek to legislate work 
schedules and tie the hands of managers who are constantly juggling the demands of patient care 
against workforce availability and rising costs/chronic underfunding in the tribal health care 
system. We have three primary concerns about the bill as currently written: 

1) It would have a disproportionate and detrimental impact on patients in rural Alaska 
2) It conflicts with Alaska's longstanding policy of supporting access to health care through 

aI/owing health care facilities an appropriate degree of flexibility in scheduling direct 
health care providers. 

3) It creates the inaccurate impression that it applies to federal and tribal facilities and 
programs that comprise the Alaska Tribal Health System 
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ANTHC Position on SB 12 and HB 50, Nurse Overtime Marcb 9, 2009 
Page 2 

1) Disproportionate and Detrimental Impact on Patients in Rural Alaska 

The bill provides no new resources and no new options. In rural Alaska recruiting and retaining 
qualified nurses is not merely a challenge, as it is for all of Alaska and much of the United 
States; it is a constant struggle. Vacancy rates, recruitment costs and staff turn-over continually 
plague these providers, especially tribal health providers. 

This bill restricts the ability of hospital managers to work with their nursing staff to craft options 
in a health system that is already stretched to its limits in both staffing and financial resources. 
There is a real risk that the bill would lower nurse/patient ratios and decrease the quality of care 
patients receive by tying the hands of providers to balance patient needs with available 
workforce, including nurses. In rural Alaska, when nurses are not available, then patients must 
be diverted to another facility. Since there are no other options in rural Alaska, patients typically 
get diverted to the Alaska Native Medical Center. Because ANMC, as a statewide facility, 
serves all regions, then we experience a compounding effect at ANMC, a facility that is already 
too small to meet patient care needs. When ANMC is at capacity, we too are forced to divert 
patients to other facilities in Anchorage. This is an every day challenge, but is especially 
problematic during public health outbreaks. Diverting patients disrupts the continuity of care for 
our patients and imposes an additional financial burden on our already under-funded health 
system. 

The bill also sets forth a reporting requirement to the State Department of Labor. Because tribal 
health facilities are not licensed by the state, as explained below, we believe we would not be 
subject to the reporting requirements. To the extent a tribal provider did comply, it would create 
a new, costly system of collecting data and preparing reports. ANMC employs nurses who are 
licensed by the state and nurses who are part of the Commissioned Corp under the federal Public 
Health Service, further complicating any perception of what would be required under a state law. 

2) Conflict with Longstanding State Policy of Supporting Access to Health Care 

The Alaska Legislature has recognized the necessity of promoting access to health care through 
appropriate limitations to wage and hour requirements since at least 1962 when it enacted the 
"hospital employee" exemption. I From 1962 to 1983, all employees of non-profit hospitals were 
exempt from that law. While the exemption was narrowed slightly in 1983 to cover only those 
employees who provide "medical services," the Legislature also ex~ded the exemption to the 
employees of all hospitals, not just those employed by non-profits. This change addresses the 
"interest in keeping medical facilities open and providing more flexible schedules for employees 
whose extended hours of labor were needed to maintain the hospital in operation at alL time" and 
more generally the need to "enhanc[ e] access to health care" in Alaska. l 

I AS 12.10.060 (1962); Hu/ka v. Sislers a/Providence, 102 P.3d 947, 952 (Alaska 2004). 
'HUlka, 102 P.3d at 952-53. 
l Hu/ka, 102 P.3d at 953. 
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ANTUC Position on SB 12 and UB 50, Nurse Overtime 

3) Applicability to Federal and Tribal Health Providers 

March 9, 2009 
Page 3 

Providing health care services to Alaska Natiws and American Indians is a federal function that 
contributes to the fulfillment of the federal government's trust responsibility to Alaska Natives 
and their Tribes.4 A federal facility performing a federal function is not subject to state 
regulation, even if the function is carried out by another entity, unless Congress clearly 
authorizes such regulation. 5 Congress has not authorized state regulation of federal health 
facilities serving Indian tribes and their members or of tribal facilities that fulfill this federal 
function pursuant to the Indian Self-Determination and Education Assistance Act. 

Rather, Congress has taken pains to promote self-determination and self-governance by ensuring 
that Tribes and tribal organizations have sufficient flexibility to address the unique needs of 
Native Americans and the extraordinary challenges of providing quality, culturally appropriate 
health care with very limited resources, often in extremely remote locations. This is because one 
of the purposes of the ISDEAA is to provide 

a meaningful Indian self-determination policy which will permit 
the orderly transition from the Federal domination of programs for, 
and services to, Indians to effective and meaningful participation 
by the Indian people in the planning, conduct, and administration 
of those programs and services.6 

For similar reasons, Congress has provided an explicit exemption for Tribes and tribal 
organizations from the operation of most federal employment law, including Title VII of the 
Civil Rights Act of 1964, the American with Disabilities Act, and the Davis-Bacon prevailing 
wage rate requirements. 7 Courts have also recognized tribal exemptions with respect to other 
federal laws, like the Age Discrimination in Employment Act (ADEA), that do not specifically 
address their applicability to Tribes and tribal organizations.8 One federal appellate court ruled 
that other federal laws and interests must give way to ISDEAA's overriding objectives when it 

'See. e.g .. 25 USC § 1616/; S. Rep. No. 102-392 at 2 (1992), as reprinted in 1992 USCCAN 3943, 3944. See, also, 
note 2, supra. 
'Goodyear Atomic Corporation v. Miller, 486 U.S. 174, 181 (1988). 
6 25 USC § 450a(b). 

742 USC § 2000e(b)(1); 42 USC § 121 I I (5)(8)(i); 25 USC § 450e(8). See also, Pink v. Modoc Indian Health 
Project, 157 F.3d 1185, 1188-89 (9th Cir. 1998) (non-profit corporation created by two tribes qualified as an "Indian 
tribe" under Title VII where corPoration was fonned to deliver health care services under an ISDEAA agreement, 
even though services were provided outside the boundaries of 8 reservation), Setchell v. lillie Six, Inc., No. C4-95-
2208,1996 WL 162560, at'2 (Minn.App. April 9, 1996), cert. den. 521 U.S. 1124 (1997). 

'29 USC§ 626(d). E.g., EEOC v. Karuk Tribe Housing Authority, 260 F.3d 1071, 1081 (9th Cir. 2001) (ADEA 
inapplicable to tribal housing authority that "occupies a role quintessentially related to self-governance"); Taylor v. 
Alabama Intertribal Council, 261 F.3d 1032 (11 th Cir. 2001) (employee's race discrimination claim concerned tribal 
self-governance and intrarnurallndian mailers). See also Penobscot Nation v. Fellencer, 164 F.3d 706 (I" Cir. 
1999) (employment of a non-Native in federally funded public health nurse position is an "internal tribal maller" and 
not subject to state regulation). 
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ANTHC Position on SB 12 and HB 50, Nurse Overtime Marcb 9, 2009 
Page 4 

addressed the potential applicability of the National Labor Relations Act to the Yukon­
Kuskokwim Health Corporation.9 

Congress and the federal courts have thus essentially deemed the Fair Labor Standards Act 
(FLSA) to be sufficient protection for tribal employees. 1O Because of the unique nature of 
nursing care, however, some nurses are exempt from FLSA's wage and hour requirements while 
others are protected through special provisions that specifically accommodate the need for 
scheduling flexibility. The Act's implementing regulations were recently revised with the 
benefit of comprehensive comments from nursing associations, patient advocacy groups, and 
health care facilities and they continue to recognize the need and appropriateness of allowing for 
this degree of flexibility. Alaska's own wage and hour laws and regulations are quite similar to 
the federal scheme in this respect. 

At the same time, the Indian Health Care Improvement Act (IHCIA) and the Indian Self­
Determination and Education Assistance Act (ISDEAA) provide a comprehensive framework for 
regulating tribal health care. Their broad language, together with the exemption from most 
federal employment law, provide a clear indication that Congress did not intend to allow federal 
agencies to impose their own rules on Tribes and tribal organizations, much less subject them to 
potentially overlapping and less flexible requirements enacted by individual states. Otherwise 
state law would "obstructD the execution of the purpose of the federal [law]." \I The Supremacy 
Clause and the federal preemption doctrine prohibit this, especially in areas like Indian health 
care that has been a federal responsibility for centuries. 12 

"The Alaska courts have noted that the provision of Indian health care services is an area that is 
"comprehensively and pervasively regulated by the federal govermnent which is manifested in 
both the ISDEAA and the IHCIA.,,13 Once the federal government has thus occupied the field, 
there is no allowance for state regulations, even if it is consistent with statutory purposes. 14 

'YKHC v. NLRB, 234 F.3d 714, 718 (D.C. Cir. 2000) ("NLRA must make in order to accommodate federal Indian 
law, as reflected in [ISDEAAl") .. The Board concluded that it was inappropriate to exercise jurisdiction over 
YKHC in light of its role in fulfilling federal government's trust responsibility to provide free health care to Alaska 
Natives. See also 29 USC § lSI, et seq.; YKHC and International Brotherhood of Teamsters, Local 959, AFL-CIO, 
CLC, 341 NLRB No. 139, May 28, 2004 (declining to exert jurisdiction over off-reservation tribal health 
organization fulfilling federal trust responsibility to provide free health care to Alaska Natives, even though 
organization employs many non-Natives and provides health care services to a small number of non-Natives). 
10 29 USC § 201, et seq. 
"The Alaska Dental Society, et. af. v. State of Alaska. et. ai, 3AN-0604797 CI, 12 (June 27, 2006), quoting Catalina 
Yachts v. Pierce, 105 P.3d 125, 128 (Alaska 2005). 
12 Alaska Dental Society at 15, citing Wachovia BanIc. N.A. v. Burke, 414 F.3d 305, 313 (2d Cir. 2005)(no 
presumption against federal preemption in fields substantially occupied by federal authority for extended time); 
United States v. Locke, 529 US 89, 108 (2000) (no presumption against preemption is triggered when significant 
history of a federal presence,). 
13 Alaska Dental Society at IS, citing Ketchikan Gateway Borough v. Ketchikan Indian Corporation, 75 P.3d 1043, 
1049 (Alaska 2003). See also, id at 1048 (majority setting aside issues of whether tribal health clinic is "subject to 
comprehensive and pervasive federal oversighl.") 
"£'g., National Audubon Society v. Davis, 307 F.2d 835, 851 (9" Cir. 2002). 
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In addition to this existing federal law, CMS quality standards and Joint Commission standards 
impose high quality standards on federal and tribal facilities that participate in the Medicare and 
Medicaid programs. In Alaska, this includes all of the major IHS and tribal health facilities. 

Together, these federal laws address the same concerns intended to be addressed by SB121HB50. 
However, they do so in a way that allows facilities more flexibility. While they impose certain 
performance and quality standards, they do not dictate the means for accomplishing them by 
imposing rigid requirements that mayor may not lead to the same level of performance or 
quality (or, in the case of rural Alaska, undermine the very goals that the bill sponsor is trying to 
promote). 

Conclusion 

We understand that the bill sponsors and supporters are trying to protect nurses from being 
overworked and patients from accidental errors that may occur as a result. However, we don't 
believe legislating hours is the right solution. ANTHC and our partner tribal health facilities 
work very hard to recruit and retain quality nurses. We place high value on the nurses who work 
for us, and are actively involved in programs like the University of Alaska's Rural Nursing 
Program. We have been innovative in crafting solutions where physician and nursing services 
have been non-existent-principal among them, the Community Health Aide Program. 

We also value the partnerships we have with many of our non-tribal hospitals/health system 
partners. We understand the value of flexibility in workforce negotiations. Legislation, of 
course, takes discussion regarding choices off the table. We in the tribal health system have our 
own history of suffering unintended consequences from legislation that started with the best of 
intentions. Today, through our compact with the Indian Health Service, we engage each year in 
a very formal negotiation, where challenges for everyone involved are brought to the table and 
worked through to the point of consensus. We support the request of our partners that this 
legislation be held and to let the process of labor negotiations to proceed. 

Thank you for your careful consideration of these issues. We would be happy to provide any 
further information upon request . 
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Alaska Native Health Board 

Representative Peggy Wilson 
State Capital Building, Room 406 
Juneau, Alaska 99801-1182 

Dear Representative Wilson, 

1840 Bragaw Street, Suite 220 
Anchorage, Alaska 99508 

March 6, 2009 

Phone: (907) 562-6006 
Fax: (907) 563-2001 

We write to express our deep reservations over HB 50, limiting mandatory nurse overtime. 

The Alaska Native Health Board appreciates and values the services nurses provide to patients in 
Alaska, especially our Alaska Native patients, whom we consider to be our customer-owners. 

It is the experience of Tribal health providers that nurses are highly dedicated, caring providers 
who will give their last ounce of skill to care for their patients. Tribal health providers expend a 
great deal of effort and expense to recruit and retain good nurses to provide care and cover all 
necessary shifts. Providing adequate and safe nurse staffing is an important part of Tribal health 
providers' overall responsibility to provide high-quality care to our patients. It is out of this 
responsibility to care for our patients that we express our concerns over HB 50, as follows: 

HB 50 will hUrt patient care. especially In rural Alaska 

In healthcare, the guiding principle Is "do no harm." However, with HB 50, in many remote 
Tribal health locations, all it would take to leave a shift uncovered would be for one or two 
nurses to decide, for any reason or no reason at all, that they don't want to work overtime. 

The rural Tribal health provider would in many cases have no choice but to simply not cover the 
shift and put patients at risk, because rural Tribal health providers do not have the urban 
luxuries of (1) calling In other off-duty nurses, (2) getting temporary "agency' nurses to cover 
shifts on short notice or (3) re-directing patients to other nearby facilities. 

In practice, HB 50 would make it impossible for Tribal health providers to make sure all shifts 
were covered, particulariy in the remote rural parts of the State. Perhaps this is why almost no 
rural States have adopted legislation similar to HB 50. 

HB 50 Is an unfunded mandate that will unnecessarily drive up costs 

Many Alaska Tribal health providers are having a tough time financially due to sky-high fuel and 
other costs commonly associated with running a facility in rural Alaska. They have had no 
choice in some cases but to layoff healthcare workers and reduce services. 

Under HB 50, even in a situation where a Tribal health provider might be able to cover a shift 
when one or more nurses were to choose not to work overtime, the Tribal health provider would 
likely only be able to do so at GREAT COST, e.g., (1) over-hiring extra regular-shift nurses 
ahead of time (assuming a sufficient labor pool) and hoping one of the new hires is willing to 
pull non-scheduled shifts; (2) flying in temporary "agency" nurses from an urban area at the last 
minute (expensive), or (3) transferring I referring patients to an urban provider (adding an 
additional expensive travel cost to providers and to the Medicaid program). 
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Laws such as HB 50 are intended to solve urban problems not applicable In Alaska 

Legislation such as HB 50 has been adopted in only 15 States, nearly all urban, out of concern 
that hospitals might be (1) under-hiring and then abusing mandatory overtime in order to control 
payroll/benefits costs, or (2) abusing mandatory overtime rules as a collective bargaining tactic. 

There is no evidence that these conditions exist in Alaska. While· there are well-documented 
chronic challenges in nurse staffing, particularly among Tribal health providers, these staffing 
challenges are no different than the staffing challenges we experience with all the health care 
professional categories. And while we cannot speak for others, we can say unequivocally that 
Alaska Tribal health providers are not purposely understaffing as an abusive labor practice. The 
reality is that to the degree we have nurse staffing challenges, it is because of the tight national 
nurse labor market, compounded by the never-ending challenge of figuring out how to get good 
nurses, doctors, technicians, administrators, etc. to live and work In remote locations in Alaska. 

HB 50's proponents agree that "there are few official overtime complaints by nurses ... ·, and 
that there are "low numbers of complaints and benign exit interviews ....• 

We acknowledge that nursing is a tough profession. The work itself is challenging enough, In 
addition to the difficult shift scheduling that of necessity must put patients' needs first. But those 
challenges come with the territory in healthcare: Physicians, administrators, technicians, clerks, 
etc. also must adjust the scheduling of their work to meet the needs of the patients. 

HB 50 Is unnecessary: mandatory nUrse overtime Issues can be addressed by other means 

Because of the well-documented nurse shortage in Alaska, there is a very tight labor market for 
nurses. Nurses have significant leverage In negotiating the terms and conditions of their . 
employment. Hours and shifts to be worked, shift-swapping flexibility, on-call requirements and 
how to handle anticipated overtime are all commonly agreed to in employment agreements. 

In reality, the tight labor market for nurses in Alaska, combined with well-estabilshed avenues 
and procedures for nurses to negotiate the terms and conditions of employment, give nurses 
more than sufficient leverage to address any concerns they might have with. regard to 
mandatory overtime, or for that matter, any other terms or conditions of employmenl 

The result, acknowledged by HB 50's proponents, is that "there are few official overtime 
complaints by nurses ... " and "low numbers of complaints and benign exit interviews ....• 

Representative Wilson, we thank you for efforts on behalf of Alaska Tribal health providers. We 
appreciate this opportunity to express our concerns with HB 50, and we look forward to working 
with you in a cooperative manner on the many important healthcare issues pending this session . 

Alaska Native He.lth Board leiter to Representative P<'ggy Wilson opposing liB SO - Page 2 of2 
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Alaska ltate Hospital and Nursing Home Association 

TESTIMONY ON HOUSE BILL 50 

426 Main St 
Juneau, Alaska 99801 

(907) 586-1790 

www.ashnha.org 

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 does not believe the limitations proposed in House Bill 50 are needed to 
assure continued delivery of excellent patient care throughout the State. 

ASHNHA's members have a long-standing commitment to respect the individual importance of 
each nurse in our health care delivery mission, and to treat each nurse fairly in the work place. 
This obligation to our nursing staff must be balanced with providing the best possible care to each 
patient. 

ASHNHA believes our members are responsibly negotiating work scheduling policies with their 
nursing staff through local work agreements that meet the unique needs in each community. 
Solutions in Anchorage to work scheduling challenges for Petersburg will be different than what 
will meet the needs of management and nursing staff in Anchorage. A standard statewide 
mandate on how work scheduling must be done as proposed in House Bill 50 is not a realistic 
approach to solving these work scheduling challenges around the state. 

From the consumers' perspective there are tools for determining objectively how well Alaska 
hospitals and nursing homes are meeting their patient care goals while not overburdening the 
nursing staff. Two of these resources include: 

1. Hospital Compare data collected by the U.S. Department of Health & Human Services. 
This data captures critical information on care provided as well as patient feedback on their 
experience in the hospital setting. Specifically with respect to the patient's satisfaction with 
their hospital experience, Alaska's hospitals compare quite favorably against national 
statistics in this area. Some examples from the U.S. DHSS data include: 

• How often did patients feel they received help quickly? 
a. U.S. average was 88% reporting 'always' or 'usually' 
b. Alaska average was 90% reporting 'always' or 'usually' 

• How often did nurses communicate well to the patients? 
a. U.S. average was 94% reporting' always' or 'usually' 
b. Alaska average was 95% reporting 'always' or 'usually' 

• How did patients rate their hospital experience overall? 
a. U.S. average was 89% reporting 7 or higher on scale of 10 
b. Alaska average was 89% reporting 7 or higher on scale of 10 

1 
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2. Numerous federal, state and private resources are available that examine medical care 
delivery processes, policies, outcomes, patient complaints, and adequacy of staffing among 
others. None of these organizations have pointed to any patient care issues related to 
requiring nurses to work beyond agreed upon shifts. 

In addition to these consumer resources, ASHNHA has tracked mandatory overtime usage for four 
years in Alaska through our own survey. The latest data is shown in the attached table. This 
survey has allowed ASHNHA to gain a better understanding of the frequency with which 
'mandatory' overtime is used by our member facilities. 'Mandatory' in this context is overtime 
that is not willingly worked by a nurse and does not include 'on-call' overtime hours. 

While there certainly are times when a nurse is required to stay beyond their shift because of an 
unexpected staffing problem, this happens very seldom and management's policy is to find 
nursing staff quickly to fill these unanticipated staffing gaps. ASHNHA's latest nurse overtime 
survey comparing 2007 and 2008 mandatory overtime usage demonstrates our members 
continuing commitment to minimize use of mandatory overtime. In fact only 4 facilities reported 
mandatory overtime usage in 2008 and the majority of the overtime hours reported were by the 
state operated Alaska Psychiatric Institute. 

How do Alaska facilities keep use of mandatory overtime to a minimum? Alaska facilities have 
developed strategies to avoid situations that would require the use of mandatory overtime. These 
strategies begin with a comprehensive analysis of patient activity, types of procedures and other 
information to determine the number of nursing staff required by time of year, time of day and 

. area of hospital care. Management uses this information to insure adequate staff is available to 
meet patient care needs 24/7, 365 days a year. 

Based on this analysis, management and nursing staff agree to on-call policies to meet the needs of 
patients during low demand periods for very specialized procedures. These on-call expectations 
are known by nursing staff when they choose these specialized areas to work in. In small, rural 
facilities there may be general on-call expectations in order to be sure nursing staff is available 24/7 
given the low volume of patient admissions that these facilities experience and the greater 
difficulty these facilities have hiring experience nursing staff. 

In addition, hospitals and nursing homes have pre-established arrangements with temporary 
nurse staffing agencies to bring in temporary nursing staff to fill unexpected gaps in staffing. As 
you will note on the attached table displaying temporary nursing hours purchased by Alaska 
facilities, nearly V. million hours of temporary nursing time was used by Alaska facilities to avoid 
imposing mandatory overtime on their nursing staff. 

A key contributor to Alaska's facilities' need to use temporary staffing hours is the ongoing 
challenge in hiring adequate nursing staff for the many different care settings that a facility must 
provide. ASHNHA members have been very proactive to address this issue over the last five years 
including: 

2 
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1. Financially contributing to the University of Alaska expansion of their nursing program 
from 100 nurses each year to over 200 nurses each year. 

2. Creating clinical experiences for student nurses and recently graduated nurses to gain 
hands-on nursing experience required to complete their education, or to achieve the patient 
care experiences necessary to become employed in a hospital setting. 

3. Providing distance learning opportunities so local residents can take nursing courses in 
their own community with minimal need to spend large amounts of time out of town to 
achieve their clinical experiences. 

4. Purchasing tens of thousands of hours of temporary nursing hours to fill staffing gaps to 
minimize use of mandatory overtime. 

Even with these initiatives approximately 1/3,d of the facilities reporting on this year's survey 
believe the nursing shortage situation has worsened. The good news is that with all the additional 
attention provided by the UniverSity of Alaska to graduate more nurses combined with Alaska 
facilities expanded programs to provide hands-on training experiences for them, 2/3,d of the 
facilities reported that the nursing shortage was at least the same if not better. This is a slight 
improvement over years past. 

RECAP OF ASHNHA's CONCERNS with HB 50: 

• ASHNHA's data shows Alaska's hospitals and nursing homes are not routinely relying on 
mandatory overtime to fill staffing gaps. On the contrary ASHNHA's data shows that use of 
mandatory overtime is a rare occurrence with all but 4 facilities reporting ZERO use of 
mandatory overtime in 2008 (see attached chart). 

• ASHNHA's data continues to show that no employee grievances on inappropriate use of 
mandatory overtime were reported for 2007 or 2008 by facilities. 

• 

• 

• 

ASHNHA believes that establishing work hours and scheduling are appropriately a local 
employer responsibility to negotiate with its employees. This is being done in every 
community in a responsible manner with equal concern to employee and patient concerns. 
Work force challenges vary significantly from one community to the next making a single 
approach to addreSSing this challenge unworkable. A number of facilities are either in 
negotiations with nursing staff or will begin those negotiations shortly. These negotiations 
should be given an opportunity to address any concerns from nursing staff. 

The ongoing monitOring systems operated by federal, state or independent private agencies 
that review patient care show Alaska health care quality is excellent. None of these 
organizations has identified use of mandatory overtime as a problem related to delivery of 
excellent patient care in Alaska. 

ASHNHA's members have worked diligently to reduce the nursing shortage problem in 
Alaska by contributing substantial funding over the last four years to help support an 
expanded nursing program at the UniverSity of Alaska. This program is now graduating 200 
nurses annually compared to 100 nurses before the program's expansion. 

3 
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• House Bill 50 would impose a new reporting burden for Alaska facilities. These reports would 
have to be filed semi-annually and must contain detailed work hour information for each staff 
nurse employed by the facility as well as each contract nurse. 

Contact for more information: Rod Betit, President/CEO ASHNHA rbetil@ashnha.com 

• 

Ibis Testimony is on Behalf of the Following Alaska Health Care Fadlities 

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 Spedalty Hospital, Wrangell Medical Center, Yukon 
Kuskokwim Delta Regional Hospital/ North Star Behavioral Health, Wildflower Court Nursing Home. 

4 
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House Bill No. 50: "Safe Nursing & Patient Care Act" 

What Does HB 50 Do? 

• 

• 

• 

Protects patients and nurses in a health care facility by limiting forced overtime unless 
needed for an emergency. A health care facility cannot force a nurse to work beyond 
certain prescribed periods oftime, or to accept an assignment of overtime if, in the judgment 
of the nurse, the overtime would jeopardize patient safety or employee safety. 

Nurses cannot work more than 14 consecutive hours without 10 hours of rest, or be forced to 
work more than 80 hours in a 14·day period. Nurses can volunteer to work additional shifts 
beyond this limit, so long as the nurse does not work more than 14 consecutive hours without 
10 hours of rest. 

Exceptions are allowed for unforeseen emergencies, school nurses, medivac flights, and certain 
on-call situations. 

Why is HB 50 Needed? 

• 

• 

• 

• 

• 

• 

• 

Purpose of bill is to promote patient safety and better working conditions for nurses. 

Nurses in Alaska are working an excessive amount of overtime without adequate rest. Nurses 
often work well beyond 12 consecutive hours, or come back within 2-4 hours of completing a 12-
hour shift In other cases, nurses are working several 12-hour shifts over consecutive days. 

In most cases, this is forced or mandated through a practice called "mandatory call", which 
the hospitals freely admit is used. In some cases, this is accomplished by pressure tactics 
designed to get nurses to "volunteer' for overtime hours. Suggestions of patient abandonment or 
assertions that nurses will be letting down co-workers are not uncommon. 

HB 50 will help with nurse recruitment and retention by prohibiting excessive amounts of 
overtime. The nurse workforce is aging - a ban on excessive overtime will keep these nurses 
working longer. 

A recent phone survey by AaNA documents that not all of the new UA nursing school graduates are 
being hired. The bill will not exacerbate the so-called shortage - there are additional 
graduates available to fill positions. 

Data suggests many hospitals are using overtime as a staffing tool. Hospitals are not hiring all 
available graduates and maintain vacancy rates of between 7% to 25%. It appears that many 
hospitals are trying to avoid hiring Full-Time Equivalent (FTE) employees. 

83% of the Alaska RN workforce is over 40 years of age and 53% is over the age of 50. We need 
to conserve the workforce we have, and at the same time not scare away the 17% of the 
workforce that is under age 40. People with young families are not going to stay in the profession 
if they are constantly being forced to work. 
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House Bill No. 50: "Safe Nursing & Patient Care Act" 
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Alaska Regional Hospital Yes Yes 100% Yes 25 Yes 
Alaska Psychiatric Institute No Yes 50% Yes 10 Yes 
Bartlett Regional Hospital Yes Yes 100% Yes 30 Yes 
Central Peninsula Hospital Yes Yes 75% Yes 60 Yes 
Fairbanks Memorial Hospital Yes Yes 100% Yes 10 Yes 
Heritage Place Nursing Home Yes Yes 100% Yes 14 Yes 
Providence Alaska Medical Center Yes Yes 100% Yes 150 Yes 
Providence Kodiak Island Medical Center 
Providence Seward Medical Center Yes Yes 100% Yes 2 Yes 
Providence Valdez Medical Center Yes Yes 100% Yes 5 Yes 
Sitka Communit\, Hospital 
South Peninsula Hospital Yes Yes 50% Yes 30 Yes 
Wrangell Medical Center No Yes 100% Yes 2 Yes 

.. -

This data is based on face to face meetings conducted by Tom Renkes prior Executive Director of AaNA, and confirmed over the past months 
by current Executive Director Debbie Thompson. 



N 

"" "" w 

..... ...:"""' •• "0.,,,;," 

• pNA 
Alaska 
Nurses 

Association 

Dangers of Mandatory Overtime: 
FATIGUE and ERRORS 

Support House Bill 50 
Referred to as the Alaska Safe Nursing and Patient 

Care Act 
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Danger: Might As Well Of Had a Drink! 

· The long hours worked by some nurses pose 
· some of the most serious threats to patient 
· safety. Prolonged periods of wakefulness can 
produce effects that are similar to the effects 

• produced by a~cohol intoxication. This may 
include decreases in reaction time and the 

! speed of mental processing. 
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Danger - Close to Intoxication 
Periods of wakefulness in excess of 16 hours can 
produce performance decrements equivalent to a 
blood alcohol concentration (BAC) level of .05 percent. 
Alcohol intoxication is defined as .08 to .10 varying 
among the individual states. Do you want an 
exhausted nurse taking care of you or your family 
members? 
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Danger - Patient Safety at Risk 

The impact of hours worked, duration of 
work, and overtime in this study were 
shown to have a statistically significant 
impact on patient safety as well as nurse 
satisfaction and retention in the profession. 
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Danger-
likely to make at least one error 

. "The likelihood of making an error increased with 
longer work hours and was three times higher when 
nurses worked shifts lasting 12.5 hours or more .... " 
and "working overtime increased the odds of making 
at least one error, regardless of how long the shift 

. was originally scheduled." 
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Link Found 
The authors of this study conclude that these 
findings imply a link between poor working 
conditions (long hours and overtime, mandatory or 

, otherwise) and patient safety. In response to this 
! and other admonitions concerning the elimination 
of mandatory overtime for nurses, almost half of 
the states in the nation have either enacted or 
• introduced legislation concerning this issue. 
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:, • The sources for the previous slides are a 
2002 Report from the Michigan Nurses 
Association and from an article by the 
Institute of Medicine written in 2004, with 
updates from other sources. 
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Danger - PATIENT SAFETY AT RISK! 
! 

i Threats to patient safety that are likely to result from extensive 
! nursing overtime include the following: 
I . 

I 

I. Nurses being less alert to changes in patients' 
I condition 
I 

i· Nurses having slower reactions 
!. Medication errors - adverse drug events 
I 

I. Increase in nosocomial infections I. Increase in decubiti 
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Institute of Medicine Report 

The Institute of Medicine estimates that approximately 
100,000 hospital deaths can be attributed to medical 
errors each year. Mandatory overtime is a serious 
,contributing factor to medical errors. The final 
recommendation of the 10M is that all overtime, 
voluntary and mandatory/involuntary done by nurses 
.should be curtailed. 
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Not A "Bargaining Issue"! 
This is a Public Safety Issue 

I The Alaska public has a right to expect 
when they walk into a healthcare 

I facility, that the nurse taking care of 
them is properly rested and alert. 

(And that their RN hasn't been working 16 hours that 
day already.) 
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Not A "Bargaining Issue"! 
This is a Public Safety Issue 

-At registration, a member of the public should not 
have to request a copy of the most recent Collective 
Bargaining Agreement to see how successful their 
nursing staff has been in negotiating reasonable 
working conditions. 

-Not all nurses are represented by a union. What do 
we do for these nurses and their patients? 
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Washington State 

Passes Law in 2002 
Anne Piazza, lobbyist for WSNA testified before 
Representative Peggy Wilson's special House 
HESS committee in January 2006: 
"The State of Washington passed a law to prohibit 
mandatory overtime for nurses with the 
cooperation of the WSNA, other nursing unions, 
and the Washington Hospital Association." 
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Washington State 
. Mandatory overtime puts patients, nurses and 
the profession at risk. Many health care facilities 
have turned to the use of mandatory overtime as 
a common -practice to fill longstanding staffing 
and scheduling problems. 
Shifting the entire burden to employees when 
there is a labor shortage is not the answer to 
attracting qualified persons to the profession. 
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Washington State 
One of the reasons that the nursing shortage 
as it exists today is because qualified nurses 
are not working in the field or leaving the 
profession because they can no longer work. 
the long hours or safely take care of their 
patients. Forced overtime is adding to this 
shortage. 



N 

"" (Jl 

--J 

..... ,0\: -:... _.'''~ .. 

, 
pNA 

Alaska 
Nurses 

Association 

Massachusetts Study 
Research from the University of Massachusetts 
shows a strong link between working overtime 
and sustaining a work-related injury. This was 
found to be true for all occupations ... working 
longer hours (12 hours a day or more) was 
associated with a 37 percent increase in risk. 

(Chantal Britt, Bloomberg, "Overtime, Long Houses Increase Illness, Injury Risk, 
Study Shows," August 22,2005.) 
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States Which Ban or Limit 
Forced Overtime 

California 
Connecticut 
Illinois 

Maine 

Maryland 

Minnesota 
Missouri 

New Hampshire Washington 
New Jersey West Virginia 
New York 

Pennsylvania 

Oregon 

Texas 
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Additional States Lining Up 

There is legislation banning the use of mandatory 
overtime pending in the following states: 

Alaska Florida Georgia 

Hawaii Iowa Michigan 

Nevada Ohio Rhode Island 
Tennessee Vermont 
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The American Nurses Association's Nationwide State 
Legislative Agenda 

PROHIBITION OF MANDATORY OVERTIME 

MT 

UT 

., 

O%c. 
O~ 

February 2009 

\P
........ Enacted legislation/adopted regulation to date 15 states; (12 states): CT, IL, MD, 
~ MN. NH, NJ, NY, OR, PA, RI. WA, and WI. (3 states) have provisions In 

HI regulations: CA, MO and TX 

~ Introduced legislation in 2006-9; (8 states): AK,IL, MA. VT and WA; MI, NY. TX 
Included in staffing bills. 
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Support Alaska House Bill 50 
Your nurse will always be there for you in time of an 
unforeseen emergency situation, disease outbreak, 
natural or man-made disaster. 

Your nurse will be able to voluntarily work overtime so 
long as the work is consistent with professional 
standards of safe patient care and does not exceed 14 
consecutive hours. 
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Questions for you as Law Makers 
• The Federal Government has 
that pilots can safely fly, trucke _ 
engineers can drive a train and a ship. 10M has recomm 
number of consecutive hours that medical residents and interns can safely 
work - all for public safety. Why ~Id anyone not want to do fh&same for 
nurses when they care people 

·Where is the law that says as a nurse you lose your right to basic human 
. rights? Time off, time to rest, to eat and to have time off for family? 
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Support Alaska House Bill 50 

But with HB 50, a nurse will be able to say, "I 
am tired and do not think that I can practice 
quality, safe patient care at this time." 

Knowing his or her own limits, the nurse can 
refuse to be assigned the forced overtime in . 
the first place. Our nurse would now be able 
to do this without fear of reprisal, retribution, 
or loss of job. 
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. -When you answer these questi y hope that you will 
not only support HB50, but also supp he nurses that have 
come forward putting safe patient care above their job, their 
license and concern for retaliation to protect the public when, 

. . . ients a 
vulnerable ana neea a strong com 
your turn to become a nurse advocate. 
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We Urge Your Support for HB 50 
It will protect the individual patient. 
It will protect the Registered Nurse. 

It will protect the healthcare facility. 

It will enhance the nursing profession. 

Thank you. 

It will help recruit nurses. 

It will help retain nurses. 

It's good public policy. 

It's common sense. 
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Testimony on House Bill 50 
House Health and Social Services Committee 

presented by Roger Lewerenz, RN at the Heart Center 
Providence Alaska Medical Center 

March 12,2009 

Good afternoon Mr. Chairman and Committee members. My name is Roger 
Lewerenz and I am a registered nurse and work as a clinical nurse education for 
the Heart Center at Providence which includes cardio vascular observation, 
cardio vascular intervention unit and the Cath Lab. 

The cath lab is a highly specialized are where patients having heart attacks, 
strokes and other life-threatening problems receive care. The staff consists of 
RN's, cardio vascular technologists, and radiology technologists. All of these 
staff have extensive specialized training making them competent to work in the 
Cath Lab. We care for patients from neonatal infants, who are hours old, to 
those who are just over one hundred years old. 

I cannot have just any RN come into the Lab to assist because of the specialized 
nature of the work. I would estimate it would take approximately one year to fully 
train an experienced critical care nurse before he or she could be deemed 
qualified to provide care in the Cath Lab. 

We staff the Cath Lab, Monday to Friday from 7:30 a.m. to 4:00 p.m. to handle 
regularly scheduled procedures. From 4:00 p.m. until 7:30 a.m. the next morning 
and on weekends we utilize a call team. This call team consists of an RN, a 
radiology technologist, and cardio vascular technologist. Each individual takes 
one night a week and one weekend every five weeks. 

It is not unusual for this team to be called in, in the middle of the night, to provide 
care for a patient experiencing a heart attack or other life threatening emergency. 

Without the availability of this call team, many patients may not receive the timely 
care they require. 

Recently the team was called in to care for a patient experiencing a heart attack. 
Because of the availability of this call team, the patient survived. 

There are nights when the call team does not get called in. There are other 
nights when they are there for several hours. 

The restrictions that would be imposed if this bill passes would negatively impact 
our ability to care for this patient population due to the unavailability of trained 
staff. 

Thank your very much for the opportunity to testify today. 
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Testimony on House Bill 50 
House Health and Social Services Committee 

presented by Cindy Alkire, Assistant Chief Nurse Executive 
Providence Alaska Medical Center 

Marcy 12, 2009 

Good afternoon Mr. Chairman and members of the Committee. My name is 
Cindy Alkire and I am here today to testify on behalf of Providence Health and 
Services Alaska. I am the Assistant Chief Nurse Executive at Providence Alaska 
Medical Center. I have been a nurse for over 26 years and have provided direct 
patient care during my nursing career. In my current role as a nurse executive I 
am responsible for managing and directing the activities of nurses employed 
within The Children's Hospital at Providence. 

Providence opposes House Bill 50 for many reasons. First, most Alaskan 
hospitals have been successful in avoiding the use of mandatory scheduled 
overtime, recognizing that nurses need rest between their shifts. Providence 
does not use mandatory overtime. 

Secondly, this bill does not appropriately address the "on call" issue currently 
present in our operating rooms, post anesthesia care unit, cath lab, and dialysis 
unit. "On call" is defined as being available within 30 minutes to come in to work 
and care for patients. This is only used to provide rapid response to care for 
patients in life-threatening situations. 

I have read through the history of this legislation and the "on call" issue appears 
to be the most critical issue that is unresolved. 

/' 

The issue of "on call" is not easily solved sinc( hospitals must provide 
emergency services 24 hours per day. Nutses working in the OR, Cath lab 
(Acute stroke, acute MI, infant cardiac defects), and Dialysis must have 
specialized training and experience to work in those areas. It is such specialized 
training that it makes its impossible to have just any RN step in and help. This 
specialized training can take up to 2 years to complete. Even within the 
Operating room there are specialties such as "the heart team". While routine 
procedures in these areas are scheduled during normal operating hours 
healthcare institutions must have a mechanism to deal with emergencies outside 
of normal business hours, that is the reason an "on-call" system was developed. 
Why is this important? 

Our interpretation of the bill uses "on call" to mean the same as "work" thus 
limiting staff in these critical areas to be on call in combination with time actually 
worked. For example, if a nurse is on call in any of these areas during the week 
he/she could easily exceeds the 80 hours in a 14 day period or more than 14 
hours in one day mandate. 
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Furthermore nurses many times choose to take their call time on the days they 
are scheduled to work so that it does not interfere with their regularly scheduled 
day off - this legislation would impact the nurse's ability to manage their own 
schedule and their own time off. 

While Providence has done much to limit the amount of "on-call" it is still 
necessary because these areas must staff available for emergencies that occur 
on evenings, nights, holidays, and weekends. If requiring an "on call" staff person 
to fulfill their on call obligation is considered mandatory overtime, this bill would 
adversely impact the ability of hospitals to provide emergency surgery, heart 
caths, and emergency dialysis. 

The way this bill is written and the implications of the "on call" piece could result 
in unsafe conditions for patients because there would not be enough volunteers 
of staff with the experience needed to provide 24 hours 7 day a week access to 
emergency care. There is even the risk that Alaskan hospitals would have to 
close some of their beds causing patients to seek healthcare outside of Alaska. 

I ask you to consider for a moment how such an unsafe patient situation could 
occur. In our Neonatal Intensive Care unit we care for the most vulnerable of 
babies. One of the complications that can occur as they are growing and 
developing is an infection in their intestines. This infection can lead to an 
intestinal rupture and it occurs quite suddenly. The only way to survive this 
complication is immediate surgical intervention. This legislation could prevent 
this surgery from happening. Put yourself in the place of the family of this baby 
when they are told their baby died because we did not have the staff to perform 
the needed surgery. This type of situation could occur with many different 
patients and families if our "on-call" system is compromised. Therefore, we must 
have the flexibility to effectively staff, manage, and deliver healthcare that our 
patients expect and demand of our health care system. 

Quality and safe patient care is Providence's first priority. Hospitals and health 
systems have many safeguards in place to ensure that patients receive quality 
care, including detailed inspections by the federal government, the state 
Department of Public Health, and private accrediting agencies such as the Joint 
Commission. Quality, performance improvement, staffing, competencies, and 
patient satisfaction are monitored continuously. In order to maintain 
accreditation, hospitals are required to measure patient acuity and care 
requirements and provide adequate hours of nursing care to meet those 
requirements. In addition our hospital's ability to maintain the confidence of their 
communities in providing top quality care determines, in large measure, the 
success of their futures. 

Finally, Providence believes the use of mandatory nurse overtime which 
according to the this bill could include "on-call" is a labor relations issue and 
needs to be handled at the negotiating table. Collective bargaining affords 

2 
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management and nursing representatives to work out local issues with solutions 
that work for that community. Flexibility in developing solutions and adjusting 
those along the way is far preferable to a one-size solution prescribed in state 
law. Providence is scheduled to begin negotiations with the union representing 
our nurses, the Alaska Nurses Association, in mid-March and the use of 
mandatory nurse overtime will be a part of those negotiations. Providence 
respectively requests that the Alaska Legislation allow us the opportunity to 
address these critical issues during our upcoming negotiations. 

Thank you for allowing me to the opportunity to appear before you today to 
present testimony on House Bill 50. 

3 
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Testimony on House Bill 50 
House Health and Social Services Committee 

presented by Marilyn Edwards, Operating Room Clinical Manager 
Providence Alaska Medical Center 

Marcy 12, 2009 

Mr. Chairman and members of the Committee - my name is Marilyn Edwards 
and I am the Operating Room Clinical Manager at Providence Alaska Medical 
Center. I have been a nurse for 31 years, 30 of those in the operating room - the 
last five years at Providence. 

My immediate concerns revolve around safe quality patient outcomes and a safe 
work environment for my operating room staff. 

It would be devastating to patient outcomes to enact a "one-size solution" 
prescribed in state law to resolve/control a mandatory nurse overtime concern 
that does not exist at the Providence Alaska Medical Center Operating Room. 

We pride ourselves in the OR at Providence in being able to provide quality care 
to our patients needing surgical intervention while providing optimal work/life 
balance for our staff. 

We have staff RN's scheduled to work from Sunday at 6:45 a.m. through 
Saturday at 7:00 p.m. 

We are fully staffed with RN's. I have zero vacancies currently. To clarify 
optimum work/life balance: less than half of my RN's work full time. The full 
breakdown is as follows: 

48 OR registered nurses total. This includes: 

2 educators 
1 RN traveler 
6 Team leads 
1 registered dialysis nurse 

8 of the 48 nurses work 12 hour shifts 
Four of these 12 hour shifts were added in the past 

year at the request of four of these 48 RN's 
7 nurses work 10 hour shifts, and 
33 nurses work 8 hour shifts 

22 of the 48 RN's work a 1.0 full time equivalent 
position 

9 RN's work a .09 full time equivalent 
4 RN's work a .08 full time equivalent, and 
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2 RN's work a .06 full time equivalent 

We have 10 "registry" RN's - a registry RN is only required to work 3 shifts per 
month, with minimal call. 

A 1.0 full time employee working 6:45 a.m. to 3:15 p.m., has an average of one 
evening call, one night call, and two weekend shifts, either scheduled shifts or 
"call" per four week period. 

A 12 hour RN, .09 FTE, usually has night or weekend "calL" Much of this call is 
assigned around the individual RN's request because they may want the call 
scheduled when they are also scheduled to work to allow for consecutive 
days/nights of time off. 

2 RN team leads volunteer to take second night call more often. One team lead 
averages 7 to 9 orthopedic call shifts per month. The one heart team leader 
averages 14 to 17 calls/shifts per month that she volunteers for. 

During the interview process for a new position, all OR staff candidates are 
notified of the call requirements for the OR. The assigned call coverage is 
necessary to provide rapid (30 minutes from when notified) response for 
emergent patient care above what we are routinely staffed for based on volume 
trends of operation. 

I have read and heard anecdotal stories of nurses being "tired" and unable to 
provide quality, safe care to our patients. One such story I saw in the February 
2009 edition of the Alaska Nurses Association publication reports "an acuity 
system that was failing the nurses at a facility. There was sadness expressed 
regarding the load these nurses carried home with them." I'm unsure if the over­
worked and under-staffed nurses that this articles mentions were in a Montana 
facility where the author's relative received care. I'm not sure because it does 
not mention the location of the facility. 

Why I bring this up is that we provided for time off for the employee to be with 
their sick and dying relative out of state. During this period, OR RN's volunteered 
and covered the mentioned employee's shifts and call while we interviewed and 
contracted to bring a traveling RN in to fill the staffing gap so as not to 
overburden our nurses with more call for a longer duration. 

If the fellow PAMC OR nurses had not been "allowed" to cover the call shifts due 
to already meeting their call and work requirements, as set out by this bill, we 
would not have been able to accept heart patients during this short time period. 
That would be devastating to these critically ill patients -- to have to turn them 
away - divert them from the care they desperately need. 

2 
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Apri I 10. 2009 

The Honorable Bob Herron 
The Honorable Wes Keller 
Co-Chairs 
House Health and Social Services Committee 
Alaska State Legislature 
State Capitol, Room 106 
Juneau, Alaska 99801 

Re: Nurse Overtime 
HB 50 and 51 

Dear Representatives Herron and Keller: 

Current proposals to limit Mandatory Nurse Overtime (HB 50, 51 and sa 12) 
seek to address a very real and serious problem: i.e. the national and state shortage of 
nurses. The national nursing shortage is expected to continue to worsen through 2016. 
[n response, hospitals outside of Alaska have increased mandatory nurse overtime, and 
in response, national nursing associations have initiated a national state-by-state effort 
to obtain limits on mandatory nursing overtime. To date, fifteen (15) other states have 
enacted legislation to limit mandatory nursing overtime in some form. 

The bills before the legislature seek to implement a generic national response to 
the nursing shortage problem with regulation similar to that recently enacted in other 
states. This approach may be appropriate to large urbanized metropolitan states, and 
may reflect an appropriate national response to a national problem. However, the 
approach may not necessarily reflect Alaska's unique health care system circumstances 
and needs. Specifically, Alaska presents unique circumstances, including 

• labor market forces in which nurses are in high demand, requiring employer 
accommodation to individual nurse demands 

• collective bargaining agreements, with strong nurse unions 
• heavy reliance on locum tel/al/s (traveling) nurses sourced out-ot~state 
• the challenges presented in providing rural health services in Alaska' s bush, 

and 
• an extensive federal health care system (tribaJlIndian Health Service, 

Veterans, military) 

A number of concerns have arisen in response to this proposed legislation, 
which should be addressed in the legislative process. These concerns include: 
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I) Federal Facilities. The legislation purports to apply these regulatio?s to 
"federal" facilities, which is likely beyond the state's regulatory authonty. These 
federal facilities include Veterans, and military facilities which are clearly beyond 
the states' regulatory authority. Equally, the Indian Health Facilities, which are 
federal, raise serious questions, particularly with nurses who are federal employees 
working with tribal organizations under Intergovernmental Personal Act (IP A) 
assignments. The legislation would be clearly pre-empted as to the IP A nurses, and 
is highly questionable as to direct hire nurses (non-IPA) working in a federal 
facility. 

2) IPAlnon-IPA Parity. If the legislation does apply to non-IPA staff working in 
federal facilities, the legislation has the un-intended consequences of shifting the 
entire burden of possible mandatory overtime to federal IP A nurses, which 
concentrates and exacerbates the problem as to certain nurses. 

3) Travel. Nurses travel from urban centers to rural areas. The legislation does 
not address how travel time is treated, which would normally be dealt with in light 
offederal regulations which are incorporated by reference into the A WHA; 
however, the legislation is inconsistent with several provisions of federal laws and 
regulations and the treatment of travel time under inconsistent regulations will 
cause serious problems. Moreover, some proposed substitutes attempt to make 
distinctions between rural/urban nurses. Urban based nurses traveling to rural areas 
to work will create confusion as to which rules apply if the substitutes are adopted. 

4) Nurse Specialties. The bill assumes that nurses are fungible; i.e. any single 
nurse may be substituted for another nurse. This does not reflect various nursing 
specialties, so that nurses practicing in specialty areas cannot be easily replaced by 
general nurses or nurses with specialties in other areas. 

5) Collective Bargaining Agreements. The bill would conflict with some existing 
collective bargaining agreements, which would raise constitutional issues associated 
with state statutes that impair the right of contract. Moreover, the bill would 
prohibit certain scheduling systems (e.g. 3 xl2 hours shifts a week). Scheduling 
issues are mandatory bargaining subjects under the National Labor Relations Act, 
and are the state statute may impair the rights of employer and nurse unions to 
negotiate a mandatory bargaining subject. 

6) Application to Non-Hospital Facilities. In almost all cases, the concerns relate 
to nurse staffing patterns in hospitals. However, the statute applies to many non­
hospital facilities. It is not clear that problems arising in hospital work 
envir.onments relate to non-hospital work environments. The legislation is overly 
broad relative to the problem being addressed, and if adopted, should apply to 
hospital environments only. 

7) Unnecessary Reporting. The bill would impose regulatory reporting and related 
burdens on all nurse employers, even if the nurse employers do not utilize 
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mandatory overtime practices. The majority of nurse employers in Alaska do not 
require mandatory overtime, but would be required to report on non-activity. This 
is highly unusual in labor law, which normally only requires reporting where the 
activity in question is occurring The reporting requirements respecting non­
activity, is unnecessary. 

Finally, we do not believe that that increased regulation in Alaska will effectively 
address a national nursing shortage. We believe that a better approach is to provide 
support for increased training of nurses in Alaska, particularly for Alaska residents that 
are likely to remain in Alaska or likely to seek employment in underserved areas such 
as rural Alaska. We would encourage the Legislature to explore options to expand 
UAF nurse training as a more effective approach to deal with the nurse shortage. 

Sincerely. 
TANANA CHIEFS CONFERENCE 

??;.?"'~-P~ 
Michael 1. watV ". 
General Counsel 
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MEMORANDUM 

Date: April 8, 2009 

To: Rod Betit, President/CEO ASHNHA 
Evangelyn Dotomain, President/CEO Alaska Native Health Board 

From: Starla Fox, Deputy Director of Nursing 

Cc: Robert Clark, CEO 
Lorraine Jewett, COO 
Sue Mulkeit, Director of Nursing 

Re: Response to Nurse Overtime Bill 

This memo is testimony regarding HE 50 and SB 12 - Nurse Overtime Bill. 

As the direct supervisor of the current Inpatient and Emergency Nursing workforce at 
BBAHC, I've heard the concerns voiced by nurses on the unit. Many are upset that the 
possibility of working extra hours and extra shifts may not be available for them or will 
be limited by the legislation. As you probably know there are some nurses who are not 
interested in working extra and they are never forced to do so; however we do have a 
group of nurses who are very interested in working extra to gain added income. These 
staff members know their limitations and are never forced to cover shifts if they do not 
want to. My concern for this bill is that it puts the facilities in a difficult situation, yet 
may not help with solving the issue of nurses working long tedious hours if that is what 
the nurses choose to do. For example, if I'm a nurse in the Anchorage area, I can work as 
many hours as I choose and no one would know the difference. I could be employed at 
one facility and also moonlight at another facility down the street. It seems that the 
language of this Overtime Bill does not limit the individual nurse but instead the 
facilities. If the purpose of limiting hours worked is to protect the patient population 
from fatigued and overworked nurses, then the responsibility should also be placed on the 
individual nurse as well as the facility. 

Rural hospitals in Alaska are very isolated and have a small limited workforce. There is 
not a major competitor down the street that we can pull nurses from to moonlight for us 
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when there is a shift that needs to be covered. This Overtime Bill will limit the small 
hospitals and increase our cost without truly getting to the problem in the larger urban 
settings defined in SECTION 1 #2 that reads H quality of patient care is jeopardized by 
registered nurses and licensed practical nurses who work unnecessarily long hours in 
health care facilities;". Nurses who want the additional income that live in the city will 
still be able to work as many hours as they want if they work part-time at several 
facilities in addition to their permanent employer. I don't see this as helping with patient 
safety in these urban areas and it puts undue stress on the rural facilities that have a 
smaller pool of licensed nurses to draw from. It will be difficult to sell 8 hour shifts to 
nurses who love working 12 hour shifts and the housing availability in the remote settings 
is limited and will only worsen if we are forced to increase our workforce to 
accommodate 8 hour shifts. The reporting requirements in HB 50 and SB 12 are 
onerous for the small hospitals. I believe that this bill will create additional barriers to 
affordable healthcare for those patients who reside in remote parts of the state. The April­
June 2007 issue of Nursing Administration Quarterly was entitled "The Perfect Storm: 
Ratios, Retirement and Entry Into Practice". We are already experiencing a nationwide 
nursing shortage, why would our legislators want to tie the hands of the rural healthcare 
facilities by passing a bill that does not solve the real issue of nurses working long hours 
in the urban settings. 

Please consider this testimony as you prepare your statement to our state legislature. 

Sincerely, 

Starla Fox, RN, MNS 
Deputy Director of Nursing 
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WORK DRAFT 

BY 

Offered: 
Referred: 

WORK DRAFT 

CS FOR HOUSE BILL NO. 71( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY -SIXTH LEGISLATURE - FIRST SESSION 

WORK DRAFT 

26-LS02891P 
Bannister 

418109 

Sponsor(.): REPRESENT A TlVES HOLMES, DAHLSTROM, MILLETf, AND KAWASAKI 

A BILL 

FOR AN ACT ENTITLED 

" An Act relating to a registry for advance health care directives." 

2 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

3 * Section 1. AS \3.52.080 is amended by adding a new subsection to read: 

4 (d) A health care facility or hospital is not subject to civil or criminal liability 

5 for 

6 (I) acting in reliance on an advance health care directive obtained from 

7 the directive registry established under AS 13.52.310; or 

8 (2) not checking the directive registry established under AS 13.52.310 

9 to determine if a patient of the health care facility has filed an advance health care 

10 directive in the registry. 

11 * Sec. 2. AS 13.52 is amended by adding a new section to read: 

12 Sec. 13.52.310. Advance health care directive registry. (a) The department 

13 shall establish and maintain a registry for advance health care directives. The registry 

14 must consist of 

15 (I) a list of the names of individuals who have made written directives 

-1- CSHB 71( ) 
New Text Underlined [DELETED TEXT BRACKETED} 
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WORK DRAFT WORK DRAFT 26-LS0289\P 

for themselves and who have filed them with the department under (b) of this section; 

2 and 

3 (2) scanned copies of the directives identified in (I) of this subsection. 

4 (b) An individual who has made a written directive for the individual may file 

5 the directive with the department for placement in the registry. 

6 (c) Except as provided in this subsection and by (d) of this section, the registry 

7 is confidential, and the department may not use the information in the registry for 

8 another purpose. The department may release by mail or fax 

9 (I) the name of an individual who filed a directive with the department 

10 under (b) of this section and a copy of a directive in the registry to 

II (A) the individual who made the directive; 

12 (8) the agent, guardian, or surrogate of the individual who 

13 made the directive; or 

14 (C) a health care facility in this state or hospital in this state if 

15 the individual who made the directive is a patient of the health care facility or 

16 hospital; 

17 (2) a copy of a directive in the registry to a hospital in another state if 

18 requested by the 

(A) individual who made the directive; or 19 

20 (8) agent, guardian, or surrogate of the individual who made 

21 the directive. 

22 (d) The department shall make the registry accessible for viewing on the 

23 Internet 24 hours a day to a hospital in this state to determine if an individual who is a 

24 patient at the health care facility has a directive or to obtain a copy of a directive for an 

25 individual who is a patient at the health care facility. 

26 (e) The department is not required to review a directive for validity or 

27 compliance with this chapter or another law before placing the directive in the 

28 registry. 

29 (f) The department shall remove a directive from the registry and return it to 

30 the individual who made the directive if the individual requests in writing that the 

31 directive be removed. 

CSHB 71( ) -2-
New Text Underlined [DELETED TEXT BRACKETED] 
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(g) Not filing a directive with the department for placement in the registry 

2 does not affect the validity of the directive. Failure to notify the department that a 

3 directive in the registry has been revoked does not affect the validity of the revocation. 

4 (h) The department may charge a fee to file, return, or provide a copy of a 

5 directive filed in the registry under this section, except that the department may not 

6 charge a fee for removing a directive from the registry or for answering an inquiry by 

7 a health care facility or hospital in this state regarding whether an individual has a 

8 directive in the registry. The fee may not exceed the department's administrative costs 

9 of fulfilling the request. 

JO (i) To protect the security of the directives and names on the registry, the 

II department shall establish by regulation identification procedures and requirements for 

12 an individual, agent, surrogate, guardian, hospital, or health care facility to access the 

13 registry. 

14 (j) The department shall establish by regulation criteria and a schedule for 

15 removing directives from the registry. 

16 (k) The department and its employees are not liable for civil damages as a 

17 result of an act or omission in the establishment or maintenance of the registry or other 

18 implementation of this section. 

19 (f) In this section, 

20 

21 

(I) "directive" means a written advance health care directive; 

(2) "registry" means the registry established under this section. 

-3- CSHB 71( ) 
New Text Underlined [DELETED TEXT BRACKETED] 
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AMENDMENTB 

TO: HB 71 (26-LS0289\P) BY REPRESENT A TIVE HOLMES 

1 Page 3, line 14 

2 After" criteria": 

3 

4 

Insert "and procedures for the collection, storage, access, distribution, 

removal and disposal of directives from the registry" 
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AMENDMENT A 

TO: HB 71 (26-LS0289\P) 

I Page 2, line 29 & 30 

2 After "registry": 

BY REPRESENTATIVE HOLMES 

3 Delete "and return it to the individual who made the directive" 

4 Page 3, line 4 

5 After "file" 

6 Delete ", return," 
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REPRESENTATIVE LINDSEY HOLMES 
HOUSE DISTRICT 26 

House Bill 71 Sponsor Statement 
An Act relating to a registry for advance health care directives. 

An advance health care directive is a document that allows a person to designate what 
health care they wish to receive and who can make medical decisions for them in the case 
that they are incapacitated. Alaska Statute 13.52.010 provides that anyone may fill out an 
advance health care directive, but it does not provide a system to store and access these 
important documents. 

Medical emergencies can occur at any place at anytime. A person may be on vacation 
and not have a copy of their advance health care directive with them, or family members 
may simply be too distraught to remember or find a copy of the directive. In cases like 
these, medical professionals and family members need an effective tool to locate and 
access information on a patient's health care wishes. 

House Bill 71 would establish a voluntary registry of advance health care directives for 
the State of Alaska. The registry would be strictly voluntary-no person would ever be 
required to submit his or her advance health care directive to the registry, and directives 
not filed with the registry would remain every bit as valid. Other features of the registry 
include: 

• Hospitals and similar health care facilities would have 24-hour online 
access to their patients' records in case of emergencies. 

• A person or his or her agent, guardian or surrogate would be able to 
request copies oftheir directi ve. 

• The Department of Health and Social Services would be able to charge 
modest fees to pay for administrati ve costs of the registry. 

• All advance health care directives in the registry would be confidential. 
• An individual could update or remove his or her advance health care 

directive from the registry at any time. 

A number of other states already use an advance health care directive registry to ensure 
that patients' wishes are available to guide the decisions of doctors and loved ones during 
medical emergencies. 

Please join me in helping to ensure that Alaskans' medical decisions are respected by 
supporting this legislation. 

Session: State Capitol,Juneau, Alaska 99801-1182 • Toll Free: 888-465-4919 Phone: (907) 465-4919 Fax: (907) 465-2137 
Interim: 716 West Fourth Avenue, Anchorage, Alaska 99501-2133 • Phone (907) 269-0130 Fax: (907) 269-0132 

Email: Rep.Lindsey.Holmes@legis.state.ak.us 
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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, Rrn. 329 

MEMORANDUM January 23, 2009 

SUBJECT: 

TO: 

FROM: 

Sectional summary of HB 71, a bill relating to a registry for 
advance health care directives (Work Order No. 26-LS0289\E) 

Representative Lindsey Holmes 
Attn: James Waldo 

:;6 
-, Theresa Bannister 

Legislative Counsel 

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. 

Section 1. Protects a health care facility from civil or criminal liability for two listed 
types of actions related to the directive registry. 

Section 2. Allows a hospital to make a reasonable search of the directive registry when 
the hospital refers an individual at or near death to a procurement organization. 

Section 3. Makes a procurement organization's access to the department's records subject 
to the new directive registry provisions. 

Section 4. This is the main authorizing section for the directive registry. Directs the 
department to maintain a registry for advance health care directives. Allows individuals 
to place their directives in the registry. Makes the registry confidential and indicates 
when the department may release information from the registry. Directs the department 
to make the registry accessible for viewing on the Internet 24 hours a day to a health care 
facility for the facility's patients. States that the department is not required to review a 
directive for validity or compliance with law before placing it in the registry. Directs the 
department to remove a directive from the registry and return it to the maker when 
requested by the maker or an agent, guardian, or surrogate of the maker. Requires the 
department to review the rcgistry every five years and to remove directives of individuals 
deceased for six months or more. Provides that not tiling a directive docs not affect the 
directive's validity. Provides that failing to tell the department about a revocation does 
not affect the revocation. Allows the department to charge certain fees to implement the 
section. Directs the department to adopt regulations about identi lication procedures and 
requirements to protect the security of the registry. 

If I may be of further assistance, please advise. 

TLB:ljw 
09-040.ljw 
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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 April 15, 2009 

SUBJECT: 

TO: 

FROM: 

CSHB 71(HSS) relating to a registry for advance health care 
directives (Work Order No. 26-LS0289\C) 

Representative Wes Keller 
Co-Chair ofthe House Health and Social Services Committee 
Attn: Matthew Johnson 

~eresa Bannister 
Legislative Counsel 

This memo accompanies the bill described above. This bill incorporates amendments 
made by the committee. I recommend that certain adjustments be made to the 
amendments to carry out the intent of the amendments and that two corrections be made 
to the language that was in the version that the committee considered. Since this bill has 
passed out of your committee, would you please pass these comments along to the next 
committee of referral? 

I. Corrections. On page 2, "health care facility" should be replaced with "hospital" on 
both lines 24 and 25 because sec. 13.52.310(d) is limited to hospitals. 

2. First adjustment. In sec. 13.52.310(f), on page 2 of the bill, the phrase "who made the 
directive" needs to be added after "individual" to indicate which individual can request 
the removal. 

3. Second adjustment. In sec. 13.52.310U), on page 3, the added language needs to be 
changed to avoid using "from the registry" for all of the listed preceding items. The 
language could read "and procedures for the collection of, storage of, access to, and 
distribution of directives in the registry and the removal and disposal of directives from 
the registry." Right now each item hinges on "from the registry," which doesn't 
completely work. For example, you would not say "storage from the registry." 

If I may be of further assistance, please advise. 

TLB:ljw 
09-255.1jw 

Enclosure 
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MEMORANDUM 

Date: 26 January 2009 

Representative 
Lindsey Holmes 

Capitol Room 405 
465-4919 
465-2137 fax 

To: Representative Wes Keller and Representative Bob Herron, 
Co-Chairs for House Health and Social Services Committee 

From: James R. Waldo, staff to Representative Holmes 

RE: State agencies affected by HB 71: Advance Health Care Directives Registry 

The state Department of Health and Social Services is the only state department that 
would be affected by the passage of HB 71. 
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STATE OF ALASKA 
2009 LEGISLATIVE SESSION 

FISCAL NOTE 

Fiscal Note Number: . 

Bill Version: 
() Publish Date: 

HB071 

""""","-::-H,",B=0~7,",1:...-D",-,H=S=S=-O,,,2-=-2:::2,",-0:::9,--__ Dept. Affecte,~d:...: ___ -'H=e::!a~lt~h_'&'_'S~O"Ci:!!· a!!ol ",S"e"rv"ice=s_ 

___ -"A"d"'va"'n"ce=H.::e"a"It"'h-.:C"'a"r"e"'D"ir"'e"'c"tiv"e"s:..:R.::e'"g"is:::t"ry'--___ RDU Public Health 

Identifier (file name): 
Title 

-;;:-:::-::-::::-__________ --;-7:7::-::-,--_________ Component Injury Prevention and Emergency 
Sponsor Holmes Medical Services 
Requester ________ --'H"o"u"'se::..:.H"S"S'-________ Component Number 2876 

Expenditures/Revenues (Thousands of Dollars) 
Note" Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 156.1 156.1 156.1 156.1 156.1 156.1 
Travel 5.0 20.0 5.0 5.0 5.0 5.0 
Contractual 50.0 50.0 50.0 50.0 50.0 50.0 
Supplies 1.5 1.5 1.5 1.5 1.5 1.5 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 212.6 0.0 227.6 212.6 212.6 212.6 212.6 

ICAPITAL EXPENDITURES 300.0 I 

ICHANGE IN REVENUES ( 

FUND SDURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 512.6 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 512.6 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I
Full-time 
Part-time 
Temporary 

2.0 

ANALYSIS: (Attach a separate page if necessary) 

(Thousands of Dollars) 

227.6 212.6 212.6 212.6 212.6 

0.0 227.6 212.6 212.6 212.6 212.6 

The bill is intended to more effectively honor and implement an individual's advance health care directive by 
creating a central registry for access by health care providers and procurement organizations. Information 
Technology Business Applications staff estimate that development of the registry, either by the state or a third party 
vendor, will require an estimated capital expenditure of $250K with an additional $50K to develop an interface 
with the Bureau of Vital Statistics. Two HE personnel will be required to enter the documents into the registry and 
provide access to the information: Public Health Specialist II (R20, step q at $lOOK and an Administrative Clerk III 
(RlO, step qat $56.1K. Work stations, lease, phone service, etc. is estimated to be $19K for the 2 employees. An 
additional contractual expenditure is system maintenance (10%), or $25K per year. Training expenditures for 
hospital and other personnel to access the registry is estimated at $6K per year, with a one-time travel increase in 
FY2011 to train hospital personnel. Supplies are estimated at $1.5K per year. The fund source amount indudes the 
total anticipated operating and capital expenditures. 

Prepared by: Beverly Wooley, Director 
Division Public Health 

Approved by: Alison Elgee, Assistant Commissioner 
DHSS Finance Management Services 

(Re"';sed 9/1012008 OM8) 

Phone 465-4079 
Date/Time 2/2/09 12:00 AM 

Date 2/22/2009 

Page 1 of 1 



AMENDMENT 

OFFERED IN THE HOUSE HEALTH AND 

SOCIAL SERVICES COMMIlTEE 

TO: HE 71 

I Page 3, following line 14: 

2 Insert: 

DRAFT 

BY ___ . 

260-1 
(1/22/2009) 

(1:46pm) 

3 "(k) The department and its employees are not liable for civil damages as a result 

4 of an act or omission in the establishment or maintenance of the registry." 

5 

6 Page 3, line 15: 

7 DeJete "(k)" 

8 Insert "(f)" 

-J-
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March 31, 2009 

I 
i 

.) 
I 

The Honorable Wes !<teller, Co-Chair 
House Health and So~al Services Committee 
Alaska Capitol, Room: 13 
Juneau, AK 9980 1-11~82 

< 

The Honorable Bob Herron, Co-Chair 
House Health and Social Services Committee 
Alaska Capitol, Room 415 
Junea~AJ( 99801-1182 

i 

.. -~ . 
.' ':, 

, AARPAlqka 
3601 C Street 
Suite 1420 
Anchoruge, AK 99503 

RE: HB 71 (Hohnes, Dahlstom, Millett, Kawasaki}-8upport 

Dear Co-Chairs Kelleund Herron: 

On behalf of the mem if :rs of AARP in Alaska, we encourage you and your colleagues on 
the House Health and ~ocial Services Committee to support HE 71, authored by your 
Committee colleague ~epresentative Lindsey Holmes and Representatives Nancy 
Dahlstrom, Charisse JI1illeti, and SCOtt Kawasaki. 

AARP encourages our ,97,000 members in Alaska to prepare advance health care 
directives and to discuss their wishes with their family. 

Unfortunately, all too often a serious illn,ess or accident may strike when an individual 
does not have their dircictives on their person, It is also not uncommon for someone to 
arrive at a hospital and ;be unable to speak and express their wishes. This often results in 
a health care provider being unable to discern or to follow the preferences of a patient. 

HE 71 would help alleviate this situation. HB 71 would establish a voluntary registry for 
health care directives which could be accessed by health care providers in time of need. 

'j 
HB 71 offers everythirif we could ask for: 

• Voluntary V 

• Confidential' 
• Available on a14 hour basis 
• Inexpensive 
• A vaiIable for updating if the individual so chooses 

~'-002(003 , 

T 1-866-227-7447 
F 907-341-2270 
TTY 1-877-434-7598 

www,aarp.org/ak 

Jennie Chin Hansen, President 
HEALTH I FINANCES I CONNECTING I GIVING I ENJOYING William D, Novelli, Chief Ex.cutiv. OffIcer 
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i 

1 
I: 

If passed, AARP Alasta will encourage every one of our members to participate in the 
registry and to encoll!ljge their younger family members to do likewise. 

AARP urges an "A YEj' vote on HB 71. , 
; 

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 cJ,sideration. 
V 

Sincerely, 

'Y1~dO~ 
Marie Darlin, Coordinftor 
AARP Capital City T~ Force 
415 Willoughby Avenjle, Apt. 506 
Juneau, AK 99801 
586-3637 (voice) 
463-3580 (fax) 

CC: Representative ~ohn Coghill· 
Representative'Bob Lynn 
Representativt':},aul Seaton 
Representativttpharon Cissna 
Representative l.indsey Holmes 
Representative Nancy Dahlstrom 
Representativeearisse Millett 
Representative$cott Kawasaki 

I 

,! 

1 

IilJ 003/003 
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Department of Labor and Workforce Development 

OFFICE OF THE COMMISSIONER 

Fc·brualY I, ~()I() 

The Honorable Bob '·krron 
The Honorable Wes Keller 
Co- Chairs House Health anu Social SCTvices Cummittee 
State Capital Building 
,Iuneau, 1\ K Y981J I-II 1-\2 

Dear Representatives Herron and Keller, 

SEAN PARNELL, GOVERNOR 

POBOX 111149 
JUNEAU ALASKA 99811-1149 

PHONE: 
FAX: 

(907) ·165-2700 
(907) 465-2784 

Thank you for scheuuling I-louse Bill 89 which establishes a State Vocational Rehabilitation 
Committee (SVRC) in the House Health anu Social Sen-ices Committee. The primary purpose of this 
legislation is to bring current state stanlte into compliance with feueralbw. The SVRC will function as 
the State Rehabilitation Council anu the "ssistive Technology Au"isor), Committee, both of which arc 
reyuireu by federal law to accept funuing from the u.s. Department of Euucation, Rehabilitation 
Snvices Auministration to operate the Vocational Rehabilitation Client Services program amI 
"ssistive Technology grant. The SVRC will replace the Governor's Committee on Employment and 
Rehabilitation of People with Disabilities (GCERPD). 

It is important that this legislation pass during this session. The Division of Vocational Rehabilitation 
is currently unuergoing a federal review and monitoring of programs authorized unuer Title I of the 
Rehabilitation Act of 1973, as amended. Management and organization of thc State Rehabilitation 
Council is included in trus compliance review to determine whethcr the agency is fully constituted in 
accordance with feuerallaw and regulations, including membership composition. Current state 
statutes are not in compliance with the federal laws relateu to the State Rehabilitation Council or the 
Assistive Technology Advisory Committee. Current statute was written for a committee that no 
longer exists, the President's Committee on Employment of People with Disabilities. 

The GCERPD will continue to perform the duties of the State Rehabilitation Council anu the 
Assistive Technology Advisory Committee until this matter is resolved. The Division of Vocational 
Rehabilitation could be sanctioned during the federal review. Similar legislation regarding SVRC was 
introduced Juring the 25'h Legislative Session. 

Federal compliance is critical to assist Alaskans WIth disabilities to become employed and have access 
to appropriate assistive technology services and devices. Thank you for your consideration of this 
important matter. Please contact me or my Legislative Liaison, Paula Seaver" at 465-2700 if you would 
like to discuss this further. 

Sincerely, 

CV6 # 
Clark Bishop 
Commissioner 

.., PnntE'U on re<.yr:ed paper 
\,1 ".,. A1as~a litho, lile 
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CS HB 89 (L& C) 

An Act relating to the State Vocational Rehabilitation Committee 

Sectional Analysis 

Section 1 repeals the Governor's Committee on Employment of People with Disabilities 
(GCEPD). Creates the State Vocational Rehabilitation Committee and describes its 
purpose. 

Section 2 describes the appointment, number, composition of committee members. It 
states that the number and composition of the committee must consistent with the 
requirements of 29 U.s.c. 725 and 29 U.s.c. 3003, as amended. 

Section 3 addresses the selection and term of the Committee Chair. It eliminates the 
need for the Governor to appoint the Chair, allowing the voting members of the 
Committee to make a selection, subject to disapproval by the Governor. Term of Chair 
is one year. 

Section 4 provides for four (4) meetings per year. Meeting may be conducted 
telephonicall y. 

Section 5 addresses the transition of current members of the GCEPD. Current 
members, who on the day before the effective date of this Act meet the requirements for 
membership on the new committee, will continue to serve their original GCEPD term 
on the new committee until that term would have expired. They may apply to the 
Governor for reappointment after their term expires. 

Section 6 is a new section that changes the heading of art. 2 of AS 23.15 from the 
"Governor's Committee on Employment of People with Disabilities" to "State 
Vocational Rehabilitation Committee." 

Section 7 provides for an effective date. 

Prepared by the Alaska Department of Labor and Workforce Development 

February 1, 2010 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2UIU LEGISLATIVE SESSION Bill Version: CSHB 89(L&C) 

II Publish Date: 

.::Id;;e",n:::tif",ie"r..:(f"il::.e .::n",am=eL): __ -,H.:;BCi0,:,8",9;;C=,S;:( L:i'&iiC2)i·D::;0:':iLCiW::;;;D:::.C::;S~.,=0::-:1.=2-i;1.:::1",0 _____ Dept. Affected Labor and Workforce Development 
Title ______ V"o"'c::a"ti"o"n"al"R..:e::,:h.::a:.:b"'iI;.:ita::;t"io"n:...C"o"'n"""m,,'t"'te::,:e:..... _____ RDU Vocational Rehabilitation 
c:::=:::::::-__________ DCT.::;:-;<::::::::;;;:::;:-________ Component Client Services 
Sponsor Rules Committee 
Requester __________ ..::G"o"v"e"rn.::o"r __________ Component Number 1828 

Expe nditures/Revenues (Thousands of Dollars) 

Note' Amounts do not include inflation unless otherNise noted below 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2011 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 
Personal Services 
Travel 
Contractual 
SIJ[1plies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 

Estimate of any current year (FY2010) cost: 

POSITIONS 

I

FUJl-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

0.0 

0.0 

7.5 7.5 7.5 7.5 7.5 7.5 

7.5 7.5 7.5 7.5 7.5 7.5 

(Thousands of Dollars) 
7.5 7.5 7.5 7.5 7.5 7.5 

7.5 7.5 7.5 7.5 7.5 7.5 

None 

This bill will increase the number of individuals on the State Vocational Rehabilitation Committee to align with federal regulations by 
adding three additional seats. Additional costs estimated at $7.5 will result from travel. per-diem. and lodging for the three additional 
members. The Client Services component will absorb the additional costs within currently budgeted funding. 

Prepared by: Cheryl Walsh. Director 
Division Division of Vocational Rehabilitation 

Approved by: Click Bishop. Commissioner 
Agency Department of Labor and Workforce Development 

(Revised 111612009 OMS) 

Phone 465·6926 
DatelTime 1/2211012:15 PM 

Date 1/22110 

Page 1 of 1 
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CIT£-
~:1 usc St~(-:. 72 S 

-:;:XPCITE-
TI'r:":E :::) - LJi.B8R 
CHl~P'l'Er. 16 '/cCJ\'l' ":'(JNf,i.... HE:-IAB 1 Ll 'l'.ll.'l'lON ~!0 C'l'HEH l~!.:;lL-;fj I L l'i.'.4'':'· .!.IJ~! 

SE~VICES 

SUBCHAPTER .L - VOCA7ICHAL REHP.B!LIT.;TION SER\'ICES 
Pa.rt A - General ?ro',isio::s 

-HEJ\D-
Sec. '/25. State Reh2.bilitat.ion ·:cuncil 

- ST/\'1'U"l'1:;-

(a) EGtablis~ment 

(1) In general 
Except as provided i!1 sect-ion 721(a) (21) (A) (i) of :his tItle, 

to be eligible to receive financial assistance under this 
subchapter a State shall establish a State Rehabilitation Council 
(referred to in this sectio::1 as the IICounci1 11

) in accordance with 
this section. 
(2) separate agency for individuals who are blind 

A State that designates a State agency to administer the part 
of the State pl~n u~der which vocaticn~l rehabilitation services 
are provided for individua:ls who dre blind under section 
721(a) (2) (A) (i) of this title' may establish a·separate Council in 
accordance with this cection to perform the duties of 81.4ch a 
Council with respect to such State agency. 

(b) Composition and appointment 
(1) Composition 

(A) In general 
Except in the case of a separate Council established under 

subsection (a) (?) of this f:ection, the Council shall be 
composed of -

(1) at least one representative of the Statewide 
Independent Living Counci~ established under section 796d of 
this title, which representative may be the chairperson or 
other designee of the Council; 

(ii) at least one representative of a parent training and 
information center established pursuant to section 671 of the 
Individuals with Disabilities Education Act (20 U.S ,C. 1471]; 

(iii) at least one representative of the client assistance 
program established under section 732 of this title; 

(iv) at least one qualified vocational rehabilita~ion 
counselor, with knowledge of and exp'erience with vocational 
rehabilitation programs, who shall serve as an ex officio, 
nonvoting member of the Council if the counselor is an 
employee of the designated State agency; 

(v) at ~east one representative of community rehabilitation· 
program service providers; 

(vi) four representatives of business, industry, and labor; 
(vii) representatives of disability advocacy groups 

representing a cross sectior. of -
(I) individuals with physical, cognitive, sensory, and 

mental disabilities; and 
{II} individuals' representatives of individuals with 

disabilities who' have difficulty in representing themselves 
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or are unable due to their disabilities to represent 
themselves; 

(viii) current or former applicants for, or recipients of, 
vocational rehabilitation services; 

(ix) in a State In which one or more pr:ujects are carried 
out under section 741 of this title, at least one 
representative of the directors of the projectsj 

(x) at least one representative of the State educational 
agency responsible for the public education of students with 
disabilities who are eligible to receive services under this 
subchapter and part B of the Individuals with Disabilities 
Education Act [20 U.S.C. 1411 et seg.); and 

(xii at lcact one representative of the State workforce 
invectrr.ent board. 

(B) separate Council 
In the case of a separate Council established under 

sUbsection (a) (2) of this section, the Council shall be 
composed of -

(i) at least one representative described in subparagraph 
(A) (i) ; 

(ii) at least one representative described in subparagraph 
(A) (ii); 

(iii) at least one representative described in sub~aragraph 
(A) (iii); . 

. (iv) at least one vocational rehabilitation counselor 
described in subparagraph (A) (iv), who shall serve as 
described in such subparagraph; 

(v) at least one representative described in subparagraph 
(A) (v); 

(vi) four representatives described in subparagraph 
(A) (vi); 

(vii) at least one representative of a disability advocacy 
group representing individuals who are blind; 

(viii) at least one individualls representative/ of an 
individual who -

(I)· is an individual who is blind and has multiple 
disabilities; and 

(II) has difficulty in, representing himself or herself or 
is unable due to disabilities to represe'nt himself or 
herself; 

(ix) applicants or recipients described in subparagraph 
(A) (viii);' 

(x) in a State described in subparagraph (A) (ix), at least 
one representative' described in such subparagraph; 

(xi) at least one representative described in cubparagraph 
(A) (x); and 

(xii) at least one representative described in subparagraph 
(A) (xi) . . 

(C) ·Exception 
In the case of a separate Council established under 

SUbsection (a) (2) of this section, any council that is required 
by State law, as in effect on October 29/ 1992, to have fewer 
than 15 members shall be deemed to be in compliance with 
subparagraph (B) if the Council -

(i) meets the requirements of subparagraph (B) / other than 
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the requirements of clauses (vi) and (ix) of such 
subparagraph; and 

(ii) includes at least 
(I) one rcpresenta'Ci'fe described in subparagraph (B) (vi) i 

and 
(II) one applica:lt or rec.i.p:ier.t described .in subpayagraph 

(B) (ix) 
(2) Ex officio member 

The Director of the designated State unit shall be an ex 
officio, nonvoting member of the Council. 
(3) Appointment . 

Members of the Council shall be appointed by the Governor or, 
in the case of a State that, under State law, vests authority for 
the adminis~ration of the activities carried out under this 
chapter in an entity other than the Governor (such as cne or more 
houses of the State l~gislature or an independent board), the 
chief officer of that ·entity. The appointing authority shall 
select tnembers after soliciting recommendations from 
representatives of organizations representing a broad range of 
individuals with disabilities and organizations interested in 
individuals with disabilities. In selecting members, the 
appointing authority shall consider, to the greatest extent 
practicable, the extent to which· minority populations are 
represented on the Council. 
(4) Qualifications 

(A) In general 
A majority of Council members shall be persons who are -

(i) individuals with disabilities described in section· 
705 (20) (B), of this title; and 

(ii) not 'employed by the designated State unit. 
(B) Separate Council 

In the case of a separate Council established under 
subsection (a) (2) of· this section, a majority of Council 
members shall. be persons who are -

(i) blind; and 
(ii) not employed by the designated State unit. 

(5) Chairperson 
(AI In general 

Except as provided in subparagraph (B), the Council shall 
select a chairperson from among the membership of the Council. 
(B) Designation by ch.ief executive officer 

In States in which the chief executive officer does not have 
. veto power pursuant to State law, the appointing authority 
described in paragraph (3) shall designate a member of the 
Council to serve· as the chairperson of the councilor shall 
require the Council to so designate such a member. 

(6) Terms of appointment 
(A) Length of term 

Each member of the Council shall serve for a term of not more 
than 3 years, except that -

(i) a member appointed to fill a vacancy occurring prior to 
the expiration of the term for which a predecessor was 
appointed, shall be appointed for the remainder of such term; 
and 

{iiI the· terms of service of the members initially 
appointed shall be: {as specified ·by the appointing authority 
described in paragraph (3)) for such fewer number of years as 
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wIll provide fo= the expiration of terms on a staggered 
basis. 

(8) Number of terms 
No iT,ember of tr.e Council, other than a representa':ive 

described in clause (iii( or (ix) of paragraph (1) (A), or 
clause (iii) or (x) of paragraph (1) (B), may serve mor~ than 
two consecutive full. terms. 

(7) Vacancies 
(A) In general 

Except as provided· i~ subparagraph (B), any vacancy occurring 
in the membership of the Council shall be filled in the same 
manner as the original appointment, The vacancy shall not 
affect the power of the remaining members to execute the duties 
of the Cour.cil . 
. (3) Delegation 

The appoint':ng· authority described in paragraph (3) may 
delegate the authority to fill such a vacancy to the remaining 
members of the Council after making the original appointment. 

(c) Functions of Counqil 
Tne Council shall, after consulting with the State workforce 

investment board -
(1) review, analyze, and advise the designated State unit 

regarding t:he performance of the responsibilities of the unit 
under ·this subchapter, particularly responsibilities relating to -

(A) eligibility (including order of selection); 
(B) the extent, scope, and effectiveness of services 

providec;:ii and 
(C) f~nction6 performed by State agencies that affect or that 

potentially affect the ability of individuals with disabilities 
in achieving employment outcomes under thi's subchapter; 

(2) in partnership with the designated State unit -
(A) develop, agree to, and review State goals and pr~orities 

in accordance with section 721(a} (15) (Cl of this title; and 
(B) evaluate the effectiveness of the vocational 

rehabilitation program and submit reports of progress to the 
Commissioner in accordance with section 721 (a) (15) ·(B) of this 
title;. 

(3) advise the designated State agency and the designated State 
unit regarding activities authorized to be carried out under this 
subchapter, and assist in the preparation of the state plan and 
amendments to the plan, applications, reports, needs assessments, 
and evaluations required by this subchapter; 

(4) to the extent feasible, conduct a review and analysis of 
the effectiveness of, and consumer satisfaction with -

(A) the functions performed by the designated State agency; 
(B) vocational rehabilitation services provided by State 

agencies and other public and private entities responsible for 
providing vocational' rehabilitation services to individuals 
with disabilities under this chapter; and 

(C) employment outcomes achieved by eligible individuals 
receiving services under this subchapter, including the 
availability of health and other employment benefits in 
connection with such employment outcomeSi 
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(5) prepare and subndt an annual report to the Governor and the 
cOlTuuissioner on the status of vocational rel:abilitation programs 
operated " ... it-hin the State, and make the report aV<lilable .to the 
public; 

(6) to avoid duplication of efforts and enhance the number of 
individuals served, coordinate ac':ivities \vith the activities of 
other councils within the State, including the Statewide 
Independent Living Council established under sectio~ 796d of this 
title, the advisory panel established under section 612(al (20) of 
the Individuals with Disabilities Education Act [20 U.S.C. 
1412 (a) (20) J, the State Council on Developnen-::al Disabilities 
establislled under section 15025 of titJ.e 42, the State mental 
health planning council established under section 300x-3{a) of 
title 42, and the state workforce investment board; 

(7) provide for coordination and the eDtablishment of working 
relationships between the designated State agency and the 
Sta':ewide Independent Living Council and centers for .independent 
living within the State; and 

(8) perform such other functions, consistent with the purpose 
of this subchapter, as the State Rehabilitation Council 
determines to be appropriate/ that are comparable to the other 
functions performed by the Council. 

(d) Resources 
11) Plan 

The Council shall prepare, in conjunction with the designated 
State unit, a plan for the provision of such resources, including 
such staff and other personnel/ as may be necessary and 
sufficient to carry out the functions of the Council under this 
section. The resource plan shall, to the maximum extent possible, 
rely on the use of resources in existence during the period of 
implementation of the plan. 
(2) Resolution of disagreements 

To the extent that there is a disagreement between the Council 
and the designated State unit in regard to the resource~ 
necessary to carry out the functions of the Council as set forth 
in this section, the disagreement shall be resolved by the 
Governor consistent with paragraph (l). 
(3) Supervision and evaluation 

Each Council shall, consistent with state law, supervise and 
evaluate such staff and other personnel as may be necessary to 
carry out its functions under this section. 
(4) Personnel conflict of interest 

While assisting the Council in carrying out its duties/ staff 
and other personnel shall not be assigned duties by the 
designated State unit or any other agency or office of the State, 
that would create a conflict of interest. 

(e) Conflict of interest 
No member of the Council shall cas: a vote on any matter that 

would provide direct financial benefit to the member or otherwise 
give the appearance of a conflict of interest under State law. 
(fl Meetings 

The Council shall convene at least four meetings a year in such 
places as it determines to be necessary to conduct Council business 
and conduct s.uch forums or hearings as the Council considers 
appropriate. The meetings/ hearings, and forums shall be publicly 
announced. The meetings shall be open and accessible to the general 
public unless there is a· valid reason for an executive session. 
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(g) Compensation and expenses 
The Council may use funds allocated ::0 the Council by the 

designaced state unit under this subchapter (except for funds 
appropriated to carry out the client assistance program under 
sectien 732 of this title and funds reserved pursuant to section 
730(c) of this title to carry our part C of t~is subchapter) to 
reimburse l11~mbe:-s of the Council for reasonable and necessary 
expenses of attending Council meetings anci performing council 
duties (including child care and personal assistance services), and 
to pay compensation to a member of the Council/ if such member is 
not employed or must forfeit wages from other errploymer.t, for each 
day the member is engaged in performing the duties of the Counc.U. 
(h) Hearings and forums 

The Council is authorized to hold such hearings and forums as the 
Council may determine to be necesoary to carry out the duties of 
the Council. 

-SOURCE-
IPub. L. 93-112, title I, Sec. 105, as added Pub. L. 105-220, title 
IV, Sec. 404, Aug. 7, 1998, 112 Stat. 1151; amended Pub. L. 105-
277, div. A, Sec. 1011f) [title VIII, Sec. 402Ic)16)], Oct. 21, 
199B/ 112 Stat. 2681-337, 2681-415; Pub. L. 106-402/ title IV, Sec. 
401(b) (3) (A), Oct. 30, 2000, n4 Stat. 1737; Pub. L. 108-446, title 
III, Sec. 305 (h) (2), (3), Dec. 3, 2004, 118 Stat. 2805.) 

-REFTEXT-
REFERENCES IN TEXT 

The Individuals with Disabilities Education Act, referred to in 
subsec. (b) (1) (A) (x), is title VI of Pub. L. 91-230, Apr. 13, 1970, 
84 Stat. 175/ as amended. Part B of the Act is classified generally 
to subchapter II (Sec. 1411 et seq.) of chapter 33 of Title 20, 
Education. For complete classification of this Act to the Code/ see 
section 1400 of Title 20 and Tables. 

-MISC1-
PRIOR PROVISIONS 

A prior section 725/ pUb. L. 93-112/ title 1/ 'Sec. 105/ as added 
Pub. L. 102-569, title I, Sec. 126(a), Oct. 29, 1992, 106 Stat. 
4381; amended pub. L. 103-73, title I, Sec. 107(d) (1), Aug. 11, 
1993, 107 Stat. 721, related to State. Rehabilitation Advisory 
Council, prior to the general amendment of this 8ubchapter by Pub. 
It. 105-220. 

AMENDMENTS 
2004 - Subsec. (b) (1) (A) (ii). pub. L. 108-446, Sec. 305 (hi 12), 

substituted 11671 of the Individuals with Disabilities Education 
Act" for 11682{a.) of the Individuals with Disabilities Education Act 
(as added by section 101 of the Individuals with Disabilities 
Education Act Amendments of 1997; Public Law 105-17)'11. 

Subsec. (c) (61. Pub. L. 108-446, Sec. 305 (hi (3), substituted 
"section 612 (a) (20) II for IIsection 612 (a) (21) II and "Individuals 
with n for "Individual withll and 8t~ck out 11 (as amended by section 
101 of the Individuals with Disabilities Education Act Amendments 
of 1997,' Public Law 105-17) II before II, the State councilll. 

2000 - Subsec. (c) (6). Pub. L. 106-402 substituted lithe State 
Council on Developmental Disabilities established under section 
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15025 of title 42" :or Uthe State Develop:r,ental Disabilities 
Council described ill section 6024 uf title 42". 

199B - Subsee. (b) (3). PClb. L. 105-277, Sec. 101(E) [title VIII, 
Sec. 402 (c~ (6) (A)], substituted "Governor or, in the caoe of a 
Sta.te that, under State law, vests authority for the administration 
of the ac::ivities carried out under this chapter in an entity other 
than ::he Governor {such as one or more houses of the State 
legislature or an independent board}, the chief officer of that 
entity" for "Governor" in first sentence and "appointing authority II 
for "Governor" in second and third sentences. 

Subsee. (b) (1) (A) (i). Pub. L. 105-277, Sec. 101(f) [title VIII, 
Sec. 402 (el (6) (B)], substituted IIsection 705 (20) (E) II for lIsect:i.on 
705 (20) (A)". 

Subsee. (b) (5) (B). Pub. L. 105-277, Sec. 101(f) [title VIII, Sec. 
402(c) (6) (e)l, substituted "chief executive o:ficer" for "Governor" 
in hending and "appointing authority described in paragraph (3) 
shall" for "Governor shall" in text. 

Subsec. (b) (6) (A) (ii), (7) (B). Pub. L. 105-277, Sec. 101(f) 
[title VIII, Sec. 402 (c) (6) (0) J, substituted "app"inting authority 
described in paragraph (3)" for IIGovernor ll • 

-End-
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·.n.:! d'.::r(·~::j t[:(~ , .... ".J,~ . .l1'1'·1~· I)f ,ji.:; .. :t':'1.:.::-. .!.,,,':5, d;:ci :.:iw:.r. Lui',:,]':/ 

()bt<l:'li d:.3:;.isti.\·t~ u~·:i-.nolo'JY, and l:hat an:~ \.:kSlCJ1~,~d to 111'::,Tt":\,,!S'.' 
I!cr,,:,:,:,,~j tc ,l:.:i:.>i.:.iti.'l(! tt'chl1'Jl·-:;·:ry. 
(0) Air,0~r.t. cf fin,·1l1c.:. .. .l Ct~;Si.';;t,1l1':-e 

(1.) Tr. q,:.'cer,:l 
FrC'I-:l ':'un.:i: . .' I~:d,:::r, ':':dll<tbl,·., to ,::<.l::ry cut th.:.~.:; .~;'.~f:tl·)r" tLL: 

~(~Cri~t'''lr,! ~r.dll .!"','Clrd (J qr<.J.nt to t·"tcl~ c,;.iq"-bh~ Stolte' <lnC1 el.i.qib.l.c 
':;L;t:.Y:l~fJ ,!rC<1 frOIT, ,IC i·:lJ..c:tm~.'n::: dC(t:r:-:llr.(·d :.n ,~,:ccrcii,:nCl: ',i':'til 
t:,tr<:lqr,~tph (::). 
(2) C~IJ..culdtion of :::it.lt'''' qr,"!n::'.s 

(1;) E<'L',Se y'~·iJ.r 

Except :13 prcvidud in sutparilqrdphs IE) and (e), the 
80Crl!tdry ~hdll ~llot to each Statt~ (Ind o~tlying arQ~ fer a 
fiscal year ~n amount tr.Clt is not less th~tn the ~mount th(~ 

~tate or outlying ~red rt!ccivcd under thl! grant~ provided under 
section 3011 of this title (as ~n effect en the day bofore 
October ':5, 21)04) for ficscal year 201)4. 
(2) R.::.ttdble reductIon 

(i) In qeneral 
If funds made available to c~rry out this soction for any 

fiscal year ~re insuffici~nt to make the dllotments required 
tor each Statu and outlying area under subparagraph (A) for 
such fiscal y'';~c1r, the Secr.?tdry shall ratu.bly reduce t;le 
dllo~ments for such fiscdl year. 
(ii) Additionill funds 

If, after the Secretary makes the reductions de~cribed in 
clause (i), additional funds become dVdil~ble to carry out 
thi:.3 section for tho fi5C~1 year, the secretary shall ratdbly 
increase the allotments, until the Secrct~ry has allatt0d the 
untir0 bas~ yeur amount. 

(,:) H-=-gl"le:r: dPr-:ropr':'dtlcn ,!"o:.lrs 
Ezcept as pr.:,vid,,~d il~ ::51..:.t:r:a::,"!g!:"aph (0), for a :iSCill 'fecir fer 

'",';-.icil tLe amcunt ':::: fUi":ds milde dvaL.able tc carry ::)L;t ::his 
seC~lon i~ gr~~t~r than the basE year amc~nt, the Secretary 
shall -

(.:'} mFt:-;(-:- ~h(: allc"t.in·:::r,ts des.:riberi in s ... :bp,:lrc!graph Ij:..l; 

(ii) from a portion af the remai~der of ~he funds ~fter ~~e 
Secretary makes the allotments described in clause (i), the 
Secrec.~ry ShdJ.: -

(I) from 50 ;::ercent of t:he Fortion, allot: r.o cod-, State 
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or oll~lying ar~a an eqcal amount; and 
(II) from 50 percent of the porti.c:~, allot ~o each Stat·::! 

or outlying area an a~OGnt that bears ~he sanle relationship 
to SGC~ 50 percellt as the populatio~ cf the State or 
outlying aroa bears to the population of all States and 
outl.ying areas, 

~n~il each State has ~eceived an allotment of not less ~han 

$410,000 and each outlying area has received an allotment of 
Sl:25,000 under clause (i) and this clause; 

(iii) from the remainder of the funds after the Secretary 
makes the allotments described in clause (ii), the Secretary 
shull -

(I) from 80 percent of the remainder allot to each State 
an amount that bears the same relationship to such 20 
percent as the population of the State bears to t~e 
population of all States; and 

(II) from 20 percent of the remainder, allot to each 
State an equal amount. 

(0) Special rule for fiscal year .2005 
Notwithstanding subparagraph (e), if the amount of funds made 

available to carry out this section for fiscal year 2005 is 
greater than the base year amount, the secretary may award 
grants on a competitive basis for periods of 1 year to States 
or outlying areas in accordance with the requirements of 
subchapter III of this chapter (!l) (as in effect on the day 
before October :::5, ':00";) to develop, support, expand, or 
administer an alternative financing program. 

(E) Base year amount 
In this paragraph, the term "base year amount" means the 

total amount received by all States and outlying areas under 
the grants described in subparagraph (A) for fiscal year 2004. 

(c) Lead agency, implementing entity, and advisory council 
(1) Lead agency and implementing entity 

(A) Lead agency 
(i) In general 

The Governor of a State shall designate a public agency as 
a lead agency -

(I) to control and administer the funds made available 
through the gran~ awarded to the State under this section; 
and 

(II) to submit the application described in subsection 
(d) on behalf of the State, to ensure conformance with 
Federal and state accounting requirements. 

Iii) Duties 
The duties of the lead agency shall include -

(I) preparing the application described in subsection (d) 
and carrying out State activities described in that 
application, including making programmatic and resource 
allocation decisions necessary to implement the 
comprehens i ve 5 ta te\,;ide program of technology-re la ted 
assistance; 

(II) coordinating the activities of the comprehensive 
statewide program of technology-related assistance among 
public and private entiLies, including coordinating efforts 
related to entering into interagency agreements, and 
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maintaining a!ld evaluating the progra~; and 
(III) coordinating efforts related to the active, timely, 

and meaningful participation by lndividllals with 
di.sabilities and thei.r :amily mernbf..!rs, 9,-larciians, 
advocates, or authorized repre~entatives, and other 
appropriate individuals, with respect to activ~ties carried 
out through the grant. 

(B) Implementing entity 
TIle Governor may designate an agency, office, or other entity 

to carry cut State activities under this section (referred to 
in this section as the "implementing entity"), if 51..:('0. 

implementing entity is different ~rom the l.ead agency. The 
implementing agency shall carry out responsibil.i.ties under thi.s 
chapter through a subcontract or another administrative 
agr0cment with the lead agency. 
(e) Change in agency or ent~ty 

(i) In general 
On obtaining the approval of the Secretary, the Governor 

may redesignate the lead agency, or the implementing entity, 
if the Governor 5ho',.;-s to the secretary good callse why the 
entity designated as the lead agency, or the implementing 
entity, respectively, should not serve as that agency or 
entity, respectively. The Governor shall make the showing in 
the application described in subsection (d). 
(ii) Construction 

Nothing in this paragraph shall be construed to require the 
Governor of a State to change the lead agency or implementing 
entity of the State to an agency other than the lead agency 
or implementing entity of such State as of October 25, 2004. 

(2) Advisory council 
(j...) In general 

There shall be established an advisory council to provide 
consumer-responsive, consumer-driven advice to the State for, 
planning of, implementation of, and evaluation of the 
activities carried out through the grant, including setting the 
measurable goals described in subsection (d) (3) . 
(E) Composition and representation 

(i) Composition 
The advisory council shall be composed of -

iI) individuals with disabilities that use assistive 
technology or the family members or guardians of the 
individuals; 

(II) a representative of the designated State agency, as 
defined in section 7 of the Rehabilitation Act of 1973 (29 
U.S.C. 705) and the State agency for individuals who are 
blind (within the meaning of section 101 of that Act (29 
U.S.C. 721», if such agency is separate; 

(III) a representative of a State center for independent 
living described in part C of title VII of the 
Rehabilitation Act of 1973 (29 U.S.C. 796f et seq.); 

(IV) a representative of the State workforce investment 
board established under section III of the Workforce 
Investment JI..ct of 1998 (29 U.S.C. 2821); 

(V) a representative of the State educational agency, as 
defined in section 7801 of title 20; and 

(VI) representatives of other State agencies, public 
agencies, or private organizations, as determined by the 
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St.ate. 
(ii) r'lajo!:"i cy 

\ I) In gener-al 
A majorit~l, no':: less thar. 51 percent, of t:102 ;r,ember.s of 

the advisory council, shall be mcmbcr~ appointed under 
clause (i) (::!:). 

(II) p.epres6ntatives of agencies 
r.1e:nbers appointeo t;nder subclauses (II) through (VI) of 

clause ti) shall not coun-c t-:)',\'ard the majority membership 
requirement established in subclause (t). 

(iii) Representa-cion 
The advisory council shall be geographically representative 

of the State and reflect the diversity of the State with 
respect to race, eth!lieit'l, types of disabilities across the 
age spa~, and users of types of services that an individual 
with a disability may receive. 

(C) Expenses 
The members of the advisory council shall receive no 

compensation for their service on the advisory council, but 
shall be reimbursed for reasonable and necessary expenses 
actually incurred in the performance of official duties for the 
advisory council. 
(0) Period 

The members of the State advisory council shall be appointed 

not later than 120 days after October :5, 2004. 
(E) Impact on existing statutes, rules, or policies 

Nothing in this paragraph shall be construed to affect State 
statutes, rules, or official policies relating to advisory 
bodies for State assistive technology programs or require 
changes to governing bodies of incorporated agencies who carry 
out State assistive technology programs. 

(d) Application 
(1) In general 

Any State that desires to receive a grant under this section 
shall submit an application to the Secretary, at such time, in 
such manner, and containing such information as the Secretary may 
require. 
(2) Lead agency and implementing entity 

The application shall contain information identifying and 
describing the lead agency referred to in subsection (c) (1) (A) 
The application shall contain information identifying and 
describing the implementing entity referred to in subsection 
(c) (l) (B), if the Governor of the State designates such an 
entity. 
(3) Measurable goals 

The application shall include -
(A) measurable goals, and a timeline for meeting the goals, 

that the State has set for addressing the assistive ~echnology 
needs of individuals vlith disabilities in the State related to -

(i) education, including goals involving the provision of 
assistive technology to individuals with disabilities who 
receive services under the Individuals with Disabilities 
Education Act (20 U.S.C. 1400 et seq.); 

(ii) employment, including goals involving the State 
vocational rehabilitation program carried out under title I 
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of the F.ehabi.licatior: .::'.ct of 1973 (2£0 U.S.C. 7:0 et seq.); 
(i i i) te lecar.tmunlca tior. and infoena tion tech:~c_Lo9i; and 
(iv) community li'li:-:g; and 

(S) information describing how the State will quantifiably 
measure the goals to determine ~hether th0 goals have been 
achieved. 

(4) I::.volvement of p;.;,blic and private entities 
The application shall describe how various public and private 

entitj,es ~ere involved in the development of the application and 
will be involved in the implementation of the activities to be 
carr:ed 'Jut through tr,e gJ:ant, including -

(A) in cases determined to be appropriate by the State, a 
description of the nature alld extent of resources that ~ill be 
committed by public and private collaboratcrs to assist in 
accomplishing identified goals; and 

(8) a description of the mechanisms established tc ensure 
coordination of activities and collabaratiol! between the 
implementing entity, if any, and the State. 

(5) Implementation 
The application shall include a description of -

(A) how the State will implement each of the required 
activities described in subsection (e), except as provided in 
subsection (e) (6) (A); and 

(8) how the State will allocate and utilize grant funds to 
implement the activities, including describing proposed budget 
allocations and planned procedures for tracking expenditures 
for activities described in paragraphs (2) and (3) of 
subsection (e). 

(E) Assurances 
The application shall include assurances that -

(AI the State will annually collect data related to the 
required activities implemented by the State under this section 
in order to prepare the progress reports required under 
subsection (f}i 

(8) funds received through the grant -
(i) will be expended in accordance with this section; and 
(ii) will be used to supplement, and not supplant, fUnds 

available from other sources for technology-related 
assistance, including the provision of assistive technology 
devices and assistive technOlogy services; 

(e) the lead agency will control and administer the funds 
received through the grant: 

(D) the state will adopt such fiscal control and accounting 
procAdures as may be necessary to ensure proper disbursement of 
and accounting for the funds received through the granti 

(E) the physical facility of the lead agency and implementing 
entity, if any, meets the requirements of the Americans with 
Disabilities Act of 1990 (42 U.S,C. 12101 et seq.) regarding 
accessibility for individuals with disabilities: 

(F) a public agency or an individual with a disability holds 
title to any property purchased with funds received under the 
grant and administers that property; 

(G) activities carried out in the State that are authorized 
under this chapter, and supported by Federal funds received 
under this chapter, ... ,'ill comply wi th the standards established 
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by the Architectural and Transportation Barriers Compliance 
Board Ul1der section 508 of the Rehabilitation Act of 1973 {20 
(!2) U.S.C. 794d); and 

(Hj the State will -
(i) prepare reports to the secretary in such form and 

containing such information as the Secretary may require to 
carry out the Secretary's ~u~ctions u~der this chapter; and 

(ii) keep SGch records and allo~ access to such records as 
the s~cretary may require to ensure the correctness and 
verification of information provided to the Secretary u~der 
this subparagraph. 

(7) State support 
~he application shall include a description of the activities 

described in paragraphs (2) and (3) of st.:bsection (e) that the 
State will support with State funds. 

(e) Use of funds 
(1) In general 

(Aj Required activities 
Except as provided in subparagraph (8) and paragraph (6), any 

State that receives a grant under this section shall use a 
portion of the funds made available through the grant to carry 
out activities described in paragraphs (2) and (3). 
(B) State or non-Federal financial support 

A State shall not be required to use a portion of the funds 
made available through the grant to carry out the category of 
activities described in subparagraph (AI, (E), (e), or (D) of 
paragraph (2) if, in that State -

(i) financial support is provided from State or other non­
Federal resources or entities for that category of 
activities; and 

(ii) the amount of the financial support is comparable to, 
or greater than, the amount of the portion of the funds made 
available through the grant that the State would have 
expended for that category of activities, in the absence of 
this subparagraph. 

(2) State-level activities 
(A) State financing activities 

The State shall support State financing activities to 
increase access to, and funding for, assistive technology 
devices and assistive technology services (which shall not 
include direct payment for such a device or service for an 
individual with a disability but may include support and 
administration of a program to provide such payment), including 
development of systems to provide and pay for such devices and 
services, for targeted individuals and entities described in 
section 3002 (16) (A) of this title, including -

(i) support for the development of systems for the 
purchase, lease, or other acq~isition of, or payment for, 
assistive technology devices and assistive technology 
services; or 

(ii) support for the development of State-financed or 
privately financed alternative financing systems of subsidies 
(which may include conducting an initial l-year feasibility 
study of, improving, administering, operating, providing 
capital for, or collaborating with an entity with respect to, 
such a system) for the provision of assistive technology 
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devices, sllCh as -
(I) a lO'tl-i:lte:::-est loan fund; 
(II) an interest buy-down program; 
(III) a revolving loan fund; 
(IV) a loan guarantee or ,insurance program: 
(V) a program provid':ng for the purchase, lease, or 0<:her 

acquisition of assistive technology de~ices or ass~stive 
technology ser~ices; or 

(VI) another mechanism that is approved by the Secretary. 
(El Device reutilization programs 

The State shall directly, or in collaboration with public or 
private entities, carry out assistive technology device 
reutilizaticn programs that provide for the exchange, repair, 
recycling, or other reutilization of assi~tivE technology 
devices, which may include redi.stribution through device sales, 
loans, rentals, or donations. 
(Cl Device loan programs 

The State shall directly, or in collaboration with public or 
private entities, carry out device loan programs that provide 
short-term loans of assistive technology devices to 
individuals, emplcyers, public agencie3, or others seeking to 
meet the needs of targeted individuals and entities, including 
ethers seeking to comply with the Individuals with Disabilities 
Education Act (20 U.S.C. 1400 et seq.), the Americans h'ith 
Disabilities Act of 1990 (42 U.S.C. 12101 et seq.), and section 
504 of the Rehabilitation Act of 1973 (29 U.S.C. 794). 
(D) Device demonstrations 

(i) In general 
The State shall directly, or in collaboration with public 

and private entities, such as one-stop partners, as defined 
in section 101 of the norkforce Investment Act of 1998 (29 
U.S.C. 2801), demonstrate a variety of assistive technology 
devices and assistive technology services (including 
assisting individuals in making informed choices regarding, 
and providing experiences with, the devices and services), 
using personnel who are famil~ar with such devices and 
services and their applications. 
(ii) Comprehensive information 

The State shall directly, or through referrals, provide to 
individuals, to the extent practicable, comprehensive 
information about State and local assistive technology 
venders, providers, and repair services. 

(3) State leadership activities 
(A) In general 

A State that receives a grant under this section shall use a 
portion of not more than 40 percent of the funds made available 
through the grant to carry out the activities described in 
~ubpdrdgrdph (B). From that portion, ~he State shall use at 
least 5 percent of the portlon for activities described in 
subparagraph (E) (i) (III) . 
(B) Required activities 

(i) Training and technical assistance 
(I) In general 

The State shall directly, or provide support to public or 
private entities with demonstrated expertise in 
collaborating with public or private agencies that serve 
individuals with disabilities, to develop and disseminate 
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training materials, conduct training, and prQv~de technical 
assistance, fcr individual_s from local settings statewide, 
~ncl~ding representatives of State and local educational 
agencies, other State and local agencies, early 
i~tervention programs, adult service programs, hospitals 
and ether health care facilities, i.nstj_tutions of higher 
education, and bllsincsses. 
(II) :'.l..;thorized activit-ias 

1n carrying out acti·J~t:es u!':.der s>...:bclat:se (I), the State 
shall carry out- activities that enhallce the knowledge, 
skills, and competencies of individuals from local set~ings 
described in subclause (I), which may irlc!ude -

(aa) genera! awareness training on the benefits of 
assistive technology and the Federal, State, and pri':ate 
f~nding sources available to assist ~argeted individua13 
and enti~ies in acquiring assistive techno!ogy; 

(bb) skills-development training in assessing the need 
for assistive technOlogy devices and assistive technology 
services; 

(ec) training to enSl..:re the appropriate applica.tion and 
use of assistive technology devices, assistive ~echnology 
services, and accessible technology for e-government 
functions,' 

(dd) training in the importance of multiple approaches 
to assessment and implementation necessary to meet the 
individualized needs of individuals with disabilities; 
and 

(ee) technical training on integrating assistive 
technology into the development and implementation of 
service plans, including any education, health, 
discharge, Olmstead, employment, or other plan required 
under Federal or State law. 

(III) Transition assistance to individuals with 
disabilities 
The State shall directly, or provide support to public or 

private entities to, develop and disseminate training 
materials, conduct training, facilitate access to assistive 
technology, and provide technical assistance, to assist -

(aa) students with disabilities, within the meaning of 
the Individuals with Disabilities Education Act (20 
U.S.C. 1400 et seq.), that receive transition services; 
and 

(bb) adults who are individuals with disabilities 
maintaining or transitioning to community living. 

(ii) Public-awareness activities 
(I) In general 

The State shall conduct public-awareness activities 
designed to provide information to targeted individuals and 
entities relating to the availability, benefits, 
appropriateness, and costs of assistive technology devices 
and assistive technology services, inclUding -

(aa) the development of procedures for providing direct 
communication between providers of dssistive technology 
and targeted individuals and entities, which may include 
partnerships with entities in the statewide and local 
workforce investment systems established under the 
Workforce Investment Act of 1998 (:9 U.S.C. 2801 et 
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seq.), Stare '.'o,::atior.~l ~:ehabil.itacion cer.t-2r.s, pub::.c 
and private employers, or elemer.tary and secondary public 
schools; 

(bb) the de':elopment and dissem':'natioD, to targeted 
indi;.rich.:als and entities, of information about State 
efforts re~ated to assistive technology; and 

(ec) the distrib~tion of materials to appropriate 
public and private agencies that provide social, medical, 
edt.:caticnal, employment, and cransporcation ser'licQs to 
individuals with disabilities. 

tII) Cc-l.l.aboration 
1'he State shall collaborate with entities that receive 

a~ards ullder paragraphs (1) and {3) of sacci.on 3005(b) of 
this title to carry out public-awareness ilctivities 
fecusing on infants, toddlers, children, transition-age 
youth, employment-age adults, seniors, and emplcyers. 
(III) Statewide information and referral system 

(aa) In general 
The State shall directly, or in collaboration with 

p~blic or private (such as nonprofit) entities, provide 
for the continuation and enhancement of a statewide 
information and referral system designed to meet the 
needs of targeted individuals and entities. 
(bb) Content 

The system shall deliver information on assistive 
technology devices, assistive technology services (with 
specific data regarding provider availability ;'iithin the 
State), and the availability of resources, including 
funding through public and private sources, to obtain 
assistive technology devices and assistive technology 
services. The system shall also deliver info~mation on 
the benefits of assistive technology devices and 
assistive technology services with respect to enhancing 
the capacity of individuals with disabilities of all ages 
to perform activities of daily living. 

(iii) Coordination and collaboration 
The State shall coordinate activities described in 

paragraph (2) and this paragraph, among public and private 
entities that are responsible for policies, procedures, or 
funding for the provision of assistive technology devices and 
assistive technology services to individuals with 
disabilities, service providers, and others to improve access 
to assistive technOlogy devices and assistive technology 
services for individuals with disabilities of all ages in the 
State. 

(4) Indirect costs 
Not more than 10 percent of the funds made available through a 

grant to a State under this section may be used for indirect 
costs. 
(5) Prohibition 

Funds made available through a grant to a State under this 
section shall not be used for direct payment for an assistive 
teChnology device for an individual with a disability. 
(6) State flexibility 

(A) In general 
Notwithstanding paragraph (1) (A) and subject to subparagraph 

(B), a State may use funds that the State receives under a 
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grant aWilrded u~de~ ~his section to carry out a~y ~ or ~ore of 
che activities described in paragraph (2). 
(5) Spec:ial rule 

NOi.:i'lithstand,ing paragraph (3) (A), ar:'/ :State t:-:at e:·:erciscs 
its authority under subparagraph (A) -

(i) shall carry out each of t.he req\.,ired activit':"es 
described in paragraph (3) (6); and 

(ii) shall use not more than 30 percent of the fur:ds made 
available through the grant to carry Gut ~he ~ctivities 
described in paragraph (3) (6) . 

(f) Annual progress reports 
(1) Data collection 

States shall participate in data collectioll as required by Idw, 
includillg data collection required for preparation of the reports 
described in paragr~ph (2). 
(2) Reports 

(AI In general 
Each State shall prepare and submit to the Secretary an 

annual progress report on the activities funded ~nder this 
chapter, a~ such time, and in such mar:ner, as the Secretary may 
require. 
(B) Contents 

The report shall include data collected pursuant to this 
section. The report shall document, with respect to activities 
carried out under this section in the State -

(i) the type of State financing activities described in 
subsection (e) (2) (A) t.:sed by the State; 

(ii) the amount and type of assistance given to consumers 
of the State financing activities described in subsection 
(e) (2) (1-.) ('who shall be classified by cype of assistive 
technology device or assistive technology service financed 
through the State financing activities, and geographic 
distribution within the State), including -

(I) the number of applications for assistance received; 
(II) the number of applications approved and rejected; 
(III) the default rate for the financing activities; 
(IV) the range and average interest rate for the 

finanCing activities; 
(V) the range and average income of approved applicants 

for the financing activities; and 
(VI) the types and dollar amounts of assistive technology 

financed; 

(iii) the number, type, and length of time of loans of 
assistive technology devices provided to individuals with 
disabilities, employers, public agencies, or public 
accorrunodations through the device loan program described in 
subsection (e) (2) (e), and an analysis of the individuals with 
disabilities who have benefited from the device loan program; 

(iv) the number, type, estimated value, and scope of 
assistive technology devices exchanged, repaired, recycled, 
or reutilized (including redis~ributed through device sales, 
loans, rentals, or donations) through the device 
reutilization program described in subsection (e) (2) (8), and 
an analysis of the individuals with disabilities that have 
benefited from the device reutilization program; 

(v) the number and type of device demonstrations and 
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-SOURCE-

referrals provid':::od ur:der subsection (e) (2) (D), and an 
6:1alysis of i!ldividuals with disabilities who have benefited 
from the demonstracions and referrals: 

(vi) (I) the :iumber arod gene::::-al c:1aracter.:i.s;:ics of 
individuals ~ho participated in training under subsection 
(e) (3) (8) (l) (such as individuals .....,itl1 disabilities, parents, 
educators, employcrs, providers of e:np!oj'msnt services, 
health care workers, counselors, other service providers, or 
venders) and the topics of suc~ training; and 

(II) to the extent practicable, the geographic di.stribution 
of il)dividuals who participated il) the training; 

(vii) the frequency of provision and nature of technical 
assistance provided to State and local agencies and other 
'~ntities; 

(viii) the number of individuals assisted through the 
public-awareness activities and statewide information and 
referral system described in subsection (e) (3) (6) (ii); 

(ix) the outcomes of any impro\'ement initiatives carried 
out by the State as a result of activities funded under this 
section, including a description of any written policies, 
practices, and procedures that the State has developed and 
implemented regarding access te, provision of, and funding 
for, assistive technolcgy devices, and assistive technology 
services, in the contexts of education, health care, 
employment, community living, and information technology and 
telecommunications, including e-government; 

(x) the scurce of leveraged funding or other contributed 
resources, including resources provided through subcontracts 
or other collaborative resource-sharing agreements, from and 
with public and private entities to carry out State 
activities described in subsection (e) (3) (6) (iii), the number 
of individuals served with the contributed resources for 
which information is not reported under clauses (i) through 
(ix) or clause (xi) or (xii), and other outcomes accomplished 
as a result of such activities carried out with the 
contributed resources; and 

(xi) the level of customer satisfaction with the services 
provided, 

(Pub. L. 105-394, Sec. 4, as added Pub. L, 108-364, Sec. 2, Oct. 
25,2004,118 Stat. 1714.) 

-REFTEXT-
REFERENCES IN TEXT 

Section 3011 of this title, referred to in subsec. (b) (~) (J...), was 
omitted in the general amendment of this chapter by Pub. L. 108-
364, Sec. 2, Oct. 25, 2004, 118 Stat. 1707. 

Subchapter III of this chapter, referred to in subsec. (b) (2) (D), 
which consisted of sections 3051 to 3058 of this title, was omitted 
in the general amendment of this chapter by Pub. L. 108-364, Sec. 
2, Oct. 25, 2004, 118 Stat. 1707. 

The Rehabilitation Act of 1973, referred to in subsecs. 
(e) (2) (8) (i) (III) and (d) (3) (A) (ii), is Pub. L. 93-112, Sept. LO, 

1973, 87 Stat. 355, as amended. Title I of the Act is classified 
generally to subchapter I (Sec. 720 et seq.) of chapter 16 of this 
title. Par~ C of title VII of the Act is classified generally to 
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subpar:. 3 (Sec. 796£ et seq.) of part A cf subchapter VII of 
chapter 16 of this title. For complete classification of this Act 
to the Code, see Short Title note ~et oUt under section 701 of ~his 

title and Tables. 

The Individuals with Disabilities Education Act, referred to in 
subsec."). (ei) (3) (.;) (i) and {el (2) (el, (3) (3) (i) (III) (aa), lS title 
VT of Pub. L. 91-230, ;t.pr. 13, 1970, 8<1 Stat. 175, as amended, 
~",h_ich is classified generally to chapter 23 (Sec. 1400 et seq.) of 
1'itle ~O, Education. For complete classification of this Act to the 
Cede, see section 1400 of Title 20 and Tables. 

The Americans Hith Disabilities Act of 1990, refer.red to in 
subsecs. (d) (6) (E) aEd (e) (2) (e), is Pub. L. 101-336, ,July 26, 
1.990, 104 Stat. 327, as a:nended, '.",hich is c,lassified principally to 
chapter 1.::6 (Sec. 12101 et seq.) of Title 4.2, The Public Health and 
Nel~are. For complete classification of this Act to the Cede, see 
Short Title ~ote set out under section 12101 of Title 42 and 
Tables. 

The ~orkforce Investment Act of 1998, referred to in subsec. 
Ie) (3) (B) (ii) (I) (aa), is Pub. L. 105-220, Aug. 7, 1998, 112 Stat. 
936, uS amended. For complete classification of this nct to the 
Code, see Short Title note set out ~nder section 9201 of Title 20, 
Education, and Tables. 

-FOOTNOTE-
(11) See References in Text note below. 

(12) So in original. Probably should be "(29". 

-End-
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Department of Labor and Workforce Development 

DIVISION OF VOCATIONAL REHABIUTATION 

Governor's Committee on Employment & Rehabilitation 
Of People with Disabilities 

Januaty 26, 2010 

Dear Representative: 

Sean Parnell, Governor 

801.west 10th Street, Suite A 
Juneau, AK 99801 
VITTY: (907) 465-2814 
Fax: (907) 465-2856 

The Governor's Committee on Employment & Rehabilitation of People with Disabilities strongly 
supports CS House Bill 89 (L&C). This legislation will bring state statute into compliance with 
federal law. It will also eliminate the need to change state statute evelY time federal law changes. This 
committee will also function as the assistive technology advisoty council which is also required 
under federal law and has similar membership requirements. 

The Governor's Committee on Employment and Rehabilitation of People with Disabilities, which 
operates as Alaska's State Rehabilitation Council, is mandated by 29 US.c. 725 as amended, to have 
a vety specific composition that is comprised of employers, selvice providers and individuals with . 
disabilities. This varied composition provides an avenue for the Division of Vocational 
Rehabilitation to receive direct public feedback from a variety of stakeholders throughout Alaska. 
The Division utilizes this valuable feedback to continuously improve and refine its program. 

We support the name change of the Governor's Committee on Employment of People with 
. . Disabilities to .. the StateY oca tional Rehabilitation.Committee. __ Since_tins. committee .provides_ 

oversight to the Vocational Rehabilitation program, the name will clearly align it with the State of 
Alaska, Department of Labor and Workforce Development, Division Vocational Rehabilitation. The 
name change will also reduce the on-going confusion between this cOllUrlittee and the Govemor's 
Council on Disability and Special Education. 

Thank you for considering the CS HB 89 (L&C). It is impol1ant that this committee is compliant 
with federal law to ensure continued funding which is critical to assist Alaskans with disabilities to 
become employed and have access to appropl';ate assistive technology se1'vices and devices. Please 
contact us if we can be of any assistance 01' provide any additional info1'mation. 

Sincerely, 

f?~11~ 
Ron Boynton 
Committee Chair 
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,," # 
~ 3903 Taft Drive 
~ Anchorage, AK 99517-3069 

i (907)248-n70 Alaska Center 1 (800)77IH517 
FDA THE 'BLIND AND i . (907)248-7517 fax 
v IS U ALLY 1M PA IRE D in'o@AI •• k.BVI.org www.AI •• kaBVI.org , ., 
equiPPin~ Alaskans whd are blind and visually impaired with sJlIIs for suJcass In lifa and work 
f·· ! .. 

i 
February 3, 2009 

To Whom It May Concern: 
! 

This letter is to express strong support for HB 89, changing the name of the 
Governor's Committee on Employment of People withDisahilities to the State 
Vocational Rehabilitation Committee. Since this committee provides overSight of 
Vocational Rehabilitation, the name will clearly align it with the State of Alaska, 
Department of Labor and Workforce Development, Division of Vocational 
Rehabilitation. The name change will also reduce the ongoing confusion between 
this committee and the Governor's Council on Disabilities and Special EducatiprL 

This l~gislation will bring state statute into compliance;with federal law. It will . 
eliminate the ne.ed to change statutes every time federal law chaJ1ges. This 
committee will also fuhction as the asslstive technolOgy advisory council as 
requir~d under fede~ai law. . f ' 

I. . , 
I . . . I . 

Thank! you for considering HB 89. It is important that this committee is compliant 
with f¥erallaw to ensure continued funding which is l:ntical to assisting .. 
Alask~ns with visual and other disabilities to be employed and have access to 
assistiye technology services. Please contact me if I can be of any assistance or 
provid,e additional information. 

Sincerely, 

kj 
Karla Jutzi 
Executive Directo 
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SARAH PALIN, GOVERNOR 
State of Alaska 

GOVfRNOR'S COUNCil ON DISABlllTlfS AND SPECIAL EDUCATION 

P.O, Box 24()249 • Anchorage. Alaska 99524·0249 • Phon.: U07·269·egeo • Fax: 007-269-6995 • Toll Froo 68&-269-a990 

February 3, 2009 

To Whoni It May COllcern: 

The Governor's Council on Disabilities and Special Education strongly supports HB 89 and SB 
83 to change the n8me of the Governor's Committee on Employment of People with Disabilities 
to the State Vocational Rehabilitation Committee. Since this com.mittee provides oversight to 
the Vocational Rehabilitation program, the name change will clearly align it with the State of 
Alaska, Department of Labor and Workforce Development, Division Vocational Rehabilitation. 
The name change will also reduce the OIl-going confusion between this committee and our 
Council. 

This legislation will bring state statute into compliance with federal law and ensure cOl1tinued 
funding, which is critical to assist Alaskans with disabilities to become employed ,and have 
!lCCOSS to appropriate assistive technology services and devices. It will also eJimiuate the need to 
change state statute every time federal law changes. 

I 

Thank yoJ for COl1sidering HB 89 and SB 83. Please contact me if! can be of any assistance or 
provide arlY additional information. . I· . 
Sinoerely, i , 

1WfL·~ 
Millie Ryan 
Executive Director 

Creating Change That Improves The lives Of Pe~pl!l With Disabilities 

;1 
I, 
I 

II 
I, 
I, 
!I ,. 
;: 
.' I 
.I 
I 
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~'·SKASTAYEQnDEINDEPENDENY~NG 
COUNCIL. INC. 

I' 

February 2, 2009 

To Whom It May Concern: 

. ~ ...... -.-.. - ,-..... . 
1057 W. Fireweed Lane, Ste. 206 
Anchorage, AK 99503 

Toll Free 1 888 294 7452 
Phone 907 263-2092, 2011 
Fax 907263-2012 

The Statewide Independent Living Council strongly supports HB 89. This 
legislation will bring state statute into compliance with federal law. It will also 
eliminate the need to change state statute every time federal law changes. This 
co~ttee will also function as the assistive technology advisory council as 
requiied under federal law. ' 

i . [ 
. I ' : : !, 

. I We support the name change of the Governor's ~ommittee on 
Employment of People with Disabilities to the State V qcational Rehabilitation 
Committee. Since this committee provides oveIsighHo the VDqltional 
Rehabilitation program, the name will clearly align it with the State of Alaska, 
Department of Labor and Workforce Development, Division Vocational 
Rehabilitation. The name change will also reduce the on"gOing confusion 
between this committee and the Governor's Council on Disability and Special 
Education. 

Thank you for considering HB 89. It is important that this committee.is 
compliant with federal law to ensure continued funding which is critical to assist 
Alaskans with disabilities to become employed and have access to appropriate 
assistive technology services and devices. Please contact us if we can be of any 
assistance or provide any additional information. . 

I . . . . 

I 
! Sincerely, 

~~,.~ ... 
~ ... 

Chair 
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Sarah Palin. Governor 

801' West 10" street, Suite A 
Juneau, AK 99801 I
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i ' · Departme,nt of Labor and Worldorce Development 

DMSION OF VOCATIONAL REHABILITATION 

Governor's Committee on Employment 
of PeoDle with Disabilities 

January 26, 2009 

To Whom It May Concern: 

VrrrY: (907J465-2814 
Fax: (907) 465-2856 

The Governor's Committee on Employment of People with Disabilities strongly 
supports HB 89. This legislation will bring state statute into compliance with federal 
law. It will also eliminate the need to change state statute every time federal law 
changes. This committee will also function as the assistive technology advisory council 

1 ' 

as required under federal law., 

, Wei support the name change of the Governor' s Co~ttee on Employment of 
People wi~ Disabilities to the State Vocatiortal Rehabilitat70n Committee. Since this 
commi~ provides oversight to the Vocational Rehabilitation program, the name will 
clearly align it with the State of Alaska, Department of Labor and Workforce ' 
Development, Division Vocational Rehabilitation. The naITle change will also reduce the 
on-going ~onfusion between this committee and the Governor's Council on Disability 
and Sp~ Education. 

I . .. , 

Thank you for considering HB 89. It is important that this committee is compliant 
with federal law to ensure continued funding which is Critical to assist Alaskans with 
disabilities to become employed and have access to appropriate assistive technolOgy 
services and devices. Please contact us if we can be of any assistance or provide any 
additional information. ' ' 

;;4$ f. ~t,t\ 
>1~es R Burton; ~SSiStiVe Teclmo~ogy 

Su~ommittee cj:hauperson 
GCEPD ," • 

,: 
i' 
" '. 
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Representative Bob Herron 
Rep. Bob. Herron@legis.state.ak.us 

State Capitol' Juneau, Alaska 99801-1182 
Phone: 1907) 465-4942 • Fax: 1907) 465-4589 

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

Akiachak 

Akiak 

Atmautluak 

Bethel 

Chefornak 

Eek 

Goodnews Boy 

Kasigluk 

Kipnuk 

Kongiganak 

Kwethluk 

Kwigillingok 

lower Kalskag 

Mekoryuk 

Mertorvik 

Napakiak 

Napaskiak 

Newtok 

Nightmute 

Nunapitchuk 

Oscarvilie 

Platinum 

Quinhagak 

Toksook Boy 

Tuluksak 

Tununak 

Tuntutuliak 

Upper Kalskag 

2520 

House BilillD - "Psychologists' Licensing and Practice" 

Sponsor Statement 

HB 110, "Psychologists' Licensing and Practice", hopes to clarify current statute regarding the 

licensing and regulation of psychologists in Alaska. 

When current statute was written outlining the licensure of psychologists, the State Board of 

Psychologist and Psychological Associate Examiners offered the qualifying exam once every six 

months. Now the exam is offered more frequently, but AS 08_86.162 still specifically requires 

that an applicant who takes but does not pass the exam must wait six months before trying 

again. HB 110 deletes this requirement, allowing applicants to re-take the exam the next time it 

is offered. This change creates a more efficient licensure system, without sacrificing 

professional standards or quality. 

HB 110 also clarifies to whom Alaska's laws regarding licensure do, and do not, apply. Passage 

will not limit the work of any other mental health service providers in Alaska - secular, spiritual, 

professional, or within volunteer-driven programs. 

HB 110 is supported by the State Board of Psychologist and Psychological Associate Examiners, 

the Alaska Psychological Association, the Alaska Mental Health Board, and the Advisory Board 

on Alcohol and Drug Abuse. 

Thank you for your interest. Please freely contact myself, or aide Liz Clement, with any 

questions. 
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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 November 3, 2009 

SUBJECT: 

TO: 

FROM: 

Sectional summary (CSHB II O(HSS); 
Work Order No. 26-LS0474\R) 

Representative Bob Herron 
Co-chair ofthc House Health and Social Services Committee 
Attn: Liz Clement 

Alpheus Bullard r&7 
Legislative Counsel 

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. Removes language that prevented a person from taking a psychological 
associate examination if the person had failed an examination administered by the Board 
of Psychologist and Psychological Associate Examiners in the preceding six months. 

Section 2. Clarifies that the state's laws regulating psychologists and psychological 
associates (AS 08.86) do not apply to (I) school psychologists performing duties within 
school district facilities for a school district employer and (2) officers or employees of the 
United States Government practicing psychology while in the discharge of their official· 
duties. ' 

TLAB:ljw 
09-363.1jw 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: HB110 

() Publish Date: 

Health & Social Services Identifier (file name): HB110-DHSS-BHA-01-14-1 0 Dept. Affected: 

----~--~------------~~~------ -----------------
__________ P_s_yc_h_O_IO_9_is_t_s'_L_ice __ n_s_in_9_& __ p_ffi_ct_ic_e _________ RDU Title Behavioral Health 

_____________________________________________________ Component Behavioral Health Administration 

Sponsor Herron 

Requester House HSS Component Number 2665 
------------------------------

Expenditures/Revenues (Thousands of Dollars) 
Note' Amounts do not include inflation unless otherwise noted below 

ppropnatlon 
Required Information 

OPERATING EXPENDITURES FY 2011 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 

Personal Services 
Travel 
Contractual 
Supplies 

Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 0.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 0.0 

Estimate of any current year (FY2010) cost: 

POSITIONS 

I 
Full-time 
Part-time 

Temporary 

ANALYSIS: (Attach a separate page if necessary) 

0.0 0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 

This bill will have no significant fiscal impact on Behavioral Health. The bill relates to the practice and licensing of 

psychologists including a change in the qualifications of who is eligible to take a psychological associate examination and a 

clarification of Sec. 08.86.180 indicating who can practice psychology and who is exempt from those requirements (Section 

(b)). 

Prepared by: Melissa W. Stone 
Division Behavioral Health 

Approved by: Alison Elgee, Assistant Commissioner 
Finance & Management Services 

(Revised 111612009 OMS) 

Phone 269-3410 

DatelTime 12/2B/09 5:00 PM 

Date 1/1412010 

Page 1 of 1 

0.0 

0.0 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: HBll0 

o Publish Date: 

--:-.,--.!,H!!B~1:..:1:::0::!-D~H.:;S::;S::;-:::B,,-H:::A:::-::;03::;-.!,1::;3-O=9 __ Dept. Affected"':'-__ --::-"H:::e::;al:::th,,&"-"S"'o:::ci"'a,,1 S"e:::JV1="ce::.s,,-
Psycholgists' Licensing & Practice ROU Behavioral Health 

Identifier (file name): 

Title 
____ ---'-"1:::!::~=--"''''''''''-'''_'~'''''='-____ Component Behavioral Health Administration 

Herron Sponsor 

Requester _________ -"H:::o::.us:::e~H:::S:::S __________ ComponentNumber 

Expenditures/Revenues (Thousands of Dollars) 
Note Amo tsd t" I d flat" I s therw"se noted below un ana mcu em Ion un es ° I 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GFlProgram Receipts 
1037 GF1Mentai Health 
Other Interagency Receipts 

TOTAL 

Estimate of any current year (FY2009) cost: 

POSITIONS 

j
FUIl-time 

Part-time 

Temporary 

0.0 

0.0 

ANALYSIS: (Attach a separate page jf necessary) 

0.0 0.0 0.0 0.0 

(Thousands of Deltars) 

0.0 0.0 0.0 0.0 

2665 

FY 2014 FY 2015 

0.0 0.0 

0.0 0.0 

This bill will have no significant fiscal impact on Behavioral Health. The bill relates to the practice and licensing 
of psychologists including a change in the qualifications of who is eligible to take a psychological associate 
examination and a.clarification of Sec. 08.86.180 indicating who can practice psychology and who is exempt from 
those requirements (Section (b». 

Prepared by: "M~e71i.'!.ss~a!;S"t~o:-:ne~::-__________________ _ 
Division Behavioral Health 

Approved by: Alison Eigee, Assistant Commissioner 
DHSS Finance & Management Services 

(Revised 911012008 01.48) 

Phone 269-3410 
DatefTime 3/12/095:00 PM 

Date 311312009 

Page 1 of 1 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: CSHB 110 

o Publish Date: 

Identifier (file name): HB110CS(HSS)-CED-CBPL-02-16-10 Dept. Affected: DCCED 
"'T;;;it;:'e="-'======"iP~s'::y=:;ChOlo:710'"9:;:is'7ts~' ~Li:':ce~n::s"in':g":a':n"d"p;::ra::-:c"'ti=ce:-----RDU Corp, Bus, & Prof Licensing (117) -;;:== _________ -=====-;-;:=,,--_______ component Corp., Bus., & Prof. Licensing 
Sponsor Representative Herron 
Requester ____ ...!Hc:o~u~s=.e.!::L~ab~o~r!!a~nd:...:::C~om:!!!!:m~e!.:rc~e..::C:!:o:!!m~m:!!itt~e"e'-___ Component Number 2360 

Expenditures/Revenues (Thousands of Dollars) 

Note: i do not include infiation unless, ,oted below. 

Appropriation 

URES FY 2011 FY 2011 FY 2012 FYTo'I; FY 2014 FY 15 FY 2016 
I 

ITravel ,., 
I 

Equipment 
Land & Structures 

IGrants & Claims 
I 

TOTAL< 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I
Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

0.0 0.0 0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 

HB 110 amends AS 08.86, the statutes governing psychologists and psychological associates allowing psychological 
associates to take or re-take the licensure examination when ready; and exempts school psychologists and federal 
employees from State licensing requirements while performing their duties as employees. New funds are not 
required to implement this bill. , 

Prepared by: Jennifer Strickler, Chief 
Division Corporations, Business & Professional Licensing 

Approved by: Emil Notti, Commissioner 
Commerce, Community and Economic Development 

(Re~i5ed 9/1012008 OMB) 

Phone (907) 465-2144 
DatefTime 2/16/10 9:44 AM 

Date 2/16/2010 

Page 1 of 1 

0.0 

0.0 
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A laska Psychological Association 
Id\'uncing j.\\ycnology a.'i U scienc..:e. 11rojf:ssion, ,md means (!/i"'onJoting 11IImul1l1'l'~({Jre 

Lorin Bradbury Ph.D. 
Chairperson 

roo Box 241292 
.'\nchorage. Alaska 99524 

ak-pa.org 
(907) 344-H878 

Board of Psychologists and Psychological 
Associate Examiners 

Dear Dr. Bradbury; 

2126/08 

The Executive Board of the Alaska Psychological Association voted unanimously 
at its February 11 th meeting to support the efforts of the Psychological Licensing Board to 
modilY the language of the Psychology Licensing Law that describes who can call 
themselves Psychologists or advertise themselves as Psychologists. Currently in the 
Scope of practice section of our license. any mental health professional working in a 
government agency. private mental health clinic or other mental health organization 
could potentially practice as a licensed psychologist and advertise themselves as such in 
providing psychological evaluations, psychological testing and related psychological 
reports to the public or other agencies. The Alaska Psychological Association Executive 
Board appointed Phillip Baker Ed.D. And Robert Lane Ph.D. to work with the 
Psychological Licensing Board to help prepare and testilY in new legislation to close this 
loop hole. We feel that anyone working in any setting that is holding themselves out as 8 

psychologist, MUST HAVE A PSYCHOLOGIST LICENSE. 

This letter was written to display the support of our professional organization for 
this proposed legislation. If there are further questions about this letter, please direct 
them to Dr. Phillip Baker Ed,D., Legislative Chair Person for the Alaska Psychological 
Associaiion. Dr. Baker's telephone number is: (907) 562-2392. His email address is: 

Sincerely. 
(" 9vJ-'l .... p ,~ .... -)4>"", ;;::J; ,,). 

Phillip Baker Ed.D. 
Licensed Clinical Psychologist 
AK-PA Legislative Chairperson 
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Bradbury Psycholoyical Services 
P.O. Box 1748 

Bethel, AK 99559 
Ph. (90n 543-3266 
FAX (90n 543-4767 

E-mail: lorin192@unicom-alaska.com 

February 1 1, 2009 

Representative Bob Herron 
State Capitol 
Juneau, AK 99801-1182 

Re: HB 110 

Dear Mr. Herron: 
This letter is in support of HB 1 10, which has the support of both the Board of 
Psychologist and Psychological Associate Examiners, and the Alaska Psychological 
Association. The most substantial change by passage of this bill will be to AS 
08.86.1 BO(b). Passage of this bill is clearly in the best interest of the public because it 
provides the level of protection to the public that was originally intended by the passage 
of a licensing law for psychologists. 

As the law currently stands, it has led some to believe that AS 08.86.180(b)(1) 
exempts a variety of individuals who might be eligible for licensure from the requirement 
of licensure. Passage of HB 110 will more clearly define who needs to obtain licensure. 

Passage of this bill will not discriminate against school psychologists who are 
credentialed by the Department of Education, nor against those already exempted from 
licensure by federal law. Also, it will not negatively impact other mental health 
professionals because they are already protected under AS 08.86.180(b)(S) and (d). 

Thank you for your support of this very worthy piece of legislation. 

Sincerely, 

<!/~./7· 
~. Bradbury, Ph.D. ./ 
Chairman 
Board of Psychologist and Psychological Associate Examiners 



Alaska Division of Corporations, Business, and Professional Licensing 

Commerce 

Board of Psychologist and 
Psychological Associate Examiners 

State of AI<I::,ka >Commerce "'Professioliai Lice:lsing ;.'Ps,cho1ogists Exmn!nel S 

Applications 

Examinations 

Meeting Dates 

Meeting Minutes 

Psychologist & 
Psychological 
Associate Statutes & 
Regulations 

Central Licensing 
Statutes & 
Regulations 

National 
Organizations 

The Board of Psychologist and Psychological Associate 
Examiners is staffed by the Division of Corporations, Business 
and Professional Licensing. The Board consists of three 
psychologists, one psychological associate, and one public 
member. Board members are appointed by the governor and 
confirmed by the legislature. 

The Board adopts regulations to carry out laws governing the 
practice of psychology in Alaska. It makes final licensing 
decisions and takes disciplinary actions against people who 
violate licensing laws. The Board meets three times a year and 
offers a public comment period at each meeting. Meeting 
agendas are available from the licensing examiner. 

Professions Regulated by the Board 

a. Psychological Associate 
b. Psychologist 

Contact Information 

Licensing Examiner: Jan Mays 
Phone: (907) 465-5470 
Fax: (907) 465-2974 
E-mail: janalete.mays@alaska.gov 
Address: PO Box 110806 
Juneau, AK 99811-0806 

Investigations/Complaints 

To file a complaint or to bring a matter pertaining to the actions 
of a licensed, or unlicensed, professional to the attention of our 
investigative staff, please send an email to: 
investigations@alaska.gov 

Acupuncturists ... 
Architects, Engineers, and Land Surveyors 
Audiologists and Speech-Language Pathologists 
Barbers and Hairdressers 
Big Game Commercia! Services Board ... I 
Chiropractic Examiners ..:..J 

We~)mastp.r CantEd the Division 

Page 1 of 1 

,----- lind, 

, ~ ... < •• 

OLliek Links_. ........ _-.. , ... 
, Buy a Business License 

, Business License Search 

• Professional License Search 

Download List of License 
Holders 

) Business Licensing 

~ Small Business 
Development 

; Other Occupations Licensed 

in Alaska 

;. Notices of Proposed 
Regulations 

Applications may be viewed <lnd 
prinled with Adobe Acrob<lt Reader 
6.0 or higher. If YOLI do nol have 
Aaobe Acrobat Reader 6.0 or higher, 
please click on the Adobe logo and 
download the free software now If 
,>,ou are unable 10 view 01 download 
an application. please contact \lS by 
telephone or e-mail. PrOViding your 
complete mailing address will enable 
us to mail YOllthe 3PP!lcation 

Other application forms may be 
mailed 10 you or picked tIp at a 
-diviSion office, Completed applications 
must be signed 3nd submil1ed to tile 
division With the acpropriate tees. 

2527 http://v.'WW.commerce.state.ak.us/occ/ppsy.htm1/26/20 1 0 



2528 

ALASKA STATE LEGISLATURE 
State Representative Bob Herron 

Ollicial Business 

HOUSE BILL 110 

Slale Capilol 
Juneau, Alaska 

99801-1182 

"Psychologists' Licensing and Practice" 

Questions and Answers 

What does HB 110 do? 

Two things. Section 1 is a simple efficiency measure, to ease the licensing process. When 
current statute was written, the Board of Psychologists and Psychological Associates Examiners 
offered the qualifying exam only once every six months. It is now offered every three months. 
This change to AS 08.86.162 will allow applicants who need to re-take the exam to do so in a 
more timely manner. 

Section 2 clarifies who is subject to regulation by the Board, and who is not. It takes away very 
vague language (a person employed "by a governmental unit, educational institution or private 
agency who may be required to engage in some phase of work of a psychological nature in the 
course of the person's employment"), and replaces it with more specific groups: 

1) School psychologists under the supervision of their employing districts. 
These professionals do not fall under the purview of the Board of 
Psychologists and Psychological Associate Examiners. School psychology is a 
unique field of study, separate from general psychology. In Alaska, school 
psychologists are licensed and regulated by the state's Department of 
Education and Early Development. 

2) Federal officers and employees, while performing official job duties. The 
State does not have the authority to regulate the official work of the Federal 
government. It is important to note this exemption applies only while the 
individual in question is performing official duties. 

Other exemptions to Board regulation currently in statute will remain untouched for: 
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o Properly supervised psychology students, interns, and residents in a 
board-approved course of study. 

o Other mental health professionals whose work is also of a psychological 
nature, as long as they do not publicly claim to be a psychologist. -
Examples: Licensed Professional Counselors (regulated by the Board of 
Professional Counselors), Marital and Family Therapists (regulated by the 
Board of Marital and Family Therapy), and Licensed Clinical Social 
Workers (regulated by the Board of Social Work Examiners). For further 
information on the qualifications these professions require in Alaska, 
please see the attached Mental Health Provider Comparison chart. 

Who does HB 110 affect? 

HB 110 affects only individuals seeking licensure by the Board of Psychologist and Psychological 
Associate Examiners, and people who may publicly claim to be psychologists but do not have 
the required board-issued license. 

Other licensed mental health professionals doing work within their scope of practice and in 
accordance with their own profession's ethics code (including various State of Alaska 
employees) are not impacted by the HB 110. Volunteers serving in either secular or faith-based 
peer support programs are not impacted by HB 110. 

What differentiates a psychologist's work from the work of other types of licensed 
professionals whose work may also be of a "psychological nature"? 

Psychologists are the only professionals who can purchase, perform, evaluate, and interpret 
psychological tests. Counseling (or "psychotherapy") is a specialty area for psychologists, but it 
is not necessarily an area of expertise for all psychologists in the way it is for Licensed 
Professional Counselors or Marital and Family Therapists. 

Is there a difference between a "psychologist" and a "school psychologist"? 

Yes. School psychology is its own unique field of study. Educational programs in school 
psychology are accredited by different organizations than are educational programs in 
"psychology". In Alaska, as in many other states, school psychologists are also licensed and 
regulated by the state's Department of Education and Early Development. They are not licensed 
to practice independently, but rather to perform work under supervision of the employing 
school districts, within district facilities. School psychologists are not subject to the authority of 
AS 08.86 or the Board of Psychologist and Psychological Associate Examiners, and therefore will 
not be impacted by passage of HBll0. 
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Alaska Mental Health Providers: Pre-Licensure Requirements 

Psychologists 

Regulated by the Board 0/ Psychologist 
and Psychological Associate Examiners 

Per AS 08.86.130: 

1. Doctorate degree in 
psychology from a program 
that meets the Board's 
criteria in clinical psychology, 
counseling psychology, or a 

specialty deemed equivalent 
by the Board, 

2, Has not engaged in 
dishonorable conduct related 
to the practice of counseling 
or psychometry, and 

3. Has one year of post doctoral 
supervised experience 
approved by the Board. 

Psychological Associates 

Regulated by the Board 0/ Psychologist 
and Psychological Associate Examiners 

Per AS 08.86.160 and AS 08.86.162: 

1. Masters degree in 
psychology from a program 
that meets the Board's 
criteria in clinical psychology, 
counseling psychology, or a 
specialty deemed equivalent 
by the Board, 

2. Has not engaged 1n 
dishonorable conduct 
related to the practice of 
counseling or psychometry, 

3. Has two years of post 
masters supervised 
experience approved by the 
Board, and 

4. Passes the Board-approved 
objective examination for 
psychological associates. 

Qualifications to sit for the 
Psychologist Associate 
Examination: 
a) Number 1, above, 
b) Number 2, above, 

including the equivalent 
of at least 48 semester 
credit hours of graduate 
course work directly 
related to a specialized 
area of psychology, 

c) Recommendation by an 
immediate supervisor, 
and 

d) Has not failed the exam 
within the previous six 
months .• 

"HB 110 olso seeks to 
remove the six month 
requirement. 

Courtesy of Represenlalive Herron 
Stale Capitol, Room 411, (907) 465.4942 

Page 1 of 2 

School Psychologists 

Regulated by the Alaska 
Department oj Education and 

Early Development, not 
subject to changes made by 

HB 110. 

1. Masters or Doctoral 
degree in school 
psychology, and 

2. Recommendation for 
endorsement by an 
institution whose 
program has been 
approved by: 
a) The National 

Council for 
Accreditation of 
Teacher Education, 

b) The National 
Association of 
State Directors of 
Teacher Education 
and Certification, 

c) The National 
Association of 
School 
Psychologists, or 

d) The American 
Psychological 
Association, and 

3. Completes a 1,200 hour 
internship in school 
psychology; 

OR 

Be a nationally certified 
school psychologist 
under the National 
School Psychologist 
Certification System 
established by the 
National Association of 
School Psychologists. 
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Alaska Mental Health Providers: Pre-Licensure Requirements 

Licensed Professional 
Counselors 

Regulated by the Boord of 
Professional Counselors, not 
subject to changes made by 

HB 110. 

Per AS 08.29.010: 

1. Age 18 or older, 

2. Is not under 
investigation related to 
the practice of 
counseling, 

3, Does not have a license 
related to the practice 
of counseling, 
psychology, marital and 
family therapy, or social 
work suspended, 
revoked, or 
surrendered, 

4. Has passed a written 
exam approved by the 
Board, 

5. Has completed either: 
a) A Doctoral degree 

in counseling or a 
related field, or 

b) A Masters degree 
in counseling or a 
related field, and at 
least 60 graduate 
semester hours in 
counseling during 
or after earning the 
Master's degree, 
and 

6. Has at least 3,000 hours 
of post-degree 
supervised counseling 
experience, performed 
over a period of at least 
two years. 

Marital an-d Family Therapists 

Regulated by the Board of Marital and 
Family Therapy, not subject to changes 

made by HB 110. 

Per AS 08.63.100: 

1- Has not engaged in 

dishonorable conduct, 

2. Master's or Doctorate 

degree in marital and family 

therapy or an allied mental 

health field from a Board-

approved institution, 

3. Has completed 1,500 hours 
of direct clinical contact with 
couple, individuals, and 
families. At least 200 of 
these hours must be 
supervised, 

4. Has training related to 
domestic violence, and 

5. Has passed a written or oral 
exam given by the Board. 

Courtesy of Representative Herron 
State Capitol, Room 411, (907) ,165.49.12 

Page 2 of 2 

licensed Clinical Sodal 
Workers 

Regulated by the Boord of Social Work 
Examiners, not subject to changes 

made by HB 110. 

Per AS 08.95.110: 

1. Has a Master's or Doctoral 
degree in Social Work, 

2. Has completed, within 10 
years of application, 
supervised by a licensed 
social worker, licensed 
psychologist, or licensed 
psychiatrist: 
a) At least two years of 

continuous full time 
employment in 
postgraduate clinical 
social work, or 

b) At least 3,000 hours of 
less than full-time 
employment in a period 
of not less than two 
years in postgraduate 
social work, 

3. Shows good moral character, 

4, Maintains good professional 
standing, 

5. Provides three professional 
references, and 

6. Completes the Board-issued 
examination. 



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 District 38 
Kuskokwim & Johnson Rivers 
Kuskokwin Bay & Nelson Island 

Akiachak 

Akiak 

Atmautluak 

Bethel 

Chefornak 

Eek 

Goodnews Boy 

Kasigluk 

Kipnuk 

Kongiganak 

Kwethluk 

Kwigillingok 

lower Kalskag 

Mekoryuk 

Mertarvik 

Napakiak 

Napaskiak 

Newtok 

Nightmute 

Nunapitchuk 

Oscarville 

Platinum 

Quinhagak 

Toksook Boy 

Tuluksak 

Tununak 

Tuntutuliak 

Upper Kalskag 
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Sponsor Statement 

HB 110 has the support of the Psychological Licensing Board as well as 

the Executive Board of the Alaska Psychological Association. Its main purpose 

is to clarify statutory language regarding the licensing of psychologists. Under 

current law, any mental health professional working in a government agency, 

private mental health clinic, or other mental health organization could potentially 

practice as a licensed psychologist. The Psychological Licensing Board believes 

that anyone working in any setting that is holding themselves out as a 

psychologist must have a psychological license. The bill, therefore, replaces the 

broader language with language to allow only school psychologists to be exempt. 

It also requires that the school district maintain appropriate supervision of the 

activities of the school psychologist. The bill also adds a section exempting an 

officer or employee of the US Gov't while executing official duties. 
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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 17,2009 

SUBJECT: 

TO: 

FROM: 

Sectional summary (HB 110; Work Order No. 26-LS0474\A) 

Representative Bob Herron 
Attn: Marianna Carpeneti 

Alpheus Bullard {Iff 
Legislative Counsel 

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. Removes language that prevented a person from taking a psychological 
associate examination if the person had failed an examination administered by the Board 
of Psychologist and Psychological Associate Examiners in the preceding six months. 

Section 2_ Clarifies that the state's laws regulating psychologists and psychological 
associates (AS 08.86) do not apply to (I) school psychologists performing duties within 
school district facilities for a school district employer and (2) officers or employees of the 
United States Government practicing psychology while in the discharge of their official 
duties. 

Section 3. Changes the statutory definition of "to practice psychology," by providing 
that certain activities constitute the "practice of psychology" whether or not they are 
rendered or offered for a fee. 

TLAB:plm 
09-180.plm 



2534 

Psychometrics 
From Wikipedia. the free encyclopedia 

Jump to: navi gation, search 
For the parapsychology phenomenon of distance 1000>1'1edge. see psVc!to/llclrv. 

For the measurement of the heat and water vapor properties of air. see pSl'C!tromelrics.· 

Psychometrics is the field of study concerned with the theory and technique of 
educational and psvchological measurement, which includes the measurement of 
knowledge, abilities, attitudes, and personalitv traits. The field is primarily concerned 
with the study of measurement instruments such as questionnaires and tests. It involves 
two major research tasks, namely: (i) the construction of instruments and procedures for 
measurement; and (ii) the development and refinement of theoretical approaches to 
measurement. 
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513 PSYCHOLOGISTS AND PSYCHOLOGICAL AssOCIATES § 08.86.162 

person's out-of-state license or certificate were essentially similar to or higher than the 
examination and qualification requirements for licensure under this chapter; 

(2) is a diplomate in good standing of the American Board of Professional Psychology; 
or 

(3) is certified or registered with a credentialing organization in psychology approved 
by the board in regulation and with requirements essentially similar to or higher than 
the requirements for licensure under this chapter. (§ 1 ch i36 SLA 1967; am § 10 ch 58 
SLA 1980; am § 3 ch 29 SLA 1983; am § 4 ch 63 SLA 1986; am § 7 ch 36 SLA 2005) 

Effect of amendments. - The 2005 amendment, 
effective June 3, 2005, added paragraph (3) and made 
a related stylistic change . 

Article 4. Licensing of Psychological Associates. 

Section 
160. Licensing requirements 
162. Qualifications for associates' examination 

Administrative Code. - For experience and ed· 
. ucation, see 12 AAe 60, art. 2. 

For examinations, see 12 Me 60, art. 3. 

Sectiond 
164. SeQ of practice by associate 
166. Temp ,rroy license 

Sec. 08.86.160. Licensing requirements. (a) The board shall issue a psychological 
associate license to a person who 

(1) holds an earned master's degree from an academic institution whose program of 
graduate study for a master's degree in psychology meets the criteria established by the 

. board by regulation in 
. clinical psychology; 

...••. (B) counseling psychology; or 
(e) education in a field of specialization considered equivalent by the board; 

:' (2) has not engaged in dishonorable conduct related to the practice of counseling or 

has two years of post master's supervised experience approved by the board; and 
takes and passes the objective examination developed or appro~ed by the board for 

':~:YdLOI"gi.cal associates. 
The board may not deny recognition as an accredited or approved academic 

[~iJi'.tit;uti·ion to an educational institution solely because its program has not been 
Icer.dit.rl by a professional organization of psychologists. (§ 5 ch 65 SLA 1973; am § 4 

SLA 1996) 

of amendments. - The 1996 amendment, 
September 4, 1996, rewrote this section. 

NOTES TO DECISIONS 

in Allred v. State, 554 P.2d 411 (Alaska 

08.86.162. Qualifications for associates' examination. A person is entitled 
a psychological associate examination if the board finds that the person: 

",,-'.,""0 not engaged in dishonorable conduct related to the practice of counseling or 
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(2) holds a master's degree with primary emphasis on psychology from an academic 
institution whose program of graduate study for a master's degree in psychology meets 
the criteria established by the board by regulation, with the equivalent of at least 48 
semester credit hours of graduate course work directly related to a specialized area of 
psychology in which licensure is requested, including a practicum; 

(3) [Repealed, § 11 ch 51 SLA 1996.J 
(4) has the recommendation of an immediate supervisor if a licensed psychologist, or 

two licensed psychologists who hold doctoral degrees; and 
(5) has not within the preceding six months failed an examination given by the board. 

(§ 5 ch 65 SLA 1973; am §§ 11, 12, 21 ch 58 SLA 1980; am § 5 ch 63 SLA 1986; am § 2 
ch 21 SLA 1992; am § 11 ch 51 SLA 1996) 

Revisor's notes. - The definition of "supervised 
experience" in former (3) of this section was enacted 
as an amendment to AS OB.86.2300n Renumbered 
in 1980. 

Effect of amendments. - The 1996 amendment 
effective September 4, 1996, repealed paragraph (3),' 

NOTES TO DECISIONS 

Applied in Allred v. State. 554 P.2d 411 (Alaska 
1976). 

Sec. 08.86.164. Scope of practice by associate. (a) A psychological associate shall 
be licensed to provide psychological services within the nature and extent of the 
psychological associate's training and experience as defined in regulation. 

(b) [Repealed. § 11 ch 51 SLA 1996.] 
(c) [Repealed, § 11 ch 51 SLA 1996.] 
(d) [Repealed, § 11 ch 51 SLA 1996.]" 
(e) [Repealed, § 11 ch 51 SLA 1996.J (§ 13 ch 58 SLA 1980; am § 6 ch 63 SLA 1986; .-

am §§ 5, 11 ch 51 SLA 1996) 

Effect of amendments. - The 1996 amendment, 
effective September 4, 1996, in subsection (a), substi­
tuted "to provide psychological services within" for 
"for specific activities or areas of competence as deter-

mined by" and "as defined in regulation" for ", and t 

those areas shall be specified on the license" and 
repealed subsections (b)-(e). 

Sec. 08.86.166. Temporary license. The board may issue a temporary license to 
person who meets the requirements of AS 08.86.160(a)(1), (2), and (4). A telilpOI'arI 
license issued under this section is valid only for the time period identified in the np,·o"",'. 
plan for the purpose of obtaining supervised experience to meet the requirement of 
08.86.160(a)(3). (§ 6 ch 51 SLA 1996) 

Article 5. Prohibitions and Penalties. 

Section 
. 170. Use of title 

180. Practice of psychology 
190. Name under which person practices 
200. Confidentiality of communication 

Administrative Code. - For rules of professional 
conduct, see 12 AAC 60, art. 4. 

Section 
204. Grounds for imposition of disciplinary 
2lO. Penalty 
220. Limits or conditions on license; discipline 

Sec. 08.86.170. Use oftitIe. (a) Unless licensed under this chapter, a person 
use the title "psychologist" or a title, designation, or device indicating 
indicate that the person is a psychologist or practices psychology. 
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(b) Unless licensed under this chapter, a person may not use the title "psychological 
associate" or a title, designation, or device indicating or tending to indicate that the 
person is a psychological associate or practices counseling or psychometrics. (§ 1 ch 136 
SLA 1967; am § 6 ch 65 SLA 1973) 

Cross references. - For professional designation 
requirements for psychologists, see AS 08.02.010. 

NOTES TO DECISIONS 

Applied in Allred v. State, 554 P,2d 411 (Alaska 
1976), 

Sec. 08.86.180. Practice of psychology. (a) Unless licensed under this chapter, a 
person may not practice psychology or hold out publicly as a psychologist or as practicing 
psychology. A person holds out as a psychologist by using a title or description of services 
incorporating the words "psychology," "psychological," "psychologist," "psychometry," 
"psychotherapy," "psychotherapeutic," "psychotherapist," "psychoanalysis," or "psycho­
snalyst" or when holding out publicly to be trained, experienced, or qualified to render 
services in the field of psychology. 

(b) This section does not apply to 
. (1) a person employed by a governmental unit, educational institution or private agency 
:~ Ij'ho may be required to engage in some phase of work of a psychological nature in the 
I course of the person's employment, if the employer maintains appropriate supervision of 

.:'.psychological activities and professional conduct, and' if the person is performing the 
.... .'psychological activities as part of the duties for which the person was employed, is 
", .performing the activities solely within the facilities of the organization in which the person 
: is employed or under the supervision of the organization in which the person is employed, 
, "ahd does not render or offer to render psychological services to the public for compensation 

,iii addition to the salary the person receives from the organization; 
a student, intern, or resident in psychology pursuing a course of study approved by 

board as qualifYing training and experience for a psychologist, if that person's 
activit;;es constitute a part of that person's supervised course of study and that person is 
d~'igJ"a1;ed by titles such as "psychology intern" or "psychology trainee"; 

a qualified member of another profession, in doing work of a psychological nature 
~Lsis,teIlt with that person's training and consistent with the code of ethics of that 
"""'on'. profession, if the person does not hold out to the public by a title or description 

•. c,f~e"ic.,s incorporating the words "psychology," "psychological," "psychologist," "psy-
"psychotherapy," "psychotherapeutic," "psychotherapist," "psychoanalysis," 

or:'~s,yc:ho,anal~,st' or represent to be trained, experienced, or qualified to render services 
field of psychology.' . ' i , ~ 

[Repealed, § 15 ck 65 SLA 1973.] .-- pS'jd\/i1.. TYl')'\? ' 

a physician engaged in the normal practIce of medicine for which the physician is 
,ticl!!§~,d under AS 08.64. 
"«:)~l"olthin"in this chapter authorizes a person licensed as a psychologist to engage in 

~iactice of medicine, as defined by the laws of the state. 
(d)" Nothing in this section prohibits a licensed clinical social worker, a licensed marital 

:, ·~·:I'!!nlly therapist, or a licensed professional counselor from holding out to the public 
or description of services incorporating the words "psychoanalysis," "psychoan­

,.00Yl!t,.': "psychotherapy," "psychotherapist," or "psychotherapeutic." (§ 1 ch 136 SLA 
'aiD § 10 ch 69 SLA 1970; am §§ 7,15 ch 65 SLA 1973; am §§ 14, 15 ch 58 SLA 

,!1180:"'0 m §§ 4, 5 ch 29 SLA 1983; am § 1 ch 77 SLA 2006) 

amendments. - The 2006 amendment, 
;:~~:~~~)~e'nb~!r 17, 2006, substituted ''licensed 

worker, a licensed marital and family 

therapist, or a licensed professional counselor" for 
"clinical social worker," and inserted" 'psychoanaly­
sis,' 'psychoanalyst,' " in subsection (d). 
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Collateral references. - Psychologist, 81 ALR2d 
791. 
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Sec. 08.86.185. Practice of counseling and psychometrics. [Repealed, § 24 ch 58 SLA 
19BO. For current law, see AS OB.B6.1BO.} 

Sec. 08.86.190. Name under which person practices. (a) A licensed psychologist 
may practice psychology only under that person's own name. 

(b) A licensed psychological associate may practice counseling or psychometry only 
under that person's own name. (§ 1 ch 136 SLA 1967; am § 9 ch 64 SLA 1973) . 

NOTES TO DECISIONS 

Applied in Allred v. State, 554 P.2d 411 (Alaska 
1976). 

Sec. 08.86.200. Confidentiality of communication. (a) A psychologist or psycho­
logical associate may not reveal to another person a communication made to the 
psychologist or psychological 'associate by a client about a matter concerning which the 
client has employed the psychologist or psychological associate in a professional capacity. 
This section does not apply to 

(1) a case conference with other mental health professionals or with physicians and 
surgeons; 

(2) a case in which the client in writing authorized the psychologist or psychologic!ll 
associate to reveal a communication; ) 

(3) a case where an immediate threat of serious physical harm to an identifiable victu,; 
is communicated to a psychologist or psychological associate by a client; ; 

(4) disclosures of confidential communications required under Rule 504, Alaska 
of Evidence; or 

(5) proceedings conducted by the board or the department where the disclosure 
confidential communications is necessary to defend against charges that the psycho.log~ 
or psychological associate has violated provisions of this chapter; information O~:~~i~:;~~~;;;: 
the board or department under this paragraph is confidential and is not a public 
for purposes of AS 40.25.110 - 40.25.140. 

(b) Notwithstanding (a) of this section, a psychologist or psychological associate 
report to the appropriate authority incidents of child abuse or neglect as required by 
47.17.020, incidents of abuse of a vulnerable adult as required by AS 47.24.010, 
incidents of abuse of disabled persons disclosed to the psychologist or 
associate by a client. In this subsection "disabled person" means a person who 
physical or mental disability or a physical or mental impairment, as defined in. 
18.80.300. (§ 1 ch 136 SLA 1967; am § 10 ch 65 SLA 1973; am § 7 ch 63 SLA 1986; 
§§ 1, 2 ch 102 SLA 1988; am § 1 ch 129 SLA 1994; am § 7 ch 51 SLA 1996) 

Revisor's notes. - In 2000, "AS 40.25.110 -
40.25.140" was substituted for "AS 09.25.110 -
09.25.140" to reflect the 2000 renumbering of AS 
09.25.110 - 09.25.140. 

Effect of amendments. - The 1994 amendment, 
effective July 9, 1994, substituted "abuse of a vulner­
able adult" for "elder abuse" in the first sentence in 
subsection (b). 

The 1996 amendment, effective September 4, 
in subsection (a), substituted "mental health 
sionals" for "psychologists, psychological 
in paragraph (1) and added the semicolon 
language following it at the end of paragraph 

NOTES TO DECISIONS 

Enactment as "anti-gossip" measure. - For 
case discussing enaCtment of this section as an "anti­
gossip" measure rather than as creation of a statutory 
privilege in criminal cases, see Allred v. State, 554 
P.2d 411 (Alaska 1976). 

Assertion of insanity defense waives 
- The psychotherapist-patient privilege is 
the assertion of a defense of insanity as to 
cations which are relevant to that defense. 
State, 580 P.2d 304 (Alaska 1978). 
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Marianna Carpeneti 

From: Laughlin, Wilda J (HSS) [wilda.laughlin@alaska.gov] 

Sent: Tuesday, March 17, 200912:32 PM 

To: Marianna Carpeneti 

Cc: Casto, L Diane (HSS) 

Subject: HB 110 

Mari, 

In response to your question regarding department comments on HB 110, the Department of Health and Social 
Services has reviewed these recommended changes and does not believe they will impact our department or 
our community-based provider system in their ability to provide quality work of a psychological nature. 

Wilda Laughlin, DHSS Legislative Liaison 
Juneau: 907-465-1613 
Cell: 907-723-3802 

25393/1712009 
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Bradbury Psychological Services 
P.O. Box 1748 

Bethel, AK 99559 
Ph. (907) 543-3266 
FAX (907) 543-4767 

(-mail: lorin192@unicom-alaska.com 

February 11, 2009 

Representative Bob Herron 
State Capitol 
Juneau, AK 99801-1182 

Re: HB 110 

Dear Mr. Herron: 
This letter is in support of HB 110, which has the support of both the Board of 
Psychologist and Psychological Associate Examiners, and the Alaska Psychological 
Association. The most substantial change by passage of this bill will be to AS 
08.86.180(b). Passage of this bill is dearly in the best interest of the public because it 
provides the level of protection to the public that was originally intended by the passage 
of a licensing law for psychologists. 

As the law currently stands, it has led some to believe that AS 08.86.1 BO(b)(1) 
exempts a variety of individuals who might be eligible for licensure from the requirement 
of licensure. Passage of HB 110 will more dearly define who needs to obtain licensure. 

Passage of this bill will not discriminate against school psychologists who are 
credentialed by the Department of Education, nor against those already exempted from 
licensure by federal law. Also, it will not negatively impact other mental health 
professionals because they are already protected under AS 08.86.180(b )(5) and (d). 

Thank you for your support of this very worthy piece of legislation. 

Sincerely, 

L~'Ph.D. / 
Chairman 
Board of Psychologist and Psychological Associate Examiners 
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Alaska Psychological Association 
'ldl'ancif1R p!.)'ch%,!!;y a.~ a science. projession, und meam" qjj1l"omoting human we{(are 

Lorin Bradbury Ph.D. 
Chairperson 

P.O. Box 241292 
Anchorage, Alaska 99514 

ak-pa.org 
(907) 344-&&7& 

Board of Psychologists and Psychological 
Associate Examiners 

Dear Dr. Bradbury; . 

2126/08 

The Executive Board of the Alaska Psychological Association voted unanimously 
at its February 11th meeting to support the efforts of the Psychological Licensing Board to 
modify the language of the Psychology Licensing Law that describes who can call 
themselves Psychologists or advertise themselves as Psychologists. Currently in the 
Scope of practice section of our license, any mental health professional working in a 
government agency, private mental health clinic or other mental health organization 
could potentially practice as a licensed psychologist and advertise themselves as such in 
providing psychological evaluations, psychological testing and related psychological 
reports to the public or other agencies. The Alaska Psychological Association Executive 
Board appointed Phillip Baker Ed.D. And Robert Lane Ph.D. to work with the 
Psychological Licensing Board to help prepare and testifY in new legislation to close this 
loop hole. We feel that anyone working in any setting that is holding themselves out as a 
psychologist. MUST HAVE A PSYCHOLOGIST LICENSE. 

This letter was written to display the support of our professional organization for 
this proposed legislation. If there are further questions about this letter, please direct 
them to Dr. Phillip Baker Ed.D., Legislative Chair Person for the Alaska Psychological 
Association. Dr. Baker's telephone number is: (907) 562-2392. His email address is: 

Sin~rely. 
(Yv.J.'l,;.p j:, 1V\4>"", ~J),~. 

Phillip Baker Ed.D. 
Licensed Clinical Psychologist 
AK-PA Legislative Chairperson 
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Model Act for State Licensure of Psychologists 

As APA policy, the Model Act serves as a prototype for 
drafting state legislation regulating the practice of psy­
chology. State legislatures are encouraged to use the lan­
guage of this document and the policies that it espouses 
as the model for their own state licensure law. Inevitably 
each state law will reflect compromises and changes par­
ticular to that state, but the APA Model Act is meant to 
serve as a guide for those involved in the drafting process. 
State licensing boards must develop their own rules and 
regulations to supplement the legislation proposed bere. 

This is the founh set of guidelines for state legislation 
regulating the practice of psychology that has been de­
veloped by the American Psychological Association 
(APA). The first model for such regulation was developed 
and adopted as APA policy in 1955 (APA, (955). 

The 1955 guidelines stood for 12 years, during which 
the number of states enacting licensure legislation grew from 
9 to 32. In 1967 the APA Committee on State Legislation 
(COSL) prepared the first revision of the guidelines. That 
revision was more comprehensive, provided more detailed 
guidance, and covered more issues relating to regulation of 
the practice of psychology, while reaffirming the basic con­
cept found in the 1955 model (APA, (967). 

By 1977 all states and the District of Columbia had 
enacted licensure legislation. APA's Council of Represen­
tatives then determined that the model approved in 1967 
was outdated and directed COSL to undertake a revision. 
However, in January 1979 the Council of Representatives 
failed to approve the revised model guidelines, leaving 
the 1967 guidelines to remain as APA policy. 

In 1984 the Council of Representatives directed the 
Board of Professional Affairs (BPA) to develop another 
revision of the existing 1967 model for the Council's con­
sideration. BPA, in tum, directed iis Committee on 
Professional Practice (COPP) to prepare it. 

A COPP subcommittee undertook this effort. Its 
early drafts were based on a review of the comments pro­
vided by APA governance units and divisions regarding' 
the 1979 COSL proposal. Specific recommendations were 
received from the Board of Directors (B/D) Subcommittee 
on the Future of Professional Psychology in April 1985. ' 
Numerous drafts were subsequently developed and revised 
based on comments provided by members of COPP and 
BPA, the American Association of State Psychology 
Boards, individual psychologists from around the country 
and Canada. relevant APA divisions and governance 
groups, unaffiliated psychology interest groups, and APA 
legal counsel. This document, Draft 14, is the result of 
three years of continual discussion, review, and compro­
mise by many concerned and dedicated APA members. 
It was passed unanimously by the Council of Represen­
tatives on February 7, 1987. 

696 

Each section of the proposed Model Act is intro­
duced by commentary, the purpose of which is to explain 
the rationale for the proposed section that follows. To 
differentiate between the commentary and the proposed 
statutory language, the latter is set in smaller type. 

A. Declaration of Policy 
This section declares that the intent oflegislation for state 
licensure of psychologists is to ensure the practice of psy­
chology in the public interest. The consumer should be 
assured that psychological services will be provided by 
qualified professionals. The public must also be protected 
from the consequences of unprofessional conduct by per­
sons licensed to practice psychology. 

The practice ofpsycbology in (name of state) is hereby declared 
to afleet the public health, safety, and welfare, and to be subject 
to regulation to protect the public from the practice of psy­
chology by unqualified persons and from unprofessional conduct 
by persons licensed to practice psychology. 

B. Definitions 
Definitions provide consistent interpretation throughout 
the Act without unnecessary repetition of terms. Thus 
Board once defined in this section can <ubsequently be 
cited with the same meaning as presented in the defini­
tion. 

In defining institution 0/ higher education, profes­
sional schools are included as a result of a number of 
suggestions to recognize these institutions' growing con­
tributions to the education and training of professional 
psychologists. It is further recognized that many foreign 
institutions prepare psychologists for professional prac­
tice, and provision should be made to accommodate them 
in Board regulations. 

In 1979, the definition of the practice o/psychology 
appeared to be the major obstacle that prevented passage 
of the Committee on State Legislation's (COSL) guide­
lines. A predominant concern in defining the practice of 
psychology for the purpose oflicensure is to describe psy­
chological services adequately. These services must be 
specified in order to identify clearly the areas of psycho­
logical services, provided to individuals or groups of in­
dividuals, that require qualified and sound professional 
psychological practice. The final definition in this section 
deals with the term psychologist as it applies to the Act 
in the provision of psychological services. The title "psy­
chologist" is also used by psychologists who are exempt 
from licensure as specified in Section J of this Act in their 
roles as teachers, researchers, and consultants to or em­
ployees of organizations. 

I. Board means the (name of state) State Board of E.aminers 
of P>ycbologUls. 

July 1987 • American Psychologist 
CopyriaM 1981 by 1be Americao Psycholosical Awdation.lnc. OOO}.()66Xj81/SOO," 

'101.42, No. 7, fI%-7'O) 
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2. Inslilution o/highe, et/lICillion means any regionally accred­
ited institution of higher education in the United States, in­
cluding a professional school, that ofI'ers a full-time doctoral 
COll,,", of study in psychology that is acceptable to the Board. 
For Canadian universities, it means an institution of higher 
education that holds recognized membenhip in the Ass0-
ciation of Universities and Colleges of Canada. 

3. Practice ofpsychology is de6ned as the observation, descrip­
tion, evaluation, interpretation, and modification of human 
behavior by the application of psychological principles, 
methods, and procedures, for the purpose of preventing or 
eliminating symptomatic, maladapti\'e, or undesired behavior 
and of enhancing interpersonal relationships, work. and life 
adjustment, personal effecti=ess, behavioral health, and 
mental health. The practice of psychology includes, but is 
not limited to, psychological testing and the evaluation or 
assessment of personal characteristics, such as intelligence, 
personality, abilities, interests, aptitudes, and neuropsycho­
logical functioning; counseling, psycboanalysis, psychother­
apy, hypnosis, biofeedback, and behavior analysis and ther­
apy; diagnosis and treatment of mental and emotional di ... 
order or disability, alcoholism and substance ahulle, disorders 
of habit or conduct, as well as of the psychological aspects 
of physical illness, accident, injury, or disability; and psy­
choeducational evaluation, therapy, remediation, and COD­

sultation. Psychological services may be rendered to individ­
uals, families, groups, and the public. The practice of psy­
chology shall be construed within the meaning of this 
definition without regard to whether payment is recei\'ed for 
services rendered. (See Section 1 for exemptions.) 

4. Psych%gist: A person represents himself or herself to be a 
psychologist if that person uses any title or description of 
services incorporating the words psychology, psychological. 
or psychologist, or if be or she possesses expert qualification 
in any area of psychology, or if Ibat person ofI'ers to the public 
or renders to individuals or to groups of individuals services 
defined as tbe praetice of psychology in this Act. 

C. State Board of Examiners of Psychologists 
Legislation concerning the membership of the Board of 
Examiners should designate a sufficient number of mem­
bers to accomplish the work. of the Board, as well as make 
provisions for the appointment of public members. The 
appointing authority sball ensure tbat specialties in psy­
cbology are represented, as well as trainers and practitio-

The Model Act was developed OYCI' a period of three years, and was 
largely the work of Jarold R. NMln and Norma P. Simon, both membeB 
ofthc Board ofProf'essional Affairs' Committee 00 I'rof'essional Practice 
(COPp). In the last year ~or revisions wero accomplished by a COPP 
subcommittee chaired by Norma P. Simon and consisting of JaroJd R. 
Niven. R. Mark Mays, David H. !!tilly, and Tommy T. StipII. As a 
member of the Board of Directon Subcommittee on the FUture of 
Professiooal Psychology. Carl N. Zi_ played a ~or role in the c0-

ordination process. Other COPP members who worked 00 the project 
over the tlu-ee ~ include Jean L. Balinky. Jacob Olwast, Herbert 
Dorten. O. Rita Dudley. TlKJmas J. Herele. Hannah R. Hirsh. Robert 
J. Resnick, and casteDano B. Thmer. Bev Hitchins _ .. staffliaison 
to the project with the support of Patricia J. Aletky. Paul D. NdlOl1. 
and Russ Newman. 

Correspondence concemina this document should be addressed to 
Ollie< ofProf'essional Atrairs, American Psychologi<al Association. 1200 
17th St .• NW. Washington, OC 20036. 

July 1987 • American Psycbologist 

nen. A minimum of five psycbologists plus one public 
member is recommended. 

The addition of public (consumer) members on 
boards is a recognition of the impact of consumerism on 
the current functioning of boards. The involvement of 
the public in Board affairs can be of great value to both 
psycbology and the public and should be viewed as an 
opportunity to enhance the stature of psycbology witb 
the pUblic. 

Olniousiy, members sbould be appointed at stag­
gered times so tbat the entire group of members is not 
replaced at anyone time. 

There is hereby created the (name 0/ slare) State Board of Ex­
aminers of Psycbologists. The Board shall consist of minimally 
five licensed psychologists and one public member. At least two 
members shall be engaged full-time in the doctoral teaching and 
training of psychologists, and at least two members shall be 
engaged full-time in the professional practice of psychology. 
Psychologist Board members shall be licensed to practice in this 
state. 

Each psychologist serving on 1he Board shall have a minimum 
of fi\'e yean of postlicensure experience. Board membe.,. shall 
reflect a di\'emty of praetice specialties. 

Board members shall be appointed who are free from conflicts 
of interest in performing the duties of the Board. A public 
member shall not be a psychologist, an applicant or former ap­
plicant for licensure as a psychologist, a member of another 
health profession, or a member of a household Ibat includes a 
psycbologist, or otherwise have conflicts of interest or !he ap­
pearance of such contJicts with duties as Board members. Ap­
pointments to the Board shall be made by the duly constituted 
appointing authority in this state. The appointing authority in 
this state shall solicit nominations from psychological organi. 
zations and licensed psychologists in this state. The term of 
office shall be five yean, with provision for reappointment for 
one additional term. Lengths of terms of Board members shall 
be stassered. The Board as first constituted shall ha\'e two memo 
bers, including 1he public membe~ appointed for five yean; one 
member appointed for four yean; tWo members appointed for 
three yean; and one member appointed for two yea.,.. 

It is clear that the Board will need, from time to 
time, to adoPt or delete rules and regulations to carry out 
the provisions of tbe Act that establisb and enable the 
Board to operate. It is wise to bave this authority clearly 
established within the Act. 

In addition to the pow • .,. set forth elsewhere in this Act, the 
Board may ad~ rules and regulations to carry out the provi­
sions of thi. Act. 

It is desirable for Ibe Board to be self-supporting. 
Self-generated fees should be sufficient to cover all costs. 
This avoids the necessity of the Board's retuming to the 
budgetary authority for approval each time fees must be 
increased in order for the Board to remain self-supporting. 
Boards should consider carefully the various elements of 
expense in establishing fees. Items such as overhead, ex­
amination costs, travel and per diem, disciplinary pro­
ceedings, and other expenses should be considered. 

697 
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The Board shall, from time to time, establish reasonable fees 
for the issuance and renewal of licenses and its other services. 
Fees shall be 5eI so as to defray the cost of administering the 
provisions oflhis Act, including applications, examinations, en­
forcement, and the cost of maintaining the Board. 

It is important to have within the Act a statement 
that a member of the Board shall not be civilly liable for 
any act performed in good faith and within the scope of 
duties of the Board. It should be noted that sucb a state­
ment does not pertain to any criminal cbarges brought 
against a member of tbe Board. 

A member of the Board or any employee or agent of the Board 
shall not be held civilly liable for any act performed in good 
faith and within the scope of the duties of the Board. 

D. Requirements for Licensure 
This recommendation includes significant changes from 
the 1967 guidelines. It should be noted that terms such 
as department of psychology and PhD are explicitly ex­
cluded from the recommended wording. 

Tbere is a core of basic theory, principles, and ac­
cumulated knowledge that all professional psychologists 
should possess. Each practitioner must also master the 
specific skills and knowledge appropriate for the com­
petent performance of psycbological practice. The lan­
guage of the model requires the Board to specify its criteria 
for acceptable professional education in psychology. In 
this regard, tbe Board will be guided by national stan­
dards. 

This revision states that by 1995 all applicants for 
licensure must minimally be graduates of a regionally 
accredited institution of higher education and must have 
completed a training program accredited by the American 
Psychological Association. Where no a=editation exists, 
the applicant will be required to meet standards developed 
by the Board. These standards will be based on recognized 
standards for the area of competence. Tbe law recognizes 
that new doctoral programs may be developed in newly 
or already recognized specialties of professional psychol­
ogy. In sucb instances, the law affords those programs an 
eight-year period in which to achieve a=editation, during 
which the graduates of tbose programs may sit for licen­
sure. 

1. Edllclltionill Refjllimnents 

The Act recognizes the doctorate as the minimum edu­
cational requirement for entry into professional practice 
as a psychologist. 

Applicants for licensure shall possess a doctoral degree in psy­
chology from an institution of higher education. The degree 
shall be obtained from a recognized program of graduate study 
in psychology as defined by the rules and regulations of the 
Board. 

By 1995 applicants for licensure sball have completed a doctonil 
program in psychology that is accredited by the American Psy­
chological Association (APA). In areas where no accreditation 
exists, applicants for licensure shall have completed a doctoral 
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program in psychology that meets recognized acceptable 
professional standards as determined by the Board. When a 
new specialty of professional psychology is recognized as being 
within the accreditation scope of the APA, doctoral programs 
within that specialty will be afforded a transition period of eight 
years from their first cIass of students to the time of their ac­
creditation. During that transition period, graduates of such 
programs may sit for lic:ensure examination whether or not the 
program bas been accredited. The same principle applies as 
well to new doctoral programs of specialties previoll8ly recng­
nized within the scope of APA accreditation. 

Applicants trained in institutions outside the United States shall 
meet requirements established by the Board. 

2. Experienee lUgllin_"t, 

APA recommends that legislation requires one year of 
supervised experience subsequent to the granting of the 
doctorate. In rules and regulations, the Board must define 
acceptable supervised experience at the predoctoral and 
postdoctoral levels as well as mechanisms for evaluation 
of this experience. Psychologists are required to limit tbeir 
practice to tbeir demonstrated areas of professional com­
petence. Experience should be compatible with training. 

For admission to the licensure examination, applicants shall 
demonstrate that they have completed two years of supervised 
protessional experience, one year of whieh sball be postdoctoral. 
The criteria for appropriate supervision shall be in accordance 
with regulations to be promulgated by the Board. Postdoctoral 
experience shall be compatible with the knowledge and skills 
acquired during formal doctoral or postdoctoral education in 
accordance with professional requirements and relevant to the 
intended area of practiec. Applicants shall be required to show 
evidence of good character, that is, that they have not been con­
victed of a criminal offense that bears directly on the fitness of 
the individual to be licensed. 

3. ExIIminatiolU 

APA recommends that the Act specify the requirements 
for examination and the conditions under which the 
Board is authorized to waive examination. All exami­
nations serve the purpose of verifying that a candidate 
for licensure bas acquired a basic core of knowledge in 
the discipline of psychology and can apply that knowledge 
to the problems confronted in the practice of psychology. 
Boards should clearly specify !be conditions under which 
the endorsement of another license will be granted. The 
Board shall administer examinations to qualified appli­
cants on at least an annual basis. Tbe Board shall deter­
mine the subject matter and scope of the examination 
and sball require a written, and may require an oral ex­
amination of each candidate for licensure. The Board at 
its discretion. according to rules and regulations pro­
mulgated by the Board, may waive said examination of 
candidates for licensure. 

4. Prior Crtllkntials 

APA recommends that the Act provide for continued li­
censure of penons already licensed as a psychologist at 
the time of enactment of a new law. 
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A penon who is licensed as' a psychologist under the provisions 
of (cite relevant secrion(s) of previous licensing Jaw) as of tbe 
elfective date of this Act shall be deemed to have met all re­
quirements for licensure under this Act and shall be eligible for 
renewal of licensure in accordance with the provisions of 
this Act. 

E. Interstate Practice or Psychology 
Psycbologists may have legitimate interests in practicing 
in another jurisdiction for a limited amount of time_ This 
section provides for limited practice in a jurisdiction other 
than the state in which the psychologist is licensed. The 
psychologist must have an earned doctoral degree in an­
other jurisdiction. 

NolhiDII in this Act shall be construed to prohibit tbe practice 
of psychology in this state by a penon boIdiDII an earned doctoral 
degree in psychology from an institution of higher education 
who is licensed or certifted as a psychologist under the laws of 
another jurisdiction. provided that the aggregate of sixty (60) 
days of professional services as a psychologist per year under 
the provision of this subsection is not exceeded. 

F. Temporary Authorization to Practice 
This portion of the Act provides for the conditions under 
which a licensed psychologist may practice until obtaining 
licensure in another jurisdiction. Provision is also made 
for the Board to waive examination if the requirements 
met by the psychologist in the original jurisdiction are 
judged to be equivalent to those in this state. 

A psychologist licensed or certiiled under the laws of another 
jurisdiction may be authorized by the Board to practice psy­
chology as defined in this Act for a maximum of one year, pr0-

vided that the psychologist has made application to the Board 
for licensure and has met the educational and experience re­
quirements for licensure in this state. Denial of licensure ter­
minates this authorization. The Board may choose to waive 
examination if a psychologist has been licensed in another ju­
risdiction on the basis of qualifications that are not less than 
those required for licensure in this state. 

G. Limitation of Practice 
This provision of the Act is intended to ensure that li­
censed psychologists will not practice outside the limits 
of their competence. The burden of proof is on the ap­
plicant to provide evidence, acceptable to the Board. that 
the applicant has obtained the training necessary to en­
gage in the practice of psychology in the specified area of 
competence. The Board may wish to develop forms that 
provide for the specification of the intended area of prac­
tice and the evidence necessary to document competence. 
This provision recognizps the broad areas of specialization 
(e.g., clinical. counseling, school. industrial/orpniza­
tionaJ) and emerging specialties (e.g., neuropsychology. 
environmental) and the variety of academic training as 
separate from proficiencies. It is expected that if the psy­
chologist is trained in a broad specialty area. there are 
many proficiencies within that training that are possible 
areas of competence. This limitation ~ intended to ensure 
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that a psychologist trained in one area (e.g., experimental. 
developmental) will not practice in another area (e.g.. 
counseling, industrial/organizational) without completing 
a retraining program. 

The Board shall ensure through regulations and enforcement 
that licensees limit their practice to demonstrated areas of com~ 
petence as documented by relevant professional education, 
training. and experience. 

H. Inactive Status 
A psychologist who is on military assignment outside the 
state, suffering from health problems, on sabbatical. or 
who moves to another state may wish to be on inactive 
status. Relieving the psychologist from paying the ree will 
make it possible for that person to remain in good stand­
ing witbout being an active practitioner. 

A psychologist in good standiDII who will not be practicing in 
the state for at least one year may petition the Board to ha •• 
his or her license placed on inactive status without penalty. When 
such psychologist wishes to return to practice, an application 
shall be made to the Board, which shall reinstate him or her 
upon payment of tbe registration fee for the current year. 

I. Practice Without a Lice~ 
The Act must clearly specify what constitutes a violation 
of law and what penalties may be imposed for practice 
without a license or for misrepresentation of oneself as 3 

psychologist. State legislatures have the latitude to deter­
mine penalties for such illegal activities. Boards are pro­
vided with the authority to suspend or revoke licenses 
and to prescribe conditions ror reinstatement. 

It shall be a violation of this Act for any pe!1lOn not licensed in 
accordance with the provisions of this Act to represent himself 
or herself as a psychologist. It shall be a violation of this Act for 
any person not licensed in accordance with the provisions of 
this Act to engage in tbe practice of psychology as defined in 
this Act. whether practiciDII as an individual. firm. partnership, 
corporation, agency, or other entity. 

Any penon who shall represent himself or herself as a psy­
chologist in violation of this Act, or who shall engage in the 
practice of psychology in violation of this Act, shall be guilty of 
a misdemeanor and shall be fined not less than dollars 
and not more than __ doUars and. in addition thereto, may 
be imprisoned for not more than __ months. Each day such 
person shall practice psychology without meeting all the re­
quirements of all laws now in force and oflhis Act shall constitute 
a separate offense. Any person filing or attempting to file, as his 
or her own. a diploma or license of another or a forged affidavit 
of identiJication shall be guilty of a felony and sball be subject 
to the punishment prescribed for forgery in tbe second degree. 

Whenever a license to practice as a psychologist in the state has 
been suspended or revoked, it shall be unlawful for the pe!1lOn 
whose license has been so suspended or revoked to practice 
psychology in this state. The Board may issue, with or without 
reexamination, a new license whenever it deems such course 
safe and just. 

The Board on its own motion may investigate any evidence or 
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aIleglllioD thaI appears 10 show"lhalany person is or may be in 
violation of any provision of this Act. 

J. Exemptions 
I. There should be an exemption from licensure for per­
sons engaged solely in teaching, research, or provision of 
psychological services to orsanizations, because such ac­
tivities are unlikely to pose a risk of immediate harm to 
the public health or welfare. For example, an organizational 
psychologist providing consultation to business in order to 
improve efficiency, a teacher of child development courses 
at a univemty, a researcher in the field of sleep disorders, 
and 8 social psychologist researching group behavior in 
stressful situations would all be exempt. The exemption 
should not be determined on the basis of work setting or 
place of primary employment, but on the basis of the pur­
pose of the activity as defined in Section B3 (Practioe of 
psychology). The exemption should not be allowed if the 
individual engages in the direct delivery or supervision of 
psychological services to individuals or groups of individ­
uals in any setting. Persons engaged in teaching, research, 
or the provision of psychological services to organizations 
should not be excluded from lioeosure if they meet the 
statutory requirements for licensure. 

Nothing in lhis Act shall be construed 10 prevenllhe leaching 
of psycbology, the conduct of psychological research, or the pre­
vision of psychological services or consultation to organizations 
or institutions. provided that such teaching, research, or service 
does not involve lhe delivery or supervision of direct psycho­
logical services 10 individuals or groups of individuals who are 
Ihemselves, ralher than a third party, the intended bene1iciaries 
of such services, withoul regard to the source or extent of pay­
ment for services rendered. Nothing in this Act shall prevent 
the provision of expert testimony by psychologists who are oth­
erwise exempted by this Act. Persons holding an earned doctoral 
degree in psychology from an instilution of higher education 
may use the title "psychologist" in conjunction with the activities 
permitted by this subsection. 

2. Members of other established professions, such 
as physicians, attorneys, and clergy, may provide services 
that are similar or related to the scope of practice of psy­
chology. They should be exempted from licensure on the 
condition that they not represent themselves to be psy­
chologists. 

Nothing in this Act shall be construed to prevent members of 
other recognized professions that are licensed, certified, or reg­
u1atod under the laws of this state from rendering services con­
sistent with their professional training and code of cthics1 pro­
vided that they do not represent themselves to be psycbologists. 
Duly recognized members of the clergy shall not be restricted 
from functioning in their ministerial capacity, provided that 
they do not represent themselves to be psychologists. 

3. It is recognized that school psychologists who are 
certified by the state education agency are permitted to 
use the term school psychologist or certified school psy­
chologist as long as they are practicing in the public 
schools. 

700 

Individuals who have been certified as school psychologists by 
the (cile rell!VOll1 Slale etiucaJion autlwrily or SlaJutory provisions) 
shall be permitted to use the term "school psychologist" or 
"certified school psychologist." Such persons shall be restricted 
in their practice to employment within those settings under Ihe 
purview of the state board of education. By 1995 such exempted 
persons should be certificated by the state board of education 
on the basis of having oompleted a program for the preparation 
of school psychologists thaI is accrediled by a specialized profes­
sional accrediting body recognized by the Council on Postsec­
ondary Accreditation. 

4. Graduate students, interns, postdoctoral trainees, 
and applicants for licensure are permitted to function 
under the supervision of a licensed psychologist, as are 
assistants not eligible for licensure in some states. None 
may use the title psychologist, but titles such as psycho­
logicaltrainee, psychological intern. psychological resi­
dent, and psychological assislal/l would be permissible 
under this exemption. The supervising psychologist is re­
sponsible for the actions of the student, trainee, or assis­
tant. The Board is required to adopt regulations defining 
the nature and extent of training for qualified assistants 
and supervision for each category. 

Nothing in this Act shall be construed 10 prevent persons from 
engaging in activities defined as the practice of psychology, pro­
vided that such persons shall not represent themselves by the 
title "psychologisL" Such person. may use the terms "psycbo­
logical trainee,'" "psychological intern." "psychological resident," 
and "psychological assistant" and provided further that such 
person. perform lheir activities under the supervision and re­
sponsibility of a licensed psychologist in accordance with reg­
ulations promulgated by the Board. Nothing in this section shall 
be construed to apply 10 any person other than: 

(a) a matriculated graduate student in psychology whose ac­
tivities constitute a part of the course of study for a grad­
uate degree in psychology at an institution of higher ed­
ucation; 

(b) an individual pursuing postdoctoral training or experience 
in psychology, including persons seeking to fulfill the reo 
quirements for licensure under the provisions of this 
Act; or 

(c) a qualified assistant employed by, or otherwise directly 
accountable to, a licensed psychologist. The Board in 
regulations shall determine the number of assi.tants that 
a psychologist may employ and the conditions under 
which they will be supervised. 

K. Grounds for Suspension or Revocation of 
Licenses 
In order to have an effective law, the Board must have 
the power to suspend and revoke a license. In the previous 
guidelines, the offenses requiring suspension or revocation 
were not specified. Many state laws specify these offenses. 
Actions that are a violation of the standards subscribed 
to by the Board should be clearly stated in the lioensing 
law. Two considerations are specified below that refer to 
specific points in the text that follows: 
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I. Concerning Numbers 6 and 7 

The Board shall specify, in rules and regulations, criteria 
for determining how long or under what conditions an 
individual or group of individuals remains a patient or a 
client. 

2. Concerning Number 17 

In this section, physical condition shall be differentiated 
from physical disability. There is no intent to obstruct 
physically disabled candidates' entry into the profession 
of psychology nor from practicing their profession after 
licensure as long as they practice with reasonable skill 
and safety to patients or clients. 

A psychologist and anyone under his or her supervision shall 
conduct his or her professional activities in conformity with 
ethical and professional standards promulgated by the Board 
under its rules and ~tions. 

The Board shall have the power and duty to suspend, place on 
probation, or require remediation for any psychologist for a 
specified time, to be determined at the discretion of the Board, 
or to revoke any license to practioe psychology or to take any 
other action specified in the rules and regulations whenever the 
Board shall find by a preponderanoe of the evidence that the 
psychologist bas engaged in any of the following acts or offenses: 

I. fraud in applying for or procuring a license to practice 
psychology; 

2. immoml, unprofessional, or dishonorable conduct as 
defined in the rules and regulations promulgated by the Board; 

3. practicing psychology in such a manner as to endanger 
the welfare of clients or patients; 

4. conviction ofa felony (a copy of the record of conviction, 
oertified to by the clerk of the court entering the conviction 
shall be conclusive evidence); 

5. conviction of any crime or offense that reOeets the in­
ability of the practitioner to practioe psychology with due n:gard 
for Ibe health and safety of clients or patients; 

6. harassment. intimidation, or abuse, sexual or otherwise, 
of a client or patient; 

7. engaging in SCllual intercourse or other sexual contact 
with a client or patient; 

8. use of repeated untruthful or da;eptive or improbable 
statements conoeming the licensee's qualifications or the effects 
or results of proposed treatment, including functioning outside 
of one's professional competenoe established by education, 
training, and experience; 

9. gross malpractice or repeated malpractice or gross neg. 
ligence in Ibe practice of psychology; 

10. aiding or abetting the practice of psychology by any per­
son not licensed by the Board; 

II. conviction of fraud in filing Medicare or Medicaid claims 
or in filing claims to any third party payor (a copy of the record 
of oooviction, certified to by the clerk of the court entering the 
conviction, shall be conclusive evidence); 

12. exercising undue inOuence in such a manner as to exploit 
the client, patient, student, or supervisee for financial or other 
personal advantage to the practitioner or a third party; 

13. the suspension or revocation by anolber state of a license 
to practice psychology (a oertified copy of the record of sus­
pension or revocation of the state making such a suspension or 
revocation shall be conclusive evidence thereof); 
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14. refusal to appear before the Board after having been or­
dered to do so in writing by the executive officer or chair of the 
Board; 

15. making any fraudulent or untrue statement to the Board; 
16. violation of the code of ethics adopted in the rules and 

~tions of the Board; and 
17. inability to practice psychology with reasonable skill and 

safety to patients or clients by reason of illness, inebriation, 
misuse of drugs, narcotics, alcohol. chemicals, or any other 
substance, or as a result of any mental or physical condition. 

When Ibe issue is whether or not a psychologist is physically 
or mentally capable of practicing psychology with reasonable 
skill and safety to patients or clients. then, upon a showing of 
probable cause to the Board Ibat the psychologist is not capable 
of practicing psychology with reasonable skill and safety to pa­
tients, the Board may petition a court of competent jurisdiction 
to order Ibe psychologist in question to submit to a psychological 
examination by a psychologist to determine psychological status 
and/or a physical examination by a physician to determine 
physical condition. Such psychologist and/or physician is to be 
designated by the court. The expense of such examination shall 
be borne by the Board. Where the psychologist raises the issue 
of mental or physical competence or appeals a decision regarding 
his or her mental or physical competence. the psychologist shall 
be permitted to obtain his or her own evaluation at the psy­
chologist's expense. If Ibe objectivity or adequacy of the ex­
amination is suspect, the Board may complete an examination 
by its designated practitioners at its own expense. When mental 
or physical capacity to practice is at issue. every psychologist 
licensed to practice psychology in the state shall be deemed to 
have given consent 10 submit to a mental or physical exami­
nation or to any combination of such examinations and to waive 
all objections to the admissibility of the examination. or to pre­
viously adjudicated evidence of mental incompetence. 

L. Board Hearings and Investigations 
In the interest of protecting the public, the Board must 
have authority to regulate the practice of psychology. This 
section specifies the powers and duties of the Board to 
conduct investigations, hold hearings, consider evidence 
or allegations brought against a psychologist, and to dis­
cipline a licensee for violation oflaw or regulation. Both 
the Board and licensee are required to follow due process 
standards in any disciplinary proceeding. 

The Board on its own motion may investigate or cause to be 
investigated any allegation or evidence that appears to show 
that a psychologist licensed to practice in this state is, or may 
be, in violation of this Act or of any of the acts. offenses, or 
conditions set forth by the Board in rules and regulations. 

The Board shall have the power and duty to suspend. place on 
probation, or require remediation for a licensee for a specified 
time, to be determined at the discretion of the Board, or to 
revoke any license to practice psychology, whenever the licensee 
shall be found by the Board, by a preponderanoe of the evidence, 
to have engaged in oooduct prohibited by this Act or rules and 
regulations duly promulgated pursuant thereto. 

Any psychologist holding a license to practice in this state is 
required to report to the Board any information such psychol­
ogist in good faith may have that appears to show that any 
psychologist holding a license to practice in Ibis state may be 
in violation arthis Act or guilty or any of the acts, offenses, or 
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conditions set forth by the Board. Any psychologist who in good 
faith malees such a report 10 the Board shall be absolutely im­
mune from civil liability to any person for any statement or 
opinion made in such report. 

If, in the opinion of the majority of the Board,there is probable 
cause that the information provided to it under the provisions 
of this section may be valid, the Board shalJ request by registered 
mail a formal interview with the psychologist. If the psychologist 
who is ordered to a formal interview before the Board refuses 
to appear for such interview, such refusal shall be considered 
grounds for the Board, at its discretion, to suspend or revoke 
the license of such psychologist. Any proceeding for suspension 
or revocation of a license to practice as a psychologist in this 
state shall be conducted in accordance with procedures estab­
lished by the Board. The psychologist shall be informed of his 
or her rights concerning Board hearings and investigations: 

1. the right to notice and hearing; 
2. the right 10 self-representation or representation by coun­

sel~ 
3. the right to produce witnesses and to confront and cross­

examine opposing witnesses; 
4. the right to a wrillen decision setting forth the violation, 

findings of fact, sanctions, and reasons for the sanctions; 
5. a determination of the size of the vote necessary to find 

a violation; 
6. a determination whether the hearing will be closed or open 

to the publiC; and 
7. the right to an appeal to an administrative board ofreview 

and/or to a court of competent jurisdiction. 

The licensee may knowingly and voluntarily waive his or her 
right to the formal adversary proceeding described in this 
section. 

The Board shall have the right to conduct an ex pane hearing 
if, after due notice, the individual fails or refuses to appear. The 
Board shall bave the right to issue subpoenas for production of 
documents and witnesses and to administer oaths. The Board 
shall have the right to apply 10 a court of competent jurisdiction 
to take appropriate action should a subpoena not be obeyed. 

The Board shall temporarily suspend the Iioense ofa psychologist 
without a hearing simultaneously with the institution of pro­
oeediogs for a hearing provided under this section if the Board 
finds that evidence in its possession indicates that the psychol­
ogist's continuation in practice may constitute an immediate 
danger 10 the pubfic. Appropriate officials may petition the court 
for an injunction barring further practice unless or until the 
person is properly licensed. The injunction may be issued in 
addition to, or in fieu of, the criminal sanctions provided for in 
this section. 

A psychologist may surrender his or her license when such person 
is charged with unethical conduct and upon receipt of that 
chaJge, that person decides to surrender the license, such sur­
reDder and acceptance by the Board shall constitute acknowl­
edgment by the psychologist of guilt as chaJged. 

A psychologist may request in writing to the Board that a re­
striction be placed upon his or her license to practice as a psy­
chologist. The Board, in its discretion, may aeoept a surrender 
or grant such a request for restriction and shall have the authority 
to attach such restrictions to the license of the psychologist to 
practice psychology within this state or otherwise to discipline 
the licensee. 

Suboequent to the holding of a hearing and the taking of evidence 
by the Board as provided for in this section, if a ml\iority of the 
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Board finds that a psychologist is in violation of this Act or 
guilty of any of the acts, offenses, or conditions as enumerated 
by the Board, the following actions may be taken: 

1. The Board may revoke or suspend the license and impose 
a monetary penalty. 

2. The Board may suspend imposition of a revocation or 
suspension of a license and/or a monetary penalty. 

3. The Board may impose revocation or suspension of a li­
cense and/or a monetary penalty, but suspend enforcement 
thereof by placing the psychologist on probation, which pro­
bation shall be revocable if the Board finds the conditions of 
the probation order are not being followed by the psychologist. 

4. As a condition of probation the Board may require the 
psychologist to submit to care, counseling. or treatment by a 
professional designated by the Board. The expense of such action 
shall be borne by the psychologist. 

5. The Board may, at any time, modify the conditions of the 
probation and may include among them any reasonable can· 
dition for the purpose of the protection of the public. or for the 
purpose of the rehabilitation of the probationer, or both. 

6. The Board shall have the power to require restitution when 
necessary. 

7. The Board shall have the power to ..... ss the costs of the 
disciplinary proceeding. 

M. Privileged Communication 
This section regulates and limits the powers of the judicial 
system. The courts or other administrative agencies with 
subpoena power have the right to make use of all relevant 
information in the judicial fact-finding process unless this 
right ofaccess to information is specifically limited. His­
torically, courts and legislatures have been charged with 
fact-finding in order to seek truth and administer justice. 
At the same time they have attempted to maintain the 
integrity of the confidential and private relationship be­
tween psychologist and patient or client. However, some 
societal issues have emerged, such as child abuse and sex­
ual abuse, that have changed the absolute nature of priv­
ileged communication. Though the privilege is not ab­
solute, it is designed to be sufficiently broad to cover all 
situations except those specifically enumerated. It is a 
privilege "owned" by the patient or client, who may assert 
it or waive it, although the psychologist may assert it for 
a patient or client who wishes to maintain such privilege 
of communication. It is understood that the privilege en­
compasses only communications between the patient or 
client and the psychologist in a professional relationship. 

In judicial proceedings, whether civil, criminal, or juvenile; in 
legislative and administrative proceedings; and in proceedings 
preliminary and ancillary thereto, a patient or client, or his or 
her guardian or personal representative, may refuse to disclose 
or prevent the disclosure of confidential information, including 
information contained in administrative records, communicated 
to a psychologist licensed or otherwise authorized 10 practice 
psychology under the laws of this jurisdiction, or to persons 
reasonably believed by the patient or client to be so licensed, 
and their agents, for the purpose of diagnosis, evaluation, or 
treatment of any mental or emotional condition or disorder. In 
the absence of evidence to the contrary, the psychologist is pre­
sumed authorized to claim the privilege on the patient's or 
client's behalf. 
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This privilege may not be claimed by the patient or client, or 
on his or her behalf by authorized penons, in the following 
circumstances: 

I. where abuse or harmful neglect of children, the elderly, 
or disabled or incompetent individuals is known or reasonably 
suspected; 

2. where the validity of a will of a former patient or client is 
contested; 

3. where such information is necessary for the psychologist 
to defend against a malpractice action brought by the patient 
or client; 

4. where an immediate threat of physical violence against a 
readily identifiable victim is disclosed \0 the psychologist; 

5. in the context of civil commitment proceedings, where an 
immediate threat of self-inDicted damage is disclosed to the 
psychologist; 

6. where the patient or ctient, by alleging mental or emotional 
damages in litigation, puts his or her mental state at issue; 

7. where the patient or client is examined pursuant to court 
order; or 

8. in the context of investigations and hearings brought by 
the patient or client and conducted by the Board, where vio­
lations of this Act are at issue. 

N. Severability 
As with any law, one provision may be subject to court 
challenge and ruled invalid or unconstitutional. For ex­
ample, it is not legally clear whether state licensing boards 
can regulate persons working for federal agencies. Thus, 
if any provision is ruled invalid or unconstitutional, it is 
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important that the entire Act not be affected. This can 
only be achieved by inserting a clause at the end of the 
Act stating that each provision of the Act is severable 
from aU other provisions and that the declaration that 
one section is invalid or unconstitutional will not affect 
the constitutionality or enforceability of any other section. 

If any section in this Act or any part of any section thereofshall 
be adjudged by any court of competent jurisdiction to be invalid, 
such judgment shall not affect, impair, or invalidate the re­
mainder of any section or part thereof. 

O. Effective Date 
In any law regulating a profession there needs to be a 
specific date establishing when the law shall become ef­
fective. Thus, the final paragraph states: 

This Act shall become effective upOn the date it is signed by the 
Governor or on the date it otherwise becomes effective by OJ). 

eration of law. 
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American Psychological Association 

Model Act for State Licensure 
Public Comment 

Model Act for State Licensure (1987) 

As APA policy, the Model Act serves as a prototype for drafting 
state legislation regulating the practice of psychology. State 
legislatures are encouraged to use the language of this document 
and the policies that it espouses as the model for their own state 
licensure law. Inevitably each state law will reflect compromises 
and changes particular to that state, but the APA Model Act is 
meant to serve as a guide for those involved in the drafting 
process. State licensing boards must develop their own rules and 
regulations to supplement the legislation proposed here. 

This is the fourth set of guidelines for state legislation regulating 
the practice of psychology that has been developed by the 

Revision of Model Act for State Licensure 

and changg,e:!s!:~~?~¥,~~ 
meant to ~/ '~~~,~~;~~~~;~. process. State Ii 
regulations to supplement 

American Psychological Association (APA). The first model J~~~~~i~;~~~~~~~: 
for such regulation was developed and adopted as APA policy in ~I 

legislation regulating 
ha:"b .. ,n developed by the 

~~"ociati(m (APA). The first model for 
and adopted as APA policy in 

1955 (APA, 1955). 

The 1955 guidelines stood for 12 years, during which 
of states enacting licensure legislation grew from 9 
the AP A Committee on State Legislation \ ~~~)~~~ 
first revision of the guidelines. That rev'isii(om 
comprehensive, provided ;:~i~i';';h 
more issues 
while 
(APA,1967). 

By 1977 aU,s}at:e, 

revised model guid,;Jiri<5 
as APA policy. 

In 1984 the Council 
Professional Affairs (BPA) to 

the 
guidelim" to remain 

existing 1967 model for the ~~~~~~:s~:~~~~:~:~~~ BPA, in 
tum, directed its Committee a Practice (COPP) to 
prepare it. 

A COPP subcommittee undertook this effort. Its early drafts 
were based on a review of the comments pro-. vided by APA 
governance units and divisions regarding the 1979 COSL 
proposal. Specific recommendations were received from the 
Board of Directors (BID) Subcommittee on the Future of 
Professional . 

let~fts~~~:~~~~~:S;t~~o'~O~de for 12 years, during which the number 
SI legislation grew from 9 to 32. In 1967 

"';~;~;:;f';:h;~ on State Legislation (COSL) prepared the 
II of the guidelines. That revision was more 

comprehensive, provided more detailed guidance, and covered 
issues relating to regulation of the practice of psychology, 
reaffirming the basic concept found in the 1955 model 
1967). 

By 1977 all states and the District of Columbia had enacted 
licensure legislation. APA's Council of Representatives then 
determined that the model approved in 1967 was outdated and 
directed COSL to undertake a revision. However, in January 
1979 the Council of Representatives failed to approve the revised 
model guidelines, leaving the 1967 guidelines to remain as AP A 
policy. In 1984 the Council of Representatives directed the Board 
of Professional Affairs (BPA) to develop another revision of the 
existing 1967 model for the Council's consideration. BPA, in 
tum, directed its Committee on Professional Practice (COPP) to 
prepare it. 

This document was approved by the Council of Representatives 
in February, 1987. 

In 2006, at the recommendation of the Board of Professional 
Affairs and the Committee for the Advancement of Professional 
Practice, the APA Board of Directors and Council of 
Representatives funded a Task Force to undertake the revision.of 

. the 
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subsequently developed and revised based on conunents provided 
by members ofCOPP and BPA, the American Association of 
State Psychology Boards, individual psychologists from around 
the country and Canada, relevant APA divisions and 
governance groups, unaffiliated psychology interest groups, and 
APA legal counsel. This document, Draft 14, is the result of 
three years of continual discussion, review, and compromise by 
many concerned and dedicated APA members, It was passed 
unanimously by the Council of Representatives on February 7, 
1987. 

Each section of the proposed Model Act is introduced by 
commentary, the purpose of which is to explain the rationale for 
the proposed section that follows. To differentiate between the 
commentary and the proposed statutory language, the latter is set 
in smaller type. 

A, 

This section declares that the intent of legislation for state 
licensure of psychologists is to ensure the practice ofps]lch£!l~lgy 
in the public interest. The consumer should be assured 
psychological services will be provided by qualified 
professionals. The public must also be protected 
consequences of unprofessional conduct by 
practice psychology. 

developments in professional practice that had over 
preceding 20 years. Specific developments included some 
psychologists obtaining prescriptive authority, changes in the 
provision of industrial/organizational and conSUlting psychology 
that could make it desirable for those psychologists to be 
licensed, and changes in the recommended sequence of education 
and training for psychologists. The Task Force undertook this 
effort beginning with a comprehensive review of the 1987 
document as well as . and other documents. 

and_ a 90-day public 
made to the document 

.i;~}~t.:J]>e intent oflegislation for state 

'1&'~:~:1Jb~!:~:~~.~~l~~~~ to ensure the practice of psychology 
I consumer should be assured that 

~,~;~[~~i~~~~~r~~Will be provided by licensed and qualified to the provisions of this act. The public 
must the consequences of unprofessional 
conduct by persons licensed to practice psychology. 

The practice of psychology in 
the public health, safety, 

protect the PUbliiCCn~~()'s\~~!,~~~~~~:,:f~~~~~ persons and from u 
~~~I~~~~::~~U~~J~U!I~~~:;;~:'~~~ oj psychology in (name oj state) is hereby declared 

p the public health, saJety, and welfare, and to be subject 
regulation to protect the public Jrom the practice oj psychology 

by unqualified persons and from unproJessional conduct by 
persons licensed to practice psychology. 

psychology, 

Definitions pre,vi<ie 
Act without 
once defined in this 
the same meaning as 

In defining institution oj professional 
schools are included as a number of suggestions to 
recognize these institutions' contributions to the 
education and training psychologists. It is further 
recognized that many foreign institutions prepare psychologists 
for professional practice, and provision should be made to 
accommodate them in Board regulations. 
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B, Definitions 

Definitions provide consistent interpretation throughout the Act 
without unnecessary repetition of tenus. Thus Board, once 
defined in this section, can subsequently be cited with the same 
meaning as presented in the definition. 

In defining institution of higher education, it is further recognized 
that many foreign institutions prepare psychologists for 
professional practice, and provision should be made to 
accommodate them in Board regulations. 

Psychological services should be described adequately and 
specified in order to identify clearly the areas of psychological 
services, provided to individuals, groups of individuals, or 
organizations, that require qualified and sound professional 
psychology practice. There can be a legitimate use for 
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concern In 

purpose of licensure is to 
adequately. These services must be in order to identify 
clearly the areas of psychological services, provided to 
individuals or groups of individuals that require qualified and 
sound professional psychological practice. The final definition in 
this section deals with the term psychologist as it applies to the 
Act in the provision of psychological services. The title tlpsy_ 
chologist" is also used by psychologists who are exempt from 
licensure as specified in Section J of this Act in their roles as 
teachers, researchers, and consultants to or employees of 
organizations. 

I. Board means the (name of state) State Board of Examiners of 
Psychologists. 

2. Institution o/higher education means any regionally accredited 
institution of higher education in the United States, including a 
professional school that offers a full-time doctoral course of study in 
psychology that is acceptable to the Board. For Canadian universities, 
it means an institution of higher education that holds recognized 
membership in the Association of Universities and Colleges of 
Canada. 

3. Practice of psychology is defined as the observation, description, 
evaluation, interpretation, and modification of human behavior by 
the application of psychological principles, methods, and 
procedures, for the purpose of preventing or eliminating symptomatic, 
maladaptive, or undesired behavior and of enhancing interpersonal 
relationships, work and life adjustment, personal ~~',::;i::::~~'~~~ 
behavioral health, and mental health. The practice of 
includes, but is not limited to, psychological testing 
evaluation or assessment of personal characteristics, 
intelligence, personality, abilities, interests, 
neuropsychological 
psychotherapy, 
therapy; . and 
order or 

4. Psychologist: 
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psychologist 
incorporating the 
or ifhe or she po"se,,,es 
psychology, or if that 
individuals or to groups 0' ;0";";" 

of psychology in this Act. 

means. All such activities must operate within appropriate APA 
Ethical guidelines. 

1. Board means the (name of state) State Psychology Board. 

2. Institution of higher education means any regionally 
accredited institution of higher education in the United States, 
including a professional schQ".,I, that offers a foil-time doctoral 
course of study i'l.I1S5f&b9J,!g}f;~'!!. is E,tc'eptable to the Board For 
Canadian universiiiii:s?f'iPmeaiiSfdnjiiistitu(ion of higher education 

~~,- z...J'-,",,'~~ 

that is provincj",ally or territor@]lygh''gr;tered. 

3. Practice ol:tChOlogy.is,Jr;,;-;ifll?ft;(Qbservation, 
description, e~#I«:Jiio1J;f.i'fit~rpretation:}f~ljgn, an~, 
modification oj itY.7tiff~havior by the apPiJSE.~~Wi 
psychological prj;Cip.les~'!1ethods, and procedilJ:es_;vor the 

."':'"" .,-":;:,,~,,, ,,,,,," 

purposes of(a)f/irevenii6g,~minating, evaluating, assessing, or 
predicting symptomatiC:'i-~a.lqifpl?tive, or undesired behavior; (b) 
evaluating, assessing andiOrfi£j/itrEing We enhancement of 
." and/or orgarN.i?!J11f.t1£(j4!ectiveness - including 

ad,'ptn' 'e b~ehavior, interpersonal 
adjui!;(ent, health, and individual, 

~:;~:~~~~~~~irlpefjormance, or (c) assisting in 

p~c,,,,ti<;e ",fjJ'')I,i;),ol,ogy includes, but is not limited to. (a) 
and the evaluation or assessment of 

'iffeTis/ies, such as intelligence; personality: 
, and/or emotional abilities; skills; interests; 

neuropsychological jUnctioning; (b) counseling, 
ps,yc/,oana,iys,is,psychotherapy, hypnosis, biofeedback, and 
bellf/vior amllY"is and therapy; (c) diagnosis. treatment, and 
;"anal?en"""t ~{"lental and emotional disorder or disability, 

F'Q,ic<)ho,/is,m and substance abuse, disorders of habit or conduct, 
os well os of the psychological aspects of physical illness, 
accident, injury, or disability; (d) psychoeducational evaluation, 
therapy, and remediation; (e) consultation with physicians, other 
health care professionals and patients regarding all available 
treatment options, including medication; (j) provision of direct 
services to individuals and/or groups for the purpose of 
enhancing individual and thereby organizational effectiveness, 
using psychological principles, methods and/or procedures to 
assess and evaluate individuals on personal characteristics for 
individual development and/or behavior change or for making 
decisions about the individual, such as selection; and (g) the 
supervision of any of the above. Psychological services may be 
rendered to individuals, families, groups, systems, and/or 
organizations. The practice of psychology shall be construed 
within the meaning of this definition without regard to whether 
payment is received/or services rendered. (See Section G for 
Limitation of Practice and Maintaining and Expanding 
Competence and Section J for Exemptions.) 

4. Psychologist: Means (a) any person licensed os a psychologist 
under this act and General 
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below) whose practice areas are specifically 
act, and includes a person representing himself or herself to be a 
psychologist if/hat person uses any title or description of services 
incorporating the words psychology, psychological, or 
psychologist, or ifhe or she uses any term that implies that he or 
she possesses expert qualification in any area of psychology, or if 
thai person offers to the public or renders to individuals or 
groups of individuals services defined as the practice of 
psychology in this Act. . is also used by 
psychologists as specified in 
Section J andlor researchers. 

5. AppliedJoiyf;},olo!ris, 
An appliedps TC"olc'J!is, 

setting. 
those 

~c~!l'H~~~~: :;~~ Health Service Providers 
'II exlier.ien.ced in the delivery of 

.I,j.<!J!,!g"O!rt/c, therapeutic intervention and 

"!~E~~~~~;~:~;;:J to the psychological and phYSical I on: 1) having completed scientific and 
resulting in a doctoral degree in 

completed an internship and supervised 
care settings; and 3) having been licensed as 

psychologists at the independent practice_level. 

b. General applied psychologists 
General applied psychologists provide psychology 

'<",vic", that are defined as services outside of the health and 
mental health field and shall include: 1) the provision of direct 
services to individuals and groups, using psychological 
principles, methods and/or procedures to assess and evaluate 
individuals on personal abilities and characteristics for 
individual development, behavior change, and/or for making 
decisions (e.g., selection, individual development, promotion, 
reassignment) about the individual, all for the purpose of 
enhancing individual and/or organizational effectiveness; and 
2),the provision of services to organizations that are provided for 
the benefit of the organization and do not involve direct services 
to individuals. such as job analysis, attitude/opinion surveys, 
selection testing (group administration of standardized tests in 
which responses are mechanically scored and interpreted), 
selection validation studies, designing performance appraisal 
systems, training, organization design, advising management on 
human behavior in organizations, organizational assessment, 
diagnosis and intervention, and related services. 

6. Specialty 
A specialty is a defined area of psychological practice which 

an 
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Legislation concerning the of the Board of 
Examiners should designate a number of members to 
accomplish the work of the Board, as well as make provisions for 
the appointment of public members, The appointing authority 
shall ensure that specialties in psychology are represented, as well 
as trainers and practitioners. A minimum of five psychologists 
plus one public member is recommended. 

The addition of members on 

2554 

organized sequence of education and training. The advanced 
knowledge and skills specific to a specialty are obtained 
subsequent to the acquisition of core scientific and profossional 
foundations in psychology. 

7. Developed area of practice 
Developed practice areas of psychology have all of the following 
characteristics: 

• National area by a national 

~;'~~~[~~;~~,~;n;;'~~~~:recOgnizing or tl area, by 
by involvement in 

• 
'tive,,"ss of 

• 

• 

d~~:':7~~~;~t$;~~~0Icticearea in current education and 

1Y.'a;''Pem,d jDs)'ch1oi<'gypractitioners who 
the practice area and provide such 

of practice 
An emerging area of practice is one that meets some but not all of 
the six requirements for a Developed Area of Practice, or does 

cllg!,meet some of the requirements completely (e.g., there is some 
Yjj''Or.?Ssimial literature providing a scientific basis, but not an 
• "Olcc.,m.,lalled body of knowledge " in that literature). 

9. Client 
The term client is used to refer to the child, adolescent, adult, 
older adult, couple,family, group, organization, community, or 
other populations receiving psychological services. In many 
situations there are important and valid reasons for using such 
terms as patient, consumer or person in place of client to 
describe the recipients a/services. 

Board 

Legislation concerning the membership of the State Psychology 
Board should designate a sufficient number of members to 
accomplish the work of the Board, as well as make provisions for 
the appointment of public members. The appointing authority 
shall ensure that specialties in psychology are represented, as well 
as trainers and practitioners, both in health care and general 
applied psychology. A minimum of six psychologists plus one 
public member is recommended. 
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boards is a recognition of the impact of consumerism on the 
current functioning of boards. The involvement of the public 
in Board affairs can be of great value to both psychology and the 
public and should be viewed as an opportunity to enhance the 
stature of psychology with the public. 

Obviously, members should be appointed at staggered 
times so that the entire group of members is not replaced at any 
one time. 

There is hereby created the (name o/state) State Board of Examiners of 
Psychologists. The Board shall consist of minimally five licensed 
psychologists and one public member. At least two members shall be 
engaged full-time in the doctoral teaching and training of psychologists, 
and at least two members shall be engaged full-time in the professional 
practice of psychology. Psychologist Board members shall be licensed to 
practice in this state. 

Each psychologist serving on the Board shall have a minimum of five 
years of postlicensure experience. Board members shall reflect a 
diversity of practice specialties. 

Board members shall be appointed who are free from conflicts of 

(consumer) members on 
impact of consumerism on the current functioning of boards. A 
public member is recommended in order to insure the 
representation of the public; that is, the recipient of psychological 
services. Members should be appointed at staggered times so that 
the entire group of members is not replaced at anyone time. 

There is hereby created the (name of state) State Psychology 
Board The Board' six licensed 

([Meml,ers should be 
the professional practice 

"e",be.", shall be licensed to 

conflicts of 
A public member 

~.r~ __ n. applicant for 

another health 

interest in performing the duties of the Board. A public member a/interest or the 

shall not be a psychologist, an applicant or fonner applicant for '11~~~~~~;~~~I~~~;l:lduties as Board members. licensure as a psychologist, a member of another health profession, 
or a member of a household that includes a psychologist, or otheIWise be made by the duly constituted 

have conflicts of interest or the appearance~Otjf~SlU~Ch~~co~n~fl~i~ct~s~~~~~~; state. The appointing authority in this as Board members. Appointments to the Board shall be psychological organizations 
constituted appointing authority in this state. The in this state. The term of office shall 
in this state shall solicit nominations from provision for reappointment for one additional 
and licensed psychologists in this state. The tenn terms of Board members shall be staggered. 

years, with provision for reappointment ff,o~r~~o;;n~e;:~I~~;~J~~~~~'1 
Lengths oftenns of Board g 
first constituted shall have 

ii,6Iish"d within 

ielf-suPPor1:ing. Self-generated 
fees should be sufficient to all costs. This avoids the 
necessity of the Board's returning to the budgetary authority for 
approval each time fees must be increased in order for the Board 
to remain self-supporting. Boards should consider carefully the 
various elements of expense in establishing fees. Items such as 
overhead, examination costs, travel and per diem, disciplinary 
proceedings, and other expenses should be considered. 

The Board shall, from time to time, establish reasonable fees for the 
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It is clear that the Board will need, from time to time, to adopt or 
rules and regulations to cany out the provisions of the Act 

establish and enable the Board to operate. It is wise to have 
authority clearly established within the Act. 

In addition to the powers set forth elsewhere in this Act, the 
Board may adopt rules and regulations to carry out the 
provisions of this Act. 

In general it is desirable for the Board to be self-supporting. Self­
generated fees should be sufficient to cover all costs. This avoids 
the necessity of the Board's returning to the budgetary authority 
for approval each time fees must be increased in order for the 
Board to remain self-supporting. Boards should consider 
carefully the various elements of expense in establishing fees. 
Items such as overhead, examination costs, travel and per diem, 
disciplinary proceedings, and other expenses should be 
considered. 

The Board shall. from time to time. establish reasonable fees for 
the issuance and renewal of licenses and its other services. Fees 
shall be set so as to defray the cost of administering the 
provisions of this Act, including applications, examinations. 
enforcement, and the cost of maintaining the Board. 
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set so as to defray the cost of administering the provisions of this Act, 
including applications, examinations, enforcement, and the cost of 
maintaining the Board. 

It is important to have within the Act a statement that a 
member of the Board shall not be civilly liable for any act 
performed in good faith and within the scope of duties of the 
Board. It should be noted that such a statement does not 
pertain to any criminal charges brought against a member of 
the Board. 

A member of the Board or any employee or agent of the Board shall not 
be held civilly liable for any act performed in good faith and within 
the scope of the duties of the Board. 

D. Requirements for Licensure 

This recommendation includes significant changes from the 
1967 guidelines. It should be noted that terms such as 
department of psychology and PhD are explicitly excluded from 
the recommended wording. 

There is a core of basic theory, principles, and accumulated 
Imowledge that all professional psychologists should possess. 
Each practitioner must also master the specific skills 
knowledge appropriate for the competent pe:rforman!~e 

psychological practice. The language oftlth::e~~'~~~~~ii 
Board to specifY its criteria for acceptable p 
education in psychology. In this regard, the 
guided by national stamdlanls, 

musthavef~~~~r~~~~~~~~:~~ 
This revision 

must minimally 
of higher 
accredited l'Amelricaln Psychological 

~;:~:;~~~~I applicant will be the Board. These 
on conlpeten 
recognizes that "_"',:","",, 
newly or already 
ogy. In such i'r ,stanc"s;t 
year period in which to 
graduates of those Df()eram,s~ri 

D-l. Educational 

The Act recognizes the doctorate as the minimum educational 
requirement for entry into professional practice as a 
psychologist. 

Applicants for licensure shall possess a doctoral degree in psychology 
from an institution of higher education. The degree shall be obtained 
from a recognized program of study in psychology as 
defined the rules and Board. 1995 
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a statement that a 
of the Board shall not be civilly liable for any act performed in 
good faith and within the scope of duties of the Board. It should 
be noted that such a statement does not pertain to any criminal 
charges brought against a member of the Board. Though 
individual members of the Board will not be held civilly liable, 
individuals may pursue legal action against the Board under any 
applicable state laws, such as, for ~xample, under any 
administrative procedure 

D. 

'llk."PY,,, or agent of the Board 

;~:b~~~~~r~~i~:~rmed in good faith 

":(~~~~s~.~~~~~l~~~~ accumulated 
p :c~~i:~~:~~Should possess. tl skills and 

performance of 
lanlgU"ge of the model requires the 

,,70ril,:"' for acceptable professional education 
the Board will be guided by 

must minimally be graduates of a 
institution of higher education, or a 

that is provincially or territorially chartered, 
and must have completed a planned program of study which 
reflects an integration of the science and practice of psychology. 
~i~h~;:;!tr;~a:l~'n;ing program accredited by the American 
~, Association or Canadian Psychological 

As.sociatJion is required. For areas of psychology where AP A or 
CPA program accreditation does not exist, psychology programs 
must meet all the requirements listed below (DI). 

The law recognizes that new doctoral programs may be 
developed in newly or already recognized specialties of 
professional psychology. In such instances, the law affords those 
programs an eight-year period in which to achieve accreditation 
or to meet the standards described in D I, during which the 
graduates of those programs may sit for licensure. 

D-l. Educational Requirements 

The Act recognizes the doctorate as the minimum educational 
requirement for entry into professional practice as a psychologist. 

Applicants for licensure shall possess a doctoral degree in 
psychology from a regionally accredited institution of higher 
education or from a Canadian university that is provincially or 
territorially chartered. The degree shall be obtainedfrom a 
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program 
is accredited by the American Psychological Association (APA). 
where no accreditation exists, applicants for licensure shall have 
completed a doctoral program in psychology that meets 
recognized acceptable professional standards as determined by 
the Board. When a new specialty of professional psychology is 
recognized as being within the accreditation scope of the APA, doctoral 
programs within that specialty will be afforded a transition period of 
eight years from their first class of students to the ~o(their ac­
creditation. During that transition period, graduates of such programs 
may sit for licensure examination whether or not the program has been 
accredited. The same principle applies as well to new doctoral 
programs of specialties previously recognized within the scope of APA 
accreditation. Applicants trained in institutions outside the United States 
shall meet requirements established by the Board. 
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by the rules and regulations of the Board 

Applicants for licensure shall have completed a doctoral program 
in psychology that is accredited by the American Psychological 
Association (APA) or Canadian Psychological Association (CPA) 
or where AP A or CPA program accreditation does not exist that 
meets all of the following requirements: 

.... !-~ffa ~~ ~ 
1. Training in prgfflsi£!JgI PsJ!.f!}f!/t?KiriS doctoral training 
offered in a regionally-occredij€iJjJfiiiitution of higher education. 
A regionally at!redited institJij~llfl'!!l.. institution with regional 
accreditation[{fuhe United Sicite.f'oi!an;university that is 
provincially 6fJi~rritoria/l£charter;§jilffeanada. ~ 

~/ ~~~&r~~~ 
2. The program, wh~tever it may be adminiSi/lii/veIYthoused, 
must be clearly jc[ilril;Ji~7f!gfJd labeled as a psYifFoiCgy program. 
Such a progra~must sp~ifYJ.l!1pertinent institutional catalogues 
and brochures its intent to'f&:1ilCate and train professional 

~~ftjr 
Drl""'Om mus:iib~; as a recognizable, 

wfthin the institution. 

uthoritv and primary responsibility for 
cOI:fe,nd sp"ci~rltY'afeas whether or not the program cuts 

must be an integrated, organized sequence of 

must be an identifiable psychology faculty sufficient in 
and breadth to carry out its responsibilities and a 

osych£,lo!(ist responsible for the program. 

7. The program must have an identifiable body of students who 
are matriculated in that program for a degree. 

8. The program must include supervised practicum, internship, 
field or laboratory training appropriate to the individual's 
chosen area of practice of psychology. 

9. The curriculum shall encompass a minimum of three academic 
years of foil time graduate study and a minimum of one year's 
residency or the equivalent thereof at the educational institution 
granting the doctoral degree. The core program shall require 
every student to demonstrate competence in each of the following 
substantive areas. Some content areas may appropriately be 
taught by integrating content across the curriculum, or this 
requirement may be met through substantial instruction in each 
of these foundational areas, as demonstrated by evidence of an 
integrated curriculum or a minimum of three graduate semester 
hours, 4.5 or more graduate quarter hours (when an academic 

will be evaluated 
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D-2. Experience Requirements 
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ins/ruction per semester 
hour}, or the equivalent: 

a. scientific and professional ethics and standards; 
b. research design and methodology; 
c. statistics; 
d. psychometric theory; 
e. biological bases of behavior: such as physiological 
psychology, sensation 
and perception, 

thinking, motire/tion, "''notion) 

IJs,'Ch"lo,!V shall 
'lJe,dpra"ti(,e areas! 

de.mons"r""e that it provides training 

':~Z~~~~ of competence to practice in a 

~~~;;~~:[if~~ professional psychology is recognized as 
t practice area and within the accreditation 
scope doctoral programs within that area will be 
afforded a transition period of eight years from their first class of 
students to the time of their accreditation - or, where there is no 
accn,dil:ation, applicants for licensure must show that they have 
'~cc,"~ful'ly obtained substantial ins/roclion in the foundational 

above. During that transition period, graduates of 
, such programs may sit for licensure examination whether or not 
the program has been accredited. The same principle applies as 
well to new doctoral programs in traditional practice areas 
previously recognized within the scope of APA accreditation. 

Applicants trained in institutions outside the United States shall 
meet requirements established by the Board. 

Psychologists trained in an area that falls outside the scope of 
APA accreditation (e.g., experimental, developmental, social) 
and who intend to practice in a traditional or developed practice 
area must complete a refraining program and/or appropriate 
supervised experience (e.g., internship in the developed practice 
area). Similarly, psychologists trained in HSP programs who 
intend to practice in General Applied Psychology non-exempt 
areas and psychologists trained in General Applied Psychology 
areas who intend to provide health services must first acquire the 
appropriate training and supervision. 

D-2. 
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requires one year 
experience subsequent to the granting of the doctorate. In rules 
and regulations. the Board must define acceptable supervised 
experience at the predoctoral and postdoctoral levels as weH as 
mechanisms for evaluation of this experience. Psychologists are 
required to limit their practice to their demonstrated areas of 
professional competence. Experience should be compatible with 
training. 

For admission to the licensure examination, applicants shall demonstrate 
that they have completed two years of supervised professional 
experience, one year of which shall be postdoctoral. The criteria for 
appropriate supervision shall be in accordance with regulations to be 
promulgated by the Board. Postdoctoral experience shall be compatible 
with the knowledge and skills acquired during fannal doctoral or 
postdoctoral education in accordance with professional requirements and 
relevant to the intended area of practice. Applicants shall be required to 
show evidence of good character, that is, that they have not been con­
victed of a criminal offense that bears directly on the fitness of the 
individual to be licensed. 

D-3. Examinations 

APA recommends that the Act specifY the requirements for 
examination and the conditions under which the Board is 
authorized to waive examination. All examinations serve the 
purpose of verifying that a candidate for licensure has 
acquired a basic core of knowledge in the discipline of 

and can that to the 
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recommends that legislation requires the two 
full-time years of sequential, organized, supervised, professional 
experience prior to obtaining the license. This training may be 
completed prior or subsequent to the granting of the doctoral 
degree. For applicants prepared for practice in the health services 
domain of psychology, one of those two years of supervised 
professional experience shaH be a predoctoral internship which 
may be completed as a part-time intern over a two year period 
provided that the total of one year of 
fuJI time for practice in the 

pS)fchology, whose 
int"m1,hil)S, the option to 

be available. In rules 

na~oaDlture the 

~~~~~~~::~~i~~~S~~;~d:e~monstrate that they have years of sequential, 
{e,'Shm,,/ experience. For applicants 

health services domain of 
oj,'ho,,, two years of supervised professional 

a predoctoral internship. For applicants 
~jfi;aCt'ice in the General Applied domain of 

ps;vcAlol')g}(r':;;hosegraduate programs may not have formal 
internships, the option to obtain all supervision post doctorally 
should be available. The criteria for appropriate supervision 

be in accordance with regulations to be promulgated by the 
IL"1loo'rd. Experience shall be compatible with the knowledge and 

acquired during formal doctoral and/or postdoctoral 
education in accordance with professional requirements and 
relevant to the intended area of practice. General Applied (non­
HSP) Psychologist trainees may be supervised by an appropriate 
licensed psychologist outside the supervisee's place of 
employment so long as (a) the supervisee's employer engages the 
licensed supervisor to provide the required supervision; and (b) 
the supervisor assumes responsibility for the training of the 
supervisee. Applicants shall be required to show evidence of good 
character, e.g., that they have not been convicted of a criminal 
offense that bears directly on the fitness of the individual to be 
licensed. 

D-3. Examinations 

APA recommends that the Act specifY the requirements for 
examination and the conditions under which the Board is 
authorized to waive examination. All examinations serve the 
purpose of veri tying that a candidate for licensure has acquired a 
basic core of knowledge in the discipline of psychology and can 

that to the . 
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confronted in 
specify the under which the endorsement of another 
license will be granted. The Board shall administer 
examinations to qualified applicants on at least an annual 
basis. The Board shall determine the subject matter and 
scope of the examination and shall require a written, and may 
require an oral examination of each candidate for licensure. 
The Board at its discretion, according to rules and 
regulations promulgated by the Board, may waive said 
examination of candidates for licensure. 

D-4. Prior Credentials 

the 
under which the endorsement of another license will be granted. 

The Board shall administer examinations to qualified applicants 
on at least an annual basis. The Board shall determine the 
subject matler and scope of the examination and shall require a 
written, and may require an oral examination of each candidate 
for licensure. The Board at its discretion, according to rules and 
regulations Board, may waive said 
examination is recommended that 
individuals to sit for the 

reaui",me'nts of the 

D-4. Prior 

APA recommends that the Act provide for continued licensure of APA re"onomen, ticen,sure of 
persons already licensed as a psychologist at the time of 
enactment of a new law. 

A person who is licensed as a psychologist under the provisions of (cite 
relevant section(s) o/previous licensing law) as of the effective date of 
this Act shall be deemed to have met all requirements for licensure under 
this Act and shall be eligible for renewal of licensure in accordance 
with the provisions of this Act. 
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- f:;;'i1ij.t~?'t.:~~":u;in~d;er the provisions 
s""tiol'(s) q law) as of the 

be,de"m"d to have met all 
:eq.uir,.m!~iii'i'fefl{''f;eJ.!sureli"n,ler this Act and shall be eligible for 

'il'"Ci,ordance with the provisions of this 

Jurisdictions are strongly encouraged to adopt regulations to 
facilitate the mobility and portability of licensure. Jurisdictions 
m"YJ',e, criteria to determine conditions under which verification 

edl"c"ti,m, experience and examination requirements will be 
These criteria may include holding a credential that 

verifies education and experiences of individuals (e.g. American 
Board of Professional Psychology (ABPP), National Register of 
Health Service Providers in Psychology, Association of State and 
Provincial Psychology Boards' Certificate of Professional 
Qualification in Psychology (ASPPB's CPQ)), Board 
detennination that the criteria of the other jurisdiction are 
comparable to the Board's criteria or other specified mechanism. 

An individual applying for licensure with the Board who holds an 
active psychology license in another jurisdiction and shows 
evidence of good character is considered an eligible candidate 
for licensure in the jurisdiction. The Board may waive verifying 
the education, experience and examination requirements for 
individuals who meet these criteria andfor whom the Board's 
mechanism for verifying comparability of education, experience 
and examination requirements is met. The Board retains the 
right to administer any requiredjurisdiction-specific 
examinations (written, oral, jurisprudence) prior to awarding the 
license. 
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Psychologists may have legitimate interests in practicing in 
another jurisdiction for a limited amount of time, This section 
provides for limited practice in a jurisdiction other than the state in 
which the psychologist is licensed, The psychologist must have an 
earned doctoral degree in another jurisdiction. 

Nothing in this Act shall be construed to prohibit the practice of 
psychology in this state by a person holding an earned doctoral degree in 
psychology from an institution of higher education who is licensed or 
certified as a psychologist under the laws of another jurisdiction, 
provided that the aggregate of sixty (60) days of professional 
services as a psychologist per year under the provision of this 
subsection is not exceeded. 

F. to Practice 

ThiSportl~o~ni~~~~~~~'j~~~i~~~~~f~t.~~i licensed 
another 

waive examination , ~':~~~!t:n\)~~.c~~~~~g!;:t the original jurisdiction b4 
this state, 

A psychologist licensed or the laws of another 
jurisdiction may be the Board to practice psy-
chology as defined in this Act a maximum of one year, pro-
vided that the psychologist has made application to the Board 
for licensure and has met the educational and experience re­
quirements for licensure in this state. Denial of licensure ter­
minates this authorization. The Board may choose to waive 
examination if a psychologist has been licensed in another ju­
risdiction on the basis of qualifications that are not less than 
those required for licensure in this state. 
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Psychologists may have legitimate interests in practicing in 
another jurisdiction for a limited amount of time. This section 
provides for limited practice in a jurisdiction other than the state 
in which the psychologist is licensed. This is not intended to 
eliminate the necessity for licensure for those who are setting up 
a regular professional practice in that jurisdiction. The 
psychologist must have an earned doctoral degree and be licensed 
in anotherj'l wi', ,dic;tion. 

~~'(ct,'onshould provide written 

~: .. ~'~~~~~~;#.t~_,be provided. 
te. ,Ju,'ati'on with documentation 

the jurisdiction, law 
Be~'"JSe the state recognizes the 

lpi,iiprolds,'on of certain services, notice 
Board prior to delivery of 

days of services is maintained and 
inclividu.,1 d'JeA;),n'ii'e.stabli"h an ongoing, regular, 

in the jurisdiction .. 

the time frame and conditions under which 
psychologists will provide disaster services in the jurisdiction will 
be defined by the Board. 

extent that the jurisdiction has adopted the Uniform 
~merg·en,:y Volunteer Health Practitioners Act, it will apply in 
times of disaster. 

F. Temporary Authorization to Practice 

This portion of the Act provides for the conditions under which a 
licensed psychologist may practice until obtaining licensure in 
another jurisdiction. Jurisdictions are encouraged to adopt 
regulations to facilitate the mobility and portability of licensure, 
Provision is also made for the Board to waive examination if the 
requirements met by the psychologist in the original jurisdiction 
are judged to be equivalent to those in this state, 

A psychologist holding a current, active license or certification 
under the laws 0/ another jurisdiction may be authorized by the 
Board to practice psychology as defined in this Act for a 
maximum of one year, provided that the psychologist has made 
application to the Board/or licensure and has met the 
educational and experience requirements for licensure in this 
state. Denial a/licensure terminates this authorization. The 
Board may choose to waive examination if a psychologist is 

. on the basis 
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G. Limitation of Practice 

This provision of the Act is intended to ensure that licensed 
psychologists will not practice outside the limits of their 
competence. The burden of proof is on the applicant to provide 
evidence, acceptable to the Board, that the applicant has obtained 
the training necessary to engage in the practice of psychology in 
the specified area of competence. The Board may wish to develop 
forms that provide for the specification of the intended area ofprac­
tice and the evidence necessary to docwnent competence. This 
provision recognizes the broad areas of specialization (e.g., clinical, 
counseling, school, industrial/organizational) and emerging 
specialties (e.g., neuropsychology, environmental) and the variety 
of academic training as separate from proficiencies. It is expected 
that if the psychologist is trained in a broad specialty area, there 
are many proficiencies within that training that are possible areas 
of competence. This limitation is intended to ensure that a 
psychologist trained in one area (e.g., experimental, 
developmental) will not practice in another area (e.g., counseling, 
industrial/organizational) without completing a retraining 
program. 

The Board shall ensure through regulations and enforcement 
licensees limit their practice to demonstrated areas of CQlnD'eten, 
documented by relevant professional education, 
experience. 

A psychologist who is on military assignment outside the state, 
suffering from health problems, on sabbatical, or who moves to 
another state may wish to be on inactive status. Relieving the 
psychologist from paying the fee will make it possible for that 
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are slale. 

G. Limitation of Practice; Maintaining and Expanding 
Competence 

This provision of the Act is intended to ensure licensed 
psychologists who provide services will not practice outside the 
limits of their competence. The burden of proof is on the ap-
plicant to provide Board, that the 
applicant has to engage in the 
practice The 
Board for the specification 

"X,'<J)i]0ce necessary to 
training 

lUIaWJnS and in areas within 

'i:I;~~;:~~:~J~!~~:::o::on their education, 
e. study or 

practice beyond their areas of 
'3liI(d"i~,'el')Ps requirements or structures (e.g., 

c~~~~'~~t~,edlJCa'tii>illt ogeneral areas of practice as well as in 
",. domestic violence and multicultural 

.<I.x§l~'ration and documentation of competence) to 
~clliol,og.ists undertake ongoing efforts to identify, 

develop, competence and ethical practice. Boards 
may choose to require applicants for licensure and renewal of 
licensure to self-declare their areas of practice competence. 

'~:~?~~~l,~~:;:'~~~:~t· ~~:. area of practice change, then the 'j5 . shall be required to provide documentation of the 
traininQ. supervision andlor mentaring undertaken to achieve 
competence in the new area at the time of license renewal. 
Psychologists practicing in emerging areas take reasonable steps 
to ensure the competence of their work by using relevant 
research, training, consultation, or study. 

The Board shall ensure through regulations and enforcement that 
licensees limit their practice to demonstrated areas of competence as 
documented by relevant professional education, training. and 
experience. The Board shall develop structures to ensure that 
psychologists undertake ongoing efforts 10 maintain competence and 
ethical practice. The Board adopts as its standard of conduct the Ethical 
Principles of Psychologists and Code of Conduct of the American 
Psychological Association. 

Inactive Status 

A psychologist who is on military assignment outside the state, 
suffering from health problems, on sabbatical, retired, or who 
moves to another state may wish to be on inactive status. 
Relievin,g the psychologist from paying the fee will make it 
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A psychologist in good standing who will not be practicing in the 
state for at least one year may petition the Board to have his or her 
license placed on inactive status without penalty. When such 
psychologist wishes to return to practice, an application shall be 
made to the Board, which shall reinstate him or her upon payment 
of the registration fee for the current year. 

I. Practice Without a License 

The Act must clearly specify what constitutes a violation of law 
and what penalties may be imposed for practice without a license 
or for misrepresentation of oneself as a psychologist. State 
legislatures have the latitude to detennine penalties for such 
illegal activities. Boards are provided with the authority to 
suspend or revoke licenses and to prescribe conditions for 
reinstatement. 

It shall be a violation of this Act for any person not licensed in 
accordance with the provisions of this Act to represent himself or 
herself as a psychologist. It shall be a violation of this Act for any 
person not licensed in accordance with the provisions of this Act to 
engage in the practice of psychology as defined in this Act, whether 
practicing as an individual, firm, partnership, corporation, agency, or 
other entity. 

Any person who shall represent himself or herself as a 
chologist in violation of this Act, or who shall engage in 
psychology in violation of this Act, shall be guilty of a 

and shall be fined not less ~~~L~~~~~~~~~if;Wi 

The Board on its own 
that appears to show that any 
provision of this Act. 

J. Exemptions 
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'ev;dence or allegation 
in violation of any 

an 

A psychologist in good standing who will not be practicing in the 
state for at least one year may petition the Board to have his or 
her license placed on inactive status without penalty. When such 
psychologist wishes to return to practice, an application shall be 
made to the Board, which shall reinstate him or her upon 
payment of the registration fee for the current year. 

or for~~f~i;~~~~~~~}:}j:i:~~ legislatures 
illegal 
suspend or 

not licensed in 
DY<Jv;',iOl,j ~~'ji.J;:~{j~':'t:o,>cr"e·present himseif or 

,ho,ln<'i,t of this Actfor any 
the provisions of this Act 

of,osych"lo~G' as defined in this Act, 
partnership, 

represent himself or herself as a 
;ioiati'Jn of this Act, or who shall engage in the 

in violation of this Act, shall be guilty of a 
misdemeanor and shall be fined not less than dollars 
and not more than dollars and, in addition thereto, 

imprisonedfor not more than months. Each day 
shall practice psychology without meeting all the 

;pn";"pm>pnt' of all laws now in force and of this Act shall 
constitute a separate offense. Any person filing or attempting to 
file, as his or her own, a diploma or license of another or a 
forged affidavit of identification shall be guilty of afelony and 
shall be subject to the punishment prescribedfor forgery in the 
second degree. 

Whenever a license to practice as a psychologist in the state has 
been suspended or revoked, it shall be unlawfol for the person 
whose license has been so suspended or revoked to practice 
psychology in this state. The Board may issue, with or without 
reexamination, a new license whenever it deems such course safe 
andjust. 

The Board on its own motion may investigate any evidence or 
allegation that appears to show that any person is or may be in 
violation of any provision of this Act. 

J. Exemptions 

licensure for 
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psychological services to organizations, because such activities 
are unlikely to pose a risk of immediate harm to the public 
health or welfare. For example, an organizational psychologist 
providing consultation to business in order to improve efficiency, 
a teacher of child development courses at a university, a 
researcher in the field of sleep disorders, and a social 
psychologist researching group behavior in stressful situations 
would all be exempt. The exemption should not be determined on 
the basis of work setting or place of primary employment, but on 
the basis of the purpose of the activity as defined in Section B3 
(Practice of psychology). The exemption should not be allowed if 
the individual engages in the direct delivery or supervision of 
psychological services to individuals or groups of individuals in 
any setting. Persons engaged in teaching, research, or the 
provision of psychological services to organizations should not be 
excluded from licensure if they meet the statutory requirements 
for licensure. 

Nothing in this Act shall be construed to prevent the teaching of 
psychology, the conduct ofpsychologicaJ research, or the provision of 
psychological services or consultation to organizations or institutions, 
provided that such teaching, research, or service does not involve the 
delivery or supervision of direct psychological services to individuals or 
groups of individuals who are themselves, rather than a third party, the 
intended beneficiaries of such services, without regard to the source or 
extent of payment for services rendered. Nothing in this Act 
prevent the provision of expert testimony by psychologists ... ,-.;~",~., 
erwise exempted by this Act. Persons holding an earned 
in psychology from an institution of higher 
title "psychologist" in conjunction with the activities 
subsection. 

physicians, 
2. ~~~;~!~~~~~~~~~~ 

similar or related O~::~~~':~~~i:~~~D:~ ·'""~1".~, 
should be ex':m~tfd' from Ii 
represent 

~t~~t~il~~~,~~~~~~~~£~li~~~ momb,ers of other 
r~ii~latedunder the 

laws of this services consistent with'tllelr 
professional provided thaW,ey 

represent themselves :~:!~il~?;~D~U~IY~~~~:;:J the clergy shall not be 
capacity, provided that 
psychologists. 

3. It is recognized that who are 
certified by the state are permitted to use the 
tenn school psychologist or certified school psychologist as 
long as they are practicing in the public schools. 

Individuals who have been certified as school psychologists by the (dIe 
relevant state education authority or statutory provisions) shall be permitted to 
use the term "school psychologist" or "certified school psychologist." 
Such persons shall be restricted in their practice to employment within 
those settings under the purview of the state board of education. By 1995 
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academic and/or research institutions. In addition, those General 
Applied (non-HSP) Psychologists who provide services for the 
benefit of the organization and not involving direct services to 
individuals should be exempt from licensure and be allowed to 
refer to themselves as psychologists. The exemption should not 
be determined on the basis of work setting or place of primary 
employment, but on the basis of the purpose of the activity as 
defined in Section B3 The exemption 

~~~_~~~~:I~~~~~,~g~_s in the direct 
delivery or SUlpejyi, services to individuals or 
groups of indivii:lualls engaged in teaching 
or research, :~~~~l~~ '@i!!:jicensl.rreifthey meet 
the statutory f3'i~i,':menl 

provided 
not involve delivery or 

services. Nothing in this Act 
Psychology 

services are for the 
involve direct service to 

AC.r sr.lauprevenl the provision of 

3jj~~~:r~:~~~:r:; are otherwise exempted by 
~I~;~~~~~;~'~~ij'~~~ degree in psychology from 
ij 1,~:~t~~;~~;~:;~~ may use the title "psychologist" 

'yhcticm " permitted by this subsection. 

ersiOf:,mier established professions, such as physicians, 
may provide services that are similar or 

related to the scope of practice of psychology. They should be 
exempted from licensure on the condi tion that they not represent 
th,:m"eb,es to be psychologists. 

/Vothim! in this Act shall be construed to prevent members of 
other recognized professions that are licensed, certified, or 
regulated under the laws of this state from rendering services 
consistent with their professional training and code of ethics, 
provided that they do not represent themselves to be 
psychologists. Duly recognized members of the clergy shall not 
be restrictedfrornfunclioning in their ministerial capacity, 
provided that they do not represent themselves to be 
psychologists. 

3. The prior version of this Model Act included an exemption for 
the use of the terms school psychologist or certified school 
psychologist for aU individuals credentialed by the state agency 
regulating practice in public schools. This version restricts the use 
of the term school psychologist or certified school psychologist to 
individuals who: 1) have a doctoral degree in psychology; 2) are 
certified by the state education agency; and (3) are using the 
terms only during their practice in the public schools. 

Only those persons who are credentialed by state 
education agencies to provide psychoeducational 
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education on basis of having completed a program for the 
preparation of school psychologists that is accredited by a specialized 
professional accrediting body recognized by the Council on Postsec­
ondary Accreditation. 

4. Graduate students, interns, postdoctoral trainees, and 
applicants for licensure are permitted to function under the 
supervision of a licensed psychologist, as are assistants not 
eligible for licensure in some states. None may use the title 
psychologist, but titles such as psychological trainee, 
psychological intern, psychological resident, and psychologicol 
assistant would be permissible under this exemption. The 
supervising psychologist is responsible for the actions of the 
student, trainee, or assistant. The Board is required to adopt 
regulations defining the nature and extent of training for 
qualified assistants and supervision for each category. 

Nothing in this Act shall be construed to prevent persons from engaging 
in activities defined as the practice of psychology, provided that such 
persons shall not represent themselves by the title "psychologist." 
Such persons may use the tenns IIpsychological trainee," IIpsychological 
intern, >I >lpsychological resident "and" psychological assistant" and 
provided further that such persons perfonn their activities under the 
supervision and responsibility of a licensed psychologist in accordance 
with regulations promulgated by the Board. Nothing in this section shall 
be construed to apply to any person other than: 
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(a) a matriculated graduate student in psychology whose activities 
constitute a part of the course of study for a graduate 
psychology at an institution of higher education; 

(b) an individual pursuing postdoctoral training or 
psychology, including persons seeking to 
for licensure under the provisions 

(c) a qualified assistant nth.rn';,. 
accountable to, a U"''''''''OI 
shall determine 
may employ 
supervised. 

psychology from a regionally accredited institution 
may use the title "school psychologist" or "certified 
school psychologist." Such persons shall be 
restricted in their practice and in the use of such 
title to those settings under the purview of the state 
education agency. This provision is not intended to 
apply to licensed psychologists. 

4. Graduate students'1~:~~~~~i*~ posl:docto1ral trainees, 
and applicants ~ to function under the 
supervision of 
eligible for 

assistant or 
this exemption. ' ' 
the professional 
Board is requir~[O: r~!~"alH)nS defining nature and 

and supervision for each 

to Joreve,lIgraduate 
trainees and applicants 

the sUDel"Vision of a licensed psychologist 
19~: a'1moea as the practice of psychology, 

not represent themselves by the 
"psYcl'O")~;"'tH! iifae"orda,nce with regulations promulgated 

t~;~~T~1~ttf~'i~:::~?~~ may use the terms such as 
" " ''psychologicol intern, " "psychological 

'ps.ycllOl"gical assistant" and provided further 
that such persons perform their activities under the supervision 
and responsibility of a licensed psychologist in accordance with 
reg",JQltiol.spromulgated by the Board. 

NG,thin~ in this section shall be construed to apply to any person 

(a) a matriculated graduate student in psychology whose 
activities constitute a part of the course of study for a graduate 
degree in psychology at an institution of higher education; 
(b) an unlicensed individual pursuing postdoctoral training or 
experience in psychology, including persons seeking to fulfill the 
requirements for licensure under the provisions of this Act; or 
(c) a qualified assistant employed by, or otherwise directly 
occountable to, a licensed psychologist. The Board in regulations 
sholl determine the number of assistants that a psychologist may 
employ and the conditions under which they will be supervised. 

5. This provision clarifies that the focus of licensure is the 
individual providing the services. Where the individual 
providing the services is duly licensed and qualified to provide 
the services, the goal of assuring the public that the services will 
be provided by licensed and qualified professionals is served. 

Nothing in this Act shall be construed to require a license under 
this Act in order for a firm, partnership, corporation, limited 

or other General 
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K. 

In order to have an1;~:~~~i'~~::/;i~~R~~!J:::~;~"h~ave the power to suspend and rr guidelines, 
the offenses requiring were not specified. 
Many state laws specifY that are a 
violation of the standards to by the Board should 
be clearly stated in the , Two considerations are 
specified below that refer to points in the text that 
follows: 

1. Concerning Numbers 6 and 7 

The Board shall specifY, in rules and regulations, criteria for 
determining how long or under what conditions an individual or 
group of individuals remains a patient or a client. 
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services where such services an 
individual: (a) duly licensed in this State or otherwise authorized 
to provide General Applied Psychology services under this Act; 
or (b) supervised by a licensed psychologist in this State and 
permitted to provide General Applied Psychology services with 
such supervision under this Act. 

6. Individuals who were previously unable to obtain licensure 
because of exemptions . previous version of 
this Act or where, licensure has been 
prohibitive (in 1-0, Human 
factors and are now expected to 
become a provision for 

a regionally 
in 1-0, consulting, 

in',:;", .. ", applied psychology, 
that documents al least 5 

in 1-0, consulling, or other general 
This should include written 

two licensed psychologists in good standing 

~;:~'~~~~~~:~~;o; or APA Fellows in the same or similar 
area that attests to the candidate IS work history, 
quality of work, ethical practice and lack of any disciplinary 
action. 

Completion of the jurisprudence examination of that 
l!fjiirt"di(;tic," with a passing grade. 

Individuals must have applied for this Grandparenting option 
within two years from the enactment of this act. After that date, 
the individual must comply with the regular licensing laws. 

K. Grounds Jor Suspension or Revocation 

In order to have an effective law, the Board must have the power 
to suspend and revoke a license. Actions that are a violation of 
the enforceable standards of the APA Ethical Principles of 
Psychologists and Code of Conduct and other standards 
subscribed to by the Board should be clearly stated in the 
licensing law, One consideration is specified below that refers to 
a specific point in the text that follows: 

Concerning Number 14 
In this section, physical condition shall be differentiated from 
physical disability. There is no intent to obstruct physically 
disabled candidates' entry into the profession of psychology nor 
from practicing their profession after licensure as long as they 
practice with reasonable skill and safety to patients or clients. 
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2. Concerning Number 17 

In this section, physical condition shall be differentiated from 
physical disability. There is no intent to obstruct physically 
disabled candidates' entry into the profession of psychology nor 
from practicing their profession after licensure as long as they 
practice with reasonable skill and safety to patients or clients. 

A psychologist and anyone under his OT her supervision shall conduct his 
or her professional activities in confonnity with ethical and 
professional standards promulgated by the Board under its rules and 
regulations. 
The Board shall have the power and duty to suspend, place on probation, 
or require remediation for any psychologist for a specified time, to be 
determined at the discretion of the Board, or to revoke any license to 
practice psychology or to take any other action specified in the rules and 
regulations whenever the Board shall find by a preponderance of the 
evidence that the psychologist has engaged in any of the following acts or 
offenses: 
1. fraud in applying for or procuring a license to practice 
psychology; 
2. immoral, unprofessional, or dishonorable conduct as defined in 
the rules and regulations promulgated by the Board; 
3. practicing psychology in such a manner as to endanger the 
welfare of clients or patients; 
4. conviction ofa felony (a copy of the record of conviction, 
certified to by the clerk of the court entering the conviction shall be 
conclusive evidence); 
5. conviction of any crime or offense that reflects the 
the practitioner to practice psychology with due regard 
safety of clients or patients; 
6. harassment, intimidation, or abuse, sexual or ot!i<e'6Yi.e, 
client or patient; 
7. engaging in sexual i', ,'",cmlT 
a client or patient; 
8. use 
statements 
results of 

filing claims to any 
certified to by the clerk 
conclusive evidence); 
12. exercising undue 
client, patient, student, or SWDeTVisee 

advantage to the ~:'~~:1~::;';:~:C:~1;~ 13. the suspension or 
practice psychology (a certified of the record of suspension or 
revocation of the state making such a suspension or revocation shall be 
conclusive evidence thereof); 
14. refusal to appear before the Board after having been ordered to 
do so in writing by the executive officer or chair of the Board; 
15. making any fraudulent or untrue statement to the Board; 
16. violation of the code of ethics adopted in the rules and 
regulations of the Board; and 
17. inability to practice psychology with reasonable skill and 
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supervision shall 
conduct his or her professional activities in conformity with the 
ethical and professional standards of the APA Ethical Principles 
of Psychologists and Code of Conduct and those standards 
promulgated by the Board under its rules and regulations. 

The Board shall have the power and duty to suspend. place on 
probation or require remediation for any psychologist for a 
specified time, to be at the of the Board, or 
to revoke any to take any other 

whenever the Board 
}vi,den"e that the 

that ref/ects the 
nr"ctic, psychology with due 

of clients or patients; 
{,'W"t~"th'fi,l or deceptive or improbable 

n:'~~:::;"j~;~ licensee's qualifications or the effects 
~j treatment, includingfunctioning outside of 

. competence established by education, training, 

gross malpractice or repeated malpractice or gross 
negligence in the practice of psychology; 
8. aiding or abetting the practice of psychology by any 

not licensed by the Board; 
conviction offraud in filing Medicare or Medicaid 

claims or in filing claims to any third party payor (a copy of the 
record of conviction. certified to by the clerk of the court entering 
the conviction, shall be conclusive evidence); 
10. the suspension or revocation by another state of a 
license to practice psychology (a certified copy of the record of 
suspension or revocation of the state making such a suspension 
or revocation shall be conclusive evidence thereof); 
11. refusal to appear before the Board after having been 
ordered to do so in writing by the executive officer or chair of the 
Board; 
12. making any fraudulent or untroe statement to the Board; 
13. violation of the APA Ethical Principles of Psychologists 
and Code of Conduct and other standards adopted in the rules 
and regulations of the Board; and 
14. inability to practice psychology with reasonable skill 
and safety to patients or clients by reason of illness, inebriation, 
misuse of drogs, narcotics, alcohol, chemicals, or any other 
substance, or as a result of any mental or physical condition. 
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to patients or clients by reason of . misuse 
of drugs, narcotics, alcohol, chemicals, or any other substance, or as a 
result of any mental or physical condition. 

When the issue is whether or not a psychologist is physically or 
mentally capable of practicing psychology with reasonable skill and 
safety to patients or clients, then, upon a showing of probable cause to 
the Board that the psychologist is not capable of practicing psychology 
with reasonable skill and safety to patients, the Board may petition a 
court of competent jurisdiction to order the psychologist in question to 
submit to a psychological examination by a psychologist to detennine 
psychological status andlor a physical examination by a physician 
to determine physical condition. Such psychologist and/or physician is 
to be designated by the court. The expense of such examination shall 
be borne by the Board. Where the psychologist raises the issue of 
mental or physical competence or appeals a decision regarding his or her 
mental or physical competence, the psychologist shall be permitted to 
obtain his or her own evaluation at the psychologist's expense. If the 
objectivity or adequacy of the examination is suspect, the Board may 
complete an examination by its designated practitioners at its own 
expense. When mental or physical capacity to practice is at issue, every 
psychologist licensed to practice psychology in the state shall be deemed 
to have given consent to submit to a mental or physical exami­
nation or to any combination of such examinations and to waive all 
objections to the admissibility of the examination, or to previously 
adjudicated evidence of mental incompetence. 

L. Board Hearings and Investigations 

In the interest of protecting the public, the 
authority to regulate the practice of psychology. 
specifies the powers and duties of the Board to 
investigations, hold hearings, 

brought against a !.~~~~~~i~~i~~ violation of law or 
required to follow 
proceeding. 

The Board shall have 
or require remediation 

determined at the d~' ~~~~:~e~~ revoke any license 
to practice psychology, be found by the 
Board, by a preponderance of the , to have engaged in conduct 
prohibited by this Act or rules and r5'liilf~ti(ms duly promulgated 
pursuant thereto. 

Any psychologist holding a license to practice in this state is required to 
report to the Board any information such psychologist in good faith 
may have that appears to show that any psychologist holding a license 
to practice in this state may be in violation of this Act or guilty of any 
of the acts, offenses, or conditions set forth by the Board. Any 
psychologist who in good faith makes such a report to the Board shall 
be absolutely immune from civil liability to any person for any 
statement or opinion made in such 
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and safety to patients or clients, then, upon a showing of 
probable cause to the Board that the psychologist is not capable 
of practicing psychology with reasonable skill and safety to 
patients or clients, the Board may petition a court of competent 
jurisdiction to order the psychologist in question to submit to a 
psychological examination by a psychologist to determine 
psychological status andlor a physical examination by a 
physician to determine physical condition. Such psychologist 
and/or physician is 10 be designated by the Board. The expense of 
such examination shdtfiiJe;borlie,by thiiSoard. Where the 
psychologist raileifihWif1ue oh;eli~Yor physical competence or 
appeals a dec;§i[m regarding bYSf5r"/her mental or physical 
competence, tfi.~psychologist/iJlaifif!JtfIJ!litted to obtain his or 
her own evaluation at thepsYChologiS"'t'SfeXitense. If the 
objectivity or l!4ljjY:~q)':If~he examin;:/iQ.!lflsu!pectl!he Board 
may complete anC~f».ihation by its desigf{QJi~tRts!slj}ioners at 
its own expense .. wfitnt,il§:!Jtal or physical cdfjiiifttYfiO practice is 
at issue, every.p.Jycho7rr;i:rr:lt~,!nsed to practice psychology in the 
state shall be deemed to"hljvejg~en consent to submit to a mental 
or physical examination or"iOjgT!J};Ermbi~dtion of such 

. and to waive all'obJFtj'iojisto the admissibility of 
, or to previouslj/t9.,?i/fJdicated evidence of mental 

i£;j1cc'mpeii'n.c if? 

qf,pf()te,otirlg the public, the Board must have 
the practice of psychology. This section 
and duties of the Board to conduct 

in·ve',ti~~atiionls. hold hearings, consider evidence or allegations 
brought against a psychologist, and to discipline a licensee for 
vu".twn of law or regulation. Both the Board and licensee are 

~:~~::i~t:O~.fOllOW due process standards in any disciplinary 

The Board on its own motion may investigate or cause to be 
investigated any allegation or evidence that appears to show that 
a psychologist licensed to practice in this state is, or may be, in 
violation of this Act or of any of the acts, offenses, or conditions 
set forth by the Board in rules and regulations. 

1) Any accusation filed against a psychologist licensed to 
practice in this state shall be filed within three years from the 
date the Board discovers the alleged act or omission that is the 
basis for disciplinary action, or within seven years from the date 
the alleged act or omission that is the basis for disciplinary 
action occurred, whichever occurs first. If an alleged act or 
omission involves a minor, the seven-year limitations period 
provided for shall be tolled until the minor reaches the age of 
majority. 

2) The following are exceptions to the limitations period in 
paragraph (J),' 

a violation 
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If, in the opinion of the majority of the Board, there is probable cause 
that the information provided to it under the provisions of this section 
may be valid, the Board shall request by registered mail a formal 
interview with the psychologist. If the psychologist who is ordered to a 
formal interview before the Board refuses to appear for such interview, 
such refusal shall be considered grounds for the Board, at its 
discretion, to suspend or revoke the license of such psychologist. Any 
proceeding for suspension or revocation of a license to practice as a 
psychologist in this state shall be conducted in accordance with 
procedures established by the Board. The psychologist shall be 
informed of his or her rights concerning Board hearings and 
investigations: 

1. the right to notice and hearing; 
2. the right to self-representation or representation by counsel; 
3. the right to produce witnesses and to confront and cross-examine 

opposing witnesses; 
4. the right to a written decision setting forth the violation, findings of 

fact, sanctions, and reasons for the sanctions; 
5. a determination of the size of the vote necessary to find a 

violation; 
6. a determination whether the hearing will be closed or open to the 

public; and 
7. the right to an appeal to an administrative board of review and/or 

to a court of competent jurisdiction. 

The licensee may knowingly and voluntarily waive his or her right 
to the formal adversary proceeding described in this 
The Board shall have the right to conduct an ex pane ne,mr).",,, 

due notice, the individual fails or refuses to ap)IP)~e:a:r~.)~T;h~e.t~~~~~!; 
the right to issue subpoenas for production of d 
and to administer oaths. The Board shall have the 
court of competent jurisdiction to take appropriate 
subpoena not be obeyed. 

A psychologist may ~~~~~~~~~~i~~~~~if~ charged with unethical 
that person decides to 
acceptance by the Board shall 
psychologist of guilt as charged. 

A psychologist may request in the Board that a restriction be 
placed upon his or her license to a psychologist. The Board, 
in its discretion, may accept a surrender or grant such a request for 
restriction and shall have the authority to attach such restrictions to the 
license of the psychologist to practice psychology within this state or 
otherwise to discipline the licensee. 

Subsequent to the holding of a hearing and the taldng of evidence by the 
Board as provided for in this section, if a majority of the Board finds 
that a psychologist is in violation of this Act or guilty of any of the 
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b. acts or offences involving a violation of Sections K4, 
where there is an element of dishonesty or fraud, and 
Section K5. 

c. acts or offences involvingfraudulent, deceptive or 
dishonest conduct that adversely affects the persons' 
ability or fitness to practice psychology. 

d. acts or offences involving allegations of sexual 
misconduct witka, client, or. ... with a fonner client for a 
perioffJJjJJiffye~'f}ifgllo""£ifg the date of the last 
pro!esS-io-fiaFcontac[ffVit}{ the former client. 

If ~g:£~ 
The Board shfIithave the power aff37JiTty,to suspend, place on 
probation, or~l!iyire relE!{i1i~tion fo--"7:;;.l!E~1'!:!ee for a~~pecified 
time, to be deterrrfiizedcftihe discretion·o/ithe;Board,for to revoke 

~*"~~~ ~_~o~_ -~;::kf 

any license to pra.CtiSl}.:p"sychology, whenevetIth€j/ictf-nsee shall be 
found by the Boat;a,f9Y5g.Tpr.eponderance of ihe1"i'vtaence, to have 
engaged in corifjiict pffff!{{iJJJ-YL by this Act or rules and 
regulations duly promulgated:jjursuant thereto. 

~;~~-~p 
holding a Iicen§,~iQpractice in this state is 
to the Board etJi{(!Q/ violations by a licensed 

substantiallY harmed or is likely to 
"" or "organization, if that violation is 

"!""""U' resolution (APA Ethical Standard 

'l:~:~I:~~~~~li~~~~~,lf~~'o~:~·thical Violations and 1.05. 
R Any psychologist who in good 

."~;"<'M .. to the Board shall be absolutely 
lia·bil'ity to any person for any statement or 

such report. 

If in the opinion of the majority of the Board, there is probable 
'" '.w.,.eo that the information provided to it under the provisions of 

may be valid, the Board shall request by registered 
afonnal interview with the psychologist. If the psychologist 

who is ordered to a formal interview before the Board refuses to 
appear for such interview, such refusal shall be considered 
grounds for the Board, at its discretion, to suspend or revoke the 
license of such psychologist. Any proceedingfor suspension or 
revocation of a license to practice as a psychologist in this state 
shall be conducted in accordance with procedures established by 
the Board. In the event that these provisions conjlict with the 
state's general administrative procedures, these specific 
provisions will take precedence. The psychologist shall be 
informed of his or her rights concerning Board hearings and 
investigations: 

1. the right to a hearing and 3D-days notice of the hearing; 
2. the right to see a signed complaint (non anonymous); 
3. the right to have access to the Board's rules and 

procedures; 
4. the right to self-representation or representation by 

counsel; 
5. the right to discovery: each side can request from the 

other side relevant documents, a list of witnesses, and 
the 
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acts, offenses, or conditions as enumerated by the Board, the following 
actions may be taken: 

I. The Board may revoke or suspend the license and impose a 
monetary penalty. 

2. The Board may suspend imposition of a revocation or suspension 
of a license andlor a monetary penalty. 

3. The Board may impose revocation or suspension of a license 
andlor a monetary penalty, but suspend enforcement thereofby 
placing the psychologist on probation, which probation shall be 
revocable if the Board finds the conditions of the probation order are 
not being followed by the psychologist. 

4. As a condition of probation the Board may require the psychologist 
to submit to care, counseling, or treatment by a professional designated 
by the Board. The expense of such action shall be borne by the 
psychologist. 

5. The Board may, at any time, modify the conditions of the 
probation and may include among them any reasonable condition 
for the purpose of the protection of the public, or for the purpose of the 
rehabilitation of the probationer, or both. 

6. The Board shall have the power to require restitution when 
necessary, 

7. The Board shall have the power to assess the costs of the 
disciplinary proceeding. 
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report of the expert's expected testimony; 
6. the right to compel the attendance of, and produce, 

witnesses and to confront and cross examine opposing 
witnesses, and to have witnesses testify under oath; 

7. the right to a written decision settingforth the violation, 
findings offact, sanctions, and reasons for the 
sanctions; 

8. a determination of the size of the vote necessary to find a 
violation; 

9. will be closed or 

10. the 

an ex pane hearing if, 
or refuses to appear. The 

subpoenas for production of 

f~;m!~~~;:~ to administer oaths. The Board 
r. to a court of competent jurisdiction 

tok:edi'ipproJ>ri"fif'action should a subpoena not be obeyed. 

T;'~:~3~!~~ ~~e;~:~;:~:~s~u:;sp~~e~n,d~~th~e~~license 0/ a psychologist lo1 with the institution 0/ 
proceedings for a this section if the 
Board finds that evidence in its possession indicates that the 
ps;V£"oi<,gist's continuation in practice may constitute an 

:~:;;~~~~, danger to the public. Appropriate officials may 
"p the court/or an injunction barringfurther practice 
unless or until the person is properly licensed. The injunction 
may be issued in addition to, or in lieu of, the criminal sanctions 
providedfor in this section. 

A psychologist may surrender his or her license when such 
person is charged with unethical conduct and upon receipt of that 
charge, that person decides to surrender the license, such 
surrender and acceptance by the Board shall constitute 
acknowledgment by the psychologist of guilt as charged. 

A psychologist may request in writing to the Board that a 
restriction be placed upon his or her license to practice as a 
psychologist. The Board, in its discretion, may accept a surrender 
or grant such a request for restriction and shall have the 
authority to attach such restrictions to the license 0/ the 
psychologist to practice psychology within this state or otherwise 
to discipline the licensee. 

Subsequent to the holding of a hearing and the taking oj evidence 
by the Board as providedfor in this section, if a majority of the 
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M. Privileged Communication 

This section regulates and limits the powers of the . 
system. The courts or other administrative agencies 
subpoena power have the right to make use of all 
information in the judicial fact-finding process 
access to information is sp"cificallx1.iJr 
and legislatures have 

seek truth a~d~~~~~i~~~:l:~r.: attempted to 
relationship 

situations ex"erit\~iQj~ 
"owned" by the r-.. ~:",," "'~.!'.C1[U, 
although the Dsvche.log 

who wishes to n;:~~:~~~:;~ ~~~~J~~~;~~~~~~~~~~; it is understood that the communications 
between the patient or client in a 
professional relationship. 

In judicial proceedings, whether or juvenile; in legislative and 
administrative proceedings; and in proceedings preliminary and 
ancillary thereto, a patient or client, or his or her guardian or personal 
representative, may refuse to disclose or prevent the disclosure of 
confidential information, including information contained in 
administrative records, communicated to a psychologist licensed or 
otherwise authorized to practice psychology under the laws of this 
jurisdiction, or to persons reasonably believed by the patient or client 
to be so licensed, and their agents, for the purpose of diagnosis, 
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of any of the acts, offenses, or conditions as enumerated by the 
Board, the following actions may be taken: 
1. The Board may revoke or suspend the license and 
impose a monetary penalty. 
2. The Board may suspend imposition of a revocation Or 

suspension of a license and/or a monetary penalty. 
3. The Board may impose revocation or suspension of a 
license and/or a monetary penalty, but sU.'p,ma en,(or.Ce1nellt 
thereofby placing the which 
probation shall 
the probation 

4. As a 1~~~:;~ 
psychologist !~ 
professional 
shall be 
5. of the 

require restitution 

to assess the costs of the 

limits the powers of the judicial 
COlLrtii'orother administrative agencies with 

the right to make use of all relevant 
judicial fact-finding process unless this right of 

access to information is specifically limited. Historically, courts 
and legislatures have been charged with fact-finding in order to 
se<:k,'trUith and administer justice. At the same time they have 
,~!jem,pte:d to maintain the integrity of the confidential and private 
'relationship between psychologist and patient or client. However, 
some societal issues have emerged, such as child abuse and 
sexual abuse, that have changed the absolute nature of privileged 
communication. Though the privilege is not absolute, it is 
designed to be sufficiently broad to cover all situations except 
those specifically enumerated. It is a privilege "owned" by the 
patient or client, who may assert it or waive it, although the 
psychologist may assert it for a patient or client who wishes to 
maintain such privilege of communication. It is understood that 
the privilege encompasses only communications between the 
patient or client and the psychologist in a professional 
relationship. 

In judicial proceedings, whether civil, criminal, or juvenile; in 
legislative and administrative proceedings; and in proceedings 
preliminary and ancillary thereto, a patient or client, or his or 
her guardian or personal representative, may refuse to disclose 
or prevent the disclosure of confidential information, including 
information contained in administrative records, communicated 
to a psychologist licensed or otherwise authorized to practice 
psychology under the laws of this jurisdiction, or to persons 

or client to 
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In the absence of evidence to the contrary, the psychologist is 
presumed authorized to claim the privilege on the patient's or 
client's behalf. 

This privilege may not be claimed by the patient or client, or on his 
or her behalf by authorized persons, in the following circumstances: 

1. where abuse or harmful neglect of children, the elderly, or 
disabled or incompetent individuals is known or reasonably suspected; 

2. where the validity of a will of a former patient or client is 
contested; 

3. where such information is necessary for the psychologist to 
defend against a malpractice action brought by the patient or client; 

4. where an immediate threat of physical violence against a readily 
identifiable victim is disclosed to the psychologist; 

5. in the context of civil commitment proceedings, where an 
immediate threat of self·inflicted damage is disclosed to the 
psychologist; 

6. where the patient or client, by alleging mental or emotional 
damages in litigation, puts his or her mental state at issue; 

7. where the patient or client is examined pursuant to court order; or 
8. in the context of investigations and hearings brought by the 

patient or client and conducted by the Board, where violations of 
this Act are at issue. 

As with an ... y::=lidi~~:pr'Dv;"ior'm:'y 
and ruled;, 
clear wh,eth,:'; 
for 

affected. This c,~~r.lf~~ 
the end of the P. 

If any section in this Act or any 
adjudged by any court 
judgment shall not affect, 
any section or part thereof. 

In any law regulating a profession there needs to be a specific 
date establishing when the law shall become effective. Thus, the 
final paragraph states: 
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to students, interns, and trainees under the supervision 
licensed psychologist, and their agents. for the purpose of 
diagnosis, evaluation, or treatment of any mental or emotional 
condition or disorder. In the absence of evidence to the contrary, 
the psychologist is presumed authorized to claim the privilege on 
the patient's or client's behalf 

This privilege may not be claimed by the patient or client, or on 
his or her behalf by authoriz~d persons,in the following 
circumstances: ~~ ~:"H, ",/;.# 
1. where /f!jiise"O'r'hamifillfi}.eijlect of children. older 
adults, or disaJjled or incomp~(jj[fdiJ!idua!s is known or 

bl .~ d ~"".,,,,-reasona y su;ypycte ; f#~ ---"i$:~r{;b.,. 

2. whereiihe validifJl.'of a will'Ojii'1ormer patient or client 
is contested; ~~"F .,~~". ~ 
3. where 'suchYin!Qrmation is necessa1Y!.lofdtH$)psychologist 
to defend againsj:!J'f.i1fJ/if.t9ftice action brough/[pYJji:e patient or 
client; ~fjff '~~_ 
4. where an immlli{jiie/ih",eat of physical violence against 
a readily identifiable victii;;f{il'tifSc!osed toithe psychologist; 
5. context of civTi'f~rri~·tiii:ht proceedings, where an 

of se/j-inj/icted'ii!f,fft;ge is disclosed to the 
::::.;;..-

~o~:!,c!'di"g, .in wG the party relies upon his or 
,,,n,dition as an element of the party's 

or client is examined pursuant to court 

"!~~~~i:~-:~ of investigations and hearings brought by 
I and conducted by the Board. where 

vic'/aitiOl1S of this Act are at issue. 

with any law, one provision may be subject to court challenge 
and ruled invalid or unconstitutional. For example, it is not 
legally clear whether state licensing boards can regulate persons 
working for federal agencies. Thus, if any provision is ruled 
invalid or unconstitutional, it is important that the entire Act not 
be affected. This can only be achieved by inserting a clause at the 
end of the Act stating that each provision of the Act is severable 
from all other provisions and that the declaration that one section 
is invalid or unconstitutional will not affect the constitutionality 
or enforceability of any other section. 

If any section in this Act or any parI of any section thereof shall 
be a<ffudged by any court of competent jurisdiction to be invalid, 
such judgment shall not affect, impair, or invalidate the 
remainder of any section or part thereof 

In any law regulating a profession there needs to be a specific 
date establishing when the law shall become effective. Thus, the 
final paragraph states: 
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effective upon the date it is signed by the 
Governor or on the date it otherwise becomes effective by operation of 
law. 
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Matthew Johnson 

From: 

Sent: 

To: 

Rep. Wes Keller 

Monday, March 23, 2009 8:01 PM 

Matthew Johnson 

Subject: FW: Request for Information 

Attachments: RateChanges_20090320.xls; BHserviceratesFiledNov26Partone (2) (3).pdf 

Please print this email plus the attachments and put them in our file on HBllO. 
thanks much 
w 

From: Casto, L Diane (HSS) [I.casto@alaska.govl 
Sent: Monday, March 23, 2009 6:40 PM 
To: Rep. Wes Keller 
Cc: Laughlin, Wilda J (HSS) 
Subject: FW: Request for Information 

Dear Representative Keller-

Page 1 of2 

Last week at the hearing for HB 110, you asked a question related to the reimbursement rate for 

services and if the level of certification or type of provider (psychologist, social worker, etc.) 

influenced the rate of pay received. Since we have just made changes to our reimbursement 

rate, I wanted to check and be sure I gave you the correct response. Teri Keklak from our 

Anchorage office provides the following comments and attachments. As Teri states, the rate of 

reimbursement is based on the service, not the provider. 

After you have a chance to review the attached information, please do not hesitate to contact me if 

you have additional questions. I hope this information answers your question. 

l. Diane Casto, MPA 

Manager 

DBH, Prevention & Early Intervention Services 
907 ~465~ 1188 

Partners Promoting Healthy Communities 

From: Keklak, Teri (HSS) 
Sent: Monday, March 23, 2009 2:48 PM 
To: Casto, L Diane (HSS) 
Subject: RE: Request for Information 

2 5 7 4 3/24/2009 



Page 20f2 

Diane, the BH Medicaid rates for services provided at Community Mental Health Clinics and Substance 
Abuse Agencies are based on the service provided. While there are no differentials based solely on the 
credentials of the servicing provider, many of the services require a certain level of professional 
licensure. The cost of the individual practitioners was considered in our rate review and therefore the 
services that must be provided by licensed psychologists or physicians typically have the highest 
reimbursement rates. I have attached a copy of the revised regulations that indicate the rate changes 
that went into effect on December 26. 

The Medicaid rates for services provided by Independent Psychologists are based on the Medicaid physician 
(RBRVS) fee schedule. As a result of the emergency regulations that were effective March 1, rates to 
these providers changed. I have attached a spreadsheet which indicates these changes. 

From: Casto, L Diane (HSS) 
Sent: Friday, March 20, 2009 1:08 PM 
To: Keklak, Teri (HSS) 
Cc: Knapp, Brenda L (HSS); Toner, Stacy B (HSS); Haines-Simeon, Mark C (HSS) 
Subject: Request for Information 

Hello Teri - Yesterday I received a request for information from Rep. Keller asking if our payment 

rates vary for different professional groups - such as someone with a BSW, MSW, LCSW, 

Psychological Associate, Psychologist, etc.). I told him I would get the specific information to 

him-I know we just went through a rate review project, so I want to make sure I give him the 

most recent information. If I could have a response from you by COB Monday that would be 

great. Thanks so much. Please let me know if you have any questions. 

L. Diane Casto, MPA 
Manager 
DBH, Prevention & Early Intervention Services 
907 -465-1188 

Partners Promoting Healthy Communities 
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Code 
96101 

96103 

96105 

96110 

96111 

96116 

96118 

Description 
Psychological testing (includes psychodiagnostic assessment 
of emotionality, intellectual abilities, personality and 
psychopathology, e.g., MMPI, Rorschach, WAIS), per hour of 
the psychologist's or physician's time, both face-to-face time 
administering tests to the patient and time interpreting these 
tests results and preparing the report. 

Psychological testing (includes psychodiagnostic assessment 
of emotionality, intellectual abilities, personality and 
psychopathology, e.g., MMPI), administered by a computer, 
with qualified health care professional interpretation and 
report. 

Assessment of aphasia (includes assessment of expressive 
and receptive speech and language function, language 
comprehension, speech production ability, reading, spelling, 
writing, e.g. by Boston Diagnostic Aphasia Examination) with 
interpretation and report, per hour. 
Developmental testing: limited (e.g. Developmental 
Screening test II, Early Language Milestone Screen) with 
interpretation and report 
Developmental testing: extended (includes assessment of 
motor, language, social adaptive and/or cognitive functioning 
by standardized developmental instruments) with 
interpretation and report. 

Neurobehavioral status exam (clinical assessment of 
thinking, reasoning and judgement, e.g., acquired knowledge, 
attention, language, memory, planning and problem solving, 
and visual spacial abilities), per hour of the psychologist's or 
physician's time, both face-to-face time with the patient and 
time interpreting test results and preparing the report. 

Neurobehavioral testing (e.g. Halstead-Reitan 
Neuropsychological Battery, Wechsler Memory Scales and 
Wisconsin Card Sorting Test), per hour of the psychologist's 
or physician's time, both face-to-face time administering tests 
to the patient and time interpreting these test results and 
preparing the report. 

Max thru As of As of 
12/31/08 111/09 3/1/09 

$123.82 $164.22 $151.06 

$57.36 $79.61 $73.23 

$101.01 $106.97 $98.39 

$17.25 $15.59 $14.34 

$186.97 $245.56 $225.87 

$139.02 $178.20 $163.92 

$243.83 $295.86 $272.15 
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Questions and Answers 

Q: Why do we need this legislation? Have there been specific complaints 
submitted regarding people who are not licensed doing the work of a licensed 
psychologist? 

A: The reason is protection of the public. Right now it is possible for someone 
who has lost their license for misconduct in another state, province, or territory to 
come to Alaska and obtain employment in an agency as a clinician, or potentially 
as a psychologist. The person would have the skills and the individual might 
even be given the title of Clinical Psychologist by an agency, but without being 
licensed the misconduct would go undiscovered and others could be hurt. By 
that person being required to obtain a license, their background would be 
thoroughly checked. 

Q: Why should we remove the language "for a fee", which in essence defines 
the practice of psychology as only that work done in exchange for payment? 

A: The reason the statute revision is necessary is the same as above, protection 
of the public. If you are not allowed to harm people for a fee, you shouldn't be 
allowed to harm them for free. This part of the bill will not impact other types of 
professionals - only licensed psychologists. This statute only applies to those 
who would qualify as psychologists educationallv. (See comparison of 
psychologists to other licensed professionals in the counseling fields). These 
other types of counselors are exempt under AS OB.B6.1BO(d). The language has 
nothing to do with pastors, pastoral counselors, licensed clinical social workers, 
marital and family counselors, licensed professional counselors, etc. 

Q: What differentiates a psychologist's work from that of another type of licensed 
professional who engages in counseling work? 
A: Psychologists are the only group w.ho can purchase, perform and 
evaluate/interpret psychological tests - in fact, counseling is not necessarily an 
area of expertise for psychologists (as opposed to licensed professional 
counselors or marital and family counselors). 

Q: Is the point of tightening the language to exclude faith based groups (which 
under current statute would fall under "private organizations")? 

A: Faith-based has nothing to do with licensing. Faith-based is the concept that 
government funds can be used to fund ministries by faith-based groups to help 
people in a multitude of ways, such as treatment for substance abuse, sex­
offenders, etc. As long as the workers are not presenting themselves to the 
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public as psychologists or psychological associates, this legislation would not' 
apply. 

Q: What are some examples of tests that only licensed psychologists can give? 
Why is it important that only licensed psychologists give these tests? Also - can 
school psychologists give any types of psychological tests, such as an IQ test? 

A: I have attached a Test Qualification Form. Some of the tests cannot be 
purchased even by Psychological Associates because they must be licensed to a 
Psychologist or an agency that takes responsibility for the security and use of the 
test. To find the names of tests all you have to do is get a testing catalog or go 
on line to a test publisher. They require that you send in your credentials before 
you can buy the test. IQ tests, Personality Tests, Neuropsychological Tests, 
are examples of some that require licensure at the doctoral level. 



Compare Psychologists to other counselors 

Psychologists Psychological Associates School Psychologists 
I. Doctorate degree in psychology l. Masters Degree in psychology I. Has a Masters or Doctoral degree 

in: in: in school psychology and 
0 Clinical psychology 0 Clinical psychology 2. Has been recommended for 
0 Counseling psychology 0 Counseling psychology endorsement by an institution 
0 Education in equivalent 0 Education in an whose psychology program has 

field equivalent field been approved by: 
2. Hasn't engaged in dishonorable 2. Hasn't engaged in dishonorable a. The National Council for 

conduct conduct Accreditation of Teacher 
3. Has one year post doctoral 3. Has two years of post masters Education, 

supervised experience approved supervised experience approved b. The National Association 
by the board by the board of State Directors of 

4. Takes and passes the objective Teacher Education and 
NB: The board may not deny examination approved by the Certification, 
recognition as an accredited or board for psychological c. The National Association 
approved academic institution to an associates of School Psychologists, 
educational institution solely or 
because its program has not been NB: The board may not deny d. The American 
accredited by a professional recognition as an accredited or Psychological 
organization of psychologists. approved academic institution to an Association 

educational institution solely because AND has completed a 1200 
its program has not been accredited hour internship in school 
by a professional organization of psychology; 
psychologists. OR 

Be a nationally certified school 
Oualifications to take the Exam: psychologist under the National 
I. Hasn't engaged in dishonorable School Psychologist Certification 

conduct System established by the 
2. Holds a masters w/primary National Association of School 

emphasis on psychology [ ... J Psychologists 
with the equivalent of at least 48 
semester credit hours of grad 
course work related to a 
specialized area of psychology 

3. Has the recommendation of an 
immediate supervisor 

4. has not failed the exam wlin the 
proceedinf( 6 months 
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Licensed Professional 
Counselors 

4. 18 or older 
5. Is not under investigation 
6. Has not had a license related to 

the practice of counseling, 
psychology, marital and family 
therapy or social work 
suspended, revoked or 
surrendered 

7. Has passed a written exam 
8. Has completed either: 

0 A Doctoral degree in 
counseling or a related 
field 

0 A Masters degree in 
counseling or a related 
field AND at least 60 
graduate semester 
hours in counseling 
during or after earning 
the Masters degree 

9. Has at least 3000 hours of 
supervised experience 
practicing professional 
counseling 
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Compare Psychologists to other counselors 

Marital and FamilI Theral!ists 
5. Applies on a form 
6. pays the fee 
7. Furnishes evidence that: 

0 They haven't engaged in 
dishonorable conduct 

0 They hold a master's 
degree or doctorate in 
marital and family therapy 
or allied mental health 
field 

0 After receiving the degree 
mentioned above, has: 

i. 1500 hours of 
clinical contact 

ll. Supervised for at 
least 200 hours 

0 Has training related to 
domestic violence 

0 Has passed the written or 
oral examination 

Licensed Clinical Social Worker 
3. Has a Masters or Doctoral degree 

in social worked 
4. Has completed, within 10 years of 

application, and under the 
supervision of a licensed social 
worker: 

a. At least two years of 
continuous full time 
employment in post-grad 
clinical social work, or 

b. At least 3000 hours of 
less than full time 
employment in a period 
of not less than two years 

5. Is of good moral character 
6. Is in good professional standing 
7. Has provided three professional 

references 
8. Has completed the examination 
9. Has paid the required fees 
10. 
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WORK DRAFT 

BY 

Offered: 
Referred: 

WORK DRAFT 

CS FOR HOUSE BILL NO. 126( ) 

IN THE LEGIS LA TURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

WORK DRAFT 

26-LS0309\O 
Mischel 
3/3011 0 

SpODsor(s): REPRESENTATIVES GARA, Crawford, Kerttula. Gardner, Harris, Ricbard Foster, Edgmon, 
MUDoz, Lyon 

A BILL 

FOR AN ACT ENTITLED 

.. An Act relating to residential shelters for runaway minors; and relating to extensions 

2 of state custody of children ... 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. AS 47.1 0.080(c) is amended to read: 

5 (c) If the court finds that the child is a child in need of aid, the court shall 

6 (1) order the child committed to the departmcnt for placement in an 

7 appropriate setting for a period of time not to exceed two years or in any event not to 

8 extend past the date the child becomes 19 years of age, except that the department, the 

9 child, or the child's guardian ad litem may petition for and the court may grant in a 

10 hearing 

II (A) two-year extensions of commitment that do not extend 

12 beyond the person's 21st birthday if the continued custody is in the best 

13 interests of the person and the person consents to it [ONE-YEAR 

14 EXTENSIONS OF COMMITMENT THAT DO NOT EXTEND BEYOND 

-1- CSHB 126( ) 
New Text Underlined [DELETED TEXT BRACKETED] 



2 

3 

4 

5 

6 

7 

8 

9 

10 

II 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

WORK DRAFT WORK DRAFT 26-LS0309\O 

THE CHILD'S 19TH BIRTHDAY IF THE EXTENSION IS IN THE BEST 

INTERESTS OF THE CHILD]; and 

(B) an additional [ONE-YEAR] period of state custody past 19 

years of age or, if the person is emancipated, past the date of emancipation, 

that does not extend bevond the person's 21st birthday, if the resumption 

of [CONTINUED] state custody is in the best interests of the person and the 

person 

ill consents to it; 

(ii) was placed in out-of-home care by the 

department immediately before being released from state custody, 

if the person was released for a reason other than court-ordered 

reunification with the person's parent; and 

(iii) is in need of out-of-home care to avoid personal 

harm, homelessness, or economic hardship, or to enhance the 

person's ability to continue the person's education or training or 

otherwise improve the person's successful transition to 

independent living; 

(2) order the child released to a parent, adult family member, or 

guardian of the child or to another suitable person, and, in appropriate cases, order the 

parent, adult family member, guardian, or other person to provide medical or other 

care and treatment; if the court releases the child, it shall direct the department to 

supervise the care and treatment given to the child, but the court may dispense with 

the department's supervision if the court finds that the adult to whom the child is 

released will adequately care for the child without supervision; the department's 

supervision may not exceed two years or in any event extend past the date the child 

reaches 19 years of age, except that the department or the child's guardian ad litem 

may petition for and the court may grant in a hearing 

(A) one-year extensions of supervision that do not extend 

29 beyond the child's 19th birthday if the extensions are in the best interests of the 

30 child; and 

31 (B) an additional one-year period of supervision past 19 years 

CSHB 126( ) -2-
L New Text Underlined {DELETED TEXT BRACKETED] 
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WORK DRAFT WORK DRAFT 26-LS0309\O 

of age if the continued supervision is in the best interests of the person and the 

2 person consents to it; or 

3 (3) order, under the grounds specified in (0) of this section or 

4 AS 47.10.088, the tennination of parental rights and responsibilities of one or both 

5 parents and commit the child to the custody of the department, and the department 

6 shall report quarterly to the court on efforts being made to find a pennanent placement 

7 for the child. 

8 * Sec. 2. AS 47.10.310 is amended by adding a new subsection to read: 

9 (e) A program for runaway minors that operates a licensed residential shelter 

10 in the state shall provide a shelter with a capacity designated in the license issued 

11 under AS 47.10.300 - 47.10.390. 

12 * Sec. 3. AS 47.10.990(3) is amended to read: 

13 (3) "child" means a person who is 

14 ill under 18 years of age.;, 

15 00 [AND A PERSON] 19 years of age if that person was 

16 under 18 years of age at the time that a proceeding under this chapter was 

17 commenced; and 

18 (0 under 21 years of age if that person is living in out-of-

19 home care as defined in AS 47.14.900; 

-3- CSHB 126( ) 
L New Text Underlined (DELETED TEXT BRACKETED] 
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AMENDMENT 

26-LS0309\O.8 
Mischel 

4/511 0 

OFFERED IN THE HOUSE BY REPRESENTATIVE KELLER 

TO: CSHB 126( ), Draft Version "0" 

Page 2, line 12: 

2 Delete "and" 

3 Insert "in this sub-subparagraph, "parent" means a biological or adoptive parent 

4 or a legal guardian of the person;" 

5 

6 Page 2, line 14: 

7 Delete "harm, homelessness, or economic hardship," 

8 Insert "harm or homelessness" 

9 

10 Page 2, line 17, following "living;": 

II Insert "and 

12 

13 

14 

15 

16 

17 

18 Page 3, line 19: 

(iv) if requested by the department, agrees to 

reasonable terms for resuming state custody that may include 

matters relating to the person's education, attainment of a job or 

life skills, or other terms found by the court to be reasonable and in 

the person's best interest;" 

19 Delete" AS 47.14.900" 

20 Insert "AS 47.14.400" 

L -\-
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26-LS0309\O.1O 
Mischel 

4/6/10 

AMENDMENT 

OFFERED IN THE HOUSE BY REPRESENTATIVE KELLER 

TO: CSHB 126( ), Draft Version "0" 

Page 1, line 1: 

2 Delete "and" 

3 

4 Page I, line 2, following "children": 

5 Insert "; and providing for an effective date" 

6 

7 Page 3, following line 19: 

8 Insert a new bill section to read: 

9 "* Sec. 4. This Act takes effect January 1, 20 II." 

L -1-



2587 

FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: CSHB1261HSSI 
o Publish Date: 

_ld_e_n ... tifi ... e ... ',:.lfi ... le_n ... a_m ... e,:.I:_H_B_l_26_C_S...:I ... H.:.SS.:.1:...-D=-H ... S=-S=--_F.:.C_S...,N-_0_4-_0_1-_1 ... 0 ______ Dept. Affected: ______ H_ea_l=-th ... & ... S=-o:...c ... ia.:.I.:.Se=-rv_i.:.ce ... S __ 

Foster Care/CINA/Education of Homeless RDU Title Children's Services -------------------------__________________________ Component Foster Care Special Needs 

Gara Sponsor 

Requester House HSS Component Number 
----------~~-----------

; of 
Note: , ,do notinclude~ , noted below. 

Required Information 

~ FY 2011 FY 2011 FY 2012 FY~13 FY 2014 

ITravel 
I 

I La~;, Structures 
IGrants & Claims 93.6 93.6 93.6 93.6 

II 

2238 

FY 2015 

93.6 

FY 2016 

93.6 

I 
.IOTAL 93.6 1l.0 93.6 93.6 93.6 93.6 93.61 

CAPITAL EXPENDITURES 

ICHANGE IN REVENUES I 

FUND SOURCE 
1002 Federal Receipts 5.5 
1003 GF Match 88.1 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 93.6 

Estimate of any current year (FY2010) cost: 

POSITIONS 

rUIl-ume 
Part-time 
Temporary 

I 

I 

ANALYSIS: (Attach a separate page if necessary) 

I 

I 

0.0 

I I I 

I I I 

(Thousands of Dollars) 
5.5 5.5 5.5 5.5 5.5 

88.1 88.1 88.1 88.1 88.1 

93.6 93.6 93.6 93.6 93.6 

The intent of CSHB126(HSS) is to improve outcomes for youth that are preparing to transition out of state custody and their 
foster care settings into independent living situations by extending the time they may remain in state custody and allowing 
for opportunities to re-enter state custody after they have exited foster care. 

This fiscal note addresses increased foster care special needs costs for youth who remain in foster care beyond age 18. 
Special needs costs include items such as extraordinary clothing, family vacations, biological family visitation, medical costs 
that fall outside of Medicaid. 

Prepared by: Tammy Sandoval, Director 
Division Office of Children's Services 

Approved by: Alison Eigee, Assistant Commissioner 
DHSS Finance & Management Services 

(Revised 1116J2009 OMS) 

FISCAL NOTE 

Phone 465-3191 
DatefTime 4/1/10 1 :00 PM 

Date 4/1/2010 

Page 1 of 2 

I 
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STATE OF ALASKA BILL NO. CSHB126(HSS) 

2010 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

The following assumptions have been applied: 

1. oes successfully implements all federal program requirements to extend foster care to age 21. 

2. The number of youth who return to foster care after emancipation will be minimal. An estimate provided 

by the Facing Foster Care in Alaska group equaled 3. These youth are included in the calculations provided 

below. 
3. The number of youth who turn age 18 will remain somewhat consistent from year to year. No 

consideration has been included in this note for a possible influx of youth into the program extension during 

the first year of implementation. 
4.Calculations are based on full time equivalents (FTEs) to account for youth who move in and out of the 

program for varying reasons. 
5. HEs are a simple estimate based on the unsupported assumptions that 10% of the number of HE youth 

currently in care ages 18, 19, and 20, will remain in foster care (34 HE youth). 

6. Excluding youth already in extended care because of special needs, 6 HE special needs children ages 18, 

19, and 20 will remain in care longer, bringing the annual HE count to 40. 

7. Calculations use the average cost per child for special needs items. 
8. The foster care penetration rate and the Federal Medical Assistance Percentage will remain somewhat 

stable. 
9.66% percent of the youth who remain in care will pursue secondary education and thus remain within the 

requirements of the Adoption and Guardianship Fostering Connections to Success and Increasing Adoptions 

Act of 2008 and eligible for IV-E federal reimbursement. 

Estimated cost per FTE = $2,340.00 annually x 40 HEs = $93,600. Federal reimbursement for these costs is 

estimated at 5.4% or $5,540. 

Page 2 of 2 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: CSHB126(HSS) 

o Publish Date: 

Health & Social Services Identifier (file name): HB126CS(HSS)-DHSS-CSM-04-01-10 Dept Affec1ed: 
--~~~--~~~~~~~~----- ------------------
Title Foster Care/CINA/Education of Homeless RDU Children's Services 
_____ - _-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-Component Children's Services Management 

Sponsor 

Requester 

Gara 

House HSS Component Number -------------------------
Expenditures/Revenues (Thousands of Dollars) 
Note:. ,do notinclud'~ , noted below. 

R, >" Information 

2666 

~NG HUR FY 2011 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 
I i 

ITravel 
204.2 

I Land, Structures 
IGrants & Claims 

~TAL5P 204.2 

(CAPITAL EXPENDITURES 

CHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 73.5 
1003 GF Match 130.7 
1004 GF 
1005 GF/Program Receipts 
1037 GFlMental Health 
Other Interagency Receipts 

TOTAL 204.2 

Estimate of any current year (FY2010) cost: 

POSITIONS 

I Full-time 
Part-time 
Temporary 

I 

I 

ANALYSIS: (Attach a separate page if necessary) 

1.0 0.' 0.1 1.0 

0.0 0.0 0.0 0.' 0.0 0.0 

( I I I 

( I I 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 

The intent of CS HB126 (HSS) is to improve outcomes for youth that are preparing to transition out of state custody and their 
foster care settings into independent living situations by extending the time they may remain in state custody and allowing for 
opportunities to re-enter state custody after they have exited foster care. 

The Office of Children's Services Online Resource for the Children of Alaska (ORCA) data base is mandated by the federal 
government and must be continuously updated to reflect changes in both state and federal law and policy. The following 
provides the estimated cost of ORCA updates that will be required to implement this bill. 

Prepared by: Tammy Sandoval, Director 
Division Office of Children's Services 

Approved by: Alison Elgee, Assistant Director 
DHSS Finance & Management Services 

(Revised l1MOO9 OMB) 

Phone 465-3191 
Date!Time 4/1110 1:00 PM 

Date 4/1/2010 

Page 1 of2 
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FISCAL NOTE 

STATE OF ALASKA BILL NO. CSHB126(HSS) 

2010 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

uiremtllt FUD(tional WE ,on Develo men! WE bours Total WE oon COSI 

Update S.ervices page for 120 SO 200 $22,000,00 
new servtces 
Update Education page with SO 60 140 $15,400.00 
post-seoondary edllcational 
institutions 
Update OllP for tmlicensed 120 SO 200 $22,000.00 
independent livmg service 
cat ries and service IYOOS. 
Update OHP for licensed 120 100 220 $24,200.00 
service categories and 

~" over 18 
Update Ref Value for age SO 60 140 $15,400.00 
change from 18 \0 21 
Update Eligibility page ISO 160 340 $37,400.00 
calculations for new age 
requirement. 
Update Medicaid Eligibility ISO 160 340 $37,400.00 
page calculations for new 

,"", 
VisitationRe rt " 36 76 58,360,000 
Batch updaIes for OHP and 40 
Eli -bilitv 

160 200 $22,000_00 

Days: "". 120 days "'" 112 days 185618 -131 tota] days Total Estimate 
5204160.00 

Page 2 of 2 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: CsHB126(Hss) 

o Publish Date: 

Health & Social Services Identifier (file name): HB126CS(HSS)-DHSS-04-01-10 Dept. Affected: 
--------~----~~------------------- ----------------------
Title Foster Care/GINA/Education of Homeless RDU Children's Services 

____ ::::::::::::::::_-:::::::::::::::::::::_-_-_Component Foster Care Base Rate 
Sponsor Gara -------------------------------
Requester House HSS Component Number 2236 -------------------------------

,of Dollars) 

Note: . ,do notinclud ~ ,noted below. 

Required Information 

UR FY 2011 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 
I Services 

ITravel 
I 

-'"'"' 
I Land Siructures 
IGrants & Claims 508. 

II 
TOTAL I 508.0 

CAPITAL EXPENDITURES 

CHANGE IN REVENUES ( 

FUND SOURCE 
11002 Federal 84.3 
! 1 003 GF Match 423.7 

11004 GF 
11005 GF/Program Receipts 
11037 GFlMental Health 
IOther I 

TOTAL 508.0 

Estimate of any current year (FY2010) cost: 

POSITIONS 

I Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

508.0 508.0 508.' 508. 508. 

0.0 508.0 508.0 508.0 508.0 508.0 I 

I I I 

I I I 

,of Dollars) 
84.3 84.3 84.3 84.3 84.3 

423.7 423.7 423.7 423. 423.7 

0.0 508.0 508.0 508.0 508.0 ~ 

The intent of CSHB126(HSS) is to improve outcomes for youth that are preparing to transition out of state custody and their 
foster care settings into independent living situations by extending the time they may remain in state custody and allowing 
for opportunities to re-enter state custody after they have exited foster care. 

This fiscal note addresses increased foster care base rate reimbursements to providers for youth who remain in foster care 
beyond age 18. 

Prepared by: Tammy Sandoval, Director Phone 465-3191 
Division Office of Children's Services DatelTime 4/1/2010 100:00 PM 

Approved Date 4/1/2010 

(Revised 110W2009 OMS) Page 1 of 2 

FISCAL NOTE 
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STATE OF ALASKA BILL NO. CSHBt26(HSS) 

2010 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

The following assumptions have been applied: 

Fiscal 
Year 
2011 

1) DCS successfully implements all federal program requirements to extend 
foster care to age 21. 

2) The number of youth who return to foster care after emancipation will be 
minimal. An estimate provided by the Facing Foster Care in Alaska group 
equaled 3. These youth are included in the calculations provided below. 

3) The number of youth who turn age 18 will remain somewhat consistent from 
year to year. No consideration has been included in this note for a possible 
influx of youth into the program extension during the first year of 
implementation. 

4) Calculations are based on full time equivalents (FTEs) to account for youth 
who move in and out ofthe program for varying reasons. 

5) FTEs are a simple estimate based on the unsupported assumptions that 10% of 
the number of FTE youth currently in care ages 18, 19, and 20, will remain in 
foster care (34 FTE youth). 

6) Excluding youth already in extended care because of special needs, 6 FTE 
special needs children ages 18, 19, and 20 will remain in care longer, bringing 
the annual FTE count to 40. 

7) Calculations use 360 days at an average daily rate of$35.33 per day. 
8) The foster care penetration rate and the Federal Medical Assistance 

Percentage will remain somewhat stable. 
9) 66% percent of the youth who remain in care will pursue secondary education 

and thus remain within the requirements of the Adoption and Guardianship 
Fostering Connections to Success and Increasing Adoptions Act of2008 and 
eligible for IV -E federal reimbursement. 

Total 
Annual Cost Annual Est. Federal General 

FTEs riFlE Est. FFP Cost Funds Funds 

40 $12.7 16.59% $508.0 $84.3 $423.7 
2012 40 $12.7 16.59% $508.0 $84.3 $423.7 
2013 40 $12.7 16.59% $508.0 $84.3 $423.7 
2014 40 $12.7 16.59% $508.0 $84.3 $423.7 
2015 40 $12.7 16.59% $508.0 $84.3 $423.7 
2016 40 $12.7 16.59% $508.0 $84.3 $423.7 

Page 2 of 2 
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AMENDMENT 

OFFERED IN THE HOUSE 

TO: CSHB I 26(EDC), Draft Version "P" 

Page I, line 9, through page 2, line 2: 

2 Delete all material and insert: 

26-LS0309\P.l 
Mischel 
3/10/09 

3 "Except as provided in (b) and (d) of this section and notwithstanding the availability 

4 of federal funding, the governing body of a school district shall comply with the requirements 

5 for continuing the education of a homeless student under 42 U.S.C. I I 432(g)(3)(A) and (B) 

6 and II432(g)(5)(A) (McKinney-Vento Homeless Education Assistance Improvement Act of 

7 2001), as those provisions existed on February I, 2009, for the remainder of the school year, 

8 or, if the student is attending school for a summer term, for the remainder of the summer 

9 term." 

10 

I I Page 2, following line 13: 

12 Insert a new subsection to read: 

I3 nee) Nothing in this section is intended to limit a school district's compliance 

14 with 42 U.S.C. 11431 - 11435 (McKinney-Vento Homeless Education Assistance 

15 Improvement Act of200I) or to require the hiring of additional personnel if the school 

16 district is receiving federal funding under that Act." 

17 

18 Reletter the following subsection accordingly. 
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OFFERED IN THE HOUSE 

TO: CSHB 126(EDC) 

Page II, following line 10: 

AMENDMENT 

2 Insert a new bill section to read: 

3 ,,* Sec. 18. AS 47.32.160 is amended by adding a new subsection to read: 

26-LS03091P .3 
Mischel 
3/18/09 

4 (c) A nonprofit organization that, and a person acting on behalf of the 

5 organization who, engages in recruitment activities for foster homes that become 

6 licensed under this chapter may not be held liable for the consequences of the 

7 recruitment." 
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OFFERED IN THE HOUSE 

TO: CSHB 126(EDC) 

AMENDMENT 

Page I, line 8, through page 2, line 5: 

2 Delete all material and insert: 

26-LS0309\P.S 
Mischel 

4/2/09 

BY REPRESENTATIVE GARA 

3 "Sec_ 14.03.096. Continuing the pubJjc education of a homeless student. (a) 

4 Except as provided in (b) and (d) of this section, the governing body of a school 

5 district shall, consistent with the student's best interest, provide transportation services 

6 and coordinate with the Department of Health and Social Services the continuation of 

7 the public education of a homeless student in the student's school of origin for the 

8 remainder of the current school year or, if the student is attending school for a summer 

9 term, for the remainder of the summer term. 

10 (b) The requirements in (a) of this section do not apply if the student 

II moves to a school district other than the school district in which the student's school of 

12 origin is located." 

13 

14 Page 2, following line 13: 

15 Insert new subsections to read: 

16 "(e) A school district shall promote a homeless student's best interest by 

17 (I) except when requested by the student or the student's legal 

18 guardian, maintaining the enrollment of the homeless student in the student's school of 

19 ongm; 

20 (2) providing a written explanation that includes an appeal procedure 

21 for a decision that removes a homeless student from the student's school of origin; and 

22 (3) considering the views of the homeless student and the student's 

23 legal guardian. 

L -1-
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26-LS03091P,5 

2 

3 

4 

5 

(I) A school district shall designate a liaison between the school district and 

the homeless student and the student's legal guardian to coordinate compliance with 

this section, 

(g) Nothing in this section is intended to supersede the applicable 

requirements of 42 U,S,C, 11431 - 11435 (McKinney-Vento Homeless Education 

6 Assistance Improvement Act of2001) or to require the hiring of additional personnel." 

7 

8 Reletter the following subsection accordingly, 

9 

10 Page 2, lines 15 - 20: 

II Delete all material and insert: 

12 "(I) "homeless student" means a person under 19 years of age who is 

13 In a state of homelessness for lack of a fixed, regular, and adequate nighttime 

14 residence that is intended to serve as a pennanent home; "homelessness" includes 

15 (A) placement in an emergency shelter; 

16 (B) placement in out-of-home care as defined under 

17 AS 47,14.400; 

18 (C) placement in transient housing; and 

19 (D) the period in which a student is awaiting placement in out-

20 of-home care as defined under AS 47,14.400," 

21 

22 Page 9, following line 10: 

23 Insert a new bill section to read: 

24 "* Sec_ 9. AS 47, I 0,080(c) is amended to read: 

25 (c) If the court finds that the child is a child in need of aid, the court shall 

26 (I) order the child committed to the department for placement in an 

27 appropriate setting for a period of time not to exceed two years or in any event not to 

28 extend past the date the child becomes 19 years of age, except that the department or 

29 the child's guardian ad litem may petition for and the court may grant in a hearing 

30 (A) one-year extensions of commitment that do not extend 

3 I beyond the child's 19th birthday if the extension is in the best interests of the 

L -2-
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child; and 

2 (B) one-year extensions of commitment that do not extend 

3 beyond the child's 21st birthday [AN ADDITIONAL ONE-YEAR PERIOD 

4 OF STATE CUSTODY PAST 19 YEARS OF AGE] if the continued state 

5 custody is in the best interests of the person and the person consents to it; 

6 (2) order the child released to a parent, adult family member, or 

7 guardian of the child or to another suitable person, and, in appropriate cases, order the 

8 parent, adult family member, guardian, or other person to provide medical or other 

9 care and treatment; if the court releases the child, it shall direct the department to 

10 supervise the care and treatment given to the child, but the court may dispense with 

II the department's supervision if the court finds that the adult to whom the child is 

12 released will adequately care for the child without supervision; the department's 

13 supervision may not exceed two years or in any event extend past the date the child 

14 reaches 19 years of age, except that the department or the child's guardian ad litem 

15 may petition for and the court may grant in a hearing 

16 (A) one-year extensions of supervision that do not extend 

17 beyond the child's 19th birthday if the extensions are in the best interests of the 

18 child; and 

19 (B) an additional one-year period of supervision past J 9 years 

20 of age if the continued supervision is in the best interests of the person and the 

2 J person consents to it; or 

22' (3) order, under the grounds specified in (0) of this section or 

23 AS 47.10.088, the termination of parental rights and responsibilities of one or both 

24 parents and commit the child to the custody of the department, and the department 

25 shall report quarterly to the court on efforts being made to find a permanent placement 

26 for the child." 

27 

28 Renumber the following bill sections accordingly. 

29 

30 Page 9, line I J: 

3 J Delete "a new subsection" 

L -3-
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Insert "new subsections" 

2 

3 Page 9, lines 18 - 19: 

4 Delete "the department or the department's contractors" 

5 Insert "the department's employees or contractors" 

6 

7 Page 9, following line 20: 

8 Insert a new subsection to read: 

9 "(w) The department shall 

I 0 (I) notify the governing body of a school district and the principal of the 

I I schoo I in which a student who is in the custody 0 f the department is enro lied 0 f a 

12 change in the placement of the student if the placement is outside of the attendance 

13 boundaries of the school; and 

14 (2) assist the district in complying with the requirements of AS 14.03.096." 

15 

16 Page I I, line I: 

17 Delete "receiving services under the program" 

18 Insert "eligible for services under the program who has left out-of-home care" 

19 

20 Page II, line 2: 

21 Delete "less" 

22 Insert "more" 

23 

24 Page II, line 4: 

25 Delete "after the individual leaves out-of-home care" 

26 Insert "and shall end before the individual is 23 years of age" 

L -4-
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l 

AMENDMENT 

OFFERED IN THE HOUSE 

TO: CSHB 126( ), Draft Version "c" 

Page 12,Iine 26, through page 13,Iine I: 

Delete all material and insert: 

26-LS0309\C.2 
Mischel 
4/11109 

"Sec. 47.18.335. Monetary living expense stipend. (a) The department shall 

provide a monthly monetary living expense stipend for a period not to exceed nine 

months in an amount described in (b) of this section to an individual who 

(I) has left out-of-home care at age 18 or older; 

(2) is participating in services in the program; and 

(3) has monthly contact with a social worker involved in the program. 

(b) A stipend provided under this section shall be in an amount necessary to 

meet an eligible individual's living expense as determined by the department. The 

amount may not exceed 

(I) for the first six months of eligibility, the daily rate provided to a 

licensed foster parent; or 

(2) for a period not to exceed three additional months during the period 

that follows the first six months of eligibility, half of the daily rate provided to a 

licensed foster parent. 

(c) The department shall pay the stipend provided under this section until the 

later of the date that the individual 

(I) reaches 21 years of age; or 

(2) has left out-of-home care for six months. 

(d) The department may adopt regulations to implement this section." 
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AMENDMENT 

OFFERED IN THE HOUSE 

TO: CSHB 126( ), Draft Version "C" 

Page 13, following line 6: 

2 Insert a new bill section to read: 

26-LS0309\CA 
Mischel 
4/13109 

BY REPRESENTATIVE GARA 

3 "* Sec. 19. AS 47.32.160 is amended by adding a new subsection to read: 

4 (c) A nonprofit organization that, and a person acting on behalf of the 

5 organization who, engages in recruitment activities for foster homes that become 

6 licensed under this chapter may not be held liable for the consequences of the 

7 recruitment." 
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3 

AMENDMENT 

OFFERED IN THE HOUSE 

TO; CSHB 126( ), Draft Version "C" 

Page I, line I 0, following "shall, "; 

Insert "to the extent feasible and" 

4 Page I, line 13, through page 2, line I; 

26·LS0309\C.5 
KurtZ/Mischel 

4114/09 

5 Delete "or, if the student is attending school for a summer term, for the remainder of 

6 the summer term" 

7 

8 Page 3, line 19, following "available"; 

9 Insert "subsidized" 

10 

II Page 3, line 23; 

12 Delete "commission" 

13 Insert "institution" 

L ·1· 



AMENDMENT 

26G-1 
(4113/2009) 
(12:39 PM) 

OFFERED IN THE HOUSE HSS BY _______ _ 

COMMITTEE 

TO: WORK DRAFT CSHB 126( ) \ 26-LS0309\C 

Page II, line 5, following "placement.", through line 7: 

2 Delete "Nothing in this paragraph creates a private right of action against the 

3 department's employees or contractors." 

-1-
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WORK DRAFT 

BY 

Offered: 
Referred: 

WORK DRAFT 

CS FOR HOUSE BILL NO_ 126( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

WORK DRAFT 

26-LS0309\C 
Mischel 

4/9/09 

Sponsor(s): REPRESENT A TIVES GARA, Crawford, Kerttula, Gardner, Harris, Foster, Edgmon, Muftoz 

A BILL 

FOR AN ACT ENTITLED 

.. An Act relating to continuing the secondary public education of a homeless student; 

2 relating to the purpose of certain laws as they relate to children; relating to tuition 

3 waivers, loans, and medical assistance for a child placed in out-of-home care by the 

4 state; relating to foster care; relating to children in need of aid; and relating to out-of-

5 home care transition to independent Iiving_" 

6 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

7 * Section I. AS 14.03 is amended by adding a new section to read: 

8 Sec. 14.03.096_ Continuing the public education of a homeless student. (a) 

9 Except as provided in (b) and (d) of this section, the governing body of a school 

10 district shall, consistent with the student's best interest, provide transportation services 

II and coordinate with the Department of Health and Social Services the continuation of 

12 the public education of a homeless student in the student's school of origin for the 

13 remainder of the current school year or, if the student is attending school for a summer 

-1- CSHB 126( ) 
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term, for the remainder of the summer term. 

(b) The requirements in (a) of this section do not apply if the student moves to 

a school district other than the school district in which the student's school of origin is 

located. 

(c) If a homeless student is transferred to a school other than the student's 

school of origin, the school of origin shall provide a copy of the student's records to 

the student's new school within seven school days after notification of the transfer. 

The student's new school shall allow the student to attend school while awaiting the 

transfer of records under this subsection. 

(d) A school district is required to comply with this section only 

(I) if the legislature appropriates funds for the purpose; and 

(2) to the extent possible using funds appropriated for the pwpose. 

I3 (e) A school district shall promote a homeless student's best interest by 

14 (I) except when requested by the student or the student's legal 

15 guardian, maintaining the enrollment of the homeless student in the student's school of 

16 origin; 

17 (2) providing a written explanation that includes an appeal procedure 

18 for a decision that removes a homeless student from the student's school of origin; and 

19 (3) considering the views of the homeless student and the student's 

20 legal guardian. 

21 (t) A school district shall designate a liaison between the school district and 

22 the homeless student and the student's legal guardian to coordinate compliance with 

23 this section. 

24 (g) Nothing in this section is intended to supersede the applicable 

25 requirements of 42 U.S.C. 11431 - 11435 (McKinney-Vento Homeless Education 

26 Assistance Improvement Act of2001) or to require the hiring of additional personnel. 

27 (h) In this section, 

28 (I) "homeless student" means a person under 19 years of age who is in 

29 a state of homelessness for lack of a fixed, regular, and adequate nighttime residence 

30 that is intended to serve as a permanent home; "homelessness" includes 

3 1 (A) placement in an emergency shelter; 

CSIIB 126( ) -2-
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(B) placement in out-of-home care as defined under 

2 

3 

AS 47.14.400; 

(e) placement in transient housing; and 

4 (D) the period in which a student is awaiting placement in out-

5 of-home care as defined under AS 47.14.400; 

6 (2) "school of origin" means the school in which the student was last 

7 enrolled. 

8 * Sec_ 2. AS 14.43 is amended by adding a new section to read: 

9 Article 3A. Free Tuition for a Person Wbo Was in Out-of-Home Care. 

10 Sec. 14.43.086. Free tuition and fees for a person wbo was in out-of-borne 

II care. (a) A person who enrolls as a student in good standing in a state-supported 

12 educational institution in the state is entitled to a waiver of tuition, fees, and room and 

13 board expenses if the person provides adequate proof that the person 

14 (I) was in the custody of the state under AS 47.10 or AS 47.14; 

15 (2) was placed in out-of-home care for a period of not less than six 

16 consecutive months on or after the person became 16 years of age; 

17 (3) has applied for educational grants or scholarships that the person is 

18 otherwise eligible for as recommended by the educational institution; 

19 (4) has applied for an available federal education loan; and 

20 (5) is under 29 years of age. 

21 (b) The amount of the waiver to which a person is entitled under this section is 

22 the amount of unmet need for tuition, room, and board expenses, as determined by the 

23 commission, after deducting funding for the school year from education loans, grants, 

24 or scholarships received by a person eligible for a waiver. 

25 (c) The proceeds of an education loan, grant, or scholarship received by a 

26 person eligible for a waiver under this section must be paid to the educational 

27 institution to offset the person's tuition, fees, and room and board expenses. 

28 (d) A state-supported educational institution in the state is required to provide 

29 a waiver under (a) of this section only if the legislature appropriates funds for the 

30 purpose of offsetting waivers under this section. If an appropriation is not sufficient to 

31 fully offset waivers for each person entitled to a waiver under (a) of this section, the 

-3- CSHB 126( ) 
New Text Underl ined {DELETBD TEXT BRACKETED} 



L 

2606 

WORK DRAFT WORK DRAFT 26-LS03091C 

institution may offer full or partial waivers to eligible applicants as funding permits 

2 and at the discretion of the institution. 

3 * Sec. 3. AS 14.43.160 is amended by adding a new paragraph to read: 

4 (7) "out-of-home care" has the meaning given in AS 47.14.400. 

5 * Sec. 4. AS 36.30.850(b)(42) is amended to read: 

6 (42) grants and contracts with qualified entities for services under 

7 AS 47. I 8.330 for the out-of-home [FOSTER] care transition program; 

8 * Sec. 5. AS 47.05.060 is amended to read: 

9 Sec. 47.05.060. Purpose and policy relating to children. The purpose of this 

10 title as it relates to children is to secure for each child the care and guidance, 

11 preferably in the child's own horne, as well as an education, that will serve the moral, 

12 emotional, mental, intellectual, and physical welfare of the child and the best interests 

13 of the community; to preserve and strengthen the child's family ties unless efforts to 

14 preserve and strengthen the ties are likely to result in physical or emotional damage to 

15 the child, removing the child from the custody of the parents only as a last resort when 

16 the child's welfare or safety or the protection of the public cannot be adequately 

17 safeguarded without removal; and, when the child is removed from the family, to 

18 secure for the child adequate custody, education, and care and adequate planning for 

19 permanent placement of the child. 

20 * Sec. 6. AS 47.05.065 is amended to read: 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

Sec. 47.05.065. Legislative findings related to children. The legislature finds 

that 

(1) parents have the following rights and responsibilities relating to the 

care and control oftheir child while the child is a minor: 

CSHB 126( ) 

(A) the responsibility to provide the child with food, clothing, 

shelter, education, and medical care; 

(B) the right and responsibility to protect, nurture, train, and 

discipline the child, including the right to direct the child's medical care and 

the right to exercise reasonable corporal discipline; 

(C) the right to determine where and with whom the child shall 

live; 

4-
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(D) the right and responsibility to make decisions of legal or 

financial significance concerning the child; 

(E) the right to obtain representation for the child In legal 

actions; and 

(F) the responsibility to provide special safeguards and care, 

6 including appropriate prenatal and postnatal protection for the child; 

7 (2) it is the policy of the state to strengthen families and to protect 

8 children from child abuse and neglect; the state recognizes that, in some cases, 

9 protection of a child may require rernoval of the child from the child's home; however, 

10 (A) except in those cases involving serious risk to a child's 

II health or safety, the Department of Health and Social Services should provide 

12 time-limited family support services to the child and the child's family in order 

13 to offer parents the opportunity to remedy parental conduct or conditions in the 

14 home that placed the child at risk of harm so that a child may return home 

15 safely and permanently; and 

16 (8) the state also recognizes that when a child is removed from 

17 the home, visitation between the child and the child's parents or guardian and 

18 family members reduces the trauma for the child and enhances the I ikel ihood 

19 that the child will be able to return home; therefore, whenever a child is 

20 removed from the parental home, the Department of Health and Social 

21 Services should encourage frequent, regular, and reasonable visi tation of the 

22 child with the child's parent or guardian and family members; 

23 (3) it is the policy of the state to recognize that, when a child is a ward 

24 of the state, the child is entitled to reasonable safety, adequate care, and adequate 

25 treatment and that the Department of Health and Social Services as legal custodian and 

26 the child's guardian ad litem as guardian of the child's best interests and their agents 

27 and assignees, each should make reasonable efforts to ensure that the child is provided 

28 with reasonable safety, adequate care, and adequate treatment for the durati.on of time 

29 that the child is a ward of the state; 

30 (4) it is in the best interests of a child wh.o has been rem.oved from the 

31 child's .own h.ome for the state t.o apply the f.oll.owing principles in res.olving the 
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situation: 

(A) the child should be placed in a safe, secure, and stable 

environment; 

(8) the child should not be moved unnecessarily; 

(e) a planning process should be followed to lead to permanent 

placement of the child; 

(D) every effort should be made to encourage psychological 

attachment between the adult caregiver and the child; 

(E) frequent, regular, and reasonable visitation with the parent 

or guardian and family members should be encouraged; [AND] 

(F) parents and guardians must actively participate in family 

support services so as to facilitate the child's being able to remain in the home; 

when children are removed from the home, the parents and guardians must 

actively participate in family support services to make return of their children 

to the home possible; l!lli! 
(Gl the child should continue to attend the child's school of 

origin as provided under AS 14.03.096; 

(5) numerous studies establish that 

(A) children undergo a critical attachment process before the 

time they reach six years of age; 

(8) a child who has not attached with an adult caregiver during 

this critical stage will suffer significant emotional damage that frequently leads 

to chronic psychological problems and antisocial behavior when the child 

reaches adolescence and adulthood; and 

(C) it is important to provide for an expedited placement 

26 procedure to ensure that all children, especially those under the age of six 

27 years, who have been removed from their homes are placed in permanent 

28 homes expeditiously. 

29 * Sec. 7. AS 47.07.020(b) is amended to read: 

30 (b) In addition to the persons specified in (a) of this section, the following 

31 optional groups of persons for whom the state may claim federal financial 

CSHB 126( ) ..6-
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participation are eligible for medical assistance: 

2 (I) persons eligible for but not receiving assistance under any plan of 

3 the state approved under 42 U.S.C. 138 I - 1383c (Title XVI, Social Security Act, 

4 Supplemental Security Income) or a federal program designated as the successor to the 

5 aid to families with dependent children program; 

6 (2) persons in· a general hospital, skilled nursing facility, or 

7 intermediate care facility, who, if they left the facility, would be eligible for assistance 

8 under one of the federal programs specified in (I) of this subsection; 

9 (3) persons under 2 J years of age who are under supervision of the 

10 department, for whom maintenance is being paid in whole or in part from public 

II funds, and who are in out-or-home care (FOSTER HOMES] or private child-care 

12 institutions; 

13 (4) aged, blind, or disabled persons, who, because they do not meet 

14 income and resources requirements, do not receive supplemental security income 

15 under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act), and who do not 

16 receive a mandatory state supplement, but who are eligible, or would be eligible if 

17 they were not in a skilled nursing facility or intermediate care facility to receive an 

18 optional state supplementary payment; 

19 (5) persons under 21 years of age who are in an institution designated 

20 as an intermediate care facility for the mentally retarded and who are financially 

21 eligible as determined by the standards of the federal program designated as the 

22 successor to the aid to families with dependent children program; 

23 (6) persons in a medical or intermediate care facility whose income 

24 while in the facility does not eltceed $1,656 a month but who would not be eligible for 

25 an optional state supplementary payment if they left the hospital or other facility; 

26 (7) persons under 21 years of age who arc receiving active treatment in 

27 a psychiatric hospital and who are financially eligible as determined by the standards 

28 of the federal program designated as the successor to the aid to families with 

29 dependent children program; 

30 (8) persons under 21 years of age and not covered under (a) of this 

31 section [,J who would be eligible for benefits under the federal program designated as 

-7- CSIlB J26( ) 
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the successor to the aid to families with dependent children program, except that they 

2 have the care and support of both their natural and adoptive parents; 

3 (9) pregnant women not covered under (a) of this section and who 

4 meet the income and resource requirements of the federal program designated as the 

5 successor to the aid to families with dependent children program; 

6 (10) persons under 21 years of age not covered under (a) of this section 

7 who the department has determined cannot be placed for adoption without medical 

8 assistance because of a special need for medical or rehabilitative care and who the 

9 department has determined are hard-to-place children eligible for subsidy under 

10 AS 25.23.190 - 25.23.210; 

II (II) persons who can be considered under 42 U.S.C. 1396a(e)(3) (Title 

12 XIX, Social Security Act, Medical Assistance) to be individuals with respect to whom 

J3 a supplemental security income is being paid under 42 U.S.C. 1381 - 1383c (Title 

14 XVI, Social Security Act) because they meet all of the following criteria: 

15 (A) they are 18 years of age or younger and qualifY as disabled 

16· individuals under 42 U.S.C. 1382c(a) (Title XVI, Social Security Act); 

17 (B) the department has determined that 

18 (i) they require a level of care provided in a hospital, 

19 nursing facility, or intermediate care facility for the mentally retarded; 

20 (ii) it is appropriate to provide their care outside of an 

21 institution; and 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

CSHB 126( ) 

(iii) the estimated amount that would be spent for 

medical assistance for their individual care outside an institution is not 

greater than the estimated amount that would otherwise be expended 

individually for medical assistance within an appropriate institution; 

(C) if they were in a medical institution, they would be eligible 

for medical assistance under other provisions ofthis chapter; and 

(D) home and community-based services under a waiver 

approved by the federal government are either not available to them under this 

chapter or would be inappropriate for them; 

( 12) disabled persons, as described 10 42 U.S.C. 

-8-
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I 396a(a)(IO)(A)(ii)(XII/), who are in families whose income, as determined under 

2 applicable federal regulations or guidelines, is less than 250 percent of the official 

3 poverty line applicable to a family of that size according to the United States 

4 Department of Health and Human Services, and who, but for earnings in excess of the 

5 limit established under 42 U.s.c. 1 396d(q)(2)(B). would be considered to be 

6 individuals with respect to whom a supplemental security income is being paid under 

7 42 U.S.C. 1381 - 1383c; a person eligible for assistance under this paragraph who is 

8 not eligible under another provision of this section shall pay a premium or other cost-

9 sharing charges according to a sliding fee scale that is based on income as established 

10 by the department in regulations; 

II (13) persons under 19 years of age who are not covered under (a) of 

12 this section and whose household income does not exceed 175 percent of the federal 

13 

14 

poverty line as defined by the United States Department of Health and Human 

Services and revised under 42 U.S.C. 9902(2); 
• 

15 (14) pregnant women who are not covered under (a) of this section and 

16 whose household income does not exceed 175 percent of the federal poverty line as 

17 defined by the United States Department of Health and Human Services and revised 

18 under 42 U.S.C. 9902(2); 

19 (15) persons who have been diagnosed with breast or cervical cancer 

20 and who are eligible for coverage under 42 U.S.C. I 396a(a)( 1 O)(A)(ii)(XVllI) .. 

21 (16) persons under 21 years of age who were in the custody of the 

22 department under AS 47.10 or AS 47.14 and who were placed in out-of-home 

23 care for a period of not less than six consecutive months on or after reacbing 16 

24 years of age. 

25 * Sec. 8. AS 47.07.020 is amended by adding a new subsection to read: 

26 (0) In this section, "out-of-home care" has the meaning given in AS 47.14.400. 

27 * Sec. 9. AS 47.1O.080(c) is amended to read: 

28 (c) If the court finds that the child is a child in ne~'ll of aid. the court shall 

29 (I) order the child committed to the department for placement in an 

30 appropriate setting for a period of time not to exceed two years or in any event not to 

3 I extend past the date the child becomes 19 years of age. except that the department or 
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the child's guardian ad litem may petition for and the court may grant in a hearing 

2 (A) one-year extensions of commitment that do not extend 

3 beyond the child's 19th birthday if the extension is in the best interests of the 

4 child; and 

5 (8) one-year extensions of commitment that do not extend 

6 beyond the child's 21st birthday [AN ADDITIONAL ONE-YEAR PERIOD 

7 OF STATE CUSTODY PAST 19 YEARS OF AGE] if the continued state 

8 custody is in the best interests of the person and the person consents to it; 

9 (2) order the child released to a parent, adult family member, or 

10 guardian of the child or to another suitable person, and, in appropriate cases, order the 

II parent, adult family member, guardian, or other person to provide medical or other 

12 care and treatment; if the court releases the child, it shall direct the department to 

J3 supervise the care and treatment given to the child, but the court may dispense with 

14 the department's supervision if the court finds that the adult to whom the child is 

15 released will adequately care for the child without supervision; the department's 

16 supervision may not exceed two years or in any event extend past the date the child 

17 reaches 19 years of age, except that the department or the child's guardian ad litem 

18 may petition for and the court may grant in a hearing 

19 (A) one-year extensions of supervision that do not extend 

20 beyond the child's 19th birthday if the extensions are in the best interests of the 

21 child; and 

22 (8) an additional one-year period of supervision past 19 years 

23 of age if the continued supervision is in the best interests of the person and the 

24 person consents to it; or 

25 (3) order, under the grounds specified in (0) of this section or 

26 AS 47.10.088, the termination of parental rights and responsibilities of one or both 

27 parents and Commit the' child to the custody of the department, and the department 

28 shall report quarterly to the court on efforts being made to find a permanent placement 

29 for the child. 

30 .. Sec. 10. AS 47.10.080 is amended by adding new subsections to read: 

31 (v) A social worker employed by or under contract with the department shall, 
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not less than monthly, conduct visits with a child committed to, the custody of the 

2 department under (c) of this section, The visits must be of sufficient substance and 

3 duration to address issues pertinent to case planning and service delivery to ensure the 

4 child's safety, permanency, and well-being. The majority of the visits conducted under 

5 this subsection must be at the location of the child's current placement. Nothing in this 

6 paragraph creates a private right of action against the department's employees or 

7 contractors. In this subsection, "visit" means face-to-face contact between social 

8 worker and child. 

9 (w) The department shall 

10 (I) notit)! the governing body of a school district and the principal of 

11 the school in which a student who is in the custody of the department is enrolled of a 

12 change in the placement of the student if the placement is outside of the attendance 

13 boundaries of the school; and 

14 (2) assist the district In complying with the requirements of 

15 AS 14.03.096. 

16 * Sec. 11. AS 47.10.990(3) is amended to read: 

17 (3) "child" means a person who is 

18 (Al under 18 years of agei 

19 !ID [AND A PERSON] 19 years of age if that person was 

20 under 18 years of age at the time that a proceeding under this chapter was 

21 commenced; and 

22 (C) under 21 years of age if that person is living In out-of-

23 home care; 

24 * Sec. 12. AS 47.10.990 is amended by adding a new paragraph to read: 

25 (33) "out-of-home care" has the meaning given in AS 47.14.400. 

26 * Sec. 13. AS 47. I 8.300(a) is amended to read: 

27 

28 

(a) The department. in coordination with local public and private agencies, 

shall design, develop, and implement an oUI-of-home care r A FOSTER CARE] 

29 transition program to provide support and services to individuals who 

30 (I) reach or have reached the age of 16 or older while in state custody 

31 and placed in oUI-of-home [FOSTER] care and have not yet reached 23 years of age; 
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and 

2 (2) meet other eligibility criteria established by the department under 

3 (b) of this section. 

4 * Sec. 14. AS 47.18.310 is amended to read: 

5 Sec. 47.18.310. Program design. The department, in coordination with local 

6 public and private agencies, shall design the program as a continuation of the training 

7 efforts related to independent living skills that were initiated for a cbild in state 

8 custody wbo was placed in out-of-bome care and [WHEN THE STATE FOSTER 

9 CARE RECIPIENTS WERE) identified as being likely to remain in out-of-home 

IO [STATE FOSTER) care until reaching not less tban the age of 18. The program 

11 design must require that program participants are directly involved in identifying the 

12 program activities that will prepare them for independent living. 

I3 * Sec. 15. AS 47. 18.320(a) is amended to read: 

14 (a) Subject to the availability of an appropriation made for the purposes of 

15 AS 47.18.300 - 47.18.390, the program may provide 

16 (I) education and vocational training; 

17 (2) assistance in obtaining basic education and training; 

18 (3) career and employment services; 

19 (4) training in basic life skills; 

20 (5) housing and utility ~ssistance; 

21 (6) mentoring and counseling; and 

22 (7) other appropriate services to complement the efforts of former state 

23 foster care recipients or a child who was in state custody and placed in out-of-

24 home care to achieve self-sufficiency. 

25 * Sec. 16. AS 47.18 is amended by adding a new section to read: 

26 Sec. 47.18.335. Monetary living expense stipend. The department shall 

27 provide to an individual eligible for services under the program who has left out-of· 

28 home care a monthly stipend in an amount that is necessary to meet an individual's 

29 living expenses as determined by the department and that is not more than the daily 

30 rate provided to a licensed foster parent. The stipend shall continue for a period of not 

31 more than one year and shall end before the individual is 23 years of age. The 
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department may adopt regulations to implement this section. 

2 * Sec. 17. AS 47.18.390(1) is amended to read: 

3 (I) "program" means the out-of-home [FOSTER] care transition 

4 program authorized under AS 47.18.300 - 47.18.390; 

5 * Sec. 18. AS 47. I 8.390(3) is repealed and reenacted to read: 

6 (3) "out-of-home care" has the meaning given in AS 47.14.400. 
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CS FOR HOUSE BILL NO. 126(HSS) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY -SIXTH LEGISLATURE - FIRST SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

Offered: 
Referred: 

WORK DRAFT 

26-LS0309\T 
Mischel 
4/15/09 

Sponsor(s): REPRESENTATIVES GARA, Crawford, Kerttula, Gardner, Harris, Foster, Edgmon, MUDoz, 
Lynn 

A BILL 

FOR AN ACT ENTITLED 

1 "An Act relating to continuing the secondary public education of a homeless student; 

2 relating to the purpose of certain laws as they relate to children; relating to tuition 

3 waivers, loans, and medical assistance for a child placed in out-of-home care by the 

4 state; relating to foster care; relating to children in need of aid; and relating to out-of-

5 home care transition to independent living." 

6 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

7 * Section 1. AS 14.03 is amended by adding a new section to read: 

8 Sec. 14.03.096. Continuing the public education of a homeless student. (a) 

9 Except as provided in (b) and (d) of this section, the governing body of a school 

10 district shall, to the extent feasible and consistent with the student's best interest, 

11 provide transportation services and coordinate with the Department of Health and 

12 Social Services the continuation of the public education of a homeless student in the 

13 student's school of origin for the remainder of the current school year . 
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I (b) The requirements in (a) of this section do not apply if the student moves to 

2 a school district other than the school district in which the student's school of origin is 

3 located. 

4 ( c) If a homeless student is transferred to a school other than the student's 

5 school of origin, the school of origin shall provide a copy of the student's records to 

6 the student's new school within seven school days after notification of the transfer. 

7 The student's new school shall allow the student to attend school while awaiting the 

8 transfer of records under this subsection. 

9 (d) A school district is required to comply with this section only 

10 (1) if the legislature appropriates funds for the purpose; and 

II (2) to the extent possible using funds appropriated for the purpose. 

12 (e) A school district shall promote a homeless student's best interest by 

13 (1). except when requested by the student or the student's legal 

14 guardian, maintaining the enrollment of the homeless student in the student's school of 

15 origin; 

16 (2) providing a written explanation that includes an appeal procedure 

17 for a decision that removes a homeless student from the student's school of origin; and 

18 (3) considering the views of the homeless student and the student's 

19 legal guardian. 

20 (f) A school district shall designate a liaison between the school district and 

21 the homeless student and the student's legal guardian to coordinate compliance with 

22 this section. 

23 (g) Nothing in this section is intended to supersede the applicable 

24 requirements of 42 U.S.C. 11431 - 11435 (McKinney-Vento Homeless Education 

25 Assistance Improvement Act of 2001) or to require the hiring of additional personnel 

26 or more than one liaison in each school district. 

27 (h) In this section, 

28 (1) "homeless student" means a person under 19 years of age who is in 

29 a state of homelessness for lack of a fixed, regular, and adequate nighttime residence 

30 that is intended to serve as a permanent home; "homelessness" includes 

31 (A) placement in an emergency shelter; 
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1 

2 

3 

(8) placement in out-of-home care as defined under 

AS 47.14.400; 

(C) placement in transient housing; and 

4 (D) the period in which a student is awaiting placement in out-

S of-home care as defined under AS 47.14.400; 

6 (2) "school of origin" means the school in which the student was last 

7 enrolled. 

8 * Sec. 2. AS 14.43 is amended by adding a new section to read: 

9 Article 3A. Free Tuition for a Person Who Was in Out-of-Home Care. 

10 Sec. 14.43.086. Free tuition and fees for a person who was in out-of-home 

11 care. (a) A person who enrolls as a student in good standing in a state-supported 

12 educational institution in the state is entitled to a waiver of tuition, fees, and room and 

13 board expenses if the person provides adequate proof that the person 

14 (1) was in the custody ofthe state under AS 47.10 or AS 47.14; 

15 (2) was placed in out-of-home care for a period of not less than six 

16 consecutive months on or after the person became 16 years of age; 

17 (3) has applied for educational grants or scholarships that the person is 

18 otherwise eligible for as recommended by the educational institution; 

19 (4) has applied for an available subsidized federal education loan; and 

20 (5) is under 29 years of age. 

21 (b) The amount of the waiver to which a person is entitled under this section is 

22 the amount ofunmet need for tuition, room, and board expenses, as determined by the 

23 institution, after deducting funding for the school year from education loans, grants, or 

24 scholarships received by a person eligible for a waiver. 

25 (c) The proceeds of an education loan, grant, or scholarship received by a 

26 person eligible for a waiver under this section must be paid to the educational 

27 institution to offset the person's tuition, fees, and room and board expenses. 

28 (d) A state-supported educational institution in the state is required to provide 

29a waiver under (a) of this section only if the legislature appropriates funds for the 

30 purpose of offsetting waivers under this section. If an appropriation is not sufficient to 

31 fully offset waivers for each person entitled to a waiver under (a) of this section, the 
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institution may offer full or partial waivers to eligible applicants as funding permits 

2 and at the discretion of the institution. 

3 * Sec. 3. AS 14.43.160 is amended by adding a new paragraph to read: 

4 (7) "out-of-home care" has the meaning given in AS 47.14.400. 

5 * Sec. 4. AS 36.30.850(b)( 42) is amended to read: 

6 (42) grants and contracts with qualified entities for services under 

7 AS 47.18.330 for the out-or-home [FOSTER] care transition program; 

8 * Sec. 5. AS 47.05.060 is amended to read: 

9 Sec. 47.05.060. Purpose and policy relating to children. The purpose of this 

10 title as it relates to children is to secure for each child the care and guidance, 

II preferably in the child's own home, as well as an education, that will serve the> moral, 

12 emotional, mental, intellectual, and physical welfare of the child and the best interests 

13 of the community; to preserve and strengthen the child's family ties unless efforts to 

14 preserve and strengthen the ties are likely to result in physical or emotional damage to 

IS the child, removing the child from the custody of the parents only as a last resort when 

16 the child's welfare or safety or the protection of the public cannot be adequately 

17 > safeguarded without removal; and, when the child is removed from the family, to 

18 secure for the child adequate custody, education, and care and adequate planning for 

19 permanent placement of the child. 

20 * Sec. 6. AS 47.05.065 is amended to read: 

21 Sec. 47.05.065. Legislative fmdings related to children. The legislature finds 

22 that 

23 (I) parents have the following rights and responsibilities relating to the 

24 care and control of their child while the child is a minor: 

25 (A) the responsibility to provide the child with food, clothing, 

26 shelter, education, and medical care; 

27 (8) the right and responsibility to protect, nurture, train, and 

28 discipline the child, including the right to direct the child's medical care and 

29 the right to exercise reasonable corporal discipline; 

30 (C) the right to determine where and with whom the child shall 

31 live; 
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(D) the right and responsibility to make decisions of legal or 

financial significance concerning the child; 

(E) the right to obtain representation for the child in legal 

actions; and 

(F) the responsibility to provide special safeguards and care, 

6 including appropriate prenatal and postnatal protection for the child; 

7 (2) it is the policy of the state to strengthen families and to protect 

8 children from child abuse and neglect; the state recognizes that, in some cases, 

9 protection of a child may require removal of the child from the child's home; however, 

10 (A) except in those cases involving serious risk to a child's 

11 health or safety, the Department of Health and Social Services should provide 

12 time-limited family support services to the child and the child's family in order 

13 to offer parents the opportunity to remedy parental conduct or conditions in the 

14 home that placed the child at risk of harm so that a child may return home 

15 safely and permanently; and 

16 (8) the state also recognizes that when a child is removed from 

17 the home, visitation between the child and the child's parents or guardian and 

18 family members reduces the trauma for the child and enhances the likelihood 

19 that the child will be able to return home; therefore, whenever a child is 

20 removed from the parental home, the Department of Health and Social 

21 Services should encourage frequent, regular, and reasonable visitation of the 

22 child with the child's parent or guardian and family members; 

23 (3) it is the policy of the state to recognize that, when a child is a ward 

24 of the state, the child is entitled to reasonable safety, adequate care, and adequate 

25 treatment and that the Department of Health and Social Services as legal custodian and 

26 the child's guardian ad litem as guardian of the child's best interests and their agents 

27 and assignees, each should make reasonable efforts to ensure that the child is provided 

28 with reasonable safety, adequate care, and adequate treatment for the duration of time 

29 that the child is a ward of the state; 

30 (4) it is in the best interests of a child who has been removed from the 

31 child's own home for the state to apply the following principles in resolving the 
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1 situation: 

2 (A) the child should be placed in a safe, secure, and stable 

3 environment; 

4 (8) the child should not be moved unnecessarily; 

5 (C) a planning process should be followed to lead to permanent 

6 placement of the child; 

7 (D) every effort should be made to encourage psychological 

8 attachment between the adult caregiver and the child; 

9 (E) frequent, regular, and reasonable visitation with the parent 

10 or guardian and family members should be encouraged; [AND] 

11 (F) parents and guardians must actively participate in family 

12 support services so as to facilitate the child's being able to remain in the home; 

13 when children are removed from the home, the parents and guardians must 

14 actively participate in family support services to make return of their children 

15 to the home possible; and 

16 . (G) the child should continue to attend the child's school of 

17 origin as provided under AS 14.03.096; 

18 (5) numerous studies establish that 

19 (A) children undergo a critical attachment process before the 

20 time they reach six years of age; 

21 (8) a child who has not attached with an adult caregiver during 

22 this critical stage will suffer significant emotional damage that frequently leads 

23 to chronic psychological problems and antisocial behavior when the child 

24 reaches adolescence and adulthood; and 

25 (C) it is important to provide for an expedited placement 

26 procedure to ensure that all children, especially those under the age of six 

27 years, who have been removed from their homes are placed in permanent 

28 homes expeditiously. 

29 * Sec. 7. AS 47.07.020(b) is amended to read: 

30 (b) In addition to the persons specified in (a) of this section, the following 

31 optional groups of persons for whom the state may claim federal financial 
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I participation are eligible for medical assistance: 

2 (I) persons eligible for but not receiving assistance under any plan of 

3 the state approved under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act, 

4 Supplemental Security Income) or a federal program designated as the successor to the 

5 aid to families with dependent children program; 

6 (2) persons in a general hospital, skilled nursing facility, or 

7 intermediate care facility, who, if they left the facility, would be eligible for assistance 

8 under one of the federal programs specified in (I) of this subsection; 

9 (3) persons under 21 years of age who are under supervision of the 

10 department, for whom maintenance is being paid in whole or in part from public 

II funds, and who are in out-of-home care [FOSTER HOMES] or private child-care 

12 institutions; 

13 (4) aged, blind, or disabled persons, who, because they do not meet 

14 income and resources requirements, do not receive supplemental security income 

15 under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act), and who do not 

16 receive a mandatory state supplement, but who are eligible, or would be eligible if 

17 they were not in a skilled nursing facility or intermediate care facility to receive an 

18 optional state supplementary payment; 

19 (5) persons under 21 years of age who are in an institution designated 

20 as an intermediate care facility for the mentally retarded and who are financially 

21 eligible as determined by the standards of the federal program designated as the 

22 successor to the aid to families with dependent children program; 

23 (6) persons in a medical or intermediate care facility whose income 

24 while in the facility does not exceed $1,656 a month but who would not be eligible for 

25 an optional state supplementary payment if they left the hospital or other facility; 

26 (7) persons under 21 years of age who are receiving active treatment in 

27 a psychiatric hospital and who are financially eligible as determined by the standards 

28 of the federal program designated as the successor to the aid to families with 

29 dependent children program; 

30 (8) persons under 21 years of age and not covered under (a) of this 

31 section [,] who would be eligible for benefits under the federal program designated as 
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I the successor to the aid to families with dependent children program, except that they 

2 have the care and support of both their natural and adoptive parents; 

3 (9) pregnant women not covered under (a) of this section and who 

4 meet the income and resource requirements of the federal program designated as the 

5 successor to the aid to families with dependent children program; 

6 (10) persons under 21 years of age not covered under (a) of this section 

7 who the department has determined cannot be placed for adoption without medical 

8 assistance because of a special need for medical or rehabilitative care and who the 

9 department has determined are hard-to-place children eligible for subsidy under 

10 AS 25.23.190 - 25.23.210; 

11 (11) persons who can be considered under 42 U.S.C. 1396a(e)(3) (Title 

12 XIX, Social Security Act, Medical Assistance) to be individuals with respect to whom 

13 a supplemental security income is being paid under 42 U.S.C. 1381 - 1383c (Title 

14 XVI, Social Security Act) because they meet all of the following criteria: 

15 (A) they are 18 years of age or younger and qualifY as disabled 

16 individuals under 42 U.S.C. 1382c(a) (Title XVI, Social Security Act); 

17 (B) the department has determined that 

18 (i) they require a level of care provided in a hospital, 

19 nursing facility, or intermediate care facility for the mentally retarded; 

20 (ii) it is appropriate to provide their care outside of an 

21 institution; and 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

(iii) the estimated amount that would be spent for 

medical assistance for their individual care outside an institution is not 

greater than the estimated amount that would otherwise be expended 

individually for medical assistance within an appropriate institution; 

(C) if they were in a medical institution, they would be eligible 

for medical assistance under other provisions of this chapter; and 

(D) home and community-based services under a waiver 

approved by the federal government are either not available to them under this 

chapter or would be inappropriate for them; 

(12) disabled persons, as described in 42 U.S.C. 
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I 1396a(a)(l0)(A)(ii)(XIII), who are in families whose income, as detennined under 

2 applicable federal regulations or guidelines, is less than 250 percent of the official 

3 poverty line applicable to a family of that size according to the United States 

4 Department of Health and Human Services, and who, but for earnings in excess of the 

5 limit established under 42 U.S.C. 1396d(q)(2)(B), would be considered to be 

6 individuals with respect to whom a supplemental security income is being paid under 

7 42 U.S.C. 1381 - 1383c; a person eligible for assistance under this paragraph who is 

8 not eligible under another provision of this section shall pay a premium or other cost-

9 sharing charges according to a sliding fee scale that is based on income as established 

10 by the department in regulations; 

11 (13) persons under 19 years of age who are not covered under (a) of 

12 this section and 'whose household income does not exceed 175 percent ofthe.federal 

13 poverty line as defined by the United States Department of Health and Human 

14 Services and revised under 42 U,S.C. 9902(2); 

15 (14) pregnant women who are not covered under (a) of this section and 

16 whose household income does not exceed 175 percent of the federal poverty line as 

17 defined by the United States Department of Health and Human Services and revised 

18 under 42 U.S.C. 9902(2); 

19 (15) persons who have been diagnosed with breast or cervical cancer 

20 and who are eligible for coverage under 42 U.S.C. 1396a(a)(10)(A)(ii)(XVIIIh 

21 (16) persons under 21 years of age who were in the custody ofthe 

22 department under AS 47.10 or AS 47.14 and who were placed in out-or-home 

23 care for a period of not less than six consecutive months on or after reaching 16 

24 years of age. 

25 * Sec. 8. AS 47.07.020 is amended by adding a new subsection to read: 

26 (0) In this section, "out-of-home care" has the meaning given in AS 47.14.400. 

27 * Sec. 9. AS 47.1O.080(c) is amended to read: 

28 (c) If the court finds that the child is a child in need of aid, the court shall 

29 (I) order the child committed to the department for placement in an 

30 appropriate setting for a period of time not to exceed two years or in any event not to 

31 extend past the date the child becomes 19 years of age, except that the department or 
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I the child's guardian ad litem may petition for and the court may grant in a hearing 

2 (A) one-year extensions of commitment that do not extend 

3 beyond the child's 19th birthday if the extension is in the best interests of the 

4 child; and 

5 (B) one-year extensions of commitment that do not extend 

6 beyond the child's 21st birthday [AN ADDITIONAL ONE-YEAR PERIOD 

7 OF STATE CUSTODY PAST 19 YEARS OF AGE] if the continued state 

8 custody is in the best interests of the person and the person consents to it; 

9 (2) order the child released to a parent, adult family member, or 

10 guardian of the child or to another suitable person, and, in appropriate cases, order the 

II parent, adult family member, guardian, or other person to provide medical or other 

12 care and treatment; if the court releases the child, it shall direct the department to 

13 supervise the care and treatment given to the child, but the court may dispense with 

14 the department's supervision if the court finds that the adult to whom the child is 

15 released will adequately care for the child without supervision; the department's 

16 supervision may not exceed two years or in any event extend past the date the child 

17 reaches 19 years of age, except that the department or the child's guardian ad litem 

18 may petition for and the court may grant in a hearing 

19 (A) one-year extensions of supervision that do not extend 

20 beyond the child's 19th birthday if the extensions are in the best interests of the 

21 child; and 

22 (B) an additional one-year period of supervision past 19 years 

23 of age if the continued supervision is in the best interests of the person and the 

24 person consents to it; or 

25 (3) order, under the grounds specified in (0) of this section or 

26 AS 47.10.088, the termination of parental rights and responsibilities of one or both 

27 parents and commit the child to the custody of the department, and the department 

28 shall report quarterly to the court on efforts being made to find a permanent placement 

29 for the child. 

30 * Sec. 10. AS 47.10.080 is amended by adding new subsections to read: 

31 (v) A social worker employed by or under contract with the department shall, 

CSHB 126(HSS) -10-
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I not less than monthly, conduct visits with a child committed to the custody of the 

2 department under (c) of this section. The visits must be of sufficient substance and 

3 duration to address issues pertinent to case planning and service delivery to ensure the 

4 child's safety, permanency, and well-being. The majority of the visits conducted under 

5 this subsection must be at the location of the child's current placement. In this 

6 subsection, "visit" means face-to-face contact between social worker and child. 

7 (w) The department shall 

S (I) notify the governing body of a school district and the principal of 

9 the school in which a student who is in the custody of the department is enrolled of a 

10 change in the placement of the student if the placement is outside of the attendance 

II boundaries of the school; and 

12 (2) assist the district in complying with the requirements of 

13 AS 14.03.096. 

14 * Sec. 11. AS 47.10.990(3) is amended to read: 

15 (3) "child" means a person who is 

16' ~ under IS yearsofagei 

17 !ID [AND A PERSON] 19 years of age if that person was 

IS under IS years of age at the time that a proceeding under this chapter was 

19 commenced; and 

20 (C) under 21 years of age if that person is living in out-of-

21 home care; 

22 * Sec. 12. AS 47.10.990 is amended by adding a new paragraph to read: 

23 (33) "out-of-home care" has the meaning given in AS 47.14.400. 

24 * Sec. 13. AS 47. I S.300(a) is amended to read: 

25 (a) The department, in coordination with local public and private agencies, 

26 shall design, develop, and implement an out-of-home care [A FOSTER CARE] 

27 transition program to provide support and services to individuals who 

2S (1) reach or have reached the age of 16 or older while in state custody 

29 and placed in out-of-home [FOSTER] care and have not yet reached 23 years of age; 

30 and 

31 (2) meet other eligibility criteria established by the department under 

-11- CSHB 126(OSS) 
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1 (b) of this section. 

2 * Sec. 14. AS 47.18.310 is amended to read: 

3 Sec. 47.18.310. Program design. The department, in coordination with local 

4 public and private agencies, shall design the program as a continuation of the training 

5 efforts related to independent living skills that were initiated for a child in state 

6 custody who was placed in out-of-home care and [WHEN THE STATE FOSTER 

7 CARE RECIPIENTS WERE] identified as being likely to remain in out-of-home 

8 [STATE FOSTER] care until reaching not less than the age of 18. The program 

9 design must require that program participants are directly involved in identifYing the 

10 program activities that will prepare them for independent living. 

11 * Sec. 15. AS 47.18.320(a) is amended to read: 

12 (a) Subject to the availability of an appropriation made for the purposes of 

13 AS 47.18.300 - 47.18.390, the program may provide 

14 (J) education and vocational training; 

15 (2) assistance in obtaining basic education and training; 

16 (3) career and employment services; 

17 (4) training in basic life skills; 

18 (5) housing and utility assistance; 

19 (6) mentoring and counseling; and 

20 (7) other appropriate services to complement the efforts offormer state 

2 I foster care recipients or a child who was in state custody and placed in out-of-

22 home care to achieve self-sufficiency. 

23 * Sec. 16. AS 47.18 is amended by adding a new section to read: 

24 Sec. 47.18.335. Monetary living expense stipend. (a) The department shall 

25 provide a monthly monetary living expense stipend for a period not to exceed nine 

26 months in an amount described in (b) ofthis section to an individual who 

27 (J) has left out-of-home care at age 18 or older; 

28 (2) is participating in services in the program; and 

29 (3) has monthly contact with a social worker involved in the program. 

30 (b) A stipend provided under this section shall be in an amount necessary to 

31 meet an eligible individual's living expense as determined by the department. The 

CSHB 126(HSS) -12-
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1 amount may not exceed 

2 (1) for the first six months of eligibility, the daily rate provided to a 

3 licensed foster parent; or 

4 (2) for a period not to exceed three additional months during the period 

5 that follows the first six months of eligibility, half of the daily rate provided to a 

6 licensed foster parent. 

7 (c) The department shall pay the stipend provided under this section until the 

8 later ofthe date that the individual 

9 (1) reaches 21 years of age; or 

10 (2) has left out-of-home care for six months. 

11 (d) The department may adopt regulations to implement this section. 

12 * Sec. 17. AS 47.18.390(1) is amended to read: 

13 (I) "program" means the out-of-home [FOSTER] care transition 

14 program authorized under AS 47.18.300 - 47.18.390; 

15 * Sec. IS. AS 47.18.390(3) is repealed and reenacted to read: 

16 (3) "out-of-home care" has the meaning given in AS 47.14.400. 

17 * Sec. 19. AS 47.32.160 is amended by adding a new subsection to read: 

18 (c) A nonprofit organization that, and a person acting on behalf of the 

19 organization who, engages in recruitment activities for foster homes that become 

20 licensed under this chapter may not be held liable for the consequences of the 

21 recruitment. 

-13- CSHB 126(HSS) 
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ALASKA STATE LEGISLATURE 

REPRESENTATIVE LES GARA 

April 5, 2010 

Dear Health and Social Services Committee members: 

During a committee hearing on April 1, 2010 a committee member asked how the cost of foster 
care compared to other costs to society. In response to that question, I have prepared the 
attached comparison. 

The figures are from the 2005 Alaska Foster Care Alumni Study prepared by the University of 
Alaska Anchorage, School of Social Work and the 2009 Cost of Crime Research Summary 
prepared by the Institute of Social and Economic Research. Both reports are attached. 

Please let me know if you have any questions or would like any additional information. 

Thank you, 

~~ 
Rose Foley 
Aide to Representative Les Gara 
465-2647 

January-May: State Capitol. Juneau, AK 99801-1182. (907) 465-2647. Fax (907) 465-3518 
June-December: 716 W. 4th Avenue. Anchorage, AK 99501. (907) 269-0106. Fax (907) 269-0109 

Representative _ Les _ Gara@legis.state.ak.us 
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Incarceration 

Cost of Extending Foster Care to age 21: 

Cost per youth per year: 

Percentage of foster youth incarcerated after leaving care: 

Average number of incarcerations: 

Average longest incarceration: 

Cost of incarceration per year: 

Cost of incarceration per day: 

Average cost of foster youth incarceration: 

$508,000 for 40 youth 

$12,700 

29% 

2.1 

53.5 days 

$44,000 

$120 

$12,840 

Incarceration costs approximately $140 per year more than foster care. 

Public Assistance 

Percentage of former foster youth receiving public assistance: 

Percentage of former foster youth living with 
someone who receives public assistance: 

73.3% 

78.4% 
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THE COST OF CRIME: COULD THE STATE REDUCE FUTURE CRIME AND SAVE MONEY BY EXPANDING EDUCATION AND TREATMENT PROGRAMS? 
By Stephanie Martin and Steve Colt ------;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;;-

Alaska's prison population is among the fastest -growing in 
the U,S., with five times more inmates in 2007 than in 1981. 
Spending for the state justice system has nearly doubled since 
1981-but the crime rate has dropped only about 30%. 

Figure 1. Percentage Changes in Alaska Crime Rate, Spending 
for Justice System, and Number of Inmates, 1981-2007 

Igure. 0 ets out 0 al or lISon In as a. 
(Total R.I.ases, 2002-2007: 82,339) 

Here's the dilemma for the state, given the pattern shown in 
Figure 1: what can it do to hold down the number of inmates 
and stem the rising costs-while at the same time keeping 
the public safe and using tax dollars effectively? 

Senator Hollis French asked ISER to project growth in the 
number of Alaska inmates and the associated costs-and then 
evaluate whether the state could reduce that growth by expand­
ing intervention and prevention programs for people already in 
prison or at risk of ending up there. Alaska currently spends 
about $17 million a year for such programs, but they aren't 
available to many of those who might benefit from them. 

There are a wide range of such programs. But it is programs 
for adults who are already in prison or jail that have the most po­
tential to save money and reduce crime in the next 20 years. That's 
because they can reach the most people. 

We know that without any intervention, about two-thirds of 
those who serve their sentences and are released commit new 
crimes. Stopping at least some of them from committing more 
crimes would not only help improve public safety but also reduce 
growth in both the number of inmates and in spending. 

soO% 

400% 

300% 

200% 

100% 

Inflation-adjusted state operations 
spending for justice systemb is up 192% 

r#' Come rates' are down about 30% 
0% .... 

-30% 
1981 83 85 87 89 91 93 95 97 2000 02 04 06 07 

ilnmat~s in prisons, jails. and halfwavhouses 
'tIspending for Departments cfCorrection5, Public Safety, and law; (ourt System; Oivi~on of Juvenile Justice; Public 
Defender Agency; and Offict'ofPublk Advocacy. Do~ nol include capital s~ndlng or payment on debt. 
(Rail'S per 100,000 for murder, rape, robbery, aggravated assaul~ burglary, larceny, and motolVl.'hide theft. 
Sources: US. Department of Ju~!ce; state budget documents; Alasl:a Department of Corrections 

Also, most of those released committed misdemeanors (Figure 
2). Those who commit the most serious crimes serve long sentences 
and make up a small share of those released in any given year. 

To analyze which programs have the most potential to reduce 
crime and save the state money, we worked with the Alaska Crimi­
nal Justice Working Group and the Washington State Institute of 
Public Policy. That institute did a similar analysis for Washington 
state and provided us with data it collected from program evalua­
tions nationwide (see back page). What did our study show? 

ow 
Murder, rape, Iddnapping 1 %-~~ 

Source: Alaska Department of Corre<tions 

of cocaine, meth; burglary 

_' "0", OUI/theft/use of 
marijuana/child abuse 

• With no change in policies, the number of Alaska inmates is likely to 
double by 2030, from 5,300 to 10,500, •. 

• If the state spent an additional $4 million a year ta:expand 
programs it already has, the prison population in 2030 might be 
10% smaller than projected-about 1,050 fewer inmates. 

• The state would spend about $ 124 million for expanded programs 
through 2030 but would avoid $445 million in costs-a savings of 
$321 million. It would save money by incarcerating fewer people 
and by delaying prison construction costs. (Figures 3 and 8). 

• Education and substance-abuse treatment programs-in prison, 
after prison, and instead of prison-save the state two to five times 
what they cost and reach the most people. Programs for teenag­
ers are also very effective at reducing crime and saving money, but 
they reach fewer people. 

Figure 3. Potential Effects, Costs of, and Savings from Expanded Prevention or Intervention Programs 
Immediate (osts 

• $17 million: (urrent annual state spending on programs 
$4 million: Additional spending every year 

I~ ______ t~_:~~~n_~programs 

--- Long-Term Effects on Prison Population Long-Term Savings (2009-2030) ---

li[i~U'lilililiI 
By 2030, expanded programs (ould keep 1 in 10 
people out of prison who would otherwise be there 

(ostofexpanded programs* "'A!®!!"'" - Savings: $321 million--, 

Avoided inmate (osts and delayed 
prison construction costs* 

$445 million 

s .Assumes 2% annual inflation through 2030 
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vJNHY CONSIDER EXPANDING PROGRAMS? ~-~-----
N In 1980, 2 in 1,000 Alaskans were behind bars; today that 

share is approaching 10 in 1,000. The sharp increase started in 
the 1980s, when the state government began collecting large oil 
revenues. The state used some of that money to expand police j 

agencies, courts, and other parts of the criminal justice system 
statewide. Also in the 1980s, it made sentencing for the most 
serious felonies more uniform and stiffened sentences. 

The crime rate in Alaska has declined since the 1980s. But the 
number of Alaskans in prisons, jails, and halfway houses has in­
creased much faster, as have costs for the state justice system. 
Alaska's prisons are full, and the 1,500-bed prison scheduled to 
open in 2012 is projected to be full soon after it opens. 

Locking people up is expensive, whether their crimes are major 
or less serious. Alaska spends on average $44,000 a year per inmate 
in prisons, jails, and halfway houses. Adjusted for inflation, that's 
actually less than in the 1980s-but it's still a lot (Figure 4). 

Studies in other states have shown that some intervention and 
prevention programs can help cut both costs and crime, either by 
keeping people who have served their sentences from committing 
new crimes after they're released, or preventing some people from 
going to prison in the first place. 

WHAT PROGRAMS DID WE ANALVZE? ~~--~~~-
The Alaska Criminal Justice Working Group gave us a list of 

programs to analyze. We looked for programs with the biggest 
potential payoff for the state-those that could reduce growth 
in both numbers of inmates and in spending for corrections, at a 
reasonable cost for the state. 

Alaska already has a number of programs in place, and we found 
that expanding some ofthose would be most cost-effective. Table 
1 lists the programs in our final analysis. As a guideline for what 
was a "reasonable" expansion, we used 10% to 20% ofthe eligible 
people not already served-except for very small programs that 
can't easily be expanded that much. 

These programs would serve inmates, at-risk juveniles, and 
young children. They are all intended to reduce future crime in 
some way. Programs that treat substance-abuse or mental heath 
disorders have been shown to reduce recidivism-and as Figure 
5 shows, almost all current inmates have those disorders. 

2 

Adjusted for Inflation ($2007) 

$44,000 

'~1)'-' Not adjusted for Inflation 
$20 -~-, --,---,. -~.- ,---r-,-,--,--," '--T-'--" '-,~.' ,--, '-,- ,-' ,-,--, -..,.--,._, 
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Figure S. How Many Alaska Inmates Have Substance 
Abuse or Mental Health Disorders? 

No substance abuse or mental health disorders: 4% 

':-.Mental health disorders 

Bo 
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halfwayhoum. Sources: Alaska Department of Corre<tions; Alaska Mental Health Trust 

,-----------------_. __ ._ .. 
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Table 1. Current Size and Potential Expansion of Intervention and Prevention Programs' 
I 

Programs Currently serve Reasonable expansion 
~~~M';i~~\~,>\ft-::r;.>:.i_·,~~ .. ,::;· ~.- . 

Education More than 1,000 500 
(adult basic; vocational) 
5ubstance-Abuse 
(residential; intensive outpatient) 
Sex-offender treatmentb 

Close to 500 

o 

500 

50 

iTt#iilt~Ij:!iiiki'P.i#9Ii~~~i:~!~~h.&;~;c6,:i.l>:JP·":' __ ',j", . 
Transition for inmates with 70 100 
mental health disorders (Institutional Discharge Project) 

r_liflWi<t1rtprfMe!iDii~~a901i\6\~iY'ii".500 ........• ' 
Mental health, drug, alcohOiCOurts; • , '.. .... ., h •• 

electronic monitoring; 
residential substance·abuse treatment 

~iiIi~i~QP!2~~~IY2.Q!)~"il.i'v)'qqo·, •. 

~
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"
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Head Start for 3- and 4-year 
olds from low-income families' 

. ". 

Potentially eligible (2008) 

Almost all inmates (4,500) 

90% of inmates 
(approximately 4,000) 

10% of 500 eljgible inmates 

36% of inmates (1,600) 

Approximately 5,000c 

Approximately 3,000 

Approximately 8,000' 

aprograms included in our final analysiS are those for which we found evidence that expansion would have Significant pay-ofts for the state at a reasonable 
cost. We evaluated additional prograrT15 not included here, either because there wasn't sufficient evidence to assess their effeC1iveness or because 
they weren't feasible to implement in Alaska at this time. 
~o effectively reduce crime, sex offender treatment programs need to be offered ill ooth prisOfl and the community. Treatment is currently available 
only in the community, 50 the number served in prison is currently zero-but there are proposals to add treatment in prison. 

(People facing low-level charges and with substance-abuse problems. j' 
dHead Stan is a federal program, but the state supplements federal money and Governor Sarah Palin has proposed additional slate funding. 
eWe assume all children from ~milies with up to double the poverty-level income would be eligible. 
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W We looked at but excluded other programs from our final 
Wanalysis. The criminal justice working group decided that a 

few programs, while effective elsewhere, wouldn't be feasible 
to implement in Alaska at this time. For other programs, there 
wasn't enough available evidence to judge how effective they ~ 
were in saving money or reducing crime, or the available evi­
dence showed them to be largely ineffective. 

How Do THE PROGRAMS COMPARE? -------
As Figure 3 (front page) shows, expanding programs to serve 

more ofthe eligible people would save the state about $321 million 
and reduce the projected number of inmates 10% by 2030. Figures 
6 and 7 show how the various programs contribute to costs, sav­
ings, and reductions in the number of Alaskans behind bars. 

o Education and substance-abuse treatment programs for inmates 
save two to four times what they (Ost, reduce recidivism by about 
four percentage points, and can reach the most people. 

o Intervention programs for 
juveniles who have committed 
crimes are very effective at sav­
ing money and reducing recid-
ivism, but they serve a much 
smaller number of people. 

o Programs that set up transi­
tion services for inmates with 
mental-health disorders com­
ing out of prison are among 
the most effective-but they 
can't readily be expanded to 
serve the many people who 
could benefit from them. 

o Alternatives to prison for some 
people charged with lesser 
offenses save the state money 
right away, and almost 0/1 
reduce recidivism. The excep­
tion is electronic monitor­
ing, which is inexpensive but 
hasn't been shown to reduce 
future crime. 

2009 

279fowor 
inmates 

2015 

• 0 Treatment programs for sex 
offenders do reduce crime, but 
they are very expensive and so 
don't save the state money. 
o Programs that prevent future 
crime by helping very young 
at-risk children are the most 
effective. But the effects of 
spending for those programs 
aren't apparent until many 
years later. 

How mu(h moro doos tho stato save than it sp~nds? 
25 times 

• Alternatives to prison (and one transition program) save from 
2 to 7 rimes what they cost and fPduct recidivism by about 4 
to 11 percentage points (from 68% without the program). 

20 times 

15 times 

10times 

5 times 

Electronic monitoring saves a lot of money {alternative to jail} 
but doesn't keep people from committing new crimes after 
they have served their sent~nces. 

Family 
intervention 0 

Aggression replacement Juvenile 

• Programs for adults in prison save 2 to 4 times 
what they cost and reduce recidivism by about 4 

perrentage paints (from 68% without the programs). 

·0 Programs for juvenile otfendtfS save 7 to 13 rimes what they 
cost and reduce recidivism among juveniles by about 5 to 8 
percentage points (from 7096 without the progroms). 

• Programs that save money or redu(ecrime but not both. 

training institutional transition 
o 0 

Head Start for young children saves 6 times more than it 
costs and reduces future crime among participants by about 
16 percentage points (from 38% without the program). 

"-
• Therapeutic coum • Transition out of prison for ... 

• Education inmates with mental health disordel'5 
• Substance-abuse treatment • Adult residential treatment for substance abuse 

No savings I • Sex Q¢ender prograrps do reduce IfddMIDlbnt ~re so exnensiv,uhtt..QLCidJlitMJ:aY.IDgL, 

1,049 fowor inmatos 

8 10 12 14 16 18 
crime, from what it would otherwise be? 

Pre-school programs for at:risk children cost about $1,000 per child 
but save many times that much, by reducing future crime. The effects 
01 the spending aren't apparent lor years, until the children grow up. 

843fowor 
inmates 

_ Programs for juveniles offenders cost an average of about $2,500 per person, 
but save almost 10 times that much by keeping kids out of prison. They serve 
only a subset olthe population 01 12- to-17-year-olds. 

601 fowor 
inmatos 

Transition programs for people with mental health disorders are 
extremely effective, add about $2,000 per person to inmate costs, and save 
aboutfourtimes that much. But the programs currently serve very lew people 
and can't readily be expanded to serve large numbers. 

• ~ Pragrams that treat inmates for substance abuse add about $2,000 a person 
to inmate costs, but over time save about twice as much. They are effective, but 
can't readily be expanded to reach all the people who need them. 

2030 

Eduwtion and job training programs in prison add about $1,000 to inmate costs, 
butthey reach the most people and save aboulfour times more than they cost. 
Because they are offered in every lacility, they can easily be expanded and can reach 
more people. (Reductions in the number olinmates as a result 01 the sex-offender 
treatment program are also included here, but are only one or two people a year.) 

Programs that keep people out of prison save the state money right away, because 
they cost much less than the $44,000 per person the state spends to lock people up. 
They include therapeutic courts lor substance abuse and mental health disorders, 
electronic monitoring, and residential substance-abuse treatment. 

l 
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W CONClUSION --­

"" In conclusion, figure 8 shows how Alaska's corrections system 
got where it is and where it's likely to go-if intervention and 
prevention program are kept at their current levels, and if the 
most effective programs are expanded to serve more of the eli­
gible people. 

We found that the state could both reduce the number of Alas­
kans in prison or jail and save considerable money over the next 
20 years, by adding about $4 million a yearto the $17 million it 
currently spends to keep people from returning to prison- or 
prevent them from ever going there at all. 

Spending more for these programs even as oil prices and state 
revenues are falling may not seem like a good idea. But Alaska 
also needs to look to the future-and over time the benefits of 
strategically expanding those programs that reduce crime and 
keep more Alaskans out of prison far outweigh the costs. 

METHOD OF ANALYSIS 
Our job was to assess whether specific programs could reduce 

long-term state spending for corrections by reducing growth in the 
number of inmates. As a starting point, we needed evaluations of 
how effective various programs are at reducing future crime. 

But except for some of the therapeutic court programs, most 
programs in Alaska have not been rigorously evaluated. Therefore, 
we used results of a Washington state assessment that systemati­
cally reviewed 571 program evaluations from around the country. 

To be included, evaluations had to have carefully designed con­
trol groups, replicable results in multiple settings, and long-lasting 
effects. This method is evidence-based public policy, which merges 
research and'practice.lt is similar to clinical trials in medicine. Keep 
in mind thatthis is a newfield, and only about 10% of programs in 
place nationwide have been evaluated at this standard. 

With data from rigorous evaluations, the Washington State 
Institute of Public Policy created a model that estimated the 
effects of programs on recidivism-and then combined those 
results with a cost-benefit analysis to estimate the long-term 
effects on state spending and inmate populations. 

We combined the institute's estimates of recidivism with Alaska 
data on program costs, eligible groups, and state population to 
estimate long-term effects on crime and state spending. 

2030: Projected number of Alaska inmates, 
at current level of intervention and prevention programs 

2018 and 2025: 
Construction of new 1,SOO-bed prisons 10 513 , , 

2012: New Mat-Su prison scheduled to open; increases capacity to 6,OOO-but return 0(900 Alaska inmates, I I, , "'10%!~we~ inm~tes; 
held in Arizona, plus projected addition of 600 new inmates, m~ans Alaska prisons will once again be full ., ... ,. $321 "!Ihon In saVings - I ,' ...... , 9,464 

2007: Alaska at current capadty of 4,500 in prisons, plus 827 held in jailS or halfway houses ... "" ." "".". 

I 
,'-" " ... , ... - I _$.:. ... -.. 2021 and 2029. 

19805: State~ide expansion of Justice system 5,327 ... ' Pnson construction 
(police agencies, courts, and other); state stiffens sentences../ delayed by 3 to 4 years 
for most serious felonies; sharp increase in number of inmates 

482 876 

I,m 

I 
Projected number of inmates, 

if state expands programs 
to readily attainable levelsb 

I I I ! I I ! ! ! I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I .. L..LLLLL.L..LLL .. Ll . ..J 

1971 1975 - 1981 1985 1990 1995 2000 2007 2010 2015 2020 2030 
'Average daily number of people in prisons, jaUs, and halfway houses. bThe number of people who could be readily added to program roUs varies considerably by program; see Table 1. 
Sources: Alaska Department of (orrections; ISER projections of number of prisoners, based on Alaska Department of labor projections of Alaska population 18-64 and assuming no change 
in current use of rehabilitation programs as well as eKpanded use; Washington State Institute of Public Policy 

'.' The aUJ~~r~';h~Q~iU~!n~mD~r~oftheAlaska(riminal Justice Working Group fortheir help in identifying programs toevalu­
ate andJ~r'(g~.rTlmtso~:~!~~s·§fthjS p,ubliCati9n.TheAlaska Legislature fundedthis group in 2007 and authoiiz~d the Alaska 
JudlClalCounol to act as Its staff.\."·'·' - . 
. ··.Th~g~6~~ii~c~~i;edb~ij~lticeoft,h~AI~ska.Supreme Court and Alaska's lieutenant governor. Other members include top policy­
ma~ers'f!.~m"th~d~p~rtin~~tS'oLCo.rr~ttions,Pyblic S,afe!y, HeallhandSocialServices, and, Law, as well as the Alaska Mental Health 

,JrustA~thoritY;the hea,ds.oftheAla,ska ft~~lic p,efgnder;Agency and the Office of ru~lic Advocacy; the administrative and deputy 
director~,fortheAlaska CqurtSystem;the executive director otthe Judicial Council,the,U.5. attorney, an,d Anchorage's police chief. 

," _: .•.. -':.:' .'.': ,.,"-.'; :.' •.•• : ' ':) • '''.0',] .. " • '.: '," _. ' .. ,'.' . _. 

" ,Thisgioup.meets monthly to talk'about long,ternl,justiceissues, as well as to-resolve any inter-branch issuesthafcomeup 
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Alaska Foster Care Alumni Study 
Conducted by 

THE UNIVERSITY OF ALASKA ANCHORAGE 
School of Social Work 

Child Welfare Evaluation Program 

EXECUTIVE SUMMARY 

Study Overview 

The Alaskan Foster Care Alumni Study examined the outcomes of young adults who had 
"aged out" of State custody after spending much of their adolescence in foster care. The 
study team, composed of representatives from the State of Alaska Office of Children's 
Services, Casey Family Programs, the Tribal-State Collaboration Group, and the 
University of Alaska Anchorage, sought to answer the following questions about a cohort 
of Alaskan foster care alumni: where are they living, how they were faring socially, 
economically, and emotionally, and how do they perceived their experiences in foster 
care? Alumni eligible for the study were 19 to 29 years of age, had spent at least one 
continuous year in out-of-home care in state protective custody, with that year being 
between 15 and 18 years of age, and had left care on or after their 16th birthday. Of the 
140 alumni who met these criteria, nearly 53% were female and 50% were Alaska 
Native. Sixty-six interviews were conducted between May and December 2004, 
representing an adjusted response rate of nearly 60%. 

Findings 

Despite the hardships of abuse and neglect, removal from biological family, multiple 
moves and transitions, and minimal preparation for adult living, many Alaskan foster care 
alumni were thriving. Through persistence, emotional support and connections, and their 
own resourcefulness and that of others, they have grown into contributing members of the 
communities where they live. The outcomes below represent both the successes and 
difficulties experienced by the Alaskan foster care alumni studied. Most participants 
spent their time in foster care before Chafee funds were readily available for educational 
and other transitional services. In addition, regional independent living services have 
recently been expanded by the State Office of Children's Services to provide more foster 
youth with the resources to successfully transition into adulthood. 

Whole Population Outcomes: 
• Nearly three-quarters of the foster care alumni remain in Alaska. These alumni were 

predominately clustered in the Southcentral region of the state, followed by the 
Southwestern and Southeastern regions. 

• Nearly one in five alumni had been involved in the criminal justice system at some 
point in their lives; 
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Outcomes from Interviewed Alumni: 
Socio-Emotional: 

• 

• 

• 

• 

• 

Positive relationships formed while youth were in care continued to be an 
important source of support later in life. Nearly 76% of alumni reported having 
had a positive close relationship with an adult while in foster care. Almost three­
quarters ofthese alumni reported still being in contact with these adults. 
Fewer than 10% of alumni were placed with their siblings in their first foster 
home. Nearly three-quarters of these alumni were never placed with their siblings. 
Study participants reported that sibling relationships continued to be important to 
them into adulthood. 
Rates of early parenthood were high. Nearly 10% of interviewed females became 
pregnant before age 17. By age 19, 57% of females and 41 % of males were 
parents. 
Alumni reported having a wide social network of family and friends. The average 
number of friends alumni reported having was nearly eight. Contact with friends 
was frequent-82% reported talking on the phone or visiting with friends a few 
times a month or more, including 38% with daily contact. 
In general, most alumni reported being happy with their current living situations. 
More than 8 in 10 alumni reported feeling "happy" or "very happy" in each area 
of a life satisfaction rating. A relatively substantial proportion, however, reported 
extremely poor mental health. 

Physical and Behavioral Health: 
• Use of mental health resources among alumni was high. Nearly 80% reported 

lifetime use of behavioral or mental health services, including 35% reporting 
overnight treatment stays and 68% seeing a professional (such as a psychologist, 
social worker, or minister) outside of an overnight stay. About 27% reported 
using any of these services in the past year, while nearly 17% of the total reported 
that they were currently seeing a professional. 

• Alcohol use by alumni was slightly below the average for statewide alcohol use 
figures for people of similar age, while their rates of marijuana use were slightly 
higher than the statewide rate. Although nearly 50% of alumni reported drinking 
in the past month, 21 % reported being drunk during the same time period. Use of 
illicit drugs other than marijuana was rare. 

• Most alumni rated their overall physical health at the same level as the general 
population. A small number, however, reported very poor health. 

Education, Employment, and Health Insurance: 
• Few alumni received financial, employment, or educational assistance as they 

made their transition out of state care to living on their own. Compared with the 
Wisconsin or the Northwest alumni studies, Alaskan alumni received fewer 
services in most areas as they exited state care. However, the exception was in 
finding contact persons,to help with future problems. 

• Nearly 38% of alumni reported being homeless after leaving care. This is higher 
than the homeless rates of 12-25% from other foster care alumni studies. 
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• 

• 

The high school completion rate for foster care alumni was slightly below the 
statewide average. Many Alaskan alumni took longer to achieve their high school 
diploma (often finishing between 19 and 25 years of age), but few went on to 
complete post-secondary education. 
Many alumni were struggling financially. Although some were doing quite well, 
average income was low, and the proportion lacking health insurance coverage 
doubled state and national rates. 

Costs to Society: 
• Nearly 30% of alumni were incarcerated for some period of time after leavins 
~ Nearly 21 % of interviewed alumni reported being placed in juvenile 
corrections while in care, but only 64% of these were jailed again after leaving 
care. 

• Alumni reported a high utilization of public assistance resources in their 
households. Over 77% of alumni (including 73% of those who live alone and 78% 
of those living with others) reported that someone with whom they lived received 
some form of public assistance in the last six months. 

Recommendations 

The following recommendations address the outcomes revealed in this study. They are 
based on policies, programs, and practices that have been shown to be effective in other 
research. Stakeholders (representing members of the research partnership) participated in 
refining and clarifying these recommendations, as well as adding their own list of actions 
which they believe will improve foster care in Alaska. 

• 

• 

• 

• 

• 

• 

Increase early intervention: In general, early intervention efforts are 
recommended to minimize most of the poor outcomes described in this report. 
Research has shown, for example, that family support programs are more 
successful the younger the children are. 
Involve youth in planning: Simply being more informed can help increase a 
youth's sense of predictability, while having a say can increase the sense of 
control. 
Provide comprehensive assessment: A comprehensive assessment--covering 
physical and emotional development, cognitive functioning and academics, life­
skills, social relationships and functioning, etc.--can result in a detailed service 
and support plan, a road map for all concerned with helping the youth return to an 
optimal developmental path. 
Maximize placement stability: A comprehensive assessment can help match 
youth to foster parents. Better matching can improve relationships with foster 
families, which in turn results in improved outcomes during and after care. 
Encourage positive adult relationships: The development of a consistent adult 
relationship can have a variety of positive effects, including socio-emotional, 
educational, and employment outcomes. 
Promote legal ties, such as adoption and guardianship, throughout 
adolescence and even into adulthood: Subsidized guardianship may be an 
especially appropriate choice of permanency options for adolescents andlor 
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children in kinship care placements, particularly in Native communities that might 
disapprove of termination of parental rights. 

o Support relationships with foster parents after youth reach 18: In order to 
promote maintenance of adult connections, the State should work to remove 
barriers to having young people remain in the home or in contact after 
emancipation. 

o Promote sibling contact, as appropriate: Optimally, sibling groups would 
remain intact. There is a slowly growing body ofresearch supporting the benefits 
of keeping sibling groups together when appropriate. 

o Provide sexuality education to all foster youth: Foster youth appear to be 
relatively likely to engage in early sex, often resulting in pregnancy and/or 
sexually transmitted diseases. 

o Provide parenting support for youth who do become parents: Once a young 
person does have a child, they need support and training to avoid the poor 
outcomes common to young parents. 

o Improve mental health treatment: Proper assessment can help develop a 
treatment plan to be implemented by caseworkers, foster parents, teachers, and 
others, in the home and out. Proper training, for example in cognitive-behavioral 
interventions, will maximize the effectiveness of this plan. 

o Extend foster care services: Intact families do not expect their children to live 
alone at 18. Given the array of difficulties faced by foster children, as well as the 
negative short-term outcomes found in this and other studies (e.g., 30% homeless 
within a year of leaving care), some form of extended service is warranted. 

o Use the Chafee Medicaid option to extend health coverage: Given the health 
problems, poor finances, and lack of health insurance experienced by many 
alumni, they appear to be at risk of joining the tens of thousands of Americans 
who die each year due to a lack of health insurance. 

o Develop a detailed transition plan with each youth: Youth often express 
anxiety over the prospect of leaving care and being on their own. Having a plan 
can help alleviate that anxiety. 

o Facilitate communication across roles and functions: The benefits of 
assessment and thorough planning can come only if parties communicate. Thus, 
information must pass from professional to professional and also from caseworker 
to foster parent, caseworker to new caseworker (if necessary), school to school, 
child welfare agency to educational system, caseworker and foster parent to 
therapist, and so on. 

• Support caseworkers in their efforts to help youth transition to adulthood: 
Training should include developmental issues and information on accessing the 
wide variety of resources, within oes and without, that are available. Only if a 
worker is aware of a service and of how to pay for it can a youth or young adult 
take advantage of opportunities that are available to them. Worker-youth 
relationships can also be improved by matching trained and interested workers 
with adolescents. 
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Stakeholder Recommendations: Strategies to Improve Foster Care in Alaska 
In addition to the recommendations above, various advocates of improved foster care 
emphasized the following strategies to improve foster care in the state: 

o Increase the number and cultural diversity ofresource families. 
o Expand targeted recruitment of resource families to reach underrepresented 

cultural groups, with particular emphasis on reaching out to Alaska Native 
families. 

o Increase the number of resource families with the capacity and expertise to 
provide care to adolescents, with the goal of maintaining relationships into 
adulthood. 

o Expand efforts to more carefully match children's needs with the culture, 
style, and capabilities offoster families 

o Increase kinship care; provide support and training to families providing this 
care. 

o Expand the use of the Team Decision Making model currently used in the 
Anchorage OCS office (from Family to Family by the Annie E. Casey 
Foundation). This process involves families and community members actively 
in case planning and decision-making. 

o Reduce the reliance on emergency shelter care. 
o Reduce the use of residential care. 
o Provide more agency and respite support to resource families. 
o Build academic support for foster children through working with schools and 

other community resourccs. 
o Increase post-secondary education and vocational training for foster youth and 

alumni, including job training, job shadowing, and apprenticeships. 
o Increase the number of safe, affordable transitional housing options for foster 

care alumni. 
Conclusions 

The intent of this study was to provide insight into the experiences of foster care alumni 
with the hopes of improving the lives of current and future generations of youth who find 
themselves removed from their birth families and placed in state custody. This 
responsibility does not rest solely with the State of Alaska, but with communities, 
families, caregivers, tribal programs, caseworkers, residential youth facilities, schools, 
and even the youth themselves. This study's findings support those of several other 
studies supporting the need to promote key ingredients that, if provided to youth early, 
can greatly enhance their chances of success. 

These are, among many others: positive, consistent adult relationships; youth 
participating in their own planning; early and on-going preparation for independent 
living; on-going connection to family members when appropriate; and allowing youth to 
receive the economic and emotional benefits of remaining in care until 21. Care, support, 
mentoring, training, and financial assistance will ultimately benefit foster youth, their 
communities, and all of us. 
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Employment, finances, and health insurance 

Nearly 6 in 10 respondents (58.5%) were working at the time of the interview, while 17% 
were not in the workforce. The unemployment rate among this sample was 29.6%, 
compared to a reported unemployment rate in Alaska of7.l% in May 2004 and 7.6% in 
December 2004 (5.6% and 5.4%, respectively, in the US) (Robinson, 2004, 2005). (Note 
that while the interview asked if respondents were "looking for work" this may not meet 
the definition applied by the State and the Federal government, requiring an active 
attempt to find work, as reported to the unemployment office, in the past 4 weeks.) 
Among those who worked, the range of hours was from 8 to 60, with an average of 35 
hours per week. Two respondents were reportedly permanently disabled. 

Given the high rate of unemployment and low rates of college completion in this sample, 
average income was low. The average of approximately $12,300 is a little more than half 
of the Census Bureau's 2003 estimate of per capita income for Alaska of$24,36\. The 
median income was $9,500, equivalent to the Federal poverty level fora single person 
household in 2003 (DeNavas-Walt, Proctor, & Mills, 2004); only five alumni reported 
personal incomes above $40,000. Approximately 39% of the respondents had no health 
insurance. 

Cost to Society 

Criminality 

One in five alumni (14 alumni, or 21.2%) reported in the interview that they had 
experienced placement in a juvenile corrections facility before leaving care (and perhaps 
before entering care), starting at an average age of just over 15 years of age. The alumni 
reported an average total time in such placements of 27 days. 

Several sources of information can be combined to examine alumni interactions with the 
criminal justice system after leaving care. State and federal records indicated that more 
than 1 in 5 alumni (21.4% of the entire population of 140) had some criminal record, 
including 15 alumni who were incarcerated throughout the interviewing period. Interview 
data revealed that more than half of the alumni had been arrested, which may have 
included while they were juveniles. Nineteen alumni 28.8% of those interviewed) 
reported being jailed after leaving care, including 9 of the 0 w 0 reported 
spending time in juvenile detention. The" average first age of imprisonment was 19.9, or 
less than 18 months after the average age of leaving care (J 8.5) The average number of 
incarcerations was 2.1, with an average longest stay of 53 5 days More than half of those 
imprisoned after leaving care were jailed only once (see Figure 13). Combining interview 
data with government records indicated that 43% of the entire population of alumni had 
some interaction with the criminal justice system after leaving care. 

Household public assistance use 

Over 77% of alumni (including 73.3% of those who live alone and 78.4% of those living 
with others) reported that someone in their household received some form of public 
assistance in the last six months, including 32% receiving food stamps, 27% receiving 
Temporary Assistance to Needy Families aid, and 27% receiving help from the Women, 
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Infants, and Children program (see Table 15). Three alumni reported that someone in 
their household was receiving a foster care or adoption subsidy. Nearly II % reported that 
someone in the household was receiving unemployment benefits. Five alumni (7.7%) 
reported that someone in their household was receiving financial aid to attend school. 

Table 15. Household public assistance or aid program use, past 6 months. 

Any program: 77.3% 

MedicaidlMedicare 55.6% 

Food stamps 31.8% 

TANF 26.6% 

WIC 27.3% 

Supp lemental Social Security 26.6% 

Foster care or adoption subsidy 4.6% 

Unemployment 10.6% 

Public housing 9.4% 

Energy program 7.6% 

Child care subsidy 4.6% 

Student financial aid 7.7% 

Other aid 15.6% 

DISCUSSION 

Socio-emotional Ou tcomes 

Supportive Adult Relationships 

"Optimal child development occurs when a 
spectrum of needs are consistently met over an 
extended period" (American Academy of 
Pediatrics, 2000, p. 1146). Many youth in long-term 
foster care experience a host of disruptions to their 
relationships: removal from their birth family, new 
foster parents, new foster siblings, a new school, a 

fthinklmyCf~iie; ~o;n)h(ji ~e~qy 
heIpedwith a lot of my su~cesses. ',' 
cShe's theonly. ()ne thaiclcan" . 
really, PInpoint, ,, '-c>;':, 
"-.. ", -". s,~~Y p':l~i~ip"!1.t'~:~;:. ,C:~~'~:'-: __ . ' 

new caseworker, and new guardian ad litem. These multiple disruptions make it difficult 
to develop trusting relationships (Briere, 1992; Chalk et aI., 2002; Downs & Williams, 
2003; Mech, 2003). Nearly a quarter of the Alaska alumni reported no close relationship 
with an adult while they were in care. 

The development of a consistent adult relationship, a constant through the storm of foster 
care, can have a variety of positive effects, including socio-emotional, educational, and 
employment outcomes. Positive adult relationships help youth develop into 
psychologically healthy adults (American Academy of Pediatrics, 2000). Viewing this 

43 



2646 

from the Assets Framework, trusting adult relationships and positive role models are 
protective factors that can promote the development of other assets: creative activities, 
high expectations and achievement motivation, interpersonal competence, self-esteem, 
etc. (Mannes, Roehlkepartain, & Benson, 2005; see the Search Institute website at 
www.search-institute.orgiformoreinformation).An "available ... and devoted" adult 
(Downs & Williams, 2003, p. 496) can be a foster parent, an elder or extended family 
member with whom the youth maintains contact, a dedicated caseworker, or some other 
mentor. 

Mentors have been shown to be effective in helping produce positive outcomes in youth 
(see, for example, Grossman & Rhodes, 2002; Grossman & Tierney, 1998), particularly 
when mentors are trained and supported. Mech (2003) describes mentors as a form of 
social capital, a way to connect foster youth to resources--community resources, other 
helpful individuals, job and education resources, etc.-that can have positive returns for 
the individual and society, in the form of reductions in school dropouts, delinquency, and 
antisocial behavior; avoidance of adolescent pregnancy; prevention of family violence; 
and future taxable income. Mentors provide examples of functional adulthood and 
healthy relationships. They can reinforce the value of education and provide informal 
tutoring, supply job shadowing opportunities, and encourage youth to explore and learn. 
This was supported by a recent study of Alaskan youth ages 14-19 in state custody (Pope 
& Williams, 2005a) who reported that adult mentors, coaches, foster parents and other 
positive role models were essential to them as they acquired and practiced the skills they 
think are important to live as successful adults. 

There has been increased discussion about connecting foster youth or alumni with adults 
(Collins, 2001), including adoption beyond what has been traditionally considered 
something of a deadline for adoption: the onset of adolescence. Alumni in the current 
project discussed the benefits of feeling like there was someone they could count on even 
after leaving their (last) foster home: 

She was just such a cheery little person; you could talk to her about 
anything. I still go and visit her. She is just an awesome person. She is so 
much like what a mother should be, in my eyes. (Study participant) 

In addition to individuals taking on this role spontaneously, formal efforts, such as the 
California Permanency for Youth Project (www.cpyp.org), are appearing around the 

/ 

country to promote permanency for older youth and even adult foster care alumni. Such 
programs are not intended to take the place of independent living preparation. The focus 
is less on independence and more on connections-personal and legal-with adults 
(Louisell, 2004). Alaska's development of subsidized guardianship should provide 
another way to increase connections with adults. Guardianship may be an especially 
feasible choice for adolescents and/or those in kinship care situations (National 
Abandoned Infants Assistance Resource Center, 2003) by establishing connections 
without severing birth family ties. 

No matter what form they take, encouraging the formation of positive, consistent adult 
relationships will have many preventive effects (Downs & Caldwell, 2003; Downs & 
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Williams, 2003; Mannes et aI., 2005; Pecora at aI., 2005a). Assets research has shown 
that maximizing the number of assets is related to increased thriving behaviors, decreased 
high-risk behaviors, and improved well-being (Mannes et aI., 2005). Thus, concentrating 
on developing adult relationships among foster youth will in turn address many of the 
poor outcomes for which foster care alumni seem to be at risk: the Northwest Alumni 
Study report (Pecora et aI., 2005a) recommendations discuss adult connections as being 
important for improving outcomes in mental health, education, and employment and 
finances. The current study, similar to others (Collins, 2001), documents that social 
contact and support appear to be strengths among foster care graduates (although no 
comparisons were made with the g~neral population). Further analysis will illustrate the 
protective nature of this support for foster care alumni. 

Sibling and Birth Family Contact 

As demonstrated in Figure 6, too many of the alumni in this study lived through the 
experience of not only being separated from their parents, but also from their sib lings. 
Although sibling contact appears to have been fairly well supported (71 % of those not. 
placed with siblings reported seeing them again at least once before leaving care), a 
number of responses to the open-ended question "What could have been done to better 
help you while you were in care?" indicated that for those who were unable to have 
contact with their siblings, this was a negative experience that left a major impression: 

The people who cared for my brother and sister did not make an effort for 
us to see one another and we all lost communication. 

I would have liked to have been closer to my siblings; they should have 
made a greater effort to keep me close to family. 

I think I should have been kept with all my siblings. I was emotionally 
stressed about that; I loved my brothers and sisters. 

[It would have been better to have] contact with my brothers more and 
family more and the social workers more. 

There is a slowly growing body of research supporting the benefits of keeping sibling 
groups together when appropriate (Herrick & Piccus, 2005; Leathers, 2005; Tarren­
Sweeney & Hazell, 2005). Siblings can provide a protective factor for adjusting to foster 
care and preventing placement change. By helping youth maintain these relationships, 
workers can increase the probability of a young person having supportive relationships 
upon leaving care. 

Birth family contact can also be important when such contact is appropriate (American 
Academy of Pediatrics, 2000). Consistent with previous research, Leathers (2005) found 
that the frequency of maternal visitation among foster youth predicted chances for 
reunification. Birth family members are important for youth that do not reunify, as well. 
Many young people move in with birth parents or other relatives soon after leaving care, 
sometimes by default (Courtney et aI., 2001; Courtney et aI., 2005; McDonald et aI., 
1996). Foster youth struggle with being disconnected from people and resources and they 
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ALASKA STATE LEGISLATURE 

REPRESENTATIVE LES GARA 

Sponsor Statement 
HB 126: Success For Foster Youth 

HB 126 is designed to fix some of the most glaring problems in our foster care system -
problems that serve to deny opportunity a~d success to at risk foster youth. It is cost etfective, 
and designed to supplement partial efforts that exist today. Given the number of foster youth in 
Alaska - approximately 2,000 - the cost of this effort will not be substantial, but the economic 
and human and opportunity cost of not passing it will be. 

The legislation is an outgrowth of this past fall's bi-partisan legislative foster care 
conference, and work by Alaska's foster youth, who have become increasingly active in seeking 
solutions for the problems they face on a day to day basis. 

Today roughly 40% of foster youth end up homeless at some point in their lives after 
leaving foster care. That's unacceptable, and HB 126 proposes cost effective solutions to that 
problems. It is estimated that less than 10% of our foster youth graduate from college. Foster 
youth end up in jail and on state-paid social services, and in social service treatment in greater 
numbers than their peers. Tolerating this costs Alaskans in terms of money, lost economic 
activity and human opportunity. 

HB 126 does the following: 

• It requires OCS to meet federal standards by requiring in person visits with foster 
children on a monthly basis. Many states impose such a requirement to spur compliance 
by their state agencies, and the language in HB 126 is taken from Minnesota. The most 
recent f~'tleral review of our system states that in roughly 113 of the cases OCS staff meet 
once every 8 months with foster youth. OCS is working on improving this, and OCS 
staff arc eager to find ways to comply with the monthly visit standards that are so 
important if we are to protect our foster youth from harm. and learn their needs so they 
can succeed. 

• It provides housing assistance to youth coming out of foster care, for up to a year. 
Current rules allow OCS to pay for one month of full rent, and then 2 months of rent at 
50% of the youth's cost. 

• It providcs tuition and room and board for in-state job training and college. Currcntly 
there arc a limited number of tuition-only scholarships available to youth, and SlIme job 
training assistance. This provision would make that assistance compktc. The room and 

January·May: Slale Capilol. Juneau. AK 99801-1182. (9U7) ~65-2647. Fa, (907) 465-J51S 
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board component is crucial, as foster youth have no home they can live in after taster 
care ends. 

• It requires that foster youth be allowed to remain in their current school when they suffer 
a foster family placement change. Bouncing youth bctween schools causes failure, and 
federal law provides partial funding to allow students to avoid school transfers. 

• It requires that when foster youth are transferred to a new school, they be allowed to 
attend immediately, and requires that their transcript information be transferred to the 
new school within 7 days. 

Federal funding is available for portions of this effort, and the limited number of foster 
youth in Alaska would make implementation of this effort relatively inexpensive. If we don't 
pursue this legislation, Alaska's foster youth will continue facing unfair barriers to their success 
- and that shouldn't be an acceptable option. 

Please don't hesitate to contact us with questions. 
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ALASKA STATE LEGISLATURE 

REPRESENTATIVE LES GARA 

MEMORANDUM 

DATE: March II, 2009 

TO: Representative Wes Keller 
Representative Bob Herron 

FROM: Representative Les Gara 

RE: Sectional Summary for CSHB I 26(EDC) 

Section 1: Provides for the continuation of a public education in a student's school of origin for 
a homeless student under federal specifications. Provides exceptions for a move outside of a 
school district. Requires the transfer of a student's school records from the school of origin 
within seven days after notification of a school transfer. Modifies federal definition of 
horrielessness to include students who are placed in out-of-home care by the state. 

Section 2: Provides for a waiver of tuition, fees, and room and board expenses at a state­
supported educational institution for a person who was placed in out-of-home care under 
specified circumstances for a person who is under 29 years of age. Provides an exception to 
educational institutions giving the waivers if insufficient funding is appropriated by the 
legislature. 

Section 3: Defines out-of-home care for purposes of student loans and waivers. 

Section 4: Replaces the term "foster care" for "out-of-home care" for purposes of grants and 
contracts. 

Section 5: Amends the state's purpose and policy related to children to include education and 
intellectual development. 

Section 6: Amends the legislative intent related to children to include providing a public 
education as provided under section I. 

Section 7: Replaces the term "foster homes" with "out-of-home care" for purposes of 
.:stablishing medical assistan.:e eligibility for certain persons and adds a category of eligibility 
lor persons under 21 years of age who were in out-ol~homecare for a specitied period of time (In 
or alier the person's 16th birthday. 

January-:\tay: State Capitol. Juneau. AK 99801-1181. (907) 465-2647. Fax (907) 465-3518 
Junc-[)cccmb<r: 716 W. 4th Avcnue. Anchorage. AK 99501. (9U7) 269-0106. Fax (9U7) 164-0109 

Rt:'prcscntativC! _ Lcs _ Gans@lt.!gis.slatc.ak.us 
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Section 8: Detines "out-of-home care" for the purposes of medical assistance eligibility. 

Section 9: Establishes mandatory monthly visits by social workers employed by the department 
to make monthly home visits, as described, to all children in the custody of the department. 

Section 10: Amends the definition of "child" for purposes of the child in need of aid statutes. 

Section 11: Defines "out-of-home care" for purposes of juvenile programs and institutions. 

Section 12: Replaces the term "foster care" with "out-of-home care" for purposes of transition 
programs. Redefines the beneficiaries of those programs as individuals who have been in state 
custody and out-of-home care rather than "foster care". 

Section 13: Increases the maximum eligibility age from 18 to 21 for purposes of the toster care 
transition program. 

Section 14: Expands the recipients of state services to include children who were in state 
custody and placed in out-of-home care. 

Section 15: Establishes a monetary stipend to be paid to persons who are eligible lor the foster 
care transition program. 

Section 16: Replaces the term "foster care" with "out-of-home care" for purposes of the 
transition program. 

Section 17: Defines "out-of-home care" for the purposes of the transition program. 
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CS FOR HOUSE BILL NO_ 126(EDC) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY THE HOUSE EDUCATION COMMITTEE 

OfTered: 
Referred: 

SpODsor(,): REPRESENT A T1VES GARA, Crawford, Kerttula 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS0309\P 
Mischel 

319!09 

"An Act relating to continuing tbe secondary public education of a bomeless student; 

2 relating to tbe purpose of certain laws as tbey relate to cbildren; relating to tuition 

3 waivers, loans, and medical assIstance for a cbild placed In out-of-bome care by tbe 

4 state; relating to foster care; relating to children in need of aid; and relating to out-of-

5 borne care transition to independent living." 

6 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

7 * Section I. AS 14.03 is amended by adding a new section to read: 

8 Sec_ 14.03.096. Continuing tbe public education of a bomeless student. (a) 

9 Except as provided in (b) and (d) of this section, the governing body of a school 

10 district shall comply with the requirements for continuing the public education of a 

II homeless student in the student's school of origin and for providing transportation 

12 services for the remainder of the current school year or, if the student is attending 

13 school for a summer term, for the remainder of the summer term, under 42 U.S.C. 

-1- CSIIB 126(EOC) 
New Text Under lit1~d [DELI:."i'£D 7't:XT BRACKETED} 



WORK DRAFT WORK DRAFT 26-LS0309\1' 

11431 - 11435 (McKinney-Vento Homeless Education Assistance Improvement Act 

2 of2001), as those provisions existed on February 1,2009. 

3 (b) The requirements in (a) of this section do not apply if the student moves to 

4 a school district other than the school district in which the student's school of origin is 

5 located. 

6 (c) If a homeless student is transferred to a school other than the stud~nt's 

7 school of origin, the school of origin shall provide a copy of the student's records to 

8 the student's new school within seven school days after notification of the transfer. 

9 The student's new school shall allow the student to attend school while awaiting the 

10 transfer of records under this subsection. 

II (d) A school district is required to comply with this section only 

12 (I) if the legislature appropriates funds for the purpose; and 

13 (2) to the extent possible using funds appropriated for the purpose. 

14 (e) In this section, 

15 (I) "homeless student" has the meaning given in 42 U.S_C. 11434a for 

16 "homeless child or youth," and the phrase "awaiting foster care placement" in that 

17 definition shall be interpreted to include all students who are placed in out-of-home 

18 care and in the custody of the Department of Health and Social Services under 

19 AS 47.10.080(c) or who are committed to the custody of the Department of Health and 

20 Social Services under AS 47.12.120(b)(1) or (3); 

21 (2) "school of origin" means the school in which the student was last 

22 enrolled. 

23 * Sec. 2. AS 14.43 is amended by adding a new section to read: 

24 Article 3A. Free Tuition for a Person Who Was in Out-of-Home Care. 

25 Sec. 14.43.086. Free tuition and fees for a person who was in out-of-home 

26 care. (a) A person who enrolls as a student in good standing in a state-supported 

27 educational institution in the state is entitled to a waiver of tuition, fees, and room and 

28 board expenses if the person provides adequate proof that the person 

29 (I) was in the custody of the state under AS 47.10 or AS 47.14; 

30 (2) was placed in out-of-home care for a p~riod of not less than six 

31 cons~cuti\'e months on or after the person became 16 years of age; 

CSft8 t26(t-:DC) -z-
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(3) has applied tor educational grants or scholarships that the person is 

2 otherwise eligible for as recommended by the educational institution; 

3 (4) has applied for an available federal education loan; and 

4 (5) is under 29 years of age. 

5 (b) The amount of the waiver to which a person is entitled under this section is 

6 the amount of unmet need for tuition, room, and board expenses, as determined by the 

7 commission, after deducting funding for the school year from education loans, grants, 

8 or scholarships received by a person eligible for a waiver. 

9 (c) The proceeds of an education loan, grant, or scholarship received by a 

10 person eligible for a waiver under this section must be paid to the educational 

II institution to offset the person's tuition, fees, and room and board expenses. 

12 (d) A state-supported educational institution in the state is required to provide 

13 a waiver under (a) of this section only if the legislature appropriates funds for the 

14 purpose of offsetting waivers under this section. If an appropriation is not sufficient to 

15 fully offset waivers for each person entitled to a waiver under (a) of this section, the 

16 institution may offer full or partial waivers to eligible applicants as funding permits 

17 and at the discretion of the institution. 

18 * Sec. 3. AS 14.43.160 is amended by adding a new paragraph to read: 

19 (7) "out-of-home care" has the meaning given in AS 47.14.400. 

20 * Sec. 4. AS 36.30.850(b)(42) is amended to read: 

21 (42) grants and contracts with qualified entities for services under 

22 AS 47.18.330 for the out-of-home [FOSTER] care transition program; 

23 * Sec. 5. AS 47.05.060 is amended to read: 

24 Sec. 47.05.060. Purpose and policy relating to children. The purpose of this 

25 title as it relates to children is to secure for each child the care and guidance, 

26 preferably in the child's own home, as well as an education, that will serve the moral. 

27 emotional, mental, intellectual, and physical welfare of the child and the best interests 

28 of the community; to preserve and strengthen the child's family tics unless drorts to 

29 preserve and strengthen the ties are likely to result in physical or emotional damage to 

30 the child, removing the child from the custody of the parents only as a last resort when 

31 the child's welfare or safety or the protection of the public cannot be adequately 

-3- CSUB IZ6(~:DC) 
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safeguarded without removal; and, when the child is removed from the family, to 

2 secure for the child adequate custody, education, and care and adequate planning for 

3 permanent placement ofthe child. 

4 * Sec. 6. AS 47.05.065 is amended to read: 

5 Sec. 47.05.065. Legislative findings related to children. The legislature finds 

6 that 

7 
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10 

I I 
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(I) parents have the following rights and responsibilities relating to the 

care and control of their child while the child is a minor: 

(A) the responsibility to provide the child with food, clothing, 

shelter, education, and medical care; 

(8) the right and responsibility to protect, nurture, train, and 

discipline the child, including the right to direct the child's medical care and 

the right to exercise reasonable corporal discipline; 

(C) the right to determine where and with whom the child shall 

live; 

(D) the right and responsibility to make decisions of legal or 

financial significance concerning the child; 

(E) the right to obtain representation for the child in legal 

actions; and 

(F) the responsibility to provide special safeguards and care, 

including appropriate prenatal and postnatal protection for the child; 

(2) it is the policy of the state to strengthen families and to protect 

children from child abuse and neglect; the state recognizes that, in some cases, 

protection ofa child may require removal of the child from the child's home; however, 

(A) except in those cases involving serious risk to a child's 

health or safety, the Department of Health and Social Services should provide 

time-limited family support services to the ,hild and the child's family in order 

to otfer parents the opportunity to remedy parental wnuU\.:t or conuitions in the 

home that placed the child at risk of harm so that a child may return home 

safely and permanently; and 

(8) the state also recogni~es that when a child is removed from 

CSIID 126(EUC) -4-
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the home, visitation bctween the child and the child's parents or guardian and 

2 family members reduces the trauma for the child and enhances the likelihood 

3 that the child will be able to rcturn home; therefore, whenever a child is 

4 removed from the parental home, the Department of Health and Social 

5 Services should encourage frequent, regular, and reasonable visitation of the 

6 child with the child's parent or guardian and family members; 

7 (3) it is the policy of the state to recognize that, when a child is a ward 

8 of the state, the child is entitled to reasonable safety, adequate care, and adequate 

9 treatment and that the Department of Health and Social Services as legal custodian and 

10 the child's guardian ad litem as guardian of the child's best interests and their agents 

II and assignees, each should make reasonable efforts to ensure that the child is provided 

12 with reasonable safety, adequate care, and adequate treatment for the duration of time 

13 that the child is a ward of the state; 

14 (4) it is in the best interests ofa child who has been removed from the 

15 child's own home for the state to apply the following principles in resolving the 

16 situation: 

17 (A) the child should be placed in a safe, secure, and stable 

18 environment; 

19 (B) the child should not be moved unnecessarily; 

20 (C) a planning process should be followed to lead to permanent 

21 placement of the child; 

22 (D) every effort should be made to encourage psychological 

23 attachment between the adult caregiver and the child; 

24 (E) frequent, regular, and reasonable visitation with the parent 

25 or guardian and family members should be encouraged; [AND) 

26 (F) parents and guardians must actively participate in family 

27 support services so as to facilitate the child's bdng able to remain in the home; 

28 when children are removed from the home, the parents and guardians must 

29 actively participate in family support services to make return of their children 

30 to the home possible; .!.!!!I 
31 eG) the child should continue to anend the child's school of 

-5- ("SliD 126(EI)(.') 
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origin as provided under AS 14.03.096; 

(5) numerous studies establish that 

26-LS0309\P 

(A) children undergo a critical attachment process before the 

time they reach six years of age; 

(B) a child who has not attached with an adult caregiver during 

this critical stage will suffer significant emotional damage that frequently leads 

to chronic psychological problems and antisocial behavior when the child 

reaches adolescence and adulthood; and 

(C) it is important to provide for an expedited placement 

10 procedure to ensure that all children, especially those under the age of six 

II years, who have been removed from their homes are placed in penn anent 

12 homes expeditiously. 

13 * Sec. 7. AS 47.07.020(b) is amended to read: 

14 (b) In addition to the persons specified in (a) of this section, the following 

15 optional groups of persons for whom the state may claim federal financial 

16 participation are eligible for medical assistance: 

17 (I) persons eligible for but not receiving assistance under any plan of 

18 the state approved under 42 V.S.C. 1381 - 1383c (Title XVI, Social Security Act, 

19 Supplemental Security Income) or a federal program designated as the successor to the 

20 aid to families with dependent children program; 

21 (2) persons in a general hospital, skilled nursing facility, or 

22 intermediate care facility, who, if they left the facility, would be eligible for assistance 

23 under one of the federal programs specified in (I) of this subsection; 

24 (3) persons under 21 years of age who are under supervision of the 

25 department, for whom maintenance is being paid in whole or in part from public 

26 funds, and who are in out-of-home care (FOSTER HOMES] or private child-care 

27 institutions; 

28 (4) aged, blind, or disabled persons, who, because they do not meet 

29 income and resources requirements, do not receive supplemental security income 

30 under 42 V.S.c. 1381 - 1383c (Title XVI, Social Security Act), and who do not 

31 receive a mandatory state supplement, but who arc eligible, or would be eligible if 

CSJlB 126(IWC) -II-
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they were not in a skilled nursing facility or intermediate care facility to receive an 

2 optional state supplementary payment; 

3 (5) persons under 21 years of age who are in an institution designated 

4 as an intermediate care facility for the mentally retarded and who are financially 

5 eligible as determined by the standards of the federal program designated as the 

6 successor to the aid to families with dependent children program; 

7 (6) persons in a medical or intermediate care facility whose income 

8 while in the facility does not exceed $1,656 a month but who would not be eligible for 

9 an optional state supplementary payment if they left the hospital or other facility; 

10 (7) persons under 21 years of age who are reeei ving acti ve treatment in 

II a psychiatric hospital and who are financially eligible as determined by the standards 

12 of the federal program designated as the successor to the aid to families with 

13 dependent children program; 

14 (8) persons under 21 years of age and not covered under (a) of this 

15 section [,] who would be eligible for benefits under the federal program designated as 

16 the successor to the aid to families with dependent children program, except that they 

17 have the care and support of both their natural and adoptive parents; 

18 (9) pregnant women not covered under (a) of this section and who 

19 meet the income and resource requirements of the federal program designated as the 

20 successor to the aid to families with dependent children program; 

21 (10) persons under 21 years of age not covered under (a) of this section 

22 who the department has determined cannot be placed for adoption without medical 

23 assistance because of a special need for medical or rehabilitative care and who the 

24 department has determined are hard-to-place children eligible fur subsidy under 

25 AS 25.23.190 - 25.23.210; 

26 (II) persons who can be considered under 42 U.S.c. I 396a(c)(3) (Title 

27 XIX, Social Sc:curity Act, Medical Assistance) to be individuals with respect to whom 

28 a supplemental security income is being paid under 42 U.S.C. 1381 - 1383c (Title 

29 XVI, Social Security Act) because they meet all ufthe following criteria: 

30 (A) they are 18 yc:ars of age or younger and quali fy as disabled 

31 individuals under 42 U.S.c. I 3821:(a) (Title XVI, Sodal Security A.:I); 
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(8) the department has determined that 

(i) they require a level of care provided in a hospital, 

nursing facility, or intermediate care facility for the mentally retarded; 

(ii) it is appropriate to provide their care outside of an 

institution; and 

(iii) the estimated amount that would be spent for 

medical assistance for their individual care outside an institutiun is not 

greater than the estimated amount that would othelWise be expended 

individually for medical assistance within an appropriate institution; 

(C) if they were in a medical institution, they would be eligible 

for medical assistance under other provisions oflhis chapter; and 

(D) home and community-based services under a waIver 

approved by the federal government are either not available to them under this 

chapter or would be inappropriate for them; 

(12) disabled persons, as described in 42 U.S.C. 

1396a( a)( I O)(A)(ii)(XIII), who are in families whose income, as determined under 

applicable federal regulations or guidelines, is less than 250 percent of the official 

poverty line applicable to a family of that size according to the United States 

Department of Health and Human Services, and who, but for earnings in excess of the 

limit established under 42 U.S.c. 1396d(q)(2)(8), would be considered to be 

individuals with respect to whom a supplemental security income is being paid under 

42 U.S.C. 1381 - 1383c; a person eligible for assistance under this paragraph who is 

not eligible under another provision of this section shall pay a premium or other cost­

sharing charges according to a sliding fee scale that is based on income as established 

by the department in regulations; 

(13) persons under 19 years of age who are not covered under (a) of 

this section and whose household income does not exceed 175 percent of the federal 

poverty line as defined by the United States Department of Health and Human 

Services and revised under 42 U.S.c. 9902(2); 

(14) pregnant women who are not covered under (a) of this section and 

whose household incume does not exceed 175 percent of the federal poverty line as 

CSJlB 1 26(EOq -8-
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defined by the United States Department of Health and Human Services and revised 

2 under 42 U.S.c. 9902(2); 

3 (15) persons who have been diagnosed with breast or cervical cancer 

4 and who are eligible for coverage under 42 U.S.C. 1396a(a)(10)(A)(ii)(XVlIl). 

5 (16) persons under 21 years of age who were In the custody of the 

6 department under AS 47.10 or AS 47.14 and who were placed In out-of-home 

7 care for a period of not less than six consecutive months on or after reaching 16 

8 years of age. 

9 * Sec. 8. AS 47.07.020 is amended by adding a new subsection to read: 

10 (0) In this section, "out-of-home care" has the meaning given in AS 47.14.400. 

) I * Sec. 9. AS 47.10.080 is amended by adding a new subsection to read: 

) 2 (v) A social worker employed by or under contract with the department shall, 

13 not less than monthly, conduct visits with a child committed to the custody of the 

14 department under (c) of this section. The visits must be of sufficient substance and 

) 5 duration to address issues pertinent to case planning and service delivery to ensure the 

) 6 child's safety, permanency, and well-being. The majority of the visits conducted under 

) 7 this subsection must be at the location of the child's current placement. Nothing in this 

) 8 paragraph creates a private right of action against the department or the department's 

) 9 contractors. In this subsection, "visit" means face-to-face contact between social 

20 worker and child. 

21 * Sec. 10. AS 47.10.990(3) is amended to read: 

22 (3) "child" means a person who is 

23 ill under 18 years of age. 

24 LID [AND A PERSON] 19 years of age if that person was 

25 under 18 years of age at the time that a proceeding under this chapter was 

26 commenced; and 

27 (C} under 21 years of age if that person is living in out-of-

28 home care; . 

29 * Sec. 11. AS 47.10.990 is amended by adding a new paragraph to read: 

30 (33) "out-of-home care" has the meaning given in AS 47.14.400. 

31 * Sec. 12. AS 47. I 8.300(a) is amended to read: 

-9- CSIfB 126(EI>C) 
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(a) The department, in coordination with local public and private agencies, 

2 shall design, develop, and implement an out-of-home care [A FOSTER CARE] 

3 transition program to provide support and services to individuals who 

4 (I) reach or have reached the age of 16 or older while in state custody 

5 and placed in out-of-home [FOSTER) care and have not yet reached 23 years of age; 

6 and 

7 (2) meet other eligibility criteria established by the department under 

8 (b) of this section. 

9 ~ Sec_ 13. AS 47.18.310 is amended to read: 

10 Sec. 47.18.310. Program design. The department, in coordination with local 

II public and private agencies, shall design the program as a continuation of the training 

12 efforts related to independent living skills that were initiated for a chUd in state 

13 custody who was placed in out-of-home care and [WHEN THE STATE FOSTER 

14 CARE RECIPIENTS WERE) identified as being likely to remain in out-of-home 

15 [STATE FOSTER] care until reaching not less than the age of 18. The program 

16 design must require that program participants are directly involved in identifying the 

17 program activities that will prepare them for independent living. 

18 * Sec. 14. AS 47. I 8.320(a) is amended to read: 

19 (a) Subject to the availability of an appropriation made for the purposes of 

20 AS 47.18.300 - 47.18.390, the program may provide 

21 (1) education and vocational training; 

22 (2) assistance in obtaining basic education and training; 

23 (3) career and employment services; 

24 (4) training in basic life skills; 

25 (5) housing and utility assistance; 

26 (6) mentoring and counseling; and 

27 (7) other appropriate services to complement the efforts of fonner state 

28 fostcr care recipicnts or a child who was In slate custody and placed in oul-of-

29 borne care to achieve self-sufliciency. 

30 * Sec. IS. AS 47.18 is amended by adding a ncw section to read: 

31 Sec. 47.18.335. Monetary living expense stipend. The department shall 

CSII8 12b(EDC) - 10-
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provide to an individual receiving services under the program a monthly stipend in an 

2 amount set by the department that is not less than the daily rate provided to a licensed 

3 foster parent for necessary living expenses. The stipend shall continue for a period of 

4 not more than one year after the individual leaves out-of-home care. The department 

5 may adopt regulations to implement this section. 

6 "Sec. 16. AS 47.18.390(1) is amended to read: 

7 
(I) "program" means the out-of-home [FOSTER) care transitiun 

8 program authorized under AS 47.18.300 - 47.18.390; 

9 "Sec. 17. AS 47.18.390(3) is repealed and reenacted to read: 

1 0 (3) "out-of-home care" has the meaning given in AS 47.14.400. 

-11- CSIIB 12b(EUC) 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: CSHB126(EDC) 

() Publish Date: 

Identifier (fire name): 
Title 

HB126CS(EDC)-DHSS.cSM.lJ2-25.IJ9 Dept. Affecte,,,d,-: __ """,:-,H:"e"a",lt"-h-,;&~S"o:::c",ia,-1 S"e",rv.:.;i",ce",s,-
Foster Care/GINA/Education of Homeless RDU Children's Services 

-::,-_-:::-___________ -:::-__ ---------Component Children's Services Management 
Sponsor Gara 
Requester ________ "H"ou::;s"e:..:E.,D"C"-_______ Component Number 2666 

Expenditures/Revenues (Thousands of Dollars) 
Nole' Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 
Travel 
Contractual 2042 0,0 0,0 0,0 0,0 0,0 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 204.2 0.0 0.0 0.0 0.0 0.0 0.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE (Thousands of Dollars) 
1002 Federal Receipts 73.5 
1003 GF Match 130.7 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mentat Health 
Other Interagency Recaipls 

TOTAL 204.2 0.0 0.0 0.0 0.0 0.0 0.0 

Estimate of any current year (fY2009) COlt: 

POStTIONS 

/

Fult.lime 
ParHime 
Temporary 

ANALYSIS: (Attach a separate page If necessary) 

The intent of CS HB 126 is to address the educational, medical, financial, and hOUSing challenges that face youth 

as they transition out of foster care and to support those care providers that are willing to help them during that 
period of transition. 

The Office of Children's Services Online Resourse for the Children of Alaska (ORCA) data base is mandated by the 

federal government and must be continuously updated to reflect changes in both state and federal law and 
policy. The following provides the estimated cost of ORCA updates that will be required to implement this bill. 

Prepared by: Tammy Sandoval. Director 
Division . Office of Children's Services 

Approved by. Alison Eigee. Assistant Commissioner 
DHSS Finance & Management Services 

Phone 465·3191 
DatelTime 2/20109 12:00 AM 

Date 2/25/2009 
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FISCAL NOTE 

STATE OF ALASKA BILL NO. CS HB 126 (EDC) 

2009 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

R. ujr~m~nl t"unctiunillll.OE bOIiH ()'H'1u IIltn! LUE hours ruhlll.OE huuri CUll 
Update SCr.I~C. P"jjC ror I~O "" :UO \22,000.00 
new ,~rvICC_ 
Upduc blu~.UIl>n PdllC with <0 60 14' Sls,.·mooo 
po~I·'C~"IlJ.iry ~oJwaliOf1oll 
In.lllUllon., 

Update UHP for unhccn.cd 1:0 '" 10. \22.00000 
.ndcJ>I.'ndcm IivllIlI .~rI'IC~ 
"'JI~'lIoricl .and \crvicc types. 
Updale OHP lor li,'cnwd 1:0 10. 220 S24.~1J{) 00 
>en'ICt; .'JIO:I(0tn:. ~1Jd 

,,'rvin" .... Incr IX. 
Update Iter Valli'" rdr .til'" "0 . 00 14 • SISAOUOU 
dl.lnl1c from I ~ 10 Z I 
{,pJJIC Elitllbihty page ,"0 16O )40 SJ7,lUOOU 
,.tlculallun~ (,,' new J¥t 
r'-qulrcnWnI. 
IJI'd.llc MedlC.,d l'ligiblhlY lis() '" )40 I \37.4UOOO 
rJg~' , .. klliation. Ii" new 

" Y'>lYllon Rc un 40 J6 ,. SK..\6(),OOO 
Bald ujXIal,·, fur our urn! 40 160 lOU S21,OUU 110 
I'li ,b,J;'v 

D.~,: 96011- 120 da" 89611 ~ III day. 1856111" 232 101111 day. '1'01111 E~limllt 
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2664 



2665 

FISCAL NOTE 

STA TE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: CSHBI26(EDC) 

o Publish Date: 

Identjfier (file name): 

Title 

HBI26CS(EDC)·DHSS·FCBR-02·25-09 Dept. Affecte,~d,-: __ -:::-,H",e",a",lt!!h-,&::S",o",c"iae..1 ",Se",rv.!;i"ce",s,-
Foster Care/CINA/Education of Homeless RDU Children's Services 

-;;-: __ -=-----------~ __ ---------Component Foster Care Base Rate 
Sponsor Gara 
Requester ________ "H"ou"'s"e"E"'D"'C"-_______ Component Number 2236 

"., 'R. (Th~' ,rl., of r"'I' 
Note: , do not include inftatoon unless i ,noted below. 

R, i 
FY 2010 FY 2010 FY 2011 FY"lN. FY 13 FY 2014 FY 2015 

;;~:; •• I Services 

Ie. 
ILa-~; & Structures 

IGrants & Claims 725.' 

TOTAL 725.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 0.0 
1003 GF Match 725.0 
1004 GF 
1005 GFfProgram Receipts 

1037 GF IMental Health 
Other Interagency Receipts 

TOTAL 725.0 

Estimate of any current year (FY2009) cost: 

POSITIONS 

rUII.tima 
Part-time 

Temporary 

ANAL VSIS: (Attach a separate page if necessary) 

0.0 

0.0 

445.2 445.2 445.2 445.2 445.2 

445.2 445.2 445.2 445.2 445.2 

(Thousands of Dollars) 

55.6 73.9 73.9 73.9 73.9 
389.6 371.3 371.3 371.3 371.3 

445.2 445.2 445.2 445.2 445.2 

The intent of CS HB 126 is to address the educational, medical, financial, and housing challenges that face youth 

as they transition out of foster care and to support those care providers that are willing to help them during that 
period of transition. 

Sec. 11 amends AS 47.10.990 to change the definition of child to include under age 21 years if that person is 

living in out-af-home care as defined in AS 47.14.400. 

Prepared by: Tammy Sandoval, Director 
Division Office of Children's Services 

Approved by: Alison Elyee, Assistant Commissioner 

DHSS Finance &. Management Ser\'ices 

Phone ~65-3191 

Datemma 2/23/09 12:00 AM 

Date 2/25/2009 

Page 1 of 2 
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FISCAL NOTE 

STATE 0.' ALASKA BILL NO. CS HB 126 (EDC) 

2009 LEGISLATIVE SESSION 

ANAL YSIS CONTINUATION 

Assumptions applied to this fiscal note: 

Foster care reimbursement payments will be made available to care for children who remain in the 

custody of the state. who are age 18 through 20; 

Approximately 15% 117 children) of the 110 that turn age 18 annually will chose to stay in foster care until 
age 19; 10% 110) to age 20; 5% to 2116); totaling 34 children. This is based simply on program experience 
and the assumption that most children will want to leave foster care at age 18, but that others who have 
stable homes will decide to stay with their foster families and that most of these children will attend post 
secondary education programs. 

In addition to the 33 children who may wish to participate in the program in its initial year, approximately 
12 of those special needs children who are 18 years of age, 6 at age 19, and 6 at age 20 will remain in care 
for 2010. bringing the total for 2010 to 57 children. This is based on the current numbers of children who 
age out with special needs. We estimate that 18 children with special needs age out annually, with 6 of 
them already staying in foster care until age 20, leaving 12 that may chose to stay in care. 

For years 2011 - 2015, the number of participants has been reduced to 35, where it may stabilize because 
OCS speculates those children reaching the age of 19 or 20 will more likely opt to chose the monetary 
stipend in this bill. 

Calculations are based on 360 days at an average base foster care base rate of $35.33 a day 35.33 x 30; 
1,060. This calculation is used to equally distribute funding estimates, and makes very little difference to 
the resulting totals. 

Currently, federal reimbursement for the extension of the foster program is not available, however, the 
Adoption and Guardianship Fostering Connections to Success and Increasing Adoptions Act of 2008 

includes the option to extend the assistance age through 20. This fiscal note assumes that option will be 
implemented when available October 1, 2010, therefore is available for the final three quarters of state 
fiscal year 2011 forward only. 

I • 0' i c:".~~~, I I 
SFY I Chlldrln I Age Child I Total E... I FFP OF 

Page _ 2 of_2 



2667 

STATE Ot' ALASKA 

2009 U:GISLHlvt: SESSION 

FISCAL NOTE 

Fiscal Note Number; 

Bill Version: 

() PUblish Date: 

CSHBI26(EDC) 

Identifier (file name): 

Title 
HBI26CS(EDC),DHSS·FP-02·25-09 Dept. Affecle",d:,-__ ~H:"e"a"ll~h.:;&,!-S"o",c",ia"-1 ",Se",rv.!.",ce",s,-

Fosler Care/CINA/Education of Homeless RDU Children'S Services 
-::--:-:--::: ___________ -;;-:-::::-_________ component Family Preservation 

Sponsor Gara 
Requester ________ .:.H:::o"us"'e"E"'De.C"--________ Component Number 

Expendltures/Revenue. (Thousands of Dollars) 
Note: Amounts do not include inflation unless otherwise noted below. 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 

ICAPITAL EXPENDITURES I 

ICHANGE IN REVENUES ( I 

FUND SOURCE 

1.971.4 

1,971.4 0.0 

I I 

I I 

953.9 953.9 953.9 

953.9 953.9 953.9 

I I 

I I 

(Thousands of Dollars) 
119.2 158.3 158.3 

1628 

FY 2014 

953.9 

953.9 

I 

I 

158.3 

FY 2015 

953.9 

953.9 

I I 

I I 

158.3 1002 Federal Receipts 
1003 GF Match 834.7 795.6 {95.6 795.6 795.6 I 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 

1,971.4 

1,971.4 

Estimate of any current year (FY2009) cost: 

POSITIONS 

/

FUIl-lime 
Part-lime 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

0.0 953.9 953,9 953.9 953.9 953.9 

The intent of CS HB 126 is to address the educational, medical, financial, and housing challenges that face youth 
as they transition out of foster care and to support those care providers that are willing to help them during that 
period of transition. 

Sec. 14 amends AS 47.18 by adding a new section which will allow a monetary stipend, equal to the applicable 

foster care reimbursement rate, to individuals who are leaving foster care for a 1 year period only. 

Prepared by: Tammy Sandoval, Director 
Division Office of Children'S Services 

Approv.d by: Alison Eloee, " <;< 

DHSS Finallce & 

Phone 465-3191 
D.lemme 2123/09 12:00 AM 

Dare 212512009 

Page 1 of 2 
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FISCAL;IIon: 

STATE OF ALASKA BILL NO. CSHB126(EDC) 

2009 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

Assumptions applied to this fiscal note: 

The monetary stipends will be made available to children leaving out of home care, who are age 18 
through 20, and does not need to be requested immediately upon leaving care; 

70% of the 220 children currently participating in the Independent Living Program IlL) will become eligible 
for monetary stipends in FY 2010 lages 18. 19. and 20) - equating to about 155 FTEs Ifull time 
equivalents). resulting in higher program costs the first year the stipends are available. FTEs help provide a 
more stable count as it is assumed that recipients will migrate on and off the program and not all will 
receive a full year's stipends; 

After the first year of stipends. it is assumed that about 1/3 of the IL population will be eligible for and 
request monetary stipends annually equaling 75 FTEs, and that number will remain somewhat static; 

Calculations are based on 360 days at an average base foster care base rate of $35.33 a day 35.33 x 30· 
1.060. 

Currently, federal reimbursement for the extension of the Il program is not available. however, the 
Adoption and Guardianship Fostering Connections to Success and Increasing Adoptions Act of 2008 
includes the option to extend the assistance age through 20 under certain conditions. This fiscal note 
assumes those conditions will be established in regulation and when met, IV-E reimbursement will apply. 
This option is available October 1. 2010. therefore is available for the final three quarters of state fiscal 
year 2011. 

I 
Cost Per Estimated 

FTes Month Total Cost FFP GF 
SFY 2010 -- __ 1~ 1 ___ :~:~~~- $1.971,414 $0 r-!-!"'!l?~ .4!,!_ - _. -~.- - .,--

-$953.910 $11!!.26E SFY2011 _j!!3~"7()~ ".". -- _._- ---- i5l~~ $1.060- -$953:910 SFY2012 $158,273 $795,637 
SFY2013 ~ __ Z?_I~_ $1.060 $953.910 $158.273 _$7!l~637_ . _._-------

$953.910 _~58.2Z~ SFY2014 $795,637 --- ._---- 75 $1.060 
-$795.63f '~--75- $1,060 SFY2015 $953.910 $158.273 

Page _2 of _ 2 
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(3) Local educational agency requirements 

(A) In general 

The local educational agency serving each child or youth to be assisted under this 
part shall, according to the child's or youth's best interest -

(i) continue the child's or youth's education in the school of origin for the duration 
of homelessness -

(I) in any case in which a family becomes homeless between academic years or 
during an academic year; or 

(II) for the remainder of the academic year, if the child or youth becomes 
permanent! y housed during an academic year; or 

(ii) enroll the child or youth in any public school that nonhomeless students who 
live in the attendance area in which the child or youth is actually living are eligible to 
attend. 

(B) Best interest 

In determining the best interest of the child or youth under subparagraph (A), the 
local educational agency shall -

(i) to the extent feasible, keep a homeless child or youth in the school of origin, 
except when doing so is contrary to the wishes of the child's or youth's parent or 
guardian; 

(ii) provide a written explanation, including a statement regarding the right to 
appeal under subparagraph (E), to the homeless child's or youth's parent or guardian, if 
the local educational agency sends such child or youth to a school other than the school 
of origin or a school requested by the parent or guardian; and 

(iii) in the case of an unaccompanied youth, ensure that the homeless liaison 
designated under paragraph (l)(J)(ii) assists in placement or enrollment decisions under 
this subparagraph, considers the views of such unaccompanied youth, and provides notice 
to such youth of the right to appeal under subparagraph (E). 

(5) Coordination 

(A) In general 

Each local educational agency serving homeless children and youths that receives 
assistance under this part shall coordinate -
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(i) the provision of services under this part with local social services agencies and 
other agencies or programs providing services to homeless children and youths and their 
families, including services and programs funded under the Runaway and Homeless 
Youth Act (42 U.S.C. 5701 et seq.); and 

(ii) with other local educational agencies on interdistrict issues, such as 
transportation or transfer of school records. 



2671 

origin. as determined in paragraph (3)( A). in "c«"dance with the 
following, as applicable: 

(2) COMPLIANCE-

(I) If the homeless child or youth continues to li"e in the 
area served by the local educational agency in which the 
school of origin is located. the child's or youth's 
transportation to and from the school uf origin shall bc 
provided or arranged by the lueal educatiunal agcncy 111 

which the school of origin is located. 
(II) If the homeless child's or youth's living 
arrangements in the area served by the local ~dw.:atjonal 
agency of origin terminate and the child or youth, though 
continuing his or her education in the school of origin, 
begins living in an area served by another local 
educational agency, the local educational agency of 
origin and the local educational agency in which the 
homeless child or youth is living shall agree upon a 
method to apportion the responsibility and costs for 
providing the child with transportation to and from the 
school of origin. If the local educational agencies are 
unable to agree upon such method, the responsibility and 
costs for transportation shall be shared equally. 

(A) IN GENERAL- Each plan adopted under this subsection shall also 
describe how the State will ensure that local educational agencies in the 
State will comply with the requirements of paragraphs (3) through (7). 
(B) COORDINA T10N- Such plan shall indicate what technical 
assistance the State will furnish to local educational agencies and how 
compliance efforts will be coordinated with the local educational agency 
liaisons designated under paragraph (I )(1)(ii). 

(3) LOCAL EDUCATIONAL AGENCY REQUIREMENTS- \ 
(A) IN GENERAL- The local educational agency serving each child or I 
youth to be assisted under this subtitle shall, according to the child's or 
youth's best interest--

(i) continue the child's or youth's education in the school of I . 
origin for the duration of homelessness-O r au T 0 F ~ 

(I) in any case in which a family becomes homeless 
between academic years or during an academic year; or 
(II) for the remainder of the academic year, if the child 
or youth becomes permanently housed during an 
academic year; or 

(ii) enroll the child or youth in any public school that 
nonhomcless students who live in the attendance area in which 
the child ur yuuth is actually living are ciigible to atlCnd. 

(8) BEST INTEREST- In detcnnining the best interest of the child or 
youth under suhparagraph (A), the local educatiunal agency shall--

(i) to the extent feasible, keep a homeless child ur youth in the 
s~'bQ!l1 of origin l',(kCP' when Joing so is contrary to the wishes 
of the child's or 'outh's I S- $ guardian: 
(ii) provide a written cxplanallon t inC u mg a statement 
regarding the right to appeal UfhhtFMUbj5&Td§11 r I: (f:). 10 ihl' 
homeless chilo's or youth's par nip If guardi:m. if the I~ 



Q .,cl.----\U 

~so-' . ...., c~ 
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'S£-~.£ .~{s'" ;cr 
.~8H:atioii.1 ageAsy sends such ,hild or youth to a school oth,~ 
than the "'hool of origin or a school requested by the ,- or 
guardian: and -
(iii) ill 'Ai Qsse QfaR uRou"companicd youth. cnsur lC S{~ ~-1~c 
homeless liaison designated under paragraph (I )(J)(ii) assists in 
placement or enrollment decisions under this subparagraph, 

_

_ ---;::::-=~co~n~s~id~e;r;s;t~he~v~iC~W2S~O~f~S~U~Cth~Y~R~"'~.~88~A~"~P_~\B~2-~' "Il~)'~O~Ujth~,~a~n~d~p~r~o~v~id~C~'S notice to such youth 01 the ri t to appeal . ' 

'~A 4 if 
(e) ENROLLMENT- (i) The school selected in accordance with tfilS'" 
paragraph shall immediately enroll the homeless ,hild or youth, ewn if 
the child or youth is unable to produce records normally required tor 
enrollment, such as previous academic records, mcdi,al records, proof of 
residency, or other documentation. 
(ii) The enrolling school shall immediately contact the school last 
attended by the child or youth to obtain relevant academic and other 
records. 
(iii) If the child or youth needs to obtain immunizations, or immunizatio~ 
or medical records, the enrolling school shall immediately refer the 
parent or guardian of the child or youth to the local educational agency 
liaison designated under paragraph (I )(1)(ii), who shall assist in 
obtaining necessary immunizations, or immunization or medical records, 
in accordance with subparagraph (D). '.JJJxA 
(D) RECORDS- Any record ordinarily kept by the school, including V •. 
immunization or medical records, academic records, birth certificates, 
guardianship records, and evaluations for special services or programs, 
regarding each homeless child or youth shall be maintained--

(i) so that the records are available, in a timely fashion, when a 
child or youth enters a new school or school district; and 
(ii) in a manner consistent with section 444 of the General 
Education Provisions Act (20 U.S.C. 1232g). 

(E) ENROLLMENT DISPUTES- If a dispute arises over school 
selection or enrollment in a school--

(i) the child or youth shall be immediately admitted to the school 
in which enrollment is sought, pending resolution of the dispute; 
(ii) the parent or guardian of the child or youth shall be provided 
with a written explanation of the school's decision regarding v 
school selection or enrollment, including the rights of the parcnt, 
guardian, or youth to appeal the decision; 
(iii) the child, youth, parent, or guardian shall be referred to the 
local educational agency liaison designated under paragraph 
(I )(1)(ii), who shall carry out the dispute resolution process as 
described in paragraph (I )(C) as expeditiously as possible after 
receiving notice of the dispute; and 
(iv) in the case oran ulluccompanicd youth, tht: lh)J11ckss liaison 
shall ensure that the youth is immediately enrolled in ",hool 
pending resolution of the dispute. 

(F) PLACEMENT CIIOICE- The ehoi," regarding placement shall he 
made regardless ufwhether the ,hild or youth lives with the homeless v" 
parents or has been temporarily placed elsewhere. 
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Educational Stability for Youth in Foster Care 
The McKinney-Vento Act' applies to many children in DFCS custody 

and provides those children with rights that promote educational stability. 

What is the McKinney-Vento Act? 
.:. McKinney-Vento is a federal law that promotes stability, access, and academic success for 

homdess youth. McKinney-Vento also provides assistance for homckss youth with enrollment 
in a new school, transponation to school, and other educational and supplemental serv,ccs. It 
promotes educational stability by allowing homdess youth to remain in their school of origin 
even if homelessness has caused them to move outside the school district. School of urigin is 
delined as the school a student attended before becoming homeless or the school where the 
student was last enrolled. 

Are children in foster care homeless? 
.:. In order to be eligible for the benefits and services provided for by the McKinney-Vento Act, a 

student must meet the criteria for homeless ness. Some children in foster care meet the criteria 
and are therefore considered homeless under the Act. 

.:. The McKinney-Vento Act defines homeless children and youth as "(A) individuals who lack a 
fixed, regular and adequate nighttime residence ... ; and (8) includes - (i) children and youths who 
are sharing the housing of other persons due to loss of housing, economic hardship, or a similar 
reason; are living in motels, hotels, trailer parks, or camping grounds due to the lack of altematiw 
accommodations; are living in emergency or transitional shelters; are abandoned in hO!ipitals: or 
are awaiting joster care placement .... '" Thus, some children in DFCS custody are considered 
homeless for the purpose of the McKinney-Vento Act, specifically children living in shelters, 
abandoned in hospitals, and children awaiting foster care placement 

.:. Using McKinney-Vento to secure rights for children in foster care helps to minimize educational 
disruption. The child is able to remain in the same school, continue with the current academic 
curriculum, and is less likely to fall behind academically. 

Are children covered by McKinney-Vento after they move into a foster home? 
.:. Once the provisions of McKinney-Vento have been met, an eligible child remains eligible for 

services for the remainder of that school year even if s/he moves into a foster home . 
• :. When the next school year begins, if the child continues to live in a foster home, slhe will no 

longer qualify under McKinney-Vento and at thai time may have to transfer to a school in the 
district where s/he is residing. 

What about the documents schools require to enroll a child in school? 
.:. McKinney-Vento requires schools to immediately enroll homeless children in school ewn 

without records normally required for enrollment. such as previous academic records, medical 
records including immunization records, proof of guardianship, and proof of residency . 

• :. The enrolling school must contact the last school attended to obtain relevant records to facilitate 
enrollment and the school should refer the child to the school liaison for assistance in obtaining 
immunization records. 

What if the child has moved out of district and the old school refuses to allow the child to continue 
to attend'! 

.:. All decisions about where a homcit:ss child shall be allowed to go to school must be madt.: 
,",cording to the child's best inler.sts. In determining best interests of lhe child. the local 
educational agency shall "'to Ihl' exlent feasible, keep a homeless child IIr youth in 'he 5,",10,,1 of 
origin, except \',:hcn doing so is contrary to the wishes of the child's or youth's parent or 
guardian . .,J 

Cr~.th:d by: 
Tht' Ulirion Child 1."\0\ dnd Pulic) Clink Td 40'" 727 ti664 
Emu!) U!ll\('r~ll) S~·h()ulvr'L.i",' ,\\" .I .. !·l ':"". 

(jllmbrclillall ,11 .• !. I" .:.. ,,\ I !-. 

·\Ibm:!.. tiA .10.\21 
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.:. \Vhencvcr there is a disagreement bel\,,'ccn a school and a parent, guardian. or youth. the school 
must: 

Immediately enroll the student in the school the parent, guardian, or youth chooses; 
Keep the student at that school until the disagreement is settled: 
Explain, in writing, its decision and the right to have the disagreement settled; AND 
Send the parent, guardian or youth to the Georgia Liaison/Coordinator of Education for 
Homeless Children and Youth to settle the disagreement quickly, Please sec the contact 
infonnation below, 

What if it is best to transfer the child to a new school in the district where the foster parents or 
relatiw placement live'! 

.:. lIomeless children and youth have the right to stay in the school they went to bd"re they lost 
their housing, to stay at whatever school they were enrolled in last, or to attend the local school 
where they arc now living, 

Is there any help with transportation? 
.:. If McKinney-Vento applies to the child, then the school district must provide or arrange 

transportation for the student to stay at the school of origin, even if the student moves to a 
different city, county, or school district. 

If a student is living in the same school district as the school of origin, then that school 
district has to provide transportation. If the student moves across district lines, then both 
districts have to work together to provide transportation. 

What type of transportation will the school provide? 
.:. Schools can provide transportation in different ways, including: 

Re-routing school buses and making sure buses go to shelters, group homes and other 
places where students live; 
Providing passes for public buses and subways, including passes for caretakers when 
needed; 
Using the transportation systems social services use; 
Using approved van or taxi services; , 
Reimbursing parents, guardians or youth for gas; 
Working with service providers and public assistance agencies to make transportation 
plans or provide transportation; 
Getting local businesses or other agencies to help with transportation costs; and 

Where can I get more information'! 
.) The National Law Center on Homelcssncss & Poverty. \~ \~ \\,1:1....111" 'r:; . 
• :. Geurgia's Educatiun fur lIomeless Children and Youth Coordinator is Mr. David Davidson, 

I Ie can be reached at phune 404-651-7555 or e-mail Jdavidso@Joe.kI2.ga.us . 
• :. The Georgia Law Center for the Homeless, www.galawcenter.org, phone: 404-6S I-U6S0, 

1 The McKinney ·Vcnto Act ~odifkd as amended al ·12 U.S.c.A. § 11432 through § 114J·bt:!)(20U4). 
: 42 U.s.c./\.§ I I 434a(2)(B)(2004)(cmphasis added). 
'42 USC.A. §11432(3)(B)li)(2004). 

Crc.llcJ by' 
rht· fbrlun Child !.)lM and Puliq Clinic 
EJl1vry L'ni,,'rsll) S.:hv.lj .,f 1..1\\ 
{,:ulIbn:lllbll 
:\ll.lIl,lJ. \,;:\ IU.;22 
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ALASKA STATE LEGISLATURE 

REPRESENTATIVE LES GARA 

MEMORANDUM 

DATE: March 11, 2009 

TO: Representative Wes Keller 
Representative Bob Herron 

FROM: Representative Les Gara 

RE: Departments affected by HB 126 

Department of Health and Social Services 
Department of Education 
University of Alaska 

hnuary-~Iay: State Capitol. Juncau. AK 99801-1182 • (907) 465-2647 • Fax (907) 465-351 S 
June-Deccmber: 716 W. 4th Avcnue. Anchorage, AK 99501. (907) 269-0106. Fa., (907) 21>9-0109 

Rcprcst:ntativc _ Lcs _ GuraC!!~h:gis.state.ak. us 
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Facing Foster Care in Alaska 
Policy Agenda 2008 

In May of2008, the youth and alumni of Facing Foster Care in Alaska, 
(FFCA) came together jrom across the state and gathered in AlldlOrage 
to share their ideas and experiences about life in Alaska 'sfoster care 

system. During their gathering youth/alumni brainstormed ideas on what they thol/ght 
would be most beneficial to them and others in foster care in Alaska. As a result of these 
ideas, the members of FFCA voted to create this policy agenda. 

Tuition Waivers for ALL foster youth in the state of Alaska 

The University of Alaska Anchorage currently offers 10 Presidential Tuition Waivers a 

year to foster youth who are eligible for the OCS Independent Living Program. A young 

person must have been in foster care on or after their 16th birthday for six consecutive 

months in order to be eligible for the waiver program. Since these waivers are competing, 

not every young person in Alaska who applies will receive one. Youth who are placed in 

a guardianship, adopted, or reunified before age 16 are not eligible to apply for the 

waiver. Many states provide Tuition Waivers or other forms of reimbursement for college 

expenses to foster youth interested in pursuing post-secondary education. The youth and 

alumni of FFCA feel that by providing All of Alaska's foster youth with tuition waivers 

there would be a higher percentage of foster youth attending post-secondary education. 

Studies show that approximately 17% of young people who exit foster care pursue post­

secondary education, and only about 1% graduate from a four year degree or certificate 

program. FFCA would like to see that All of Alaska's foster youth are provided with 

tuition waivers to reduce the stress of worrying about college expenses and knowing that 

they are guaranteed a higher education. 

Support to foster youth pursuing post-secondary education 

Many of the youth and alumni who attend post-secondary education programs in Alaska 

have complained about not having any supports to help them achieve their goals. FFCA 

members would like to see that universities and vocational programs have supports put in 

place for foster youth transitioning to higher education. FFCA members recommended 

adult or alumni mentors, a family to spend the holidays with, and someone within the 
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university or vocational program to talk with about stressors. Ifevery youth in Alaska's 

foster care system made a permanent connection with a caring adult during their stay in 

foster care this would be less of an issue. FFC A members also recommended 

implementing the, "Circles of Support Program," to ensure youth in care are making 

permanent connections with caring adults before exiting from care. 

More Independent Living Funds going to youth/alumni 

The state of Alaska currently gets approximately $500,000 a year (FY2008 $518,814) in 

Federal Chafee funds to be used for youth in foster care to work toward independent 

living. There is currently no state match for this money and it is being stretched very thin 

as the states Independent Living Program grows, and begins to offer more programs and 

resources to youth in transition. The youth and alumni ofFFCA would like to see that 

more of this money is offered to youth and alumni transitioning from foster care for 

housing, education, life skills training, and anything that may support them in becoming 

independent productive members of society. FFCA is also aware that many states provide 

a match for the Chafee dollars they receive and would like to see that this is made 

possible by the state of Alaska. 

Transitional Living for youth 

Alaska currently allows for youth who turn 18 in foster care the option to extend their 

time in state custody until the age of 20. There many states that allow for youth to extend 

custody until age 21, or to leave custody and re-enter if they are willing to pursue post­

secondary education. According to the Alaskan Alumni Study 38% of Alaska's alumni 

reported being homeless after exiting foster care. The Covenant House Shelter in . 

Anchorage reports that two-thirds of their current population is comprised of current and 

former OCS youth. The youth and alumni of FFCA would like to see a stronger focus in 

the ar~a oftmnsitional housing for youth who ,",xit from the foster care system. FFet\ 

members shared ideas and recommend allowing youth to remain in state custody while 

living in college dorms. apartments on their own, or other least restrictive environments 

outside of the traditional family foster home after reaching age 18. 
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Independent Housing Program 

Some states currently allow for foster youth to live, "on their own," after reaching age I g, 

but to remain in state custody and receive foster care payments on behal f of themselves 

until the age of21. This allows for foster youth to continue services with their social 

worker as well as other services offered to youth in custody, and learn to successfully 

transition out of state custody. The youth and alumni ofFFCA would like to see a 

program such as this put into place in Alaska, or for the state to consider more creative 

placements for young people once they reach 18, but are not ready to exit from foster 

care. 

Medicaid increased to age 21 under the Chafee Independence Act 

There are currently 17 states that have chosen to enact the C ha ffee option to ex tend 

Medicaid to age 21 for former foster youth. Alaska is not one of these states. Currently, 

youth in Alaska's foster care system can receive Denali Kid Care until age 19 under the 

1115 Waiver. After age 19 these young people can apply for adult Medicaid, but this 

holds them back from obtaining decent paying jobs and forces them to choose to go 

without medical coverage. Youth in foster care often attend counseling and have other 

medical needs, but they are forced to cut off many of these services when they leave 

custody. The youth and alumni of FFCA would like to see that Medicaid is increased for 

Alaska's foster youth to age 21 under the Chafee Foster Care Independence Act. 

Braces covered under Medicaid 

Children and youth in Alaska's foster care system often have only their Basic needs met 

because there is a strong emphasis on safety and permanency. There is little or no value 

put on whether a young person in custody needs braces, as this is usually a cosmetic 

procedure that parents would normally pay for. The youth and alumni of FFCA fclt very 

strongly about this issue and believe that braces should be covered under Medicaid or by 

OCS. FFCA members discussed how braces could support higher self-esteem for a young 

person in foster care, and would give them one less thing to worry about besides the 

social pressures they face as a, "foster youth." FFCA is also aware that braces are 

covered under Medicaid in the state of Texas, so this could be an option for Alaska. 
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Decreased use of Psychotropic Medication for Alaska's foster youth 

Many of Alaska's youth and alumni complain about being prescribed psychotropic 

medications after entering the foster care system for symptoms of depression, anxiety, 

trauma, attachment issues, and misbehavior. The youth and alumni of FFC A feel that 

these are all normal symptoms of child maltreatment and dealing with all that comes out 

of being placed in foster care. There has been a national focus on the use of psychotropic 

medications being over-prescribed for children and youth in foster care. FFCA members 

have also complained about side-effects caused by these medications resulting in a 

decreased ability to focus on their education as well as function in everyday society. The 

youth and alumni of FFCA would like to see that the prescription of psychotropic 

medications for Alaska's foster children and youth is decreased and reviewed more 

closely. 

! 
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Definitions (according to FFCA) 

Youth- A young person currently in state custody (foster care). 

Alumni- A person who has spent any period of time in the foster care system 

Facing Foster Care in Alaska (FFCA) 

Mission Statement: Our mission is to improve the Joster care system through sharing ol/r 

experiences, sl/pporting and educating yOl/th and social services and implementing 

positive change in society as a whole. 

FFCA is Alaska's only foster care advocacy organization completely run by youth and 

alumni of the foster care system. Since their inception in 2003, FFCA has been working 

to improve Alaska's foster care system by sharing their experiences with people who can 

create positive changes for Alaska's foster youth. FFCA is a statewide organization that 

provides support to Alaska's foster youth and alumni and, gives them the ability to share 

their voice and become leaders in their community. 
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Action 

• Pass the Foster Care Continuing Opportunities Act. 

• Pass the Medicaid Foster Care Coverage Act. 

• Expand eligibility and improve services to youth in the child welfare system, or who were 
formerly in child welfare, through the John H. Chafee Foster Care Independence Program. 
Expand eligibility for independent living services to age 24, including room and board. 
Increase funding to at least $200 million to support expansion of eligibility and services. 

• Improve education opportunities for youth in foster care by making improvements to the 
Education and Training Voucher program. Increase funding for the voucher program to at least 
$60 million and ensure all of the funds are used for this purpose. 

• Include provisions in the reauthorization of the No Child Left Behind Act to enhance 
education supports for children in foster care. 

• . Provide the necessary resources for implementing the National Youth in Transition Database. 

History 

Federal support for independent living services for foster youth began in 1986 when Title IV-E was 
amended to include the Independent Living Program to assist youth who would eventually be 
emancipated from foster care. In 1993, Congress permanently extended the authority for independent 
living. Significant improvements were enacted in 1999 with passage of the John H. Chafee Foster 
Care Independence Program, in honor of the Rhode Island senator who was one of the law's sponsors 
and who died before it was enacted. The law allows states to extend Medicaid coverage to former 
foster children between 18 and 21 years old, and funding was doubled to SI40 million per year. 
which became effective in 2001. Also in 2001, Congress authorized an additional $60 million in 
discretionary funds lor education and training vouchers for youth who are eligible for the Foster Care 
Independence Program, as well as youth who are adopted from foster care after reaching age 16. 

Foster Care Continuing Opportunities Act 

Senator Barbara Boxer (D-CA) introduced the Fosh:r Care Continuing Opportunities Act (S. 1512) 
on May 24, 2007. This legislation would extend Title IY-E foster care funding to age 21. 

http://www.cwla.orglprintable/printpage.asp 3/1112009 
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In 2005, 24,211 young people left foster care simply because they became too old. This is referred to 
as aging-out of foster care. Many young people transitioning out of the foster care system face great 
instability once finding themselves on their own, with few, if any, financial resources, no place to 
live, and little or no support from family, friends, and community. The experiences of these youth 
place them at higher risk for unemployment, poor educational outcomes, health issues, early 
parenthood, long-term dependency on public assistance. increased rates of incarceration. and 
homelcssness. 

This legislation would simply amend the current law that defines foster children to age I!S. States 
would have an option to extend this to age 21. Under current law, limited funds are available under 
the John H. Chafee Foster Care Independence Program (see below). 

Medicaid Foster Care Coverage Act 

Rep. Dennis Cardoza (D-CA) introduced the Medicaid Foster Care Coverage Act (H.R. 1376) on 
March 7, 2007. This legislation amends title XIX of the Social Security Act to establish independent 
foster care adolescents as a mandatory category of individuals for coverage under state Medicaid 
programs. 

For young people leaving foster care, lack of health care poses a substantial challenge. The Chafee 
Program allows states to extend Medicaid coverage to former foster children between ages 18 and 
21. Despite Medicaid's tremendous advantage for youth in foster care, only 17 states had 
implemented the extension by early 2007. 

Given the high rates of physical and mental health problems extensively documented among children 
and youth in foster care, access to health services is a critical factor as young people transition to 
adulthood. Because most children and youth in foster care are covered by Medicaid, use of the 
expansion option would allow a state to readily facilitate the transfer of a youth's Medicaid eligibility 
from one category to another without any gap in coverage as they exit foster care. Medicaid coverage 
should continue for all foster youth until at least age 21. Keeping medical records up to date and 
accessible is another challenge for young people involved with child welfare. Advances have been 
made in electronic record keeping, but more are needed. 

John H. Cha/ee Foster Care Independence Program 
The John H. Chafee Foster Care Independence Program helps states provide services to young 
people who are likely to remain in foster care until age 18, as well as former foster children beyond 
age 18. The program helps eligible children make the transition to self-sufficiency through such 
services as assistance in earning a high school diploma, support in career exploration, vocational 
training, job placement and retention, and training in daily living skills. In addition to the Medicaid 
coverage, the program allows up to 30% of the funds be used for room and board. Chafee is a capped 
entitlement with an annual ceiling 01'$140 million, which has not been increased since 2001. 

Adolescents constitute a major segment of the youngsters the child wei fare system serves. Most 
youth cnter outot: home care as a result of abuse, neglect, and exploitation. Others have run away 
trom home or have no home. Young people transitioning out of the foster care system arc 
signiticantly alleetcd by the instability that accompanies long periods of out-of-home placement 
during childhood and adolesccnce. 

The resulting harm to the youth themselves, their communities, and the society at large is 
unac.:cptably high. To reduce these outcomes, outreach to youth and the quality of services provided 
nct:d to be improved. In addition, expanding digibility for critical support for young people leaving 
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foster care will ensure a successful transition to independence and self-sufticicney, and reduce the 
numbers of young people who become homeless, unemployed, incarcerated, and/or at high risk of 
becoming victims and victimizers. To accomplish this improvement and expansion, funding for the 
Chafee Foster Care Independence Program needs to be increased significantly. 

Education 

Reauthorizing the Title X, Part C of the No Child Left Behind (NCLB) McKinney-Vento Homeless 
Assistance Act (McKinney-Vento) is an opportunity to improve education outcomes for children and 
youth in foster care. McKinney- Vento provides access to essential federal education protections and 
rights for homeless children and youth. Children and youth who are eligible for McKinney-Vento 
have access to supports for school success that many children involved in child welfare lack: school 
stability or immediate enrollment if stability is not possible, school staff charged with ensuring their 
prompt enrollment, and more. While these protections currently apply to a subset of children 
involved in foster care, including those "awaiting foster care placement," states have defined this 
phrase differently. States vary widely in their application of these protections for this population. As 
a result, the opportunities for children and youth in foster care may depend on where they live. The 
reauthorization of McKinney-Vento provides an opportunity to ensure these protections are available 
to all children in foster care, with special accommodation for the needs and family dynamics that 
face children in foster care. 

The Education and Training Voucher (ETV) program provides assistance of up to $S,OOO per year 
for the cost of attendance at an institution of higher education for youth who age out of foster care or 
are adopted after age 16. Funding for this program has never reached the amount requested by 
President Bush-$60 million-which itself is not enough to meet the need. The ETV program began 
receiving funds in 2003 and was set at $42 million. In 200S, funding increased to $46.6 million; 
however, forFY 2008, funds were reduced to $4S.3 million. Funding for the ETV program should be 
expanded to at least the level proposed by the President. Further improvements to the ETV program 
are needed, including adjusting eligibility to include youth adopted after age 14, and requiring 
technical assistance for states to ensure funds are fully utilized. Also, instead of being returned to the 
federal treasury, unused state ETV funds should be transferred to other states' ETV programs with 
demonstrated unmet need. 

National Youth In Transition Database 
Congress should provide the resources necessary for implementation of the National Youth in 
Transition Database. This new initiative is a tremendous opportunity to provide valuablt: information 
that will inform future improvements in services to young people. The funds for implementation 
should be a priority for Congress and not come at the expense of existing services or supports or 
reduced services to adolescents receiving Chafce and ETV funding. 

Key Facts 

• In 200S, 24,21/ children aged-out of out-of-home care. 1,1 

• A study of young adults who had spcnt a year or more in foster care between age 14 and 18 
Ii.lund that 2S% had experienced post-traumatic stress, ..:omparcd to 4% of the general adult 

population. 3 

• Three in 10 of the nation's homeless adults report loster ..:an: history. 4 

http://www.cwla.orglprintable/printpage.asp Jill/lOOY 
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• A recent study found that one-third of older youth in foster care were identitied by 
caseworkers as having one or more special mental health, medical, pregnancy and parenting, 
substance abuse, or developmental needs that significantly interfered with their ability to live 

independently. 5 

• In Clark County, Nevada, 55% of tormer foster youth reported not having health insurance 

after leaving foster care. 6 

• Forty-four percent of former foster youth in Wisconsin reported difficulty accessing health and 

mental health services. 7 

• The rate at which foster youth complete high school (50%) is significantly below the rate of 
their peers (70%), and the rate at which college-qualified foster youth attend postsecondary 

education (20%) is substantially below the rate of their peers (60%).8 

• The Census Bureau reports college graduates make $23,000 more per year than those with 
high school diplomas. ~ 

Sources 

1. Children who aged out offoster care are captured by the Adoption and Foster Care Analysis 
Reporting System (AFCARS) emancipation data element. Children who exit care to 
emancipation are those who reached the age of majority. hl!ck 

2. Child Welfare League of America. (2006). Special tabulation of the AFCARS data. 
Washington, DC: Author. back 

3. Pecora, P., Kessler, R., Williams, J. (2005).lmprovingfamily foster care: Findingsfrom Ihe 
Norlhwest Foster Care Alumni Study. AYlIoil<lbLe_QJ)lin_e. Seattle, WA: Casey Family 
Programs. back 

4. Roman, N.P., & Wolfe, N. (1995). Web offailure: The relationship betweenfosler care and 
homelessness. Washington, DC: National Alliance to End Homelessness. bll~k 

5. Leathers, S.J., & Testa, M.F. (2006). Foster youth emancipating from care: Caseworkers' 
reports on needs and services. Child Welfare, 85(3),477-478. back 

6. Reilly, T. (2003). Transitions from care: Status and outcomes of youth who age out of foster 
care. Child Welfare, 82(6), 727-746. back 

7. Courtney, M., & Piliavin, I. (1998). Foster youth transitions 10 adulthood: OUlcomes 1210 18 
months after leaving out-ol-home care. Madison, WI: University of Wisconsin. back 

8. Wolanin, T. (2005). Higher education opportunities for foster youth: A primer for 
policymakers. Washington, DC: Institute for Higher Education Policy. back 

9. U.S. Census Bureau. (2006). Census Bureau data underscore value of college. Availabk 
· online. Washington, DC: Author. back 
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EXECUTIVE SUMMARY 

This report analyzes the potential costs and benefits of allowing foster youth to remain in 
care until age 21, the policy encouraged by the Fostering Connections to Success and 
Increasing Adoptions Act and proposed in California's Assembly Bill 12, the California 
Fostering Connections to Success Act. Our estimates of the costs of extending care are 
based on the experience of Illinois in providing care past age 18 and data on public 
assistance receipt by youth aging out of foster care. Our estimates of the potential 
benefits of extending care are based on college participation rates at age 21 suggestive of 
the effect of extending care on post-secondary educational attainment as well as data on 
increased work-life earnings associated with post-secondary education. 

Our analyses lead to the following conclusions: 
• We estimate that the average per youth cost of extending foster to age 21, net cost 

offsets associated with public assistance utilization when youth cannot remain in 
care, to be approximately $37,948. Available state-level data on public assistance 
utilization suggest that the net cost of extending care in California may be a few 
hundred dollars less than our estimate. We would expect the Federal government 
to pay $13,282, the State of California $9,866, and the placing county $14,800 per 
person to extend foster care in California to age 21. 

• Our estimates of the benefits of extending care until age 21 on bachelor's degree 
completion range from approximately $27,000 to $196,000. The wide range 
reflects different assumptions about I) college graduation by fonner foster youth 
generally and 2) the persistence over time of the educational advantages 
associated with remaining in care. Our best estimate is that the increase in 
bachelor's degree completion predicted to result from extending care to age 21 
would increase per-person work-life earnings by approximately $92,000. This 
represents about $2.4 for every dollar spent. 

• Even if we assume no continuation of the favorable educational trajectory 
observed at age 21 associated with the Illinois policy of extending care, we 
estimate that the per-person work-life earnings of foster youth making the 
transition to adulthood would increase by an average of $84,000 as a result of 
allowing foster youth to remain in care until they are 21 years old. This 
conservative estimate is based only on the expected effect of extending care on 
the likelihood of completing at least some college and represents a return of over 
two dollars for every dollar spent. 

There is good reason to believe that the stark differences in college attainment that we 
observe at age 21 and attribute to the extension of foster care in Illinois will, over time, 
result in advantages in tenns of both degree completion and sub-baccalaureate 
attainment. Thus, it seems reasonable to assume that the average increase in work-life 
earnings that would result from extending foster care is substantially higher than either of 
our estimates suggest, although how much higher is not clear. Our estimates suggest that 
the costs associated with extending foster care to age 21--an option that is now much less 
costly to states as a result of the Fostering Connections Act--are more than offset by the 
potential benefits to foster youth and society. 
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Introduction 

Although they make up a relatively small proportion of all children in foster care, foster 
youth approaching the transition to adulthood have, over the years, attracted considerable 
attention from policymakers. Title IV-E of the Social Security Act has been amended 
three times in the past twenty-five years as part of an effort to better support young 
people making this transition. The shift over time in federal policy arguably reflects an 
evolving understanding of normative transitions to adulthood, growing knowledge of the 
particular challenges faced by transitioning foster youth, and changing views of the 
state's role and responsibilities as corporate parent. In practice, few states allow young 
people to remain in care much beyond their eighteenth birthday largely because, until 
now, federal reimbursement for foster care maintenance and administration costs has 
been limited to youth under age 18, or until age 19 in the case of youth who are likely to 
graduate from high school or an equivalent program before their 19" birthday (Bussey et 
al.,2000). 

However, the Fostering Connections to Success and Increasing Adoptions Act (Public 
Law 110-351, hereafter referred to as the "Fostering Connections Act"), passed 
unanimously in both houses of Congress and signed into law by President Bush in 
October 2008, amends Title IV-E of the Social Security Act to allow states, at their 
option, to care for and support foster youth until the age of 21 provided that the youth are 
either I) completing high school or an equivalency program; 2) enrolled in post­
secondary or vocational school; 3) participating in a program or activity designed to 
promote, or remove barriers to, employment; 4) employed for at least 80 hours per 
month; or 5) incapable of doing any of these activities due to a medical condition. 
Young people age 18 and older can be living independently in a supervised setting as 
well as placed in a foster home or group care setting, but the procedures afforded to state 
wards under age 18 (e.g., judicial or administrative case review every six months) would 
continue to apply. The Fostering Connections Act also requires child welfare agencies to 
help young people ages 18 and older develop a personal transition plan during the 90 
days immediately before they exit care. The plan must be as detailed as the youth desires 
and include specific options for housing, health insurance, education, mentoring 
opportunities, continuing support services, workforce supports and employment services. 

The Fostering Connections Act will begin reimbursing states that choose to extend foster 
care in fiscal year 2011 (i.e., October 2010).' In December 2008, California Assembly 
Bill 12, the California Fostering Connections to Success Act, was introduced. Among its 
provisions AB 12 would extend the California foster care program to age 21 in 
accordance with the provisions of the Fostering Connections Act. One factor that may 
help determine whether California policymakers decide to exercise this option is how the 

I Depending on the state, the federal government provides reimbursement of 50% to 83% of foster care 
maintenance costs for children who are Title IV-E eligible, and states pay the rest. The federal portion or 
Federal Financial Participation (FFP) is the same as the state's Federal Medical Assistance Percentage 
(FMAP) and is based primarily on the state's per capita income. State with a higher per capita income have 
a lower FMAP. States arc responsible for covering the entire cost of care for children who are not Title IV­
E eligible. This would also apply to foster youth ages 18 and older. 
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benefits to foster youth and society compare with the costs to government. In this report, 
we provide some preliminary estimates of those benefits and costs using data from a 
variety of sources including the Midwest Evaluation of the Adult Functioning of Former 
Foster Youth ("Midwest Study"), the Illinois Department of Children and Family 
Services (DCFS), the 1988 National Education Longitudinal Study and the US Census 
Bureau.2 We conclude that the benefits to foster youth and society of extending care 
outweigh the costs to government by a factor of at least two to one. 

The Midwest Study 

The Midwest Study is a collaborative effort among the public child welfare agencies in 
Illinois, Iowa, and Wisconsin, Chapin Hall at the University of Chicago, the University of 
Wisconsin Survey Center (UWSC), and Partners for Our Children (PaC) at the 
University of Washington, Seattle. The Principal Investigator for the study, Mark E. 
Courtney, is currently Executive Director of POCand a Faculty Associate of Chapin 
Hall. 

The Midwest Study is examining the transition to adulthood among foster youth from the 
three participating states who had entered care prior to their 16th birthday, were still in 
care at age 17, and whose primary reason for placement was not delinquency.3 Baseline 
interviews were conducted with 732 of the 758 young people eligible for the study, 
between May 2002 and March 2003 (63 from Iowa, 474 from Illinois, and 195 from 
Wisconsin) when they were 17 or 18 years old. That translates into a response rate of 
almost 97 percent. Eighty-two percent (n = 603) of this baseline sampie (386 from 
Illinois, 54 from Iowa, and 163 from Wisconsin) were re-interviewed between March and 
December 2004 when nearly all (n = 575) were age 19. A third wave of survey data was 
collected between March 2006 and January 2007 from 81 percent (n = 591) of the 
baseline sample (364 from Illinois, 50 from Iowa, and 176 from Wisconsin) when almost 
all of the study participants were 21 years old. The interviews covered a variety of 
domains, including living arrangements, relationships with family of origin, social 
support, receipt of independent living services, education, employment, economic well­
being, receipt of government benefits, physical and mental well-being, health and mental 
health service utilization, sexual behaviors, pregnancy, marriage and cohabitation, 
parenting, and criminal justice system involvement. 

An important feature of the Midwest Study, and one that allows us to undertake this 
analysis, is that the three participating states have different child welfare policies 
regarding the age until which foster youth can rcmain in care. Fostcr youth in Iowa and 

2 This report was produced in response to a request from policymakers and advocates in California 
involved in developing legislation to extend foster care to age 21 in their state. The time constraints 
imposed by the legislative process meant that we nceded to produce a best estimate of the potential benefits 
and costs associated with extending care using survey data from the Midwest Study. The authors of this 
report are engaged in a longer-term project aimed at a morc thorough benefit-cost analysis of extending 
care than that reported here. We would like to thank the John D. and Catherine T. MacArthur Foundation 
and the Walter S. Johnson Foundation for their support of the work involved in producing this report. 
3 For a more detailed description of the baseline study sample and procedures, see Courtney & Dworsky. 
2006. 
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Wisconsin are generally discharged from care around the time of their 18th birthday and 
almost never after age 19. This is similar to what happens in most states. By contrast, 
Illinois is one of the few jurisdictions where foster youth can and routinely do remain in 
care until their 21 st birthday.4 Despite some claims that many foster youth would choose 
not to remain under the care and supervision of the public child welfare agency and 
juvenile court beyond age 18 if given the opportunity, our data suggest that the opposite 
is true. Most of the young people from Illinois, who could have left care at any time after 
reaching the age of majority, were still in care on their 20th birthday, and many remained 
in care until age 21. 

The Potential Costs of Extending Foster Care to 21 

We estimate of the expected costs to government if foster care were extended until age 21 
based on (I) the per day cost of caring for young people beyond their 18 th birthday; (2) 
the average amount of time young people would remain in care after reaching age 18; and 
(3) the costs of public assistance that could be avoided if young people remained in care. 
The Illinois Department of Children and Family Services (DCFS) provided us with a 
weighted average of the per-day costs associated with different types ofliving 
arrangements (e.g., foster homes, supervised independent living, and subsidy payments 
for youth attending college) in 2007. Using their numbers, the average cost of keeping 
one Illinois youth in care after his or her 18th birthday is approximately $20,800 per year. 

We koow from the Midwest Study that foster youth in Illinois are much older when they 
exit care than their counterparts in Iowa and Wisconsin. The average age at exit was 20 
years old in Illinois compared with only 17.9 in Iowa and 17.8 in Wisconsin. This reflects 
the fact that all of the young people in the Wisconsin sample exited care before their 19th 

birthday as did nearly all of the young people in the Iowa sample. By contrast, more than 
half ofthe young people in the Illinois sample were still in care after their 20th birthday. 
Assuming that what happens in Illinois is similar to what would happen in other states if 
young people were allowed to remain in care until age 21, and that Iowa and Wisconsin 
are good examples of what happens in states that routinely discharge youth at age 18, 
extending care to age 21 would increase by about two years the average length of time 
states could expect to provide care. Multiplying the average estimated annual cost of 
extending care (i.e., $20,800) by the average estimated increase in care years (2 years) 
produces an estimated average additional cost of $41 ,600 per youth .. 

However, at least some of this cost would be offset by the avoidance of expenditures on 
public assistance. To estimate what those cost offsets might be, we draw primarily upon 
survey data collected from Midwest Study participants when they were 21 years old (N~ 
555). Table I shows both the percentage of study participants who reported that they 

4 At the time these data were collected, Iowa foster youth could remain in care beyond their 19th birthday if 
the child welfare agency and juvenile court concluded that doing so would enable them to graduate from 
high school. However, only seven of the 63 Iowa youth in the Midwest Study sample were still in foster 
care at age 19. 
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were receiving public assistance as well as the mean benefit they were receiving each 
month.s 

Table 1. Current Public Assistance Receipt at Age 21 (N = 555) 

% Receiving Assistance Mean Monthly Benefit 
Total Male Female Total Male Female 

SSI 11.9 12.8 11.2 $555.90 $550.59 $560.00 

Food stamps 32.5 9.9 50.2 $217.24 $187.33 $225.31 

TANF 2.9 0.4 4.8 $440.13 $200.00 $456.13 

Other cash welfare benefits 0.9 0.4 1.3 $296.58 $116.67 $322.29 

We used the reported monthly benefits to calculate what the annual benefits would be. If we 
assume that the percentage who were current recipients represents the probability of public 
assistance receipt. then the expected per person annual benefit is shown in 
Figure I. 
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On average, Midwest Study participants received $794 in SSI benefits, $847 in food 
stamps benefits, $153 in TANF benefits and $32 in other welfare benefits, or a total of 
$1,826 in benefits, over the course of a year. Because the young women were far more 
likely than young men to be custodial parents, and hence eligible for TANF, that value was 
considerably higher for females ($2,423) and lower for males ($1,083).· 

Importantly, we limited our analysis to cash and "cash-like" (i.e., food stamp) benefits 
which were readily monetized. However, we know that some of these young people were 
receiving housing assistance (e.g., public housing, Housing Choice Vouchers) or benefit~ 
from the Special Supplemental Nutrition Program for Women, Infants and Children (WIC). 

5 "Other welfare benefits" would include SSI, general assistance, emergency assistance, or Cuban/Haitian 
or Indian assistance payments. 
6 At age 21, 51 percent of the young women but only II percent of the young men were custodial parents. 
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If we had taken this other public assistance into account, the estimates shown in Figure I 
would have been higher. 

Assuming average annual public assistance receipt of $1 ,826 for each former foster youth 
between the ages of 18 and 21 and assuming that these costs are defrayed for two years on 
average when young people remain in care, the expected net cost of extending care would 
be reduced by $3,652, or from $41,600 to $37,948. This is not a large reduction relative 
to the overall cost, but it should be acknowledged. 

Estimating the Cost of Extending Care in California 

It is important to consider whether the cost of extending care would be significantly 
different in California than in the three Midwest Study states. In the simplest terms, the cost 
to the California child welfare system of extending foster care from age 18 to 21 is a 
function of (I) the average cost per day of caring for young people age 18 and older in 
various placements under the new policy, (2) the number of youth in each kind of 
placement, and (3) the average increase in the number of days young people would remain 
in care beyond their 18"' birthday. Unfortunately, these figures are unknown. In the absence 
of California-specific data, we assume that the per-day costs of extending care in California 
would be similar to the per-day costs in Illinois and that young people in California would 
behave like their Midwest Study counterparts and remain in care an average of two years 
longer than they do now. In other words, our best estimate of the additional costs to the 
California child welfare system of extending care would be $41,600 per youth. 

Although state-level data on public assistance receipt among 18-21 year olds, the 
population most affected by extending foster care, are not readily available, the cost offsets 
associated with the avoidance of public assistance receipt may be somewhat larger in 
California than the Midwest Study data would suggest Between 2000 and 2002, the 
average percentage of low-income children receiving TANF benefits was 18 percent in 
California compared with only II percent in Illinois, 8 percent in Iowa, and 6 percent in 
Wisconsin (National Center for Children in Poverty, 2004). By contrast, Food Stamp 
receipt among low-income children varied relatively little across these states (National 
Center for Children in Poverty, 2004). Given that T ANF benefits accounted for less than 
one-tenth of our estimated cost offset of $3,652 per youth, the additional per youth cost 
offset in California is unlikely to exceed a few hundred dollars. 

The costs of extending foster care to age 21 under the Fostering Connections Act will be 
shared among federal, state, and county governmental entities. In thinking about the 
fiscal implications of AB 12, California policy makers need to consider several factors: 
the state's Title IV-E reimbursement rate, the percentage of foster youth who would be 
Title IV-E eligible, and how costs are shared between counties and the state. 

In California, for example, the proportion of foster children currently eligible for Title 
IV -E reimbursement is approximately 70 percent. Assuming that this proportion would 
be the same for foster youth between the ages of 18 and 21, the federal government 
would pay half of what it costs the state to keep 70 percent of these older foster youth in 
care, or 35 percent of the total. In addition, California has a county-administered child 
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welfare system, and foster care costs are shared between counties and the state, with 
counties paying 60 percent and the state paying 40 percent. 

What this means in practice is that for the 30 percent of young people who would 
presumably nOlbe eligible for Title IV-E reimbursement, foster care costs would be split 
between the county, which would cover 60 percent, and the state, which would cover 40 
percent. By contrast, for the 70 percent of young people who would presumably be 
eligible for Title IV-E reimbursement, foster care costs would be divided among the 
county, which would cover 30 percent, the state, which would cover 20 percent, and the 
federal government, which would cover 50 percent. The overall breakdown is as 
follows: 

Table 2: Allocation of the Costs of Extending Care Across Levels of Government 

Title IV -E Ineligible Title IV -E Eligible Total 
Federal + 50% * 70% = 35% 
State 40% * 30% + 40% *50% * 70% = 26% 
County 60% * 30% + 60% *50% * 70% = 39% 
Total 30% + 70% = 100% 

The actual costs borne by each level of government would, of course, depend on the 
number of young people who choose to remain in foster care (as well as the number of 
years they choose to remain). Assuming the percentages listed in Table 2 and a total cost 
per person of extending care of $37,948, we would expect the Federal government to pay 
$ 13,282, the State of California $9,866, and the placing county $14,800 per person to 
extend foster care in California to age 21. Assuming that most foster youth in transition 
in California will remain in the state for most if not all of their lives, it is worth noting 
that the potential benefits to individuals and society of extending care in California are 
likely to be concentrated in California, even though the federal government assumes a 
significant proportion of the costs of extending care. 

The Potential Benefits of Extending Foster Care to Age 21 

The starting point for our analysis of the potential benefits of extending foster care were the 
findings that we described in When Should the State Cease Parenting? Evidence/rom the 
Midwest Study (Courtney, Dworsky, & Pollack, 2007), narnely, that allowing young people 
to remain in care until age 21 was associated with increased post-secondary educational 
attainment, delayed pregnancy, higher earnings, and a greater likelihood of receiving 
independent living services. Because rigorous empirical studies have yet to demonstrate that 
receipt of independent living services has long-term positive effects (Montgomery, 
Donkoh, & Underhill, 2006), we had initially planned to estimate the potential monetary 
benefits associated with increased post-secondary educational attainment, delayed 
pregnancy, and higher earnings, However, further consideration led us to focus exclusively 
on the first. Before discussing the potential monetary benefits due to increased post­
secondary educational attainment, we explain our decision not to include the potential 
monetary benefits due to increased earnings and delayed pregnancy in our es timate. 
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As Courtney and colleagues reported, each additional year young people remained in care 
beyond their 18th birthday was associated with an increase in earnings of between $470 and 
$924 (depending on the statistical model that was used) during the year before the wave 
three interview at age 21 relative to mean annual earnings of $6,894 (Courtney, Dworsky, 
& Pollack, 2007). At first glance it might make sense to try to estimate how this early 
earnings differential might translate into higher earnings over a young person's work-life. 
However, as we describe below, work-life earnings are strongly associated with 
educational attainment Although our models predicting earnings during the year before the 
wave three interview controlled for differences in human capital (e.g., grade retention and 
reading level) and college aspirations at ages 17 or 18, they did not control for changes in 
educational attainment that occurred after the baseline interview. Thus, some or all of the 
earnings differences we observed at age 21 may reflect the effects of being able to remain in 
care on educational attainment For this reason we chose not to include the earnings 
estimates reported in When Should the State Cease Parenting in our estimate of potential 
monetary benefits. 

Courtney and colleagues also reported a relationship between remaining in care and delayed 
pregnancy (Courtney, Dworsky, & Pollack, 2007). Specifically, they found that being in 
care was associated with a 38 percent reduction in the risk of becoming pregnant between 
the baseline interview and the wave two interview at age 19. Given the wide range of 
challenges facing foster youth during the transition to adulthood and the likelihood that 
those who become parents during this period will do so under very unfavorable conditions 
(e.g., unstable or no employment, economic insecurity, no spouse or stable partner to assist 
with parenting), it seems reasonable to argue that this reduction in the risk of pregnancy 
associated with being in care would benefit the young women involved as well as society 
(Courtney et al., 2007). However, a review of the literature on teenage pregnancy revealed 
that almost all of the monetary benefits associated with pregnancy prevention comes from 
delaying births that would have occurred before age 18 until age 20 or 21 (Hoffman, 2006; 
Hoffman & Maynard, 2008). Delaying births to young women at ages 18 or 19 may have 
monetary benefits that have not been measured but we cannot quantify them at this point in 
time. Consequently, we chose not to include the potential monetary benefits of delayed 
pregnancy in our estimate of the potential benefits associated with extending foster care. 

The Benefits of Extending Foster Care to Age 21 on Higher Education 

The advantages of post-secondary education are well established. A bachelor's degree in 
particular is regarded as an investment that yields large returns over the life of an 
individual. According to the National Center for Educational Statistics, young adults with 
at least a bachelor's degree earn significantly more than those with less education, and 
the gap in median income between college graduates and high school graduates has 
increased over time. In 2005, 25 to 34 year olds who had at least a bachelor's degree 
earned, on average, 61 percent more than those with only a high school diploma or GED 
(Planty, Provasnik, Hussar, Snyder, Kena, Hampden-Thompson, Dinkes & Choy, 2007). 

We know that foster youth approach the transition to adulthood with significant 
educational deficits (Courtney, Terao, & Bost, 2004; Wolanin, 2005). For example, 
nearly two-fifths of Midwest Study participants were at least one year behind in school at 
age 17 or 18 (Courtney, et aI., 2004), and one quarter did not have a high school diploma 
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or GED by age 21 compared to II percent of their peers in the general population 
(Courtney, Dworsky, Cusick, Havlicek, Perez, & Keller, 2007). 

There is a lack of a consensus among researchers regarding college graduation rates for 
former foster youth, with estimates ranging from as low as I percent to as high as II 
percent (Emerson, 2006; Pecora, Williams, Kessler, Downs, O'Brien, Hiripi, & Morello, 
2003; Wolanin, 2005). These estimates, however, are based on non-representative 
samples of former foster youth, nearly all of whom left care before federally-funded 
Education and Training Vouchers (ETVs) were made available through the John H. 
Chafee Foster Care Independence Program in 2002. Moreover, the studies on which these 
estimates are based often assessed educational progress too early in adulthood to provide 
valid data on college degree completion. Nevertheless, there is ample evidence that 
former foster youth lag considerably behind their peers with respect to post-secondary 
educational attainment. 

The potential benefits of extending foster care resulting from an increase in educational 
attainment will depend on our answers to two questions: 

I) What is the expected baseline rate of educational attainment for foster youth 
making the transition to adulthood if they are not allowed to remain in care until 
age 21? 

2) How much higher do we expect that rate to be if young people are given the 
option to remain in care? 

Our focus is on educational attainment beyond a high school diploma or the equivalent 
because the returns to post-secondary education are considerable. 

Advantages of Extending Care Associated with a Baccalaureate Degree 

We begin by estimating the potential benefits of extending care on bachelor's degree 
completion and the effects ofBA completion on work-life earnings. Given the lack of 
consensus regarding college completion rates among former foster youth, we draw upon 
the 1988 National Education Longitudinal Study (NELS) to provide both lower and upper 
bounds. 7 This study found that 29.6 percent of 26 year olds in the US had a bachelor's 
degree. 8 However, that percentage varied considerably by socioeconomic status (SES).9 
Most notably, only 7.3 percent of young people in the lowest SES quartile obtained a 
bachelor's degree by age 26. The NELS also found a relationship between number of 

7 NELS involved a national probability sample of students from 1,057 public and private schools across all 
50 states and the District of Columbia who were eighth graders in the spring of 1988 (US Department of 
Education, 2000). 
8 Because the NELS estimates are based on educational attainment at age 26 and some individuals obtain 
college degrees afier age 26, our figures most likely underestimate the percentage of adults who ultimately 
earn a bachelor's degree . 
• The NELS measure ofSES is based on five equally weighted and standardized components: father's 
education, mother's education, family income, father's occupation, and mother's occupation. 
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"risk factors" and rates of collcge graduation. lo The graduation rate among young people 
with three or more risk factors was only 4.5 percent compared with 10.4 percent among 
young people with two, 22.0 percent among those with one, and 40.2 percent among those 
with none. 

Most, but not all, transitioning foster youth are elifible for Title IV-E funding, which 
means that they come from low income families. I Moreover, they have typically been 
removed from homes because their safety and well being were significantly at risk. 
Averaging the NELS college graduation rates for those who were in the bottom SES 
quartile and those who had three or more risk factors, we estimate a lower bound for 
bachelor's degree attainment of 5.9 percent. To estimate our upper bound, we use the 
average of the rate for the bottom three quartiles of the NELS SES distribution (18.6 
percent) and the rate for youth with two risk factors (10.4 percent), or 14.5 percent. 
Taking the midpoint between these two estimates, we assume that approximately 10.2 
percent of foster youth arc likely to eventually earn a bachelor's degree. 12 

Data from the Midwest Study indicate that college attendance among former foster youth 
is considerably higher in Illinois, where young people have the option to remain in care 
until the age of21, than in Iowa and Wisconsin, where young people are routinely 
discharged from care on or close to their 18th birthday. Specifically, at age 21, young 
people who had aged out of foster care in Illinois were 2.25 times more likely than their 
counterparts from Iowa or Wisconsin to have completed at least one year of college 
(Courtney, Dworsky, & Pollack, 2007). Because between-state differences in foster youth 
populations could account for some or all of this difference in educational attainment, we 
estimated a multivariate model predicting at least one year of college completion that 
controlled for a range offoster youth characteristics that might be expected to be 
associated with college enrollment. However, controlling for these factors only increased 
the difference between states. In other words, despite exhibiting characteristics associated 
with lower rates of college enrollment, young people from Illinois had estimated odds of 
completing one or more years of college that were more than three times higher than the 

10 Risk factors, measured in 8th grade, included living in a single-parent household; having a low-income 
family; having parents who had not graduated from high school; having an older sibling who dropped out 
of school; spending 3 or more hours alone at home after school per day; and having limited English 
proficiency. 
11 The Federal government reimburses states for the costs of foster care provided to children from low­
income families through Title IV-E. For states to claim Title IV-E reimbursement, they must document that 
a child's family would have been income-eligible for the state's Aid to Families with Dependent Children 
(AFDC) under the criteria that existed before the program was eliminated in 1997. Although the percentage 
of children entering foster care who are Title IY·E eligible (commonly called the IY-E penetration rale) has 
always varied across states due to between-state differences in AFDC eligibility criteria, and have generally 
fallen since 1997, long-term national data on IY·E eligibility suggest that at least half of the children who 
entering foster care arc IV-E eligible. 
12 Additional support for this figure comes from the Casey National Alumni Study (Pecora et aI., 2003), the 
only study that provides reasonably recent data on college degree completion among former foster youth. 
Interviews were conducted with 1,087 young adults who had been in the care ofeasey Family Programs in 
one of 13 states for at least one year between 1966 and 1998. Not all of these young adults had exited care 
by aging out, but most had spent time in care as adolescents and their average age at exit was 19 years old. 
Of the young adults who were age 25 or older, 10.8 percent had a SA degree. This is very similar to our 
midpoint estimate. 
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estimated odds of their peers in Iowa and Wisconsin (Courtney, Dworsky, & Pollack, 
2007). 

We base our estimates of the long-term benefits of extending care on bachelor's degree 
completion on this finding that former foster youth from I\linois were more than twice as 
likely as their Wisconsin and Iowa counterparts to have completed at least one year of 
college by age 2 I. Our best estimate is that allowing youth to remain in care is associated 
with a doubling of college degree attainment. This assumes that the difference in 
educational attainment that we observed at age 21 will be relatively stable over time. 
However, it could be argued that extending care has diminishing returns as young people 
can no longer rely on the state for care and supervision once they are 21 years old. We 
take this possibility into account by estimating the long-term benefits of extending care 
under the assumption that allowing youth to remain in care increases bachelor's degree 
completion by a factor of 1.5. It can also be argued that our best estimate is too low given 
the results of our multivariate analyses which suggest that extending care is associated 
with a tripling of the odds of completing at least one year of college. Thus, we also 
estimate the long-term benefits of extending care under the assumption that allowing 
youth to remain in care increases bachelor's degree completion by a factor of 2.5. 

US Census Bureau data indicate that individuals with a bachelor's degree can expect to 
earn approximately $2.1 million in 1999 dollars over the course of their work-life 
whereas those with only a high school diploma can expect to earn approximately $1.2 
million (Day & Newburger, 2002).13 This $900,000 difference reflects the added value in 
work-life earnings of a bachelor's degree beyond the value of a high school diploma 
alone. To calculate the expected return in earnings if extending foster care to age 2 I 
increased the rate of college graduation, we multiply the added value of a bachelor's 
degree by the difference between the predicted rate of college graduation under a policy 
of extended care and the estimated "baseline" rate of college graduation under the policy 
that currently exists in most states (i.e., discharge at age 18): 

Estimated additional earnings per person from extendingfoster care to age 21 = 
Lifetime return in earnings for a bachelor's degree ($900,000) x 

(Predicted graduation rate iffoster youth are allowed to remain in care until age 21-
Estimated baseline graduation rate) 

The results of these calculations are illustrated in Figure 2. Note that the estimated 
additional earnings are heavily influenced by our assumptions about the baseline 
bachelor's degree completion rate and the increased bachelor's degree completion rate 
associated with extending care. The upper line represents the return in dollars if 
extending care increased the bachelor's degree completion rate by a factor of2.5 and the 
lower line represents the return if extending care increased the bachelor's degree 
completion rate by a factor of 1.5. Our most realistic estimates are represented by the 
middle line which shows what would happen if extending care doubled the bachelor's 

13 Day and Newburgcr (2002) estimated work-life earnings by summing age-specific average annual 
earnings for working people ages 25 to 64 years old. The total represents what similarly educated 
individuals could expect to earn, on average, in 1999 dollars, during a hypothetical 40·ycar working life. 
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degrce completion rate---slightly lowcr than the ditTercnce obscrved in the Midwest 
Study. 

Using our midpoint baseline collcge graduation estimate of 10.2 percent and our "best 
guess" that this rate will double if care is extended, we predict that 20.4 percent of foster 
youth would earn their baccalaureate degree if other states adopted Illinois' policy and 
allowed young people to remain in care until age 21. This is still considerably lower than 
the overall NELS estimate of29.6 percent, but it does suggest that extending care would 
increase per person work-life earnings by an average of $92,000. 

Figure 2, which also shows the consequences of altering our assumptions regarding either 
the expected baseline rate of bachelor's degree completion or the effects of extending 
care on degree completion, indicates that the expected per-person work-life earnings 
increase associated with extending care ranges from a lower bound estimate of$27,000 to 
an upper bound estimate of$196,000. Note that for all but the estimate that assumes the 
lowest baseline graduation rate and the lowest projected increase in degree completion, 
the return in earnings exceeds the average cost of an additional two years in care 
($37,948), the average length of time that Illinois foster youth remain in care beyond their 
18th birthday. Our midpoint (and most realistic) estimate translates into a benefit to cost 
ratio of $2.4 dollars in increased earnings due to higher rates of degree completion for 
every dollar spent on extending foster care. 
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Figure 2: Estimated Earnings Benefits from Increased 
College Degree Attainment of Extending Foster Care to 21 
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Advantages of Extending Care Associated with Completing Any College 

By limiting our estimates to the effects of completing a baccalaureate degree, we may be 
underestimating the benefits of extending foster care to age 21. Researchers have found 
"substantial and statistically significant" returns on sub-baccalaureate credentials, such as 
vocational certificates and associate degrees (Grubb, 1997, p241). For example, 
compared with individuals who have only a high school diploma, individuals with an 
associate's degree earn an estimated 12 to 27 percent more (Surrette, 1997; Kane & 
Rouse, 1995). Moreover, according to Census Bureau estimates, completing any college 
increases work-life earnings by $300,000, and completing an associate's degree increases 
work-life earnings by $400,000 relative to the work-life earnings of individuals with only 
a high school diploma (Day & Newburger, 2002). 

This is important because data from the Midwest Study suggest that allowing youth to 
remain in care until age 21 is associated with significantly higher rates of college 
attendance (Courtney, Dworsky, & Pollack, 2007). Specifically, 58 percent of the former 
foster youth from lIIinois had ever attended college by age 21 compared with only 29 
percent offormer foster youth from Iowa and only 31 percent of the former foster youth 
from Wisconsin. It is also associated with a greater likelihood of completing at least one 
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year of college. By age 21, 38 percent of the l\linois sample had completed at least one 
year of college compared with just 17 percent of the Wisconsin sample and 16 percent of 
the Iowa sample. 

Given that post-secondary education can have benefits even if it does not result in a 
baccalaureate degree, and the fact that more follow-up data are needed to know whether 
Midwest study participants continue their educational trajectories, we also estimated the 
potential monetary benefits in terms of additional work-life earnings associated with 
extending care assuming that former foster youth terminate their education at age 21.14 
This more conservative estimate represents the increase in per person work-life earnings 
we might expect due to the differences in educational attainment observed at age 2 I 
between young people for whom remaining in care is an option and those for whom it is 
not: 

Estimated additional earnings per person from extending foster care to age 21 = 
Lifetime return in earnings for "some college" beyond HS ($300,000) x 

(Predicted college attendance iffoster youth are allowed to remain in care until age 21-
Estimated baseline college attendance rate) 

Based on this formula, we estimate that the additional per-person work-life earnings 
associated with extending foster care would be $84,000 (i.e., $300,000 x (.58-.30)). In 
other words, even if former foster youth do not persist toward baccalaureate compietion, 
the potential benefits of extending care exceed the costs by a factor of over 2 to I. 

Nonrnarket Benefits of Post-Secondary Education 

It is important to note that post-secondary education has a number of nonrnarket benefits 
that are not easily monetized, at least not directly (Wolfe & Haveman, 2002; Baum & 
Ma, 2007). These benefits include improved personal and familial health, childbearing 
choices, and education choices of offspring. According to one estimate, if the "social 
gains from all of the categories of private nonmarket and external/public goods [ ... ] are 
taken into account, their sum could equal estimates of the annual earnings impacts of an 
additional year of schooling" (Wolfe & Haveman, 2002, pI18). Thus, if we were able to 
account for these non market benefits in our estimates, extending foster care until age 21 
could significantly increase the return to foster youth in transition and to society. 

Limitations 

Consideration of the conclusions reached in this report should take into account the 
limitations of the data and the methods that we used. First, our estimates of both the costs 
and benefits of extending care are largely based on observed differences between what 
happens in one state that allows young people to remain in care until age 21 and two 
other states with similar but not identical policies in which remaining in care until age 21 
is not an option. Caution should be exercised in applying these estimates to other 

-----------. 
14 Data from interviews conducted at age 23 will be available in summer 2009 and from interviews at age 
25 in Spring 20 II. 
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jurisdictions that take a diffcrent approach to extending care than Illinois or that provide a 
different set of aftercare services to support post-secondary education than either Iowa or 
Wisconsin. 

Second, we attribute all of the between-state differences in post-secondary educational 
attainment that we observe at age 21 after controlling for foster youth characteristics 
measured at baseline to the fact that in one state people can remain in care until age 21 
and in the two other states they cannot. This assumes that other between-state policy or 
contextual differences, as well as unmeasured between-state differences in foster youth 
characteristics, cannot account for the between-state differences we observed in post­
secondary educational attainment. We are reasonably confident in making those 
assumptions for reasons discussed elsewhere (Courtney, Dworsky, and Pollack, 2007), 
but recognize the limitations of the non-experimental nature of our analyses. 

Third, we rely on estimates of returns to post-secondary education among the general 
popUlation (e.g., Day & Newburger, 2002). Our estimates will be biased to the extent that 
returns to post-secondary education are different for young people making the transition 
from foster care to adulthood. 

Fourth, we have not accounted for all of the potential costs and cost offsets that might be 
associated with allowing young people to remain in care until age 21. For example, 
states' ability to extend Medicaid coverage to former foster youth until their 21 st birthday 
will not change under the new law. Nonetheless, extending care could affect Medicaid 
expenditures. On the one hand, it could increase Medicaid expenditures if being in care 
results in greater attention to young people's health care needs and to a subsequent 
increase in their health care service utilization. On the other hand, it could improve young 
people's access to primary health care and hence reduce Medicaid expenditures on 
emergency treatment. Another cost that we have not taken into account is the cost of 
maintaining court supervision for as many as three additional years. 

Finally, we have not exhausted the tools of benefit-cost analysis. For example, we have 
not adjusted for the fact that the data on which our estimates are based often come from 
different years. Our estimates of the costs of providing care and supervision to 18 to 21 
year old foster youth in Illinois were based on 2007 data, our data on educational 
attainment at age 21 were collected in 2006, and our work-life earnings estimates were 
based on "present value" figures for 1999 (Day & Newburger, 2002). Although we do not 
believe that adjusting for these differences would substantively alter our conclusions, it 
could result in more precise estimates. Another convention of benefit-cost analysis is to 
allocate costs and benefits between society as a whole and the individuals affected by a 
policy or program. We have not tried to allocate our estimated benefits between 
individuals and society. Increased work-life earnings may appear to benefit only the 
individuals who are employed, but at least some of those earnings are returned to society 
in the form of tax revenues. 

Conclusion 
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We analyzed the potential costs and benefits of allowing foster youth to remain in care 
until age 21, the policy option encouraged by the Fostering Connections Act and 
proposed in California's AS 12. We estimate that the average per youth cost of extending 
foster care for two years, net cost offsets associated with public assistance utilization 
when youth cannot remain in care, to be approximately $37,948. This estimate is based 
on cost data from Illinois, observed between-state differences in the age at which youth 
left care in the Midwest Study states, and Midwest Study survey data on public assistance 
utilization. Available state-level data on public assistance utilization suggest that the net 
cost of extending care in California may be a few hundred dollars less than our estimate 
suggests. California-specific data pertaining to the costs of providing out-of-home care to 
transition-age youth and the length of time that youth are likely to remain in care beyond 
age 18 could improve our estimate, but in the absence of such data we believe it to be the 
best available. 

Our analysis of the benefits of extending care focused on potential increases in work-life 
earnings owing to increased higher education. Our estimates are limited primarily by the 
fact that Midwest Study data are only available on the educational attainment of foster 
youth at age 21. However, even if we assume no continuation of the favorable 
educational trajectory associated with the Illinois policy of extending care, we estimate 
that the per-person work-life earnings of foster youth making the transition to adulthood 
would increase by an average of $84,000 as a result of allowing foster youth to remain in 
care until they are 21 years old. This conservative estimate is based only on the expected 
effect of extending care on the likelihood of completing at least some college and 
represents a return of over two dollars for every dollar spent. 

Our estimates of the benefits of extending care until age 21 on bachelor's degree 
completion are based on more tenuous assumptions because most young adults do not 
graduate from a four year college or university until they are least 22 years old. Our 
estimates of the increase in average per-person work-life earnings associated with the 
predicted increase in college graduation range from approximately $27,000 to $196,000. 
The wide range reflects different assumptions about I) college graduation by former 
foster youth generally and 2) the persistence over time of the educational advantages 
associated with remaining in care. Our best estimate is that the increase in bachelor's 
degree completion predicted to result from extending care to age 21 would increase per­
person work-life earnings by approximately $92,000. This represents about $2.4 for every 
dollar spent. 

These two estimates of the benefit-cost ratio of extending care are not mutually exclusive. 
The former estimate assumes no benefit of extending care on college degree completion 
whereas the latter estimate does not take into account the positive effects of extending 
care on sub-baccalaureate attainment. There is good reason to believe that the stark 
differences in college attainment that we observe at age 21 and attribute to the extension 
of foster care in 1llinois will, over time, result in advantages in terms of both degree 
completion and sub-baccalaureate attainment. Thus, it seems reasonable to assume that 
the average increase in work-life earnings that would result from extending foster care is 
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substantially higher than either of our estimates suggest, although how much higher is not 
clear. Future analysis of Midwest Study survey data being collected at ages 23 and 25 
should reduce the need for speculation. In the meantime, our estimates suggest that the 
costs associated with extending foster care to age 21--an option that is now much less 
costly to states as a result of the Fostering Connections Act--are more than offset by the 
potential benefits to foster youth and society. 
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State isn't equipped to give youths a hand after they turn 18 

ELISE PATKOTAK 
COMMENT 

(03/10/0918:51:28) 

I've said it before and I'll say it again. The state makes a lousy parent. It rarely remembers your 
birthday and it almost never takes a turn having all the relatives over for the holidays. But if you're 
a kid stuck in state custody, it's often all you have in the way of a parent except maybe for an ever 
changing cast of foster parents. 

This is not a condemnation of the state or its system of caring for children in its custody. Given the 
resources we are willing to provide for this service, and given the needs of the children who 
become part of the system, the Office of Children's Services is pretty much doing the best it can. 

The problem has always been that words are much cheaper than actual actions. So we make a big 
fuss about children being our future and then try to meet the needs of the future on a shoestring 
budget. If you think about what it costs to raise a child from birth to maturity under the best of 
circumstances, you can pretty much quadruple that cost for a child coming out of a nightmarish 
family situation who mayor may not be already damaged almost beyond repair. Quadrupling the 
cost is probable a conservative estimate. 

For many of these kids, the future is predetermined way before the state is actively involved. 
Whether it's because mom drank during pregnancy and brought the child into the world with 10 
strikes already against him or her, or whether mom and dad created such a hellish family life of 
physical, sexual and mental abuse that the child is totally screwed up before he or she is 5 years 
old, the result is pretty much the same. The child starts life at an extreme disadvantage. 

Take that child and put him into a state system that tries to supply some stability but is often 
hampered by rules that require the child to be bounced back and forth between birth family and 
foster care multiple times before the state is allowed to terminate parental rights, and you have the 
reCipe for total disaster. 

Anytime a child comes out of this kind of background with his or her head screwed on right, still 
able to dream of a better life and future, mentally capable of grasping academic subjects and 
studying for a career in life outside of adult penal institutions, I must stand up in awe and wonder 
and applaud that child's resilience. 

There is a move in our state Legislature to allow the state to provide graduates of foster care and 
family services a chance at a postsecondary education, complete with some funding to support 
their living needs while they get their education. This is nothing more nor less than what most 
families do for their children as they start the process of emancipation into productive adults. 

But kids coming out of the state system usually don't have a family willing and able to pick up the 
slack while they get that education. They have no one to turn to who can guide them through the 
shoals of applying for housing, putting a budget together, or getting a part-time job to help meet 
expenses. These kids don't have something as simple as an adult they can shoot the breeze with 
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over the future and what's out there for them. You know, the kind of conversation you have with 
your kid while you're driving them to the movies or school or sitting around during the commercials 
on ESPN. 

The state has already started to try and meet these needs through transitional living assistance to 
young people as they age out of the system. That's a great start. But it isn't enough, because once 
we wave goodbye to them when they turn 18, they are on their own at a time when most of us 
would have been hard pressed to make good decisions for our future without some continuing adult 
guidance. 

That these kids survived despite what their birth families did to them is a miracle. That they can 
come out of the state system and still have dreams of a better future is astounding. That there is 
any debate at all that we should be doing all we can for them is mind-boggling. 

Elise Patkotak is a writer who lives in Anchorage. Read her blog at wW.\IV.elisepatkotak.com. 
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Children of the System 
New research supports a radical shift in child-welfare policy for the 
thousands of teens who 'age out' of foster care at age 18, only to face 
high rates of homeless ness, unemployment and incarceration. 

Daniel Heimpel 

Newsweek Web Exclusive 

Eighteen-year-old John Kyzer's blue eyes are bleary and the skin around them puffy as he paces 
a comer of Hollywood Boulevard in Los Angeles. Kyzer has been spending his nights on a bench 
in front of a Starbucks. And now, he is dangerously close to entering the ranks of dozens of other 
former foster youth who "cop a squat" (sit) on concrete stairwells and sleep in 
"abandos" (abandoned buildings) up and down the street. 

Soon after his 18th birthday, the state of Califomia "terminated" Kyzer's case and he was forced 
to leave his group home. He moved in with his girlfriend and their 4-month-old baby in the home 
she shared with three generations of her family. Wanting to help support his son, Kyzer got a job 
at Starbucks and worked as many hours as the boss would give him. For two months his 
confidence brimmed. 

But then he did something many teenagers do. He blew off work and was fired. Now, the door to 
his girlfriend's house is shut. Kyzer is on his own. 

For Kyzer and many of the more than 25,000 other foster youth in the United States who "age 
out" of the system every year, there is no family and no support network to pick you up when you 
fall. Within two years of emancipation, half of Los Angeles County's foster youth will be 
unemployed, one fifth will be homeless and a quarter will have been to prison, according the 
Children's Law Center. Similar fates can be expected across the country for many of the 500,000 
children who call the state their parents. 

But a law signed by President Bush in the waning days of his administration could radically 
change the futures of these children. The Fostering Connections to Success and Increasing 
Adoptions Act of 2008 offers states matching federal funds to extend care to age 21 for all foster 
youth who choose to stay in the system after their 18th birthday. What's meant by "care' would 
vary state by state, but could include extending Medicaid coverage to age 21 (which about 20 
states now do), providing housing vouchers or access to group homes, vocational training, 
educational funding and psychological counseling services. 

"We have known for a long time that kids don't suddenly become self-sufficient at the age of 18," 
says the federal bill's sponsor. Rep. Jim McDermott of Washington state. "The law we passed last 
year finally recognized the need to better provide the building blocks of success to these 
children," 

Research released Monday suggests that the approach makes financial sense for a government 
weighed down by the costs of incarceration, welfare, Medicaid and homelessness incurred by 
former foster youth who struggle after emancipation. Conducted by the University of WaShington 
SchOOl of Social Work. the study finds that caring for young adults until age 21 will represent a 
return of $2.40 on every government dollar spent in California. 

Experts hope the report will lead more states to implement the federal law. But adding anything to 

h IIp:1 Iwww.m:wswt:ek.<:om/id/18849J/output/print 

Page I of~ 

J/,)/~009 



Children of the System I Print Article I Newsweek.com 

a state budget right now is a hard sell. Thus far only seven states have put forward such 
legislation, including California. And before the passage of the federal legislation, only two states 
had implemented comprehensive extended care for foster kids after age 18-lIIinois and Vermonl. 

The study's leading researcher, Mark Courtney, director of partnersJor_ Our Children, a public­
private collaboration promoting child-welfare reform at the University of Washington, sees the 
federal legislation as the most radical shift in child-welfare policy in the last decade. "The 
government has been unwilling to help kids after 18 beyond teaching them independent-living 
skills," he says. "That is not what parents do. A parent is not happy to kick a kid out at 18 and say 
good luck." 

Courtney's earlier work has shown significant long-term benefits for kids who get a few more 
year's care versus those who are pushed out of the system at 18. His hallmark "Midwest Study," 
published in 2005, was instrumental in shaping the current federal legislation. That report followed 
732 foster youth through their 17th, 18th and 21st birthdays. It found that along with lower rates of 
incarceration, homelessness and unemployment, young people in a state like Illinois, which 
extends care until 21, were 3.5 times as likely to have completed a year of college than peers in 
states like Iowa and Wisconsin, which routinely cut care at 18. (Census data show that less than 3 
percent of foster kids earn college degrees, compared with 28 percent of the population as a 
whole.) 

"The minute we kick them out they start looking for their families," says Karen Bass, speaker of 
the California Assembly and coauthor of The California Fostering Connections to Success Act. 
The legislation plans to increase spending to $70 million in California for youths age 18 to 21, 
largely through the newly available federal funds. "When they can't find their families, they make 
families of their own on Hollywood Boulevard. In l.A., they are couch surfing; you have groups of 
young people living together and it is homelessness, just a different forril." Bass and coauthor Jim 
Beall say that despite the budget wrangle and deficits that California faces, the bill bears the 
name of 26 Assembly members, has wide cross-aisle support and will likely pass. 

In this latest study of foster care, Courtney narrowed his focus on higher education. As he had 
already shown, young people in extended care were better equipped to pursue a higher level of 
education and thus vasUy increased their lifetime earning potential. For an expenditure of $37,948 
over the course of extended care, Courtney concludes that those foster youth will earn $92,000 
more in their working life. "We are talking about spending $38,000 over one to three years versus 
what it costs to incarcerate somebody for 20 to 30 years," says Bass. In California, the 
Department of Corrections anticipates the annual cost of incarceration will jump to $53,000 in 
fiscal year 2009-10. 

But these undeniable statistics are running headlong into the cold reality of a national financial 
crisis. "Here is the most Significant piece of [foster-care] legislation in a decade and it may be 
slowed down by these economic times," says Kathi Crowe, executive director of the Foster Care 
Coalition. "It's almost too bad it is optional." Nonetheless, Courtney believes that the evidence he 
has presented along with the t-ia.lj91lal Yol!\l:Li!1J:[~!1:;it[QT.LQ.at~~~, which will be implemented 
nationwide as of October 2010 and will track young people as they mature into adulthood, will 
force states to act. "At that paint some states may be shamed into changing their laws if the 
outcomes of their former foster youth look much worse than the outcomes for youth in states that 
have extended care to 21." 

But for Kyzer and the kids currently "copping a squat" on the streets, it may be too late. "I just 
wasn't ready," Kyzer says of being a father, holding a job and moving into his own place. Tonight 
he is couch surfing, but tomorrow, his only option may be an abando. 

URL. hllpllwww.ncwsweek.com/id!188493 
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PO., 

Anchorage 
School 
District 
5530 E. Northern Lights Blvd 
Anchorage. Alaska 99504-3135 
(907) 742-4000 

March l1, 2009 

To Members of the House EJucation Committee: 

I am writing in support of CS for HB 126 (EDC) which relates to the education (li 

students who are homeless or in foster care or awaiting foster care. As you 
know, we have a large and growing homeless population in our district; we also 
have a large and growing number of students awaiting placement in ioster care 
or who are in foster care. One of the major challenges for these young people is 
finding stability in their lives, including being able to attend school on a regular 
basis. 

It is a well-known fact that when students stay in the same school for the whole 
school year, there is more opportunity for the student to be aLaJemically 
successful. The Anchorage School District and School Board have worked for 
years to help parents understand the importance of keeping their children in the 
same school as long as possible. In the case of homeless students, and those in 
foster care or awaiting foster care placement, we feel strongly that we need to 
follow the requirements of the McKinney-Vento Act for homeless students, 
which requires us to provide transportation to and from the student's original 
school for the school year. In the case of foster children and those awaiting 
placement, we support the language is this proposed legislation as long as there 
is some funding for this requirement. The Anchorage School District provided 
$150,000 to supplement federal funding for transportation last year and wou ld 
anticipate an increase again this year. 

I commend Representatives Gara, Crawford, and Kerttula for bringing this 
legislation forward and hope that you will support its passage. 

Please feel free to contact me at comeau carol@asdkI2.org if you have need for 
more information. 

Sincerely yours, 

2709 

1Md~~ 
Carol Comeau 
Superintendent 
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~ Covenant 
,,",,2AJ House 
W-..::J Alaska 

Representative Les Gara and Senator Bettye Davis 
State Capitol 
Juneau, AK 99801 

February 23,2009 

Dear Representative Gara and Senator Davis, 

Thank you for introducing legislation to address the needs of foster care youth, both 
while they are in the state's custody and when they "age-out" of the current system. 
Providing resources and support to our foster care children decreases the need for long­
term public assistance and criminal justice resources. Responding to research that clearly 
identifies proven strategies for assisting our youth to independent adulthood is not only 
compassionate, it is fiscally sound policy. 

Between 35% and 50% of foster care youth become homeless after being released from 
care. Covenant House Alaska (CHA) serves the homeless and at-risk youth of our state 
through four main programs (50% of CHA youth have been involved in the foster care 
system). Our Crisis Center provides shelter, food, clothing, primary health care and 
support resources to homeless youth. Our Community Services Center is a drop-in center 
that provides case management, employment assistance, educational tutoring, counseling 
and substance abuse referrals and life skills training. Two different programs, Rights of 
Passage and Passage House help youth transition to independent living and self­
sufficiency. Youth can participate in either program for 18 months with up to 12 months 
of additional aftercare. 

Through these programs, CHA is certain that increased job training, educational 
opportunities, rental assistance and social worker visits will benefit children in foster 
care. Similarly, offering consistency whenever possible through maintaining one school 
for children despite changes in foster care placement is essential. CHA appreciates the 
multi-faceted approach HB 126 and SB 105 offers. 

Thank you for sponsoring this legislation and providing a voice to youth in foster care. 

~incerely, 

1" .~~ C;R.. <--
Deirdre A. Cronin 
Executive Director 

Opening UClO':,> for Homdp. .... ""nt~lh 

M:uling. ~ 0.60'( 10464U, I\nchor<tc;e, ,\la .. k.t 995 IO··Hi40 . ('..107) 272·125'i . w"",,w CovI:'''<lfllhnu.,f',tl.. Oft} 
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Facing Foster Care in Alaska (FFCA) 
3108 W. 42"" Ave. #6 
Anchorage, AK 99517 
F~bruary 17,2009 

Representative 
I.es (iara 
Alaska State Legislator 
AK Statt: Capitol Rm 500 
Junt:au, AK 9980 I 

Dear Representative Gara: 

Your continued concern for Alaska's foster children and youth is admirable, and House Bill 126 
demonstrates that concern. 

As current and former foster youth of Alaska's child welfare system, we would likt: to thank you 
for your ongoing support in addressing the need for reform. Many of Alaska's toster children are 
being set up for failure due to a state system that is lacking many of the resources these young 
people need to succeed. Statistics show that youth who leave Alaska's foster care system become 
homeless at a rate of 40%, fall behind in their education, and have a high rate of adult incarceration. 
We wholeheartedly support your bill that creates opportunities for children and youth in foster care 
to succeed. 

Thank you for your concern and your untiring pursuit to improve the lives of those who are less 
fortunate; You have our support. 

Sincerely, 

Amanda Metivier 
FFCA Coordinator 



FRIlNDS,,, 

ALASKA 
CAS~ 

BOARD OF DIRECTORS 

Sallye Werner. President 
Anchorage 

Laura Haywood, Vice President 
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Teresa Connelly. Secretary 
Anchorage 

Pat Hackley, Treasurer 
Anchorage 

Linda Janidlo 
Anchorage 

Eric Lespin 
Anchorage 

Martha Anagick Aarons 
Anchorage 

Jalean MaHeu 
Mal-Su Valley 

Starr Marsett 
Anchorage 

Amanda Meth'ier 
Anchorage 

ADVISORY BOARD 

Marion Hallum 
Director. Alaska CASA Program, 
Anchorage 

Nadine Winter 
Fairbanks 

PROGRA~I DIRECTOR 
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Advocacy. Diversity' Supporting Volunteers 

April 6, 2009 

The Honorable 
Representative Les Gara 
Alaska State Capitol 
Room 500 
Juneau, AK 99801 

Re: SUPPORT HB 126 

Dear Representative Gara. 

I am writing to express the support of Friends of Alaska CASA (F AC) 
for House Bill 126. This bill, as you know. will help foster youth 
transition more successfully from state care to independent living. 

Currently 38% off oster youth aging out of the system end up 
homeless. This bill attempts to remedy this reality through several 
assistance measures, such as financial help for rent and other living 
expenses for up to a year after aging out, and tuition waivers for 
vocational or college education. 

HB 126 will extend the applicability of transportation funding for foster 
youth so they can stay at the same school for an entire school year 
instead of transferring between different schools as is often the case. 
HB 126 will also require a quicker transfer of school records when kids 
do switch schools, thus easing the discomfort and disruption caused by 
the change. 

Finally, HB 126 attempts to improve basic services within foster care. 
The most recent federal review of foster care in Alaska gave our state 
very low marks. HB 126 looks to set the bar higher by requiring the 
state meet federal once-a-month visit standards. Currently, some youth 
in care are only seen once every eight months, hardly sufficient to assist 
a young person with the myriad of difficult issues brought about by 
their unique circumstances. 

Thank you for your consideration. 

Sincerely, 

Sallye Werner 
President 
Friends of Alaska CASA 

Ryan Zinn 
Program Director 
Friends of Alaska CASA 

Friends of Alaska CASA . PO Box 242484'Anchorage, AK 99524-2484 
Phone: 907-222-2534 . Email: info@friendsofalaskacasa.org 

www.friendsofalaskacasa.org 
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March 11, 2009 

To Members of the House Education Committee: 

I am writing in support of CS for HB 126 (EDC) which relates to the education of 
student. who are homeless or in foster care or awaiting foster care. As you 
know, we have a large and growing homeless population in our district; we also 
have a large and growing number of students awaiting placement in foster care 
or who are in foster care. One of the major challenges for these young people is 
finding stability in their lives, including being able to attend school on a regular 
basis. 

It is a well-known fact that when students stay in the same school for the whole 
school year, there is more opportunity for the student to be academically 
successful. The Anchorage School District and School Board have worked for 
years to help parents understand the importance of keeping their children in the 
same school as long as possible. In the case of homeless students, and those in 
foster care or awaiting foster care placement, we feel strongly that we need to 
follow the requirements of the McKinney-Vento Act for homeless students, 
which requires us to provide transportation to and from the student's original 
school for the school year. In the case of foster children and those awaiting 
placement, we support the language is this proposed legislation as long as there 
is some funding for this requirement The Anchorage School District provided 
$150,000 to supplement federal funding for transportation last year and would 
anticipate an increase again this year. 

I commend Representatives Gara, Crawford, and Kerttula for bringing this 
legislation forward and hope that you will support its passage. 

Please feel free to contact me at comeau carol@asdk12.org if you have need for 
more information. 

Sincerely yours, 

!aut~ 
Carol Comeau 
Superintendent 

Educating All Studmts jar Su(crss in Lifo 
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POSITION PAPER 

CONTACT: Valerie Davidson, Senior Director DATE: April 8, 2009 
Legal and Intergovernmental Affairs 

RE: 

POSITION: 

Through Pat Jackson, State Liaison for Alaska Native Health 
523-0363 - pajackson@anthc.org 

HB 168 - State certification and designation of trauma centers and creating the 
uncompensated trauma care fund 
HB 169 - Appropriating $5,000,000 to the uncompensated trauma care fund 

Support 

ANTHC supports HB 168 and HB 169 as important steps in increasing the trauma care capacity in the state. 

The Alaska Native Tribal Health Consortium (ANTHC) is a tribally controlled, non-profit statewide tribal 
health organization formed pursuant to federal law to provide a range of medical and community health 
services for more than 130,000 Alaska Natives. It is part of the Alaska Tribal Health System (ATHS), which 
is owned and managed by the 23 I federally-recognized tribes in Alaska and by their respective regional 
health organizations. 

ANTHC and Southcentral Foundation jointly manage the Alaska Native Medical Center (ANMC), the tertiary 
hospital of the ATHS located in Anchorage. ANMC is the only Level II Trauma Center in the Indian Health 
Service/tribal health system nationally. ANMC is also the only Level II Trauma Center in Alaska. The 
nearest Level I Trauma Center is in Seattle. 

Trauma system development is a public health priority. A comprehensive system of trauma care is an 
essential part ofthe public safety net. Regionalized trauma systems based on a network of coordinated 
Trauma Centers designated at the appropriate level improves health outcomes and reduces costs. ANMC, as 
the highest level designated Trauma Center in the State of Alaska, is the lynch pin for the state's trauma 
system, and provides the foundation for continued statewide system development. 

Trauma Center designations were created as a way to improve outcomes for patients who face extraordinary 
medical issues. On balance, early and appropriate medical attention to life-threatening health issues reduces 
overall length of stay in the hospital and reduced complications for many patients. Without trauma care, the 
costs of health care for trauma patients will be greater, including trauma patients who are Medicaid eligible. 

The cost of providing trauma care at ANMC has more than doubled over the past four years and funding has 
not kept pace. ANMC's Trauma Center simply cannot be maintained at current revenue levels. If ANMC's 
Trauma Center designation is discontinued because funding levels have rendered the service unsustainable, 
the hospital faces reductions in staffing. Diversions of patients to non-tribal providers would increase, and 
because the federal government reimburses 100% of the cost of services provided for Native clients at Native 
facilities but a smaller percentage at non-tribal providers, there would be an increased cost to the state's 
general fund budget. 

ANTHC supports HB 168 and HB 169 as important steps by the State to encourage and support appropriate 
trauma care options for Alaskans. Because we are Alaska's only Level II Trauma Center we 
recommend removing the language in section (d) on Page 2, Line II, that limits appropriations to 
anyone facility to 25%. 

Thank you for your consideration. 
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Matthew Johnson 

From: butchr@gci.net on behalf of stacey david reay [butchr@gci.net] 

Sent: Thursday, April 09, 2009 9:06 AM 

To: Rep. Wes Keller 

Subject: HB 126 

• Mr. Keller: Please schedule a hearing for HB 126. As a licensed social worker who has worked 
with families involved with Office of Children's Services, I have become aware of the need for 
additional support for the foster youth aging out of the system. Please help support these kids. 

• 
• The primary intent with this bill is to help foster youth transition more successfully from state 

care to independent living. Currently between 30-40% of foster youth aging out of the system 
end up homeless. This bill attempts to remedy that through several assistance measures, 
such as financial help for rent and other living expenses for up to a year after aging out, and 
tuition waivers for vocational or college education. 

• The bill also attempts to facilitate better academic success for foster youth, which has long 
term benefits through the transition out of care and into adulthood. HB126 will extend the 
applicability of transportation funding for foster youth so they can stay at the same school for 
an entire school year instead of bouncing around between different schools as is often the 
case. HB126 will also require a quicker transfer of school records when kids do switch 
schools, thus easing the discomfort and disruption caused by the change. 

• The bill also attempts to improve basic services within foster care. The most recent federal 
review of foster care in Alaska gave our state very low marks. HB126 tries to set the bar 
higher by requiring the state meet federal once-a-month visit standards. Currently, some 
youth in care are only seen once every eight months, and this is hardly enough to know how a 
youth is coping with the myriad of difficult issues brought about by their unique circumstances. 

Sincerely, Stacey David Reay, LCSW, 1941 Rebel Ridge, Anchorage, AK 99504,907-337-6537 
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Matthew Johnson 

From: 
Sent: 
To: 
Subject: 

Carol Ford [whoville@pobox.alaska.net] 
Monday, April 13, 2009 2:29 PM 
Rep. Wes Keller 
HB 126 

Dear Representative Keller, 

I am writing today to let you know that I strongly support House Bill 
126 which provides for necessary support to foster children making the transition from 
foster care to full adulthood. By definition, foster children have had many ups and downs 
in their lives under the best of conditions, and as a mother and an active member of my 
community in Kenai, I am well aware that the transition from teen to adult is a powerful, 
difficult, important, exciting and dangerous time for everyone regardless of 
circumstances. It is not the time for their support system to drop them and leave them to 
fend for themselves. 

My own children are past this time, and still turn to their folks for strength and purpose 
in times of setbacks and questions. As guardians of these children, the State of Alaska 
has the privilege and duty to offer them support and guidance and in making the best 
choices available to these citizens. It1ll not only give their lives more potential, but 
will strengthen our state and our nation now and for the next generations. 

I urge you to vote yes on House Bill 126. 

Carol Ford 

1 
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Matthew Johnson 

From: Gayle Roth [rothgrk@alaska.net] 

Sent: Monday, April 13, 20092:12 PM 

To: Rep. Wes Keller; Rep. Bob Lynn; Rep. Paul Seaton; Rep. Sharon Cissna; Rep. Lindsey Holmes; 
Rep. Bob Herron 

Subject: HR 126 

I am in favor of HR 126. 

As a 47 years resident of the State of Alaska and a CASA, I have concern for the children in foster care and feel 
this bill addresses some of their needs. 

There are too many children in foster care. Let's give them the tools they need so they can make a difference in 
their own lives. 

Respectfully, 
Gayle Roth 

4/13/2009 
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Matthew Johnson 

From: ViedeF97@aol.com 

Sent: Monday, April 13, 2009 1:36 PM 

To: Rep. Lindsey Holmes; Rep. Bob Herron; Rep. Wes Keller 

Subject: House 126 - strong support for 

Representatives-

Please vote to support our foster kids with the benefits this bill will provide. I have been many hours over the 
years working with children; special needs, homeless and fostered kids there is great need for these kids of 
services. 
Our state of Alaska is one that must do more to help those kids that are having a hard start in life and this is 
one of those ways. Providing the services that will allow them to transition into 'adulthood' with additional help 
its critical. 
My husband and I, as residents of a 'bush' village are doing more each year to offer support where we can do 
children in our area. 
This particular group of kids covered by this bill could see great benefits from just this small effort. 
Please support passage of this bill. 
Victoria and Roland Briggs 
King Salmon, AK 99613 

The Average US Credit Score is 692. SeeYours in Just 2 Easy Steps I 

4/13/2009 



Matthew Johnson 

From: 
Sent: 

maryla@alaska.com on behalf of Mary La Fever [maryla@alaska.com] 
Monday, April 13, 2009 1: 17 PM 

To: Rep. Wes Keller 
Subject: House Bill 126 

Dear HHSS Committee Member Keller 

Just want to let you know I am in SUPPORT of this bill, It seems to me 
that kids of all ecomomic sectors need all the help we can give them these days, 
particularly those who are doing without daily ....... any boost is helpful, an9 this bill 
addresses some important needs. 

Thanks for your consideration, 

Mary La Fever 
41 year resident of Anchorage 

1 
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Matthew Johnson 

From: Britteny Cioni-Haywood [britteny.cioni@gmail.comj 

Sent: Monday, April 13, 2009 12:08 PM 

To: Rep. Bob Herron; Rep. Wes Keller; Rep. John Coghill; Rep. Bob Lynn; Rep. Paul Seaton; Rep. 
Sharon Cissna; Rep. Lindsey Holmes 

Subject: HB126 

Dear Members of the Health and Social Services Committee, 
J am writing in support of the HB 126 bill that is currently be reviewed and voted on this week. It is my 
understanding that approximately 40% of Alaska's foster youth end up homeless after coming out of 
foster care, and less than 10% end up going to college. This is not acceptable and we need to provide 
more support for those coming out of the foster care system. Jfwe want productive, capable adults then 
let's help this group overcome the many obstacles that they face. Really the costs of this program will 
far outweigh the costs of doing nothing and putting this population in greater risk of ending up in the 
penal system or on social programs that will be much more costly over a lifetime. The loss of economic 
potential is enormous and we need to help these young adults become productive citizens of our state. 
Thank you for time and consideration of this legislation. 
Sincerely, 
Britteny A. Cioni 
9093 Fireweed Lane 
Juneau, AK 99801 

4113/2009 
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House Bill 126 "Success For Foster Youth" page 1 or 1 

Matthew Johnson 

From: m.langdon@gci.neton behalf of Mary Langdon [m.langdon@gci.netJ 

Sent: Saturday. April 11. 2009 11 :02 AM 

To: Rep. Bob Herron; Rep. Wes Keller; Rep. John Coghill; Rep. Bob Lynn; Rep. Paul Seaton; Rep. 
Sharon Cissna; Rep. Lindsey Holmes 

Cc: Rep. Les Gara 

Subject: House Bill 126 "Success For Foster Youth" 

Dear Representatives'" I am writing to strongly encourage all of you, as members 
of the House Health and Social Services committee,to vote to pass HB 126. I have 
read the sponsor statement. I can see only good coming from passing this bill, for 
individuals and for the State of Alaska. 

Thank you for your consideration. 

Best regards, 
Mary Langdon, M.D. 

4113/2009 



Matthew Johnson 

From: Patricia Abney [abney1@acsalaska.netj 

Sent: Saturday, April 11,2009 10:37 AM 

To: Rep. Wes Keller 

Subject: HB 126 

Please support House Bill 126 
It is so important that these young people become productive adults and not life 
long wards of the state. 
r think. Amanda says it well. 

Page 1 ot I 

Amanda Metivier, who helped found Alaska's foster care advocacy and education 
organization, Facing Foster Care in Alaska, notes the effort aims to: 

"create opportunities for young people who age-out of foster care to succeed in their 
adult lives by providing job training, higher education, housing assistance, and school 
stability. It gives hope to foster youth who have limited supports and resources after 
leaving custody. " 

Sincerely, 

Pat Abney 

2722 4/13/2009 



Matthew Johnson 

From: 
Sent: 
To: 

Cc: 
Subject: 

Friedman_Jeff [Friedman_Jeff@asdk12.orgl 
Friday, April 1 0, 2009 9:28 AM 
Rep. Bob Herron; Rep. Wes Keller; Rep. John Coghill; Rep. Bob Lynn; Rep. Paul Seaton; 
Rep. Sharon Cissna; Rep. Lindsey Holmes 
Rep. Les Gara; Comeau_Carol; Siegfried_Robin 
HB 126 Homeless Students 

Dear Co-Chairs Herron and Keller, and Committee Members: 

I am writing about CSHB 126 which will be heard by the House Health and Social Services 
Committee on Tuesday. 

The Anchorage School District continues to support this bill, but some of the changes made 
by the Committee Substitute raise concerns. 

1. The Committee Substitute added a provision requiring transportation during summer 
school. In the past, we have not provided transportation during summer school except for 
some of our Title I schools. Not all homeless students have a Title I school as their 
school of origin. In addition, not all schools of origin will be open during summer 
school. On its face, this language would require us to transport a homeless student to 
his or her school of origin even if the school of origin was closed for the summer. 

Keeping a student in their school of origin during the regular school year is important. 
Keeping a student in the same school is less important during summer school because the 
teachers are different, the students in the school are different, and the curriculum is 
different. I ask that this new requirement be removed from the bill. 

2. The Committee S".jbstitute also removed a provision that currently exists in law and was 
in- the original bill. That provision allowed for a waiver of the transportation 
requirement if the Superintendent found, in writing, that attending a different school was 
in the child's best interest. An example of when this waiver might be used is when a 
homeless child is living with relatives and the homeless student might be better off 
attending school with the other children in that household. A waiver could also be useful 
in a district like Kenai where it might not be in the student's best interest to be 
transported from Seward to the student's school of origin in Homer each day. Please re­
insert the waiver provision that was in the original bill. 

Thank you for your consideration. 

Jeff Friedman 
Anchorage School Board 
1534 0 Street 
Anchorage, AK 99501 
907-742-4699 (Home) 

2723 
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Matthew Johnson 

From: 
Sent: 
To: 

Cc: 
Subject: 

Follow Up Flag: 
Flag Status: 

Friedman_Jeff [Friedman_Jeff@asdk12.orgj 
Friday, April 10, 2009 5:55 PM 
Friedman_Jeff; Rep. Bob Herron; Rep. Wes Keller; Rep. John Coghill; Rep. Bob Lynn; Rep. 
Paul Seaton; Rep. Sharon Cissna; Rep. Lindsey Holmes 
Rep. Les Gara; Comeau_Carol; Siegfried_Robin; Sen. Bettye Davis 
RE: HB 126 Homeless Students 

Follow Up 
Red 

I have received new information about this bill and wish to clarify my earlier e-mail. I 
have learned that a C version will be introduced that will eliminate the second concern 
listed below. In addition, I have learned from the sponsor that the reference to summer 
school is expected to be removed before this bill is finalized. With this new 
information, I can say that I fully support HE 126 and urge you to move it out of 
committee with a favorable recommendation. I apologize for any confusion my initial e­
mail may have caused. 

Jeff Friedman 
Anchorage School Board 
1534 D Street 
Anchorage, AK 99501 
907-742-4699 (Horne) 

From: Friedman Jeff 
Sent: Friday, April 10, 2009 9:27 AM 
To: Representative bob herron@legis.state.ak.us; 
Representative wes-keller@legis.state.ak.us; 
Representative-john coghill@legis.state.ak.us; representative bob lynn@legis.state.ak.us; 
representative-paul-seaton@legis.state.ak,us; - -
representative-sharon cissna@legls.state.ak.us; 
representative lindsey holmes@legis.state.ak.us 
Cc: representative les-gara@legis.state.ak.us; Comeau Carol; Siegfried_Robin 
Subject: HB 126 Homeless Students 

Dear Co-Chairs Herron and Keller, and Committee Members: 

I am writing about CSHB 126 which will be heard by the House Health and Social Services 
Committee on Tuesday. 

The Anchorage School District continues to support this bill, but some of the changes made 
by the Committee Substitute raise concerns. 

1. The Committee Substitute added a provision requiring transportation during summer 
school. In the past, we have not provided transportation during summer school except for 
some of our Title I schools. Not all homeless students have a Title I school as their 
school of origin. In addition, not all schools of origin will be open during su~mer 
school. On its face, this language would require us to transport a homeless student to 
his or her school of origin even if the school of origin was closed for the summer. 

Keeping a student in their school of origin during the regular school year is important. 
Keeping a student in the same school is less important during summer school because the 
teachers are different, the students in the school are different, and the curriculum is 
different. I ask that this new requirement be removed from the bill. 

2. The Committee Substitute also removed a provision that currently exists in law and ' .... as 
in the original bill. That proviSion allowed for a waiver of the transportation 
requirement if the Superintendent found, in writing, that attending a different school was 
in the child's best interest. An example of when this waiver might be used is when a 
homeless child is living with relatives and the homeless student might be better off 
attending school with the other children in that household. A waiver could also be useful 

2724 



in a district like Kenai where it might not be in the student's best interest to be 
transported from Seward to the studen~'s school of origin in Homer each day. Please re­
insert the waiver provision that was in the original bill. 

Thank you for your consideration. 

Jeff Friedman 
Anchorage School Board 
1534 D Street 
Anchorage, AK 99501 
907-742-4699 (Home) 

2725 
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Matthew Johnson 

From: 
Sent: 

David------Mikell [alaskam·d@yahoo.comJ 
Saturday, April 11, 2009 7:57 AM 

To: Rep. Wes Keller 
Subject: HB 126 

As a former foster parent and high school teacher of many teenagers in foster care, I 
STRONGLY urge you to support the passage of HB 126. Our teenagers need more than the 
resources and assistance that are currently available to them in order to successfully 
transition from foster care to independent adulthood. 

Thank you, 
Mikell L. Murphy, Ed.D 
2053 Cliffside Dr. 
Anchorage, AK 999501 

2726 
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Interim: 
P.O. Box 109 

Wrangell. AK 99929 
Phone: (907) 674-3066 

Fax: (907) 674-3055 

ALASKA STATE LEGISLATURE 

REPRESENTATIVE PEGGY WILSON 
HOUSE DISTRICT 2 

SPONSOR STATEMENT 
House Bill 130 

Session: 
State Capitol, Room 406 
Juneau, AK 99801-1182 
Phone: (907) 465-3624 

1-600-666-3624 
Fax: (907) 465-3175 

"An Act relating to questionnaires and surveys administered in the public schools." 

HB 130 changes parental consent requirements for surveys in schools from active to 
passive for anonymous surveys. Written permission is still required for non-anonymous 
surveys. With this bill written denial of permission will be required for anonymous 
surveys. 

School-based surveys are a reliable method for gathering valuable population-based 
information on youth that helps policy makers, educators, program planners and 
parents to better understand important health and social issues that affect their chances 
of program success. 

Routine standardized surveys such as the national and state Youth Risk Behavior 
Survey track trends over time and help guide and evaluate important health and 
prevention programs. State and federal grant programs that rely on these surveys 
include tobacco prevention and control, obesity prevention, diabetes, heart disease and 
stroke, safe and drug free schools and other substance abuse prevention, injury 
prevention, including violence and suicide prevention, HIV and SID prevention, and 
more. 

Current Alaska statute requires active parental consent on youth participation in 
surveys. Active parental consent requires written permission to participate in the 
survey. Active parental consent overburdens the school system and drastically 
increases the costs and labor involved in conducting student surveys. 

Though research and experience suggests that the vast majority of parents would 
consent to their students participating in such surveys, many schools are unable to use 
the data they collect because there are not enough participants. Most of the research 
indicates parental failures to provide written permission are driven by apathy, 
oversight, or student error - not by refusal. With passive parental consent, the parent is 
notified and informed about the nature of the survey and allows for the parent to 
provide a written refusal to participate in the survey. 

Notification of surveys and their content will still be sent to every parent of a child that 
is a candidate to participant in the survey. A parent will have the option of reviewing 
the entire survey and how it will be administered before it is administered. Any parent 
who doesn't want their child to participate will have the option to opt-out of the survey. 
26-LS0405\E 
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Interim: 
P.O. Box 109 

Wrangell, AK 99929 
Phone: (907) 674-3066 

Fax: (907) 674-3055 

ALASKA STATE LEGISLATURE 

REPRESENTATIVE PEGGY WILSON 
HOUSE DISTRICT 2 

Sectional Analysis 

House Bill 130 

Session: 
State Capitol, Room 406 
Juneau, AK 99801-1182 
Phone: (907) 465-3624 

1-600-666-3624 
Fax: (907) 465-3175 

"An Act relating to questionnaires and surveys administered in public schools." 

Section 1. Requires a school district to get written permission to administer a 
questionnaire or survey. It exempts anonymous surveys. Surveys that concern public 
information are also exempted. 

Section 2. Requires a school district to provide a parent or guardian the 
opportunity to deny permission to take an anonymous questionnaire or survey. Written 
permission is not required. 

Section 3. Defines a 2 week time frame for school districts to notice parents of 
an upcoming questionnaire or survey so that they may either deny permission, for 
anonymous, or grant permission, for non-anonymous, surveys. 

Section 4. Defines what a written notice must contain. 

Section 5. Adds language to current statute that defines how a parent can deny 
permission for student to participate in an anonymous survey. 

26-LS0405\E 
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Interim: 
P.O. Box 109 

Wrangell, AK 99929 
Phone: (907) 874-3088 

Fax: (907) 874-3055 

ALASKA STATE LEGISLATURE 

REPRESENTATIVE PEGGY WILSON 
HOUSE DISTRICT 2 

House Bill 130 

Session: 
State Capitol, Room 406 
Juneau, AK 99801-1182 
Phone: (907) 465-3824 

1-800-686-3824 
Fax: (907) 465-3175 

"An Act relating to questionnaires and surveys administered in the public schools_" 

LIST OF WITNESSES 

Kate Burkhart 
Executive Director of Advisory Board on Alcoholism and Drug Abuse (ABADA) and Alaska 
Mental Health Board (AMHB) 
907-465-8920 

Wilda Laughlin (tentative) 
Leg. Liaison to Health & Social Services 
907-465-1613 

Emily Nennon 
American Cancer Society 
907-229-6962 

Fr. Gordon Blue, M. Div 
Sitka Counseling & Prevention Services 
907-747-1430 
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Interim: 
P.O. Box 109 

Wrangell, AK 99929 
Phone: (907) 874-3088 

Fax: (907) 874-3055 

ALASKA STATE LEGISLATURE 

REPRESENTATIVE PEGGY WILSON 
HOUSE DISTRICT 2 

House Bill 130 

Session: 
State Capitol, Room 406 
Juneau, AK 99801-1182 
Phon.: (907) 465-3824 

1-800-686-3824 
Fax: (907) 465-3175 

"An Act relating to questionnaires and surveys administered in the public schools." 

AFFECTED DEPARTMENTS 

Department of Education and Early Development 

Leg, Liaison: Marcy Herman, 907-465-2803 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 
2009 LEGISLATIVE SESSION Bill Version: CSHB 130(EDC) 

(H) Publish Date: 4/10109 

Education & Early Development ~ld"e;cn;.:;ti::.:fie;:;r-,(",fi:::lec.:n"a::;m:::e:L)::....:.H:.::B:..:lii30-;:-::E",E"D;..-=ES"S,,-4...:.-C-3;:.-,,0::.9_,,-_,.-_-,-_-,--,-___ Dept. Affected: 
Title "An Act relating to questionnaires and surveys RDU Teaching and Learning Support 

-ia;:;d::;m:;:in;::is:::;t"e"re:.::dc.:in=th"e:.Jp:::u:.::b"IiC=SC;:;h"o:.::o"IS;;;."=::==:::r.-:::-;;;;:;:::::--r::::-::::::::-_____ Component 
Sponsor Representative Wilson, Gardner 

School & Student Achievement 

Requester Education, Health and Social Services Component Number 2796 

Expenditures/Revenues (Thousands of Doliars) 
Note' Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interaoencv Receipts 

TOTAL 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I

Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 

The Department of Education and Early Development is submitting a zero fiscal note for HB 130. 

0.0 0.0 0.0 

0.0 0.0 0.0 

This legislation repeals and rewrites most of the initial language in AS 14.03.110 which deals in the approval process of 
administering questionnaires/surveys to students. It gives a parent or guardian the opportunity to submit a written denial of 
thier child to participate in the questionnaire/survey being administered by the principal or teacher. 

Prepared by: 
Division 

Approved by: 

Eddy Jeans, Director 
School Finance 

larry LeDoux, Commissioner 
Education & Early Development 

(Revised 9110(2008 OMS) 

Phone 465-8679 
DatelTime 4/3/09 12:00 AM 

Date 4/3/2009 
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• 
Municipality of Anchorage 

P.O. Box 1%650. Anchorage, Alaska 99519-6650.825 "L" Street. http:!)www.muni.or& 

Mayo, Matt e/aman Health and Human Services Commission 

Peggy Wilson, Representative 
State Capitol, Room 408 
Juneau, AK 99801-1182 

Dear Representative Wilson, 

March 11, 2009 

I am writing to you as chair of the Municipality of Anchorage Health and Human Services Commission on 
behalf of our 15 members and the many health organizations we represent. We would like to thank you 
for all of your hard work and dadlcatl on to the state. 

As the Health and Human Services Commission, our primary mission Is to ensure the health and well­
being of the Anchorage community. We rely on current information regarding the health and social status 
of the Anchorage community to determine our priorities and drive action. Critical to our mission Is reliable 
community data Including data about the health a nd well being of our City's youth. 

The Municipality of Anchorage Health and Human Services Commission supports HB 130 "An Act 
relating to questionnaires and surveys administered In the public schools· to encourage greater 
participation in school-based surveys. Routine standardized surveys such as the national and state 
Youth Risk Behavior Survey track trends over time and help guide and evaluate 1m portant health and 
prevention programs. The overall statewide response rate to Youth Risk Behavioral Survey (YRBS) in 
2005 was 55 percent, which did not meet the required response rate of 60 percent to make it a valid 
survey. The State was unable to use the data or publish the report since the data would not be 
representative of the high school population. Anchorage students are a critical sample for the success of 
YRBS because of they represent approximately 40% of all high school students in the state. The 
information gathered through school-based surveys is used to Inform programs and initiatives about 
youth behavior that help dr/ve prioritization of efforts to improve community health. An increase in survey 
participation improves the reliability and validity of survey responses Significantly, which provides 
organizations like MuniCipality Department of Health and Human Services with critical, current 
information regarding the health and social status of youth in our community. 

Again, thank you for your commitment to our state and its youth. I would appreciate the opportuni ty to 
talk with you on this matter at your convenience. 

Sincerely, 

~J...~/( 

Brian Saylor PhD MPH, Chair 
Anchorage Health and Human Services Commission 

Cc. Mayor Matt Claman 
Diane Ingle, Director DHHS 

CommunihJ, Security, Prosperity 
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March 9, 2009 

The Honorable Peggy Wilson 
Alaska State House Representative 
State Capitol, Rm 403 
Juneau, AK 99801-1182 

Dear Representative Wilson: 

On behalf of Planned Parenthood of the Great Northwest (PPGNW), I'm writing in support of 
House Bill 130, "An Act relating to questionnaires and surveys administered in the public 
schools." 

Planned Parenthood relies on the results of the school-based Alaska Youth Behavior Risk Survey 
to detennine where our efforts should be in terms of education and STI prevention programs. 
For accurate survey results it's critical to get as many survey responses as possible. Planned 
Parenthood recognizes that the current regulations of active parental consent for anonymous 
surveys decrease the response rate significantly. 

House Bill 130 will increase the accuracy of the vital information Planned Parenthood and many 
other organizations rely on to serve Alaska's young people. Thank you for addressing this issue. 

Sincerely, 

Clover Simon 
Vice President of Alaska 
Planned Parenthood of the Great Northwest 
(907) 770-9705 
clover.simon@ppgnw.org 

Planned Parenthood of the Great Northwest 
Alaska Administrative Office - 4001 Lake Otis Pkwy 

Anchorage, AK 99508 
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Pupil Rights Law Allows Parents to Opt 
Students Out of Surveys 

.• IMAlLTHISAlIiCli H 

A 1998 federal law, the Protection of Pupil Rights Amendment 
(PPRA). allows parents to inspect instructional materials used in 
connection with any U.S. Department of Educalion-funded "survey, 
analysis, or evaluation." The law, often called the "Hatch 
amendment" or the r'Grassley amendment" for the members of 
Congress who introduced it, also requires schools to obtain written 
parental consent belore minor students participate in Education 
Department-funded surveys Ihat ask questions about personal or 
fam ily matters. 

As the result of recent amendments 10 PPRA in the No Child Left 
Behind education law (Public Law 107-110, signed January 8, 2002). 
parents have additional rights to examine materials with regard to the 
surveying of minor students, even when the surveys are not 
Education Department-funded, and to opt their children out of 
surveys and certain non-emergency medical examinations. 

The Family Policy Compliance Omce (FPCO) in the U.S. 
Department of Education, which administers the Family Educational 
Rights and Privacy Act (FERPA), has responsibility for the expanded 
Protection of Pupil Rights law, also known as the "Tiahrt 
amendment. " 

The original PPRA law required schools and contractors to make 
educational materials available for inspection by parents and provided 
a list of survey queslions that would Irigger the need for written 
parental pennission. Those requirements remain in place. The trigger 
questions include inquiries about: 

I. pol ilical aftiliat ions or bel iefs of Ihe student or Ihe ,tudent's 
parent; 

2. menIal and ps}chological problems of the studenl or Ihe 
sludent's family; 

3. sex behavior or attiludes; 
4. illegal. anti-social. self-incriminaling, or demeaning behavior; 
5. crilical appraisals ofolher indhiduals wilh whom sludenls have 

clos!: fam ily n:latiollsh ips: 
(J, I~gall} r":cognill..'J pri\'ilc~..:J or all;JIt):;ous n.:ialionships. su('h 

as Ihosl.' \\ ilh la\\) ers, ph) sicians. anJ minisfcrs: 
rei igioLlS practi(cs. anil ;UI;OI1S. or beliefs or the stuJCl1t or 
student's parent: or 

8. income. olher than that rcquirc:J by law to determine eligibility 
for parrkipalion in a program or for n:cl!i'ving lillancial 
assistance unJa surh program. 

lilt.' PPR,\ rompliarH.:t.' nnkc: in Iht.' L S. Ikpilrtrnt.'nt nl" LJut.:alioll 
Ptl;lIh lIullhallllC:~C: n.:\juirl.'I1lt.'l1ts ;rppJ) \\hcll J ~Ul"\t.') i_'\ IlJJllkJ. al 
11..';1' .. , ill p;u'L h: ;111~ rrn:.!.r.IJll ;ldlllini"rL'I"I..'ll 11: ih ... .' ,'.s. ~""'Lr .... 'I;IJ': or 
I ,J: II ·,d inll. 
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Under the Tiahrt amendment that took effect in 2002, aaditional 
'requirements are now in place, and they apply as well to'surveys 
funded by sources other than the U.S. Department of Education. The 
law now requires public elementary and secondary schools to 
"develop and adopt policies-in conjunction with parents," regarding: 

I. the rights of parents to inspect, upon request, a survey created 
by a third party before the. survey is administered or distributed 
by a school to students; 

2. arrangements to protect student privacy in a survey if it 
includes any of the eight items noted above; 

3. the right of parents to inspect any instructional materials used 
as part of the education curriculum; 

4. administration of physical examinations or screenings that the 
school may adm inist.r to students; 

5. collection, disclosure, or use of personal infonnation collected 
from students for the purpose of marketing, selling; 

6. the right of parents to inspect any instrument used in collecting 
information for marketing or selling. 

Schools must notilY parents of their PPRA policies at least once 
annually and must give parents ample opportunity to opt out (remove 
their child) from participation in surveys containing one or more of 
the eight items of infonnation specitied in the original law. 

Parents are also allowed to remove their children from any non­
emergency invasive physical examination or screening that is 
required for attendance or is not necessary to protect the immediate 
health and safety of the student or other students. 

£"rplanalion of the Pro/(,·,-tiun of Pupil Rights Amendment is posted 
on the Education Department's Family Policy Compliance qQice 
wt:.hsite at 
hllp: !/web. archive. org/weh·,]IIII.j I 0311}} 13 59/hl/p:i/www.edgoV!r1!ice .. /OMifpcoppra·.index.html. 
The compliance ojjiee indicates it will publish rexs <'overing the new 
parts ufthe law. 
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ALASKA PUBLIC HEALTH ASSOCIATION 

Committed To Advancing Alaska's Public Heanh Since 1978 

ALPHA RESOLUTION 7-2008 

Support for Passive Parental Consent for the Youth Risk Behavior Survey 

Sponsor: Jayne Andreen 

Whereas the Youth Risk Behavior Survey (YRBS) is part of an epidemiological surveillance 
system that was established in 1988 by the Centers for Disease Control and Prevention (CDC) to 
help monitor the prevalence of behaviors that put young people at risk for the most significant 
health and social problems that can occur during adolescence and adulthood. 

Whereas the survey examines six categories of adolescent behavior including: 1) behaviors that 
result in unintentional and intentional injuries; 2) tobacco use; 3) alcohol and other drug use; 4) 
sexual behaviors that can result in HIV infection, other sexually transmitted diseases (STD's) and 
unintended pregnancies; S) dietary behaviors; and 6) physical activity.' 

Whereas Alaska's YRBS is a joint project between the Dept, of Education & Early Development 
and the Dept. of Health and Social Services and was established in Alaska in 1995.' 

Whereas survey results are used at the national, state, and local level such as measuring 
progress towards the national Healthy People 2010 and the Healthy Alaskans 2010 health 
objectives. 

Whereas, understanding the health risk behaviors of youth is critical for developing programs 
that address risk behaviors practiced and for measuring progress toward program goals. 

Whereas Alaska's YRBS has been unable to collect reliable data consistently with the challenge 
of administering the survey under the active parental consent law AS 14.03.110, which requires 
written permission from all participating students' parents or legal guardians. } 

Whereas employing active parental consent drastically increases costs and labor involved in 
conducting student surveys, and results in high failure rates for getting enough student 
responses to get usable data for larger surveys, and the potential for leading to 
inaccurate/misrepresentative data.) 
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Whereas Alaska is one of only three states in the nation that has a school survey law requiring 
active parental consent for surveys of this type. 3 

Whereas most states employ passive parental consent when administering such surveys which 
involves notifying and informing the parents about the survey and assuming that students will 
participate unless the parent provides a written refusal to opt out of the survey, 3 

Whereas it is believed that the majority of parents consent to their students participating in 
such surveys and that most parental failures to provide active parental consent (written 
permission to participate) are driven by apathy, oversight, or student error, not by refusal. 4 

Whereas the survey is anonymous and voluntary. 

Therefore be it resolved that the Alaska Public Health Association supports the content and the 
implementation of the Youth Risk Behavior Survey in Alaska with parental notification and 
passive parental consent 

And be it further resolved that the Alaska Public Health Association supports changing the 
requirement for participation in the survey from active parental consent to passive parental 
consent, 

References: 

I Centers for Disease Control and Prevention. Retrieved November 2, 200B from Ilttp:/lwww.r.dc.r,oyjHf',lltllYY')'JTh/Vlbf,/bri,-:f htnl 

.' Stdte of Alaska, Department of Health and Social Services, Retrieved November 2, 2008 from 
t1! r p://t ......... v... ,11~,:.,:, 1,11 (' .. JI.. LJ~/dph/ch(onlcl~':hocl/YR as. htm 

1 Centers for Disease Control and Prcllcntion. National Center for Chronic Disease Prevention and Health Promotion. Division of Adolescent and 
School Health, (2006) Parental Permission and the Youth Risk Behavior Survey. 2006 

1 EUickson P, Hawes JA. An assessment of active versus passive methods for obtaining 
parental consent. E'IIaluation Review 1989;13(1):45-55. 
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Introduction 

Modification of risk behaviors that contribute to chronic disease, 

premature death and impaired quality of life is an important public health 

challenge. The Behavioral Risk Factor Surveillance System (BRFSS) 

collects information on risk factors, chronic disease prevalence and 

preventive practices that is essential for the development of chronic 

disease prevention and health promotion efforts aimed at modifying key 

risk factors. The BRFSS is conducted in all 50 states, the District of 

Columbia, Guam, Puerto Rico and the US Virgin Islands and is now the 

longest running and largest telephone health survey in the world. The State 

of Alaska began surveillance using the BRFSS in 1991 and has continued 

yearly since. The Alaska BRFSS is a collaborative project of the Centers for 

Disease Control and Prevention and the Alaska Division of Public Health. 

In 2007. 2,552 health interviews were conducted using a standardized 

• BRFSS questionnaire. The interviews were conducted over the telephone 

. from the Health Survey Lab in Juneau using randomly selected telephone 

numbers. Households were contacted and one adult 18 years of age or 

older per household was randomly selected to complete the survey. These 

data were weighted to represent the state's adult population. This report 

presents highlights from data collected in 2007 . 

Sarah Palin, Governor 
State of Alaska 

Karleen K. Jackson, Ph.D., Commissioner 
Department of Health and Social Services 

Beverly K. Wooley, Director 
Division of Public Health 
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• 
Diabetes 

Diabetes increases the risk for heart disease 

and stroke and can result in blindness and renal 

disease. In 2007. 6% of Alaskan adults reported 

being told they have diabetes. There was no 

difference between men and women in the 

prevalence of diabetes. 

Asthma 

Asthma is a leading cause of restricted activity. 

In 2007, 14% of Alaskan adults reported ever 

being told they have asthma. Significantly more 

women than men reported asthma. 

Cardiovascular Disease 

Heart disease is a leading cause of death in 

Alaska and the US as a whole. The BRFSS asks 

respondents if they have ever been told they 

have had a heart attack. been told they have 

coronary heart disease or been told they had 

a stroke. In 2007. 2% of Alaskan adults said 

they have had a heart attack. 3% said they have 

coronary heart disease and 2% said they have 

had a stroke. 

Arthritis 

In 2007. 25'i~ of Alaskan adults reported being 

told by a doctor that they had arthritis. Arthritis 

,;o,ers a ,ariety of (1lfferent Joint conditions and 

, an affect lleople of all ages. 
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aun.com I K1SKY teen oenavlor 

adn.com 
• Anchorage Daily News 

Risky teen behavior 

Print Page 

State law compromises ability to assess how safe our kids are 

(06/03/0823:28:47) 

Everyone needs to know how safe Alaska teenagers are. 

Fortunately, there's a way to find out. 

Page I of3 

Close Window 

An anonymous, scientific survey of young people sponsored by the federal Centers for Disease 
Control and Prevention shows trends In teens' behavior, from cigarette, alcohol and drug use to 
sex. 

The Youth Risk Behavior Survey, just out for 2007, is a tested longtime report with controls for 
accuracy. 

It tells adults how well they're addressing kids' problems within each state as well as nationally: 
Are anti-tobacco programs aimed at Alaska kids working? Are we sending an effective message 
about declining to ride with an impaired driver on prom night? 

But trend information on Alaska kids is spotty because the state has erected unreasonable hurdles 
to getting students to participate. 

In 2001 and 2003, because of those hurdles, Anchorage failed to get enough responses for a valid 
local version of the study. In 2005, the state didn't get enough responses back. 

It's time to get rid of the obstacles. 

It used to be that districts had to notify parents and give them a chance to opt out of the survey. 
Any student who wanted to could opt out on his own. 

That worked well. State and local districts were able to survey randomly selected students and 
know that they represented a larger group. 

In 1999, responding to parental complaints that the survey is too invasive and personal, the 
Legislature passed a law saying school districts must get written permission from parents in 
advance before a student may participate in even an anonymous survey that asks personal 
questions. 

Alaska has to get at least 60 percent of the statewide students chosen in a random sample to 
participate before the survey results are usable -- before they can be deemed representative of all 
Alaska students. 

Anchorage, to get valid local results, has to do the same. 

Both the state and Anchorage achieved it this year, but only by spending tremendous effort and 
money. The state gave $70,000 to districts to help them get the responses and still came up with 

27 4/.!:ttp:l/www.adn.com/opinion/view/v-prinlerlstorv/42591 a.hlml ? ililIJIlllQ 
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CALIFORtllA 6 U R V E Y 

GUIDELINES FOR PASSIVE CONSENT 

B:.lsed on rect!nl cl1nngc fO stJte J3W. 1 CDE ills d~termined thllt und~r certain cirCUmSIJIlCCS LEAs 
conducting the California Healthy Kids Survey (CHKS) haw the option of using passive parental 
consent. rather than active (\\ritten) consent as previously required.: Linder passive-consent procedures. 
parents/guardians inti:Jrm the school only if they don 'I wanltheir child to participate in a study lopt out).' 
To adopt passive consent, the following conditions must be met: 

• The survey is limited to grades 7 through 12. Passive consent cannot be used below grade 7· 

• It is anonymous, confidential, and voluntary. Active consent must still be used ifrespondent data are 
linked to a respondent'S name in any form or manner, such as in longitudinal tracked surveys. 

• The school board formally adopts, in consultation with parents, a ",rinen passive wnsent policy for 
the administration of the CHKS (and any other surveyor test) consistent with California Education 
Code sections 51513 and SI938(b) and the federal Protection of Pupil Rights Act (PPRA), 20 USC 
I 232h. 

• Parents/guardians are notified in writing at the beginning of the school year about the survey and 
when it is to be administered, and given a reasonable opportunity to review the survey and to declinc 
their child's participation (opt out).· 

• Parentslguardians are notified of any substantive changes in survey policies, dates, or content that 
occur after the initial notification. 

• The parental notice contains a/l the required elements specified in the CHKS Guidebook for 
protection of human subjects and in the federal Protection of Pupil Rights Act. 

• Questions are not added to the survey that elicit repons of parental attitudes or behaviors or any other 
category that requires active consent under Ed Code 51513 but not exempted under Ed Code 51938. 

The following guidelines are designed to help you determine whether you should switch from written to 
passive consent and the steps you should take if)'ou decide to make the change. 

Benefits of Passive Consent 

• Passive consent involves less cost and labor, particularly for the classroom teacher, 

• J[you have IJOlbeen successful in mc~ting your tJ.rg~t sample using written consent. passive consent 
will likely increase your response rates. 

• Research also suggests that passive consent "ill result in a more representative sample, as many hard­
to-reach subgroups. including groups at high-risk of substance use and other problem behaviors. are 
underrepresented in I,.vritt~n consellt surveys.s 

! :::'o.:c,; E,JU(..IIUHl (uJo.: ~ I 'l: s. bJ. II hi..:h ~11p(J1J!":.' "'!\fnllh:'(Jndm!,; S..:..:ril)n 515 J!, :.In.m! 111OUS, \ ,lhmtary, .1IIJ ":11nliJI.'IlI!:J! 

n':)I.!.ifd': Jud C\ JIU:.IlhHl (,j'lh II) nh:.I.~\Ho.: pupils' h..:.:Jlrh hd13\ j.)rs .lnu fl~t.S. Induding lC~[S, "lUC!>II'}OnJircs . ..Iud .... un t:y~ 
('Jnlarrllng J~": Jprropriati.! YUC:.IlIJlb :Jhoullh .... r1Jpd'!> :mlludt.:s ":\J~c..:mlng ur practices relating lu .)c), rna~ be Jdrnini';Il.'rcd 10 
an: rllpd in graJcs -; Io! 12. in~lu~i\!.:. !flhr.: p:m:nr ,Ir gllJrJian I~ noldied JIl \Hiling lhJIIIH::.lc~t, '-luc~rj~)nnam:. ur ~un.:: i::. [0 r.c 
adrnlni::.lercd Jnd The pupi!'!> rar ... nt or guarJian r~ ~i\Cn Illr.: nrr,onunir~ to revic\\ :he le~I.l.juc::.lh.Hlr.;llre. or ~Uf\~) anJ 10 r':l.{ur.:~1 
ill IHJllTlg IIl:u hi~ Of her d:JlJ n,)! p.lrt:..:ipafl!." 

; ,'\~ ,k:,..::r\"'c,1 :n th.: (11f\S \ iudd'",'!... '.!llih:r ;1~t:'.c.-\."Il.I.!!1f prl)(\.·,Jur..:, r.lrl.!!!i.' nJU.,: ("I:t"lftn !ll \\t:l:r:t! tku 111<.';. ~'!/hU:l <lr 
I: .. :. 01.11..111: !~:. ,!':I:t::)-' .w.! rd:lrI:;ng ,j 1·,lln 1:'.11"[111 I., n"r r..::,::r>:J .. t mil:,! h· j·.··llC-. ..:J that I,.H<.'I:IJI pl..·rn;j"IIt!1 1,111)1 I--'LH':I..·,I 
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Considerations for Changing from Active to Passive Consent 

• \Vriltt.'n couSl'nl proddt,s C\fnl prutC'l'lion ~lgajnS! sur\"l~~ ing a stll~it:nt \\ IH1SL' p~lr':IlIS diJ not 
n':(l'j\'L' notiliL'atinn l1r did not ;lpprO\ L' of participJlion but IJilcd to inform thL' s(hool. This l'\lr~l 
protl'i.:lin[l !1Jay be lJl1jltlrtar;t if risk bdla\ illr sun l'yS ar\.';! Sl'llsitJ\"c isslIt: ill your cOJllll1unity. 

• I r pass!\ l' consent l\.'JU(I'S l11e burJI,.'!l 011 the daSSrlll'1l11C3Chcr. st.'houfs lIlu.st 1;'IKe spl'('ial 
pn.·('autions 10 demonstrate that the! madc ':H.'r} n:~1sollabk dTort possihle 10 inform parellts ab\.lut 
the sunc)- (,and any SUb~('qlJt:nt (ilangcs) and to gi\'c them Oprorllll1iries to upt out. 

• I(your sample changes (I,.'.g .. hL'comcs more n:prl'scJltative), it \\"ill complicate interpretation of 
('urn.'nt trends. Did student behavior ehang~ or the s~lI1pk? :\.'Iost rt.:sL'arch suggests rl'poried AOO 
LIse will increase. \\"cstEd \\-ill pr"l)\·idc talkin~ points to address this issLlt:. 

• If)ou ha\·c been meeting )'our target response rates using \-'Hiffl'n consent,) Oll might \\"Jnt to 
contintu.: using it to avoid the issues listed abo\·c, csp~ciaJly if your district will stillncl'J to usc 
written consenl \\-ilh Slh grade. 

Recommendations for Passive Consent Implementation 

Survt.:y procedures must ensure that part.:l1ls rcct:ivc the consent materials, pay attention to them. and have 
sufficient time and opportunities to refuse parlicipJlion. To ass lin: PPRA compliance and reduce the risk 
of inadvertently surveying a child without part.:nt permission, we recommend tht.: follo\\ing: 

• Stress that survey participation is \·oluntary in all communications. This is a key requirement for 
the lise of passive consent procedures in the PPRA. Notif) students in writing and verbally (before 
survey administration) that they have the right to d.:cjint.: PilJ1icipation and to not answer any question 
that makes tht.:m ullcomfortahle. ~fJkc surL' nothing is done that might cause a student to feci 
uncomfortabk ifhc doesn"t \vanl to participate. 

• Send all consent information .lUd forms via a method that guarantees receipt. such as by mail. 
Preferably, lIse a method that documents rcceipt. For example, the information can be put into a 
parent handbook that the parent signs t0r. 

• Use multiple contact techniques. Do everything possibk to insure jJurcnts receivl' notificatioll. 

• ;\Iake sure all materials arc language appropri:ltc fiJr parents \\ith limited English rcaJing ability.1> 

• "lake disapproval notific~ltion conH'nicnt. Again. lise multiple \"L'llUCS: a written form that can bt.: 
turned into a k'a..:hl!r, a phlHlL' number TO call. or t.:l1laii JJJrcss. [31,.:11 charllld shoulJ reach a 5ingl~ 
pef.'itJll or olTke. idt.:ntitiL.'J in district Iwlicit.:s. rt.::>pnmibil".' for nWllit()rir;~ (on~;ent. This H iiI help 
:1\ oiJ parent rl'f·Llsals (r(llll :;!iprins thruugh tIl(· cr:lcb. 

• DOI.:unJl'nt all .\ our t.:J'I<)/"b (() IhJtil~\· parl'l1ts. 

fiJI' mort' illliJrllw/ioll "hOllf COIIJ('lIt pr(}(·<,dlln'~·. 

(';"1 '0111' r<'gi{)lwl ellA'S ;Id,iwr :It ,'111,'1.11./1.7536. 
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F ~OS - Conduc:tin2: In-School Surveys. . 
vVriUen byTasha snyder, Agncultutal SCiences 

The school setting is an optimal location to survey large numbers of students for 
research projects. Before planning a data collection study, however, it is important 
to be aware of federal guidelines and policies that contain re~ulations relevant for 
researchers conducting in-school studies of youth. These gUIdelines have 
implications for sampling, the informed consent process, and survey content. 

Q: What federal regulations should I be aware of before planning an 
in-school study of youth? 

A: The two key federal regulations you need to be familiar with are the Family 
Education Rights and Privacy Act (FERPA) and the Protection of Pupil Rights 
Amendment (PPRA). Both federal regulations apply to any institution receiving 
funds from the U.S. Department of Education. 

FERPA 
Initially signed into law in 1974, FERPA regulations 
are periodically updated, most recently under the No 
Child left Behind Act of 2001. The main function of 
FERPA is to protect parent's rights re9arding 
inspection and modification of their child's educational 
records. Under FERPA regulations parents have the 
right to inspect their child's educational records, 
request a correction to any errors in those record, and 
parent's written permission must be sought before 
releasinS/ their child's educational records. Schools may release limited contact 
information for students (name, address, phone number, attendance record, date 
and place of birth, honors and awards) without written parental permission, but 
parents must be notified of these requests and given the opportunity to request that 
their child's information not be released. 

PPRA 
Part of the FERPA and No Child left Behind legislation, PPRA is designed to 
protect parent's and pupil's rights regarding inspection of any materials - as part of 
the instructional curriculum or study instruments· to which students are exposed. 
Instructional and survey materials must be made available for parents. to review, 
and schools must obtain written parental consent before their minor students 
pdrlicipate in any study that asks about the following: 

• political affiliations or beliefs of the student or student's parents; 
• mental and psychological problems that are potentially embarrassing to the 

student and/or his or her family; 
• sexual behaviors and attitudes; ... 
• illegal, antisocial, self incriminating and demeaning behavior; -¥ 
• critical appraisals of famify members; 
• legally protected relationships. such as those with lawyers. clergy and 

physicians; 
• religious practices or beliefs of the student or student's parents: or 
• Income 

llll p:l: II \\ \\' . rC't' ;!reh .psu .L'Jll/orp/lllltrcJch/puhl ie' at i()n,/nc II'skllcrli ssu" I 1/, r. "" 1 ... 
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acceptance rather than being synonymous with refusal. Thus, the active written 
parental consent process that is required by PPRA could result in an unnecessarily 
large non-response rate .. preventing students from participating in studies. 

Regarding sample bias. Esbensen et at. (1999) provide strong evidence that the 
characteristics of the students whose parents did not respond were different from 
those whose parents responded, thus introducing bias into their sample. Comparing 
the pre-test sample with the sample of responders to the active parental consent, 
including those who allowed their children to participate and those who did not, 
revealed that the sample of responders was more likely to be white, to come from 
Intact homes (two married parents), and to have parents with more than a high 
school education. In addition, parents of "at-risk" youth (positive attitudes towards 
and engagement in delinquent behaviors) were less likely to return consent forms at 
all. This study documents a selection bias introduced by the active parental consent 
procedure, and recommends that a mailing be sent home to parents notifying them 
of the study, and that the parents be given 2-3 weeks to deny their child's 
participation in the study, after which time period the consent is implied. 

More recently, similar findings were reported when Henry et at. (2002) conducted 
an in-school study of 7th grade students in nine school districts in rural 
Pennsylvania. Active written parental consent was required for all students 
participating in their study, however, the project was able to access secondary data 
on several student characteristics for all eligible students--including GPA and 
absence from school--which allowed them to determine whether and how their 
sample was biased on these important characteristics. This study further made 
comparisons between the consent, non-consent, and non-response groups and 
determined not only if bias was introduced into their sample, but whether it 
originated from the non-consent group, the non-response group, or both. Findings 
revealed that the students whose parents declined their consent did not differ 
significantly from those whose parents provided consent, but that the students with 
non-responding parents did differ significantly from those who consented on two 
key educational variables. The students whose parents provided consent had fewer 
days of school absence and higher grade point averages compared to the students 
with non-responding parents. Thus, comparisons of the three groups (consenters, 
decliners, and non responders) find that the students eliminated from the study 
because of the lack of permission due to non-responders is the source of sample 
bias, not the presence of decliners. The result is that the Henry et al. (2002) sample 
represents students who are less "at-risk" for poor outcomes, thus introducing 
sample bias. 

Both of these studies employed the numerous strategies suggested to increase 
return rates for active written parental consent. These strategies include 
designing effective informational and consent forms, working with key school 
personnel, multiple mailings to parents, providing rewards for classrooms 
that have high return rates (such as pizza or ice cream parties), and following 
up with non-responders (Esbensen et aI., 1999; Fletcher and Hunter, 2003; Henry 
et aI., 2002). Even though these strategies were implemented, both studies report 
biased samples due to the high degree of non-response associated with written 
active parental consent procedures. 

Q: Yikes! So, what's a child and youth researcher planning to use in­
school data collection to do? 

A: Well, there really isn't much you can do to completely avoid sampling bias with 
in-school youth surveys of sensitive topics where active written parental consent is 
required. The FERPA and PPRA regulations were developed and instituted with the 
goal of protecting the rights and privacy of parents and students, not to promote 
easier access to students for research purposes. 

Following the suggestions outlined above will help reduce bias in your study. Also 
keep in mind that sampling bias is an issue for most primary data col/ection studies 
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acceptance rather than being synonymous with refusal. Thus, the active written 
parental consent process that is required by PPRA could result in an unnecessarily 
large non-response rate, preventing students from participating in studies. 

Regarding sample bias, Esbensen et al. (1999) provide strong evidence that the 
characteristics of the students whose parents did not respond were different from 
those whose parents responded, thus introducing bias into their sample. Comparing 
the pre-test sample with the sample of responders to the active parental consent, 
including those who allowed their children to participate and those who did not, 
reveated that the sampte of responders was more likely to be white, to come from 
Intact homes (two married parents), and to have parents with more than a high 
school education. In addition, parents of "at-risk" youth (positive attitudes towards 
and engagement in detinquent behaviors) were less likely to return consent forms at 
all. This study documents a selection bias introduced by the active parental consent 
procedure, and recommends that a mailing be sent home to parents notifying them 
of the study, and that the parents be given 2-3 weeks to deny their chitd's 
participation in the study, after which time period the consent is implied. 

More recently, similar findings were reponed when Henry et al. (2002) conducted 
an in-school study of 7th grade students in nine schaal districts in rurat 
Pennsylvania. Active written parental consent was required for all students 
participating in their study, however, the project was able to access secondary data 
on several student characteristics for all eligible students--including GPA and 
absence from school--which allowed them to determine whether and how their 
sample was biased on these important characteristics. This study further made 
comparisons between the consent, non-consent, and non-response groups and 
determined not only if bias was introduced into their sample, but whether it 
originated from the non-consent group, the non-response group, or both. Findings 
revealed that the students whose parents declined their consent did not differ 
significantly from those whose parents provided consent, but that the students with 
non-responding parents did differ significantly from those who consented on two 
key educational variables. The students whose parents provided consent had fewer 
days of school absence and higher grade point averages compared to the students 
with non-responding parents. Thus, comparisons of the three groups (consenters, 
decliners, and non responders) find that the students eliminated from the study 
because of the lack of permission due to non-responders is the source of sample 
bias, not the presence of decliners. The result is that the Henry et a/. (2002) sample 
represents students who are less "at-risk" for poor outcomes, thus introducing 
sample bias. 

80th of these studies emptoyed the numerous strategies suggested to increase 
return rates for active written parental consen/. These strategies inclUde 
designing effective informational and consent forms, working with key school 
personnel, multiple mailings to parents, providing rewards for classrooms 
that have high return rates (such as pizza or ice cream parties), and following 
up with non-responders (Esbensen et al.. 1999; Fletcher and Hunter, 2003; Henry 
et aI., 2002). Even though these strategies were implemented, both studies repon 
biased samples due to the high degree of non-response associated with written 
active parental consent procedures. 

Q: 'likes! So. whilt'S a child dllci youth i''C'se"rcher plunning to LIse in­
school (lata cotlection to do? 

A: 'N~II, \I-,dE: 18aiiy Isn I much you can do to completely avoid sampling bias vilth 
In-school youth surveys of sensitive topics where active wrilten parental consent is 
required. The FERPA and PPRA regulations were developed and Instituted with the 
goal of protecting the rights and privacy of parents and sturjents, not to promote 
easier access to students for research purposes. 

FOIIC'.~;ing the: sU9Cjc·st;OrlS outlined alJo':c ',',iil hE-lp reduce I::,ias in j'our S!u,-.1y. I\lso 
h~ep in mind Ih,lt S;'l(ll\:lin'] bias IS an iSSLJ<: k;r rIiCS) !:ri1ll~Hy' rl.1!;i '_~I::.;k:(:!icn s:uri,.:;s 
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l\I arch 9, 2009 

The Honorable Peggy Wilson 
Alaska State House Representative 
State Capitol, Rm 403 

Juneau, AK 99801-1182 

Dear Representative Wilson: 

On behalf of Planned Parenthood of the Great Northwest (PPGNW), I'm writing in support of. 
House Bill 130, "An Act relating to questionnaires and surveys administered in the public 
schools." 

Planned Parenthood relies on the results of the school-based Alaska Youth Behavior Risk Survey 
to determine where our efforts should be in terms of education and STI prevention programs. 
For accurate survey results it's critical to get as many survey responses as possible. Planned 
Parenthood recognizes that the current regulations of active parental consent for anonymous 
surveys decrease the response rate significantly. 

House Bill 130 will increase the accuracy of the vital information Planned Parenthood and many 
other organizations rely on to serve Alaska's young people. Thank you for addressing th is issue. 

Sincerely, 

Clo\"Cr Simon 
\-icc President of :\bsb 
Planned Parenthood of the Great Northwest 
(907) 770-9705 
clover.simon@ppgnw.org 

Planned Parenthood of the Great Northwest 

Alaska Administrative Office - 4001 Lake Otis Pkwy 

Anchorage. AK 99508 
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JltlJ'OT ,\faIt CltlllUIII Health and Human Services Commission 

Peggy Wilson, Representative 
State Capitol, Room 408 
Juneau, AK 99801-1182 

Dear Representative Wilson, 

March 11, 2009 

I am writing to you as chair of the Municipality of Anchorage Health and Human Services Commission on 
behalf of our 15 m embers and the many health organizations we represent. We would like to thank you 
for all of your hard work and dedication to the state. 

As the Health and Hum an Services Commission, our primary mission is to ensure the health and well­
being of the Anchorage community. We rely on current information regarding the health and social status 
of the Anchorage community to determine our priorities and drive action. Critical to our mission is reliable 
community data including data about the health a nd well being of our City's youth. 

The Municipality of Anchorage Health and Hum an Services Commission supports HB 130 "An Act 
relating to questionnaires and surveys administered in the public schools" to encourage greater 
participation in school-based surveys. Routine standardized surveys such as the national and state 
Youth Risk Behavior Survey track trends over time and help guide and evaluate im portant health and 
prevention programs. The overall statewide response rate to Youth Risk Behavioral Survey (.YRBS) in 
2005 was 55 percent, which did not meet the required response rate of 60 percent to make it a valid 
survey. The State was unable to use the data or publish the report since the data would not be 
representative of the high school population. Anchorage students are a critical sample for the success of 
YRBS because of they represent approximately 40% of all high school students in the state. The 
information gathered through school-based surveys is used to inform programs and initiatives about 
youth behavior that help drive prioritization of efforts to improve community health. An increase in survey 
participation improves the reliability and validity of survey responses significantly, which provides 
organizations like Municipality Department of Health and Human Services with critical, current 
information regarding the health and social status of youth in our community. 

Again, thank you for your commitment to our state and its youth. I would appreciate the opportuni ty to 
talk with you on this matter at your convenience. 

Sincerely, 
•.. _. 
t.-'::"~.:, __ .. t.. . i 

/ 

Briall S"ylor PIID MPH, Chair 
Anchorage Health and Human Services Commission 

Cc. Mayor Matt Claman 
Diane Ingle, Director DHHS 

COJlll/lIlllity, Seclirity, Prosperity 



Youth Risk Behnior Survey Background 

The Youth Risk Behavior Survey 
The Youth Risk Behavior Survcy (YRBS) is part of an epidemiological survcillance system that 
was established in 1988 by the Centers for Disease Control and Prevention (CDC). Its purposc is 
to help monitor the pn:valence of behaviors that put young people at risk for the most significant 
health and social problems that can occur during adolescence and adulthood. It is an anonymous 
school-based suryey of high school students and it is administered on the national and state level 
every other year. The survey examines six categories of adolescent behavior: 

• behaviors that result in unintentional and intentional injuries; 
• tobacco use; 
• alcohol and other drug use; 
• sexual behaviors that can result in HIV infection, other sexually transmitted diseases 

(STD's) and unintended pregnancies; 
• dietary behaviors; and 
• physical activity. 

Value of the YRBS 
The YRBS is the largest and most respected source of data of its kind in the US. Survey results 
have tremendous value at the national, state, and local level such as measuring progress towards 
the national Healthy People 2010 and the state Healthy Alaskans 2010 health objectives. Results 
allow health and educational professionals to track the prevalence of youth risk behaviors over 
time, to compare their state to other states or to the nation, and when conducted on the local level 
it allows local communities to measure themselves compared to the rest of the state. 
Understanding the health risk behaviors of youth is critical for developing programs that address 
risk behaviors practiced in their jurisdiction and for measuring progress toward program goals. 

YRBS in Alaska 
Alaska's YRBS is ajoint project between the Dept. of Education & Early Development and the 
Dept. of Health and Social Services. Alaska first participated in the YRBS in 1995 and has 
attempted to conduct the survey most every other year since then, with varying degrees of 
success. Alaska has produced statev;'ide reports in 1995, 1999 (without Anchorage), and in 2003. 

Typically 42 schools (approximately 20 districts) in Alaska are scientifically selected from 
among the high schools in Alaska to participate in the statewide survey. With their cooperation, 
classrooms from within each school arc randomly selected to participate in the survey which 
generally results in just oyer 2,O()() high school students heing eligible to participate. In addition, 
school districts are gi\en the option to conduct a survey of their entire district in order to gain a 
hetter understanding and measure of risk behaviors in their communities. lp to 20 districts each 
survey year opt to take ad\alltage or this opportunity with the service provided free of charge hy 
the state. In total the YRBS program distributes approximately 12-13.000 sum:ys for this 
purpose. Strict precautions arc in place to absolutely ensure student confidentiality and 
participation in the survey is completely \ oluntary. Students answer the multipk choice 
lJuestions about· their current and past risk behaviors. \\ hich arc collected and sellt to the state I'lr 
processing. State results an.: thell shared 1<:Jcrally with CDC. 
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Response Rates 
In order to ensure that the YRBS data arc reprcsentatin: of high schools in Alaska, the majority 
of surveys need to be completed. Alaska sets a minimum ovcrall response rate of 60% to be able 
to confidently report the results. The overall response rate is calculated by multiplying the rate of 
participation of schools with the student response rate. The higher the response rate the more 
accurate the results. In general, participation rates in Alaska havc improved (more schools 
selectcd are cooperative) but the student response rate has declined and jeopardized the survey. 
In 1995,82% of schools participated and 78% of students in those schools completed the survey 
resulting in an overall response rate of 64%. In 2005, 93% of the schools participated and 59% of 
students completed the survey resulting in a 55% overall response rate which was not adequate. 

Barriers to Success 
A major barrier to success has been the active parental consent law which went into effect at the 
end of 1999. Alaska's active parental consent law, AS 14.03.110, prohibits schools from 
administering surveys or questionnaires at public schools that inquire into personal or family 
affairs, or anything else that is not a matter of public record or readily observable in public 
(regardless of whether or not the surveys are anonymous and voluntary) without first getting 
written permission from all participating students' parents or legal guardians. Alaska is one of 
only two or three states in the nation that has a school survey law requiring active parental 
consent for surveys of this type. Most states employ passive parental consent when administering 
such surveys. Passive parental consent involves notifying and informing the parents about the 
survey and assuming that students will participate unless the parent provides a written refusal to 
opt out of the survey. 

Advantages to active parental consent are greater parental involvement and less risk of students 
being included in surveys without parental approval. Disadvantages of active parental consent 
include the drastically increased costs and labor involved in conducting student surveys, the high 
failure rates for getting enough student responses to get usable data for larger surveys, and the 
potential for leading to inaccurate/misrepresentative data. Research and our experience suggests 
that the vast majority of parents consent to their students participating in such surveys and that 
most parental failures to provide written permission are driven by apathy, oversight, or student 
error, not by refusal. 

Costs 
In recent years (since the enactment of active parental consent) more and more resources (time 
and money) have been spent on YRBS. Since the process of active parental consent places more 
ofa burden on the school administrators and staff, the EED has offered financial incentives to 
participating schools since 2()03 and costs have more doubled. This moncy has helped schools 
impicment the survey but has not guaranteed its success as far as student response rates. This 
does not include the basic expense ofoperatillg the YRAS. slieh as the' costs for supplies, 
copying, shipping and staff time. 
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Support for YRBS in Alaska 

The YRBS in Alaska is endorsed by: 

• Association of Alaska School Boards 
• Alaska Action for Healthy Kids 
• All Alaska Pediatric Partnership 
• American Heart Association, Pacific/Mountain Affiliate 
• American Lung Association of Alaska 
• Amcrican Cancer Society, Alaska 
• Alaska Health Education Consortium 
• Alaska Tobacco Control Alliance 
• Alaska Native Tribal Ht:alth Consortium 

For more information on YRBS'system visit http://www.cdc.govihcalthyyouth/yrbs/index.hlllJ or 
http:riwww.hss.state.ak.usidphrchronic;schooIiYRBS.hlllJ or contact Patty Owen, YRBS 
Coordinator, DHSS, Division of Public Health, 465-2768 or Patty _ Owen@hcalth.state.ak.us 



Rebecca Rooney 

From: 
Sent: 

Comeau_Carol [Comeau_ Carol@asdk12.org] 
Thursday, April 09, 2009 5:42 PM 

To: Friedman_Jeff; Rep. Paul Seaton; Rep. Cathy Munoz; Rep. Bryce Edgmon; Rep. Wes Keller; 
Rep. Peggy Wilson; Rep. Bob Buch; Rep. Berta Gardner 

Cc: Siegfried_Robin 
Subject: RE: HB 130 & HB 215 

I apologize for taking the easy way out on these bills, but I agree with School Board 
President Friedman on these issues. I would hope that some discussions during the interim 
would involve some serious looking at all aspects of a second count, or alternately, a 
separate fund like a grant for extra enrollment. 

Thanks very much, 
Carol 

Carol Comeau, Superintendent 
Anchorage School District 
5530 E. Northern Lights Blvd. 
Anchorage, AK 99504 
Phone: 907-742-4312 Fax: 907-742-4318 
comeau_carol@asdk12.org 

I1There can be no keener revelation of a society's soul than the way in which it treats its 
children. II 

Nelson Mandela 

-----Original Message----­
From: Friedman Jeff 
Sent: Thursday, April 09, 2009 5:03 PM 
To: Representative-paul_seaton@legis.state.ak.usi 
Representative cathy munoz@legis.state.ak.us; 
representative-bryce-edgmon@legis.state.ak.us; 
Representative-wes keller@legis.state.ak.us; 
representative~eggy_wilson@legis.state.ak.us; 
Representative robert buch@legis.state.ak.us; 
Representative-berta gardner@legis.state.ak.us 
Cc: Comeau_Carol; Siegfried_Robin 
Subject: HB 130 & HB 215 

Dear Chair Seaton and Committee Members: 

These two bills will be heard by the House Education committee on Friday. 

The Anchorage School Board is in favor of HB 130. We believe we need the flexibility to 
administer anonymous surveys without going to the expense of attempting to get parental 
permission from enough parents so the data collected is valid. It isn't that parents tend 
to object, it's just that the permission form sometimes gets lost along the way. We would 
still be required to notify parents so they had an opportunity to refuse permission. 
Parents who do object to these surveys tend to be well informed and get their objections 
in. The data from these surveys, when valid, helps us address serious social problems 
such as teen pregnancy and illegal drug use. 

HB 215 is fairly new, and the Anchorage School Board has not had time to take a position 
on this bill. Our administration has noted some potential concerns. First, count periods 
cost money and time. Conducting a second count will divert resources from the classroom 
to various administrative functions in our Records, IT, Accounting, and other departments. 

Second, there may not be sufficient time between submitting the second count on March 15 
for DEED to do its OASIS verification before making its April 15 payment to districts. 

1 
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This could result in double payments to districts for the same child. 

A second count period certainly has some advantages. However, it must be remembered that 
most schools issue contracts to staff through the end of a school year. If we hire an 
aide in August to assist a special education student, we can not terminate that aide 
simply because the special education student moved to Palmer in February. On the other 
hand l the Mat-Bu district canlt get additional funding to hire an aide of its own when 
that student moves without a second count period. That is why ASD previously suggested a 
small discretionary fund within DEED that districts could apply for when students moved 
during the year. That might be a more equitable way to handle the movement of some of 
these more expensive children during the school year. 

HB 215 is complex, and may have many consequences, both intended and unintended. 
the committee takes time to analyze this bill thoroughly and gives districts time 
in on this over the interim before the bill moves on. 

Jeff Friedman 
Anchorage School Board 
1534 D Street 
Anchorage, AK 99501 
907-742-4699 (Home) 
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Alaska 2007 Youth Risk Behavior Survey (YRBS) Results 

These risk behaviors among high school students' ... 

Unintentional Injuries and Violence 
7% Rarely or never wore a seat belt 

24% Rode with a driver who had been drinking alcohol, 
during the past month 

24% Carried a weapon during the past month 
29% Were in a physical fight during the past year 
11% Attempted suicide during the past year 

Alcohol and Other Drug Use 
40% Drank alcohol during the past month 
26% Reported episodic heavy drinking during the past 

month' 
21% Used marijuana during the past month 
8% Ever used cocaine 

14% Ever used inhalants 

Sexual Behaviors 
45% Ever had sexual intercourse 
13% Had sexual intercourse with" 4 people 
31% Had sexual intercourse during the past three 

months 
39% Did not use a condom during last sexual 

intercourse3 

Tobacco Use 
53% Ever tried cigarette smoking 
18% Smoked cigarettes during the past month 
7% Smoked cigarettes on " 20 days during the past 

month 
10% Used smokeless tobacco during the past month 
10% Smoked cigars during the past month 

Dietary Behaviors 
84% Ate fruits and vegetables < 5 times/day during the 

past 7 days 
22% Drank soda or pop one or more times a day during 

the past 7 days (not including diet soda or pop) 

Physical Activity 
58% Did not meet currently recommended levels of 

physical activity" 
53% Did not attend physical education class 
82% Did not attend physical education class daily 

Overweight 
16% Were overweight' 
11% Were obese' 

... contribute to these leading causes of death7 

Youth Aged 10-24 Years 

Other causes 

HIVinfection,O%- : ___ _ 

Other unintentional 
injury 

Motor vehicle crash 

18% 

Homicide 

1 High school students grades 9·12 in Alaska excluding alternative schools 
and boarding schools, weighted data. 

1 Students who had five or more drinks of alcohol in a row within a couple 
of hours on at least 1 day during the past 30 days 

3 Among students who had sexual intercourse during the past 3 months. 

4 Students who were not physically active for a total of at least 60 minutes 
per day on 5 or more days ofthe past 7 days. 

Adults Aged 25 Years and Older 

Cancer 

Cardiovascular 
disease 

Other causes 

5 Students who were at or above the 85th percentile but below the 95th 
percentile for body mass index by age and sex. 

6 Students who were at or above the 95th percentile for body mass index 
by age and sex. 

72003-2005 Alaska mortality data, Centers for Disease Control and 
Prevention. 

For more information visit www.hss.state.ak.us/dph/chronic 
Or call 1-888-465-3140 
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Department of Health and Social Services and the Department of Education & Early Development 

in cooperation with the Centers for Disease Control and Prevention 
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2009 Alaska 
Youth Risk Behavior Survey 

This survey is about health behavior. It has been developed so you 
can tell us what you do that may affect your health. The 
information you give will be used to develop better health 
education for young people like yourself. 

DO NOT write your name on this survey. The answers you give will 
be kept private. No one wi/J know what you write. Answer the 
questions based on what you really do. 

Completing the survey is voluntary. Whether or not you answer the 
questions will not affect your grade in this class. If you are not 
comfortable answering a question, just leave it blank. 

The questions that ask about your background will be used only to 
describe the types of students completing this survey. The 
information will not be used to find out your name. No names will 
ever be reported. 

Make sure to read every question. Fill in the ovals completely. 
When you are finished, follow the instructions of the person giving 

! you the survey. 

Thank you very much for your help. 
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, Directions 
o Use a #2 pencil only. 
o Make dark marks. 
o Fill in a response like this: A B • D. 
o If you change your answer, erase 

i your old answer completely: 

1. How old are you? 
A. 12 years old or younger 
B. 13 years old 
C. 14 years old 
D. 15 years old 
E. 16 years old 
F. 17 years old 
G. 18 years old 
H. 19 years old or older 

2. What is your sex? 
A. Female 
B. Male 

3. In what grade are you? 
A. 9th grade 
B. 10th grade 
C. 11th grade 
D. 12th grade 
E. Ungraded or other grade 

4. Are you Hispanic or Latino? 
A. Yes 
B. No 

5. What is your race? (Select one or 
more responses.) 
A. American Indian or Alaska 

Native 
B. Asian 
C. Black or African American 
D. Native Hawaiian or Other 

Pacific Islander 
E, While 

6. 

7. 

How tall are you without your shoes 
on? 
Directions: Write your height in the 
shaded blank boxes. Fill in the matching 
oval below each number. 

Examole 

Height 

Feet Inches 
5 7 
@ @ 

@) <D 

• @ 

(ID @ 

<lJ @) 

(>J 

® 

• 
® 
® 
®I 

Q 

How much do you weigh without 
your shoes on? 
Directions: Write your weight in the 
shaded blank boxes. Fill in the matching 
oval below each number. 

Weight 
D~ .. n. 

1 5 
~) .:51 , 

4ft :j) ,. , 

·z 'Z • 
,T :; {-I -. ...~ 

.~ ,~ 
." - -

, ,:: , 
I " . 

I ! ,~, 

~---

1 
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8. During the past 12 months, how 
would you describe your grades in 
school? 
A. Mostly A's 
B. Mostly B's 
C. Mostly C's 
D. Mostly D's 
E. Mostly F's 
F. None of these grades 
G. Not sure 

The next 4 questions ask about safety, 

9. When you rode a bicycle during 
the past 12 months, how often di d 
you wear a helmet? 
A. I did not ride a bicycle during 

the past 12 months 
B. Never wore a helmet 
C. Rarely wore a helmet 
D. Sometimes wore a helmet 
E. Most of the time wore a 

helmet 
F. Always wore a helmet 

10. How often do you wear a seat belt 
when riding in a car driven by 
someone else? 
A. Ne",er 
B. Rarely 
C. Sometimes 
D. Most of Ihe time 
E. Always 

11. During Ihe past 30 days, how many 
times did you ride in a car or other 
vehicle driven by someone who 
had been drinking alcohol? 
A. 0 limes 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or more times 

12. During the past 30 days. how many 
limes did you d rive a car or other 
';ehicle when you had been 
drinking alcohol? 
A. 0 times 
B. ~ tir;'8 
(. 

,. 
'0. 

:2 '.ir:; !iUi'":S 
.; fjr :J illli' ':; 

E. 6 or more times 
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The next 10 questions ask about 
violence-related behaviors. 

13. During the past 30 days, on how 
many days did you carry a weapon 
such as a gun, knife, or club? 
A. 0 days 
8. 1 day 
C. 2 or 3 days 
D. 4 or 5 days 
E. 6 or more days 

14. During the past 30 days, on how 
many days did you carry a gun? 
A. 0 days 
8. 1 day 
C. 2 or 3 days 
D. 4 or 5 days 
E. 6 or more days 

15. During the past 30 days, on how 
many days did you carry a weapon 
such as a gun, knife, or club on 
school property? 
A. 0 days 
8. 1 day 
C. 2 or 3 days 
D. 4 or 5 days 
E. 6 or more days 

16. During the past 30 days, on how 
many days did you not go to school 
because you felt you would be 
unsafe at school or on your way to 
or from school? 
A. 0 days 
8. 1 day 
C. 2 or 3 days 
D. 4 or 5 days 
E. 6 or more days 

17 During the past 12 months. how 
many times has someone 
threatened or injured you '.".ith a 
weapon such as a gun. knife, or club 
on school property? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 tjrn(~s 
E I) ,}r 7 !inic~s 

G. 
H. 

10 or 11 times 
12 or more times 
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18. During the past 12 months, how 
many times were you in a physical 

19. 

20. 

21. 

22. 

fight? 
A. 
B. 
C. 
D. 
E. 
F. 
G. 
H. 

o times 
1 time 
2 or 3 times 
4 or 5 times 
6 or 7 times 
8 or 9 times 
10 or 11 times 
12 or more times 

During the past 12 months, how 
many times were you in a physical 
fight in which you were injured and 
had to be treated by a doctor or 
nurse? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or more times 

During the past 12 months, how 
many times were you in a physical 
fight on school property? 
A. 0 times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or 7 times 
F. 8 or 9 times 
G. 10 or 11 times 
H. 12 or more times 

During the past 12 months, did your 
boyfriend Or girlfriend ever hit, slap, 
or physically hurt you on purpose? 
A Yes 
B. No 

Have you ever been physically 
forced to have sexual intercourse 
when you did not want to? 
A Yes 
g. No I 

, -

The next question asks about bullying. 
Bullying is when 1 or more students 
tease, threaten, spread rumors about, 
hit, shove, or hurt another student over 
and over again, It is not bullying when 2 
students of about the same strength or 
power argue or fight or tease each other 
in a friendly way. 

23. During the past 12 months, have you 
ever been bullied on SChool 
property? 
A. Yes 
B. No 

The next 5 questions ask about sad 
feelings and attempted suicide. 
Sometimes people feel so depressed 
about the future that they may consider 
attempting suicide, that Is, taking some 
action to end their own life. 

24. 

25. 

26. 

27. 

During the past 12 months, did you 
ever feel so sad or hopeless almost 
every day for two weeks or more in 
a row that you stopped doing som e 
usual activities? 
A. Yes 
B. No 

During the past 12 months, did you 
ever seriously consider attempting 
suicide? 
A. Yes 
B. No 

During the past 12 months, did you 
make a plan about how you would 
attempt SUicide? 
A. Yes 
B. ~Jo 

During the past 12 mnnths. how 
many times did you actually attem pt 
suicide? 
A. ° times 
B. 1 time 
C. 2 or 3 times 
D. .j or 5 times 
E_ I) or more tim~s 
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28. If you attempted suicide during the 
past 12 months. did any attem pt 
result in an injury. pOisoning. or 
overdose that had to be treated by a 
doctor or nurse? 
A. I did not attempt suicide 

during the past 12 months 
B. Yes 
C. No 

The next 13 questions ask about tobacco 
use. 

29. Have you ever tried cigarette 
smoking. even one or two puffs? 
A. Yes 
B. No 

30. How old were you when you smoked 
a whole cigarette for the first time? 
A. I have never smoked a whole 

cigarette 
B. 8 years old or younger 
C. 9 or 10 years old 
D. 11 or 12 years old 
E. 13 or 14 years old 
F. 15 or 16 years old 
G. 17 years old or older 

31. During the past 30 days. on how 
many days did you smoke 
cigarettes? 
A. 0 days 
B. 1 or 2 days 
C. 3 to 5 days 
D. 6 to 9 days 
E. 10 to 19 days 
F. 20 to 29 days 
G. All 30 days 

.32. During the past 30 days. on the days 
you smoked. how many cigarettes 
did you smoke per day? 
.~. I did not smoke cigarettes 

during the past 30 days 
B. Less than 1 cigarette per day 
C. 1 cigarette per day 
D. 2 to 5 cigarettes per day 
E. 13 to 10 cigarettes per day 
F. 11 to 20 cigamttes per (ja'/ 



33. During the past 30 days, how did 37. During the past 30 days, on how 
you usually get your own many days did you use chewi ng 
cigarettes? (Select only one tobacco, snuff, or dip, such as 
response.) Redman, Levi Garrett, Beechnut, 
A. I did not smoke cigarettes Skoal, Skoal Bandits. or 

during the past 30 days Copenhagen? 
B. I bought them in a store such A. o days 

as a convenience store, B. lor 2 days 
supermarket, discount store, C. 3 to 5 days 
or gas station D. 6 to 9 days 

C. I bought them from a vending E. 10to19days 
machine F. 20 to 29 days 

D. I gave someone else money G. All 30 days 
to buy them for me 

E. I borrowed (or bummed) 38. During the past 30 days, on how 
them from someone else many days did you use chewing 

F. A person 18 years old or tobacco, snuff, or dip on school 
older gave them to me property? 

G. I took them from a store or A. o days 
family member B. lor 2 days 

H. I got them some other way C. 3105 days 
D. 6 to 9 days 

34. During the past 30 days, on how E. 10 to 19 days 
many days did you smoke cigarettes F. 20 to 29 days 
on school property? G. All 30 days 
A. o days 
B. 1 or 2 days 39. During the past 30 days, on how 
C. 3 to 5 days many days did you sm oke cigars, 
D. 6 to 9 days cigarillos, or little cigars? 
E. 10 to 19 days A. o days 
F 20 to 29 days B. 1 or 2 days 
G. All 30 days C. 3 to 5 days 

D. 6 to 9 days 
35. Have you ever smoked cigarettes E. IOta 19days 

daily, that is, at least one cigarette F. 20 to 29 days 
every day for 30 days? G. All 30 days 
A. Yes 
B. No 40. During the past 7 days, on how 

many days were you in the same 
36. During the past 12 months. did you room with someone who was 

ever try to quit smoking cigarettes? smoking cigarettes? 
A I did not smoke during the A. o days 

past 12 months B. 1 day 
B. Yes C. 2 days 
C. No D. 3 days 

E. 4 days 
F. 5 days 
G. 6 days 
H. 7 days 
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41. How much do you think people risk 
harming themselves (physically or in 
other ways), if they smoke one or 
more pac ks of cigarettes per day? 
A. No risk 
B. Slight risk 
C. Moderate risk 
D. Great risk 

The next 7 questions ask about drinking 
alcohol. This includes drinking beer, 
wine, wine coolers, and liquor such as 
rum, gin, vodka, or whiskey. For these 
questions, drinking alcohol does not 
include drinking a few sips of wine for 
religious purposes. 

42. During your life. on how many days 
have you had at leas t one drink of 
alcohol? 
A. 0 days 
B. 10r2days 
C. 3 to 9 days 
D. 10to 19days 
E. 20 to 39 days 
F. 40 to 99 days 
G. 100 or more days 

43. Howald were you when you had 
your first drink of alcohol other than 
a few sips? 
A. I have never had a drink of 

alcohol other than a few sips 
B. 8 years old or younger 
C. 9 or 10 years old 
D. 11 or 12 years old 
E. 13 or 14 years old 
F. 15 or 16 years old 
G. 17 years old or older 

44. During the past 30 days, on how 
many days did you have at least one 
drink of alcohol? 
A. 00'lYS 
B. 1 or 2 days 
C. 3 to 5 days 
D. 6 to 9 days 
E. 10 to 19 day s 
F. 20 to 29 days 
G. 1:.11 30 rI:elI's 

45. 

46. 

47. 

48. 

During the past 30 days, on how 
many days did you have 5 or more 
drinks of alcohol in a row, that is, 
within a couple of hours? 
A. 0 days 
B. 1 day 
C. 2 days 
D. 3 to 5 days 
E. 6 to 9 days 
F. 10to19days 
G. 20 or more days 

During the past 30 days, how did 
you usually get the alcohol you 
drank? 
A. I did not drink alcohol during 

the past 30 days 
B. I bought it in a store such as 

a liquor store, convenience 
store, supermarket, discount 
store. or gas station 

C. I bought it at a restaurant. 
bar, or club 

D. I bought it at a public event 
such as a concert or sporting 
event 

E. I gave someone else money 
to buy it for me 

F. Someone gave it to me 
G. I took it from a store or family 

member 
H. I got it some other way 

During the past 30 days, on how 
many days did you have at least one 
drink of alcohol on school 
property? 
A. 0 days 
B. lor 2 days 
C. 3 to 5 days 
D. 6 to 9 days 
E. 10 to 19 day s 
F. 20 to 29 days 
G. All 30 days 

How much do you think people risk 
harming themselves (physically or in 
other ways), if they ha'ie one or two 
drinks of an alcoholic be'lerage 
(beer. ',vine, or liquor) li!?Clrly r?'lerj 
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B. 
C. 
D. 

Slight risk 
Moderate risk 
Great risk 

I 

I 
1 

'J. 

The next 5 questions ask about 
marijuana use. Marijuana also is called 
grass or pot. 

49. During your life, how m;;my times 
have you used marijuana? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 to 99 times 
G. 100 or more times 

50. How old were you when you tried 
marijuana for the first time? 
A. I have never tried marijuana 
B. 8 years old or younger 
C. 9 or 10 years old 
D. 11 or 12 years old 
E. 130r14 years old 
F. 15 or 16 years old 
G; 17 years old or older 

51. During the past 30 days, how many 
times did you use marijuana? 
A. 0 times 

52. 

53. 

B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or mOre times 

During the past 30 days, how many 
times did you use marijuana on 
school property? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10to 19 times 
E. 20 to 39 times 
F. 40 or more times 

How much do you think people risk 
harming themselves (physically Or in 
other ways), if they smoke marijuana 
regularly? 
A. No risk 
B. Slight risk 
C. 1.loderate risk 
o 
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The next 9 questions ask ab out other 
drugs. 

54. During your life, how many times 
have you used an y form of cocaine, 
including powder, crack, or 
freebase? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10to19times 
E. 20 to 39 times 
F. 40 or more times 

55. During the past 30 days, how many 
times did you use any form of 
cocaine, including powder, crack, or 
freebase? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 

56. During your life, how many times 
have you sniffed glue, breathed the 
contents of aerosol spray cans, or 
inhaled any paints or sprays to get 
high? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10to 19 times 
E. 20 to 39 times 
F. 40 or more times 

57. During your life, how many times 
have you used heroin (also called 
smack, junk, or China White)? 
.A.. 0 times 
B. 1 or 2 limes 
C 3 to 9 times 
D 10 to 19 times 
E, 20 to 39 limes 
F. 40 or more limes 

58, During your life, how many limes 
have you used methamphetamines 
(also called speed, crystal, crank, or 
ice)? 
A. 0 times 
B, 1 or 2 times 
C. 3 to 9 times 
D, 10 to 19 times 
E. 20 to 39 times 
F, 40 or more times 

59. During your life, how many times 
have you used ecstasy (also called 
MDMA)? 
A. 0 times 
B, 1 or 2 times 
C, 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 

60. During your life, how many times 
have you used a needle to inject any 
illegal drug into your body? 
A. 0 times 
B, 1 time 
C, 2 or more times 

61. During your life, how many times 
have you taken a prescription drug 
(such as OxyContin, Percocet, 
Vicodin, Adderall, Ritalin, or Xanax) 
without a doctor's prescription? 
A. 0 times 
B. 1 or 2 times 
C. 3 to 9 times 
D. 10to19times 
E. 20 to 39 times 
F. 40 or more times 

62. During Ihe past 12 m olllhs. has 
anyone offered. sold. or gi'len you 
an illegal drug on school property? 
A. Yes 
B. No 

The next 7 questions ask about sexual 
behavior. 

63. Ha':e ,'(Ill (:'/cr h<1d St?),IJal 

I; it (:r(1 )III·S •. ~? 



A. Yes 64. How old were you when you had 

B. No 
sexual intercourse for the first time? 
A. I have never had sexual 

intercourse 
8. 11 years old or younger 
C. 12 years old 
D. 13 years old 
E. 14 years old 
F. 15 years old 
G. 16 years old 
H. 17 years old or older 

65. During your life, with how many 
people have you had sexual 
intercourse? 
A. I have never had sexual 

intercourse 
B. 1 person 
C. 2 people 
D. 3 people 
E. 4 people 
F. 5 people 
G. 6 or more people 

66. During the past 3 months, with how 
many people did you have sexual 
intercourse? 
A. I have never had sexual 

intercourse 
8. I have had sexual 

intercourse, but not during 
the past 3 months 

C. 1 person 
D. 2 people 
E. 3 people 
F. 4 people 
G. 5 people 
H. 6 or more people 

67. Did you drink alcohol or use drugs 
before you had sexual intercourse 
the last time? 
A. I have never had sexual 

intercourse 
B. Yes 
C. No 

68. The last time JOU had sexual 
intercourse. did JOU or jour partner 
lise a condom? 
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A. 

B. 
C. 

I have never had sexual 
intercourse 
Yes 
No 

I 
I .:-

69. The last time you had sexual 
intercourse, what 0 ne method did 
you or your partner use to prevent 
pregnancy? (Select only one 
response.) 
A. I have never had sexual 

intercourse 
B. No method was used to 

prevent pregnancy 
C. Birth control pills 
D. Condoms 
E. Depo-Provera (injectable 

birth control) 
F. Withdrawal 
G. Some other method 
H. Not sure 

The next 4 questions ask about body 
weight. 

70. How do you describe your weight? 
A. Very underweig ht 
B. Slightly underweight 
C. About the right weight 
D. Slightly overweight 
E. Very overweight 

71. Which of the following are you trying 
to do about your weight? 
A. Lose weight 
B. Gain weight 
C. Stay the same weight 
D. I am not trying to do 

anything about my weight 

72. During the past 30 days, did you 
exercise to lose weight or to keep 
from gaining weight? 

73 

A. Yes 
B. No 

DUring the past 30 days, did you eat 
less food, fewer catories, or foods 
low in fal to lose weight or to keep 
from gaining weight? 
A. Yes 
B. No 



The next 9 questions ask about food you 
ate or drank during the past 7 days. 
Think about all the meals and snacks 
you had from the time you got up until 
you went to bed. Be sure to include food 
you ate at home, at school, at 
restaurants, or anywhere else. 

74. During the past 7 days, how many 
times did you drink 100% fruit 
juices such as orange juice, apple 
juice, or grape juice? (Do not count 
punch, Kool·Aid, sports drinks, or 
other fruit·flavored drinks.) 
A. I did not drink 100% fruit 

juice during the past 7 days 
B. 1 to 3 times during the past 7 

days 
C. 4 to 6 times during the past 7 

days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 

75. During the past 7 days, how many 
times did you eat fruit? (Do not 
count fruit juice.) 
A. I did not eat fruit during the 

past 7 days 
B. 1 to 3 times during the past 7 

days 
C. 4 to 6 times during the past 7 

days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 

76. During the past 7 days, how many 
times did you eat green salad? 
A. I did not eat green salad 

during the past 7 days 
B "1 to 3 times during tile fJd~t 7 

days 
C. 4 to 6 times during the past 7 

days 
D. 1 time per day 
E. 2 times per day 
F. 3 tillll~S per clay 
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77. 

78. 

79. 

During the past 7 days, how many 
times did you eat potatoes? (Do not 
count french fries, fried potatoes, or 
potato chips.) 
A. I did not eat potatoes dur ing 

the past 7 days 
B. 1 to 3 times during the past 7 

days 
C. 4 to 6 times during the past 7 

days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 

During the past 7 days, how many 
times did you eat carrots? 
A. I did not eat carrots during 

the past 7 days 
B. 1 to 3 times during the past 7 

days 
C. 4 to 6 times during the past 7 

days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 

During the past 7 days, how many 
times did you eat other vegetables? 
(Do not count green salad, potatoes, 
or carrots.) 
A. I did not eat other vegetables 

during the past 7 days 
B. 1 to 3 times during the past 7 

days 
C. 4 to 6 times during the past 7 

days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 
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80. During the past 7 days, how many 
times did you drink a can, bott/e, or 
glass of soda or pop, such as 
Coke, Pepsi, or Sprite? (Do not 
include diet soda or diet pop.) 
A. I did not drink soda or pop 

during the past 7 days 
8. 1 to 3 times during II ' past 7 

days 
C. 4 to 6 times during the past 7 

days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 

81. During the past 7 days, how many 
times did you drink a can, bottle, or 
glass of a sugar sweetened drink, 
such as sports drinks, sweetened 
energy drinks, Snapple, fruit punch, 
Kool-Aid, Tang, or Capri-Sun? (Do 
not include soda or pop, di et drinks, 
or 100% fruit juice.) 

82. 

A. I did not drink sugar 
sweetened drinks during the 
past 7 days 

8. 1 to 3 times during the past 7 
days 

C. 4 to 6 times during the past 7 
days 

D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 

During the past 7 days, how many 
glasses of milk did you drink? 
(Include the milk you drank in a 
glass or cup, from a carton, or with 
cereal. Count the half pint of milk 
served at school as equal to one 
glass.) 

A. I did not drink milk during the 
past 7 days 

B. 1 to 3 glasses during the past 
7 days 

C. 4 to 6 glasses during tile past 
7 d3YS 

D. j glass per da'i 
F:. :? (Jkl~')e::; nr:.lr d.lj 

f- J :;I:J~_:~;I~~; rr:r 'J:Jj 

I 

I , 

- i·' 

G. 4 or more glasses per day 



The next 6 questions ask about physical 86. In an average week when you are in 

activity. school, on how many days do you 
go to physical education (PE) 

83. During the past 7 days, on how classes? 
many days were you physically A. o days 

active for a total of at least 60 B. 1 day 
minutes per day? (Add up all the C. 2 days 

time you spent in any kind of D. 3 days 

physical activity that increased your E. 4 days 

heart rate and made you breathe F. 5 days 
hard some of the time.) 
A. o days 87. During an average physical 

B. 1 day education (PE) class, how many 

C. 2 days 
minutes do you spend actually 
exercising or playing sports? 

D. 3 days A. I do not take PE 
E. 4 days B. Less than 10 minutes 
F. 5 days C. 10 to 20 minutes 
G. 6 days D. 21 to 30 minutes 
H. 7 days E. 31 to 40 minutes 

F. 41 to 50 minutes 
84. On an average school day, how G. 51 to 60 minutes 

many hours do you watch TV? H. More than 60 minutes 
A. I do not watch TV on an 

average school day 88. During the past 12 months, on how 
B. Less than 1 hour per day many sports teams did you play? 
C. 1 hour per day (Include any teams run by your 
D. 2 hours per day school or community groups.) 
E. 3 hours per day A. o teams 
F. 4 hours per day B. 1 team 
G. 5 or more hours per day C. 2 teams 

D. 3 or more teams 
85. On an average school day, how 

many hours do you play video or The next 3 questions ask about other 
computer games or use a computer health-related topics. 
for something that is not school 
work? (Include activities such as 89. Have you ever been taught about 
Nintendo, Game Boy, PlayStation, AIDS or HIV infection ',n school? 
Xbox, computer games, and the A. Yes 
Internet.) B. No 
A. I do not play video or C. Not sure 

computer games or use a 
computer for something that 90. Has a doctor or nurse ever told you 
is not school work that you Ilave asthm a" 

B. Less than 1 hour per day A. Yes 
C. 1 hour per day B. No 
D. 2 hours per day C. Not sure 
E. 3 hours per day 
F. 4 hours per day 91. Do you still ha'ie asthma? 
G. 5 or 1110re hOlJrs Jl8r day 

2771 



2772 

A. 
B. 
C. 
D. 

I have never had as thm a 
Yes 
No 
Not sure 

The next 8 questions ask about other 
health topics. 

92. How often does one of your par ents 
talk with you about what you are 
doing in school? 
A. Never 
B. Less than once a month 
C. About once or twice a month 
D. About once or twice a week 
E. About every day 

93. Do you agree or disagree that your 
teachers really care about you and 
give you a lot of encouragement? 
A. Strongly agree 
B. Agree 
C. Not sure 
D. Disagree 
E. Strongly disagree 

94. Besides your parents, how many 
adults would you feel comfortable 
seeking hel p from if you had an 
important question affecting your 
life? 
A. 0 adults 
B. 1 adult 
C. 2 adults 
D. 3 adults 
E. 4 adults 
F. 5 or more adults 

95. During an average week, how many 
hours do you spend helpi ng Or 
volunteering at school or in the 
community (such as helping elders 
or neighbors; watching young 
children; teaching or tutoring; peer 
Ilelping; mentoring; Or helping out at 
local programs, health clinics, faith 
organizations, tribal organizations, or 
environmental organizations)? 
A. 0 hours 
B. 1 hour 
C. 2 hours 
D. 3 to 5 hours 
E. 6to10hours 
F. : 1 or more hours 
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96. During an average week, on how 
many days do you take part in 
organized after school, evening, or 
weekend activities (such as sChool 
clubs; community center groups; 
music, art, or dance lessons; drama; 
church; or cultural or other 
supervised activities)? 

97. 

A. 0 days 
B. 1 day 
C. 2 days 
D. 3 days 
E. 4 days 
F. 5 days 
G. 6 days 
H. 7 days 

Do you agree or disagree that you 
feel alone in your life? 
A. Strongly agree 
B. Agree 
C. Not sure 
D. Disagree 
E. Strongly disagree 

98. Do you agree or disagree that in. 
your community you feel like you 
matter to people? 
A. Strongly agree 
B. Agree 
C. Not sure 
D. Disagree 
E. Strongly disagree 

99. Do you agree or disagree that your 
school has clear rules and 
consequences for behavior? 
A. Strongly agree 
B. Agree 
C. Not sure 
D. Disagree 
E. Strongly disagree 

This is the end of the survey. 
Thank you very much for your help. 
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Pupil Rights Law Allows Parents to Opt 
Students Out of Surveys 

"E/Wl THIS AlnClll>4 

A 1998 federal law, the Protection of Pupil Rights Amendment 
(PPRA), allows parents to inspect instructional materials used in 
connection with any U.S. Department of Education-funded "survey, 
analysis, or evaluation." The law, often called the "Hatch 
amendment" or the "Grassley amendment" for the members of 
Congress who introduced it, also requires schools to obtain written 
parental consent before minor students participate in Education 
Department-funded surveys that ask questions about personal or 
family matters. 

As the result of recent amendments to PPRA in the No Child Left 
Behind education law (Public Law 107-110, signed January 8,2002), 
parents have additional rights to examine materials with regard to the 
surveying of minor students, even when the surveys are not 
Education Department-funded, and to opt their children out of 
surveys and certain non-emergency medical examinations. 

The Family Policy Compliance Office (FPCO) in the U.S. 
Department of Education, which administers the Family Educational 
Rights and Privacy Act (FERPA). has responsibility for the expanded 
Protection of Pupil Rights law, also known as the "Tiahrt 
amendment." 

The original PPRA law required schools and contractors to make 
educational materials available for inspection by parents and provided 
a list of survey questions that would trigger the need for written 
parental permission. Those requirements remain in place. The trigger 
questions include inquiries about: 

I. political artil iations or beliefs of the student or the studen!" s 
parent; 

2. mental and psychological problems of the student or the 
studen!"s family; 

3. sex behavior or attitudes; 
4. illegal, anti-social, self-incriminating, or demeaning behavior: 
5. critical appraisals of other individuals with whom students have 

close family relationships; 
6. legally recognized privileged or analogous relationships. such 

as those with lawyers, physicians, and ministers: 
7. religious practices, affiliations, or beliefs of the student or 

student's parent; or 
8. income. other than that required by law to determine eligibility 

for participation in a program or for receiving financial 
assistance under such program. 

The PPRA compliance office in the U.s. Department of Education 
points Ollt that these requirements apply \\then a survey is flllllkd, at 
least in part, by any program administered by the U.S. Secretary of 
Education. 

Page I of2 

May 2003 
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Pupil Rights Law Allows Parents to Opt Students Out of Surveys I HHCS - May 2003 Page 2 of2 

oIU,wL THIS ARTIClE t~':"l 

Under the Tiahrt amendment that took effect in 2002, additional 
requirements are now in place, and they apply as well to surveys 
funded by sources other than the U.S. Department of Education. The 
law now requires public elementary and secondary schools to 
"develop and adopt policies-in conjunction with parents," regarding: 

I. the rights of parents to inspect, upon request, a survey created 
by a third party before the survey is administered or distributed 
by a school to students; 

2, arrangements to protect student privacy in a survey if it 
includes any of the eight items noted above; 

3. the right of parents to inspect any instructional materials used 
as part of the education curriculum; 

4. administration of physical examinations or screenings that the 
school may administer to students; 

5. collection, disclosure, or use of personal information collected 
from students for the purpose of marketing, selling; 

6. the right of parents to inspect any instrument used in collecting 
information for marketing or selling. 

Schools must notilY parents of their PPRA policies at least once 
annually and must give parents ample opportunity to opt out (remove 
their child) from participation in surveys containing one or more of 
the eight items of information specified in the original law. 

Parents are also allowed to remove their children from any non­
emergency invasive physical examination or screening that is 
required for attendance or is not necessary to protect the immediate 
health and safety of the student or other students. 

£tplanation a/the Protection 0/ Pupil Rights Amendment is posted 
on the Education Department's Family Policy Compliance Office 
website at 
http://web. a~chive. orglwebl2()O,WJ3 02 2/35,9Ihttp://W,'''-lf. edg(Jv/officesLO M(fkcolppraiinde.Lhtll1l. 
The compliance office indicates it will publish regs covering the new 
parts a/the law. 

Back.to .a_r:ticles Next_article 

Home I About.Us I ~Ollcy & program I Commul)ications & ~ublicationsl Quality.lmprovement 
Dental & Mental Health Services I Parents' Resource Center 

http://wcb.archive.org/webI20041 03022 I 359/http://www.antideprcssantsfacts.com/Puoil-Ri... 4/412009 



Inside.l'hiS 
Issue: 

• 2007 Alaska 
YRBS­
Weighted Data 

• Alaska YRBS 
Comparison & 
Trends ' 

• Leading causes 
of Death .and . 
YRBS Results 

• Key Findings 

••• e-••••••••• -.' ••••• 

2007 Alaska YRBS 
results are posted 

online at 
http://hss.state.ak .us/d 
ph/ell ron ie/sc hoo IIvrh 

sresults.htm 

• ••••••••••••••••••• " ................. . 
• 2008 Alaska Reading • • 
• First Summit • • h ltp://www.ccd.state.a • • k .us/tls/read ing Ii rstlsu • • 111111 it.htllli • 
" .. " ............... . 

J Brain Booster-

2776 

A sundial Is said to 
be the timepiece 
with the fewest 
moving parts. What 
is the timepiece 
with the most 
moving parts? 

2007 Alaska YRBS - Wei Jhted Data 

In 2003 Alaska became the first state with active parent consent required for 
participation in school surveys like the YRBS to ever collect enough responses 
to yield usable data on a statewide level, and with your help we did it again in 
2007! Alaska needed 60% of all students selected for the survey to actually 
participate in the survey to achieve usable (representative) data and 60% is 
exactly what Alaska managed to collect. Had any of the participating schools 
chosen not to participate, or had the participating schools not worked so hard 
to collect signed permission slips, Alaska would have fallen short in its efforts. 
The YRBS represents Alaska's most comprehensive and reliable source of 
information on the prevalence of risk behaviors in Alaska's youth that 
contribute to the leading causes of death and disease in Alaskans. Countless 
health agencies, families, and school districts rely on the YRBS data when 
applying for competitive grants and also to measure whether or not their 
current intervention and prevention programming is working. Alaska now has 
usable data from 2007, 2003, and 1995 which allows it to understand and 
measure trends in youth risk behaviors across more than a decade. Great 
work! 

Alaska YRBS Com arison & Trends 

The 2007 Alaska YRBS results are very similar to the results of the 2003 
Alaska YRBS. This is not surprising since changes are usually gradual. Over 
the last 12 years the prevalence of many risk behaviors has decreased. The 
prevalence of smoking cigarettes, drinking alcohol, using marijuana, and 
physical fighting seem to be going down. The percent of students that have 
ever had sexual intercourse or reported having sexual intercourse in the past 
three months has stayed about the same. Percentage of students taught about 
AIDS or HIV infection in schools has gone down. 

The 2007 Alaska YRBS results arc very similar to the national YRBS data 
from 2005 (which is the last available data - 2007 national survey results will 
be released next summer). Fewer students in Alaska reported being in a 
physical fight in the past 12 months compared to the national results (29.2% 
vs. 35.9%) but more students in Alaska reported being hit, slapped, or 
physically hurt on purpose by their boyfriend or girlfriend in the past 12 
months (12.4% vs. 9.2%). The percent of Alaskan high school students 
attending daily PE is lower than the national average with only 17.7% of high 
school students attending daily PE in Alaska compared to 33% of those in the 
national 2005 YRBS survey. 
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Leadin Causes of Death and YRBS Results 

Suicide is the leading cause of death of Alaska youth (ages 15-19). The Alaska 
YRBS data indicates that 14.1 % have made a plan about how they would attempt 
suicide and 10.7% actually attempted suicide one or more times in the past 12 
months. Motor vehicle crashes are the second leading cause of death among 
Alaska youth. 23.5% of Alaska youth report/having driven in a car by someone 
who had been drinking and 9.7% reported driving a car when they had been 
drinking. 

Ke Findinos 

The survey asked students to report certain risky behaviors. Key findings are listed 
below. 

Alcohol and drug use: 
.:. 39.7 percent of high school students had consumed alcohol within the past 30 

days; 
» Compared to 38.7 percent in 2003 and 47.5 percent in 1995; 

.:. 20.5 percent of high school students reported using marijuana in the past 30 
days; 
» Compared to 23.9 percent in 2003 and 28.7 percent in 1995; and 

.:. 25.1 percent of students were offered, sold or given an illegal drug by someone 
on school property during the past 12 months; 
» Compared to 28.4 percent in 2003 and 34.1 percent in 1995. 

Violence and suicide: 
.:. 29.2 percent of high school students had been in a physical fight during the 

past year; 
~ Compared to 27.1 percent in 2003 and 35.8 percent in 1995; 

.:. 12.4 percent had been physically hurt by a boyfriend or girlfriend in the past 
year; 
~ Compared to 10.8 percent in 2003 (1995 numbers were not available);and 

.:. 10.7 percent reported attempting suicide in the past 12 months; 
" Compared to 8.1 percent in 2003 and 9.4 percent in 1995. 

Obesity: 
The obesity epidemic in Alaska and the nation contributes to the risk of heart 
disease, stroke, diabetes, and other chronic diseases. Health habits such as good 
nutrition and being physically active are the key to maintaining a healthy weight. 
.:. 84.3% of high school students do not cat the recommended daily servings of 

fruits and vegetables . 
• :. 57.5% did not get the recommended 60 minutes of physical activity per day for 

most days of the week . 
• :. 82.3% did not attend daily PE classes . 
• :. 27.3 percent were overweight or at risk of being overweight. 

Other beha,'iors that increase the risk of health problems: 
.:. 45.1 percent of high school students have had sexual intercourse; 

.,. Compared to 39.6 percent in 2003 and 47.2 percent in 1995; and 
.:. 17.8 percent of high school students smoked in the past 30 days; 

,. Compared to 19.2 percen! in 2003 and 36.5 percellt in 1995. 
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FOR IMMEDIATE RELEASE: Nov. 19,2007 

Fact Sheet: 2007 Youth Risk Behavior Survey (YRBS) 

What is the Youth Risk Behavior Survey (YRBS)? 
The Youth Risk Behavior Survey (YRBS) is part of an epidemiological surveillance 
system that was established in 1990 by the Centers for Disease Control and Prevention 
(CDC). It was developed to monitor health risk behaviors that contribute markedly to the 
leading causes of death, disability, and social problems among youth and adults in the 
United States. These behaviors, often established during childhood and early 
adolescence, include: 
• Tobacco use; 
• Unhealthy dietary behaviors; 
• Inadequate physical activity; 
• Alcohol and other drug use; 
• Sexual behaviors that contribute to unintended pregnancy and sexually transmitted 
diseases, including HIV infection; and 
• Behaviors that contribute to unintentional injuries and violence. 

What are the purposes of the YRBS? 
• Determine the prevalence of health risk behaviors; 
• Assess whether health risk behaviors increase, decrease, or stay the same over time; 
• Provide comparable national, state and local data; 
• Provide comparable data among subpopulations of youth; and 
• Monitor progress toward achieving the Healthy People 20 I 0 objectives and other 
program indicators. 

How long has Alaska participated in the YRBS? 
The YRBS high school survey was tirst implemented at the national level in 1990. Since 
that time CDC has sponsored national surveys from 1991 to the present on an every­
other-year basis. Alaska first participated in the YRBS in 1995 and obtained 
representative statewide data. Due to external factors, the YRBS was not administered in 
1997. It was administered in 1999; however the Anchorage School District did not 
participate. Without Anchorage the data were not representative of the state as a whole. 
The survey was administered in 200 I, but unfortunately low student response rates 
rendered the data unusable. A major obstacle in 2001 was the constraint of the active 
parental consent law that had just gone into effect. In 2003 the survey was administered 
statewide with active parental consent and representative data were obtained, making this 
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the first statewide YRBS representative sample since 1995. The survey was again 
administered in 2005, however the response rate fell just below the target and the data 
was not used. In 2007, the survey was administered and achieved an adequate response 
rate, yielding important survey results. 

What is the difference between active and passive consent? 
Alaska's active parental consent law, AS 14.03.110, prohibits public schools from 
administering surveys or questionnaires that ask about personal or family affairs, or 
anything else that is not a matter of public record or readily observable in public, without 
first getting written permission from all participating students' parents or legal guardians. 
This law holds regardless of whether the surveys are anonymous and voluntary. Alaska is 
one of only a few states in the nation that has a school survey law requiring active 
parental consent for surveys of this type. Most states employ passive parental consent 
when administering such anonymous surveys. Passive parental consent involves notitying 
and informing the parents about the survey and assuming that students will participate 
unless the parent provides a written refusal to opt out of the survey. 

How was the YRBS conducted? 
A two-stage sample design was used to select the actual students for participation. The 
first stage consisted of selecting schools. Schools were selected with probability 
proportional to the size of their enrollment. Once a school was selected, classes were 
selected as the second stage. Eligible classes were those where a student would be 
enrolled in one and only one class at a time. For example second period or required 
English. This gave each student an equal opportunity of being selected. At any time a 
school district, an individual school, a student's parents, or a specific student had the 
opportunity to decline participation. 

At the classroom level, teachers were given a script to read to students that established 
guidelines for student privacy and anonymity and the importance of the survey. Each 
student was given an unmarked envelope in which to seal his or her survey before turning 
it in. These survey envelopes remained sealed until received at a central state collection 
site. The Centers for Disease Control and Prevention and a CDC contractor analyzed the 
state survey data. 

A national YRBS also was conducted in 2007, however, the results will not be available 
until early summer 2008. As a result, 2005 National YRBS results are being uscd for 
comparison purposes. 

Who participated in the survey? 
Forty one high schools from 19 districts were scientifically selected to be included in the 
survey. 'Thirty-eight (88 percent) schools participated and 1,318 (68 percent) students 
completed the survey resulting in an overall response rate of 60 percent. The CDC has 
determined that the overall response rate must be 60 percent or greater in order for the 
data to represent the high school population of the state. Therefore, these survey results 
represent 34,399 students grades 9 through 12 in public high schools (excluding private, 
alternative, boarding and correctional schools). 

2 
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How are the data used? 
The results of the YRBS are used to detect changes in risk behaviors over time and 
provide an important piece of program planning and evaluation, curriculum development 
and decision-making regarding the use of available resources. The information from the 
YRBS can be used to help schools and communities identifY strengths and weaknesses in 
current programs and services. Additionally the results can be used by schools and 
communities when applying for grant funding to initiate or maintain programs that serve 
youth. 

Who supported the YRBS in Alaska? 
The YRBS in Alaska is a cooperative effort between the state departments of Health and 
Social Services and Education and Early Development. The survey is also endorsed by 
the following groups and boards: 

• Association of Alaska School Boards 
• Alaska Action for Healthy Kids 
• All Alaska Pediatric Partnership 
• American Heart Association, Pacific/Mountain Affiliate 
• American Lung Association of Alaska 
• American Cancer Society, Alaska 
• Alaska Health Education Consortium 
• Alaska Tobacco Control Alliance 
• Alaska Native Tribal Health Consortium 

Contact: Greg Wilkinson, HSS, (907) 269-7285, Cell (907) 382-7032 
Ann Potempa, HSS, (907) 269-7957, Cell (907) 240-9158 
Eric Fry, EED, (907) 465-2851 

### 
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ALASKA STATE HOUSE OF REPRESENTATIVES 

Contact: 
Interim Address: 

3340 Badger Road 
North Pole, AK 99705 
(907)-488-5725 
Fax# (907)-488-4271 

REPRESENTATIVE JOHN COGHILL 

Sponsor Statement 
HB 141 

Session 

(907)-465-3719 
FAX# (907)-465·J258 

State Capitol 
Room 214 

"An Act relating to the Interstate Compact for Juveniles; relating to the State Council for Interstate Adult 
Offender Supervision; amending Rules 4 and 24, Alaska Rules of Civil Procedure; and providing for an 
effective date. " 

This bill would enact the new Interstate Compact for Juveniles into law. This would replace the old compact 
which was created in 1955. The purpose of the Compact is to ensure the supervision of juvenile offenders and 
the return of runaways, escapees and absconders. The Compact provides the procedural means to regulate the 
movement of juveniles who are under court supervision across state lines. The Association of Compact 
Administrators estimates that the Interstate Compact on Juveniles is used in 20,000 to 30,000 transfer and 
supervision cases annually. 

The new Compact ensures that all states will have identical language in their statutes which would help with 
compliance issues. The new Compact provides procedures for enforcement which the old Compact lacked. The 
Interstate Compact for Juveniles also provides for the collection of standardized information and information 
sharing systems. 

This is a chance for the states to have the means to deal with state problems and enforce state solutions without 
having any federal intervention. 35 states have already passed this compact. If Alaska chooses not to enact this 
Compact the state would have to deal with every other state on a case-by-case basis which would cost the state 
more money than it would cost to implement the Compact. 

The compact provides for the safety of the juvenile offender and the state as a whole. The importance of this 
compact cannot be overstated. This legislation is necessary to ensure the public safety and security of Alaskans. 
It will help ensure that Alaska receives notification about juveniles who are relocated or traveling to Alaska 
before they arrive here, and will expedite Alaska's ability to send juveniles from here to other jurisdictions. 

February 20,2009- HB 26-LS0576/R 
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ALASKA STATE HOUSE OF REPRESENTATIVES 

Session 
Contact: 
Interim Address: (907)-465-3719 

FAX# (907)-465-3258 

State Capitol 
3340 Badger Road 
North Pole, AK 99705 
(907)-488-5725 Room 214 
Fax# (907)-488-4271 
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REPRESENTATIVE JOHN COGHILL 

SECTIONAL 

HB 141 
"An Act relating to the Interstate Compact for Juveniles; relating to the State Council for 
Interstate Adult and Juvenile Offender Supervision; amending Rules 4 and 24(b), Alaska 
Rules of Civil Procedure; and providing for an effective date." 

Section 1: AS 33.36.140 State Council: 
(a) Adds the words and Juvenile to the State Council for Interstate Offender 

Supervision. Adds a reference to the repealed and reenacted statute AS 47.15.010. 

Section 2: AS 33.36.140 
(b) changes the number of council members from seven to nine. 

(6) adds the position of the commissioner of health and social services and provides 
that the commissioner may appoint a designee to serve in hislher capacity. 

(7) adds the position of the compact administrator appointed under AS 47.15.020. 

Section 3: AS 44.21.410(a) 
(a) (5) deletes the word [UNIFORM], adds the word for and deletes the word [ON] in 

order to change the name of the Compact to the Interstate Compact for Juveniles. 

Section 4: AS 47.15.010 
The Execution of interstate compact is repealed and reenacted. 

Section 5: AS 47.15.020 
Changes the designator of the compact administrator from the Governor to the 
commissioner of health and social services and adds a comma to ensure proper 
grammar. 

Section 6: AS 47.15 



Adds a new section: AS 47.15.025 which designates the State Council for 
Interstate Adult and Juvenile Offender Supervision to serve as the state council 
under AS 47.15.010. 

Section 7: AS 47.15 
Adds a new section: AS 47.15.035 which allows the Department of Health and 
Social Services to adopt regulations to implement the provisions of this chapter. 

Section 8: AS 47.15.070 
Cleanup of section for clarity. 

Section 9: AS 47.15.080 
States that the short title of this chapter may be cited as the Interstate Compact for 
Juveniles. 

Section 10: AS 47.15.050 
Appointment of attorney or guardian provision is covered in AS 47.12.090. 

Section 11: The uncodified law of the State of Alaska is amended by adding a new section: 
(1) Changes the name of the Compact to the Interstate Compact for Juveniles in 

Rule 4 in Alaska Rules of Civil Procedure. 
(2) Changes the name of the Compact to the Interstate Compact for Juveniles in 

Rule 24(b) in the Alaska Rules of Civil Procedure. 

Section 12: The uncodified law of the State of Alaska is amended by adding a new section: 
This section applies the old Compact to the states who do not opt to join the new 
Compact. 

Section 13: The uncodified law of the State of Alaska is amended by adding a new section: 
Court rule changes only take effect if it is approved by 2/3 of the majority of each 
house. 

Section 14: The uncodified law of the State of Alaska is amended by adding a new section: 
The Compact takes effect only if at least 34 other states ratify the Interstate Compact 
for Juveniles. 

Section 15: Setting the effective date as either the day after the date on which the commissioner 
of health and social services or the commissioner's designee notifies the revisor of 
statutes that at least 34 other states have ratified the new Compact or July 1,2009 
whichever is later. 

February 20, 2009- HB 26-LS0576/R 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: HB141 

o Publish Date: 

Identifier (file name): 
Title 

-;--;-...:H",B::.1:..:4:..:1"-D:::H.::S,,S,,-:..PS::-O:=3-O::::;4::-O:::9 __ Dept. Affecte::.d:,-__ ......:.H.::e:::a"lth:,:..::&::S:::o.::ci:::al:..;S:::e:.:.rv"ice=s,-

___ -"C:::o"m",p"act::.:..:l",orc.:J:.:u:.:v"en",i"le:::s;,.: l",n::::te:.:.rs:::t"at:::ec.:C:::o"u:.:.n:::C::.il ___ RDU Juvenile Justice 
-::-_____________ --: ____ ---------Component Probation Services 
Sponsor Coghill 

Requester ________ -'-'H;:.ou::;s"e"H;..S;:.S=-________ Component Number 

Expenditures/Revenues (Thousands 01 Dollars) 
Note" Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required 

OPERATING EXPENDITURES FY 2010 
Personal Services 
Travel 13.0 
Contractual 27.0 
Supplies 5.0 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 45.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 45.0 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 45.0 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I 
Full·time 

PalHime 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

Information 
FY 2010 FY 2011 FY 2012 FY 2013 

13.0 13.0 13.0 
27.0 27.0 27.0 
5.0 5.0 5.0 

0.0 45.0 45.0 45.0 

(Thousands of Dollars) 

45.0 45.0 45.0 

0.0 45.0 45.0 45.0 

2134 

FY 2014 

13.0 
27.0 

5.0 

45.0 

45.0 

45.0 

FY 2015 

13.0 
27.0 

5.0 

45.0 

45.0 

45.0 

Since 1960, the Interstate Compact on Juveniles has provided states, including Alaska, with the procedural means 
to regulate the movement of court-supervised juveniles across state lines. Approximately 160 juveniles under 
the supervision ofthe Department of Health and Social Services leave or enter Alaska each year. This bill would 
place a new, extensively revised compact into Alaska statute replacing the current compact. The new compact 
seeks to correct deficiencies in the existing compact that have been identified at the national level with regard to 
administration, rules, enforcement procedures, financial management, communications and data sharing. 

(continued on next page) 

Prepared by: Stephen F. McComb 
Division Juvenile Justice 

Approved by: Alison Eigee, Assistant Commissioner 
DHSS Finance & Management Services 

(Revised 911012008 OMS) 

Phone 907·261-4335 
DatefTime 3/2/0912:00 AM 

Date 3/4/2009 

Page 1 012 
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FISCAL NOTE 

STATE OF ALASKA BILL NO. HB 141 

2009 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

Participation in the new compact requires that the state council implement and oversee compact 
functions. However, because some of the membership requirements for the juvenile compact council are 
the same as those required for the Alaska State Council for Interstate Adult Offender Supervision, the 
state intends to have a single state council oversee both compacts. Combining the two responsibilities 
under the authority of a single council will save the state the effort and duplication of creating and 
managing two councils with similar functions. 

Being part of the new compact will create additional costs to the division. Costs include the following: 

$13.0 Travel associated with membership participation, including travel to required meetings by staff 
$27.0 Membership Dues, teleconferences, overhead costs that include chargeback, etc. 
$ 5.0 Supplies for staff and required meetings 

Dues to participate in the current compact are $400 per year. Dues to participate in the new compact are 
expected to be $14,000 per year. 

The cost estimates for the participation in the state council only reflect those anticipated for the 
operations for the juvenile justice compact and do not include operational and other costs associated with 
the ongoing adult council activities. The existing adult council has not had in-person meetings for several 
years, and at least initially the division anticipates that such meetings will be necessary to address the 
added juvenile justice functions. The travel costs reflected in this fiscal note are again only intended to 
portray the costs for the juvenile compact activities. The travel costs also reflect the intent that council 

members represent all areas ofthe state. 

A possible one-time additional cost to the division may also be incurred by adoption of this bill. The new 
compact will require use of a national database management system that may need to communicate with 
the division's MIS. The national system is still under development. Without knowing when the new 
system will be available, or how difficult it will be to link the two systems, we are not prepared to estimate 
a cost at this time. The division may need to make a specific request to meet this cost at some point in the 
future. 

In addition, the division will be monitoring the amount of additional staff time required to participate in 
the new compact. At some point an increment request may be needed to fund a position if absorption of 
these duties is too challenging for our existing staff. The division needs to ensure we do not hamper our 
ability to research, apply for, and successfully win grants, such as the federal Re-Entry and Gang Prevention 
grants that have been invaluable in improving public safety and helping the state monitor and improve its 
response to gang issues. If the increase in workload forces staff to spend less time involved in the 
management of existing programs (these include the federal Juvenile Justice and Delinquency Prevention 
Formula Program, the Enforcing Underage Drinking Laws program, Title V, Juvenile Accountability Block 
Grants, Bureau of Justice Assistance grant management, and Youth Court earmark) current federal funding 
that the division receives could be at risk. 

Page 2 of2 
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List of People to Testify on HB 141 

o Barb Murray or Anthony Newman 

o Carol Brenkle 

o Barb Tyndall 

o Michael Jeffery 

Departments Affected 

o Department of Corrections: They will be sharing the duties of 
administering the interstate council 
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RESOLUTION OF THE 
AMERICAN PROBATION AND PAROLE ASSOCIATION 

''Interstate Compact for Juveniles" 

Whereas, The Interstate Compact on Juveniles was established in 1955 and is the 
primary compact addressing the needs of juveniles within the justice system who move 
between states and has not been sufficiently amended in its 47-year existence; and 

Whereas, This compact is the only vehicle for the controlled movement of juveniles 
released from custody or on probation across state lines; and 

Whereas, The complexities of the compact have become more difficult to administer, 
and many jurisdictions have expanded supervision expectations to include currently 
unregulated practices such as victim input, victim notification requirements and sex 
offender registration; and 

Whereas, After national surveys and a detailed study by a task force appointed by the 
Office of Juvenile Justice and Delinquency Prevention, the overwhelming 
recommendation has been to amend the document to bring about an effecti ve 
management capacity that addresses public safety concerns, offender accountability and 
effecti ve treatment needs. 

BE IT THEREFORE RESOLVED, That the Board of Directors of the American 
Probation and Parole Association hereby endorses and recommends adoption of the 
amended and newly titled Interstate Compact for Juveniles by the 50 states and affected 
territories of the United States of America. 

January 5, 2003 
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CSG GOVERNING BOARDIEXECUTIVE COMMlITEE . . 

RESOLUTION ON 

THE INTERSTATE COMPACT FOR JUVENILES 

WHEREAS, The Interstate Compact on Juveniles was established in 1955 and is the 
compact addressing the needs of juveniles within the juvenile justice 
system who move between states and has not been sufficiently amended in 
its forty-seven (47) year existence; and 

WHEREAS, This compact is the only vehicle for the interstate supervision of juvenile 
offenders, the return of absconders and escapees, and runaways; and 

WHEREAS, The complexities of the compact have become more difficult to 
administer, and many jurisdictions have expanded supervision and 
program expectations to include currently unregulated practices such as 
victim input and notification requirements, sex offender registration, and 
age related issues; and 

WHEREAS, After exhaustive research aqd detailed study, the Office of Juvenile Justice 
and Delinquency Prevention and The. Council of State Governments 
convened an Advisory Group and Drafting Team to formulate 
recommendations and implement changes to the compact language to 
better address public safety, enforcement, accountability and 
communication concerns. 

NOW THEREFORE BE IT RESOLVED, That The Council of State Governments 
hereby endorses and recommends adoption of the new compact entitled, "Interstate 
Compact for Juveniles" by the fifty (50) states, the District of Columbia, Puerto Rico and 
effected territories of the United States of America. 

Adopted this Sll> Day of December, 2002 at the 
CSG Annual State Trends and Leadership Forum 
In Richmond, Virginia 
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Resolution ofthe 
Association of Jnvenlle Compact Admlnlstraton 

"Interstate Compact for Juveniles" 

Whereas, The Interstate Compact on Juveniles was established in 1955 and is the 
compact addressing the needs of juveniles within the juvenile justice system who move 
between states and has not been sufficiently amended in its fort)'-seven (47) year 
existence; and 

Whereas, This compact is the only vehicle for the interstate supervision of juvenile 
offenders, the return of abscondcrs and escapees, and rona ways; and 

Whereas, The complexities of the compact have become more difficult to administer, 
and many jurisdictions have expanded supervision and program expectations to include 
currently unregulated prsctices such as victim input and notification requirements, sex 
offender registration, and age related issues; and 

Whereas, After national surveys and a detailed study by a task force appointed by the 
Office of Juvenile Justice and Delinquency P!'evention, the recommendation has been to 
rewrite the document to bring about an effective management capacity that addresses 
public safety concerns and juvenile accountability. 

Be It therefore resolved, That the Association of Juvenile Compact Administrstors 
hereby endorses and recommends adoption of the new compact entitled "Interstate 
Compact for Juveniles" by the fifty (50) states, the District of Columbia, and affected 
territories of the United States of America. 

Adopted this lO'h day of August, 2002. 
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OJJice of the President 

February 19 ,2003 

Mr. Daniel M. Sprague 
Executive Director 
The Council of State Governments 
P.O. Box 11910 
Lexington, KY 40578-8001 

Dear Mr. Sprague: 

National District Attorneys Association 
99 CanaJ Ct:ntt=r Plaza, Suite 51O,Alc:xandria,Virginia 223T4 

703.549.9222 I 703.836.3195 Fax 

www.ndaa-apri.org 

On behalf of the Board of Directors of the National District Attorneys Association I want 
to offer our support for the Interstate Compact for Juveniles. Our Board unanimously 
voted to support your effort during our recent meeting in Texas. 

As local prosecutors we have to work daily with juveniles that require the attention of our 
court system and we recognize the need for interstate supervision of juvenile offenders 
and for the retwn of those who have escaped, run away or fail to live up to releaSe 
expectations. 

We also recognize that the changes in the complexities of our society have made many of 
the provisions of the compact badly out dated. Ideas such as community corrections, 
sexual predator registrations and victims rights provisions all impact on the how states 
must relate to each other in dealing with criminal offenders and in this instance, juveniles. 

The Board of Directors considered the importance of addressing consistent treatment of 
juveniles in need of both consequences and treatment. The proposed Compact language 
provides states with the means of accomplishing these goals. 

Daniel M. Alsobrooks 
District Attorney General, 23nl Judicial District, Tennessee 
President, National District Attorneys Association 

To Be the VorCe of Ameri(a~ Prosecutors and to Support Their Efforts to Protect the Rights and Safety of the People 
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699 Prince Street 
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Branches 
California 

Florida 
Kansas City 

New York 
South Carolina 

November I, 2002 

Mr. Daniel M. Sprague 
Executive Director 
The Council of State Governments 
Headquarters Office 
P.O. Box 11910 
Lexington, Kentucky 40578-8001 

Dear Mr. Sprague: 

RE "'Ei' "-", "D'/ 0 -, ·'\11r.? \ ... _ ~ -'f :~'. t_! N i' t ,: LUU .... 

The National Center for Missing & Exploited Children (NCMEC) is 
pleased to support the proposed Interstate Compact Initiative for 
Juveniles. As an organization that provides services to runaway youth 
and their families, we are pleased that this enhanced initiative will 
ensure consistent use of those policies governing the Compact. 

Although, primarily designed to assist those organizations working 
within the juvenile justice, and social service systems, the Compact will 
assist NCMEC in it's work to bring children back home by providing 
law enforcement professionals with clear guidelines and procedures 
once a missing youth is recovered. 

As you work to implement this initiative throughout the 50 states, 
please do not hesitate to let us know if we can be of further assistance 
in this most important venture. 

S~~ 

Ernie Allen 
President & CEO 
NCMEC 
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January 28, 2003 

Chad S. Foster 
Policy Analyst 
The Council of State Governments 
2760 Research Park Drive 
PO Box 11910 
Lexington, KY 40578-1910 

Dear Mr. Foster: 

As one of participating entities, the National Juvenile Detention 
Association (NJDA) has been actively involved in the review and update 
of the Interstate Compact or Juveniles, originally established in 1955. The 
two-year effort to modernize the Compact has been thorough and 
comprehensive and has engaged the efforts of many practitioners from the 
juvenile justice field. The process addressed a multiplicity of issues 
regarding the Compact that have been identified as problematic or 
outdated in an effort to develop a document that meets the current needs of 
stakeholders in the signatory states. 

The nation's detention centers deal with the Contract frequently as the 
entities responsible for housing juveniles found to be in violation of 
placement agreements or of state laws in the receiving states. The 
proposed modifications to the Compact should address many of the issues 
that have created problems for detention centers and will offer assistance 
to them in dealing with both sending and receiving states. 

As the association serving juvenile detentIon nationally, NJDA 
supports the proposed changes to the Compact. The changes are 
designed to address the needs of the states, of the agencies within the 
states, and of the public in ensuring that placement agreements are 
complied with and community safety is ensured. 

We are happy to offer assistance to you in your efforts to achieve adoption 
of the revised Interstate Compact for Juveniles. 

Sincerely, 

favlf)..ap 
Earl L. Dunlap, Executive Director 
National Juvenile Detention Association 

cc: tile 
Executive Committee 
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AJJAC Aluka Juvenile Justice Advisory Committee 
P.O. Box 110635 
Juneau, AK 99811-0635 

ALASKA l\JVENILE JUSTICE 
ADVISORY COMMITTEE 

~.:,,,,,,:,,,,,,;::.':''::''~''=.:-'/'''?'~:-::'~~''''"'''_''!':I.~.l'::'_,",:., 

Phone: (907) 465-3855 
Fax: (907) 465-2333 

,.:::~,:c9r"~:~~'L~;,_.. March 4, 2009 

-·--,-~·~~n=)f::·:·· ~= ~:~Ol 
.,~boQe::·(?Q7,I~i43~~:,~ Juneau, AK 99801 

-" .. _ .. __ BortX:zta,tYndQii,;:,·,·~._ .•. 
:..SeQ'.i;iIQr( ',,:" • " 

.. :m;.;,o.;:'p',O':.MJi;l;\:1,'ll,7~ .... ~~;::_;. Dear Legislators: 
': FoirbObkS~AK:997oa .... 

,,~,,'I90'1,I:<!.57":.tt.7i:---~ .;,,:. The Alaska Juvenile Justice Advisory Committee (AJJAC) held an in­
,~, .. L~~:, .. ,.L person meeting in Juneau on March 2-3,2009. At the meeting Division of 

.. ' Raelene Aclive . .. Juvenile Justice (0]1) presented infonnation on HB 141, which included 
· ... -· .. ··--:,~,~:"':··c·~· .. · the benefits of passing this legislation as well as the potential public safety 

...: V,ckiBlon~enst:\,p. .,' issues ifHB 141 does not pass. 

··'-··-:c'J6:::':~~~~~;····~.··' 
........... _":K~",~,,_ .. ~~, After discussion, the AJJAC voted unanimously on March 2, 2009 to 

. . RiCt)Qrdiselt " support HB 141, the Interstate Compact forJuveniles. 
, ...• ".~_Mi~l;1ge!' ~e!!!l!¥_,,",,_. " 

·,:.'flEIveitf)eQ!clhS •. ~i .. :., 
'," .,; .... ,;:~~ ,,,:-.,:,~9ij:Y .. ~,~.I;'~9\J~<·;:~.-,;~:~ ;';_~:" 
... .. )ijdY.NcictCiij-J:'@:Ige.. .. ': Please feel free to contact me if you have any questions. 

:'-'7!T~~~~~~d;.· •.• ·:·· 
_",,~~a':~~~!<rt:~f:';:"-

. ._, '"" ." , .. 
,",'.': ""·,~""",:;.'-·'~"t_''"r''i:w''''','''',:;,·=,-,-,;,-,,,"',,"c'''';.·.:-:, 'i 

..... , 
.... , : ..... ;, .. ;.;. :,',,, ;"",-,.-",-' .. ;.,J:" 

. :, ..... _,<:.: ," ·--r.>.·.··,. 
:, .' , ." . .: 

,." .... ··'.,.+·."r~(.-~ ,.,'. ~.' , ...... ~ ~ • .,!-'''.'~ .... ~.,.,.,~. ".-.. .""'" ""', . . ., ..... -.-... - ,. 

",:. ,.: .. ': '.:-

··,-_.~n''''''''''·."._. __ ~ ___ .. ,=-,."-~"",,,,,,:,,,.<:-,,,:::;_ ....... ' ,. 

,", .. ::. ~ ~:.::';_\:'.: .~:X-·!:l:::::'.~,: ~'.~-;-.:,:: " 

", '.;'., 
'", '-'-,- -'-",'._ ... , .. ~ .... , ..... ~ -, .... -

Sincerely, 

c.". A ~ 0/ a.~ 
• 
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26-LS04371E 

CS FOR HOUSE BILL NO_ 168(HSS) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

Offered: 
Referred: 

Sponsor(s): REPRESENTATIVES COGHILL, Kerttula 

A BILL 

FOR AN ACT ENTITLED 

"An Act relating to state certification and designation of trauma centers; creating the 

uncompensated trauma care fund to offset uncompensated trauma care provided at 

certified and designated trauma centers and including a portion of the tax levy on 

alcohol as a source of money that may be appropriated to the trauma care fund; and 

providing for an effective date." 

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

* Section I. AS 18.08.082 is amended by adding a new subsection to read: 

(c) The commissioner shall establish special designations in regulation for 

varying levels of trauma care provided by a certified trauma center that shall be used 

to set compensation eligibility and amounts under AS 18.08.085. The designations 

shall be based on nationally recognized standards and procedures. 

* Sec. 2. AS 18.08 is amended by adding a new section to read: 

Sec. 18.08.085. Uncompensated trauma care fund; creation. (a) The 

-\-
New Text Underlined [DELETED TEXT BRACKETED] 
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uncompensated trauma care fund is created. The purpose of the fund is to compensate 

2 certified trauma centers in the state that receive a special designation under 

3 AS 18.08.082(c) for care uncompensated by the person receiving the care or by any 

4 other source. 

5 (b) The fund consists ofm6ney appropriated to it by the legislature, including 

6 donations, recoveries of or reimbursements for awards made from the fund, income 

7 from the fund, and other prograrn receipts from activities under this chapter. 

8 Appropriations to the fund do not lapse. 

9 (c) The commissioner shall administer the fund in accordance with the 

10 provIsIons of this chapter. The commissioner shall spend money from the 

II uncompensated trauma care fund for the purpose established in (a) of this section. The 

12 commissioner may establish and seek the advice of a special committee for review of 

13 statewide trauma care and compensation standards. 

14 (d) The commissioner may not provide more than 25 percent of the total 

IS assets, including earnings, of the fund in a fiscal year to one trauma center. 

16 * Sec. 3. AS 43.60 is amended by adding a new section to read: 

17 Sec. 43.60.055. Disposition of proceeds; availability for appropriation to 

18 the uncompensated trauma care fund. The portion of the tax collected under 

19 AS 43.60.010 that is not separately accounted for under AS 43.60.050(a) may be 

20 appropriated to the uncompensated trauma care fund (AS 18.08.085). Nothing in this 

21 section creates a dedicated fund. 

22 * Sec. 4. This Act takes effect immediately under AS 01.l0.070(c). 

CSIIB 168(HSS) -2-
New Tex t under 1 i ned [DELETED TEXT BRACKETED] 



2798 

AMENDMENT 

26-LS0437\R.2 
Mischel 

2/9/1 0 

OFFERED IN THE HOUSE 

TO: HB 168 

BY REPRESENTATIVE HERRON 

Page I, line 3, following "centers": 

2 Insert "and including a portion of the tax levy on cigarettes as a source of money 

3 for that fund" 

4 

5 Page 2, following line 12: 

6 Insert a new bill section to read: 

7 "* Sec. 3. AS 43.50.190 is amended by adding a new subsection to read: 

8 (f) A portion of the annual proceeds of the tax levied under (a) of this section 

9 may be appropriated to the uncompensated trauma care fund established under 

10 AS 18.08.085." 

I I 

12 Renumber the following bill section accordingly. 

L _1_ 
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TRAUMA CARE IN ALASKA 

Creating a Trauma 
Care Fund 

House Bill 168 Senate Bill 168 
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ALASKA'S TRAUMA SYSTEM DEVELOPMENT FOLDER 
TRAUMA LEGISLATION HOUSE AND SENATE BILLS 168 

TOPIC 

SPONSOR BACK UP & HB 168 

TRAUMA FACT SHEET 

TRAUMA CARE IN ALASKA 2009 SLIDES 

TRAUMA MORTALITY RATES-ANCHORAGE 

EMERGENCY TRAUMA CARE NEEDS 
IMPROVEMENT IN ALASKA LETTER 

ALASKA NEEDS A BETTER TRAUMA SYSTEM 
LETTER 
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-TRAUMA LEGISLATION STICKS FROM OTHER STATES 
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ALASKA STATE HOUSE OF REPRESENTATIVES 

SENATOR JOHN COGHILL 

HB 168 Certification and Designation of Trauma Centers 

Sponsor Statement 

This legislation would create a trauma care fund which could reimburse 
trauma centers for uncompensated or undercompensated services. The bill would 
create incentives for becoming a certified trauma center but does not force 
facilities to become certified trauma centers. 

Trauma is the leading cause of death for Alaskans between the age of one 
and forty-four and more than 800 Alaskans are hospitalized each year for spinal 
cord and brain injuries. 

There is a "golden hour" after the injury during which proper treatment 
and appropriate interventions will potentially save a patient's life and prevent 
further damage to an injured person. Personal trauma is any bodily injury from an 
external force including car crashes, shootings, falls, snow machine crashes, and 
stabbings. 

A good trauma system is an organized multidisciplinary response to 
managing treatment of severely injured people and it spans the full spectrum from 
prevention and emergency care to recovery and rehabilitation. A trauma system 
enhances the chance of survival by making sure patients are brought to the most 
appropriate facility in the most efficient manner and that optimal care is delivered 
every step of the way. Alaska has many good parts to our trauma response but we 
must do better. 
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SENATOR JOHN COGHILL 

HB 168 Designate Trauma Centers and the Uncompensated Trauma Care Fund 

Sectional 

Section 1. AS 18.08.082 currently prescribes by regulation criteria for training 
programs and for personnel involved in emergency medical services. This section adds 
a requirement for the commissioner of Health and Social Services establish special 
designations for varying levels of services offered by a certified trauma center. 

Section 2. Establishes a trauma care fund to be used to compensate certified 
trauma centers for uncompensated trauma care. The fund can accept money 
appropriated by the legislature, which can include donations, income from the fund, and 
of the other designated receipts. The commissioner is given authority to establish a 
special committee for review of the program and limits are set on the distribution of the 
funds. 

Section 3. The bill has an immediate effective date. 
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SENATE BILL NO_ 168 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY THE SENATE HEALTH AND SOCIAL SERVICES COMMITTEE BY REQUEST 

Introduced: 3127109 
Referred: Health and Social Services, Finance 

A BILL 

FOR AN ACT ENTITLED 

1 . "An Act relating to state certification and designation of trauma centers; creating the 

2 uncompensated trauma care fund to offset uncompensated trauma care provided at 

3 certified and designated trauma centers; and providing for an effective date." 

4 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

5 * Section 1. AS 18.08.082 is amended by adding a new subsection to read: 

6 (c) The commissioner shall establish special designations in regulation for 

7 varying levels of trauma care provided by a certified trauma center that shall be used 

8 to set compensation eligibility and amounts under AS 18.08.085. The designations 

9 shall be based on nationally recognized standards and procedures. 

10 * Sec. 2. AS 18.08 is amended by adding a new section to read: 

11 Sec. 18.08_085. Uncompensated trauma care fund; creation. (a) The 

12 uncompensated trauma care fund is created. The purpose of the fund is to compensate 

13 certified trauma centers in the state that receive a special designation under 

14 AS l8.08.082(c) for care uncompensated by the person receiving the care or by any 

SB0168A -1- SB 168 
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other source. 

(b) The fund consists of money appropriated to it by the legislature, including 

donations, recoveries of or reimbursements for awards made from the fund, income 

from the fund, and other program receipts from activities under this chapter. 

Appropriations to the fund do not lapse. 

(c) The commissioner shall administer the fund in accordance with the 

7 provisions of this chapter. The commissioner shall spend money from the 

8 uncompensated trauma care fund for the purpose established in (a) of this section. The 

9 commissioner may establish and seek the advice of a special committee for review of 

10 statewide trauma care and compensation standards. 

11 (d) The commissioner may not provide more than 25 percent of the total 

12 assets, including earnings, oflhe fund in a fiscal year to one trauma center. 

13 * Sec. 3. This Act takes effect immediately under AS Ol.lO.070(c). 

SB 168 -2- SB0168A 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 
2010 LEGISLATIVE SESSION Bill Version: HB 168 

o Publish Date: 

Identifier (file name): HB168-REV-TRS-2-8-10 Dept Affected: Revenue 
"'iTiiiit:;;le;="'-'==="'-'=='-'-'=;uT.n::'c:::o::m:::p:::e~ns:::a~te:::d'TTr::a:::u::m:::a:7C"'a:':r::"e7:fu';';n::ld------RDU Taxation and Treasury 

"F.;;;;;;;;;;,.-________ -;;:::;==="-:::"v::~,-;:--------component Treasury Division 
Sponsor Representative Kerttula 
Requester _____ -'-H;,:o:,:u"se::..:.-H:,::e"al:.::th"'a"'n.::d:.;S"'o::c"ia"'I..::S:.::e"'rv"'ic::e:.::s ______ Component Number 121 

Expenditures/Revenues (Thousands of Dollars) 

Note' Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2011 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0 0.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE (Thousands of Dollars) 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 0.0 0.0 0.0 0.0 0.0 0.0 

Estimate of any current year (FY201 0) cost: 

POSITIONS 
FUll-time 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
Part-time 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
Temporary 0.0 0.0 0.0 0.0 0.0 0.0 0.0 

ANALYSIS: (Attach a separate page jf necessary) 

This bill establishes a fund to compensate certain certified trauma centers in Alaska for care uncompensated by the 
person receiving the care or by another source. This fund will be invested within the GeFonsi investment pool No 
additional costs have been identified. 

Prepared by: Pamela J. Leary, Comptroller 
Division Treasury Division 

Approved by: Ginger Blaisdell, Director 
Administrative Services Division 

(Revised 111612009 OMB) 

Phone 465-2300 
DatelTime 2-8-10; 10:01am 

Date 218/2010; 8:12pm 

Page 1 of 1 

0.0 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: HB168 

o Publish Date: 

Health & Social Services Identifier (file name): HB168-DHSS-IPEMS-02-08-10 Dept Affected: 
----~--~--------------------- ----------------
Title Trauma Care Centers/Fund RDU Public Health 

--------------------Component Injury Prevention/Emergency Medical 

Sponsor 

Requester 

Coghill 

House HSS Component Number ------------------------------
Expenditures/Revenues 
Note: ; do not Include~noted below. 

Required 

FY 2011 

ITravel 

I 
Equipment 
Land & Structures 
IGrants & Claims 

TOTAL 0.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 0.0 

Estimate of any current year (FY2010) cost: 

POSITIONS 

I 
Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

FY 2ili FY 

0.0 

0.0 

(Thousands of Dollars) 

Information 

12 FY 2013 FY 2014 

0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 

Services 

2876 

FY 2015 Fy1ill::: 

0.0 0.0 

0.0 0.0 

HB 168 establishes a mechanism to provide a financial incentive for hospitals to become designated as certified 
trauma centers in order to encourage their participation in a statewide trauma system, with the goal of improving 
delivery of trauma care in the Alaska medical system. This bill establishes a fund for reimbursement of trauma 
care for uninsured or underinsured patients, and allows designated trauma centers to apply for compensation of 
claims that are otherwise uncompensated by insurance or other funds. 

The Department proposes to manage this fund using existing staff resources. 

Prepared by: Ward B. Hurlburt, M.D., MPH, Chief Medical Officer I Director 
Division .!.P-"u"bl"lc:..:H.:e"a"'lt"h ___________________ _ 

Approved by: Alison Elgee, Assistant Commissioner 
DHSS Finance & Management Services 

(Revised 11f6J2009 OMS) 

Phone 269-8126 
DatelTime 2/4/10 1:13 PM 

Date 2/8/2010 

Page 1 of 1 
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Trauma-EMS System in Alaska Page 1 of3 

State of Alaska H&SS Public Notics myAlaska Health & Social Services find i 

IPEMS UNITS 
Em.rtO~i:y Modic.i·' Frniu" sJ;(;eUiar.ce .. 

, ·:.:S~s, '. & Pr'oronllon'::,. 
" . :~....... ~':, .. ' . 

Trauma-Emergency Medical Services System in 
Alaska 

Background: 

Alaska's Trauma-EMS System Is a work In progress. 
A great deal has been accomplished since 1992 
when the state received the first year of a three­
year federal grant specifically targeted toward 
trauma care system development. Since federal 
funding has been re~iflstated, there has been 
further momentum in enhancing our system. 

We currently have a committee the Alaska Trauma 
System Review Committee that assists the State in 
the development, enhancementl and evaluation of 
our Trauma-EMS System. 

In 1993 Alaska passed enabling legislation for 
trauma care system development and 
accompanying regulations, (AS 18.08.010-015, and Z 
AAC 26.710-745) were adopted In 1996. 

Trauma Center Designation: 

An important component of Alaska's trauma care 
system is certified trauma centers. Trauma centers 
provide an organized and timely response to 
traumatic Injury. What this means In Alaska is: 

• The hospital has demonstrated commitment to 
providing the best trauma care possible by allowing 
experts to review staffing and qualifications, 
procedures, protocols and resources; 
• The hospital meets state and national standards 
for providing timely and optimal care for the trauma 
patient, and; 
• The hospital is prepared to treat and transport 
trauma patients according to Alaska's system-wide 
plan. 

There are four levels of trauma center 
deSignation/certification. Alaska has adopted the 
criteria set forth by the American Coliege of 
Surgeons Committee on Trauma (ACSCOT). Prior to 
applying for state certification, level I, II, and III 

http://www.chems.alaska.gov/emsltrauma_system.htm 

American College of. Surgeons 
recommendations for a trauma system: 

• ACS Recommendations Presentation 

Trauma Training: 

Continuing education training in trauma care 
for healthcare providers Is an important 
component of a Trauma-EMS System. 

Advanced Trauma Life Support (ATlS) 
Courses are offered periodically throughout 
the year in Anchorage at the Alaska Native 
Medical Center (ANMC) and occasionally in 
other areas of the state. For more information 
on the ATlS courses at ANMC, contact Mm 
Leemhuis. RN at (907) 729-2729; or Casle 
Williams RN at (907) 729-2936. In addition, 
Providence Alaska Medical Center is providing 
ATLS courses. Contact Jeanne Molitor. RN for 
information. 

Basic Trauma life Support (BTlS) Courses are 
offered periodically through the EMS Regional 
offices. Contact the nearest office for more 
information. 

Trauma Nursing Core Course (TNCC) and 
Emergency Nursing Pediatric Course (ENPC) 
are other courses available around the state. 
For more Information contact Jeanne Molitor. 
RN. For TNCC only contact Mary leemhuis, RN 
or Margaret (Rocky) Canonl RN. 

Trauma care continuing medical education 
training is often available at the State and 
Regional EMS Symposia. Click HERE for more 
information. 

Alaska Trauma Registry: 

Alaska is very fortunate to h~ve a great 

2/6120[0 
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Trauma-EMS System in Alaska 

trauma centers must complete an application to 
ACSCOT and have a verification visit by a team 
from ACSCOT. Using ACSCOT criteria, Level IV 
trauma centers are verified by a state team, 
appointed by the Alaska Division of Public Health. 

• Level I - Regional Resource Center - Level I 
Trauma Centers generally serve large cities or 
population-dense areas. A Level I Trauma Center Is 
responsible for providing leadership in research, 
professional and community education. There are 
no Level I Trauma Centers in Alaska because, there 
are no trauma research and teaching facilities In 
Alaska. 

• level II - Regional Trauma Centers - A Level 
II Trauma Center provides comprehensive trauma 
care and serves as a lead trauma facility for a 
geographical area. A Level II Trauma Center 
provides educational outreach and prevention 
programs and assumes responsibility for trauma 
system leadership. There are emergency physicians 
and nurses in-house to initiate resuscitation and 
stabilization, with surgical teams on call and 
prcmptly available. 

• Level III - Area Trauma Center - The Level III 
Trauma Center provides assessment, resuscitation, 
emergency surgery, and stabilization and, for the 
most critically injured patIents, arranges for 
transfer to a Level I or Level II trauma center that 
can provide further definitive care. A general 
surgeon must be promptly available and the facility 
must be Involved with prevention and have an 
active outreach program for Its referring 
communities. 

• Level IV - Local Trauma Stabilization Center 
- Level IV Trauma Centers are small rural facilities 
that provide initial evaluation and assessment of 
injured patients prior to transfer to a larger referral 
facility. 

For more information, you can download a brochure 
about Trauma Center Certification in Alaska. 

Below are documents/links to assist hospitals 
interested in seeking Trauma Center Designation. 

For the American College of Surgeons, 
Committee on Trauma (ACSCOT) Level 
I, 1I, III verification program visit: 
http://~.facs.org/trauma/verificationhosp.html 

For the pre-review questionnaire for 
Level I, II, and III verification visit: 
htto:/Jwww.facs.org/trauma/pra.doc 

To request for a verification visit from 
ACSCOT visit: 
h ftp:fJVoNIW.facs.Ofgltrauma/sitevisitapplication1 006 . doc 

http://www.chems.alaska.gov/emsltrauma_system.htrn 

Page 2 of3 

source of data through our Alaska Trauma 
Registry. 

Links: 

American College of Surgeons Is a scientific and 
educational association of surgeons founded 
to improve the quality of care for the surgical 
patient by setting high standards for surgical 
education and practice. The Committee on 
Trauma works to improve the care of injured 
and critically ill patients - before, en route to, 
and during hospitalization. Their web site has 
information on trauma center designation and 
Advanced Trauma Life Support courses. 

American Trauma Society Is dedicated to the 
prevention of trauma and improvement of 
trauma care. The society is a strong advocate 
for injury care and prevention and have 
numerous programs. 

American College of Emergency Physicians 
promotes the highest standards of patient 
care through its advocacy and leadership 
efforts. Their web site has numerous 
resources on a variety of topiCS. 

TRAUMA.ORG provides global education, 
information and commu nicatlon resources for 
professionals in trauma and critical care. 

Alaska Trauma/EMS List Server 

Alaska Trauma/EMS program is pleased to 
announce the list server that we have 
developed to disseminate Information from 
the federal and state Trauma/EMS programs. 
This forum can also be used to Improve 
communication between the facilities and 
open opportunities for sharing. Please be 
advised that if you send a message via the list 
serve it will go to everyone that is a member. 

To join this free list, send an e-mail message 
to: 

Iist.manager@list.state.ak.us 

The body of the message should be: 

Subscribe ak-trauma 

216/2010 
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Trauma-EMS System in Alaska 

• Level IV Trauma center information 
o Pre-review Questionnaire (Level IV 

Trauma Center Checklist) [coming 
soon] 

o level IV. Desirable and Expected 
Resources/Services 

o Level IV Request for a verification visil 
o Performance Imorovement for Small Rural 

Hospitals in Alaska 
o Performance Improvements Sample meeting 

minutes 

IPEMS E.>Itl<lnel Heme! IPEMS Internet I Stale 01 Alaska I Deoartmentof Health 1 Sodal SeNic'!, I Sd.e Map 
Emergeocy Medbt SeJVices !Injurv SUl"lajtlanc:e .\ Pre\ler,:iOtl 

Webmll.Mer I News! Contact Infol11'laliorl 
<tl Copyright 2007 Sectlon of Injury Prevention & Emergency Medical Services 

http://www.chems.alaska.gov/ems/trauma_system.htm 

Page 3 of3 
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lIDlllIDg)[k® 
brain inj ury 
networlt 

Every 15 seconds someone sustains a 
traumatic brain injury (TBI) in the U.S. 

Thirty years ago, only half of all people with brain 
injury survived; now 780/0 survive. This means 
that many individuals now live with significant 
disability requiring a full range of services. 

Every year the Alaska Department of Health &. 
Social Services reports about 800 traumatic brain 
injury (TBI) cases resulting in hospitalization or 
fatality. The Alaska TBI rate is 28% higher than 
the national average. The TBI rate in rural Alaska 
is one of the highest In the nation. 

It is estimated that at least 10,000 Alaskans are 
living with brain injury today. The number keeps 
accumulating. Brain Injury can be a life-long 
disability 

The Alaska Brain Injury Network, Inc. 
(ABIN) is a non-profit organization dedicated 
to Alaskans whose lives have been changed by 
brain injury. 

ABIN's Board of Directors represent all regions 
of Alaska and the extended brain injury 
community - survivors, family members, 
service providers, health educators, 
researchers and those who write laws and 
policy. 

ABIN works with the Alaska Mental Health 
Trust Authority, Department of Health and 
SOCial ServiCes, and partner boards to 
advocate for policy changes, programs, and 
facilities to better serve the brain injury 
population. 

ABIN connects survivors and family members 
with others. Please contact us to learn about 
brain injury programs in your region. 

The goal for every brain injury survivor is 
the best possible recovery for a fulfilling and 
productive life. Achieving that goal requires full 
range of services close to home. This includes ••• 

• Prevention 
• Early Identlficatlon and Intervention 
• Access to skilled specialists 
• Community-based post injury services 
• COntinuing rehabilitation 
• Brain injury support groups and in-state 

resources 

What you can do ••• 
• Be aware of the fiscal and social burden of 

brain injury nationally and to the state of 
Alaska 

• Become familiar with ABIN Priorities in the 
Governor's FYOg GF /MH Budget: Brain Injury 
Training for Providers. 

• Support the Housing Trust, www .... ,"'"""""-_ 
• loin Alaska Brain Matters listserve to meet 

Alaskans who have been touched by traumatic 
brain injury. 

ABIN Priorities 
In-state rehab facility - many Alaskans are left in a 
hospital setting because there is no post-acute rehabilitation 
option in the State. Others are sent out of State. It is time 
for Alaskans to have treatment for their brain injury. 
Research shows outcomes improve with quality rehabilttation. 

Brain Injury Waiver - recommendations for the 
current Medicaid waiver system to accommodate the services 
needed by brain injury survivors: neuropsychological 
assessment, cognitive and functional therapy, case 
management, counseling, home modifications, transportation, 
respite care, and more. 

~~1® 
brain injury 
networK 

www.alaskabraininjury.net 
3745 Community Park Loop. Ste 240 
Anchorage. AK 99508 
(907) 274-2824 

Alaska Brain Injury Network. Inc. helps identifY. develop. implement. and sustain needed programs and resources 
that promote prevention and expand treatment and service delivery to Alaskans who experience TBI and their 
families. 
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The Public Health Burden 0' 
Brain Injury (prevalence) 

The Financial Burden 0' 
Brain Injury 

5.3 million Brain Injuries • It is estimated that over a lifetime, it can cost 
between $600,000 and $1,875,000 to care for a 
survivor of severe TBI. 

5 million persistent Mental Illness 
4 million A1zheimer's 

3 million Stroke 
2 million Epilepsy 

900,000 HIVIAIDS 
• Direct medical costs and indirect costs of TBI 

such as lost productivity totaled an estimated 
60 billion dollars in the United States in 2000. 
(Centers for Di5eiJ5e Control and Prevention) 

500,000 Cerebral Palsy 
400,000 Spinal Cord Injury 

Brain injury accounts for more years 0' lost 
productivity than any other injury. 

• Every dollar used for brain injury rehabilitation 
saves up to $35 in future medical costs. (Rhode 
Island Brain Injury Association) 

Prevention is the only cure 'or Brain Injury 

• The three leading causes of brain Injury nationally and in Alaska 
are: 
1) motor vehicle crashes 2) falls and 3) assaults. 

• One-third of all TBls recorded in the Alaska Trauma Registry were 
alcohol related. 

• The use of safety belts is the single most effective measure to 
prevent traumatic brain injuries. 

• Helmets are estimated to be 37% effective in preventing fatal 
injuries to motorcyclists. (National Highway Traffic Safety Administration) 

• Bicycle helmets are 85-88 percent effective in mitigating head and 
brain injuries. Every dollar spent on a bike helmet saves $40 in 
direct medical costs and other costs to SOciety. (National Highway 
Traffic Safety Administration) 

• 60-67% of injured U.S. soldiers sent from Iraq to Walter Reed Army 
Medical Center have a TBI from blasts, severe falls and motor 
vehicle accidents. (Vnited Press International, July 2004). These soldiers 
are now returning home to Alaska for continuing treatment and 
rehabilitation. 

TraumatIc Bram InjUry IS a beneficiary group participating in the Alaska Mental Health Trust Authority 
"You Know Me "Anti-Stigma Campaign. 
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1 Alaska Trauma Registry 2001-2005 - Non-fatal TBI hospitalizations 
1.a Alaska Trauma Registry 1996-2005 - Non-fatal TBI hospitalizations 
l.b Alaska Trauma Registry 2006 - Non-fatal TBI hospitalizations 
2 HRSA TBI Implementation Grant 

Alaska Trauma Registry records those who are hospitalized for more than 24 hours. This 
does not include the number of people who visit the emergency department and are sent 
home in the same day. This does not include the number of returning service members with 
traumatic brain injury. 



• 
4 Suicide Follow-back Srudy Rehabilirad", (FY07) 
S http://www.eo:I.uateak.usfstntsl 8 Providmce Neuroservices 
6 TrusrIDOC Study 07 9 Alaska Braia Injury Network 
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For more information view the "10 Year Plan for TBI in Alaska" at www.alaskabraininlury.net 
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• AlasKa Trauma Hospitals as of April 2009 

Name Designation Certification Certification 
date due 

Alaska Native Medical Center Levell! November 2009 
(Anchorage) 2006 
Mt. Edgecumbe Hospital Level IV April 2007 2010 
(Sitka) 

Yukon-Kuskokwim Delta Level IV 2010 
Regional Hospital (Bethel) 
Sitka Community Hospital Level IV January 2007 2010 
(Sitka) 

Norton Sound Regional Level IV October 2010 
Hospital (Nome) 2006 

• 

• 
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ACEMS 
P.O. Box 110616 
Juneau, AI< 99811-0616 
(907) 465-3027 

April 9, 2009 

Representative Coghill 
Juneau, Alaska 

Representative Coghill, 

Trauma is any bodiiy injury from an external force. Trauma puts a tremendous burden on families and 
communities in Alaska. An average of 400 Alaskans die each year from trauma. For every death, 11 
people are hospitalized. One in four hospital admissions is uncompensated which puts an additional 
burden on the State's health care system. HB 168 is offered to assist in this dilemma. 

House Bill 168 provides the DHSS Commissioner authority to establish special deSignations in regulation 
for varying levels of trauma care so that a 'Certified Trauma Center' would be eligible to recoup expenses 
as a result of uncompensated care being rendered. The purpose of the fund is to reimburse certified 
trauma centers in the state for care uncompensated by the person receiving the treatment or by any 
other source. HB 169 would then set up the uncompensated trauma care fund that would help cover 
some of the losses suffered by the trauma center rendering the care. 

The Alaska Council on EMS seeks your support for a fully functioning trauma system, including funding for 
the development of trauma centers and legislation addressing the Issue of incentives for trauma center 
designation and uncompensated care of trauma patients. The added benefit of HB 168, we believe, would 
be an incentive for more hospitals in the state to become 'Certified Trauma Centers' thereby assisting in 
the development in a state wide trauma care system. 

The American College of Surgeons met 11/08 in Anchorage to assess the States trauma system. The 
passage of HB 168 & 169 would provide support to address some of the areas that were noted in the 
report. 

Thank you for your support of this critical issue. 

David Huil, Chair 
Alaska Council on Emergency Medical Services 

cc Bill Hogan, DHSS Commissioner 
Dr. Jay Butler, Chief Medical Officer 
Tim Bundy, Section Chief IPEMS 



~ Alaska Native 
.Trlbal Health Consortium 

Administration' 4000 Ambundor Drtve· Anchorage, Alaska. 99508· Phone: (907) 729~1900 . Fax: (907) 729·1901 . www.anthc.org 
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POSITION PAPER 

CONTACT: Valerie Davidson, Senior Director DATE: April 8, 2009 
Legal and Intergovernmental Affairs 

RE: 

POSITION: 

Through Pat Jackson, State Liaison for Alaska Native Health 
523-0363 - pajackson@anthc.org 

lIB 168 - State certification and designation of trauma centers and creating the 
uncompensated trauma care fund 
lIB 169 - Appropriating $5,000,000 to the uncompensated trauma care fund 

Support 

ANTHC supports lIB 168 and HB 169 as important steps in increasing the trauma care capacity in the state. 

The Alaska Native Tribal Health Consortium (ANTHC) is a tribally controlled, non-profit statewide tribal 
health organization formed pursuant to federal law to provide a range of medical and community health 
services for more than 130,000 Alaska Natives. It is part of the Alaska Tribal Health System (ATHS), which 
is owned and managed by the 231 federally-recognized tribes in Alaska and by their respective regional 
health organizations. 

ANTHC and Southcentral Foundation jointly manage the Alaska Native Medical Center (ANMC), the tertiary 
hospital of the A THS located in Anchorage. ANMC is the only Level II Trauma Center in the Indian Health 
Service/tribal health system nationally. ANMC is also the only Level II Trauma Center in Alaska. The 
nearest Level I Trauma Center is in Seattle. 

Trauma system development is a public health priority. A comprehensive system of trauma care is an 
essential part of the public safety net. Regionalized trauma systems based on a network of coordinated 
Trauma Centers designated at the appropriate level improves health outcomes and reduces costs. ANMC, as 
the highest level designated Trauma Center in the State of Alaska, is the Iynchpin for the state's trauma 
system, and provides the foundation for continued statewide system development. 

Trauma Center designations were created as a way to improve outcomes for patients who face extraordinary 
medical issues. On balance, early and appropriate medical attention to life-threatening health issues reduces 
overaJ] length of stay in the hospital and reduced complications for many patients. Without trauma care, the 
costs of health care for trauma patients will be greater, including trauma patients who are Medicaid eligible. 

The cost of providing trauma care at ANMC has more than doubled over the past four years and funding has 
not kept pace. ANMC's Trauma Center simply cannot be maintained at current revenue levels. If ANMC's 
Trauma Center designation is discontinued because funding levels have rendered the service unsustainable, 
the hospital faces reductions in staffing. Diversions of patients to non-tribal providers would increase, and 
because the federal government reimburses 100% of the cost of services provided for Native clients at Native 
facilities but a smaller percentage at non-tribal providers, there would be an increased cost to the state's 
general fund budget. 

ANTHC supports lIB 168 and lIB 169 as important steps by the State to encourage and support appropriate 
trauma care options for Alaskans. Because we are Alaska's only Level II Trauma Center we 
recommend removing the language in section (d) on Page 2, Line II, that limits appropriations to 
anyone facility to 25%. 

Thank you for your consideration. 
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Rynnieva Moss 

From: 

Sent: 

Christopher Clark [cgcalaska@yahoo.com] 

Wednesday, March 11, 2009 6:44 AM 

t'age I or !. 

To: Tim Barry; John Bitney; Shannon Devon; Peter Fellman; Linda Hay; Paul Labolle; Karen Lidster; 
Tom Maher; John Manly; Rynnieva Moss; Jane Pierson; Chris Wyatt 

SubJect: Daily News editorial: Attracting doctors - Legislature can raise Alaska's stake in competition for docs; 
Obama right to nix mileage tax 

Attracting doctors 

Legislature can raise Alaska's stake in competition for docs 

Published: March 10th, 2009 06:54 PM 
Last Modified: March 10th, 200906:54 PM 

Alaska's shortage of primary care doctors has been described as grim. A study two years ago found we needed 
400 more doctors to provide the same level of care as is available elsewhere In the country. One result is 
that few doctors will accept the low rates paid by Medicare, the government insurance for those 65 and older. It's a 
horrible situation for Alaska's senior citizens. 

Two bills introduced during this legislative session would help relieve the shortage of doclors and other health care 
workers, and both are worth passing. 

Senate Bill 1 B would increase the number of state-subsidized medicat students in each class of the WWAMI 
program operated through the University of Washington. Alaska WWAMI students spend their first year of study at 
UAA. 

These students offer an excellent return - according to the Alaska Physician Supply Task Force study in late 
2006, ha~ of Alaska WWAMI students end up practicing in the state, and a few WWAMI students from other states 
join them. 

The state raised the number of Alaska WWAMI students in each class to 20 in 2007. 

SB 18 would increase the number by a modest amount, to 24. That's the most UAA can accommodate without 
Incurring expensive overhead costs, said Sen. Bill Wielechowski of AnchOrage, the bill's sponsor. 

Adding the four students would cost the state little to no money the first year. But by the fourth .year, when 
we would have an additional 16 Alaska students in med school, the state cost Is estimated at $550,000 per 
year. 

A second bill, S8 139 [by Sen. Donny Olson), cails for the state to pay financial incentives to already-qualified 
doctors, nurses or other health workers if they take certain jobs in Alaska. 

The bill, with a bipartisan group of sponsors, would carry out a plan developed by a group of health care 
professionals including representatives of the Alaska Primary Care Association and the Alaska State Hospital and 
Nursing Home Association. 

The state would offer financial incentives to as many as 90 workers, from physicians to nurses, to come 
work In Alaska. Those who take hard-to-fill jobs, or Ireat a share of uninsured patients or those on Medicare or 
Medicaid, would get priority. 

3112/2009 
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Each person would be guaranteed the incentive for three years as long as they kept working here. 

The state would either repay part of their student loans or, if the health worker didn't have loans, simply 
pay them directly, The individual payments would range from $20,000 per year for nurses, physicians 
assistants and some others, to $35,000 for doctors, pharmacists and dentists, to $47,000 for doctors who 
accept the hardest-to-flil pOSitions. 

The state's cost for three years' worth of Incentives would be $7.5 million. 

That Sum is large enough 10 cause concern this year, with a big drop in state revenues anticipated. 

But consider this: Forty-four of the 50 states already offer financial incentives to lure health workers. Alaska is not 
competitive for health care jobs, and people are suffering because of It. 

BOTTOM LINE: The Legislature shOUld pass two bills to relieve a critical shortage of health care workers In 
Alaska. 

Not now 

Obama right to nix mileage tax 

States and the federal government rightly worry that they'll see less revenue 10 pay for road work as Americans 
turn to more fuel-<3fficient vehicles and future technology takes us further from the Internal combustion engine. 

One solution is a mileage tax, whereby vehicles would be equipped with GPS tracking devices and people 
would be taxed acoording to the miles they drive rather than the gallons of gasoline they purchase. 

Oregon has already run a pilot program for such a tax, and a federal mileage tax has gained favor in the 
Democratic Congress despite the opposition of President Obama. 

Concerns for revenue and how to pay for road building and maintenance are valid. But the mileage tax is the 
wrong solution, at least for now. 

First, a major shift in transportation tax policy shouldn'l.be done on the fly in the middle of an economic crisis. 
There are too many unanswered queslions. Among Ihem: 

• Is the ability to track people's driving One we want governments to have? 

• How does such a tax encourage the use of higher-mileage vehicles? Is the owner of a hybrid getting 35 mpg 
going to pay the same tax as the owner of a gas-guzz/ing Hummer? 

• Do we really want to charge people more for miles driven during rush hours, a premium that's been suggested in 
some states? 

Raise the gasoline tax if necessary, but let's not be talking about a mileage tax until we've done a 101 more 
research. 

BOTTOM LINE: Mileage tax? Maybe down the road. Maybe. 

3/1212009 
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More Funding Needed To Fight Brain Injuries In Alaska 

By Corey Allen-Young, CBS 11 News Reporter 
KnlA 

posted:02/26/2009 05:34:33 PM AKST 

Page 1 of 1 

Known as the silent epidemic. traumatic brain Injury here In Alaska is the highest in the country. That's why partnerships are 
being made statewide to come up with solutions. The key word Is solutions as leaders are looking for a permanent fix to 
decreaSing traumatic brain Injuries In Alaska. experiencing a traumatic brain Injury can change a life forever. -The recovery 
process after traumatic brain injury Is journey that happens dally and it will contlnue/ said Jill Hodges, of the Alaska Brain lnjury 
Network, With SOO Alaskans being hospitalized or dying and over 10,000 Alaskans currently living with traumatic brain Injuries, 
the consequences could be devastating. 

"Yeah It will change your life and everybody else's arol.md you, ~ said Frank Box, who experienced a traumatic brain injury. -It can 
happen to you while you are walking across the street, you can fall and slip on the Ice, or if you are playing a sport or riding a 
bicyCle especially without a helmet, you can also suffer traumatic brain injury,· said Christie Artuso, who is the director of the 
Providence Neuroscience Center. "My brother was a such a vibrant, outgoing person, and ror this to happen to him is just unreal: 
said Duain White, whose brother suffered a traumatic brain Injury In an AT'll accident. 

Ti!lking Into account that traumatic brain injunes are the leading cause of death and disability among children and young adUlts In 
Alaska, the need to be aware of what exactly can cause an Injury is cruCial. "We can't do that without the prevention needed and 
the education needed of our population to tell them about TBI (traumatic brain injury) and to also tell them on how to be 
healthy," said Don Kashevaroff, who is the CEO of the Alaska Native Tribal Health Consortium. ·What we don't have In the state 
of Alaskll is an effective rehabllitaUve program for people who have been afflicted with a traumatic brain injury can be helped 
with cognitive therapies, thru rehabilitative therapies to return to a normal functioning life," said Artuso. 

Thirty years ago, one half of people who experienced a brain Injury survived. Now the number has Increased to 78 percent. But 
officials say the problem In our state is that traumatic brain InjUry survivors are not getting the services needed for life long 
living. While people who are victims of traumatiC brain Injuries do receive initial help there are many questions of what happens 
next for them. And with money In low supply to provide any additional support, officials say other agencies could be feeling the 
burden . 

With over 10,000 Alaskans currently living with traumatic brain Injunes, getting additional care and support Is badly needed. -We 
were just released (rom the hospital and that was It there was no long term therapy,"there was no where to go to offer cognitive 
therapy, long term physical therapy" said White. ·We want to help them maintain their relationships, maintain their families, 
maintain their lifestyles," said Artuso. "What we need are community and governmental support to do that because currently 
there is no resources." 

Adding more resources is what folks are banking on in helping their loved ones I1ve normal functioning nves. "Is that ali we can 
offer him, is that the best he's going to be doing the rest of his life, Its very frustrating,· said White. gTreatment, rehabilitation 
services are essential, they are the key to recovery and sometimes eventual abilities for our brothers or Sisters, and family 
members,· said Hodges. With no programs In place to offer continuous fOllow up service, studies show traumatic brain survivors 
are more likely to be substance abusers or become jobless or homeless straining other state and City services. 

Close Window Send To Printer . " 
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Alaska Statewide Trauma System 

Fact Sheet 

What is Trauma? 
Trauma is any bodily injury from external force. Although many people think of 
trauma as "accidents", it is better thought of as a disease. Like heart disease and 
cancer, trauma has Identifiable causes and risk factors; and like these conditions, 
prevention is the best strategy. However, even with the best prevention efforts we 
still need to be able to take care of the seriously injured. We need to show the same 
commitment that we brought to cardiac and cancer treatment to trauma care. The 
seriously injured require timely diagnosis and treatment by health care professionals 
who are appropriately trained and provided with the necessary resources to reduce 
the risk of death or permanent disability. 

Impact of Trauma In Alaska 
Trauma is a tremendous burden on families and communities. In the 1990s, nearly 
5,000 Alaskans died from trauma. 

• For Alaskans, ages 1 to 44, trauma is the leading cause of death. 
• On average, more than 400 Alaskans die from trauma each year. For every 

injury death, eleven people are hospitalized for trauma-related injuries. For 
every trauma death that occurs in the hospital, there are an estimated 3 
people discharged with permanent disability. 

• On average, more than 800 Alaskans are hospitalized each year for central 
nervous system injury (spinal cord and brain injuries). 

• In 2004, motor vehicles were the leading cause of injury death (117), 
followed by firearm-related injuries (116). 

• In 2004, the economic cost of hospital stay alone for trauma patients in 
Alaska was estimated at over $73 million. One in four hospital admisSions 
were uncompensated. 

Years of Potential Life Lost to Trauma 
Death frem trauma is tragic at any age. Society's loss Is especially great because so 
many young people die from trauma. The impact can be measured in "years of 
potential life lost:" the number of years between early death from Injury and the 
average age of death at age 70. USing years of potential life lost, trauma is the 
leading cause of potential life lost for all Alaskans followed by cancer and heart 
disease. 

What is a Trauma System? 
A trauma system is a predetermined, organized, multidisciplinary response to 
managing the care and treatment of severely injured people. It spans the full 
spectrum of care; from prevention and emergency care to recovery and 
rehabilitation. Best practice standards guide each stage of care to ensure that injured 
patients are promptly transported to and treated at facilities appropriate to their 
severity of injury and that they receive optimal care at each stage of their treatment. 

A statewide trauma system also provides a framework for disaster preparedness and 
response. As part of its activities, a trauma system coordinates and monitors the 
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movement and care of severely injured people. Ideally, the trauma system identifies 
the needs and resources available at any moment and responds to insure optimal 
care. 

Why Have a Trauma System? 
For a severely injured person, the time between an injury and receiving definitive 
care is the most Important predictor of survival-the "golden hour." The chance of 
survival diminishes with time, despite of the availability of resources and modern 
technology. A trauma system enhances the chance of survival by making sure that 
patients are brought to the most appropriate facility in the most efficient manner and 
that they receive optimal care each step of the way. Trauma systems benefit 
everybody regardless of income, race, party affiliation or locale. States with mature, 
comprehensive statewide trauma systems have experienced: 

• A 9 percent decrease in motor vehicle crash deaths. 
• A 15-20 percent increase in the survival rates of seriously Injured patients. 
• An increase in productive working years. 
• An improvement in statewide disaster preparedness. 

Disaster Preparedness 
Trauma systems playa vital role in the community response to natural disasters or 
manmade inCidents. Despite concerns over bioterrorism, experience has shown that 
the vast majority of terrorist attacks will involve explosive devices. We also do know 
that Alaska will experience major earthquakes in the future. A functioning trauma 
system is the framework for developing an organized coherent response to these 
incidents 

Alaska's Trauma System 
In 1990, state authority for designating trauma centers was created in Alaska. Under 
this statute hospital participation is entirely voluntary. Criteria were established and 
the process for designation at Levels I-IV outlined. Since the original legislation 
there have been only three hospitals that have been deSignated by the state. One 
level II and four level IV centers. Clearly to fully realize the benefits of a trauma 
system more widespread participation is needed. Alaska's trauma system is ideally 
an InclUSive system, recognizing the vital role that rural communities, hospitals and 
health care professionals play in the care and management of the trauma patient. 
Wide-scale involvement is critical to get optimal outcomes for the seriously Injured. 

Review of Alaska Trauma Care by the American College of Surgeons 
November 2008 

The Alaska Department of Health and Social Services (DHSS) recently contracted with 
the Committee on Trauma of the American College of Surgeons to review trauma care in 
Alaska. The full report is available on the DHSS website (www.chems.alaska.gov).It 
notes our strengths and weaknesses and makes recommendations for improving trauma 
care in our state. 

Strengths include: well established injury prevention programs; extensive and creative 
networks for ground and air medical transport; medical subspecialty availability at three 
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Anchorage hospitals; and a good relationship with Harborview Medical Center (Level I 
trauma center) in Seattle. 

Deficiencies include the lack of an additional Level II trauma center in Anchorage and 
the existence of two patterns of trauma care, one for Alaska natives that follows national 
standards and one for the rest of the state. The review team members noted that among 
the nontribal hospitals" few of the facilities serving the majority population have made a similar 
commitment to achieving nationally recognized standards of trauma care". They also noted that 
there is no statewide trauma plan and no incentive or requirements for hospitals to 
participate in the system. Additionally, there are few resources at the state level for 
trauma system management and coordination. Perhaps as important as any of the above, 
they noted that there seemed to be very little public awareness of trauma system issues. 

The review team made 15 priority recommendations. Several involve better organization 
of state resources and development of a comprehensive statewide trauma plan. The most 
sweeping recommendation was that all acute care hospitals be required to become 
designated trauma centers at a level appropriate to their resources and size within two 
years. They further stated that there should be a second level II trauma center in 
Anchorage as soon as possible. In addition, an assessment of pediatric trauma care needs 
should be completed with the goal of developing at least one pediatric trauma center of 
excellence. 

The Alaska Trauma Systems Review Committee oversees the statewide trauma 
system in Alaska. The system addresses four primary components: trauma hospital 
deSignation criteria; trauma registry (monitors system performance and provides 
feedback for improvement); EMS/pre-hospital triage and transport guidelines; and 
Inter-facility (hospital to hospital) transfer guidelines. 

Where To Go From Here 

• Increased hospital participation is necessary for the statewide trauma system 
to function optimally. 

• There need to be incentives for hospitals to provide the staff and resources 
required for trauma center designation. 

• Legislation to cover the cost of uncompensated trauma care and to limit the 
medical 
liability for care given at designated trauma centers are two incentives that 
have been successful in other states. 

House Bills 168 and 169 have been introduced by John Coghill to encourage 
hospitals to participate in the trauma system by covering some of the cost of 
uncompensated trauma care when it is given at deSignated trauma centers. 

The goal of the statewide trauma system is to see every hospital in Alaska 
deSignated at an appropriate level. 
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• ~Surveys show that the general public overwhelmingly supports having a 
hospital in their community that is prepared for and capable of effectively 
managing a seriously injured patient-and are willing to pay for it! 

*2005 Harris Interactive poll, "The American Public's Views of and Support for 
Trauma Systems: A Congressional Briefing." 

Alaska Statewide Trauma System contact information: 

Frank Sacco MD FACS 
Chair Trauma Systems Review 
Committee 

fsacco@anmc.org 

9077292732 

Julie Rabeau 
Trauma Program Manager 
Department of Health and Social 
Services 

julie,rabeau@alaska.gov 

907 334 2175 

Mailing Address: 
Dept of Surgery 
Alaska Native Medical Center 
4315 Diplomacy Drive 
Anchorage, AK 99508 

Mailing Address: 
Alaska Department of Health and Social Services 
Division of Public Health Preparedness Program 
3601 C Street Suite 756 
Anchorage, Alaska 99503-0616 
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Introduction 

"If a disease were killing our children at the 
rate unintentional injuries are, the public 
would be outraged and demand that this killer 
be stopped," 

c. E'eretl koop I,ID. 5cDC. SeD 
forn>er US Surgeon Gener.;.l 

Former Gene,,'i Ch3L:mJ.n. 1 ne r~JhC"31 S"ieK,c:: CJn'p3'9~ 

Trauma in Alaska 

Second highest trauma mortality in the US 

, Lea(jing cause of death age 1-44. 

, 400-500 alaskans die each year . 

• Over 5000 hospital admissions. 

, Over 1000 with permanent disabilty. 

Goals 

,. Trauma as a public health problem here in 
the US and Alaska, 

,. Trauma systems- Treating the severely 
injured. 

,. American College of Surgeons Review: 
Trauma Care in Alaska. 

,. The Future. 

Introduction 

Injury is a major public health problem 
• Leading cause of death in 1 st 4 decades of life 

• Leading cause of loss of productivity 

, Despite the magnitude little public focus 

_ The "neglected disease" since 1966 

,. Significant progress in individual patient 
care 

.. Trauma systems shown to save lives 

1 
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Trauma Systems 

Woundeej in tile remote jungle or rice paddy of 
Vietnam, an American citizen has a better 
chance for quick definitive surgical care by 
board certified specialists than were he hit on a 
highway ne8f his home in the continental United 
States. Even ir he were struck immediatelv 
outside the emergency room of most United 
States hospitals rarely would he be given such 
prompt. f:xpert operative care as routinely is 
furnished from the site of combat wounding in 
Vietnam:' 

Eiseman, Journal of Trauma. i967 

Trauma in Alaska 

, Motor vehicle crashes leading cause of 
death. 

, Firearm related injuries, second. 

_ 2004 hospital cost for Alaska trauma 
patients over S73 million. 

, - 25% over trauma admissions 
uncompensated. 

Trauma Systems:Military 
Experience 

" "The only victor in war is medicine" 

Mayo brothers WWII 

Vietnam and Iraq development of systems of 
care to ensure optimal care from injury to 
rehab. 

2 
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Trauma Systems 

"Getting tile right patient to tile right 
place in the right amount of time.' 

• Facilities (trauma center designation) 

• Personnel (training) 
• Patient transport 

• Triage 

Trauma Systems 

,. 15-25% improvement in survival of the 
seriously injured. 

, Increase productive working years 

,. Improve statewide disaster 
preparedness. 

,F Inclusive systems -best 

Facilities-Trauma Centers 

,. Level I -Definitive subspecialty care, 
research. 

, Level II - Definitive subspecialty care, 
surgery, orthopedics, neurosurgery. 

, Level 111- General surgery. orthopedics. 
no neurosurgery 

, Level IV- Stabilization, limited or no 
surgical capacity 

3 
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Harris Survey- Conclusions 

, The majority of the public thinks it is 
important to have a trauma system. (It is a 
nonpartisan issue.) 

... Most people think tlley have it already_ 

,. Many who ttlink they are covered by a 
regional system are not. 

Current Status -16 Years Later 

,24 hospitals in Alaska 

Verified I Certified 
• 1 Le'Jel II ANMC 

.4 Level IV centers- NSH -fv1EH - YKHC -SCH 

.9 other facilities with reviews or consultations. 

Non-Verified 
.2 centers providing care for multiple trauma patients 
.6 centers that provide surgical capabilities 
.2 military hospitals 

6 
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Advantages & Assets 
,One center maintaills ACS Level II 
verification standards and others have 
obtained consultations and are working 
toward verification. 

,Alaska Trauma Registry- all 24 acute 
care hospitals provide data. 

, tnjury prevention activities are well 
established. 

, Initial efforts at legislative change. 

Objective 
, To help promote a sustainable effort 
in the graduated development of an 
inclusive trauma system for Alaska 

, Multidisciplinary review of the trauma 
system 

,17 states have been reviewed 

Advantages & Assets 
,Committed individuals who use their 
time and expertise every day to serve 
Alaska citizens 

, Extensive networks for transport 

,3 large medical centers with extensive 
subspecialty expertise within the state 

, Large Level I trauma center in Seattle 
which freely accepts adult and 
pediatric trauma patients 

Challenges and Vulnerabilities 

r No trauma system plan 

,Geography / Weather / Remote and isolated 
communities 

"No standards for scene trauma triage or 
trauma inter-facility transfers 

,. Trauma system issues have limited visibility 
within state government. 

7 
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Executive Summary 

"Several Alaska Native facillHes Ilave sougllt and 
achieved verification and designation as trauma 
centers. .. To date few of the facilities ser.ling 
the majority population t18ve made a similar 
commitment to achieving nationally recognized 
standards of trauma care." 

ACS·COT Ala5ka Tr"",n" Sys:ems Rev,wl 
1112008 

Recommendations: Definitive 
Care Facilities 

r Establish. as soon as practical. a second Level II 
Trauma Center in Anchorage in accordance with ACS 
criteria to meet the existing volume and acuity 
demands. 

r Mandille participation of all acute care ho::;pitals in the 
trauma system within a 2 year time frame with trauma 
center designation appropriate to their capabilities. 

Recommendations: Coalition Building 
and Community Support 

• Develop and disseminate public 
information about the challenges in 
providing trauma care and the status 
of the trauma system in the state for 
all Alaskans. 

Recommendations: Definitive Care 
Facilities 

~ care needs and establish 
one or more in-state centers of excellence in 
pediatriC trauma care. 

Determine a method of providing financial 
support for hospitals designated/certified by the 
state as trauma centers to assist with 
uncompensated care and the cOSt of readiness 

8 
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Recommendations: System 
Coordination and Patient Flow 

,. Implement standardized prehospital 
triage and trauma activation protocols 
customized to the three response 
areas (Anchorage. Southeast. and 
tile bush). 

Themes 

,. You are closer than you think ~ many of the 
components are already in place . 

.. Alaska is a unique environment different from 
anywhere else 

,. You have developed innovative solutions to 
your unique challenges. 

,. Despite differences amongst stakeholders, all 
agree with the need for a consensus developed 
and integrated trauma system. 

Alaska Trauma Systems Review 
Committee 

MOs, nurses, administrative, and prehospital 
representation 

T Oversight- Trauma Registry 
-Level IV Trauma verification 
- EMS triage and interiacility 

transfer guidelines 
-Trauma system performance 

improvement. 

Recommendations: Financing 

• Provide state funding to hire a fulitime 
trauma system manager . 

• Determine a method of providing financial 
suppor! for hospitals designated/certified 
by the state as trauma centers to assist 
with uncompensated care and the cost of 
readiness. 

ACS Recommendations­
Actions 

.. Commitment by DHSS to create a trauma 
manager position and develop a statewide 
trauma plan. 

Trauma Systems Review Committee working to 
del/elop metrics to measure trauma system 
performance. 

Legislation to create incentives for facilities to 
participate. 

Alaska Trauma System: Facility 
Participation 

,. Increasing facility participation is essential. 

,. "Carrots and/or sticks" 

, ACS recommends both 

... Mandatory participation and payment for 
uncompensated care. 

9 
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House and Senate Bills 168 and 
169 

.. Introduced by Representative John 
Coghill(R) and Senalor Beltye Oavis(O) 
March 2009. 

,. Creates a fund to pay for uncompensated 
trauma care given at designated trauma 
centers. 

---

.''''--..-

How can you help? 

The Tipping Point 

, Lelters/emails to your legislators H.B. and 
S.168 and 169. 

, Letters/emails to your your hospital 
administration 

,. 6allot initiative? ( ie Arizona) 

10 



2835 

The Future Alaska Trauma 
System(s) 

11 



N 
CD 
W 
0'1 

5.0% 

4.5% 

4.0% 

3.5% 

3.00/0 
2.5% 

2.0% 

1.5% 

1.00/0 
0.5% 

0.0% 

nt'horage Hospital Trauma Mortality Rate 2005-07. 

130/4201 

Designated Non-Designated 



N 
CD 
W 
--J 

M 

0 

R 

T 

A 

L 

T 

Y 

R 

A 

T 

E 

12.0% 

10.0% 

8.0% 

6.0% 

4.0% 

2.0% 

4/595 

0/542 
0.7% 

0.0% 

0% I I 
0-14 

Anchorage Hospital Mortality Rates 2005-
2007 Pediatric & Adults 

by Injury Severity 
48/494 

8/91 
8.8% 

8/122 
6.6% 

I 

I 
26/3031 

; 

6/1644 0.9% 

0/32 0.4% 

0% 

I 15-75 0-14 I 15-75 

Pediatrics Adults 

INJURY SEVERITY SCORE 

. 

[J 

Designated 

Non-Designated 



) 

2838 



( 

IOuglterq"· .... .­
~ident & EdItor' 

lnny Pers:ily -.' 
Editorial Page Edlt~t 

'No~nn C. B~ . . .' . . . 
oe FilMing, t:dltorand Pub1JSller,1971-19S3 .. ' 
C9 Fanning, Editor and PUblisher,. 1967-1971 ..•. 

. ~. 

Al'lChorage .Dally News 

":.' 

) .... 

' .. '-. 
.. : .... 

~' . 

r" :: 

.. !,:' A':'·:· ::·I·':··a·:'~~~iia/.;'\\n·:'·'~ eed s': 
" .~i\' Ii; .. : '.' .: 
.:'" i'~' .".:;;. . .-:;:c 
,;;.~.: By FRANK 
.::.'l.,;.' A1.,kB .. ~. 'eration 
.',. tiOlial ' 

". 5.0 
:" 

,. 
~f;~~:i~;~;~~~~~;~~~,;2~~~~~Centar and cha!rman of the Aiaska Chapter of ... ' . College of Surgeons Committee 'on TllItlma: Mark'·:: 

was chlef'of Emergency'Medleal SerVrces In the:"~ 
Department of Health and SocIal Services from 1979 until: 
be retired In 2004: . . 

1 -. 

",,-': ... -' .... - --" " " -, ., - ' ..... ', .. ', . - -. ~-";'-;' --... ._-"--:.-:--" ... ..--,-:',':.--::-::.:. __ ...:.' 

2839 



CO, 
J 

2840-----



( 

2841 

PRIORITY RECOMMENDATIONS AMERICAN COLLEGE OF 
SURGEONS ALASKA TRAUMA SYSTEM REVIEW 
November 2-5 2008 

Definitive Care Facilities 
• Establish, as soon as practical, a second Level II Trauma Center in 
Anchorage in accordance with American College of Surgeons 
Committee on Trauma (ACS·COT) verification criteria to meet the 
existing volume and acuity demands. 
• Mandate participation of all acute care hospitals in the trauma system 
within a 2 year time frame with trauma center certificationldesignation 
appropriate to their capabili~ies. 
o Facilities should seek trauma center designation at a level 
appropriate for their capabilities. 
o Other facilities, such as remote health care Clinics, should participate 
with rapid patient assessment and stabilization and by following 
guidelines for trauma triage and transfer. 
• Study pediatric trauma care needs with the goal of establishing one or more 
centers of excellence in pediatric trauma care. 

Coalition Building and Community Support 
• Develop and disseminate public information about the challenges in 
providing trauma care and the status of the trauma system in the 
state for Alaskans. 

Lead Agency and Human Resources Within the Lead Agency 
Develop an appropriate position classification and duty statement for a 
1.0 full time equivalent (FTE), permanent trauma system manager that 
specifies education as a health professional, experience in trauma or 
emergency health care, and the administrative skills and clinical 
understanding necessary to support trauma system development. 

Trauma System Plan 
• Develop a comprehensive trauma system strategic plan consistent with 
the Health Resources and Services Administration (HRSA) Model 
Trauma System Planning and Evaluation document. 

Coalition Building and Community Support 
• Develop and disseminate public information about the challenges in 
providing trauma care and the status of the trauma system in the 
state for Alaskans. 

System Integration 
• Ensure that the Injury Prevention and Emergency Medical Services 
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(IPEMS) Section is engaged in planning with disaster preparedness, 
emergency management, and public health functions for integration of 
the trauma system. 

Financing 
• Provide state funding to hire a fulltime trauma system manager. 

Emergency Medical Services 
• Develop a central coordination center for statewide air medical 
resources that will maintain an updated registry of all medical aircraft to 
include medical services and flight characteristics (e.g., load capacity, 
instrument rating, landing requirements, etc); and to monitor the 
availability and location of air resources in near real-time. 

System Coordination and Patient Flow 
• Implement standardized prehospital triage and trauma activation 
protocols customized to the three response areas (Anchorage, 
Southeast, and the bush). 

Disaster Preparedness 
• Integrate all components of the trauma system into state and local 
disaster planning activities. 

System-wide Evaluation and Quality Assurance 
• Develop an initial set of 3-5 statewide system performance indicators 
from among the list of nine provided in the Pre-Review Questionnaire. 

Trauma Management Information Systems 
• Ensure that all elements considered essential to system development, 
evaluation and performance improvement in the State of Alaska are 
included and functional in the new trauma registry and are consistent 
with the National Trauma Data Standard definitions. 

Statutory Authority and Administrative Rules 

System Leadership 
- Form an Alaska Technical Advisory Committee (ATAC) and task it with 
providing the Alaska Council on Emergency Medical Services (ACEMS) 
with recommendations regarding the following functions: data systems, 
trauma system planning, system-wide performance improvement and 
patient safety, trauma education (Advanced Trauma Life Support 
[A TLS], Trauma Nurse Core Curriculum (TNCC], Prehospital Trauma Life 
Support [PHTLS], etc), trauma center review and certification, injury 
prevention and control, public policy, and research. 
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• Enact legislation to expand the membership of the ACEMS to represent the 
( trauma system and to include the following members appointed as follows: 

2843 

o One member, appointed by the Governor, shall represent the 
Alaska Chapter of the American College of Surgeons 
Committee on Trauma. 
o One member, appointed by the Governor, shall be a general 
surgeon who routinely participates in the care of injured 
patients. 
o One member, appointed by the Governor, shall represent the 
Alaska Chapter of the American Academy of Pediatrics. 
o One member, appOinted by the Alaska Legislature, upon the 
recommendation of the Speaker of the House of Representatives. 
o One member, appointed by the Alaska Legislature, upon the 
recommendation of the President of the Senate. 
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@ Objectives and Methodology 

• The Coalition for American Trauma Care commissioned Harris 
Interactive to conduct a survey of the public's views of and 
support for trauma systems. 

• Telephone interviews were conducted with a nationally 
representative sample of 1000 adults aged 18 and over, between 
November 3rd and 14th , 2004. 

. •. Final data were weighted by age, education, gender, income, 
and region, where necessary, using 2003 Current Population 
Survey data to adjust for sampling biases, if any. 

• With 1,000 respondents, the sampling error is +/- 3%. 

Page 2 Harris Interactive Inc. 
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@ Key Topics 

• Knowledge about leading causes of death 

• Perceived value of and expectations about trauma centers 

• Perceived value of and expectations about trauma systems 

• Willingness to support funding of trauma centers and systems 

• Disaster preparedness and trauma systems 

Page 3 Harris Interactive Inc. 
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Harris Interactive Ground Rules For Publicly 
Released Surveys 

Harris Interactive Inc. has very strong ground rules for surveys 
which may be publicly released. No other survey firm has 
stronger rules. 

Our Five Rules ensure that our surveys are never used to lead 
or mislead policymakers or the public. We do not do "hired gun 
surveys." 

1. The survey must be fair, balanced and comprehensive. 
2. If the survey is publicly released, the full survey report must be 

released. 

3. We will not include questions for possible publication about our clients' 
company or their products or brand names, or the names of their 
competitors. (The one exception: we sometimes do readership surveys 
or audience measurement surveys which ask about our clients.) 

. 4. The survey must not be used to mislead the public, the media, 
policymakers or anyone else. 

5. We need to review the information that is being released prior to its 
release in order to check for accuracy. 

Page 4 Harris Interactive Inc. 
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(fj) Overview 

• Most Americans are not aware that injury is the leading cause of 
death for children, youth, and adults under the age of 34. 

• After hearing a description of a trauma center, Americans value 
them highly and appreciate the importance of having one within 
easy reach. 
- Almost all Americans feel it is extremely or very important to be treated 

at a trauma center in the event of a life-threatening injury. 

- Nearly nine in ten Americans think it is extremely or very important for 
an ambulance to take them to a trauma center in the event of a life­
threatening injury, even if it is not the closest hospital. 

- Nearly all Americans believe that if they had a serious or life-threatening 
injury, they would be taken to the hospital that is best equipped to 
handle their specific injury in less than 1 hour. 

• Majorities of Americans feel that having a trauma center nearby 
is as important as or more important than having a Fire 
Department or Police Department. 

Page5 Harris Interactive Inc. 



ALASKA STATE HOUSE OF REPRESENTATIVES 

Contact: 
Interim Address: 

3340 Badger Road 
North Pole, AK 99705 
(907)-488-5725 
Fax# (907)-488-4271 

Date: 

To: 

From: 

Re: 

REPRESENT A TIVE JOHN COGHILL 

March 17, 2009 

Representative Wes Keller, Co-Chair, HSS Committee 
Representative Bob Herron, Co-Chair, HSS Committee 

Representative John COghillJ"V 

HB 168 Trauma Centers 

Session 

(907)-465-3719 
FAX# (907)-465-3258 

State Capitol 
Room 204 

I am requesting the Health & Social Services Committee schedule HB 168 "An Act 
relating to state certification and designation of trauma centers; creating the 
uncompensated trauma care fund to offset uncompensated trauma care provided at 
c~rtified and designated trauma centers; and providing for an effective date." 

I have attached backup materials for the bill. 

!' . ""'-
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ALASKA STATE HOUSE OF REPRESENTATIVES 

Session 
Contact: 
Interim Address: 

3340 Badger Road 
North Pole, AK 99705 
(907)-488-5725 

(907)-465-3719 
FAX# (907)-465·3258 

State Capitol 

Fax# (907)-488-4271 

2849 

REPRESENTATIVE JOHN COGHILL 

HB 168 Certification and Designation of Trauma Centers 

Sponsor Statement 

Trauma injuries can within moments take a person from perfect health to a 
critical life threatening condition. Trauma is any bodily injury from an external 
force including car crashes, shootings, falls, snow machine crashes, and stabbings. 
There is a "golden hour" after the injury during which proper treatment and 
appropriate interventions will potentially save a trauma patient's life and prevent 
further damage to the injured person. 

Trauma is the leading cause of death for Alaskans between the age of one 
and forty-four and more than 800 Alaskans are hospitalized each'year for spinal 
cord and brain injuries. 

A trauma system is an organized multidisciplinary response to managing 
treatment of severely injured people and it spans the full spectrum from 
prevention and emergency care to recovery and rehabilitation. A trauma system 
enhances the chance of survival by making sure patients are brought to the most 
appropriate facility in the most efficient manner and that optimal care is delivered 
every step of the way. 

Texas, Oklahoma, California, Alabama, Washington and Mississippi have 
implemented programs to address uncompensated trauma services. This 
legislation would recreate a trauma care fund which could reimburse trauma 
centers for uncompensated or undercompensated services. The bill would create 
an incentive for becoming a certified trauma center but does not force facilities to 
become certified trauma centers. 

Room 214 
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REPRESENTATIVE JOHN COGHILL 

Designate Trauma Centers and the Uncompensated Trauma Care Fund 

Sectional 

Section 1. AS 18.08.082 currently prescribes by regulation criteria for training 
programs and for personnel involved in emergency medical services. This section adds 
a requirement for the commissioner of Health and Social Services establish special 
designations for varying levels of services offered by a certified trauma center. 

Section 2. Establishes a trauma care fund to be used to compensate certified 
trauma centers for uncompensated trauma care. The fund can accept money 
appropriated by the legislature, which can include donations, income from the fund, and 
of the other designated receipts. The commissioner is given authority to establish a 
special committee for review of the program and limits are set on the distribution ofthe 
funds. 

Section 3. The bill has an immediate effective date. 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: HB 168 
() Publish Date: 

__ --'H;:B~1"'6::::8-~D"H7'S"S~~;::P_:=E":M::;:S:...-():::4'--.::c07:...-.::c09"---Dept. Affecte.~d:...: ___ -eH"'e::.:a"'ll"h-::a"n::.d,::S"'o:::ci:::al"'S"e"-rv"ice=s 
______ T!,!r""a"um""'a-'C"a"re""'C"e"'n"te"rsJ""-F"u"nd"-_____ RDU Public Health 

Identifier (file name): 

Title 
-;:-____________ -:-:::-::-:-:::-_---,-________ Component Injury Prevention/Emergency Medical 

Sponsor HSS by Request Services 
Requester ________ --'H.!!o"u"'se""'H.!!S"'S"-________ Component Number 2876 

Expenditures/Revenues (Thousands of Dollars) 
Note· Amounts do not indude inflation unless otherwise noted below 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 0.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 0.0 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I 
Full-time 
Part-time 

Temporary 

ANALYSIS: (Attach a separate page if necessary) 

0.0 0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 

HB 168 establishes a mechanism to provide a financial incentive for hospitals to become designated as certified 
trauma centers in order to encourage their participation in a statewide trauma system, with the goal of 
improving delivery of trauma care in the Alaska medical system. This bill establishes a fund for reimbursement 
of trauma care for uninsured or underinsured patients, and allows designated trauma centers to apply for 
compensation of claims that are otherwise uncompensated by insurance or other funds. 

The Department proposes to mange this fund using existing staff resources. 

Prepared by: Beverly Wooley, Director 

Division Public Health 

Approved by: Alison Elgee, Assistant Commissioner 
DHSS Finance & Management Services 

(Revised 9I10!2008 OMS) 

Phone 465-3092 
DatelTime 4f7109 12:00 AM 

Date 4/7/2009 

Page 1 of 1 
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HOUSE BILL NO_ 169 

IN THE LEGISLA TVRE OF THE STATE OF ALASKA 

TWENTY -SIXTH LEGISLATURE - FIRST SESSION 

BY REPRESENTATIVE COGHILL 

Introduced: 3/9/09 
Referred: Finance 
Funding Information: General Fund $ 5,000,000 

Other Funds -0-
Total $ 5,000,000 

A BILL 

FOR AN ACT ENTITLED 

"An Act appropriating $5,000,000 to the uncompensated trauma care fund; and 

2 providing for an effective date_" 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. The sum of $5,000,000 is appropriated from the general fund to the 

5 uncompensated trauma care fund (AS 18.08.085) to capitalize the fund. 

6 * Sec. 2. The appropriation made by sec. I of this Act is for the capitalization of a fund and 

7 does not lapse. 

8 * Sec. 3. CONDITIONAL EFFECT. The appropriation made by sec. I of this Act takes 

9 effect only if an Act enacted by the Twenty-Sixth Alaska State Legislature establishing the 

10 uncompensated trauma care fund becomes law. 

II * Sec. 4. If this Act takes effect under sec. 3 of this Act, it takes effect July 1,2009. 

UBOl69a -1- UB 169 
New Text Underlined {DELETED TEXT BRACKETED} 
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Alaska Brain I Network 
Alaska Scorecard and TBI Dashboard -

TBI 

Est TBI-related Visits 

1 Alaska Trauma Registry 2001-2005 - Non-fatal TBI hospitalizations 
La Alaska Trauma Registry 1996-2005 - Non-fatal TBI hospitalizations 
Lb Alaska Trauma Registry 2006 - Non-fatal TBI hospitalizations 
2 HRSA TBI Implementation Grant 

,Source" 

150 

2953 2 

Alaska Trauma Registry records those who are hospitalized for more than 24 hours, This 
does not include the number of people who visit the emergency department and are sent 
home in the same day, This does not include the number of returning service members with 
traumatic brain injury, 



• ! 

for TBI 

of suicide victims with ofTBI 

"""UI "" in Education statewide TBI 
66 ·5 .. 

• 

83% 

65·80% 

55% 

• 750 

100+ 

4 Suicide Follow·back Study Rehabilitation (FY07) 
5 httpJ/www.eed.state.ak.us/statsl 8 Providence Neuroservices 

2854 6 TrustIDOC Study 07 9 Alaska Brain Injury Network 
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For more information view the "10 Year Plan for TBI in Alaska" at www.alaskabraininjury.net 

I 

Solution: Case. 
Management 

Solution: Post-.acute 
and Residential 
Rehabilitation· 

Challenge: Why 
manage rehabilitation 
services if they do not 

exisfin state? 

Why build programs if . 
there is not a FLJNDING 
. source to pay for the 

, services? 

Attempt: $150.0 
MHTAAR 

$50.0.GF/MH NOT· 
. .funded 

Community providers 
want to de~elop brain 

injury programs 

I 
Need Rehabilitation 

Need FUNDING 

"i, 

'I .~~ ... ~ ..... 
. ",' 

Soluti·on: Medicaid 
Waiveror General Fund 

Can't develop waiver 
application without 

DATA 

Providers cannot build 
. programs witbout 

funding source beyond 
.. private pay 

·NeedDATA 

.. ~ill!l~ftil~Glitl:r~I/;lll;mi!l1l~~~_ 
~1TI@ii)~i!';)tmJ~~®:I~~®:I.' ~. ~r.;1fuw~ . 

lWJ!.l~b1iJo?1!@\' .... .. .. .. .. ... 

~-------------------·T·kh~e~e~xl~st~e~n~c~e~o~f"b~~~i=~---rca~s~e~m=a~n~a~g~e~m~e~n~t~c~a=n~--~D-a-ta~i~s-a-va-i-la-b-Ie--~ 
injury waivers supports be paid through 

the growth of waivers or designating through other State's 
community non-profit TBI as a targeted experiences (Rutger's 

____________________ ~b~r~a~in~i~niu~ag~e~n~ci~e~s. ________ R~O~p~u~la~ti~o~n ______________ S_t_u_d_y) _______ _ 

Solution: Action 

---------------------- - - ----
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Every 15 seconds someone sustains a 
traumatic brain injury (TBI) in the U.S. 

Thirty years ago, only half of all people with brain 
injury survived; now 7B% survive. This means 
that many individuals now live with significant 
disability requiring a full range of services. 

Every year the Alaska Department of Health & 
Social Services reports about 800 traumatic brain 
injury (TBI) cases resulting in hospitalization or 
fatality. The Alaska TBI rate is 28% higher than 
the national average. The TBI rate in rural Alaska 
is one of the highest in the nation. 

It is estimated that at least 10,000 Alaskans are 
living with brain injury today. 

The Alaska Brain Injury Network, Inc. 
(ABIN) is a non-profit organization dedicated 
to Alaskans whose lives have been changed by 
brain injury. 

ABIN's Board of Directors represent all regions 
of Alaska and the extended brain injury 
community - survivors, family members, 
service providers, health educators, 
researchers and those who write laws and 
policy. 

ABIN works with their Alaska Mental Health 
Trust Authority partner boards to advocate for 
policy changes, programs, and facilities to 
better serve the brain injury population. 

ABIN's staff focuses on early identification, 
. connecting brain injury survivors with services, 
providing support and education for families, 
and bringing professional training to Alaska. 

The goal for every brain injury survivor is 
the best possible recovery for a fulfilling and 
productive life. Achieving that goal requires full 
range of services close to home. This includes ... 

• Prevention 
• Early identification and intervention 
• Access to skilled specialists 
• Community·based post injury services 
• Continuing rehabilitation 
• Brain injury support groups and in-state 

resources 

What you can do •.. 
• Be aware of the burden of brain injury 

nationally and to the state of Alaska 

• Support a TBI Resolution for Brain Injury 
Awareness Month . 

• Become familiar with ABIN Priorities in the 
GF/MH Budget; Prevention, Training, and 
Resource Navigation 

Upcoming ABIN Priorities 
In-state rehab facility - for neurobehavioral 
beneficiaries. 

Brain Injury Waiver - recommendations for 
the current Medicaid waiver system to accommodate 
the services needed by brain injury survivors: 
neuropsychological assessment, cognitive and 
functional therapy, case management, counseling, 
home modifications, transportation, respite care, and 
more. 

TBI Screening and early intervention -
promotes better recovery and saves money. 

Clilg~ 
brain injury 
network 

www.alaskabraininjury.net 
3745 Community Park Loop, Ste 240 
Anchorage, AK 99508 
(907) 274·2824 

Alaska Brain Injury Network, Inc. helps identifY. develop, implement, and sustain needed programs and resources 
that promote prevention and expand treatment and service delivery to Alaskans who experience TBI and their 
families. 

L-_________________ .. _____________________ _ 
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April 9, 2009 

Representative Coghill 
Juneau, Alaska 

Representative Coghill, 

Trauma is any bodily injury from an external force. Trauma puts a tremendous burden on families and 
communities in Alaska. An average of 400 Alaskans die each year from trauma. For every death, 11 

. people are hospitalized. One in four hospital admissions is uncompensated which puts an additional 
burden on the State's health care system. HB 168 is offered to assist in this dilemma. 

House Bill 168 provides the DHSS Commissioner authority to establish special designations in regulation 
for varying levels of trauma care so that a 'Certified Trauma Center' would be eligible to recoup expenses 
as a result of uncompensated care being rendered. The purpose of the fund is to reimburse certified 
trauma centers in the state for care uncompensated by the person receiving the treatment or by any 
other source. HB 169 would then set up the uncompensated trauma care fund that would help cover 
some of the losses suffered by the trauma center rendering the care. 

The Alaska Council on EMS seeks your support for a fully functioning trauma system, including funding for 
the development of trauma centers and legislation addressing the issue of incentives for trauma center 
designation and uncompensated care of trauma patients. The added benefit of HB 168, we believe, would 
be an incentive for more hospitals in the state to become 'Certified Trauma Centers' thereby assisting in 
the development in a state wide trauma care system. 

The American College of Surgeons met 11/08 in Anchorage to assess the States trauma system. The 
passage of HB 168 & 169 would provide support to address some of the areas that were noted in the 
report. 

Thank you for your support of this critical issue. 

David Hull, Chair 
Alaska Council on Emergency Medical Services 

cc Bill Hogan, DHSS Commissioner 
Dr. Jay Butler, Chief Medical Officer 
Tim Bundy, Section Chief IPEMS 
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POSITION PAPER 

CONTACT:') V~I~ri~D~~i~sori, Senior Director DATE: April 8, 2009 
, Legal arid Intergovernmental Affairs 

RE: 

POSITION: 

-,- Through Pat Jackson, State Liaison for Alaska Native Health 
523-0363 - paiackson@anthc.org 

HB 168 - State certification and designation of trauma centers and creating the 
uncompensated trauma care fund 
HB 169 - Appropriating $5,000,000 to the uncompensated trauma care fund 

Support 

ANTHC supports HB 168 and HB 169 as important steps in increasing the trauma care capacity in the state. 

The Alaska Native Tribal Health Consortium (ANTHC) is a tribally controlled, non-profit statewide tribal 
health organization formed pursuant to federal law to provide a range of medical and community health 
services for more than 130,000 Alaska Natives. It is part of the Alaska Tribal Health System (ATHS), which 
is owned and managed by the 231 federally-recognized tribes in Alaska and by their respective regional 
health organizations. 

ANTHC and Southcentral Foundation jointly manage the Alaska Native Medical Center (ANMC), the tertiary 
hospital of the A THS located in Anchorage. ANMC is the only Level II Trauma Center in the Indian Health 
Service/tribal health system nationally. ANMC is also the only Level II Trauma Center in Alaska. The 
nearest Level I Trauma Center is in Seattle. 

Trauma system development is a public health priority. A comprehensive system of trauma care is an 
essential part of the public safety net. Regionalized trauma systems based on a network of coordinated 
Trauma Centers designated at the appropriate level improves health outcomes and reduces costs. ANMC, as 
the highest level designated Trauma Center in the State of Alaska, is the Iynchpin for the state's trauma 
system, and provides the foundation for continued statewide system development. 

Trauma Center designations were created as a way to improve outcomes for patients who face extraordinary 
medical issues. On balance, early and appropriate medical attention to life-threatening health issues reduces 
overall length of stay in the hospital and reduced complications for many patients. Without trauma care, the 
costs of health care for trauma patients will be greater, including trauma patients who are Medicaid eligible. 

The cost of providing trauma care at ANMC has more than doubled over the past four years and funding has 
not kept pace. ANMC's Trauma Center simply cannot be maintained at current revenue levels. If ANMC's 
Trauma Center designation is discontinued because funding levels have rendered the service unsustainable, 
the hospital faces reductions in staffing. Diversions of patients to non-tribal providers would increase, and 
because the federal government reimburses 100% of the cost of services provided for Native clients at Native 
facilities but a smaller percentage at non-tribal providers, there would be an increased cost to the state's 
general fund budget. 

ANTHC supports HB 168 and HB 169 as important steps by the State to encourage and support appropriate 
trauma care options for Alaskans. Because we are Alaska's only Level II Trauma Center we 
recommend removing the language in section (d) on Page 2, Line 11, that limits appropriations to 
anyone facility to 25%. 

Thank you for your consideration. 
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Executive Summary 

American College of Surgeons 
Trauma System Consultation Visit 

Alaska Department of Health and Social Services 
November 2nd-5th, 2008 

The American College of Surgeons, Trauma Systems Evaluation and Planning 
Committee (TSEPC) is honored to have been invited to the largest state in the 
nation and to have listened as the state's impassioned health care providers and 
public servants discussed their success and remaining challenges. We are 
pleased to provide this report and to encourage you to implement the key 
recommendations to improve the system of trauma care for all Alaskans and 
visitors, regardless of where that injury may occur. 

It is clear that Alaska recognizes the significance of its injury problem as 
witnessed both by epidemiological descriptions of fatal and non-fatal injury and 
by the extensive focus on injury prevention programs across the state. 
Alaska's current trauma system is a testament to the adage that "necessity is the 
mother of invention". Clearly the "Last Frontier" is challenged with issues of 
geography, remoteness, inclement weather and limited health care resources. 
State and regional leaders, along with a wide ranging cadre of health care 
providers are to be congratulated for their efforts to achieve the trauma system 
mantra of "getting the right patient to the right place in the right amount of time". 
Whether this has involved training a hunting buddy to be an Emergency Trauma 
Technician, or a local aviation service has figured out how to carry a litter in a 
small aircraft, or a rural Critical Access Hospital has strived to become certified or 
designated as a Level IV trauma center, clear progress has been demonstrated 
toward the betterment of trauma care in Alaska. 

The achievements to date have largely been unplanned with limited coordination. 
As a result, incongruity exists within the current trauma system. Several Alaska 
Native facilities have sought and achieved verification/designation as trauma 
centers. These facilities are to be commended for their dedication and 
commitment to trauma care and the trauma system. To date, few of the facilities 
serving the majority population have made a similar commitment to achieving 
nationally recognized standards of trauma care . 
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The current leadership of the Alaska Department of Health and Social Services 
recently made a commitment to trauma system development by making this a 
priority project in the 2009 work plan. This represents an opportunity to begin the 
process to coordinate, systematize and institutionalize these efforts so that, 
regardless of where someone is injured in Alaska or what their racial and ethnic 
heritage might be, all have equal access to optimal trauma care. 
Alaska must make a commitment of resources, both fiscal and human, to achieve 
the recommendations outlined in this document. The consultation team 
encourages the state to retain the opportunity for system ingenuity when 
addressing the challenges that Alaska's geography and environment impose 
when increasing the standardization of trauma system processes. 

Advantages and Assets of the Alaska Trauma System 

• The lead agency for trauma is identified. Statute designates the Alaska 
Council on EMS (ACEMS) as an advisory group with responsibility for 
trauma. 

• The state has very committed individuals who use their time and expertise 
every day to serve Alaska citizens. 

• The state has extensive and creative networks for transport . 

• Three large medical centers with extensive subspecialty expertise exist 
within the state. 

• A large Level I trauma center in Seattle freely accepts adult and pediatric 
trauma patients. 

• One medical center maintains ACS Level II verification standards and 
other facilities have obtained consultation and are working toward 
verification. 

All 24 acute care hospitals provide data to the Alaska trauma registry. 

• Injury prevention activities are well established. 

• The EMS Goals document categorizes communities by size and 
remoteness and identifies the resources that should be available for health 
care and trauma care. 

• The state created the Emergency Trauma Technician program to prepare 
community members to provide initial trauma care . 
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• Initial efforts have been made to obtain legislative change. 

Challenges and Vulnerabilities of the Alaska Trauma System 

• The state has many challenges due to geography, weather, and remote 
and isolated communities. 

• No trauma system strategic plan has been developed. 

• No standards exist for scene trauma triage or trauma inter-facility 
transfers. 

• Trauma system issues receive limited attention by the Alaska Council on 
EMS, and thus little visibility within the Department of Health and Social 
Services. 

• The general public is not aware of trauma system issues. 

• The state has limited human resources for the provision of trauma care. 
The lead agency also has limited human resources for trauma system 
management. 

• The ACEMS has no formal trauma representatives. 

• There are two healthcare systems for trauma care, one for Native 
Alaskans and one for other Alaskans. 

• Few incentives exist for hospitals to participate in the trauma system. 

• No statewide evaluation of system performance is conducted. 

• The trauma registry data are not current. 
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Priority Recommendations Summary 

This report contains more than seventy recommendations. Of these, the TSEPC 
team felt that the following were the most critical to the system's short and long­
term success. 

Statutory Authority and Administrative Rules 

• Enact legislation to expand the membership of the ACEMS to 
represent the trauma system and to include the following members 
appointed as follows: 

o One member, appointed by the Governor, shall represent the 
Alaska Chapter of the American College of Surgeons 
Committee on Trauma. 

o One member, appointed by the Governor, shall be a general 
surgeon who routinely participates in the care of injured 
patients. 

o One member, appointed by the Governor, shall represent the 
Alaska Chapter of the American Academy of Pediatrics. 

o One member, appointed by the Alaska Legislature, upon the 
recommendation of the Speaker of the House of 
Representatives. 

o One member, appointed by the Alaska Legislature, upon the 
recommendation of the President of the Senate. 

• Require participation of all acute care hospitals in the trauma system 
within a 2 year time frame. 

o Facilities should seek trauma center designation at a level 
appropriate for their capabilities. 

o Other facilities, such as remote health care clinics, should participate 
with rapid patient assessment and stabilization and by following 
guidelines for trauma triage and transfer. 
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System Leadership 

• Form an Alaska Technical Advisory Committee (ATAC) and task it with 
providing the Alaska Council on Emergency Medical Services (ACEMS) 
with recommendations regarding the following functions: data systems, 
trauma system planning, system-wide performance improvement and 
patient safety, trauma education (Advanced Trauma Life Support 
[ATLS], Trauma Nurse Core Curriculum [TNCC], Prehospital Trauma Life 
Support [PHTLS], etc), trauma center review and certification, injury 
prevention and control, public policy, and research. 

Coalition Building and Community Support 

• Develop and disseminate public information about the challenges in 
providing trauma care and the status of the trauma system in the 
state for Alaskans. 

Lead Agency and Human Resources Within the Lead Agency 

Develop an appropriate position classification and duty statement for a 
1.0 full time equivalent (FTE), permanent trauma system manager that 
specifies education as a health professional, experience in trauma or 
emergency health care, and the administrative skills and clinical 
understanding necessary to support trauma system development. 

Trauma System Plan 

• Develop a comprehensive trauma system strategic plan consistent with 
the Health Resources and Services Administration (HRSA) Model 
Trauma System Planning and Evaluation document. 

System Integration 

• Ensure that the Injury Prevention and Emergency Medical Services 
(IPEMS) Section is engaged in planning with disaster preparedness, 
emergency management, and public health functions for Integration of 
the trauma system . 
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Financing 

• Provide state funding to hire a fulltime trauma system manager. 

Emergency Medical Services 

• Develop a central coordination center for statewide air medical 
resources that will maintain an updated registry of all medical aircraft to 
include medical services and flight characteristics (e.g., load capacity, 
instrument rating, landing requirements, etc); and to monitor the 
availability and location of air resources in near real-time. 

Definitive Care Facilities 

• Establish, as soon as practical, a second Level II Trauma Center in 
Anchorage in accordance with American College of Surgeons 
Committee on Trauma (ACS-COT) verification criteria to meet the 
existing volume and acuity demands. 

• Mandate participation of all acute care hospitals in the trauma system 
within a 2 year time frame with trauma center certification/designation 
appropriate to their capabilities . 

• Study pediatric trauma care needs with the goal of establishing one or 
more centers of excellence in pediatric trauma care. 

System Coordination and Patient Flow 

• Implement standardized prehospital triage and trauma activation 
protocols customized to the three response areas (Anchorage, 
Southeast, and the bush). 

Disaster Preparedness 

• Integrate all components of the trauma system into state and local 
disaster planning activities. 

System-wide Evaluation and Quality Assurance 

• Develop an initial set of 3-5 statewide system performance indicators 
from among the list of nine provided in the Pre-Review Questionnaire . 
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Trauma Management Information Systems 

• Ensure that all elements considered essential to system development, 
evaluation and performance improvement in the State of Alaska are 
included and functional in the new trauma registry and are consistent 
with the National Trauma Data Standard definitions . 
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Trauma System Assessment 

Injury Epidemiology 

Purpose and Rationale 

Injury epidemiology is concerned with the evaluation of the frequency, rates, and 
pattern of injury events in a population. Injury pattern refers to the occurrence of 
injury-related events by time, place, and personal characteristics (for example, 
demographic factors such as age, race, and sex) and behavior and 
environmental exposures, and, thus, it provides a relatively simple form of risk­
factor assessment. 

The descriptive epidemiology of injury among the whole jurisdictional population 
(geographic area served) within a trauma system should be studied and 
reported. Injury epidemiology provides the data for public health action and 
becomes an important link between injury prevention and control and trauma 
system design and development. Within the trauma system, injury epidemiology 
has an integral role in describing the root causes of injury and identifying patterns 
of injury so that public health policy and programs can be implemented . 
Knowledge of a region's injury epidemiology enables the identification of priorities 
for directing better allocation of resources, the nature and distribution of injury 
prevention activities, financing of the system, and health policy initiatives. 

The epidemiology of injury is obtained by analyzing data from multiple sources. 
These sources might include vital statistics, hospital administrative discharge 
databases, and data from emergency medical services (EMS), emergency 
departments (EDs), and trauma registries. Motor-vehicle crash data might also 
prove useful, as would data from the criminal justice system focusing on 
interpersonal conflict. It is important to assess the burden of injury across specific 
population groups (for example, children, elderly people and ethnic groups) to 
ensure that specific needs or risk factors are identified. It is critical to assess 
rates of injury appropriately and, thus, to identify the appropriate denominator (for 
example, admissions per 100,000 population). Without such a measure, it 
becomes difficult to provide valid comparisons across geographic regions and 
over time. 

To establish injury policy and develop an injury prevention and control plan, the 
trauma system, in conjunction with the state or regional epidemiologist, should 
complete a risk assessment and gap analysis using all available data. These 
data allow for an assessment of the "injury health" of the population (community, 
state, or region) and will allow for the assessment of whether injury prevention 
programs are available, accessible, effective, and efficient. 
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An ongoing part of injury epidemiology is public health surveillance. In the case 
of injury surveillance, the trauma system provides routine and systematic data 
collection and, along with its partners in public health, uses the data to complete 
injury analysis, interpretation, and dissemination of the injury information. Public 
health officials and trauma leaders should use injury surveillance data to describe 
and monitor injury events and emerging injury trends in their jurisdictions; to 
identify emerging threats that will call for a reassessment of priorities and/or 
reallocation of resources; and to assist in the planning, implementation, and 
evaluation of public health interventions and programs. 

OPTIMAL ELEMENTS 

I. There is a thorough description of the epidemiology of injury in the system 
jurisdiction using population-based data and clinical databases. (8-101) 

a. There is a through description of the epidemiology of injury mortality in the 
system jurisdiction using population-based data. (1-101.1) 

b. There is a description of injuries within the trauma system jurisdiction, 
including the distribution by geographic area, high-risk populations 
(pediatric, elderly, distinct cultural/ethnic, rural, and others), incidence, 
prevalence, mechanism, manner, intent, mortality, contributing factors, 
determinants, morbidity, injury severity (including death), and patient 
distribution using any or all the following: vital statistics, ED data, EMS 
data, hospital discharge data, state police data (data from law 
enforcement agencies), medical examiner data, trauma registry, and other 
data sources. The description is updated at regular intervals. (1-101.2) 
Note: Injury severity should be determined through the consistent and 
system-wide application of one of the existing injury scoring methods, for 
example, Injury Severity Score (ISS). 

c. There is comparison of injury mortality using local, regional, statewide, 
and national data. (1-101.3) 

d. Collaboration exists among EMS, public health officials, and trauma 
system leaders to complete injury risk assessments. (1-101.4) 

e. The trauma system works with EMS and public health agencies to identify 
special at-risk populations. (1-101.7) 

II. Collected data are used to evaluate system performance and to develop public 
policy. (8-205) 

a. Injury prevention programs use trauma management information system 
data to develop intervention strategies. (1-205.4) 
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III. The trauma, public health, and emergency preparedness systems are closely 
linked. (B-208) 

a. The trauma system and the public health system have established 
linkages, including programs with an emphasis on population based public 
health surveillance and evaluation for acute and chronic traumatic injury 
and injury prevention. (1-208.1) 

IV. The jurisdictional lead agency, in cooperation with the other agencies and 
organizations, uses analytic tools to monitor the performance of population based 
prevention and trauma care services. (B-304) 

a. The lead agency, along with partner organizations, prepares annual 
reports on the status on injury prevention and trauma care in the state, 
regional, or local areas. (1-304.1) 

b. The trauma system management information system database is available 
for routine public health surveillance. There is concurrent access to the 
databases (ED, trauma, prehospital, medical examiner, and public health 
epidemiology) for the purpose of routine surveillance and monitoring of 
health status that occurs regularly and is a shared responsibility. (1-304.2) 

CURRENT STATUS 

Injury is the leading cause of death for Native Alaskans of all ages. Injury is the 
third leading cause of death for all Alaskans. Like the remainder of the United 
States, injury is the leading cause of death for the population between 1 and 44 
years of age. Leading mechanisms for unintentional injury include the following: 
motor vehicle crash, falls, airplane crash, fire, all terrain vehicles, snow machine, 
and firearms. Suicide is a leading cause of injury death for ages 15 to 64 years. 
Injury mortality is significantly higher in Alaska than in the remainder of the 
United States where injury is the fifth leading cause of death; however it was 
reported that the state's injury mortality rate has decreased significantly over the 
last 30 years. 

Healthy Alaskans 2010 describes significant injury prevention objectives for the 
state, with indicators identified for unintentional injury, occupational fatalities, 
attempted suicide, nonfatal, hospitalized traumatic brain injury, prenatal physical 
abuse, population using seatbelts, and households keeping firearms locked and 
loaded. A strategic plan for addressing these injury prevention objectives was 
not identified. 

A dedicated staff working on epidemiology is assigned to the Department of 
Health and Social Services (DHSS) Injury Prevention and EMS (IPEMS) Section 
to coordinate the data analysis for various injury focus areas. Additionally, the 
Native Alaska Epidemiology Center analyzes data related to injury among the 
native population. A report on Native Alaskan injury morbidity and mortality was 
published in 2008. 
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Access to numerous population-based databases (e.g., vital statistics, fatal 
analysis reporting system, public safety information system, civilian fire fatality 
statistics, uniform crime reporting, medical examiner case database, and hospital 
discharge data system) are readily available for study of the injury problem. 

Funding from grants and other state agencies has been obtained and creatively 
used to support injury surveillance. The state has many population-based injury 
databases used to describe the injury problem. Numerous injury surveillance 
activities are ongoing, such as the violent deaths reporting, occupational injuries, 
motor vehicle crashes, and traumatic brain injuries. The Alaska trauma registry 
which has data from all 24 acute care hospitals has been used extensively to 
describe the patterns of injury in the state. 

The state had a State and Territorial Injury Prevention Directors Association 
(STIPDA) assessment conducted in 2003. Work was reported to be still in 
progress to address many of the recommendations included in the report. 

The state has a wealth of data about the injury problem. Primary injury 
prevention has been the priority focus of information shared with the public and 
members of the injury coalition. The data have been used to compete 
successfully for numerous federal grants and state agency projects . 

The state website has fairly recent information and reports about injury trends for 
selected injuries, particularly regarding injury mechanisms for which the state has 
grant funding. Several publications were reported to be in draft stage related to 
grant funded activities, but no general description of the injury problem in the 
state has been published since Healthy Alaskans 2010. 

No apparent linkage has been made between injury prevention and injury control, 
which would integrate secondary and tertiary prevention (or the care provided. 
after the patient is injured) in the injury epidemiology focus. Alaskans have not 
been informed about the injury problem, its relationship to trauma care, and the 
need for a trauma system. 

RECOMMENDATIONS 

• Develop fact sheets for public education regarding injuries that require 
hospitalization and a trauma system. 

• Expand the focus of injury epidemiology to report on trauma patient outcomes 
and the relationship to the trauma system . 
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Indicators as a Tool for System Assessment 

Purpose and Rationale 

In the absence of validated national benchmarks, or norms, the benchmarks, 
indicators and scoring (BIS) process included in the Health Resources and 
Services Administration's Model Trauma System Planning and Evaluation 
document provides a tool for each trauma system to define its system-specific 
health status benchmarks and performance indicators and to use a variety of 
community health and public health interventions to improve the community's 
health status. The tool also addresses reducing the burden of injury as a 
community-wide public health problem, not strictly as a trauma patient care 
issue. 

This BIS tool provides the instrument and process for a relatively objective state 
and sub-state (regional) trauma system self-assessment. The BIS process allows 
for the use of state, regional, and local data and assets to drive consensus 
responses to the BIS. It is essential that the BIS process be completed by a 
multidisciplinary stakeholder group, most often the equivalent of a state trauma 
advisory committee. The BIS process can help focus the discussion on various 
system strengths and weaknesses, can be used to set goals or benchmarks, and 
provides the opportunity to target often limited resources and energies to the 
areas identified as most critical during the consensus process. The BIS process 
is useful to develop a snapshot of any given system at a moment in time. 
However, its true usefulness is in repeated assessments that reveal progress 
toward achieving various benchmarks identified in the previous application of the 
BIS. This process further permits the trauma system to refine goals to be attained 
before future reassessments using the tool. 

OPTIMAL ELEMENT 

I. Assurance to constituents that services necessary to achieve agreed­
on goals are provided by encouraging actions of others (public or 
private), requiring action through regulation, or providing services 
directly. (B-300) 

CURRENT STATUS 

In early 2007, the Benchmark, Indicators and Scoring (BIS) document from the 
Model Trauma System Planning and Evaluation document was distributed to the 
Trauma System Review Committee (TSRC). Seven of the sixteen members 
completed the BIS scoring. Results were compiled and means were calculated 
for each indicator. Those summary scores were presented to the TSRC at their 
May, 2007, meeting. The TSRC selected benchmarks 205, 206 and 208 for 
improvement over the succeeding year . 
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Specifically, the TSRC identified three tactics to improve scores for identified 
benchmarks. These tactics included: 

1. Select three measures of patient care that can be reviewed by the 
committee. 

2. Compare and contrast transfers from designated Level IV facilities with 
those from non-designated facilities. 

3. Review deaths in transport and deaths within 24 hours of admission. 

When queried about the status of these tactical objectives, the TSRC members 
noted that little progress has been made in completing those processes. Initial 
data were reviewed from the state trauma registry to begin the process. 
However, the consensus was that the data needed additional cleaning, so the 
project was placed on hold and has not been revisited. 

Those who had participated in the BIS review relayed some frustration about the 
process, stating that they did not have sufficient information to answer each of 
the indicators. Other states that have completed the BIS process in the same 
individual process have had similar experiences; however, when states have 
completed the BIS in a facilitated group process, individuals from across the 
trauma system spectrum learn a great deal about other areas of the trauma 
system. These facilitated processes have been conducted in many different 
formats, including audio teleconferencing, segmentation of the BIS by section, 
and in face-to-face retreats. 

When participants were asked about whether the BIS might be revisited, little 
enthusiasm was expressed for undertaking the process, probably due to the 
frustration associated with the initial process and the low perceived value of the 
outcome. 

RECOMMENDATIONS 

• Select and complete one of the three tactical objectives identified in the 
May, 2007, TSRC meeting. 

• Secure funding to support a facilitated trauma system assessment utilizing 
the Benchmark, Indicators and Scoring (BIS) process with the newly 
formed Alaska Trauma Advisory Committee (ATAC) and other trauma 
system stakeholders and state partners. 

• Repeat the BIS process at regular intervals (e.g., every two years) as a 
means of establishing and monitoring system benchmarks 
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Trauma System Policy Development 

Statutory Authority and Administrative Rules 

Purpose and Rationale 

Reducing morbidity and mortality due to injury is the measure of success of a 
trauma system. A key element to this success is having the legal authority 
necessary to improve and enhance care of injured people through 
comprehensive legislation and through implementing regulations and 
administrative code, including the ability to regularly update laws, policies, 
procedures, and protocols. In the context of the trauma system, comprehensive 
legislation means the statutes, regulations, or administrative codes necessary to 
meet or exceed a predescribed set of standards of care. It also refers to the 
operating procedures necessary to continually improve the care of injured 
patients from injury prevention and control programs through post injury 
rehabilitation. The ability to enforce laws and rules guides the care and treatment 
of injured patients throughout the continuum of care. 

There must be sufficient legal authority to establish a lead trauma agency and to 
plan, develop, maintain, and evaluate the trauma system during all phases of 
care. In addition, it is essential that as the development of the trauma system 
progresses, included in the legislative mandate are provisions for collaboration, 
coordination, and integration with other entities also engaged in providing care, 
treatment, or surveillance activities related to injured people. A broad approach to 
policy development should include the building of system infrastructure that can 
ensure system oversight and future development, enforcement, and routine 
monitoring of system performance; the updating of laws, regulations or rules, and 
policies and procedures; and the establishment of best practices across all 
phases of intervention. The success of the system in reducing morbidity and 
mortality due to traumatic injury improves when all service providers and system 
participants consistently comply with the rules, have the ability to evaluate 
performance in a confidential manner, and work together to improve and 
enhance the trauma system through defined policies. 

OPTIMAL ELEMENTS 

I. Comprehensive state statutory authority and administrative rules support 
trauma system leaders and maintain trauma system infrastructure, planning, 
oversight, and future development. (8-201) 

a. The legislative authority states that all the trauma system components, 
emergency medical services (EMS), injury control, incident management, 
and planning documents work together for the effective implementation of 
the trauma system (infrastructure is in place). (1-201.2) 
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b. Administrative rules and regulations direct the development of operational 
policies and procedures at the state, regional, and local levels. (1-201.3) 

II. The lead agency acts to protect the public welfare by enforcing various laws, 
rules, and regulations as they pertain to the trauma system. (8-311) 

a. Laws, rules, and regulations are routinely reviewed and revised to 
continually strengthen and improve the trauma system. (1-311.4) 

CURRENT STATUS 

The IPEMS Section has served as the administrative unit for trauma and 
emergency medical services (EMS) since 1977. The Alaska State Statutes (AS 
18.08.010), related to EMS and Trauma as revised in 1993, provide the agency 
with authority for the development, implementation, and maintenance of a 
statewide comprehensive EMS system. Historically the IPEMS has provided 
leadership with dedicated individuals who have committed themselves to the 
improvement of trauma and emergency care for the state. Leadership within the 
IPEMS has experienced changes beginning in 2004 due to the retirement of its 
Chief and reorganization within the DHSS. 

A significant strength for the IPEMS Section is that it currently has support from 
the senior leadership within the DHSS to provide for the development and 
regulatory oversight of the state's EMS and trauma system. The statutory 
authority and departmental support provide an opportunity for the IPEMS Section 
to identify and collaborate with the numerous stakeholders for trauma and EMS 
to include the Alaska Hospital Association, the Native Alaskan healthcare 
providers, prehospital provider organizations, health professional organizations, 
and numerous governmental and non-governmental entities. 

The Alaska Council on Emergency Medical Services (ACEMS) was established 
in statute (AS 18.08.020). The council has eleven members appointed by the 
Governor, and it is charged with advising the Commissioner of DHSS and 
Governor regarding the planning and implementation of a statewide EMS 
system. Membership of the council includes pre hospital professionals, other 
healthcare professionals, an EMS administrator, a hospital administrator and 
members of the public. The ACEMS currently has no required surgical, pediatric, 
or legislative representation on the council. 

The Trauma System Review Committee (TSRC) is appointed by the 
Commissioner of DHSS. It is comprised of physicians and other healthcare 
professionals tasked to review the trauma system data. The committee is a legal 
medical review organization under statute AS 18.23.010-070, and membership is 
approved by the State Medical Board . 
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The TSRC's work in reviewing the trauma registry data and monitoring the care 
being delivered to the state's citizens and visitors is provided confidentiality and 
liability protection in statute AS 18.23.020. This represents another significant 
strength in the state's EMS and trauma system. The committee's role beyond 
the review of trauma registry data is not clearly defined and no direct connection 
to the ACEMS currently exists. 

Recently the TSRC proposed a legislative effort titled the Alaska Trauma 
Improvement Act, but insufficient legislative support was obtained for passage in 
the last (2006) legislative session. The efforts and success of the TSRC to 
promote improvements in trauma care for all Alaskans is commendable and can 
be attributed to the vision and leadership provided by its chair Dr. Frank Sacco 
and to the dedication of its membership. Currently hospital participation in the 
statewide trauma system is voluntary and no incentives are provided to promote 
participation. For an inclusive trauma system approach and to improve trauma 
care statewide all hospitals should be required to participate, not only by 
submission of trauma data, but at some level of trauma system participation. 

The state EMS medical director's current role does not include medical oversight 
of the trauma system. The state does not have a trauma medical director or 
advisor identified to provide the IPEMS Section with guidance in the development 
and oversight of the trauma system. The designation of a trauma surgeon to 
such a role would increase the state's ability to fully integrate all phases of care, 
including prehospital, into a statewide inclusive trauma system. 

RECOMMENDATIONS 

• Enact legislation to expand the membership of the ACEMS to 
represent the trauma system and include the following members 
appointed as follows: 

o One member, appointed by the Governor, shall represent the 
Alaska Chapter of the American College of Surgeons Committee 
on Trauma. 

o One member, appointed by the Governor, shall be a general 
surgeon who routinely participates in the care of injured patients. 

o One member, appointed by the Governor, shall represent the 
Alaska Chapter of the American Academy of Pediatrics. 

o One member, appointed by the Alaska Legislature upon the 
recommendation of the Speaker of the House of Representatives. 

o One member, appointed by the Alaska legislature upon the 
recommendation of the President of the Senate. 

• Require participation of all acute care hospitals in the trauma system 
within a 2 year time frame. 
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o Facilities should seek trauma center designation at a level 
appropriate for their capabilities. 

o Other facilities, such as remote health care clinics, should participate 
with rapid patient assessment and stabilization and by following 
guidelines for trauma triage and transfer. 

• Require all hospitals and clinics to submit data to the state trauma registry. 

• Amend the Alaska Administrative Code (MC) to give the IPEMS Section 
responsibility for development of a statewide plan for the implementation and 
monitoring of an inclusive trauma system . 
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System Leadership 

Purpose and Rationale 

In addition to lead agency staff and consultants (for example, trauma system 
medical director), there are other significant leadership roles essential to 
developing mature trauma systems. A broad constituency of trauma leaders 
includes trauma center medical directors and nurse coordinators, prehospital 
personnel, injury prevention advocates, and others. This broad group of trauma 
leaders works with the lead agency to inform and educate others about the 
trauma system, implements trauma prevention programs, and assists in trauma 
system evaluation and research to ensure that the right patient, right hospital, 
and right time goals are met. There is a strong role for the trauma system 
leadership in conveying trauma system messages, building communication 
pathways, building coalitions, and collaborating with relevant individuals and 
groups. The marketing communication component of trauma system 
development and maintenance begins with a consensus-built public information 
and education plan. The plan should emphasize the need for close collaboration 
between coalitions and constituency groups and increased public awareness of 
trauma as a disease. The plan should be part of the ongoing and regular 
assessment of the trauma system and be updated as frequently as necessary to 
meet the changing environment of the trauma system. 

When there are challenges to providing the optimal care to trauma patients within 
the system, the leadership needs to effect change to produce the desired results. 
Broad system improvements require the ability to identify challenges and the 
resources and authority to make changes to improve system performance. 
However, system evaluation is a shared responsibility. Although the leadership 
will have a key role in the acquisition and analysis of system performance data, 
the multidisciplinary trauma oversight committee will share the responsibility of 
interpreting those data from a broad systems perspective to help determine the 
efficiency and effectiveness of the system in meeting its stated performance 
goals and benchmarks. All stakeholders have the responsibility of identifying 
opportunities for system improvement and bringing them to the attention of the 
multidisciplinary committee or the lead agency. Often, subtle changes in system 
performance are noticed by clinical care providers long before they become 
apparent through more formal evaluation processes. 

Perhaps the biggest challenge facing the lead agency is to synergize the 
diversity, complexity, and uniqueness of individuals and organizations into a 
finely tuned system for prevention of injury and for the provision of quality care 
for injured patients. To meet this challenge, leaders in all phases of trauma care 
must demonstrate a strong desire to work together to improve care provided to 
injured victims . 
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OPTIMAL ELEMENTS 

I. Trauma system leaders (lead agency, trauma center personnel, and 
other stakeholders) use a process to establish, maintain, and 
constantly evaluate and improve a comprehensive trauma system in 
cooperation with medical, professional, governmental, and other citizen 
organizations. (8-202) 

II. Collected data are used to evaluate system performance and to 
develop public policy. (8-205) 

III. Trauma system leaders, including a trauma-specific statewide 
multidisciplinary, multiagency advisory committee, regularly review 
system performance reports. (8-206) 

IV. The lead agency informs and educates state, regional, and local, 
constituencies and policy makers to foster collaboration and 
cooperation for system enhancement and injury control. (8-207) 

CURRENT STATUS 

The IPEMS Section of the DHSS is the lead agency charged with development, 
implementation, and maintenance of a statewide comprehensive EMS system, 
including trauma care. The DHSS has identified the development of a statewide 
trauma system as one of its 2009 priorities. Both the DHSS Commissioner and 
Chief Medical Officer were supportive of obtaining an American College of 
Surgeons (ACS) Trauma Systems Consultation, and both attended. Alaska has 
not established a clear process for developing, maintaining and continually 
evaluating a comprehensive trauma system, and this, in part, was the impetus for 
this consultative visit. 

The Alaska Trauma Registry Review Committee was created to review registry 
data, provide guidance for trauma registry improvement, and review and approve 
requests for release of registry data. The TSRC role has broadened over the 
years to include reviewing trauma registry data, making recommendations for 
trauma system improvement, and reviewing facilities for Level IV trauma center 
designation. The name has also changed, to become the Trauma Systems 
Review Committee (TSRC). The TSRC has multidisciplinary membership 
appointed by the IPEMS Section and approved by the Alaska Medical Board. 
The chairperson of the Alaska Chapter of the American College of Surgeons 
Committee on Trauma (ACS-COT) is currently a member of the TSRC. 

The TSRC has been attempting to effect change by conducting selected studies 
from the trauma registry to evaluate trauma care, and then developing care 
guidelines, such as the head injury management guidelines for rural facilities . 
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Recommendations from the TSRC that have been transmitted to the lead agency 
have not always resulted in action or change, and the TSRC is not empowered to 
make changes in the trauma system. Individuals from the committee are also 
active in proposing new trauma system improvement legislation. 

By statute the ACEMS is charged with advising the Governor and the 
Commissioner of DHSS with regard to the planning and implementation of a 
statewide EMS system that by definition includes trauma. From a review of 
ACEMS minutes, this council has primarily addressed prehospital issues with 
little focus on issues related to the broader trauma system. The Chair of the 
Alaska Chapter of the ACS-COT regularly attends meetings of ACEMS, and he 
has reported trauma system issues and advances to the council. The Alaska 
COT has been active in proposing trauma system improvements and change. 

While the surgeons of the Alaska Native Healthcare System are very active in 
trauma systems development and performance improvement, other community 
surgeons in Anchorage are not as actively engaged. The trauma nurse 
coordinators from the hospitals throughout the state appear to be experienced, 
knowledgeable, and active in trying to improve the trauma system. 

The state does not have a group of multidisciplinary trauma stakeholders; 
however the large number of participants present at the trauma system 
consultation (TSC) demonstrates that the state has interested stakeholders. No 
forum exists for trauma system problem resolution. A state trauma advisory body 
that serves as a subcommittee of the ACEMS is a recommended strategy for 
giving stakeholders an opportunity to participate in trauma system development. 

RECOMMENDATIONS 

• Form the Alaska Trauma Advisory Committee (ATAC) and task it with 
providing the Alaska Council on Emergency Medical Services (ACEMS) 
with recommendations regarding the following functions of the trauma 
system: trauma system planning, data systems, systemwide 
performance improvement and patient safety, trauma education 
(Advanced Trauma Life Support [ATLS], Trauma Nurse Core Curriculum 
[TNCC], Prehospital Trauma Life Support [PHTLS], etc), trauma center 
review and designation, injury prevention and control, public policy, and 
research. 

• Ensure that the Alaska Trauma Advisory Committee (ATAC) has a broad 
multidisciplinary membership that might include legislative personnel and 
representation from the Alaska Native Healthcare System, the public sector 
hospital systems, the Alaska Hospital Association, emergency nurses, 
prehospital providers, and the media. 

• Develop trauma stakeholder discussion groups (e.g., trauma medical 
directors, trauma coordinators, trauma registrars) to provide direction and 
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broad-based, multidisciplinary and multi-committee support for trauma system 
development. 

• Make the existing TSRC a subcommittee of the ATAC, sanctioned by the 
Alaska Medical Board and narrow its focus to specifically concentrate on 
issues of system performance and improvement. 
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Coalition Building and Community Support 

Purpose and Rationale 

Coalition building is a continuous process of cultivating and maintaining 
relationships with constituents (interested citizens) in a state or region who agree 
to collaborate on injury control and trauma system development. Key 
constituents include health professionals, trauma center administrators, 
prehospital care providers, health insurers and payers, data experts, consumers 
and advocates, policy makers, and media representatives. The coalition of key 
constituents comprises the trauma system's stakeholders. The involvement of 
these key constituents is important for the following: 

• Trauma system plan development 
• Regionalization: promoting collaboration rather than competition between 

trauma centers 
• System integration 
• State policy development: authorizing legislation and regulations 
• Financing initiatives 
• Disaster preparedness 

The coalition should be effectively organized through the formation of 
multidisciplinary state and regional advisory groups to coordinate trauma system 
planning and implementation efforts. Constituents also communicate with elected 
officials and policy leaders regarding the development and sustainability of the 
trauma system. Information and education are needed by constituents to be 
effective partners in policy development for trauma system planning. Regular 
communication about the status of the trauma system helps these key partners 
to recognize needs and progress made with trauma system implementation. 

One of the most effective ways to educate elected officials and the public is 
through an organized public information and education effort that may involve a 
media campaign about the burden of injury in the state and the need for trauma 
system development. Information and education are important to reduce the 
incidence of injury in all age groups and to demonstrate the value of an effective 
trauma system when a serious injury occurs. 

OPTIMAL ELEMENT 

I. The lead agency informs and educates state, regional, and local 
constituencies and policy makers to foster collaboration and 
cooperation for system enhancement and injury control. (8-207) 
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CURRENT STATUS 

Alaska does not currently have a coalition of trauma stakeholders who meet or 
communicate about the trauma system. It was reported that a prior trauma 
stakeholder group, associated with federal grant funding, had met but was 
disbanded when federal funding ended. This trauma system consultation was 
one of the first opportunities for health professionals, acute care facility 
administrators, state agency representatives, prehospital providers, and data 
managers to meet and focus on aspects of the trauma system. 

The most significant barrier to sustaining a trauma stakeholder group was 
identified as geography and the high cost associated with travel to a central 
location. Alternate mechanisms of communication such as an electronic listserv 
or web-based conferencing have not been investigated. Another barrier is the 
lack of a state trauma manager with adequate time to facilitate communication 
among stakeholders interested in trauma care issues. 

Developing a trauma system has only recently become a priority goal of the 
DHSS. It was reported that Alaskans have an expectation that they will be cared 
for in the event of injury, and they believe the resources of a trauma system are 
in place. No public education regarding trauma care and the need for a trauma 
system has yet been initiated. Some education of elected state officials has 
been initiated, but it may be challenging to make the trauma system a priority 
without strong public support. 

RECOMMENDATIONS 

• Develop and disseminate public information about the challenges in 
providing trauma care and the status of the trauma system in the 
state for Alaskans. 

• Establish a mechanism of communication (e.g., electronic listserv or 
discussion group) for stakeholders with an interest in trauma system 
development. 

o Ensure that information about planning meetings is posted and 
accessible to stakeholders in a timely manner. 

• Identify mechanisms for interested individuals to participate in trauma 
system planning from remote locations (e.g., web-based 
teleconferencing) . 
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Lead Agency and Human Resources within the Lead Agency 

Purpose and Rationale 

Each trauma system (state, regional, local, as defined in state statute) should 
have a lead agency with a strong program manager who is responsible for 
leading the trauma system. The lead agency, usually a government agency, 
should have the authority, responsibility, and resources to lead the planning, 
development, operations, and evaluation of the trauma system throughout the 
continuum of care. The lead agency, empowered through legislation, ensures 
system integrity and provides for program integration with other health care and 
community-based entities, namely, public health, EMS, disaster preparedness, 
emergency management, law enforcement, social services, and other 
community-based organizations. 

The lead agency works through a variety of groups to accomplish the goals of 
trauma system planning, implementation, and evaluation. The ability to bring 
multidisciplinary, multiagency advisory groups together to accomplish trauma 
system goals is essential in developing and maintaining the trauma system and 
is part of providing leadership to evolving and mature systems . 

The lead agency's trauma system program manager coordinates trauma system 
design, the adoption of minimum standards (prehospital and in-hospital), and 
provides for overall system evaluation through performance indicator assessment 
and assurance. In addition to a trauma program manager, the lead agency must 
be sufficiently staffed to actively participate in each phase of development and in 
maintaining the system through a clearly defined structure for decision making 
(policies and procedures) and through proactive surveillance and evaluation. 
Minimum staffing usually consists of a trauma system program manager, data 
entry and analysis personnel, and monitoring and compliance personnel. 
Additional staff resources include administrative support and a part-time 
commitment from the public health epidemiology service to provide system 
evaluation and research support. 

Within the leadership and governance structure of the trauma system, there is a 
role for strong physician leadership. This role is usually fulfilled by a full- or part­
time trauma medical director within the lead agency . 
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OPTIMAL ELEMENTS 

I. Comprehensive state statutory authority and administrative rules support 
trauma system leaders and maintain trauma system infrastructure, planning, 
oversight, and future development. (8-201) 

a. The legislative authority (statutes and regulations) plans, develops, 
implements, manages, and evaluates the trauma system and its 
component parts, including the identification of the lead agency and the 
designation of trauma facilities. (1-201.1) 

b. The lead agency has adopted clearly defined trauma system standards 
(for example, facility standards, triage and transfer guidelines, and data 
collection standards) and has sufficient legal authority to ensure and 
enforce compliance. (1-201.4). 

II. Sufficient resources, including financial and infrastructure­
related, support system planning, implementation, and 
maintenance. (8-204) 

CURRENT STATUS 

The role of the IPEMS Section in trauma system development is clearly stated in 
state statutes; however, better definition of how the agency integrates trauma 
care into the overall EMS program is needed, such as through the development 
of a statewide trauma strategic plan (See Trauma System Plan). 

The trauma system is currently managed by a trauma system manager (0.2 full­
time equivalent [FTE]) and a trauma registrar (1.0 FTE). The trauma registrar is 
supported by two contracted positions. The trauma registrar also has computer 
and epidemiology support from the National Institute for Occupational Safety and 
Health (NIOSH) Field Station staff. The IPEMS Section also has an impressive 
injury prevention program and staffing. However, the lead agency is not 
adequately staffed to meet the demands of developing and maintaining a 
statewide trauma system through trauma program assessment, policy 
development, and performance improvement activities. 

The present job classification for the trauma manager is a Public Health 
Specialist \I position which does not specify any education or experience 
requirements related to emergency health care. The present job description 
identifies the additional duties and responsibilities for the state trauma manager 
to include serving as the state Emergency Medical Services for Children (EMSC) 
program manager and the manager of grants for the state rural automated 
external defibrillator program. Additional duties and responsibilities for this 
position include analyzing the continuing education needs and soliciting 
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educational sessions for the annual EMS Symposium. It was reported that the 
EMSC responsibilities have now been shifted to another position. However, the 
remaining responsibilities would significantly impact the individual's ability to 
focus on trauma system development. 

Staffing is currently insufficient within the lead agency to encourage and support 
trauma stakeholders in building a statewide inclusive trauma system. A qualified 
trauma manager is needed to facilitate the development of a statewide trauma 
system plan. As the position is currently vacant, the timing is optimal to revise the 
job description and job classification to enable recruitment of an individual who is 
a health professional (e.g., nurse with a BSN or MSN) with experience in trauma 
or emergency health care. 

Additionally, the trauma system has no designated physician to provide medical 
oversight. The IPEMS Section has a designated emergency physician serving 
as the State EMS Medical Director, but this individual has no responsibilities for 
trauma system medical control and oversight. If a Trauma Medical Director can 
not be recruited and hired, potentially a Trauma Medical Oversight Subcommittee 
of the ATAC could be created to fulfill this responsibility and support the State 
EMS Medical Director. 

RECOMMENDATIONS 

• Develop an appropriate position classification and duty statement for 
a 1.0 full time equivalent (FTE), permanent trauma system manager 
that specifies education as a health professional, experience in 
trauma or emergency health care, and the administrative skills and 
clinical understanding necessary to support trauma system 
development. 

• Recruit a trauma manager. 

• Develop a mechanism for trauma system medical oversight (e.g., hire a 
Trauma Medical Director, develop a subcommittee of the Alaska Trauma 
Advisory Committee). 

• Ensure that the trauma system has trauma medical direction . 
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Trauma System Plan 

Purpose and Rationale 

Each trauma system, as defined in statute, should have a clearly articulated 
trauma system planning process resulting in a written trauma system plan. The 
plan should be built on a completed inventory of trauma system resources 
identifying gaps in services or resources and the location of assets. It should also 
include an assessment of population demographics, topography, or other access 
enhancements (location of hospital and prehospital resources) or barriers to 
access. It is important that the plan identify special populations (for example, 
pediatric, elderly, in need of burn care, ethnic groups, rural) within the geographic 
area served and address the needs of those populations within the planning 
process. A needs assessment (or other method of identifying injury patterns, 
patient care review/preventable death study) should also be completed for initial 
trauma system planning and updated periodically as needed to assess system 
changes over time. 

The trauma system plan is developed by the lead trauma agency based on the 
results of a needs assessment and other data resources available for review. It 
describes the system design, integrated and inclusive, with adopted standards of 
care for prehospital and hospital personnel and a process to regularly review the 
plan over time. The plan is built on input from trauma advisory committees (or 
stakeholder groups) that assist in analyzing data, identifying resources, and 
developing system standards of care, including system policies and procedures 
and overall system design. Ideally, although every stakeholder group may not be 
satisfied with the plan or system design, the plan, to the extent possible, should 
be based on consensus of the advisory committees and stakeholder groups. 
These advisory groups should be able to review the plan before final adoption 
and approve the plan before it is submitted to the lead agency with authority for 
plan approval. 

The trauma system plan is used to guide system development, implementation, 
and management. Each component of the trauma system (for example, 
prehospital, hospital, communications, and transportation) is clearly defined and 
an established service level identified (baseline) with goals for enhancement 
(benchmark). Within the plan are incorporated other planning documents used to 
ensure integration of similar services and build collaboration and cooperation 
with those services. Service plans for emergency preparedness, EMS, injury 
prevention and control, public health, social services, and mental health are 
examples of services for which the trauma system plan should include an 
interface between agencies and services . 
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OPTIMAL ELEMENT 

I. The state lead agency has a comprehensive written trauma system plan based 
on national guidelines. The plan integrates the trauma system with EMS, public 
health, emergency preparedness, and incident management. The written trauma 
system plan is developed in collaboration with community partners and 
stakeholders. (B-203) 

a. The trauma system plan clearly describes the system design (including 
the components necessary to have an integrated and inclusive trauma 
system) and is used to guide system implementation and management. 
For example, the plan includes references to regulatory standards and 
documents and includes methods of data collection and analysis. (1-203.4) 

CURRENT STATUS 

In 1993, Alaska secured funding from HRSA to develop a statewide trauma 
system plan. A task force was created to draft a trauma plan within the existing 
Alaska EMS Goals document. The 1992 Health Resources and Services 
Administration (HRSA) Model Trauma Care System Plan draft was utilized as the 
basis for the development of this trauma system plan. The grant funding also 
enabled the state to develop two additional documents: Trauma Triage, 
Transport and Transfer Guidelines and a Guide on Rehabilitation Services. No 
mention was made of work performed during federal trauma grant funding from 
2002 to 2004. 

The Alaska EMS Goals document is a guide for the development of EMS and 
trauma systems by categorizing communities throughout the state by remoteness 
and resources that should be available. The document identifies specific 
challenges that Alaska communities face such as access and availability of care, 
limited road access, availability of training, and recruitment and retention of EMS 
volunteers. The classifications of communities can also be used to identify levels 
of care and capabilities to manage the trauma patient. 

The Alaska EMS Goals document provides a brief overview of EMS system 
needs in Alaska and lists the state's priorities for grant funding. The integration 
and consideration of special organizations such as rural health networks, critical 
incident stress management teams, community injury prevention organizations 
and local emergency preparedness councils are reflected in the document, along 
with topics such as seasonal impacts, special populations, hazardous materials, 
injury prevention, air medical transportation, communications, trauma care, and 
quality assurance . 
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An assessment tool called the EMS Community Checklist is available to 
communities in order to determine their current status in meeting EMS and 
Trauma system goals within a specified community classification. It is unclear if 
the data from the assessment tools have been collated and utilized for state 
system planning. 

The community classification in the goals document references classification 
levels from rural to urban using a 1-5 numbering system. This numbering system 
is inconsistent with the ACS standards for level of trauma center verification 
which are in reverse order by facility capabilities. 

The TSRC has adopted the ACS Resources for Optimal Care of the Injured 
Patient for Acute Care Facilities, as the standard for trauma center certification 
(the term used by Alaska for designation). The Alaska EMS Goals document 
clearly specifies the adoption of these standards within each community 
categorization. The document also promotes the utilization of the various triage 
and treatment guidelines for the trauma patient. In addition, the guide specifies 
the importance of establishing an inclusive trauma system and the utilization of 
trauma registry data to assess the effectiveness of the system. 

The Alaska EMS Goals document was last updated in 2003, making it consistent 
with planning and evaluation standards of the time. The guide does not 
incorporate the 2006 HRSA Model Trauma System Planning and Evaluation 
document that promotes a public health approach to trauma system 
development. 

Overall, the Alaska EMS Goals document provides the necessary and 
comprehensive guidelines for the development and enhancement of the 
components of a state trauma system. A state assessment to determine at what 
level the communities have met the goals, has not been accomplished to 
determine the current needs or trauma resources and assets available. 

The IPEMS Section has established five reasonable goals for the trauma system 
with the limited state resources that are available. Though the goals appear to 
be achievable, it is unclear how the needs for these goals were determined and 
how they will be measured and accomplished. 

The state has seven EMS regions and EMS Councils. Specific areas of the 
Alaska EMS Goals document recognize the importance of these regional and 
local assets. However, utilization of these resources for trauma system 
assessment and strategic planning has not been clearly demonstrated . 
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RECOMMENDATIONS 

• Develop a comprehensive trauma system strategic plan based on the 
Health Resources and Services Administration (HRSA) Model Trauma 
System Planning and Evaluation document. 

• Consider revising the Alaska EMS Goals document by reversing the 
community classification numbering system to be consistent with the 
American College of Surgeons Committee on Trauma (ACS-COT) trauma 
center verification levels (e.g., urban is 1 and isolated community is 5). 

• Ensure that the comprehensive trauma system plan is integrated and made 
consistent with the 2003 Alaska EMS Goals document, the state health plan, 
the injury prevention plan, the rural health plan and disaster preparedness 
plans . 

34 



• 

• 

• 
2893 

System Integration 

Purpose and Rationale 

Trauma system integration is essential for the daily care of injured people and 
includes such services as mental health, social services, child protective 
services, and public safety. The trauma system should use the public health 
approach to injury prevention to contribute to reducing the entire burden of injury 
in a state or region. This approach enables the trauma system to address 
primary, secondary, and tertiary injury prevention through closer integration with 
community health programs and mobilizing community partnerships. The 
partnerships also include mental health, social services, child protection, and 
public safety services. Collaboration with the public health community also 
provides access to health data that can be used for system assessment, 
development of public policy, and informing and educating the community. 

Integration with EMS is essential because this system is linked with the 
emergency response and communication infrastructure and transports severely 
injured patients to trauma centers. Triage protocols should exist for treatment 
and patient delivery decisions. Regulations and procedures should exist for 
online and off-line medical direction. In the event of a disaster affecting local 
trauma centers, EMS would have a major role in evacuating patients from trauma 
centers to safety or to other facilities or to make beds available for patients in 
greater need. 

The trauma system is a significant state and regional resource for the response 
to mass casualty incidents (MCls). The trauma system and its trauma centers are 
essential for the rapid mobilization of resources during MCls. Preplanning and 
integration of the trauma system with related systems (public health, EMS, and 
emergency preparedness) are critical for rapid mobilization when a disaster or 
MCI occurs. The extensive impact of disasters and MCls on the functioning of 
trauma centers and the EMS and public health systems within the affected region 
or state must be considered, and joint planning for optimal use of all resources 
must occur to enable a coordinated response to an MCI. Trauma system leaders 
need to be actively involved in emergency management planning to ensure that 
trauma centers are integrated into the local, regional, and state disaster response 
plans . 
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OPTIMAL ELEMENTS 

I. The state lead agency has a comprehensive written trauma system plan based 
on national guidelines. The plan integrates the trauma system with EMS, public 
health, emergency preparedness, and incident management. The written trauma 
system plan is developed in collaboration with community partners and 
stakeholders. (8-203) 

a. The trauma system plan has established clearly defined methods of 
integrating the trauma system plan with the EMS, emergency, and public 
health preparedness plans. (1-203.7) 

II. The trauma, public health, and emergency preparedness systems are closely 
linked. (8-208) 

CURRENT STATUS 

The two groups involved with EMS and trauma are the ACEMS and the TSRC. 
Membership on the ACEMS is dictated in statute and consists of two physicians 
with experience in either emergency medicine or trauma, emergency nurses, 
pre hospital providers, an EMS administrator, a hospital administrator, and 
consumers. Currently the only formal trauma involvement is the Chair of the 
ACS-COT who serves in a liaison capacity. TSRC membership includes a 
trauma registrar, epidemiologist, surgeon, emergency physician, hospital 
administrator, hospital trauma director, all Anchorage trauma nurse coordinators, 
two prehospital EMS personnel, a pediatrician, and six other miscellaneous 
members. 

Little apparent integration occurs between other trauma stakeholders. Even with 
EMS representation on the TSRC and a trauma liaison on ACEMS, an EMS 
participant reported continuing issues regarding communications with the 
hospitals providing trauma care in Anchorage. Issues were said to involve 
diversion status and availability of specialty care providers, stemming from the 
differing level of commitment to trauma care by the facilities. 

No integration was reported between the state trauma system and other related 
services, such as public safety or law enforcement agencies, mental health 
services, and social services. While psychiatric and social services consultations 
are available within the verified trauma care center and remaining two hospitals 
providing trauma care, there was no evidence of ongoing discussions regarding 
ways to improve interactions or for planning better system integration in the 
future. 
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Integration with the Office of Rural Health to support trauma education across the 
state was described. Integration with numerous other agencies was 
demonstrated by the transfer of funds for specific program support (see the 
Financing Section). 

The membership of the future ATAC should include representation from fire, law 
enforcement, social services, injury prevention, mental health, and protective 
services, in addition to health professionals involved in trauma care. Having a 
consumer of trauma care or their family member would also bring the public 
perspective to issues. Legislative representatives would bring much needed 
insight into legal methods of change. Agencies that could also be included as 
formal or liaison members include the Office of Rural Health, the Alaska Native 
Healthcare System, and disaster preparedness agencies. The broader the 
representation working on the trauma system, the broader the attack base for 
resolution. 

RECOMMENDATIONS 

• Ensure that the Injury Prevention and Emergency Medical Services 
(IPEMS) Section is engaged in planning with disaster preparedness, 
emergency management, and public health functions for integration of 
the trauma system . 
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Financing 

Purpose and Rationale 

Trauma systems need sufficient funding to plan, implement, and evaluate a 
statewide or regional system of care. All components of the trauma system need 
funding, including prehospital, acute care facilities, rehabilitation, and prevention 
programs. Lead agency trauma system management requires adequate funding 
for daily operations and other important activities such as advisory committee 
meetings, development of regulations, data collection, performance 
improvement, and public awareness and education. Adequate funding to support 
the operation of trauma centers and their state of readiness to care for seriously 
injured patients within the state or region is essential. The financial health of the 
trauma system is essential for ensuring its integrity and its improvement over 
time. 

The trauma system lead agency needs a process for assessing its own financial 
health, as well as that of the trauma system. A trauma system budget should be 
prepared, and costs should be reported by each component, if possible. Routine 
collection of financial data from all participating health care facilities is 
encouraged to fully identify the costs and revenues of the trauma system, 
including costs and revenues pertaining to patient care, administrative, and 
trauma center operations. When possible, the lead agency financial planning 
should integrate with the budgets and costs of the EMS system and disaster, 
rehabilitation, and prevention programs to enable development of a 
comprehensive financial health report. 

Trauma system financial planning should be related to the trauma plan outcome 
measures (for example, patient outcome measures such as mortality rates, 
length of stay, and quality-of-life indicators). Such information may demonstrate 
the value added by having a trauma system in place. 

OPTIMAL ELEMENTS 

I. Sufficient resources, including financial and infrastructure-related, support 
system planning, implementation, and maintenance. (8-204) 

a. Financial resources exist that support the planning, implementation, and 
ongoing management of the administrative and clinical care components 
of the trauma system. (I 204.2) 

b. Designated funding for trauma system infrastructure support (lead agency) 
is legislatively appropriated. (1-204.3) 
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c. Operational budgets (system administration and operations, facilities 
administration and operations, and EMS administration and operations) 
are aligned with the trauma system plan and priorities. (1-204.4) 

II. The financial aspects of the trauma systems are integrated into the overall 
performance improvement system to ensure ongoing fine tuning and cost­
effectiveness. (8-309) 

a. Collection and reimbursement data are submitted by each agency or 
institution on at least an annual basis. Common definitions exist for 
collection and reimbursement data and are submitted by each agency. 
(1-309.2) 

CURRENT STATUS 

Although Alaska has no designated state funding for the development and 
maintenance of a statewide trauma system, the IPEMS Section has been 
creative in leveraging funding to support various aspects of the trauma system. 
The IPEMS Section receives significant funding from several sources (primarily 
federal grants and other state allocations) that is being used to support the 
state's efforts to maintain the trauma system. However, many of these funding 
sources will only provide short term assistance. The current funding sources 
include the following: 

• Community Health Grants to support Community Health Aide Training and 
medical supervision of the community health aides throughout the state 
based on a formula defined in AS 18.28.010. 

• Rural Health Flexibility Funding is used to provide trauma training to 
Critical Access Hospitals and emergency services. 

• The state provides capital project funding to support the communication 
needs of emergency responders for the maintenance and replacement of 
communications equipment. 

• HRSA's Emergency Medical Services for Children program funding pays a 
portion of the salary support for the individual filling the part-time trauma 
manager position. 

• Centers for Disease Control (CDC) Disaster Preparedness funds were 
used to pay for the ACS-COT trauma system consultation visit. 

• NIOSH provides funding for one FTE and two contractors to support the 
trauma registry . 
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• Federal Emergency Preparedness Grants are pass-through funds used to 
develop and implement fire and burn injury prevention strategies. 
Recipients include the Municipality of Anchorage, the Alaska Native Tribal 
Health Consortium, and the Alaska State Hospital and Nursing Home 
Association. 

• The state also provides funding to local agencies from the Code Blue 
Project Funds to provide EMS equipment and ambulances for local 
communities. With the assistance of the Department of Agriculture 
(USDA), the Rasmusson Foundation, and the Denali Commission, 
approximately $14 million was received to provide new EMS equipment in 
2008. A local match is required for the foundation funding and is key to the 
success of the project. 

• The state also provides resources to regional EMS agencies to develop a 
comprehensive EMS system as outlined in the Alaska EMS Goals 
document. 

Currently, the state does not employ either the State EMS Medical Director or a 
Trauma Medical Director. However, they contract with an MD, on a part-time 
basis to, serve as the State EMS Medical Director. State funding to support EMS 
and trauma system medical direction is critical to the development and 
maintenance of a statewide inclusive trauma system . 

The state does not charge fees for the designation of trauma center site visits. 
However, charging a fee for trauma center certification/designation would likely 
go directly to the state general fund due to the state's constitutional requirement 
prohibiting dedicated funds for program support. In addition, given the fact that 
trauma center certification/designation is currently voluntary, charging fees may 
be an impediment to implementing the state's inclusive trauma system. 

Levels I-III trauma centers are verified by the ACS after which the state 
certifies/designates them as trauma centers at these levels. Level IV 
certifications/designations are conducted by the IPEMS based on meeting the 
criteria of the ACS Committee on Trauma. No state funding is available to 
support trauma center readiness or uncompensated care. 

The trauma registry includes a mechanism to collect financial data regarding 
trauma patients, and all the hospitals participate in the registry. The data are not 
submitted from all hospitals in a timely manner, and the information is not 
currently being used for financial planning or evaluation of the statewide system . 
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RECOMMENDATIONS 

• Provide state funding to hire a fulltime trauma system manager. 

• Provide state funding to ensure sufficient medical direction for the trauma 
and EMS programs. 

• Determine a method of providing financial support for hospitals 
certified/designated by the state as trauma centers to assist with 
uncompensated care and the cost of readiness. 

• Encourage the use of FLEX grant funding for the preparation of eligible 
facilities to become certified/designated as Level IV trauma centers. 
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Trauma System Assurance 

Prevention and Outreach 

Purpose and Rationale 

Trauma systems must develop prevention strategies that help control injury as 
part of an integrated, coordinated, and inclusive trauma system. The lead agency 
and providers throughout the system should be working with business 
organizations, community groups, and the public to enact prevention programs 
and prevention strategies that are based on epidemiologic data gleaned from the 
system. 

Efforts at prevention must be targeted for the intended audience, well defined, 
and structured, so that the impact of prevention efforts is systemwide. The 
implementation of injury control and prevention requires the same priority as 
other aspects of the trauma system, including adequate staffing, partnering with 
the community, and taking advantage of outreach opportunities. Many systems 
focus information, education, and prevention efforts directly to the general public 
(for example, restraint use, driving while intoxicated). However, a portion of these 
efforts should be directed toward emergency medical services (EMS) and trauma 
care personnel safety (for example, securing the scene, infection control). 
Collaboration with public service agencies, such as the department of health is 
essential to successful prevention program implementation. Such partnerships 
can serve to synergize and increase the efficiency of individual efforts. Alliances 
with multiple agencies within the system, hospitals, and professional 
associations, working toward the formation of an injury control network, are 
beneficial. 

Activities that are essential to the development and implementation of injury 
control and prevention programs include the following: 

• A needs assessment focusing on the public information needed for media 
relations, public officials, general public, and third-party payers, thus ensuring a 
better understanding of injury control and prevention 
• A needs assessment for the general medical community, including physicians, 
nurses, prehospital care providers, and others concerning trauma system and 
injury control information 
• Preparation of annual reports on the status of injury prevention and trauma care 
in the system 
• Trauma system databases that are available and usable for routine public 
health surveillance 
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OPTIMAL ELEMENTS 

I. The lead agency informs and educates state, regional, and local constituencies 
and policy makers to foster collaboration and cooperation for system 
enhancement and injury control. (B-207) 

a. The trauma system leaders (lead agency, advisory committees, and 
others) inform and educate constituencies and policy makers through 
community development activities, targeted media messaging, and active 
collaborations aimed at injury prevention and trauma system development. 
(1-207.2) 

II. The jurisdictional lead agency, in cooperation with other agencies and 
organizations, uses analytic tools to monitor the performance of population based 
prevention and trauma care services. (B-304) 

a. The lead agency, along with partner organizations, prepares annual 
reports on the status of injury prevention and trauma care in state, 
regional, or local areas. (1-304.1) 

III. The lead agency ensures that the trauma system demonstrates prevention 
and medical outreach activities within its defined service area. (B-306) 

a. The trauma system is active within its jurisdiction in the evaluation of 
community based activities and injury prevention and response programs. 
(1-306.2) 

b. The effect or impact of outreach programs (medical and community 
training and support and prevention activities) is evaluated as part of a 
system performance improvement process. (1-306.3) 

CURRENT STATUS 

The state is to be commended for recognizing the significant problem and impact 
of injury on Alaskans. The IPEMS Section within DHSS is the primary focus area 
for injury epidemiology and injury prevention in the state. Numerous programs 
and sources of funding from other agencies and from grant funding (e.g., NIOSH, 
Maternal and Child Health, Department of Highway Safety, Medicaid, and CDC) 
support injury program efforts. Documents provided to the consultant team 
identified an injury program manager and 8 additional staff members in IPEMS . 
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The state has numerous groups with which it works successfully to implement 
injury prevention programs. The Alaska Native Tribal Health Consortium Injury 
Prevention Program works to develop and disseminate culturally appropriate 
injury prevention programs. Acute care facilities were reported to be 
implementing brief alcohol screening and intervention programs. 
The Alaska Injury Prevention Center is an example of a coalition formed to 
promote injury prevention outreach by the Anchorage acute care facilities. This 
center has progressed beyond its original Anchorage outreach focus to become 
a nonprofit organization that can develop, implement, and evaluate injury 
program interventions across the entire state. 

The state has been an acknowledged leader in the development of injury 
prevention programs, such as the Kids Don't Float program that has reduced 
drowning deaths among children. This program is now sustained through 
partnerships with the Coast Guard and SafeKids. The state often serves as a 
facilitator for injury program implementation through its many partnerships, such 
as Injury Prevention in a Bag with EMTs in small communities. Information about 
16 injury mechanisms, their prevention strategies, and resources for injury 
prevention programs are available on the IPEMS website. 

Several state agencies collaborate with IPEMS in conducting injury surveillance 
and in implementing injury prevention strategies, such as the Alaska Marine 
Safety and Education Association, Alaska Highway Safety Office, Alaska Division 
of Fire and Life Safety. 

The EMS Goals document describes the importance of implementing injury 
prevention programs in all communities across the state. Injury prevention 
education is targeted to prehospital providers during the annual EMS conference, 
and continuing medical education units are provided. Prehospital providers have 
been engaged in implementing the Injury in a Bag program as well as other injury 
prevention programs. 

The focus of the state and its extensive programming for primary injury 
prevention is exemplary. Injury prevention is an important component of the 
trauma system. An opportunity now exists to expand the primary injury 
prevention focus to the broader concept of injury control so that this emphasis 
can be integrated with the future state trauma system. 

RECOMMENDATIONS 

• Ensure representation of an injury prevention representative on the Alaska 
Trauma Advisory Council (ATAC). 

• Incorporate the concept of "injury control" into the prevention activities to 
raise awareness of the need for a comprehensive and integrated trauma 
system. 
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Emergency Medical Services 

Purpose and Rationale 

The trauma system includes, and/or interacts with, many different agencies, 
institutions, and systems. The EMS system is one of the most important of these 
relationships. EMS is often the critical link between the injury-producing event 
and definitive care at a trauma center. Even though at its inception the EMS 
system was a very broad system concept, over time, EMS has come to be 
recognized as the pre hospital care component of the larger emergency health 
care system. It is a complex system that not only transports patients, but also 
includes public access, communications, personnel, triage, data collection, and 
quality improvement activities. 

The EMS system medical director must have statutory authority to develop 
protocols, oversee practice, and establish a means of ongoing quality 
assessment to ensure the optimal provision of prehospital care. If not the same 
individual, the EMS system medical director must work closely with the trauma 
system medical director to ensure that protocols and goals are mutually aligned. 
The EMS system medical director must also have ongoing interaction with EMS 
agency medical directors at local levels, as well as the state EMS for Children 
program, to ensure that there is understanding of and compliance with trauma 
triage and destination protocols. 

Ideally, a system should have some means of ensuring whether resources meet 
the needs of the population. To achieve this end, a resource and needs 
assessment evaluating the availability and geographic distribution of EMS 
personnel and physical resources is important to ensure a rapid and appropriate 
response. This assessment includes a detailed description of the distribution of 
ground ambulance and air medical locations across the region. Resource 
allocations must be assessed on a periodic basis as needs dictate a 
redistribution of resources. In communities with full-time paid EMS agencies, 
ambulances should be positioned according to predictable geographic or 
temporal demands to optimize response efficiencies. Such positioning schemes 
require strong prehospital data collection systems that can track the location of 
occurrences over time. Periodic assessment of dispatch and transport times will 
also provide insight into whether resources are consistent with needs . 
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Each region should have objective criteria dictating the level of response 
(advanced life support [ALS], basic life support [BLS]), the mode of transport, and 
the disposition of the patient based on the location of the incident and the 
severity of injury. A mechanism for case-based review of trauma patients that 
involves prehospital and hospital providers allows bidirectional information 
sharing and continuing education, ensuring that expectations are met at both 
ends. Ongoing review of triage and treatment decisions allows for continuing 
quality improvement of the triage and prehospital care protocols. A more detailed 
discussion of in-field (primary) triage criteria is provided in the section titled: 
System Coordination and Patient Flow. 

Human Resources 
Periodic workforce assessments of EMS should be conducted to ensure 
adequate numbers and distribution of personnel. EMS, not unlike other health 
care professions, experiences shortages and misdistribution of personnel. Some 
means of addressing recruitment, retention, and engagement of qualified 
personnel should be a priority. It is critical that trauma system leaders work to 
ensure that prehospital care providers at all levels attain and maintain 
competence in trauma care. Maintenance of competence should be ensured by 
requiring standards for credentialing and certification and specifying continuing 
educational reqUirements for all prehospital personnel involved in trauma care. 
The core curricula for First Responder, Emergency Medical Technician (EMT) 
Basic, EMT-Intermediate, EMT Paramedic, and other levels of prehospital 
personnel have an essential orientation to trauma care for all ages. However, 
trauma care knowledge and skills need to be continuously updated, refined, and 
expanded through targeted trauma care training such as Prehospital Trauma Life 
Support®, Basic Trauma Life Support®, and age-specific courses. Mechanisms 
for the periodic assessment of competence, educational needs, and education 
availability within the system should be incorporated into the trauma system plan. 

Systems of excellence also encourage EMS providers to go beyond meeting 
state standards for agency licensure and to seek national accreditation. National 
accreditation standards exist for ground-based and air medical agencies, as well 
as for EMS educational programs. In some states, agency licensure 
requirements are waived or substantially simplified if the EMS agency maintains 
national accreditation. 

EMS is the only component of the emergency health care and trauma system 
that depends on a large cadre of volunteers. In some states, substantially more 
than half of all EMS agencies are staffed by volunteers. These agencies typically 
serve rural areas and are essential to the provision of immediate care to trauma 
patients, in addition to provision of efficient transportation to the appropriate 
facility. In some smaller facilities, EMS personnel also become part of the 
emergency resuscitation team, augmenting hospital personnel. The trauma care 
system program should reach out to these volunteer agencies to help them 
achieve their vital role in the outcome of care of trauma patients. However, it 
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must be noted that there is a delicate balance between expecting quality 
performance in these agencies and placing unrealistic demands on their 
response capacity. In many cases, it is better to ensure that there is an optimal 
BLS response available at all times rather than a sporadic or less timely 
response involving ALS personnel. Support to volunteer EMS systems may be in 
the form of quality improvement activities, training, clinical opportunities, and 
support to the system medical director. 

Owing to the multidisciplinary nature of trauma system response to injury, 
conferences that include all levels of providers (for example, prehospital 
personnel, nurses, and physicians) need to occur regularly with each level of 
personnel respected for its role in the care and outcome of trauma patients. 
Communication with and respect for prehospital providers is particularly 
important, especially in rural areas where exposure to major trauma patients 
might be relatively rare. 

Integration of EMS Within the Trauma System 
In addition to its critical role in the prehospital treatment and transportation of 
injured patients, EMS must also be engaged in assessment and integration 
functions that include the trauma system and also public health and other public 
safety agencies. EMS agencies should have a critical role in ensuring that 
communication systems are available and have sufficient redundancy so that 
trauma system stakeholders will be able to assess and act to limit death and 
disability at the single patient level and at the population level in the case of mass 
casualty incidents (MCls). Enhanced 911 services and a central communication 
system for the EMS/trauma system to ensure field-to-facility bidirectional 
communications, interfacility dialogue, and all-hazards response communications 
among all system participants are important for integrating a system's response. 
Wireless communications capabilities, including automatic crash notification, hold 
great promise for quickly identifying trauma-producing events, thereby reducing 
delays in discovery and decreasing prehospital response intervals. 

Further integration might be accomplished through the use of EMS data to help 
define high-risk geographic and demographic characteristics of injuries within a 
response area. EMS should assist with the identification of injury prevention 
program needs and in the delivery of prevention messages. EMS also serves a 
critical role in the development of all-hazards response plans and in the 
implementation of those plans during a crisis. This integration should be provided 
by the state and regional trauma plan and overseen by the lead agency. EMS 
should participate through its leadership in all aspects of trauma system design, 
evaluation, and operation, including policy development, public education, and 
strategic planning . 
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OPTIMAL ELEMENTS 

I. The trauma system is supported by an EMS system that includes 
communications, medical oversight, prehospital triage, and transportation; the 
trauma system, EMS system, and public health agency are well integrated. 
(8-302) 

a. There is well-defined trauma system medical oversight integrating the 
specialty needs of the trauma system with the medical oversight for the 
overall EMS system. (1-302.1) 

b. There is a clearly defined, cooperative, and ongoing relationship between 
the trauma specialty physician leaders (for example, trauma medical 
director within each trauma center) and the EMS system medical director. 
(1-302.2) 

c. There is clear-cut legal authority and responsibility for the EMS system 
medical director, including the authority to adopt protocols, to implement a 
performance improvement system, to restrict the practice of prehospital 
care providers, and to generally ensure medical appropriateness of the 
EMS system. (1-302.3) 

d. The trauma system medical director is actively involved with the 
development, implementation, and ongoing evaluation of system dispatch 
protocols to ensure they are congruent with the trauma system design. 
These protocols include, but are not limited to, which resources to 
dispatch, for example, ALS versus BLS, air ground coordination, early 
notification of the trauma care facility, pre-arrival instructions, and other 
procedures necessary to ensure that resources dispatched are consistent 
with the needs of injured patients. (1-302.4) 

e. The retrospective medical oversight of the EMS system for trauma triage, 
communications, treatment, and transport is closely coordinated with the 
established performance improvement processes of the trauma system. 
(1-302.5) 

f. There is a universal access number for citizens to access the EMS/trauma 
system, with dispatch of appropriate medical resources. There is a central 
communication system for the EMS/trauma system to ensure field- to­
facility bidirectional communications, interfacility dialogue, and all-hazards 
response communications among all system participants. (1-302.7) 

g. There are sufficient and well-coordinated transportation resources to 
ensure that EMS providers arrive at the scene promptly and expeditiously 
transport the patient to the correct hospital by the correct transportation 
mode. (1-302.8) 
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II. The lead trauma authority ensures a competent workforce. (8-310) 

a. In cooperation with the prehospital certification and licensure authority, set 
guidelines for prehospital personnel for initial and ongoing trauma training, 
including trauma-specific courses and courses that are readily available 
throughout the state. (1-310.1) 

b. In cooperation with the prehospital certification and licensure authority, 
ensure that prehospital personnel who routinely provide care to trauma 
patients have a current trauma training certificate, for example, 
Prehospital Trauma Life Support or Basic Trauma Life Support and others, 
or that trauma training needs are driven by the performance improvement 
process. (1-310.2) 

c. Conduct at least 1 multidisciplinary trauma conference annually that 
encourages system and team approaches to trauma care. (1-310.9) 

III. The lead agency acts to protect the public welfare by enforcing various laws, 
rules, and regulations as they pertain to the trauma system. (8-311) 

a. Incentives are provided to individual agencies and institutions to seek 
state or nationally recognized accreditation in areas that will contribute to 
overall improvement across the trauma system, for example, Commission 
on Accreditation of Ambulance Services for prehospital agencies, Council 
on Allied Health Education Accreditation for training programs, and 
American College of Surgeons (ACS) verification for trauma facilities. 
(1-311.6) 

CURRENT STATUS 

The lead agency for Alaska EMS is the IPEMS Section under the authority of the 
DHSS. The EMS system is comprised of seven EMS regions that span a huge 
geographic area with extreme terrain and weather variations. These regions 
receive varying degrees of funding from the state. The state has approximately 
3,300 Emergency Medical Technicians (EMTs), 175 Mobile Intensive Care 
Paramedics (MICPs) and unknown numbers of first responders. 

When injured or ill patients require treatment not available locally, they may be 
transported by ground (ambulance, privately owned vehicle, snow machine, dog 
sled), by water (U.S. Coast Guard, fishing boat) or air (rotor or fixed wing, 
medical private or commerCial). EMS ground services in Alaska include five BLS, 
39 ALS with occasional BLS, and 33 ALS services. Air medical services include 
eight Medevac and 10 Critical Care Air Ambulance services with one service also 
certified as a Perinatal Specialty Air Medical Transport Service. Each of the 
regional hub cities has at least one air medical service. There are approximately 
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180 certified and uncertified first responder services across the state, however 
not all communities are covered. 

EMT levels are as follows: 

• EMT I (EMT Basic, 1994 U.S. Department of Transportation (DOT) 
National Standard Curriculum (NSC) with medication module but not 
manual defibrillation or advanced airway module); 

• EMT II (EMT I plus 50 additional hours of training; exceeds EMT 
Intermediate 85, can administer intravenous fluids (5% dextrose in water, 
crystalloid volume-replacement solutions) and selected medications (50% 
dextrose in water and naloxone hydrochloride); 

• EMT III (EMT I plus EMT II plus 50 hours of additional training; can 
administer EMT II medications plus lidocaine, atropine, morphine, and 
epinephrine 1: 1 000/1: 1 0,000; apply electrodes, monitor cardiac activity 
and provide countershock for ventricular fibrillation and pulseless 
ventricular tachycardia). 

• Defibrillator Technician training is available for EMT I and II levels that 
allows them to perform manual defibrillation . 

EMT levels II and III function under direct or indirect supervision of a physician, 
and if they do not have a medical director they must function at the EMT I level. 
EMT I, II and III personnel are certified by the IPEMS Section. The local medical 
director may expand the scope of an EMT I, II or III after approval by the IPEMS 
Section and submission of a training and evaluation plan. The local medical 
director is responsible for the expanded care provided. 

The Mobile Intensive Care Paramedic (MICP) is licensed by the Alaska State 
Medical Board which requires completion of training that follows the U.S. DOT 
NSC for paramedics, successful completion of the National Registry paramedic 
examination, and obtaining a physician sponsor approved by the Alaska State 
Medical Board. 

First Responders are not certified by the state, including the Alaska Emergency 
Trauma Technician (ETT). The ETT is trained via a 44 hour course developed by 
the Public Safety Academy to cover emergency trauma care, medical 
communication, and Medevac preparations. 

Most isolated communities have Community Health Aids (CHA) who are trained 
and function as the primary care provider either under the distant supervision of a 
physician or the direct supervision of a nurse practitioner or physician assistant 
located in the community. CHA's are First Responder or ETT trained with many 
at the EMT I level or higher. Due to the limited access to roads and a 
transportation system that depends on air or water and good weather, the injured 

50 



• 

• 

• 
2909 

patient may be in the care of the CHA for up to 72 hours. It is essential that 
these communities have optimal communications capabilities for access to 
physicians and regional medical facilities. Due to the high turnover rate of the 
CHAs, the state will need to continue to make training programs available so this 
level of care can continue to be provided in these isolated communities. 

The state contracts with an emergency physician on an as needed basis to 
perform selected duties of the state EMS medical director, and a federally-funded 
Alaska Native Health Service Medical Director oversees the Indian Health 
Service/Public Health Service medical directors. Regional and local physician 
medical directors are largely volunteers. A regional or local medical director for 
state certified EMT II or III personnel, training programs or courses (EMT II, EMT 
III or manual defibrillator technician training) or for a service (basic life support 
(BLS), advanced life support (ALS) or air medical) must be an Alaska licensed 
physician or a physician working in the regular medical service of the U.S. Armed 
Services or the U.S. Public Health Service. The medical director must participate 
in an orientation provided by the IPEMS Section within one year after accepting 
the responsibility of medical direction. Medical directors of an ALS ground service 
or air medical service have additional requirements. 

Medical director responsibilities for the certified EMT include the following: 

• supervise the medical care, 

• establish and annually review treatment protocols, 

• approve advanced life support standing orders for each state-certified 
EMT, 

• provide quarterly critiques of patient care, 

• schedule quarterly on-site supervision, and 

• approve a program of continuing medical education for each state-certified 
EMT supervised. 

The licensed MICP functions under a physician sponsor as noted above. While 
the responsibilities of the medical director of an MICP service are defined, the 
responsibility of the physician sponsor for the individual MICP is not. The IPEMS 
Section suggests that the MICP physician sponsor should follow the guidelines 
outlined for medical directors of certified EMTs. Local and regional EMS medical 
directors are provided liability coverage for their EMS duties, but their time is not 
compensated by the state. 

Resources for regional and local EMS medical directors include an Alaska 
Medical Director's Handbook, a physiCian track during the annual State EMS 
Symposium, and an EMS Medical Directors' meeting during the symposium, both 
facilitated by the state EMS medical director. 
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Online medical direction for EMS providers in rural and remote locations is 
provided by the hospital or clinic in that region via phone (some locations have 
limited telemedicine capability). Often the communications system is solely 
dependent on satellite access. The regional facility will decide on patient 
disposition and help arrange transport to the most appropriate health care facility. 
Patient transport may involve multiple transfers requiring various modes of travel. 

Alaska's 27 largest communities have Enhanced 911 services. Wireless E-911 is 
available in Anchorage and Juneau with limited availability in Fairbanks and 
Kenai. The service is Phase II compliant (Phase II rules require wireless carriers 
to begin providing more precise Automatic Location Identification). Alaska has 
uniform minimum standards for training and certification of Emergency Medical 
Dispatchers. 

RECOMMENDATIONS 

• Develop a central coordination center for statewide air medical 
resources that will maintain an updated registry of all medical 
aircraft to include medical services and flight characteristics (i.e. 
load capacity, instrument rating, landing requirements, etc); and to 
monitor the availability and location of air resources . 

• Continue to support the Emergency Trauma Technician training and 
maximize course availability. 

• Develop a program of prehospital continuing education for trauma that 
includes special populations such as geriatrics and pediatrics. 

• Develop a medical director's listserv as a method to disseminate 
information in a timely manner and encourage interaction among medical 
directors. 

• Continue to develop a National EMS Information System (NEMSIS) -
compliant electronic EMS database to support evaluation of the EMS 
system and as a quality improvement tool for patient care . 
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Definitive Care Facilities 

Purpose and Rationale 

Inclusive trauma systems are the systems that include all acute health care 
facilities, to the extent that their resources and capabilities allow and in which the 
patient's needs are matched to hospital resources and capabilities. Thus, as the 
core of a regional trauma system, acute care facilities operating within an 
inclusive trauma system provide definitive care to the entire spectrum of patients 
with traumatic injuries. Acute care facilities must be well integrated into the 
continuum of care, including prevention and rehabilitation, and operate as part of 
a network of trauma-receiving hospitals within the public health framework. All 
acute care facilities should participate in the essential activities of a trauma 
system, including performance improvement, data submission to state or regional 
registries, representation on regional trauma advisory committees, and mutual 
operational agreements with other regional hospitals to address interfacility 
transfer, educational support, and outreach. The roles of all definitive care 
facilities, including specialty hospitals (for example, pediatric, burn, severe 
traumatic brain injury [TBI], spinal cord injury [SCI]) within the system should be 
clearly outlined in the regional trauma plan and monitored by the lead agency. 
Facilities providing the highest level of trauma care are expected to provide 
leadership in education, outreach, patient care, and research and to participate in 
the design, development, evaluation, and operation of the regional trauma 
system. 

In an inclusive system, patients should be triaged to the appropriate facility based 
on their needs and facility resources. Patients with the least severe injuries might 
be cared for at appropriately designated facilities within their community, 
whereas the most severe should be triaged to a level I or II trauma center. In 
rural and frontier systems, smaller facilities must be ready to resuscitate and 
initiate treatment of the major injuries and have a system in place that will allow 
for the fastest, safest transfer to a higher level of care. 

Trauma receiving facilities providing definitive care to patients with other than 
minor injuries must be specifically designated by the state or regional lead 
agency and equipped and qualified to do so at a level commensurate with injury 
severity. To assess and ensure that injury type and severity are matched to the 
qualifications of the facilities and personnel providing definitive care, the lead 
agency should have a process in place that reviews and verifies the qualifications 
of a particular facility according to a specific set of resource and quality 
standards. This criteria-based process for review and verification should be 
consistent with national standards and be conducted on a periodiC cycle as 
determined by the lead agency. When centers do not meet set standards, there 
should be a process for suspension, probation, revocation, or dedesignation . 
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Designation by the lead agency should be restricted to facilities meeting criteria 
or statewide resource and quality standards and based on patient care needs of 
the regional trauma system. There should be a well-defined regulatory 
relationship between the lead agency and designated trauma facilities in the form 
of a contract, guidelines, or memorandum of understanding. This legally binding 
document should define the relationships, roles, and responsibilities between the 
lead agency and the medical leadership from each designated trauma facility. 
The number of trauma centers by level of designation and location of acute care 
facilities must be periodically assessed by the lead agency with respect to patient 
care needs and timely access to definitive trauma care. There should be a 
process in place for augmenting and restricting, if necessary, the number and/or 
level of acute care facilities based on these periodic assessments. The trauma 
system plan should address means for improving acute care facility participation 
in the trauma system, particularly in systems in which there has been difficulty 
addressing needs. 

Human Resources 
The ability to deliver high-quality trauma care is highly dependent on the 
availability of skilled human resources. Therefore, it is critical to assess the 
availability and educational needs of providers on a periodic basis. Because 
availability, particularly of subspecialty resources, is often limited, some means of 
addressing recruitment, retention, and engagement of qualified personnel should 
be a priority. At this time, there are no fellowship trained trauma surgeons in 
Alaska. Periodic workforce assessments should be conducted. Maintenance of 
competence should be ensured by requiring standards for credentialing and 
certification and specifying continuing educational requirements for physicians 
and nurses providing care to trauma patients. Mechanisms for the periodic 
assessment of ancillary and subspecialty competence, educational needs, and 
availability within the system for all designated facilities should be incorporated 
into the trauma system plan. The lead trauma centers in rural areas will need to 
consider teleconferencing and telemedicine to assist smaller facilities in providing 
education on regionally identified needs. In addition, lead trauma centers within 
the region should assist in meeting educational needs while fostering a team 
approach to care through annual educational multidisciplinary trauma 
conferences. These activities will do much to foster a sense of teamwork and a 
functionally inclusive system. 

Integration of Designated Trauma Facilities Within the Trauma System 
Designated trauma facilities must be well integrated into all other facets of an 
organized system of trauma care, including public health systems and injury 
surveillance, prevention, EMS and prehospital care, disaster preparedness, 
rehabilitation, and system performance improvement. This integration should be 
provided by the state and/or regional trauma plan and overseen by the lead 
agency . 
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Each designated acute care facility should participate, through its trauma 
program leadership, in all aspects of trauma system design, evaluation, and 
operation. This participation should include policy and legislative development, 
legislative and public education, and strategic planning. In addition, the trauma 
program and subspecialty leaders should provide direction and oversight to the 
development, implementation, and monitoring of integrated protocols for patient 
care used throughout the system (for example, TBI guidelines used by 
prehospital providers and nondesignated transferring centers), including region 
specific primary (field) and secondary (early transfer) triage protocols. The 
highest level trauma facilities should provide leadership of the regional trauma 
committees through their trauma program medical leadership. These medical 
leaders, through their activities on these committees, can assist the lead agency 
and help ensure that deficiencies in the quality of care within the system, relative 
to national standards, are recognized and corrected. Educational outreach by 
these higher level centers should be used when appropriate to help achieve this 
goal. 

OPTIMAL ELEMENTS 

I. Acute care facilities are integrated into a resource efficient, inclusive network 
that meets required standards and that provides optimal care for all injured 
patients. (B-303) 

a. The trauma system plan has clearly defined the roles and responsibilities 
of all acute care facilities treating trauma and of facilities that provide care 
to specialty populations (for example, bum, pediatric, SCI, and others). 
(1-303.1) 

II. To maintain its state, regional, or local designation, each hospital will 
continually work to improve the trauma care as measured by patient outcomes. 
(B-307) 

a. The trauma system engages in regular evaluation of all licensed acute 
care facilities that provide trauma care to trauma patients and of 
designated trauma hospitals. Such evaluation involves independent 
external reviews. (1-307.1) 

III. The lead trauma authority ensures a competent workforce. (B-310) 

a. As part of the established standards, set appropriate levels of trauma 
training for nursing personnel who routinely care for trauma patients in 
acute care facilities. (1-310.3) 

b. Ensure that appropriate, approved trauma training courses are provided 
for nursing personnel on a regular basis. (1-310.4) 
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c. In cooperation with the nursing licensure authority, ensure that all nursing 
personnel who routinely provide care to trauma patients have a trauma 
training certificate (for example, Advanced Trauma Care for Nurses, 
Trauma Nursing Core Course, or any national or state trauma nurse 
verification course). As an alternative after initial trauma course 
completion, training can be driven by the performance improvement 
process. (1-310.5) 

d. In cooperation with the physician licensure authority, ensure that 
physicians who routinely provide care to trauma patients have a current 
trauma training certificate of completion, for example, Advanced Trauma 
Life Support® (ATLS®) and others. As an altemative, physicians may 
maintain trauma competence through continuing medical education 
programs after initial ATLS completion. (1-310.8) 

e. Conduct at least 1 multidisciplinary trauma conference annually that 
encourages system and team approaches to trauma care. (1-310.9) 

f. As new protocols and treatment approaches are instituted within the 
system, structured mechanisms are in place to inform all personnel about 
the changes in a timely manner. (1-310-10) 

CURRENT STATUS 

Facilities 

Alaska has an inclusive, voluntary trauma system. There are 24 hospitals, two of 
which are military facilities. Five hospitals are certified/designated trauma 
centers: 

• Level II trauma center: Alaska Native Medical Center 

• Level IV trauma centers: Norton Sound Regional Hospital 
Yukon Kuskokwim Delta Regional Hospital 
Mt. Edgecumbe Hospital 
Sitka Community Hospital 

Harborview Medical Center in Seattle, WA is the Level I trauma center that 
supports Southeast Alaska, and often patients from other areas of the state. 

The hospitals caring for the largest volume of trauma patients are concentrated in 
Anchorage: 

• Alaska Native Medical Center (certified/designated Level II) 

• Providence Alaska Medical Center (not designated), private not-for-profit 

• Alaska Regional Hospital (not designated), for-profit 
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The only other community with more than one hospital is Sitka (Sitka Community 
Hospital and Mt. Edgecumbe Hospital, both level IV trauma centers). 

Large portions of the state are in remote, austere areas with low population, no 
roads and minimal health care availability. These areas are essentially isolated 
in periods of bad weather and must rely on local resources for emergency care 
for extended periods of time. 

For purposes of health care delivery, the two distinct populations in Alaska (not 
including the military), are Native Alaskans and all other Alaskans. Native 
Alaskans generally receive care via the Alaska Tribal Health System/Alaska 
Native Tribal Health Consortium, an integrated network of facilities and providers 
that deliver care to defined beneficiaries. At the local level, community clinics 
staffed by Community Health Aides or mid-level providers are sources of 
healthcare in small communities. These clinics are part of an established referral 
relationship that includes mid-level providers, physicians, regional hospitals, and 
the Alaska Native Medical Center (Level" trauma center), providing the entire 
spectrum of acute trauma care. The community clinics and Community Health 
Aides/mid-level providers assume a significant role for the stabilization and early 
management of trauma patients prior to transport, and when patients cannot be 
transported out to larger facilities because of weather or other conditions. 

Perception of incentives for hospitals to become certified/designated as trauma 
centers vary. The Alaska Tribal Health System/ Alaska Native Tribal Health 
Consortium has recognized the burden of injury on Native Alaskans, leading to 
the support of trauma center certification/designation of the Alaska Native 
Medical Center and some level IV facilities. Despite the financial costs 
associated with verification and certification, participants reported collateral 
benefits of trauma center certification/designation, including contributing to an 
overall elevation of the quality of care at that institution and providing service to 
their community. Although the private non-profit hospitals that serve Alaskans 
recognize that trauma care is an important contribution to the community, these 
facilities are reluctant to pursue certification/designation without the support of 
their medical staffs. 

Human Resources 
Human resources are limited, and significant problems exist for recruitment and 
retention of physicians and nurses. The shortages of physicians and nurses will 
likely worsen in the coming years (Alaska Physician Supply Task Force report, 
2006). Since Alaska has no medical school, the option of "growing our own" 
which has been somewhat successful for other states, will not work without 
strong collaboration with the University of Washington's WWAMI program, 
partnership between the University of Washington School of Medicine and the 
states of Wyoming, Alaska, Montana, and Idaho. For example, there are 
currently no trauma fellowship trained general surgeons in the state, in any 
facility. There are surgeons who do trauma surgery. Alaska Native Medical 
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Center has 3 surgery residents rotating from Phoenix. Providence Alaska 
Medical Center has family practice residents on rotation. 

Several surgical specialties are in jeopardy including pediatric surgery and 
vascular surgery. One of 2 pediatric surgeons in the state has recently retired, 
prompting the remaining pediatric surgeon to make tentative plans to leave 
Alaska. The situation for neurosurgery and orthopedics appears more stable 
with sufficient numbers in Anchorage to support current volumes. Patients 
requiring re-implantation and many requiring burns are transported to centers 
outside Alaska. Among general surgeons taking emergency department call in 
non-designated hospitals with significant trauma volumes, participants expressed 
concern regarding the burden of trauma call and identified emerging requests for 
financial support for taking trauma call. 

Among nurses, high turnover rates and staffing with travelers are commonplace 
challenges. Given the national outlook for nursing shortages, this will likely 
worsen with time. Critical care nurse staffing levels are especially low and 
contribute to bypass decisions. 

Integration of Designated Trauma Facilities Within the Trauma System 
Diversion or inability to accept trauma patients reportedly occurs regularly and 
appears most often due to emergency department capacity issues, ICU bed 
availability, or the lack of staffed beds secondary to nursing shortages. On 
occasion, all 3 emergency departments in Anchorage have closed for trauma at 
the same time, which prompts the automatic re-opening of all the facilities and 
trauma patient transports in rotation. No state data are available to describe the 
frequency of such closings. The impact on EMS has been significant by their 
report, and this is compounded by challenges in communication about the 
rotation schedule. 

Nondesignated hospitals provide the majority of trauma care in Alaska. 
Significant concerns were expressed by Fire and EMS crews regarding 
challenges they have faced when delivering patients to high-volume, 
nondesignated hospitals in Anchorage. Among these concerns expressed were 
that the nondesignated hospitals do not have the "system" in place to bring in the 
personnel resources needed for optimal care in a timely and efficient manner. 

RECOMMENDATIONS 

• Establish, as soon as practical, a second Level II Trauma Center in 
Anchorage in accordance with American College of Surgeons 
Committee on Trauma (ACS-COT) verification criteria to meet the 
existing volume and acuity demands . 
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• Require participation of all acute care hospitals in the trauma system 
within a 2 year time frame with trauma center designation appropriate to 
their capabilities. 

• Study pediatric trauma care needs with the goal of establishing one or 
more centers of excellence in pediatric trauma care. 

• Develop a memorandum of understanding between certified/designated 
hospitals and the state lead agency describing mutual roles and 
responsibilities. 

• Support designated trauma center and affiliated physician readiness/standby 
costs and uncompensated trauma care costs through an identified state 
funding mechanism. 

• Establish a mechanism to routinely track data on emergency department 
closures or bypass, and develop notification plans that include EMS and 
hospital stakeholders. 

• Pursue a focused, well-funded strategy to recruit trauma surgeons and 
trauma prepared nurses to the state. 

• Increase the number of physician resident positions at Alaska hospitals to 
encourage potential candidates to relocate to the state . 
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System Coordination and Patient Flow 

Purpose and Rationale 

To achieve the best possible outcomes, the system must be designed so that the 
right patient is transported to the right facility at the right time. Although on the 
surface this objective seems relatively straightforward, patients, geography, and 
transportation systems often conspire to present significant challenges. The most 
critically injured trauma patient is often easy to identify at the scene by virtue of 
the presence of coma or hypotension. However, in some circumstances, the 
patients requiring the resources of a Level I or II center may not be immediately 
apparent to prehospital providers. Primary or field triage criteria aid providers in 
identifying which patients have the greatest likelihood of adverse outcomes and 
might benefit from the resources of a designated trauma center. Even if the need 
is identified, regional geography or limited air medical (or land) transport services 
might not allow for direct transport to an appropriate facility. 

Primary triage of a patient from the field to a center capable of providing definitive 
care is the goal of the trauma system. However, there are circumstances (for 
example, airway management, rural environments, inclement weather) when 
triaging a patient to a closer facility for stabilization and transfer is the best option 
for accessing definitive care. Patients sustaining severe injuries in rural 
environments might need immediate assessment and stabilization before a long­
distance transport to a trauma center. In addition, evaluation of the patient might 
bring to light severe injuries for which needed care exceeds the resources of the 
initial receiving facility. Some patients might have specific needs that can be 
addressed at relatively few centers within a region (for example, pediatric trauma, 
burns, severe TBI, SCI, and reimplantation). Finally, temporary resource 
limitations might necessitate the transfer of patients between acute care facilities. 

Secondary triage at the initial receiving facility has several advantages in 
systems with a large rural or suburban component. The ability to assess patients 
at non-designated or level III to V centers provides an opportunity to limit the 
transfer of only the most severely injured patients to level I or II facilities, thus 
preserving a limited resource for patients most in need. It also provides patients 
with lesser injuries the possibility of being cared for within their community. 

The decision to transfer a trauma patient should be based on objective, 
prospectively agreed-on criteria. Established transfer criteria and transfer 
agreements will minimize discussions about individual patient transfers, expedite 
the process, and ensure optimal patient care. Delays in transfer might increase 
mortality, complications, and length of stay. A system with an excess of 
transferred patients might tax the resources of the regional trauma facility. 
Conversely, inappropriate retention of patients at centers without adequate 
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facilities or expertise might increase the risk of adverse outcomes. Given the 
importance of timely, appropriate interfacility transfers, the time to transfer, as 
well as the rates of primary and secondary overtriage and undertriage, should be 
evaluated on a regular basis, and corrective actions should be instituted when 
problems are identified. Data derived from tracking and monitoring the timeliness 
of access to a level of trauma care commensurate with injury type and severity 
should be used to help define optimal system configuration. 

A central communications center with real-time access to information on system 
resources greatly facilitates the transfer process. Ideally, this center identifies a 
receiving facility, facilitates dialogue between the transferring and receiving 
centers, and coordinates interfacility transport. 

To ensure that the system operates at the greatest efficiency, it is important that 
patients are repatriated back to community hospitals once the acute phase of 
trauma care is complete. The process of repatriation opens up the limited 
resources available to care for severely injured patients. In addition, it provides 
an opportunity to bring patients back into their local environment where their 
social network might help reintegrate patients into their community. 

OPTIMAL ELEMENTS 

I. The trauma system is supported by an EMS system that includes 
communications, medical oversight, prehospital triage, and transportation; the 
trauma system, EMS system, and public health agency are well integrated. 
(6-302) 

a. There are mandatory systemwide prehospital triage criteria to ensure that 
trauma patients are transported to an appropriate facility based on their 
injuries. These triage criteria are regularly evaluated and updated to 
ensure acceptable and system-defined rates of sensitivity and specificity 
for appropriately identifying a major trauma patient. (1-302.6) 

b. There is a universal access number for citizens to access the EMS/trauma 
system, with dispatch of appropriate medical resources. There is a central 
communications system for the EMS/trauma system to ensure field-to­
facility bidirectional communications, interfacility dialogue, and all-hazards 
response communications among all system participants. (1-302.7) 

c. There is a procedure for communications among medical facilities when 
arranging for interfacility transfers, including contingencies for radio or 
telephone system failure. (1-302.9) 

II. Acute care facilities are integrated into a resource-efficient, inclusive network 
that meets required standards and that provides optimal care for all injured 
patients. (6-303) 
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a. When injured patients arrive at a medical facility that cannot provide the 
appropriate level of definitive care, there is an organized and regularly 
monitored system to ensure that the patients are expeditiously transferred 
to the appropriate system-defined trauma facility. (1-303.4) 

CURRENT STATUS 

In Alaska, prehospital trauma care and patient triage is highly variable and 
dependent on location of injury, regional resources and local protocols. As 
stated in the PRQ: 

"There are no statewide protocols for prehospital triage. The 
Trauma Triage, Transport & Transfer Guidelines developed by the 
Trauma System Planning and Development Task Force in 1993 
and revised in 2002, offers guidelines to assist local EMS agencies 
and hospitals in developing local protocols. The protocols 
themselves are developed locally and approved by their medical 
director." 

Trauma care delivery (as most health care in Alaska) is closely tied to geographic 
location which dictates resources, communication, and transportation. At least 
three distinct areas are identified based on models of trauma care delivery: 

• Bush area: these remote areas are geographically isolated and have 
unique challenges including weather, no roads, and basic health care 
capabilities with few hospitals. 

• Anchorage area: this urban environment is the major population center of 
the state and has several acute care hospitals, advanced infrastructure, 
and system redundancy in several segments. It is the primary health care 
referral area for the state for all Alaskans. 

• Southeast: this area has intermediate capabilities compared to the 2 
areas listed above and has a special relationship with Harborview Medical 
Center (Level I trauma center) in Seattle. 

In addition to the geographic differentiation mentioned above, Alaska health care 
delivery can also be viewed in the context of populations (excluding the military): 

• Native Alaskans: health care delivery to this population occurs across all 
geographic regions and is organized and administered by Alaska Tribal 
Health System/ Alaska Native Tribal Health Consortium, an integrated 
network of facilities and providers that deliver care to Native Alaskans as 
defined beneficiaries . 
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• Alaskans: health care delivery to this population occurs along more typical 
lines and involves a variety of hospitals and providers in varying density 
dependent on location and funding source. 

Care to Native Alaskans and other Alaskans in the bush is overlapping, as many 
Alaskans receive primary and emergency care in Alaska Native clinics and 
hospitals when they are the only resources available. To a degree, some 
overlapping of trauma care for Native Alaskans and other Alaskans occurs within 
the Anchorage hospitals when by-pass or diversion causes a trauma patient to 
be directed to Alaska Native Medical Center or one of the non­
certified/designated hospitals. 

Many remote areas of the state are faced with unique challenges in the provision 
of trauma care. Providers and facilities have demonstrated creativity and 
resourcefulness in their attempt to overcome the problems of distance, limited 
resources, and communication challenges. This innovation and flexibility is to be 
commended, and it has been valuable and necessary. 

In the more urban regions, such as Anchorage, the transition to more organized, 
efficient and coordinated systems of patient flow has not been complete. This 
has been reflected in frustrations expressed by local EMS services, referring 
phYSicians from outlying facilities, and members of the local physician provider 
community. Physicians described the problem of making multiple calls for 
transfer of a patient to an Anchorage hospital. In some cases Anchorage is by­
passed and the patient is sent to Seattle. While there are two pediatric intensive 
care units in Anchorage hospitals, beds are sometimes unavailable, and children 
are sometimes sent to Seattle as well. 

The situation is further complicated by the co-existence in the Anchorage area of 
a higher level of organized trauma care at the Alaska Native Medical Center 
(including a pediatric ICU), while the private not-for-profit hospitals (Providence 
Alaska Medical Center and Alaska Regional Hospital) maintain non­
certified/designated trauma care facilities. All three hospitals serve as regional 
referral facilities for large areas of the state with Providence Alaska Medical 
Center receiving the largest volume of patients, including pediatrics. Local EMS 
as well as referring facilities throughout the state are faced with at least two 
differing sets of referral guidelines and triage criteria (for Native Alaskans and 
other Alaskans), as well as varying abilities to provide care to special populations 
(including burns, pediatrics, and vascular surgery). 

In addition to the lack of statewide triage protocols, the flow of patients within the 
major treating facilities varies greatly. Available trauma registry data from 2006 
show that at the designated Level II hospital, Alaska Native Medical Center, the 
majority of patients are admitted to surgical services. In contrast, at hospitals 
serving Alaskans, such as Providence Alaska Medical Center, which has the 
largest trauma patient volume, substantial numbers of patients are admitted to 
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non-surgical services. With the increase in hospital-based medical specialists 
(e.g., hospitalists), these trends are likely to have become pronounced. The care 
of trauma patients on non-surgical services without an organized trauma service 
is inconsistent with national guidelines, and it likely contributes to inferior 
outcomes such as longer ICU and hospital stays, higher complication and 
mortality rates, lower patient and provider satisfaction scores, and increased 
costs. 

Significant divergence of opinion is apparent among providers at the private 
nonprofit hospitals in Anchorage regarding the need for, and value of, trauma 
center certification/designation and an organized trauma system. Emergency 
physicians expressed the opinion that they are able to deliver all aspects of initial 
care and obtain prompt surgical support, as well as the opinion that there were 
significant deficiencies in the availability and involvement of surgical specialists. 
As noted above, EMS services and referring physicians at outlying facilities 
participating in the TSC supported the latter perspective. Surgeons also 
expressed divided opinions regarding trauma center designation - surgeons at 
designated trauma centers are supportive while those at the non-designated 
facilities expressed serious concerns. Participants indicated that the provision of 
financial support for on-call responsibilities would facilitate the participation of 
private surgeons in meeting the certification/designation standards. The support 
of these groups of physicians would likely facilitate improvements in system 
coordination and patient flow . 

It is recognized that Harborview Medical Center in Seattle provides important 
referral care for Alaska, especially for special populations (e.g., pediatrics, burns, 
reimplantation, and rehabilitation). Patient flow to Harborview appears to be 
relatively straightforward thanks to significant efforts by the receiving facility to 
treat Alaska patients preferentially and by the placement of fixed-wing aircraft in 
Southeast Alaska. 

Within the state there are 79 ground ambulance units, 19 primarily fixed-wing air 
services, as well as civilian, Coast Guard, and military helicopters. Many of 
these units function under very difficult circumstances and succeed because of 
experience and innovation. No central coordinating agency or mechanism to 
manage these resources exists, and no easily accessible resource describing 
runways and equipment that can be used in each location is available. 

Repatriation rarely occurs in this system, particularly for patients treated in 
Seattle. 

RECOMMENDATIONS 

• Implement standardized prehospital triage and trauma activation 
protocols customized to the three response areas (Anchorage, 
Southeast, and the bush). 
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• Preserve the flexibility and encourage the innovation for trauma care that 
exists in the remote regions of the state. 

• Develop an online resource describing available patient transport resources 
across the state. 

• Encourage the adoption of standardized, evidence-based, in-hospital trauma 
team activation protocols. 

• Develop inter-facility transfer criteria to ensure that patients with specialized 
needs are sent to facilities with matching resources. 

• Maintain the existing effective relationship with Harborview Medical Center 
and develop strategies to improve Medicaid funding for transfers . 
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Rehabilitation 

Purpose and Rationale 

As an integral component of the trauma system, rehabilitation services in acute 
care and rehabilitation centers provide coordinated care for trauma patients who 
have sustained severe or catastrophic injuries, resulting in long-standing or 
permanent impairments. Patients with less severe injuries may also benefit from 
rehabilitative programs that enhance recovery and speed return to function and 
productivity. The goal of rehabilitative interventions is to allow the patient to 
retum to the highest level of function, reducing disability and avoiding handicap 
whenever possible. The rehabilitation process should begin in the acute care 
facility as soon as possible, ideally within the first 24 hours. Inpatient and 
outpatient rehabilitation services should be available. Rehabilitation centers 
should have CARF (Commission of Accreditation of Rehabilitation Facilities) 
accreditation for comprehensive inpatient rehabilitation programs, and 
accreditation of specialty centers (SCI and TBI) should be strongly encouraged. 

The trauma system should conduct a rehabilitation needs assessment (including 
specialized programs in SCI, TBI, and for children) to identify the number of beds 
needed and available for rehabilitation in the geographic region. Rehabilitation 
specialists should be integrated into the multidisciplinary advisory committee to 
ensure that rehabilitation issues are integrated into the trauma system plan. The 
trauma system should demonstrate strong linkages and transfer agreements 
between designated trauma centers and rehabilitation facilities located in its 
geographic region (in or out of state). Plans for repatriation of patients, especially 
when rehabilitation centers across state lines are used, should be part of 
rehabilitation system planning. Feedback on functional outcomes after 
rehabilitation should be made available to the trauma centers. 

OPTIMAL ELEMENTS 

I. The lead agency ensures that adequate rehabilitation facilities have been 
integrated into the trauma system and that these resources are made available to 
all populations requiring them. (8-308) 

a. The lead agency has incorporated, within the trauma system plan and the 
trauma center standards, requirements for rehabilitation services, 
including interfacility transfer of trauma patients to rehabilitation centers. 
(1-308.1) 
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b. Rehabilitation centers and outpatient rehabilitation services provide data 
on trauma patients to the central trauma system registry that include final 
disposition, functional outcome, and rehabilitation costs and also 
participate in performance improvement processes. (1-308.2) 

II. A resource assessment for the trauma system has been completed and is 
regularly updated. (8-103) 

a. The trauma system has completed a comprehensive system status 
inventory that identifies the availability and distribution of current 
capabilities and resources. (1-103.1) 

CURRENT STATUS 

While rehabilitation resources are available in Alaska, they are relatively limited 
in scope and capacity. The 20 inpatient rehabilitation beds in Alaska are all in the 
Anchorage (10 at Alaska Regional Hospital and 10 at Providence Alaska Medical 
Center). No pediatric rehabilitation beds for children under age 14 years exist in 
the state. Limited individual outpatient rehabilitation programs exist to support 
defined patient groups (e.g., traumatic brain injury [TBI]) at hospitals and in the 
community. 

Patients with traumatic brain injury (adult and children 14 years and older) 
commonly utilize these rehabilitation beds in Anchorage, while most patients with 
spinal cord injury (SCI) are sent to spinal cord rehabilitation facilities in the lower 
48 states. It was reported that patients wait approximately two days for an 
inpatient rehabilitation bed for TBI, and about 20 days for SCI; however this 
varies by patient status and availability of a funding source. 

Harborview Medical Center in Seattle, WA provides significant support for 
rehabilitation services to injured patients from Alaska, including pediatric patients. 
This relationship is longstanding and well-developed, especially with acute care 
facilities in the Southeastern Alaska. Because Alaska Medicaid reimbursement 
rates are reportedly lower than Washington Medicaid rates, much of the care 
provided to patients with Alaska Medicaid transferred to Seattle is 
uncompensated or undercompensated. 

Repatriation of patients transferred to rehabilitation centers is difficult and 
complicated by many variables (e.g., the cost of travel home, finding a physician 
to assume care responsibility). It was reported that patients transported out-of­
state for rehabilitation frequently do not return to Alaska and that patients who 
are brought to Anchorage for rehabilitation services are likely to remain in the 
area . 
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No state data are available to evaluate the status of rehabilitation in Alaska. No 
needs assessment has been conducted to identify the rehabilitation needs of 
trauma patients in the state. Few data describe utilization, ultimate outcomes and 
dispositions of trauma patients requiring rehabilitation services. It is not clear that 
efforts are being made to include rehabilitation data and patient outcomes in the 
state trauma registry. 

No rehabilitation specialist (physiatrist) sits on the TSRC. 

RECOMMENDATIONS 

• Include rehabilitation outcomes in the trauma registry. 

• Perform a needs assessment for rehabilitation of trauma patients in 
Alaska. 

• Develop a comprehensive plan to provide a continuum of rehabilitation 
services from acute care settings to inpatient rehabilitation to outpatient 
services, especially for traumatic brain injury, spinal cord injury, and 
pediatric trauma. 

• Appoint a rehabilitation specialist to membership in the newly formed 
Alaska Trauma Advisory Committee (ATAC) . 

• Encourage rehabilitation centers to attain CARF (Commission of 
Accreditation of Rehabilitation Facilities) accreditation. 

• Evaluate repatriation options for patients transferred to Anchorage or 
out-of-state . 
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Disaster Preparedness 

Purpose and Rationale 

As critically important resources for state, regional, and local responses to Mels, 
the trauma system and its trauma centers are central to disaster preparedness. 
Trauma system leaders need to be actively involved in public health 
preparedness planning to ensure that trauma system resources are integrated 
into the state, regional, and local disaster response plans. Acute care facilities 
(sometimes including one or more trauma centers) within an affected community 
are the first line of response to an Mel. However, an Mel may result in more 
casualties than the local acute care facilities can handle, requiring the activation 
of a larger emergency response plan with support provided by state and regional 
assets. 

For this reason, the trauma system and its trauma centers must conduct a 
resource assessment of its surge capacity to respond to Mels. The resource 
assessment should build on and be coupled to a hazard vulnerability analysis. An 
assessment of the trauma system's response to simulated incident or tabletop 
drills must be conducted to determine the trauma system's ability to respond to 
Mels. Following these assessments, a gap analysis should be conducted to 
develop statewide Mel response resource standards. This information is 
essential for the development of an emergency management plan that includes 
the trauma system. 

Planning and integration of the trauma system with plans of related systems 
(public health, EMS, and emergency management) are important because of the 
extensive impact disasters have on the trauma system and the value of the 
trauma system in providing care. Relationships and working cooperation between 
the trauma system and public health, EMS, and emergency management 
agencies support the provision of assets that enable a more rapid and organized 
disaster response when an event occurs. For example, the EMS emergency 
preparedness plan needs to include the distribution of severely injured patients to 
trauma centers, when possible, to make optimal use of trauma center resources. 
This plan could optimize triage through directing less severely injured patients to 
lower level trauma centers or nondesignated facilities, thus allowing resources in 
trauma centers to be spared for patients with the most severe injuries. In 
addition, the trauma system and its trauma centers will be targeted to receive 
additional resources (personnel, equipment, and supplies) during major Mels . 
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Mass casualty events and disasters are chaotic, and only with planning and drills 
will a more organized response be possible. Simulation or tabletop drills provide 
an opportunity to test the emergency preparedness response plans for the 
trauma system and other systems and to train the teams that will respond. 
Exercises must be jointly conducted with other agencies to ensure that all 
aspects of the response plan have the trauma system integrated. 

OPTIMAL ELEMENTS 

I. An assessment of the trauma system's emergency preparedness has been 
completed, including coordination with the public health agency, EMS system, 
and the emergency management agency. (B-104) 

a. There is a resource assessment of the trauma system's ability to expand 
its capacity to respond to MCls in an all-hazards approach. (1-104.1) 

b. There has been a consultation by external experts to assist in identifying 
current status and needs of the trauma system to be able to respond to 
MCls. (1-104.2) 

c. The trauma system has completed a gap analysis based on the resource 
assessment for trauma emergency preparedness. (1-104.3) 

II. The lead agency ensures that its trauma system plan is integrated with, and 
complementary to, the comprehensive mass casualty plan for natural and 
manmade incidents, including an all-hazards approach to planning and 
operations. (B-305) 

a. The EMS, the trauma system, and the all-hazards medical response 
system have operational trauma and all-hazards response plans and have 
established an ongoing cooperative working relationship to ensure trauma 
system readiness for all-hazards events. (1-305.1) 

b. All-hazards events routinely include situations involving natural (for 
example, earthquake), unintentional (for example, school bus crash), and 
intentional (for example, terrorist explosion) trauma-producing events that 
test the expanded response capabilities and surge capacity of the trauma 
system. (1-305-2) 

c. The trauma system, through the lead agency, has access to additional 
equipment, materials, and personnel for large-scale traumatic events. 
(1-305.3) 
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CURRENT STATUS 

Alaska has an active geological environment with frequent earthquakes, 
extensive volcano eruptions, huge avalanches, periodic flooding and large 
expanses of fresh and salt water, all of which invite potential disaster. Two-thirds 
of Alaska is without roads and Alaskans are dependent on air travel for routine 
and emergent travel. Communication capabilities and disaster resources 
decrease as distance from population centers increases. 

The lead agency for disaster preparedness is the Division of Emergency 
Services which resides within the Department of Military and Veterans Affairs, 
Division of Homeland Security and Emergency Management. The DHSS has 
primary functional responsibility for mass casualty events. Both agencies 
recognize the need for an effective trauma system as an integral component of 
disaster capability. 

A recent full scale exercise, Alaska Shield/Northern Edge 2007 demonstrated 
strengths that included effective local interoperable communications equipment. 
However this interoperability does not necessarily transfer to the majority of the 
state. Weaknesses identified were lack of coordination of air transports and 
local/state/military resources, as well as lack of interagency coordination for 
resource requests and allocation during mass casualty events . 

The state has no registry for volunteer medical providers, except for the Alaska 
Board of Nursing that maintains a registry of nurses who would volunteer to 
respond to a disaster. There are two Medical Reserve Corps in Alaska, but they 
are not functional due to lack of funding. 

Some EMS providers have received disaster training, but they are not required to 
obtain or maintain such training. 

RECOMMENDATIONS 

• Integrate all components of the trauma system into state and local 
disaster planning activities. 

• Perform a detailed statewide communication assessment. 

• Provide basic all-hazards disaster training for all prehospital providers that 
can be delivered via a variety of formats . 
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Systemwide Evaluation and Quality Assurance 

Purpose and Rationale 

The trauma lead agency has responsibility for instituting processes to evaluate 
the performance of all aspects of the trauma system. Key aspects of systemwide 
effectiveness include the outcomes of population based injury prevention 
initiatives, access to care, as well as the availability of services, the quality of 
services provided within the trauma care continuum from prehospital and acute 
care management phases through rehabilitation and community reintegration, 
and financial impact or cost. Intrinsic to this function is the delineation of valid, 
objective metrics for the ongoing quality audit of system performance and patient 
outcomes based on sound benchmarks and available clinical evidence. Trauma 
management information systems (MISs) must be available to support data 
collection and analysis. 

The lead agency should establish forums that promote inclusive multidisciplinary 
and multiagency review of cases, events, concerns, regulatory issues, policies, 
procedures, and standards that pertain to the trauma system. The evaluation of 
system effectiveness must take into account the integration of these various 
components of the trauma care continuum and review how well personnel, 
agencies, and facilities perform together to achieve the desired goals and 
objectives. Results of customer satisfaction (patient, provider, and facility) 
appraisals and data indicative of community and population needs should be 
considered in strategic planning for system development. System improvements 
derived through evaluation and quality assurance activities may encompass 
enhancements in technology, legislative or regulatory infrastructure, clinical care, 
and critical resource availability. 

To promote participation and sustainability, the lead agency should associate 
accountability for achieving defined goals and trauma system performance 
indicators with meaningful incentives that will act to cement the support of key 
constituents in the health care community and general population. For example, 
the costs and benefits of the trauma system as they relate to reducing mortality 
or decreasing years of productive life lost may make the value of promoting 
trauma system development more tangible. A facility that achieves trauma center 
verification/designation may be rewarded with monetary compensation (for 
example, ability to bill for trauma activation fees) and the ability to serve as a 
receiving center for trauma patients. The trauma lead agency should promote 
ongoing dialog with key stakeholders to ensure that incentives remain aligned 
with system needs . 
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OPTIMAL ELEMENTS 

I. The trauma MIS is used to facilitate ongoing assessment and assurance of 
system performance and outcomes and provides a basis for continuously 
improving the trauma system, including a cost-benefit analysis. (8-301) 

a. The lead trauma authority ensures that each member hospital of the 
trauma system collects and uses patient data, as well as provider data, to 
assess system performance and to improve quality of care. Assessment 
data are routinely submitted to the lead trauma authority. (1-301.1) 

II. The jurisdictional lead agency, in cooperation with other agencies and 
organizations, uses analytic tools to monitor the performance of population based 
prevention and trauma care services. (8-304) 

III. The financial aspects of the trauma system are integrated into the overall 
performance improvement system to ensure ongoing fine tuning and cost­
effectiveness. (8-309) 

a. Financial data are combined with other cost, outcome, or surrogate 
measures, for example, years of potential life lost, quality-adjusted life 
years, and disability adjusted life years; length of stay; length of intensive 
care unit stay; number of ventilator days; and others, to estimate and track 
true system costs and cost- benefits. (1-309.4) 

CURRENT STATUS 

According to the PRO, the TSRC is charged with "ongoing monitoring and 
evaluating of the trauma system". Even though the actions of the TSRC are 
exempt from discovery, it is unclear that the TSRC has truly been empowered or 
authorized to perform its system evaluation and quality improvement functions. 
No clear line of authority could be identified in provided documentation for the 
TSRC to recommend or impose system change. The PRO illustrates this 
challenge in the following statement: 

"The TSRC has reported findings to the Lead Agency, ACEMS and 
liaisons, EMS regional coordinators, and trauma care providers via 
the Annual EMS Symposium ... In special circumstances, such as 
the advancement of a Trauma System Improvement Act, members 
of the TSRC have shared information with legislators ... The TSRC 
may make recommendations to the Lead Agency and constituent 
members of the trauma system" . 
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The uncertainty of lines of authority is further exacerbated by the fact that the 
TSRC formally operates under the aegis of the Alaska State Medical Board. 

When asked about specific evaluation and quality assurance processes, the 
stakeholders present acknowledged that they have neither determined Alaska's 
preventable mortality rate nor quantified the opportunities for improvement by 
phase of care. 

The TSRC has made significant contributions to the standardization of care 
through the development of documents such as "Guidelines for the Management 
and Transfer of Head Injury Patients in Remote and Rural Alaska". However, the 
impact of this and other guidelines has not been monitored, and adherence to the 
guidelines was reported as variable. There has not been "loop closure" on these 
efforts. 

The TSRC identified nine indicators of interest and initiated efforts to examine the 
data necessary to determine the status of those indicators. However, during the 
first pass of the data, it was reported that the data were of insufficient quality to 
answer the questions posed by the indicator. Additional data cleaning was 
needed. 

While it was reported that a major impediment to system evaluation and quality 
assurance was either the lack or quality of data, the ACS team was able to 
request and receive trauma registry data (2006) that was sufficiently detailed to 
engage in rudimentary evaluation processes, e.g., stratification of trauma 
patients by facility and by ISS. While the data are aging, these data serve as a 
fundamental building block of a system evaluation process. 

RECOMMENDATIONS 

• Develop an initial set of 3-5 statewide system performance indicators 
from among the list of 9 provided in the Pre-Review Questionnaire 
(PRQ). 

• Examine available data points and definitions, and develop indicators for 
performance improvement that can be determined on the basis of those data 
points. 

• Formally review the data associated with each indicator on a quarterly to 
annual basis and start a benchmarking process. 

• Report the results of all evaluation and quality assurance processes in an 
annual report that is presented to all system stakeholders, including the new 
Alaska Trauma Advisory Committee (ATAC) and Alaska Council on 
Emergency Medical Services (ACEMS) . 
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Trauma Management Information Systems 

Purpose and Rationale 

Hospital-based trauma registries developed from the idea that aggregating data 
from similar cases may reveal variations in care and ultimately result in a better 
understanding of the underlying injury and its treatment. Hospital-based registries 
have proven very effective in improving trauma care within an institution but 
provide limited information regarding how interactions with other phases of health 
care influence the outcome of an injured patient. To address this limitation, data 
from hospital-based registries should be collated into a regional registry and 
linked such that data from all phases of care (prehospital, hospital, and 
rehabilitation) are accessible in 1 data set. When possible, these data should be 
further linked to law enforcement, crash incident reports, ED records, 
administrative discharge data, medical examiner records, vital statistics data 
(death certificates), and financial data. The information system should be 
designed to provide systemwide data that allow and facilitate evaluation of the 
structure, process, and outcomes of the entire system; all phases of care; and 
their interactions. This information should be used to develop, implement, and 
influence public policy . 

The lead agency should maintain oversight of the information system. In doing 
so, it must define the roles and responsibilities for agencies and institutions 
regarding data collection and outline processes to evaluate the quality, 
timeliness, and completeness of data. There must be some means to ensure 
patient and provider confidentiality is in keeping with federal regulations. The 
agency must also develop policies and procedures to facilitate and encourage 
injury surveillance and trauma care research using data derived from the trauma 
MIS. There are key features of regional trauma MISs that enhance their 
usefulness as a means to evaluate the quality of care provided within a system. 
Patient information collected within the management system must be 
standardized to ensure that noted variations in care can be characterized in a 
similar manner across differing geographic regions, facilities, and EMS agencies. 
The composition of patients and injuries included in local registries (inclusion 
criteria) should be consistent across centers, allowing for the evaluation of 
processes and outcomes among similar patient groups. Many regions limit their 
information systems to trauma centers. However, the optimal approach is to 
collect data from all acute care facilities within the region. Limiting required data 
submission to hospitals designated as trauma centers allows one to evaluate 
systems issues only among patients transported to appropriate facilities. It is also 
important to have protocols in place to ensure a uniform approach to data 
abstraction and collection. Research suggests that if the process of case 
abstraction is not routinely calibrated, practices used by abstractors begin to drift . 
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Finally, every effort should be made to conform to national standards defining 
processes for case acquisition, case definition (that is, inclusion criteria), and 
registry coding conventions. Two such national standards include the National 
Highway Traffic Safety Administration's National Emergency Medical Services 
Information System (NEMSIS), which standardizes EMS data collection, and the 
American College of Surgeons National Trauma Data Standard, which addresses 
the standardization of hospital registry data collection. Strictly adhering to 
national standards markedly increases the value of state trauma MISs by 
providing national benchmarks and allowing for the use of software solutions that 
link data sets to enable a review of the entire injury and health care event for an 
injured patient. 

To derive value from the tremendous amount of effort that goes into data 
collection, it is important that a similar focus address the process of data 
reporting. Dedicated staff and resources should be available to ensure rapid and 
consistent reporting of information to vested parties with the authority and vision 
to prevent injuries and improve the care of patients with injuries. An optimal 
information reporting process will include standardized reporting tools that allow 
for the assessment of temporal and/or system changes and a dynamic reporting 
tool, permitting anyone to tailor specific "views" of the information. 

OPTIMAL ELEMENTS 

I. There is an established trauma MIS for ongoing injury surveillance and system 
performance assessment. (8-102) 

a. There is an established injury surveillance process that can, in part, be 
used as an MIS performance measure. (1-102.1) 

b. Injury surveillance is coordinated with statewide and local community 
health surveillance. (1-102.2) 

c. There is a process to evaluate the quality, timeliness, completeness, and 
confidentiality of data. (1-102.4) 

d. There is an established method of collecting trauma financial data from all 
health care facilities and trauma agencies, including patient charges and 
administrative and system costs. (1-102.5) 

II. The trauma MIS is used to facilitate ongoing assessment and assurance of 
system performance and outcomes and provides a basis for continuously 
improving the trauma system, including a cost-benefit analysis. (8-301) 

a. The lead trauma authority ensures that each member hospital of the 
trauma system collects and uses patient data, as well as provider data, to 
assess system performance and to improve quality of care. Assessment 
data are routinely submitted to the lead trauma authority. (1-301.1) 
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b. Prehospital care providers collect patient care and administrative data for 
each episode of care and not only provide these data to the hospital, but 
also have a mechanism to evaluate the data within their own agency, 
including monitoring trends and identifying outliers. (1-301.2) 

c. Trauma registry, ED, prehospital, rehabilitation, and other databases are 
linked or combined to create a trauma system registry. (1-301.3) 

d. The lead agency has available for use the latest in computer/technology 
advances and analytic tools for monitoring injury prevention and control 
components of the trauma system. There is reporting on the outcome of 
implemented strategies for injury prevention and control programs within 
the trauma system. (1-301.4) 

CURRENT STATUS 

The State of Alaska has worked diligently over several decades to develop, 
maintain, and improve a systemwide trauma registry. This has meant an 
evolutionary process involving at least two vendors and substantial challenges in 
linking disparate computer languages that exist in the Native Alaskan and other 
Alaskan record keeping systems. The State is to be commended for its 
persistence in this regard. 

The lead agency maintains a full-time trauma registrar which represents, in fact, 
the most significant personnel commitment dedicated to the trauma program. 
Funds to support this position come from external sources (NIOSH). 

Currently all hospitals contribute to the statewide trauma registry. For the larger 
facilities, this involves electronic data transfer. However, for the smaller facilities, 
the process involves on-site abstraction of records, completion of a data abstract 
summary, and manual input into the system. A contract employee is assigned the 
responsibility of facilitating this process. She described multiple challenges at 
some of the smaller hospitals, such as limited personnel resources for 
abstracting, enormous travel distances and costs for her to visit the hospitals, a 
reluctance by the hospitals to ask for or accept conSUltative help, and persistent 
turnover of data registrars at the hospitals. These challenges result in a 
significant delay (up to 2 years) in acquiring trauma data from all acute care 
facilities. In some cases, the consultant performs data abstraction at some of the 
smaller hospitals in an effort to get data submission caught up. 

A second contract employee is used to clean and validate the data. She 
demonstrated significant adeptness with the system registry data by fulfilling 
several requests of the ACS team during their deliberations. For example, she 
was able to easily stratify injury severity by hospital and track transfers in an out 
of each facility. The contract employees are responsible for an annual training of 
trauma registrars . 
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During the discussion of the management information system, it was revealed 
that recently a new trauma registry vendor has received the Alaska contract. 
There was substantial discordance with the manner in which the vendor was 
selected, with the end-users (e.g., registrars, trauma managers, trauma directors, 
and the TSRC) having little to no input into the process. While data input into the 
new system is tentatively scheduled to begin January 1, 2009, concern was 
expressed by participants that during the transition period there was the potential 
for data to be delayed or, perhaps, even lost. Several participants suggested that 
they might maintain their current system in lieu of using the newly acquired 
system. 

One of the perceived advantages of the new trauma system is that it can, and 
will, be linked with electronic prehospital data since the same vendor holds a 
single contract for the provision of both systems. The effectiveness of this linkage 
could not be fully ascertained at the time of the ACS visit since the systems were 
only then "coming on-line". However, it is important to note that similar efforts by 
other states to link the trauma registry and prehospital data systems have not 
been universally successful, even when the same vendor has been used for 
each system. The IPEMS Section will need to work closely with the vendor to 
monitor progress in meeting contract expectations. The state is to be 
commended for obtaining a grant that will enable to the lead agency to perform 
additional linkage with other, free standing, data sets such as the traffic crash 
database . 

Alaska has a data rich environment. Numerous other databases exist and have 
been used for epidemiologic and prevention activities. However, they have only 
been used in a limited capacity to help steer and manage the trauma system. 

Specific policies and procedures have been developed by the TSRC concerning 
the release of trauma registry data. Several researchers have accessed the data 
system following these guidelines. 

RECOMMENDATIONS 

• Ensure that all elements considered essential to system development, 
evaluation and performance improvement in the State of Alaska are 
evident and working in the new trauma registry and are consistent with 
the National Trauma Data Standard (NTDS) definitions. 

o This should be tasked to a peer review protected subcommittee, (e.g. 
the Trauma System Review Committee) of the Alaska Technical 
Advisory Committee (ATAC), in collaboration with the trauma registrar, 
trauma registrar contract employees, and the vendor. 

• Safeguard the legacy data by maintaining the current software system 
separately and discretely from the new system until a legacy data transfer has 
occurred and validation queries have been completed. 
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• Minimize gaps and delays in data during the trauma registry transition 
process by maintaining dual systems until the transfer of legacy and 
concurrent data has been completed and validated. 

• Establish mechanisms for capturing data from remote facilities in a timely 
manner, e.g., provide scanners and/or encrypted methods of electronic 
transmission of records in lieu of travel to each facility. 

• Submit statewide trauma registry data to the National Trauma Data Bank 
(NTDB) on an annual basis. 

• Achieve linkage and integration with other data sets, specifically, prehospital 
and hospital discharge data (UB 92/04). 

• Use existing data, beginning immediately, for system development and quality 
improvement activities, in spite of its acknowledged imperfections. 

• Provide reports on at least a quarterly basis to all stakeholders . 
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Research 

Purpose and Rationale 

Overview of Research Activity 

Trauma systems are remarkably diverse. This diversity is simply a reflection of 
authorities tailoring the system to meet the needs of the region based on the 
unique combination of geographic, economic, and population characteristics 
within their jurisdiction. In addition, trauma systems are not fixed in their 
organization or operation. The system evolves over years in response to lessons 
leamed, critical review, and changes in population demographics. Given the 
diversity of organization and the dynamic nature of any particular system, it is 
valuable when research can be conducted that evaluates the effectiveness of the 
regional or statewide system. Research drives the system and will provide the 
foundation for system development and performance improvement. Research 
findings provide value in defining best practices and might alter system 
development. Thus, the system should facilitate and encourage trauma-related 
research through processes designed to make data available to investigators. 
Competitive grants or contracts made available through lead authorities or 
constituencies should provide funds to support research activities. All system 
components should contribute to the research agenda. The extent to which 
research activities are required should be clearly outlined in the trauma system 
plan and/or the criteria for trauma center designation. 

The sources of data used for research might be institutional and regional trauma 
registries. As an alternative, population-based research might provide a broader 
view of trauma care within the region. Primary data collection, although desirable, 
is expensive but might provide insights into system performance that might not 
be otherwise available. 

Trauma Registry-based Research 

Investigators examining trauma systems can use the information recorded in 
trauma registries to great advantage to determine the prevalence and annual 
incidence rate of injuries, patterns of care that occur to injured patients in the 
system's region, and outcomes for the patients. These data can be compared 
with standards available from other trauma registries, such as the NTDB. Such 
comparisons can then enable investigators to determine if care within their region 
is within standards and can allow for benchmarking. Initiating and sustaining 
injury prevention initiatives is a vital goal in mature trauma systems. Investigators 
can take a leadership role in performing research using trauma registry data that 
identify emerging threats and instituting public health measures to mitigate the 
threats. For example, a recent surge in death and disability related to off -road 
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vehicles can be identified and the scope of the problem defined in terms of who, 
where, and how riders are injured, and then, through presentations and 
publications, the public can be informed of a new threat. 

Trauma system administrators have a responsibility to control investigators' 
access to the registry. The integrity and reliability of data in a trauma systems 
registry are essential if accurate research and valid conclusions are to be 
reached using the data. Trauma system administrators should have a process 
that screens data entered into the system's composite registry from individual 
institutions. There should be a mechanism that ensures that the information is 
stored in a secure manner. Investigators who seek access to the trauma registry 
must follow a written policy and procedure that includes approval by an 
authorized institutional review board. Trauma registry data may include unique 
identifiers, and system administrators must ensure that patient confidentiality is 
respected, consistent with state and federal regulations. 

Population-based Trauma System Research 

A major disadvantage of using only trauma registry data to conduct research that 
evaluates injured patients in a region is the bias resulting from missing data on 
patients not treated at trauma centers. Specifically, most registry data are 
restricted to information from hospitals that participate in the trauma system. 
Although ideally all facilities participate in the form of an inclusive system, many 
systems do not attain this goal. Thus, a population-based data set provides 
investigators with the full spectrum of patients, irrespective of whether they have 
been treated in trauma centers or nondesignated centers or were never admitted 
to the hospital owing to death at the scene of incident or because their injuries 
were insufficiently severe to require admission. The state and national hospital 
discharge databases are examples of population-based data. These discharge 
databases contain information that was abstracted from medical records for 
billing purposes by hospital employees who enter these data into an electronic 
database. For investigators seeking a wider perspective on the care of injured 
patients in their region, these more inclusive data sets, compared with registries, 
are essential tools. Other population based data that may be of help include 
mortality vital statistics data recorded in death certificates. Selected regions 
might have outpatient data to capture patients who are assessed in the ED and 
then released. 

Investigators can use these population-based data to study the influence of a 
regional trauma system on the entire spectrum of patients within its catchment 
area . 
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Participation in Research Projects and Primary Data Collection 

Multi-institutional research projects are important mechanisms for learning new 
knowledge that can guide the care of injured patients. Investigators within trauma 
systems can participate as co-investigators in these projects. Investigators can 
participate by recruiting patients into prospective studies, being leaders in the 
design and administration of grants, and preparing manuscripts and reports. 
Evidence of this collaboration is that investigators within a trauma system are 
recognized in announcements of grants or awards. Lead agency personnel 
should identify and reach out to resources within the system with research 
expertise. These include academic centers and public health agencies. 

Measures of Research Activity 

Research can be broadly defined as hypothesis-driven data analysis. This 
analysis leads the investigators to a conclusion, which might become a 
recommendation for system change. Full manuscripts published in peer reviewed 
research journals are an exemplary form of research activity. Research reported 
in annual reviews or in public information formats intended to inform the trauma 
system's constituency can also be considered legitimate research activity. 

OPTIMAL ELEMENTS 

I. The trauma MIS is used to facilitate ongoing assessment and assurance of 
. system performance and outcomes and provides a basis for continuously 
improving the trauma system, including a cost-benefit analysis. (B-301) 

a. The lead agency has available for use the latest in computer/technology 
advances and analytic tools for monitoring injury prevention and control 
components of the trauma system. There is reporting on the outcome of 
implemented strategies for injury prevention and control programs within 
the trauma system. (1-301.4) 

II. The lead agency ensures that the trauma system demonstrates prevention 
and medical outreach activities within its defined service area. (B-306) 

a. The trauma system has developed mechanisms to engage the general 
medical community and other system participants in their research 
findings and performance improvement efforts. (1-306.1) 

b. The effect or impact of outreach programs (medical community 
training/support and prevention activities) is evaluated as part of a system 
performance improvement process. (1-306.3) 

III. To maintain its state, regional, or local designation, each hospital will 
continually work to improve the trauma care as measured by patient outcomes . 
(B-307) 
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a. The trauma system implements and regularly reviews a 
standardized report on patient care outcomes as measured against 
national norms. (1-307.2) 

CURRENT STATUS 

A specific research agenda has not been developed for the Alaska trauma 
system. However, a reasonable representation of trauma-related literature can 
be found using an electronic medical literature search. Several articles use the 
trauma registry as a basis of data. Unfortunately, most of the articles are aging. 
Several are published in Alaska Medicine, which reportedly is changing from a 
quarterly publication to an annual publication. 

A wealth of scientific and technical publications has been produced in the Alaska 
injury prevention literature. Again several of these publications use trauma 
registry data, at least partially, as a basis for the publications. 

The University of Alaska - Anchorage currently offers a Master of Public Health 
(MPH) degree within its Department of Health Sciences. Linkages between the 
MPH program and the trauma system were not discussed. The lead agency has 
direct access to a staff epidemiologist. 

RECOMMENDATIONS 

• Establish a collaborative relationship between the University of Alaska­
Anchorage's public health program and the lead agency's epidemiologist 
and the Alaska Trauma Advisory Committee (ATAC). 

• Develop, jointly, a research agenda that can build on the current trauma 
registry data and expand to include more rigorous research projects. 

• Attempt to minimize Institutional Review Board approval challenges while 
still maintaining full protection of any/all subjects . 
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Focus Questions 

1. How can Alaska attain full participation of hospitals in the statewide 
trauma system? 

Trauma centers and trauma systems have been demonstrated to decrease 
mortality following injury.1.2.3 All of the acute care hospitals in Alaska are 
currently providing care for injured patients. However; trauma patients in Alaska 
who are not Native Alaskans do not have routine access to a verified/designated 
Level I or II trauma center. A trauma system will fully attain the benefits of 
improved patient care and superior outcomes only when all facilities institute and 
follow evidence-based guidelines to decrease variability in care and deviations 
from the standard of care. Central to this evolution is the implementation of a 
rigorous, multidisciplinary performance improvement program. A coordinated 
system of trauma care within acute care facilities accomplishes the following: 

• improved communications, 

• streamlined coordination of care issues, 

• increased physician satisfaction, 

• a sense of pride in trauma care providers throughout the facility, and 

• the community is reassured that everything possible is being done to 
provide them state-of-the art trauma care. 

Trauma systems have been well studied, and these studies form the basis for the 
recommendations and guidelines found in the ACS-COT Resources for Optimal 
Care of the Injured Patient document. 

Hospitals, healthcare providers, and physicians in Alaska are already providing 
trauma care. The adoption of an inclusive trauma system with verified/ 
designated trauma centers would enable facilities in the state to provide trauma 
care to all Alaskans with less variability in care, better patient outcomes, lower 
resource utilization, and higher patient and provider satisfaction. In many cases, 
trauma care within an organized and verified trauma center also results in lower 
costs as evidence-based practice replaces less efficient practice patterns. 

Only five hospitals are currently verified/designated trauma centers in Alaska. 
Reasons expressed by participants for not becoming verified and designated are 
varied but fall into two main categories: 

• Administrator's concerns regarding increased costs to be borne by the 
hospital and the potential impact on the medical staff 

• Lack of broad physician support 
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Administrators' concerns 
Administrators' concems involve a number of issues related to trauma center 
verification: 

• Multi-system trauma patients require an organized system of care for 
optimal outcomes which increases institutional readiness costs. 

• "Poor" uninsured case mix of trauma patients. 

• Effect on hospital operations such as disruption of operating room 
schedules, filling leu beds, etc. 

• Physicians tend to be reluctant to participate and may elect to abandon a 
hospital that seeks designation. 

Lack of phvsician support 
Medical staff support for trauma center verification tends to be lukewarm at 
private hospitals for a number of reasons: 

• Trauma patients have higher rates of uncompensated care than "elective" 
patients. 

• Trauma patients are more likely to sue a physician (unfounded). 

• The care of trauma patients imposes undue burdens including night and 
weekend work, and this care is generally disruptive of elective practices . 

To address the above mentioned concerns, a number of issues should be openly 
discussed by key representatives of the identified groups, and a variety of 
solutions should be considered. It is likely that no one answer fits every situation 
and a combination of flexibility and transparency is needed. 

While it is true that verification/designation as a trauma center requires 
commitment by administration and medical staffs, the benefits in improved 
patient outcomes, decreased complication rates and length of stay, and 
increased patient and provider satisfaction can outweigh the costs. In the case 
of the hospitals and physicians in Alaska who are already providing trauma care, 
an inclusive trauma system would likely make trauma care easier and less costly. 

The cost of readiness is significant in trauma centers and may be addressed 
through several means. The recently introduced trauma activation fees using the 
68x designation on the UB 92/UB 04 form can relieve a significant portion of 
these costs. Trauma activation fees can only be submitted if the center is 
verified/designated. A number of states have provided financial support to their 
trauma centers through legislation or appropriations. State financial support for 
trauma care is usually linked to trauma center verification/designation and 
continued participation in an organized trauma system. Trauma center 
verification/designation carries important benefits to hospitals in terms of disaster 
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preparedness, and this may be especially relevant in Alaska given its unique 
geography and circumstances. 

The issues of poor case mix and disruption of hospital operations are best 
addressed by considering the impact of verification/designation on hospital 
functions. For a hospital that is already caring for trauma patients, the 
introduction of a trauma system will likely mean an overall increase in the 
efficiency of caring for these patients, secondary to improvements required in the 
verification process. Decreased ICU and hospital length of stay, lower resource 
consumption and lower rates of complications will improve hospital bottom lines 
while increasing patient and provider satisfaction. 

Physician concerns should be carefully addressed as a functional trauma system 
requires broad physician support. This is especially true for the specialties of 
general surgery (including pediatric surgery), orthopedic surgery, neurosurgery, 
anesthesia and emergency medicine. The Anchorage area hospitals have ample 
physician specialization to provide optimal care with the following estimated 
numbers: 

o 30 surgeons, many sub-specialized. 
o 40 orthopedists 
o 6 neurosurgeons 
o 4 cardiac surgeons 
o 2 pediatric surgeons 

Education can alleviate the concerns that trauma patients are more litigious than 
average. 

The concerns regarding reimbursement and work hours are real and require 
more focused solutions. Trauma patients do, in fact, have higher rates of 
uncompensated care than elective patients in almost all regions of the United 
States. They are also more likely to arrive during evening and night hours.4 The 
specific concerns of physicians should be acknowledged and actions should be 
taken to address them. For hospitals, actions may include one or more of the 
following options: 

• Provide an on-call stipend to cover the perceived burden of trauma call. 
This would include high volume specialists who are not ordinarily in-house 
and who agree to participate in the activities of the trauma center, 
including performance improvement and continued medical education 
(CME). Most frequently this would include general surgery, orthopedics, 
and neurosurgery . 
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• Recruit one or more trauma/surgical critical care specialists to provide the 
core trauma care functions. Such individuals would support the private 
physicians and decrease their burden by providing back-up, assuming the 
care of patients admitted to the hospital, and taking responsibility for 
organizing the requisite activities for verification. By providing an actual 
trauma service with a specialized team led by a trauma/surgical critical 
care boarded specialist, the community surgeon can transfer patient ~are 
the following morning and feel confident the patient will receive state-of­
the-art care. This frees the private physician to continue with his/her 
surgical practice. The specialist-led trauma service would improve care by 
decreasing variability, complications, length of stay and dissatisfaction. 

• Support the private physicians through CME expenses, liability coverage, 
or a fund to cover a portion of uncompensated care exposure. 

While this will require substantial financial support from hospital administration 
initially, the improvement in outcomes and the increase in patient and provider 
satisfaction should return at least a portion of the investment. Additional revenue 
through activation fees and state support would also contribute to deferring any 
start-up and readiness costs. Providing hospitals and physicians with financial 
support as part of a proposed inclusive trauma system plan will likely facilitate the 
adoption of trauma center verification/designation . 

In addition, the implementation of an inclusive trauma system in Alaska with 
broad hospital participation would provide a critical element in disaster 
preparedness. The vital role of trauma centers in support of disaster 
management should also be a central part of any funding requests to the 
legislature. 

RECOMMENDATIONS: 

• Verify/designate all the medical facilities in Anchorage who wish to provide 
trauma care at levels commensurate with these resources and 
commitment 

• Develop city-wide trauma triage guidelines for Anchorage with further 
application to the needs of in-coming transfer patient. 

o Establish a predetermined plan that accounts for subspecialty 
needs of the patient matched with the hospitals' capabilities. 

o Establish trauma diversion guidelines with back-up plans . 
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L 

• Develop evidence-based trauma team activation criteria 

o Use the "status 1" only when there is prehospital physiologic 
evidence that the patient requires an immediate surgical response. 

o Start tracking surgical response times for "status 1" patients from 
time of notification. Benchmark to the ACS verification guideline of 
a surgeon being present on arrival of patient or within 15 minutes of 
notification. The threshold is to meet this 80% of the time. 

o Study outcomes associated with used of the criteria to further refine 
them for optimal patient outcomes with minimal physician 
encumbrance. 

• Identify physician leadership - trauma champions 

o Encourage Level II trauma centers (or hospitals that seek to 
become Level II trauma centers) to consider recruiting a 
trauma/surgical critical care specialist who can provide a 
knowledgeable back-up for sub-specialized surgeons who mayor 
may not be comfortable with caring for a multi-system critically 
injured patient. 

• Develop trauma chart forms 

o Establish standardized trauma patient admission orders. Establish 
automatic orders for glucose monitoring and control, peptic ulcer 
prophylaxis, deep vein thrombosis prophylaxis and surveillance, 
head injury protocols, etc. 

o Ensure that trauma history and physical forms have prompts for 
problem documentation areas such as Glasgow Coma Scale 
scores, procedures performed, notification and arrival times, critical 
care times, etc. 

• Address finance issues 

o Encourage medical facilities to invest in the trauma service to 
obtain and maintain verification/designation. 

• Recruit and retain trauma/critical care specialists. 

• Initiate discussions with general surgeons to identify their 
needs to be able to provide the call coverage and to identify 
patient care issues. 

• Track costs that can be recouped by improved patient length 
of stay, decreased cost of care, and the value of improved 
medical staff satisfaction. 

o Charge trauma activation fees (can only be charged by 
verified/designated centers). 

o Seek legislation to include assistance for uncompensated care and 
readiness fees for verified/designated trauma centers. 
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2. How can Alaska better coordinate resources, especially air medical, for 
every day trauma responses, as well as disaster response? 

Assessment: 
Alaskans depend on aircraft for routine travel and medical transport, especially 
those who reside in the isolated two-thirds of the state without roads. At any 
given place or time, local providers are familiar with local resources available, but 
may not know about back-up resources available in the region. Local providers 
may then be challenged to make multiple calls when their primary local air 
medical resource is not available. 

Coordinating trauma care resources in the state of Alaska requires current 
knowledge of the status of those resources, e.g., personnel, equipment, 
communication, facilities. To date, a comprehensive needs or resource 
assessment of the trauma system has not been conducted. While some of this 
information is available, such as for facilities, it is lacking for other aspects of the 
trauma system, such as air medical resources. 

Policy Development: 
Once an air medical resource assessment has been completed, information 
collected about all trauma system resources (including military, National Guard, 
and Coast Guard) should be organized by region and made available to users in 
an easily retrieved format. A central coordination center could then be created to 
track the air medical assets available and in use throughout the state, and this 
information could potentially be available on-line. Likewise, the EMS regions 
could develop and maintain a regional resource information database that could 
be updated regularly. 

The next step could be the establishment of a regional "one call does all" service. 
Such services could assist a referring provider to obtain the aircraft that matches 
the patient's need and local landing restrictions. The regional service could also 
help direct community-based air medical resources to available and appropriate 
facilities and assist in the coordination of ramp transfers. The "one call does all" 
concept includes the identification of the receiving trauma facility that best 
matches the patient's needs. 

The regional centers would feed information about the aircraft deployed to the 
central coordination hub. This coordination hub would be useful in a state 
disaster, and could potentially be maintained by the state's emergency 
management system. This type of statewide system status coordination hub 
would need to be operable and accessible at all hours and be updated in near 
real-time. 

Another problem that the state faces is the lack of comprehensive guidelines for 
the indications of air medical transport. The reality is that urgent or even routine, 
non-emergent medical care not available in the local community may require air 
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travel. Development of guidelines will help ensure the optimal use of the air 
resources in a safe and efficient manner. 

Assurance: 

This service could optimize resource utilization locally and statewide on a 
continuous basis. Performance improvement could be conducted using trauma 
registry data to determine changes in time to transfer, and appropriateness of 
facility selection. 

Recommendations 

• Decrease patient transfer times by developing a central coordination 
center for statewide air medical resources that will maintain an updated 
registry of all medical aircraft to include medical services and flight 
characteristics (e.g., load capacity, instrument rating, and landing 
requirements). 

o Monitor the availability and location of air resources. 

o Provide availability status to users. 

o Coordinate air medical resources in a disaster situation. 

• Develop regional system status databases of current trauma resources 
that are utilized to provide a 'one call does all' service for referring 
providers and support a statewide trauma resources data bank. 

• Develop a state registry for disaster volunteers, similar to the Emergency 
System for Advanced Registration of Volunteer Health Professionals. 

• Update and keep current the Trauma Triage, Transport and Transfer 
Guidelines. 

• Use the Guidelines for the Management of Head Injuries in Remote and 
Rural Alaska as a template to develop other transport guidelines to 
optimize resources. 

• In more populated areas with more than one healthcare facility, develop a 
tracking system of real time bed capacity for time sensitive diseases 
(trauma, ST elevated myocardial infarction [STEMI], stroke, etc.) and 
share that information with EMS dispatch in order to prevent delays or 
mistakes in patient destination (right patient to right facility) . 
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Acronyms and Glossary 

AAC - Alaska Administrative Code 
ACEMS - Alaska Council on Emergency Medical Services 
ACS - American College of Surgeons 
ACS-COT- American College of Surgeons Committee on Trauma 
ALS - advanced life support-+ 
ATAC - Alaska Trauma Advisory Committee 
ATLS - Advanced Trauma Life Support 

BIS - Benchmarks, Indicators, and Scoring 
BLS - basic life support 

CARF - Commission on Accreditation of Rehabilitation Facilities 
CDC - Centers for Disease Control 
CHAs - Community health aides 
CME - continuing medical education 

DHSS - Department of Health and Social Services 
DOT - US Department of Transportation 

EMS - Emergency Medical Services 
EMSC - Emergency Medical Services for Children 
EMTs - Emergency medical technicians 

FTE - full-time equivalent 

HRSA - Health Resources and Services Administration 

ICU - intensive care unit 
IPEMS - Injury Prevention and Emergency Medical Services Section 

MICPs - Mobile intensive care paramedics 
MPH - Master of Public Health degree 

NEMSIS - National EMS Information System 
NIOSH - National Institute for Occupational Safety and Health 
NSC - National Standard Curriculum for EMTs 
NTDB - National Trauma Data Bank 
NTDS - National Trauma Data Standard 

PHTLS - Prehospital Trauma Life Support 
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SCI - spinal cord injury 
STEMI - ST-Segment Elevation Myocardial Infarction 
STIPDA - State and Territorial Injury Prevention Directors Association 

TBI - traumatic brain injury 
TNCC - Trauma Nurse Core Curriculum 
TSC - Trauma system consultation 
TSRC - Trauma System Review Committee 
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Alaska Council on Emergency Medical Services 
(ACEMS) 

The mission of the Emergency Medical Services program in Alaska is to reduce 
both the human suffering and economic loss to society resulting from premature 
death and disability due to injuries and sudden illness. The Governor's Alaska 
Council on Emergency Medical Services, also known as "ACEMS," provides the 
Commissioner of the Department of Health and Social Services and the 
Governor with recommendations related to all aspects of EMS, including 
distribution of funding, and policy development. The Council: 

• brings together technical resources, experience, and knowledge to assist and 
advise on the continued development of the EMS and trauma system in 
Alaska; 

• advises the state EMS staff and EMS regional directors regarding public 
education and generation of broad community support for the goals of the 
EMS program; 

• provides recommendations regarding EMS program policy and priorities; and 
• reviews EMS or EMS-related program proposals on request of the 

Commissioner of the Department of Health and Social Services, the Director 
of the Division of Public Health, and Section of Injury Prevention and EMS 
staff. 

ACEMS was established by Alaska Statute 18.08 and meets two times a year to 
take action on issues affecting EMS in Alaska . 
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Alaska Council on Emergency Medical Services 
As of 9/2008 

BOARD MEMBERS 
Ronald L. Bowers, EMT·III 
P.O. Box 6 
Dillingham, AK 99576 
PH# 842.4186 
FAX# 842.4186 
ronmarieiris@~ahoo.com 
Consumer Position 
Term Expires: 11/05111 
Sharon (Sherry) K, Breaker 
P.O. Box 779 
Nome, AK 99762 
PH# 443.6947 
PH# 443.3221 work 
FAX# 443.4869 
sbreaker@gci.net & sbreaker@nshcorp.org 
Consumer Position 
Term expires: 11/5/09 
John A. Dickens, EMT·III 
Box 89 
Emmonak, AK 99581 
PH# 949.1858 
FAX# 949.1226 
migh!l1iades@~ahoo.com 
Prehospital Emergency Care Provider Position 
Term Expires: 11/05111 
Don Hudson, DO 
7130 E. Chester Heights Circle 
Anchorage, AK 99504 
PH# 337.7990 
FAX# 333.3262 
donaldhudson@gci.net 
Emergency Medicine Physician Position 
Term Expires: 11/05110 
David Hull, MICP Chair 
827 Brown Deer Road 
Ketchikan, AK 99901 
PH# 225.5051 
PH# 723.6051 cell 
daveh@borough.ketchikan.ak.us 
Prehospital Emergency Care Provider Position 
Term Expires 11/05/11 
Danila N. Koehter, MD 
Chief Emergency Medicine 
Bassett Army Community Hospital 
1060 Gaffney Road, #7400 
Ft. Wainwright, AK 99703 
PH# 361.5593 work 
PH# 496.0911 pager 
PH# 361.5144 ER 
Danita.koehler@us.arm~.mil 
Emergency Medicine Position 
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• Term eXDires: 111512012 
Sleven D. O'Connor, MICP 
PO Box 1472 
Kenai. AK 99611 
PH# 776.8525 
corvv@alaska.net 
Consumer Position 
:Terin;EXiiires,11105l08 will be re-instated 
Karen F. O'Neill, MD, FACEP 
Norton Sound Health Corp/Regional Hospital 
P.O. Box 966 
Nome, AK 99762 
PH# 443.3311 
FAX# 443.3610 
oneill@nshcoro.org 
Hospital Administrator Position 
Term Exoires 11105110 
Roy L. Sursa, EMT-III 
3291 Amber Bay Loop 
Anchorage. AK 99515 
PH# 349.9536 
sursal@muni.org 
Prehospital Provider Position 
Term Exoires 1115110 
Soren Threadgill, MICP 
Anchora~e Fire Department 
100 E. 4 Avenue 
Anchorage. AK 99501-2506 
PH# 267.4932 • FAX# 267.4984 
th readg i Ils@ci.anchorage.ak.us 
EMS Administrator Position 
Term Exoires 11105108 will be re-instated 
VACANT 
Emergency Nurse Position 
Term Exoires 11105109 

LIAISON REPRESENTATIVES 
Cindy Cashen Alaska Highway Safety Office 
3167 Pioneer Ave. 
Juneau. AK 99801 
PH# 465.4374 
FAX# 
Cind~.cashen@alaska.gov 
Appointed: 4/20106 
Barbara (BJ) Coopes, MD Pediatric Community 
10400 Elies Dr. 
Anchorage, AK 99508 
PH# 
FAX# 
bcoopes@povak.org 
AoDointed: 5/11/05 
Lt. Col. Charles C. Fosler Rescue Coordination Center 
11RCC/CC • HQ AK ANG StOD 2 
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• P.O. Box 5800 
Anchorage, AK 99505 
PH# 
FAX# 

@ 
Appointed: 10/5/00 
Frank Sacco, MD American College of Surgeons 
Department of Surgery Alaska Native Tribal Health Consortium 
Alaska Area Native Medical Center 
4315 Diplomacy Dr. 
Anchorage, AK 99508 
PH# 
FAX# 
franksacca@anmc.org 
Appointed: 10/4/02 
Terry Smith Division of Emergency Services 
Department of Veterans Affairs 
Division of the Emergency Services 
P.O. Box 5750 
Fort Richardson, AK 99505 
PH# 
FAX# 

@ 
Appointed: 10/4/02 
Ken Zafren, MD State EMS Medical Director 
10181 Curvi Street 
Anchorage, AK 99516 
PH# 
FAX# • zafren@alaska.com 
Appointed: 10/21/01 
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REGINALD A BURTON. MD. FACS- TEAM LEADER 

Dr. Burton started his Trauma career while in high school when he got his first 
EMT certification. He worked as an EMT throughout college and medical school 
to offset his tuition. He and his wife, Dr. Snyder, moved to Ohio after finishing his 
residency in Surgery in 1992. 

Dr. Burton was very active in the establishment of the Trauma System in Ohio. 
He developed and was the Trauma Director of the first ACS verified level III 
trauma center in Ohio, while continuing to participate in trauma call at the Level I 
trauma center in Dayton. He gave numerous lectures throughout the state on 
trauma center development, trauma center Performance Improvement programs, 
and EMS/Hospital integration of trauma plans. He became the medical director 
for the Fire/EMS services in two surrounding cities and sat on the regional EMS 
Council. He was the Co-Chairman of the Southwest Ohio Regional Trauma 
System from 1997 until 2002. He was the Chairman of the Region 2 Physician 
Advisory Board to the Ohio State Trauma Board for 5 years until he moved to 
Nebraska. He sat on the Data Committee of the Ohio Trauma Board during the 
statewide trauma registry development, and helped work out many issues 
enabling it to start functioning 2000. 

Dr. Burton took a sabbatical and did a Trauma/Surgical Critical Care Fellowship 
at the renowned R. Adams Cowley Shock Trauma Center in Baltimore Maryland 
in 2006-7, and is currently the Director of Trauma and Surgical Critical Care at 
Bryan LGH Medical Center in Lincoln, Nebraska. He is a Clinical Associate 
Professor in Surgery at the University of Nebraska. He is the Medical Director of 
Region 2 in the Nebraska Statewide Trauma System, Chair of the Nebraska 
Statewide Trauma Data and Performance Improvement Committee, and the 
author of the Nebraska Trauma Performance Improvement training workshop. 
His team developed a web-based trauma registry reporting system that has 
enabled small critical access hospitals in rural Nebraska to report their trauma 
data to the Nebraska Statewide Trauma Registry, and thus also to the National 
Trauma Data Bank. 

Dr. Burton has been a site visitor for the ACS Verification Committee since 2000. 
He became the Chairman of the Nebraska ACS Committee on Trauma in 2002, 
and is the current Regional Chief of Region 7(Nebraska, Kansas, Missouri, and 
Iowa). Dr. Burton was also involved in the ACS Political Action Taskforce 
briefing on trauma issues to state senators and congressmen in Washington, 
D.C. in March, 2005. He was the ACSCOT representative to the National EMS 
Workforce Stakeholders Meeting and the HHS State Trauma Leadership meeting 
in 2006. He represented rural trauma physicians in the National Rural Health 
Association's meeting with federal partners in Washington, D.C. this year. Dr 
Burton has always been an outspoken advocate for Trauma System 
Development. 
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JANE W. BALL. RN. DRPH 

Dr. Jane W. Ball served as the Director of the National Resource Center (NRC) 
at the Children's National Medical Center in Washington, D.C. from 1991 through 
2006. The NRC provided support to two Federal Programs in the U. S. 
Department of Health and Human Services' Health Services and Resources 
Administration (HRSA): the Emergency Medical Services for Children (EMSC) 
Program and the Trauma-Emergency Medical Services Systems Program. As 
director of the NRC, she coordinated the support provided to the Federal 
Program Directors as well as the provision of technical assistance to state 
grantees. Support to the Federal Program Directors often included meeting 
facilitation, preparation of special reports (such as the Model Trauma Systems 
Evaluation and Planning document), and consultation on Program issues. 
Technical assistance often included strategic planning, providing guidance in 
securing funding, developing and implementing grants, developing injury 
prevention plans and programs, building coalitions, shaping public policy, 
conducting training, and producing educational resource materials. 

Dr. Ball has authored numerous articles and publications as well as several 
health care textbooks, including Mosby's Guide to Physical Examination (6 
editions), Child Health Nursing (first edition), Pediatric Nursing: Caring for 
Children (4 editions), Maternal and Child Nursing (2 editions), and Pediatric 
Emergencies: A Manual for Prehospital Care Providers (2 editions). One of 
these texts, Pediatric Nursing: Caring for Children, received the1999 and 2001 
Robert Wood Johnson Foundation Last Acts Coalition Outstanding Specialty 
Book Award. As an expert in the emergency care of children, Dr. Ball has 
frequently been invited to join committees and professional groups that address 
the unique needs of children. 

Dr. Ball recently completed her term as the President of the National Academies 
of Practice, an organization composed of distinguished health care practitioners 
from 10 disciplines that promote education, research, and public policy related to 
improving the quality of health care for all through interdisciplinary care. She 
currently serves as the organization's Immediate Past President. 

Dr. Ball graduated from the Johns Hopkins Hospital School of Nursing. She 
obtained her master's degree and doctorate in Public Health from John Hopkins 
University School of Hygiene and Public Health. She is a Certified Pediatric 
Nurse Practitioner. 

SAMIR M. FAKHRY. MD. FACS 

Dr. Fakhry graduated from the American University of Beirut, School of Medicine 
in 1981. He completed his residency in general surgery and his fellowship in 
critical care and trauma at the University of North Carolina at Chapel Hill and 
North Carolina Memorial Hospital, Chapel Hill, N.C. in 1987 . 
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From 1988 until 1991 he led the trauma program as Director for Trauma Services 
at George Washington University Medical Center in Washington D.C. In 1991, 
he accepted a position as Director, Surgical Critical Care Services at UNC 
Hospitals in Chapel Hill, NC. While at UNC, he rose to the rank of Associate 
Professor of Surgery with Tenure and was awarded several teaching awards by 
the medical students and the surgical residents. He remained there until 1997 
when he was recruited to the Inova Regional Trauma Center at Inova Fairfax 
Hospital in Falls Church, Virginia as the Chief of Trauma Services. 

Since 1997 he has held the position of Chief, Trauma and Surgical Critical Care 
Services at the Inova Regional Trauma Center. Additionally, he holds the 
positions of Associate Chair for Research and Education, Department of Surgery; 
Medical Director for the Inova Regional Trauma Center Injury Prevention 
Program; Professor of Surgery, VCU, Inova Campus; Clinical Professor of 
Surgery at Georgetown University School of Medicine; and is the immediate past 
Chair of the American College of Surgeons Washington DC Committee on 
Trauma. 

Dr. Fakhry has been heavily involved in trauma and surgical critical care 
research. He has numerous peer-reviewed publications, abstracts and book 
chapters to his credit. He is a member of many national societies and serves on 
several national committees and boards. He is a frequent speaker locally as well 
as nationally. 

Dr. Fakhry maintains a high interest in all aspects of trauma. He has been 
Principal Investigator (PI) for the Crash Injury Research and Engineering 
Network (CIREN) Center at Inova Fairfax Hospital since May, 2000. With injury 
prevention as a goal he has worked closely with The National Highway Traffic 
Safety Administration (NHTSA), automobile manufacturers and bio-engineers to 
help produce safe vehicles. In addition to the CIREN project, he has been 
awarded funding for numerous projects in areas of injury prevention, surgical 
critical care and trauma. These include medical informatics applications, head 
trauma, intestinal injury, aggressive driving, teen DUI prevention and surgical 
education. 

DREXDAL PRATT 

Chief Drexdal Pratt heads the Office of Emergency Medical Services in the 
Division of Health Service Regulation of the North Carolina Department of Health 
and Human Services. His agency manages Emergency Medical Services and 
Trauma and the Assistant Secretary for Preparedness and Response (ASPR) 
Hospital Preparedness Cooperative Agreement. 

Mr. Pratt is a graduate of the Institute of Government at the University of North 
Carolina at Chapel Hill, the EMS Management Institute at the University of North 
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Carolina at Charlotte, and Forsyth Technical Community College. He is also a 
Certified Emergency Manager (CEM) and a Certified Public Manager (CPM). 

Mr. Pratt joined the North Carolina Office of Emergency Medical Services in 1987 
as a Regional Coordinator. He was promoted through the ranks, first to Regional 
Supervisor, and then to Chief of the agency in 1999. 

Mr. Pratt served two terms as Chair of the Region I EMS Advisory Council. He 
received the National Association of County Commissioner's Achievement Award 
for coordinating the development of the Stokes County NC computer-aided 
dispatch program. 

Currently, Chief Pratt serves as a Commissioner on the Governor's State 
Emergency Response Commission and serves as Chairman of the 
Commission's Homeland Security Medical Committee. In addition, Mr. Pratt 
serves as Chairman of the NC Hospital Preparedness Committee. 

NELS D. SANDDAL, MS, REMT-B 

Mr. Sanddal is currently the president of the Critical Illness and Trauma 
Foundation (CIT), in Bozeman, Montana. CIT is a non-profit organization 
dedicated to improving the outcomes of people who are injured in rural America 
through programs of prevention, training, and research. He recently completed a 
detachment as the Director of the Rural EMS and Trauma Technical Assistance 
Center which was funded by the Department of Health and Human Services, 
Health Resources and Services Administration. Mr. Sanddal worked as the 
training coordinator for the EMS and Injury Prevention Section of the Montana 
Department of Public Health and Human Services in the late 1970's. He has 
served as the Chairperson of the National Council of State EMS Training 
Coordinators and as the lead staff member for that organization, as well as the 
National Association of EMT. 

Mr. Sanddal has been a co-investigator for six state or regional rural preventable 
trauma mortality studies and has conducted research in the area of training for 
prehospital and nursing personnel as well as in rural injury prevention and 
control. He is a core faculty member for the NHTSA Development of Trauma 
Systems course and has conducted several statewide EMS assessments for 
NHTSA. Mr. Sanddal served on the 10M Committee on the Future of Emergency 
Care in the U.S. 

He received his EMT training in Boulder, Montana, in 1973 and has been an 
active EMT with numerous volunteer ambulance services since that time. He 
currently responds with the Gallatin River Ranch Volunteer Fire Department 
where he serves as the Medical Officer and Assistant Chief . 
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He completed his undergraduate work at Carroll College, received his Master's 
degree in psychology from Montana State University and is currently completing 
his doctorate in Health and Human Behavior from Walden University. 

JIM UPCHURCH, MD, MA, REMTP 

Dr. Upchurch began his medical career in 1971 as a Special Forces Medic 
courtesy of the US Army. He graduated from the University of Texas Medical 
Branch at Galveston in 1982 and completed a Family Practice residency from the 
University of Oklahoma in 1985. Since 1985, he has served as an Indian Health 
Service (IHS) Physician on the Crow Indian Reservation in Montana. The 
majority of his clinical practice involves emergency medicine (EM), Emergency 
Medical Services (EMS), surgery and obstetrics. He maintains current National 
Registry certification and state licensure as a paramedic. In 2003, he completed 
a masters degree in educational technology from George Washington University. 

Dr. Upchurch is a long-standing member of the National Association of EMS 
Physicians and the American College of Emergency Physicians. Since 1986, he 
has functioned as EMS medical director for Big Horn County in Montana and 
guided their basic care program to the advanced life support level, including 
critical care interfacility transport. He also provides EMS medical direction for Big 
Horn Canyon National Park and the Incident Medical Specialist Program, US 
Forest Service, Region I. 

Dr. Upchurch is director of a small non-profit organization, EMS Education & 
Training. They offer distance and face-to-face educational opportunities to rural 
and frontier EMS personnel in Montana who desire to advance their level of care. 
He is an active ACLS, ACLS EP, ATLS and PHTLS instructor. Recently, he 
authored the Geriatric chapter for the sixth edition of Nancy Caroline's 
Emergency Care in the Streets, released in 2007. 

Although Montana has no recognized state EMS medical director, Dr. Upchurch 
has served in that function for many years and represents Montana on the 
National Council of State EMS Medical Directors of the National Association of 
State EMS Officials. He functions at the IHS national level as a consultant on EM 
and EMS issues. He also sits on the Montana Board of Medical Examiners and 
on the board for the Critical Illness and Trauma Foundation. 

JOLENE R. WHITNEY, MPA 

Jolene R. Whitney has worked with the Bureau of Emergency Medical Services, 
Utah Department of Health for 27 years. She spent the first 6 years of her career 
as a regional EMS consultant. She became Assistant Training Coordinator in 
1986. She has been a program manager for EMS systems and trauma system 
development since 1991. She is currently a Deputy Director for the Bureau of 
EMS and Preparedness, which includes Trauma System Development, Chemical 
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Stockpile Emergency Preparedness, Hospital Disaster Planning, ED, Trauma 
and Pre-hospital databases, EMS Licensing and Operations, CISM, and EMS for 
Children. 

She spent 250 hours in the Olympic Command Center, serving as an EMS 
liaison for the 2002 Winter Olympics in Salt Lake City, Utah. She has been 
involved with all aspects of EMS including ambulance licensure, EMS councils, 
certification and training, computer testing, and curricula development. She has 
experience in statute and rule development, grant writing, system plan 
development, coalition building, and disaster preparedness. She has served on 
several national committees and teams, including a state EMS system 
assessment for NHTSA, reviewing rural trauma grant applications, developing 
the HRSA model trauma system plan and the NASMESO trauma system 
planning guide, and the NHTSA curriculum for an EMT refresher course. 

Jolene has a Masters in Public Administration from Brigham Young University 
and a B.S. in Health Sciences, with an emphasis in Community Health Education 
from the University of Utah. She was certified as an EMT-Basic in 1979. She 
also obtained certification as an EMT instructor and became certified as an EMT 
III (Intermediate) in 1983. She has attended numerous conferences, courses, 
and workshops on EMS, trauma and disaster planning and response. She also 
completed a course for investigator training from CLEAR. Jolene is a co-author of 
three publications on domestic violence and hospital surge capacity planning . 

She is the current Chair for the National Council of State Trauma System 
Managers/NASEMSO. She is a member of the American Trauma Society, 
previous member of the National Association of State EMS Training 
Coordinators. 

In 2005, she was nominated by her staff and received a Utah Manager of the 
Year Nominee Award from the Governor. She also received recognition from the 
Utah Association of Emergency Medical Technicians in 2006 . 
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• TraumaSystems • 
evaLuati Lanning ~k~ 

I mittee ~ 

American College of Surgeons 
Trauma Systems Consultation 

November 2'd _5 th
, 2008 

';~)<;,~L- ... ,. Title'< ·;\:;;.~S;:;, .... ' ' .... 

Abbott, Sally SOA Preparedness Coordinator SOA (State of Alaska) 

Allard, Faith RNFP Director SOA 

Andraschko, Andrea Communication Specialist 
ARH (Alaska Regional 

I 
Hospital) 

I 

I Barros, Nancy SOA Program Manager SOA 

Bowman MD, J. Dani Pediatrician 
ANMC (Alaska Native 
Medical Center) 

Brown MD, Ken Planning Manager 
BRH (Bartlett Regional 
Hospital) 

Bryson, George Staff Writer Anchorage Daily News 

IPEMS (Injury Prevention & 
Bundy, Tim Section Chief, EMS :' i-so";'-
Butler M D, Jay Chief Medical Officer SOA- DHSS 

SOA Health, '0""" '" and 
carr, Pat Section Chief Systems Development 

Chennault MD, Regina Surgeon ANMC 

Coopes MD, BJ. Director of Pediatric ICU TCHAP (The Children's 
Hospital at Providence) 

Crum RN, Bev ER Manager Ketchikan General Hospital 

Davis, Rick COO 
ARH (Alaska Regional 
Hospital) 

Derring RN, Shelly Director of Clinical Operations Airlift Northwest 

DeGreef RN, Margie Assistant with Administrative PKIMC (Providence Kodiak 
Services Island Medical Center) 
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ADHSEM (Alaska Division 

I 
Fisher, Bryan Chief of Operabons of Homeland Security and 

Emergency Management) 

Funk, Beth State Epidemiologist 
DHSS (SOA Department of 
Health and Social Services) 

Gariepy RN, Debbie TNC- Nurse ARH 

Gilkey, Ed Chief Physician Executive ANMC 

Godfrey, Gerad Chair 
Violent Crimes 
Compensation Board 

Goodrich, Craig Fire Chief Anchorage Fire Department 
-.,--.,.----~- "~---.. ,,----. 

i Greenberg MD, Matt ED Director 
YKHC (Yukon Kuskokwim 
Health Corporation) 

Hecks, Sue Director Southern Region EMS 

DSDS (Division of Senior 
Hilgendorf, Rebecca Acting Director and Disabilities Services) 

SOA 

Hoebelheinrich MD, S. Roger MD 
CPGH (Central Peninsula 
General Hospital) 

IPEMS (Injury Prevention & • Hull-Jilly, Debra IPU Unit Manager Emergency Medical 

~ ..•.......•.• - .. -----.-._._ .. - -- Services) SOA 

! Ives, George Program Manager PH-SOA 
_ .. _-

Jessop, Dan Administrator ANMC 

Johnson, Mark Volunteer 
Former SOA Section of 
Community Health and EMS 

Lamb, Ed CEO ARH 

Lamoureux, Bruce Senior Administrator 
PAMC (Providence Alaska 
Medical Center) 

! Leemhuis RN, Mary 
Trauma Program Manager, ANMC 

I Nurse 
'---

Leighty, Bobbi Director of SE Region EMS SEREMS (S.E. Region EMS) 

Lerner MD, Deborah Pediatrician PAMC 

Levy MD, Mike Emergency Medicine Physician ARH 

• Mackin, Jim Preparedness Director SONDHSS 
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Titli!., .' •... ;, ',;"., "" ,;, Organizatjon',,,;; " arne" •• , .' '";,, "., ' , 

Mandsager MD, Richard TCHAP Director PAMC 

Maskay, Raj Public Health Specialist Section of Injury Prevention 
and EMS, SOA 

Molitor RN, Jeanne Course Director SOA 

I Olliff, Terry EMS Unit Manager SOA IPEMS 

Parks MD, Stephen MD PAMC/Lifemed 

Poggi, Stephen R, EMS 
AFD (Anchorage Fire 
Department) 

Potashnik, Dave Emergency Medical Service North Slope Borough Fire 
Officer/Assistant Chief Department· Barrow 

Potts, Joanne Program Manager ARH 

Robinette MD, Danny MD 
Northern Alaska Medical 
Surgical 

L_~ ______ .. ____ ,, __ "._-,,----- ... 
I 

Trauma Systems Review ! Sacco MD, Frank ANMC 
i Committee Chair/Surgeon 
I 
I 

Program Manager/Legislative SOA Division of Public Scandling, Bruce 
Liaison Health • 

Searles MD, Grant MD 
Anchorage Surgical and 
Bariatric 

Simonsen RN, Barb State Trauma Analyst/Nurse IPEMS 

Smith MD, Linda ED Physician ARH 

1----·'·,·,· "".""" -"'--,-,-, , ._--
NIOSH (National Institute 

I~~:ervell, ~h~'~ ___ 
Epidemiologist for Occupational Safety and 

---- ." 
Health) 

Thompson RN, Mary Trauma Program Managaer PAMC 

Wilder MD, Norman Chief Medical Officer ARH 

Wooley, Bev Director PH, DHSS SOA 

Zafren MD, Ken SOA EMS Medical Director SOA 
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AMENDMENT 

,/,:,~. 

~26:LS0437\R.3 
Bullock 
2/16/10 

OFFERED IN THE HOUSE 

TO: HB 168 

BY REPRESENTATIVE HERRON 

Page 1, line 3, following "centers": 

2 Insert "and including a portion of the tax levy on alcohol as a source of money 

3 that may be appropriated to the trauma care fund" 

4 

5 Page 2, following line 12: 

6 Insert a new bill section to read: 

7 "* Sec. 3. AS 43.60 is amended by adding a new section to read: 

8 Sec. 43.60.055. Disposition of proceeds; availability for appropriation to 

9 the uncompensated trauma care fund. The portion of the tax collected under 

10 AS 43.60.010 that is not separately accounted for under AS 43.60.050(a) may be 

II appropriated to the uncompensated trauma care fund (AS 18.08.085). Nothing' in this 

12 section creates a dedicated fund." 

13 

14 Renumber the following bill section accordingly. 
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Aia!ka ltate Ho!pital and Nur!ing Home A\lociation 

TESTIMONY ON HOUSE BILL 168 
February 8, 2010 

")e'-"n 

'. :;r::f.":, 

426 Main St 
Juneau, Alaska 99801 

(907) 586-1790 
www.ashnha.org 

, . 

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 supports HB 168. 

This incentive based approach to increasing trauma treatment capability in Alaska is 
well reasoned and addresses one key barrier that discourages facilities from seeking 
trauma designation. A key barrier not addressed by HB 168 is the availability and 
cost associated with assuring certain physician specialties are on hand to deal with 
trauma cases. This barrier will continue to limit the ability of hospitals to achieve 
optimal trauma designation levels unless it too is addressed. In order to solve this 
problem Alaska's physician community will have to be included in the discussion. 

A possible approach might be to broaden Section 18.08.085 to allow the 
Commissioner of DHSS discretion to use the 'fund' to help offset costs incurred to 
meet physician staffing requirements necessary to achieve trauma designation. We 
understand other states are deploying innovative strategies to address the physician 
staffing challenge which Alaska could possibly learn from and incorporate into this 
incentive based program if the language of Section 18.08.085 were broader. 

ASHNHA supports HB 168 and urges its passage from House HSS to the next 
committee of referral at the earliest possible time. Thank you for the opportunity to 
present this testimony. 

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, Wildfiower Court Nursing Home. 

ASHNHA Contact: Rod Betit • rbetit@ashnha.com • 907 586-1790 
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26-LS04371E 

CS FOR HOUSE BILL NO. 168(HSS) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTE~: 

Offered: 
Referred: 

SpODsor(s): REPRESENT A 'fiVES COGHILL, KerUuIa 

A BILL 

FOR AN ACT ENTITLED 

"An Act relating to state certification and designation of trauma centers; creating the 

uncompensated trauma care fund to offset uncompensated trauma care provided at 

certified and designated trauma centers and including a portion of the tax levy on 

alcohol as a source of money that may be appropriated to the trauma care fund; and 

providing for an effective date." 

BE IT ENACT'ED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

* Section 1. AS 18.08.082 is amended by adding a new subsection to read: 

(c) The commissioner shall establish special designations in regulation for 

varying levels of trauma care provided by a certified trauma center that shall be used 

to set compensation eligibility and amounts under AS 18.08.085. The designations 

shall be based on nationally recognized standards and procedures. 

* Sec. 2. AS 18.08 is amended by adding a new scction to read: 

Sec. 18.08,085. Uncompensated trauma care fund; creation. (a) The 

-1- CSIIB 168(IISS) 
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uncompensated trauma care fund is created. The purpose of the fund is to compensate 

certified trauma centers in the state that receive a special designation under 

AS 18.08.082(c) for care uncompensated by the person receiving the care or by any 

other source. 

(b) The fund consists of money appropriated to it by the legislature, including 

donations, recoveries of or reimbursements for awards made from the fund, income 

from the fund, and other program receipts from activities under this chapter. 

Appropriations to the fund do not lapse. 

(c) The commissioner shall administer the fund in accordance with the 

10 provIsIOns of this chapter. The commissioner shall spend money from the 

11 uncompensated trauma care fund for the purpose established in (a) of this section. The 

12 commissioner may establish and seek the advice of a special committee for review of 

13 statewide trauma care and compensation standards. 

14 (d) The commissioner may not provide more than 25 percent of the total 

IS assets, including earnings, of the fund in a fiscal year to one trauma center. 

16 * Sec. 3. AS 43.60 is amended by adding a new section to read: 

17 Sec. 43.60.055. Disposition of proceeds; availability for appropriation to 

18 the uncompensated trauma care fund. The portion of the tax collected under 

19 AS 43.60.010 that is not separately accounted for under AS 43.60.050(a) may be 

20 appropriated to the uncompensated trauma care fund (AS 18.08.085). Nothing in this 

21 section creates a dedicated fund. 

22 * Sec. 4. This Act takes effect immediately under AS 01.10.070(c). 

CSIIB 168(IISS) -2-
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AMENDMENT 

26-LS04 3 7\R. 3 
Bullock 
2/16/10 

OFFERED IN THE HOUSE 

TO: HB 168 

BY REPRESENTATIVE HERRON 

Page I, line 3, following "centers": 

2 Insert "and including a portion of the tax levy on alcohol as a source of money 

3 that may be appropriated to the trauma care fund" 

4 

5 Page 2, following line 12: 

6 Insert a new bill section to read: 

7 "* Sec_ 3_ AS 43.60 is amended by adding a new section to read: 

8 Sec. 43.60.055. Disposition of proceeds; availability for appropriation to 

9 the uncompensated trauma care fund. The portion of the tax collected under 

10 AS 43.60.010 that is not separately accounted for under AS 43.60.050(a) may be 

II appropriated to the uncompensated trauma care fund (AS 18.08.085). Nothing in this 

12 section creates a dedicated fund." 

13 

14 Renumber the following bill section accordingly. 
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Alaska State Legislature 
State Capitol, Suite 422 
Juueau, AK 99801-1182 
Phone: 465-4939 
Fax: 465-2418 
Toll Free: (800) 465-4939 
Representati ve _Pete _Petersen@legis.state.ak.us 

DATE: 

TO: 

FROM: 

Representative Pete Petersen 
Representative Chris Tuck 
Representative Les Gara 

MEMORANDUM 

January 28, 2010 

Rep. Wes Keller, Co-Chair 
Rep. Bob Herron, Co-Chair 
House Health and Social Services Committee 

Rep. Pete Petersen 

716 W. 4th Ave, Suite 380 
Anchorage, AK 99501-2133 

Phone: 269-0265 
Fax: 269-0264 

RE: Changes in the draft Committee Substitute for HB 187 
The draft Committee Substitute I am submitting contains the following changes from the original bill. 

Thank you for your consideration. 

• The definition of "medically necessary" was moved to sec. 21.42.397(e) to clarify that the 

requirement that covered treatment be medically necessary applies to the whole bill. The 

phrase "medically necessary" was also added to subsection (b)(S) to clarify that treatment 

coordinated with education plans would only be covered if they are medically necessary. 

• The definition of "autism service provider" was expanded to be more specific. This new 

language was taken from Colorado statutes. 

• The date in the effective date, and the date for inflation adjustment was changed to reflect the 

fact that this bill did not pass last year. 



I WORK DRAFT 

BY 

Offered: 
Referred: 

WORK DRAFT 

CS FOR HOUSE BILL NO. I87( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY -SIXTH LEGISLATURE - SECOND SESSION 

WORK DRAFT 

26-LS064I \P 
Bailey 

1127/10 

Sponsor(s): REPRESENTATIVES PETERSEN, Dablstrom, Peggy Wilson, Gruenberg, Muiloz, Kerttola, 
GarB, Kawasaki, Johansen 

A BILL 

FOR AN ACT ENTITLED 

"An Act requiring insurance coverage for autism spectrum disorders, describing the 

2 method for establishing a treatment plan for those disorders, and defining the treatment 

3 required for those disorders; and providing for an effective date." 

4 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

5 * Section 1. AS 21.42 is amended by adding a new section to read: 

6 Sec. 21.42.397. Coverage for autism spectrum disorders. (a) Except for a 

7 fraternal benefit society, a health care insurer that offers, issues for delivery, delivers, 

8 or renews a health care insurance plan in this state shall provide coverage for the costs 

9 of the diagnosis and treatment of autism spectrum disorders. Coverage for the cost of 

10 treatment required by this subsection must cover the treatment of the disorders 

II prescribed by a licensed physician or psychologist and provided by an autism service 

12 provider as identified in a treatment plan developed following a comprehensive 

13 evaluation. A treatment plan developed under this subsection must identify the 

14 medically necessary pharmacy care, psychiatric care, psychological care, rehabilitative 
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care, and therapeutic care required. In this subsection, 

(I) "rehabilitative care" means professional counseling, guidance 

servIces, and treatment programs, including applied behavior analysis necessary to 

develop, restore, and maintain the functioning of an individual to the maximum extent 

practicable; in this paragraph, "applied behavior analysis" means the design, 

implementation, and evaluation of environmental modifications, using behavioral 

stimuli and consequences, including direct observation, measurement, and functional 

analysis of the relationship between environment and behavior, to produce socially 

significant improvement in human behavior or to prevent the loss of an attained skill 

or function; 

(2) "therapeutic care" means servIces provided by or under the 

supervision of a speech-language pathologist licensed under AS 08.1 I or an 

occupational therapist or physical therapist licensed under AS 08.84. 

(b) Coverage under this section 

(1) is required to be provided only to individuals under 2 I years of 

age; 

(2) must provide a maxImum benefit of $36,000 a year, adjusted 

annually, beginning January I, 2012, by the percentage change in the Consumer Price 

Index for all urban consumers compiled by the United States Department of Labor, 

Bureau of Labor Statistics; payments made by an insurer on behalf of a covered 

individual for treatment of a medical condition unrelated to the individual's autism 

spectrum disorder may not be applied toward the maximum benefit established in this 

paragraph; 

(3) may not limit the number of visits to an autism service provider for 

treatment; 

(4) is subject to copayment, deductible, and coinsurance provisions, 

and other genera! exclusions or limitations included in a health insurance policy to the 

same extent as other health care services covered by the policy; and 

(5) must cover medically necessary treatment that is coordinated with 

an education program, but may not be contingent on the coordination of treatment 

with an education program. 
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(c) This section does not limit benefits that are otherwise available to an 

individual under a health care insurance plan, 

(d) A health care insurer may not terminate, refuse to deliver, execute, issue, 

amend, or renew coverage to an individual because the individual is diagnosed with or 

received treatment of autism spectrum disorders, 

(e) In this section, 

(I) "autism service provider" means an individual who provides direct 

services to a person with autism spectrum disorder, is licensed, certified, or registered 

by the applicable state licensing board or by a nationally recognized organization, and 

who qualifies under one of the following: 

(A) has received a doctoral degree with a specialty in 

psychiatry, medicine, or clinical psychology, is actively licensed in the 

specialty, and has one year of direct experience in behavioral therapies that are 

consistent with best practice and research on effectiveness for people with 

autism spectrum disorders; 

(8) has received a doctoral degree in behavioral or health 

sciences and has completed one year of experience in behavioral therapies that 

are consistent with best practice and research on effectiveness for people with 

autism spectrum disorders; 

(C) has received a master's degree or higher in behavioral 

sCIences and is nationally certified as a board certified behavior analyst or 

certified by a similar nationally recognized organization; 

(D) has received a master's degree or higher in behavior or 

health sciences, is licensed as a physical therapist, occupational therapist, or 

speech-language pathologist, and has completed one year of directly 

supervised experience in behavioral therapies for people with autism spectrum 

disorders; 

(E) has received a baccalaureate degree or higher in behavioral 

sciences and is nationally certified as a board certified associate behavior 

analyst or certified by a similar nationally recognized organization; 

(2) "autism spectrum disorders'; are those defined by the current 
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edition of the American Psychiatric Association's Diagnostic and Statistical Manual of 

Mental Disorders, including autistic disorder, Asperger's disorder, and pervasive 

developmental disorder not otherwise specified; 

(3) "health care insurance plan" has the meamng given In 

AS 21.54.500; 

(4) "health care insurer" has the meaning given in AS 21.54.500; 

7 (5) "medically necessary" means any care, treatment, interverition, 

8 service, or item prescribed by a licensed physician or psychologist in accordance with 

9 accepted standards of practice that will, or is reasonably expected to, 

10 (A) prevent the onset of an illness, condition, injury, or 

I I disability; 

12 (B) reduce or ameliorate the physical, mental, or developmental 

13 effects of an illness, condition, injury, or disability; 

14 (C) assist in achieving or maintaining maximum functional 

15 capacity in performing daily activities; 

16 * Sec. 2. The uncodified law of the State of Alaska is amended by adding a new section to 

17 read: 

18 APPLICABILITY. AS 21.42.397, enacted by sec. I of this Act, applies to a health 

19 insurance policy that is offered, issued for delivery, delivered, or renewed on or after 

20 January I, 2011. 

21 * Sec. 3. This Act takes effect immediately under AS 01 .IO.070(c). 
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The Growing Trend Toward Mandating Autism Coverage 

Autism and treatment for its various complications is be­
coming one of the most discussed and demanded state 
benefit mandates. But there is a growing debate over 
whether, and to what extent, autism is a health-related con­
dition as opposed to a behavioral condition or educational 
challenge. While health insurance does and should cover 
health-related aspects of autism, policymakers who want to 
ensure that fumilies facing the real financial and other chal­
lenges posed by autism should develop safety net programs 
that meet their needs, rather than trying to impose autism­
related costs on health insurance. 

Mental Health or Habilitative Services? Currently, 
health insurance does and should cover physical medical 
conditions faced by those with autism. In addition, it will 
often cover many mental health-related conditions. How­
ever, autism advocates want to require health insurance to 
cover therapies more accurately described as educational. 

One problem is how to categorize autism treatment: Does it 
fall under mental health or habilitative services? If autism 
is a mental health condition, it is more likely to be covered 
by health insurance. If under habilitative services, then it 
should be considered long term care. 

A mental health benefit mandate provides for the payment 
of mental health evaluation and treatment, but sometimes 
at a higher out-of-pocket cost for the patient, or limitations 
are imposed on the coverage. Historically, mental health 
services have higher patient cost-sharing and shorter visit 
limits than services for physical ilIness or injury. Mental 
health parity laws try to minimize or eliminate this differ­
ence by requiring the same limitations and cost-sharing for 
mental health as for traditional medical care. 

Habilitative services treatments, by contrast, include occu­
pational, physical and speech therapies for children with a 
congenital or genetic birth derect, including autism. The 
goal of such services is to enhance the child's ability to 
function. 

Coverage for Autism. Under a federal law passed in 
2004, the Individuals with Disabilities Education Act, or 
IDEA, public early intervention and special education pro­
grams must provide related services and treatments to chil­
dren with autism. However, only roughly 3 percent of au­
tistic children's needs are met under IDEA, and President 
Obama has expressed support for even more comprehen-
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State legislatures traditionally have grouped autism in the 
broader category of mental health, but one of the latest 
state legislative trends is to pass an autism mandate sepa­
rately from mental health benefit mandates. 

Autism support groups want mandate legislation that pro­
vides for evaluation and treatment of autism, as well as 
specific services such as school mainstreaming. 

Which States Cover Autism? The question of whether 
autism is a mental health condition covered under health 
insurance varies from state to state. One of the problems is 
that scientists and doctors are not certain what causes au­
tism, and so historically treatment differs from one person 
to the next. Plus autism-coverage advocates often vary in 
how they interpret existing laws. 

• For example, Autism Speaks reports eight states with 
health insurance autism benefits. 

• However, several autism blogs report a higher figure 
and point to a Connecticut Office of Legislative Re­
search (OLR) report dated December 2006 that says 17 
states have some level of coverage for autism, includ­
ing 10 that require coverage for autism through their 
laws mandating mental illness coverage. Six of those 
states have specific autism laws. 

• In July 2008, the Connecticut OLR came out with an 
additional report that broke down the autism mandate 
diffurently. Researchers reported that 22 states besides 
Connecticut mandate some amount of coverage for the 
treatment of autism - which is consistent with 
CAHI's own tracking of the autism mandate. Of these, 
eight require coverage for behavioral treatment ser­
vices for autism (Arizona, Florida, Indiana, Kentucky, 
Louisiana, Pennsylvania, South Carolina and Texas) 
and five plus Connecticut require other coverage re­
lated to autism (Colorado, Georgia, Maryland, New 
York and Tennessee). Nine states and Connecticut 
include autism in their mental health mandate laws 
(California, Illinois, Iowa, Kansas, Maine, Montana, 
New Hampshire, New Jersey and Virginia). 

The Autism Society of America is more consistent with the 
Connecticut OLR report and several autism blogs. The 
Society's scope is broader than Autism Speaks, and it in­
cludes all types of coverage that addresses autism benefits, 

. .-



CAHI has tracked 39 states that have mental health benefit 
mandates on their books (of which 30 specifically include 
autism), 47 that have state mental health parity laws and at 
least three have habilitative services for children. 

There was additional autism-mandate activity during the 
2008 legislative session. For example, Arizona, Connecti­
cut, Florida, Illinois, Louisiana, Pennsylvania and South 
Carolina now have state mandate laws. And Hawaii 
adopted a resolution that requests a study of the social and 
financial impact of adding an autism mandate to health 
Insurance covernge. 

Even so, states are increasingly looking to insurers to cover 
more - or a11- of the costs of caring for autistic children. 
Not because health insurers have any particular expertise 
in, or even responsibility for, autism. Legislators want in­
surers to cover more of the costs simply so the state doesn't 
have to. 

The Push for Expanded Autism Coverage. Autism is a 
serious problem in the country, and we still don't under­
stand the causes or the cure. The Centers for Disease Con­
trol reported in 2007 that one in 150 children has this disor­
der. And there is a growing recognition that autism should 
be identified early and treated - hence the American 
Academy of Pediatrics' recent recommendation that all 
U.S. children be formally screened for autism twice by the 
age of two . 

We do know these children need significant amounts of 
care. That's why Wisconsin's approach, which set up the 
Children's Long-Term Care Community-Based Waiver (or 
CTLS) to provide a range of services to qualifying indi­
viduals, makes the most sense. It provides more integrnted 
care than could possibly be provided by health insurance. 

In addition, autism support groups and their families are 
looking for more financial relief from and coverage for 
Applied Behavior Analysis and other therapies which, ac­
cording to proponents, contain some of the most effective 
forms oftreatment, best outcomes and long term economic 
benefits. Proponents believe that health insurance compa­
nies should assume the financial burden - typically in the 
range of $50,000 per year per child - for autistic children 
that families and school districts have borne. 

Insurance carriers argue that most medically related treat­
ments are already covered for autism. In addition, they 
note that autism is an individually based disorder, and so 
there is often no clear standard of care to determine the 
appropriate therapy. Further, some see behaviornl therapy 
not as a medical benefit but an educational one. For exam­
ple, "play therapies" can require up to 10 separate interac­
tions per day, ensuring the child remains focused on the 
world around him. The therapy may be provided by unli­
censed care providers (andlor parents) who can be trained 
to use the methods very effectively. Some of the other 
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therapies address developmental delays, which are not 
typically covered under health insurance. 

While various educational therapies for autism may be 
beneficial, and while we recognize that many families 
struggle under the related financial burdens associated with 
autism, we question whether some of these thernpies are 
within the scope oftrnditional health insurance. 

The Cost of Autism Coverage. CAHI's actuarial working 
team estimates that an autism mandate increases the cost of 
health insurance by about I percent. But they caution us 
that figure may be rising for two reasons. The incidence of 
autism appears to be growing, and there is a trend to cover 
more services, which will drive up the cost of each covered 
individual. If these trends continue, as we expect, the cost 
of mandating coverage will move into the l-to-3 percent 
range. 

Conclusion. Private health insurance, with companies and 
individuals frequently changing plans or health care net­
works, doesn't provide the consistent care autistic children 
need. Iflegislators want to help these families, they should 
create progrnms specifically targeted to meet their needs 
and properly fund them from general revenues - better 
than Congress did under the IDEA progrnm - rnther than 
try to force the costs onto health insurance, which will just 
increase everyone's premiums. 

Prepared by Victoria C. Bunce, Research and Policy Director, Council for 
Affordable Health Insurance and J.P. Wieske, State Affairs Director, 
Council for Affordable Health Insurance 
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All rights reserved. Reproduction or distribution without the 
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HB 187 Questions 

Note: Answers provided by the Governor's Council on Disabilities & Special Education with 
assistance from the Division of Public Health, Section on Women, Children and Family Health, 
the Center for Human Development at the University of Alaska Anchorage and Jim Bouder 

1. Who will do the recruitment, training and deployment? What has been done to date? Are 
there any specific strategies for recruitment, training, deployment? 

Presently, there are four coordinated initiatives to prepare personnel to more effectively 

serve infant, toddlers, children and youth with Autism. The first 3 are being conducted 

through one state funded project - Capacity Building for Autism Interventions Project, 

through the UAA Center for Human Development (CHD). They also directly relate to services 

provided through insurance funding. The fourth, more targeted, is being funded through 

the AK Part C Program. 

(1) A total of 15 Autism Specialists, (Le., advanced graduate professional responsible for 
planning, implementation and monitoring of intensive services), are being trained 
though a 2-year program of study. Eight are beginning their studies through the CHD 
project, cooperatively delivered with Northern Arizona University. Seven others are at 
least }I-way through their programs and are closing on the required 1500 clock hours of 
supervised field work. One Alaskan professional is currently nationally credentialed in 
this manner (Le., Board Certified Applied Behavior Analysts - BCBA- through the 
through the international division of A.B. A., of the American Psychological Association), 
though she soon will be retiring. Based on the current population size, Alaska has need 
for at least 30 of these BCBA specialists. 

It is anticipated that a new cohort of at least 6 graduate students will begin their 2-year 

studies fall 2010. Students who already have Master's degrees must take the 5 graduate 

courses, complete the intensive 1500 hr field experience, and pass the national 

examination before becoming certified. Recruitment takes place through the numerous 

professional and parent Autism groups (e.g., CAli, Autism Alliance, state/local chapters 

of Autism Speaks and ASA) along with state and private Behavioral Health, 

Developmental Disability, Education and Infant Learning agencies. 

(2) Certified direct service personnel, both on an undergraduate degree and 
paraprofessional basis, are needed to implement the services designed by the Autism 
Specialist. An Occupational Endorsement certificate program is currently being designed 
and submitted for approval by the Capacity Building for Autism Interventions Project of 
CHD, in cooperation with the UAA Department of Human Services. This 6 course, 18-
credit program is being designed to (a) stand alone as an Occupational Endorsement, or 
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(b) partially fulfill A.A. or B.A. degree requirements. Initial recruitment will be through 
similar markets as the Autism Specialist training, as well as conventional UAA channels, 
with the program anticipated in starting by fall 2010. 

(3) Ongoing Autism professional and paraprofessional training through a regular week­
long Summer Institute was begun by the Capacity Building for Autism Interventions 
Project the summer of 2009. A total of 42 professionals and paraprofessionals from 
state and private DD and Infant Learning Program agencies participated. Topics are 
limited to specific interventions directly relevant to the provision of intensive 
intervention services. The 2009 Institute focused solely on the needs of infants, toddlers 
and young children. Plans for 2010 training are to broaden the scope to include 
strategies for serving teens and young adults with ASD, with special relevance to those 
youth with Autism, targeted by BTKH for return to Alaska. 

(4) Training of Infant Learning Provider staff. Beginning the summer of 2010, specialized 
training is being provided by the Part C Program to ILP staff. This 3-day training will take 
place in Fairbanks and will focus on the evidenced-based strategies to promote social 
and communication skill acquisition by very young children. 

2. Have there been any projections of how much money would be spent for travel and 
lodging compared to how much would be spent for actual treatment? 

At this time, the only travel and lodging associated with the ASD services from the bill 

potentially relate to those costs associated obtaining a diagnosis when parents chose out­

of-state services, as opposed to obtaining that determination here in Alaska. It is 

anticipated however that most families will already have a diagnosis and not need special 

travel. Workers who are being prepared to serve with these youth are receiving training 

primarily either via distance-based delivery systems or coordinated Institutes or 

Conferences here in Alaska. 

Insurance companies do not generally cover the cost of travel and lodging although 
individual providers who travel to deliver services may build these costs into their indirect 
rate. 

3. What is the projected cost per insured at a prevalence of 1:100? 

• With an average of 11,000 births in Alaska a year (2) an estimated 111 children (1) will 
receive an autism diagnosis this year. 

• Direct annual average costs related to the medical/behavioral interventions for an 
autism diagnosis is approximately $48,000 

• These 111 children will cost the State of Alaska $3.3 million annually for each year of 
their life [if they do not receive treatment that provides them a reasanable independent 
lifestyle] (3) 
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(1) American Academy of Pediatrics (2009) 
(2) State of Alaska Bureau of Vital Statistics (2008) 
(3) Ganz, M Understanding autism: from basic neuroscience to treatment 

According to a recent report (Brief Report: Quantifying the Impact of Autism Coverage on 
Private Insurance Premiums by James N. Bouder, Stuart Spielman,David S. Mandell), "Our 
analyses imply that the percentage increases in healthcare premiums changed linearly 
based on changes in assumptions in annual costs and treated prevalence. It is important 
to note, however that the treated prevalence and the per-child expenditures may 
interact. That is, as treated prevalence increases, the proportion of children with less 
intensive medical needs may increase, thereby reducing the average per-child 
expenditure." (Page 4, column 2, paragraph 2). 

Only about 10% of children with ASD diagnoses in the Pennsylvania Medicaid system 
expend more than $36,000 per year (Note: $36,000 is the private insurance cap in 
Pennsylvania). Given the higher cost of health services in Alaska, it may make sense to 
bump the cap to $50,000 because the additional impact on premiums will be negligible. 

4. How much actual total premium increases are we talking about in Alaska? How many 
children total and how many of them would require coverage? 

The total premium increase is estimated to be no more than $3.60 per member per month. 
This estimate is consistent with findings in other states. Alaska currently has 1,512 children 
and youth under the age of 21 who have autism; approximately 454 or 30.2% need 
significant clinical treatment. 

5. Please describe the "Applied Behavior Analysis Treatment." Is any physician or 
psychologist qualified to administer this treatment? 

Applied Behavioral Analysis (ABA) describes a number of empirically validated strategies 

and interventions that are used to promote learning and/or change or reduction of 

behavior. These methods have been authenticated through hundreds of empirical studies 

that have demonstrated that new behaviors will happen more frequently if they are 

regularly reinforced, while previously demonstrated behaviors or skills will diminish if they 

are not. These ABA interventions achieve these outcomes by systematically responding to a 

child's needs through a process of rigorous data collection and analysis. Recently, the 30 

member team of National Autism Standards Project (National Autism Center, 

http://www.nationalautismcenter.org/) developed criteria and resource lists of evidence­

based interventions, suggested from over 9S0 studies conducted with child, youth and 

adults with autism. All of those assessed by this national body as being "established" 

empirically validated treatments were ones that were ABA-based interventions. 
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Applied Behavior Analysis is often employed within a highly structured context and in an 

intensive manner (i.e., 1:1 or small group), relying heavily on the determination of the 

function of behaviors or skills as a first step to selection of a specific package of 

interventions. Key to the child's success is s/he developing the ability to recognize 

(discriminate) when and how to behave (respond). For a young child with Autism, this 

typically first means responding consistently, correctly and quickly to simple prompts, cues 

or directions given by an adult. It requires teaching the child, on a 1:1 basis, to attend or 

jointly attend with the adult, to specific objects or actions. The interventionist chooses and 

delivers cues, directions or actions precisely, and consistently uses positive reinforcement 

to strengthen and shape the child's correct responses. Doing so increases the child's ability 

to participate in typical social, home, and school settings as a function of his/her regular 

demonstration of those skills or behaviors that are contextually applicable or appropriate 

there. Progress is monitored through data collected on each target skill or behavior, with 

performance graphed over time. 

There are a large number of tested interventions based on the principles of Applied 

Behavioral Analysis. While many have been validated for use with children with challenging 

behaviors and/or autism, others have been developed for behavior change by different 

populations, such as for parenting, weight loss, cessation of smoking, and other major life 

issues or behaviors. An effective Behavior Analyst systematically selects from different ABA 

assessment, data analysis, and planning methods as tools in the delivery of services, so as to 

ensure that the match between the interventions, schedule of service activities, the delivery 

of services and the child's home, school and community environments are optimal for 

learning. While many practitioners employ ABA methods, quality is controlled through a 

national process of certification, through the Behavior Analyst Certification Board, Inc, 

(BACB), an organization with roots within the Association for Behavior AnalysiS, 

International. The graduate level certification standards and credentialing from BACB is 

endorsed by the Association of Professional Behavior Analysts, the Association for Behavior 

AnalysiS International and Division 25 (Behavior Analysis) of the American Psychological 

Association. 

Typically, ABA is provided by OT/PT staff or other master-prepared staff. Physicians and 

psychologists do NOT typically provide this intensive therapeutic intervention. 

6. Please describe the approved screening process/practice. (no biological markers) 

A flow chart that outlines the screening process/practice used in Alaska is attached. 
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In FY09, 105 children were referred to the pediatric neurodevelopmental outreach clinics 
for screenings; 85 were actually scheduled for appointments 34 of whom were presenting 
autism symptoms. 17 of the 34 (50%) were referred for a full diagnostic workup at 
Providence Autism Diagnostic Network; 9 were placed in a "watchful waiting" status. 

Additionally, 128 children received a full diagnostic workup at the Providence Autism 
Diagnostic Network. Of the 128 children, 57 (44.3%) were diagnosed with an Autism 
Spectrum Disorder and an additional 5 (3.9%) were diagnosed with Asperger's Syndrome. 9 
(7%) were diagnosed with a mental health diagnosis and 57 (44.3%) were diagnosed with 
other neurological disorders. 

During the most recent quarter (10/1-12/31/09), 97% of children referred were referred 
suspecting Autism Spectrum Disorder or Asperger's Syndrome. 56% received a final 
diagnosis of autism or Asperger's; 44% have a diagnosis of another neurological disorder or 
mental health condition. 

A word of caution: these numbers should not be used as a proctor to calculate prevalence 
or incidence. They are only what the outreach clinics and the Providence Autism Diagnostic 
Network are experiencing. Many kids referred with a suspected autism diagnosis or "looking 
like autism" are not screening positive definitely and some of the younger kids screened at 
the outreach clinics are placed in a "watchful waiting" status - a conservative approach but 
in their best interests. 

Additionally, without a surveillance system, we do not know how many children are being 
diagnoses by other providers in-state nor the number who move to the state of Alaska who 
were diagnosed in other states. 

7. How does the education mandate apply? What percentage of children with autism qualify 
as special education students - intensive needs students? Would there be a duplication of 
services? 

Special education services and related services (e.g., occupational therapy, speech therapy) 
are provided to children with a disability whose disability is interfering with their ability to 
receive an education. The presence of a disability is not sufficient to establish eligibility for 
special education. The disability must result in an educational deficit that requires specially 
designed instruction (special education). Special education services are provided according 
to each student's Individualized Education Plan during the child's school day. 

On October 1, 2008, 607 children were receiving specialized education services based on a 
diagnosis of autism. Because the current definition of autism is restrictive, the majority of 
these children is on the severe end of the autism spectrum and most likely qualifies as 
special education intensive needs students. Children with less severe autism often receive 
special education services based on other categories (e.g., multiple disabilities, other health 
impaired, emotional disturbances, learning disabilities). 
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Many children with autism, particularly those who need significant clinical intervention, 
require services beyond the school day; these are the services that would be covered 
through health insurance. Ideally, both education and health insurance services are 
coordinated so that they are complementary of one another, build upon what each system 
covers, are not duplicative and ensure that the individualized needs of each child are met. 

The goals of special education and the goals of health care are not one and the same. The 
goal of special education is to enable a child with a disability to access the regular education 
curriculum to the maximum extent appropriate. The goals of health care are to relieve pain, 
cure disease, and improve functioning. There is no Federal mandate (or state mandate I'm 
aware of) that requires schools to treat the symptoms of a child's disability - this remains 
the domain of health care. In the case of children with autism, educational benefit can be 
realized as a result of treating and ameliorating the varied symptoms of autism. For the 
most part, clinicians are generally better trained to address the clinical needs of children 
with autism than special educators. This is not to say that quality special education 
programs are not important or beneficial- but clinical services delivered under a medical 
model of care are necessary for many children with autism and, especially when delivered 
in cooperation with special education, will improve the child's overall outcome. 

To sum up, clinical applications of ABA are aimed at improving the functioning of people 
with autism, whereas special education aims at enabling the child to make meaningful 
educational progress. I believe these are distinct goals, but the first certainly effects the 
second. Also, ABA is a psychological discipline with a broad array of applications, including 
(not surprisingly) clinical applications. 
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ABA-BASED INTERVENTIONS FOR YOUNG CHILDREN WITH AUTISM SPECTRUM DISORDERS 

As research and services are evolving relative to understanding and meeting the needs of young children 
with autism, several practices have emerged as being key to success. First, rarely do methods other than 
those that are evidence-based work with these children (i.e., shown effective with this population of children 
and then replicated through additional rigorous research). Second, when one examines the body of 
strategies that have been sCientifically validated, one sees that the vast majority of these interventions have 
one common characteristic - each has been designed on, and to later adhere to, core principles of Applied 
Behavior Analysis, or ABA. A large number of ABA-based strategies have been developed, tested and 
employed, with some designed to have a generalized impact on the child's functioning, while other methods 
intended to address specific language, social or behavioral needs of these children. Lastly, evidenced-based 
methods have generally been shown to be far more effective the sooner and more intensively they are 
employed. 

ABA is a scientifically-driven and validated approach to learning and/or change of behavior. The core ABA 
principles are based on Operant Learning Theory, which states that new behaviors will happen more 
frequently if they are regularly reinforced, while previously demonstrated behaviors or skills will diminish if 
they are not. Applied Behavior Analysis is often employed within a highly structured context and in a 
systematic manner, relying heavily on the regular observation of overt behaviors as a first step to 
individualization of intervention. Key to the child's success is s/he developing the ability to discriminate 
(recognize) when and how to respond (behave). For a young child with ASD, this typically first means 
responding consistently and quickly to simple cues and directions provided by an adult. This requires 
teaching the child, on a 1:1 basis, to attend or jOintly attend with the adult, to specific objects or actions. The 
interventionist chooses and delivers cues, directions or actions precisely, and consistently uses positive 
reinforcement to strengthen and shape the child's correct responses. Doing so increases the child's ability to 
participate in typical social, home, and school settings as a function of his/her regular demonstration of those 
skills or behaviors that are contextually applicable or appropriate there. Progress is monitored through data 
collected on each target skill or behavior, with performance graphed over time. 

While a Behavior Analyst who uses ABA tends not to speculate on the non-overt, internalized changes taking 
place with children with autism, the fact is that successful intervention often results in increased fluency and 
duration of responding to both verbal and visual cues (i.e., natural characteristics of an object, item or setting 
such as the shape of a letter, color of a ball, or correspondence of a top button to a top button hole). Doing 
so increases the probability of independent performance by the child in the future (maintenance of acquired 
skills), and tends to promote his/her use of these acquired skills in new and different settings 
(generalization). 

There are a large number of tested interventions based on the principles of Applied Behavioral Analysis. 
While many have been validated for use with children with challenging behaviors and/or autism, others have 
been developed for behavior change by different populations, such as for parenting, weight loss, cessation of 
smoking, and the such. An effective Behavior Analyst systematically selects from different ABA assessment, 
data analysis, and planning methods as tools in the delivery of services, so as to ensure that the match 
between the interventions, schedule of service activities, the delivery of services and the child's home, 
school and community environments are optimal for learning. While many practitioners employ ABA 
methods, quality is controlled through a national process of certification, through the Behavior Analyst 
Certification Board, Inc, (BACB), an organization with roots within the Association for Behavior Analysis, 
International. The graduate level certification standards and credentialing from BACB is endorsed by the 
Association of Professional Behavior Analysts, the Association for Behavior Analysis International and 
Division 25 (Behavior Analysis) of the American Psychological Association. 

Service delivery and workforce development needs 

Autism Spectrum Disorders impacts each child uniquely. Age of onset, intensity of intervention and turn­
around time between the date that the child is diagnosed and when services are initiated may response to 
intervention or the level of care needed. However, in most cases, the child him/herself will be the primary 
barometer to determine intensity and scope of services. For example, most children with autism discontinue 
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using all oral language, while some toddlers do not lose any ability to communicate whatsoever. The same 
variation can be said about the disorder's impact on social or behavioral functioning. It is truly a spectrum 
disorder, with some children demonstrating immediate benefit from conventional Early Intervention services 
(in Alaska, Infant Learning Programs), while others in need a highly structured daily routine of 1: 1 
intervention-based services, provided at home andlor in a center-based program, for up to 40 hours a week. 

Professionals must guide and oversee the quality and continuity of services for these young children. 
Typically, Board Certified Behavior Analysts (BCBA) are employed to provide that leadership role. However, 
those children who require the most intense early intervention may also need services from several types of 
professionals beyond just those that provide daily intervention. For example, the Kansas Medicaid Waiver for 
young children with Autism specifies the following services: 

1. Determination of eligibility (evaluation by state or contracted provider, called a Functional Eligibility 
Specialist, to determine Level of Care Determination); 

2. Intensive Early Intervention, based on an annual plan of care is developed by the Autism Specialist 
(master's level) and implemented by full and part time Behavior Specialists 

3. Respite Care 
4. Consultative Clinical and Therapeutic Services by the Autism Specialist 

Case management 
Training and oversight of direct service staff 
Monitoring and reporting of progress 

5. Parent Support and Training Provider (the peer-to-peer KS equivalent to Parent Navigation and 
Training Services now provided through Stone Soup, Inc) 

6. Family Adjustment Counseling - services for parents and siblings 

Four of the six services (i.e., #1, 2, 4, and 6) potentially require a credentialing review prior to their delivery. 
Intensive intervention (2) is planned and supervised by a BCBA, and implemented either by a bachelor's 
level full time behavior specialist (certification not required) or a part-time paraprofessional in that same 
capacity. Other disciplines, including professionals who provide Speech and Language Therapy, 
Occupational Therapy and Social Work are often needed for these support services. 

Intensive Early Intervention Workforce 
Development Needs 
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Recommend Comprehensive Evaluation (Providence Neurodevelopmental Clinic) 
Data Collection: 

Parent questionnaire, developmental interview, history and neurological evaluation 
With ROI completed, Children's Hosp @ Prov collects documentation from: 

Private OT, SLP, PT assessments Medical Records 
EI/ILP records Visian, hearing documentation 
School records Mental health assessments 

Multi-disciplinary Record Review 
Order additional testing as needed from: 

Vision evaluation Psychological- Vineland / CARS 
Hearing evaluation Dental 
PT, OT, SLP Neurology 

I 
Summary Written & 

-========;J~~ent Conference Conducted 

~ Autism diagnosed 
--_. ----------------, 
• • 

'k""-- ~'-e_a_t'!!.*:'!.t. ~~a-,,- -'i.: 

!:t·~:::\::k . 
ail", 

Autism ruled out 

Autism ruled out 

Autism ruled out 
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Abstract Many states are considering legislation requir­
ing private insurance companies to pay for autism-related 
services. Arguments against mandates include that they 
will result in higher premiums. Using Pennsylvania legis­
lation as an example. which proposed covering services up 
to $36,000 per year for individuals less than 21 years of 
age, this paper estimates potential premium increases. The 
estimate relies on autism treated prevalence, the number of 
individuals insured by affected plans, mean annual autism 
expenditures, administrative costs, medical loss ratio, and 
total insurer revenue. Current treated prevalence and 
expenditures suggests that premium increases would 
approximate I %, with a lower bound of 0.19% and an 
upper bound of 2.31 %. Policy makers can use these results 
to assess the cost-effectiveness of similar legislation. 
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Introduction 

Empirical studies of healthcare expenditures find that those 
of children with autism spectrum disorders (ASD) range 
from three to ten times those of other children, depending 
on the sample and methods (Croen et al. 2001>; Leslie and 
Martin 2007; Liptak et al. 2006; Mandell et al. 2006). 
Synthetic estimates find even higher increases in relative 
expenditures, especially when categories such as educa­
tional expenditures and labor force participation are taken 
into account (Ganz 2006; larbrink and Knapp 20()!). Rei· 
ative to costs associated with other health conditions that 
manifest in childhood. the healthcare costs associated with 
ASD are disproportionately borne by families (Fujiura 
et al. 1994; larbrink 2007; larbrink et al. 2003; Krauss 
et al. 2(X))) and, in the United States, by the Medicaid 
systemJKrauss et al. 2(03), regardless of family income 
(Birenbaum et al. 1990; Braddock 2002; Walsh et al. 
1997). 

The dramatic increase in the number of children and 
adults diagnosed with ASD (Centers for Disease Control 
and Prev~ntion 2007; Fombonne 2003. 20(5). combined 
with the high cost of their care, has caused many states to 

,consider otht!r alternatives to pay for this care (Shattu(.'k 
and Grosse 2007). Some slates have increased the public 
contribution to these savices. For cxample. Colorado. 
Indiana, Kansas, Maine. Maryland, Pennsylvania and 
Wiscollsin. have or are considering Medicaid waivcrs. 
which would allow states 10 use ~1edicaid funds to pay for 
services not included in their ~ledicaid plan, or to cover 
individuals that olher\','ise would not be Medicaid t:ligiblc. 
Other states have increased the private contribution to these 
services. ~\!1any private insurance companies severely limit 
coverage of behavioral health services for individuals with 
autism or exclude coverage altogether. In response. 
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Arizona. California, Indiana. Kentucky. Louisiana, Mis­
sissippi. Pel1nsyl\'~mia. South Carolina. Texas. West 
Virginia and Wisconsin all recently considered legislation 
that would mandate private insuram:e companies to pay for 
autism-related healthcare services. This legislation has met 
with \'arying degrees of success, with legislation not 
passing in Mississippi, West Virginia or Wisconsin. Suc­
l'essfuJ legislation has varied tremendously in the ages of 
covered individuals, the types and quantity of covered 
services. and annual caps on associated expenditures. As of 
this writing. many other states, including Connecticut, 
Florida, Illinois, Michigan, Missouri, and Oklahoma. 
recenlly have introduced similar legislation. 

A major challenge to these insurance mandates has been 
the concern that they will result in increased premiums for 
policy holders. Since most policy holders are employers, 
increases in premiums may be passed onto employees in 
the form of a net loss of wages or loss of employment, 
although the effect of mandates on both has been debated 
in the literature (Collins et al. 2005; Hopkins and Zweifel 
2005; Klennan and Goldman 1994; Sommers 2005; Wo­
laver et a!. 20(3). Insurance companies therefore have 
argued that an autism insurance mandate would result in a 
burdensome rate increase. Autism advocates, on the other 
hand, have argued that the burden associated with a rate 
increase would be outweighed by the benefits to individ­
uals with autism and their families. 

To help inform the debate surrounding autism insurance 
mandates, one of the authors (JB) developed an equation to 
estimate the effect of mandates on premiums, using 
information easily available on the Internet. In the fol­
lowing, we present the general equation and rationale, and 
use data from Pennsylvania, which has recently passed 
legislation, House Bill (HB) 1150, as an example. HB 1150 
requires insurance companies to cover healthcare services 
for children with autism. from birth up to age 21. Specif­
ically mentioned in HB 1150 are behavioral interventions 
such as applied behavior analysis. Annual per capita 
expenditures are capped at 536.000. 

Methods 

Percentage rate impact (%RI) was calculated as a function 
of the prevalence of autism. which we calculated using a 
range hased on reports of community and treated preva­
lence. This \ .... as Illultiplied by the number of insured 
children in Pennsylvania, the average annual medical 
expenditure for children with autism, which we derived 
from published studies (see Table 1). and the cost to 
insurance companies of administering this new mandate. 
The product of these four numbers was divided by the 
proportion of revenues from health insurance premiums 
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spent on medil.'aJ services covered by the plan. This IlUITI­

her was then di.vided by the total revenue to private 
insurance companies in Pennsylvania. More specifically. 
we used the formula: 

(h x F) x (x x A) 7 MLR 
%R[= PR 

wherefis number of children in the state with autism, ages 
2-20 years. This number was estimated using several 
strategies. ranging from the treated prevalence observed in 
recent studies using private insurance billing data (2 per 
I,O()() to the CDC-estimated prevalence (6.7 per J.(X)O). 

Sf is number of all children in state, ages 2-20 years. 
This number was abstracted from US Census data. 

F is number of insured children in Commonwealth. ages 
2-20 years. with non-ERISA exempt healthcare insurance 
coverage. This number was derived from the percentage of 
uninsured children and youth living in Pennsylvania as 
reported by the Centers for Disease Control and Prevention 
(Cohen and Martinez 20(7) and from the percentage of 
private-sector enrollees that are enrolled in self-insured 
plans at business firms offering health insurance in Penn­
sylvania, as reported in the Medical Expenditure Panel 
Survey (Medical Expenditure Panel Survey-Insurance 
Component 2005). Using these sources. the number of 
children and youth between the ages of 2 and 20 living in 
Pennsylvania and covered under state-regulated insurance 
plans, was estimated at 1.37 million. 

x is mean annual per capita expenditure for autism­
related services. This number was estimated from existing 
studies of healthcare utilization, and ranged from the 
$2,900 found by (Croen et al. 20(6) to the $36,000 cap 
proposed by the Pennsylvania legislation. Only estimated 
annual expenditures of $10,000 and higher are presented 
here. A summary of this literature is presented in the table. 

A is assumed load factor for the first year's adminis­
trative and incidental costs associated with the mandate. 
This number was obtained from insurer comments filed 
with the Pennsylvania Health Care Cost Containment 
Council in regard 10 the implementation of new insurance 
mandates, and assumed to be 10% of total provider pay­
ments attributable to the mandated benefits. 

MLR is medical loss ratio. The 1\!lLR refers 10 the pro­
portion of revenues from health insurance premiums spellt 
on medical services covered by the plan. The MLR was 
calculated by dividing the total medical losses incurred by 
total premium revenue collected by insurers. The MLR is 
used to convert increased medical/clinical costs to a revc­
nue requirement needed to encompass hoth the hard and 
soft costs attributable to administering health care l.'over­
age. An MLR of 85%, considered the industry standard. 
v,:aS used for these calculations (Robinson 1997). 
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Table I Summary of cosl anti exrenditure studies for individuals with autism; all monetary amounts converted to 2006 $" 

Dala source Treated Sample Grand total Medical 
prevalence 

Total Inpatient Meds Other School Other 

(Mandell Allegheny 2.{)/I,OOn 334 Children with $12,000 $12.000 $8,300 $3,700 
cl al. 20(6) County. PA autism diagnosis 

Medicaid data 
1994-1999 

(ernen ct a1. Kaiser 3,053 Children $2,900 $2,900 $1.500 $770 $600 
2(XlIl) Pcrmancntc, with autism 

Northern CA diagnosis 
2003-2004 

(l..iplak cl al. National sample 2.111,000 31 Children with $7.400 $7.400 $880 $1.170 $;.300 
20(6) from MEl'S autism 

1~97-2000 diagnoses 

(Leslie and Large US self ... Per 1,000: U.9 256.646 Children $4.965 (2000) 
Martill insured (2000) 1.3 diagnosed with a $5.979 (2004) 
20()7) employers (2(K)!) 1.8 mental disorder 

20()O-2004 (2002) 2.1 2000-200; 
(2003) 1.9 
(2004) 

(Ganl. 200M Synthetic Lifetime: Lifetime: Lifetime: Lifetime: Lifetime: Lifetime: Lifetime: 
estimate $3,439,800 $333,000 $39,400 56700 S286,800 SI63.8()0 $2.943,OlXl 

(Jarbrink and Center of 228 Children with Autism: Autism: Autism: Autism: Autism: Autism: Autism: 
Knapp Ecunomics autism ur high $1,834.600 $237500 $62.200 $8.000 S167.300 S41 R.6fX) $941.000 2(01) d'lta & survey functioning HFA: HFA: HFA: HFA: HFA: HFA: HFA: 

I)f 250 parents autism (HFA) $687,200 $164,000 $71.800 S19.4OO S72,90() $254,100 SI.400 

All studies present ilverage per person annual expenditures, with the exception of Ganz (2007) and larbrink and Knapp (200!), which present average per person lifetime expenditures 
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< 

" :;;" 
§. 



2992 

aIlIlUall'\!Wlldi[ur~·., p~'r child with allli"m ($1 (HIOI 

Fig. I Estimated increase in heahhcare insurance premiums as a 
result of an insuram:c mandate requiring coverage of autism treatment 

PR is total health insurer premium revenue, which was 
obtained from an October 2007 publication of the Penn­
sylvania Health Care Cost Containment Council (Crith:lll 
Condition. The State of Heal'h Care In Penmyli'ania 
2007). which aggregated premium revenue data that 
Pennsylvania insurers report on their annual NAIC filings. 
This sum was adjusted to reflect premium revenue derived 
from plans subject to HB 1150, as it was originally sub­
mitted for review to the Pennsylvania Health Care Cost 
Containment Council. This adjustment produces a total of 
$18.44 billion in premium revenue collected for plans 
subject to HB I 150. 

Results 

The figure presents the" results of this formula based on 
different assumptions regarding autism prevalence and 
associated healthcare expenditures. The x-axis presents 
annual expenditures ranging from SIO.OOO to S36.000. 
Estimated increases in healthcare premiums ranged from 
0.19% (assuming a treated prevalence of 2 per 1,000 
children and annual expenditures of 510.0(0). to 2.31%. 
(assuming a treated prevalence of 6.7 per t ,000 children 
and annual expenditures of S36.000; Fig. I). 

Discussion 

The results of this analysis suggest that even dramatic 
increases in the lreated prevalence of autism and associated 
annual healthcare expenditures would result in relatively 
small increases to healthcare insurance premiums. The 
average family healthcare insurance plan in the United 
States costs SI.009 per mOnlh. of which families pay an 
average of 28% (Kaiser/HRET Survey of Employer­
Sponsored Health Benefits. 1999-2005. 2(07). Our 
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analysis suggests that, using l:urrcnt treated prevalence 
estimates and an annual ex.penditure for children \\'ilh 
autism of 51 (),OOO. the a\'erage family would pay an 
additional $0.54 a month. or $6.44 a year. If curren! treated 
prevalence were to double as a result of the new henefit and 
annual expenditures rose to S20.000. families' annual 
increased contribution would be 526.10. Even in the unli­
kely event that treated prevalence were to rise to the 
accepted community prevalence of I in 150 children. and 
per capila expenditures rose to 536.000 per year. the 
increase in the family contribution would reach $6.53 a 
month. or S78.31 per year. 

Our analyses imply that the percentage increases in 
healthcare premiums changed linearly based on changes in 
assumptions in annual costs and treated prevalence. It is 
important to note. however that the treated prevalence and 
the per-child expenditures may interact. That is, as treated 
prevalence increases, the proportion of children with less 
intensive medical needs may increase. thereby reducing the 
average per-child expenditure. 

Two study limitations should be noted. First is that these 
calculations were based on data from existing literature. 
Dramatic changes in payment available for services to 
individuals with ASD may affect the treated prevalence 
and on the provider market. While we attempted to model 
changes in prevalence up to the accepted community 
prevalence (Centers for Disease Control and Prevention 
2(07). we did not model any changes to the provider 
market. Second, estimated changes to healthcare insurance 
premiums were based on total costs for children with ASD, 
not incremental increases, because there is little infonna­
tion on current expenditures for children with ASD not 
associated with an ASD diagnosis per se (Leslie and Martin 
2007; Mandell et al. 2(06). Many children with ASD may 
receive services that are associated with a different diag­
nosis, as clinicians may assign diagnoses that result in a 
higher probability of reimbursement. To that extent. the 
estimates presented here may overestimate actual increases 
to premiums, given that some healthcare ex.penditures 
would remain the same but now would be associated with 
an ASD diagnosis. 

Despite these limitations, the estimates present here 
offer an important starting point ror discus~ion among 
policy makers considering the irnpat.:t of changing insur­
ance regulation. The Pennsylvania legislation upon which 
these calculations were based has been described ,IS the 
most generous insurance mandate in the country. in terms 
of the age group and scope of services covered. as well as 
the annual expenditure cap" The more limited legislation 
proposed in other Slates should be considered in this light, 
weighing the relatively minimal impact on all insurance 
premium payers against the potential benefit for children 
with ASD and their families. 
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Representative Wes Keller 
Alaska State Capilol - Room 13 
JUlleau, AK 99801 

Dear Representative K~lIer: 

PREMERAI+. .. 
BLUE CROSS BLUE SHIELD OF ALASKA 

J."k C. MeR ... 

SEnior viu Pt~i(!E"1 

On behalf uf Proillera Blue ernss Biue Shield of Alaska, I am writing to you 10 e~press our concents wilh liB 187 
whkh mandates coverage for autism 5pectnlln disorders (,·"SD). 

\Ve! too. ;-tr~ l:OIlI.:"Cl'I1eJ with the ch;lllc:nges faced by children with autism and their families. \Ve want to appronch 
this issue in a manner that is in (heir best interest as \\:ell as all of the members we serve. 

Of serious concern to tiS is the cost impact for employers and families nlrcndy struggling to afford healthcare 
coverage. Our allalysis of this mandate projects it rotc increase of at least) % to our Alaska members. 

Every benefit 111~IJ)Jatc adds to th~ overull cost of health care and insurunce premiums. And~ during a time whc:n we 
nrc collectively !""killS to make healthcare mOTe alYonlablc, we believe employers shoul.! be able to detemline 
their own benefit plans without additional slate mandates, financial impacts must be strongly considered for nny 
benefit mandate proposal, especially givcnlhe CUfl'Cnt economic conditions, and the fact Ihat many families and 
employers alreml), race difficulties in atTonling coverage, Furthennore, this mnndnle will not impact self-funded 
plans in Alaska, which arc not regulated by the slnle, 

While the proposcd mandate would provide some financial reii.f to families impacted by ASO whose employers 
can .,)ntinue to alTord coverage, there will be an unfortunate tradcolY for those families who would no longer be 
able 10 "1'1<,,d medical covcrage at all, including families with ASO affected children, With an incrcasing load of 
mandatcs~ i,!mpll)ycrs may be fcm:cd to drop hCj]lth inslirance benefits altogether. 

Also of particular <on<ern is ""tcnliall), requiring medical plan coverage for services that are essentially 
educational in nature, such as Applied Behavior Analysis (ARA) thernpy, These services are provided by 
individuals with backgrounds and training in the field of education, not medical or mental health, We also question 
the (Ippropriatt:llC'ss of mandating educational sen/ices, dt:signed to assist with behaviors such as getting dressed, 
caling meals, hrushing teeth, or sitting still during classes, to he included as part of medical program coverage. This 
would establish an inappropriate precedence, In addition, numerous reviews of ABA therapy by objective parties 
have concluded that evidence for the effectiveness of ABA thempy is conlrndictory, and al best, modest. We would 
recommend not mandating this therapy in the benefit. 

To ensure quality treatmcnt and patienl safety, it is important thai any person or cntity providing treatment of ASD 
be licensed or eerliti"d, The detinitioll of an ASD provider included in lIB 187 is overly broad to include any 
person, elltily, ur group thai I)rovidcs "..-alment of AS!), We would recommend Ihnl providers treating ASO 
demonstrate 'pe(ilk training ,HId experience, and Ihat ABA therapy be provided by behavior sJl<.'Cialists who are 
bo:ud ct:rtilk'd. such HS by 1he Bclwvior Analyst Certification Board. 

Thank you t0r ~onsid\!ring our l:OIlI':Crns on this issue. 

) k C. McRae 
Sellior Vke Prcsi(lcnt 

P.O. 801..31' 

s .. tt ... WA 98111 

lei 415 91. S757 

I,u 42'5.9111.S6.15 
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Employee health insurance is a major business and political issue. Virtually everyone agrees that restraining the rate of health 
care cost (and resultant health insurance price) increases as well as expanding health insurance coverage are pressing matters. 
The disagreement occurs over the means to reach those objectives. Small businesses are near the center of this controversy. 
Their employee health inswance costs are rising much faster than innation. further, their health inswance dollar purchases 
relatively fewer benefits. One result is that small employers are less likely to purchase employee health coverage than large 
employers or public entities. Recent trends only exacerbate these problems, raising serious question about the long·tenn 
viability of the entire employer-based health insurance system. Purchasing Health Insurance is a key background component to 
the employer· based system of employee health insurance and the subject of this issue of the Narionnl Small Business Poll. 

It is well known that about half of employing small businesses offer employee health insurance and the other half does not. It 
is also well known that provision of employee health insurance is tied to employee size of business, even within the small 
business population. The data from this survey reflect both. forty-seven (47) percent of small employers offer employee health 
benefits and 52 percent do not (Q#I). Those employing 20 or more people are more than twice as likely to offer employee 
health benefits as those with fewer than 10. further, 36 percent offer the benefit to all or most full-lime employees and another 
5 percent offer it to some or a lew. However, provision of employee health insurance is not synonymous with provision of 



employee health benefits. About one in 10 small employers who offer employee health benefits (6%) offer premium 
reimbursement for health insurance purchased by employees on their own rather than through the business. 

back tu lOp 

Dropping Insurance or Never Bnying It 

Good employees are difficult to attract and keep. Provision of benefits is one method small employers use to compete for them. 
So. most arc reticent to antagonize employees by eliminating a benefit or privilege once given; it is much better for momle to 
have not given the benetit or privilege in the first place. At the same time, small firms experience considerable turmoil in their 
early years. They often experience cash flow problems and are reluctant to incur marginally necessary expenses. Just shon of 
half survive the first five years, tbough tbe odds of exit in anyone year decline progressively as businesses age. These two 
seemingly unrelated facts lead to the hypothesis that stagnation and/or decline in the number of small businesses offering 
employee health insurance stems not so much from some small employers dropping insurance altogether as from newcomers 
introducing the benefit relatively late or not at all. The evidence gathered here suggests that the hypothesis is conrect. 

Twenty (20) percent of small firms offering employee health insurance staned offering the benefit in the last threeycars (QUia). 
The proponion initiating it compared to those already offering it declines as businesses age even though the total percentage 
offering rises. Unfonunately, we have no benchmark to compare these numbers over time. The data cannot tell us, therefore, if 
small employers are introducing employee health insurance as a benefit later at the present time than they did in the past. 
However, 9 percent of those not now offering health insurance (5% of all employing, small businesses) offered it within the 
last three years (QUI b). About one third (34%) of those dropping it moved to premium reimbursement rather than eliminating 
the health benefit altogether. The remainder eliminated the benefit entirely. The consequence is about 3 - 4 percent of all small 
employers dropped employee health insurance in the last three years (or I - 2% a year). One percent annually means vinually 
no small businesses drop employee health insuranee, though they may increase the cost share, etc. If vinually no firm drops 
employee health insurance and the trend in its provision is stable to lower, new small firms are likely to be slower on the 
uptake than in the past. 

The imponance of this point is that it exhibits rising small employer resistance to offering the benefit. As the small business 
population turns over (and assuming the trend continues), the share of small employers adopting this view will grow. Growing 
rel~ to ,initially., ofJer will reduce the pool of potential employees from '~hlch to choose, dampening the trennut, a 

, shrinking' Pool will aloo direct smali Dilsiness- recruiting effonSiOward'poopi;;-;;'h~ ire-'filling to trade relatively higher wages 
(or premium reimbursement) for health insurance. This situation is not beneficial to either the small employer or their 
employees, but it represents the direction current conditions are driving them. 

back to top 

Shopping for Healtb Insurance 

The overwhelming majority of small employers think that the cost of health insurance is a serious business problem. The 
logical consequence is that large numbers should be out shopping for a new or different plan, a better buy, or just cenainty that 
they enjoy the best in a series of bad alternatives. Yet, aggressive shopping is not necessarily occurring, panicularly among 
owners of the smallest businesses. Fony-eight (48) percent of all small employers indicate that they or someone on their behalf 
shopped for employee health insurance in the last three years (Q#2). Owners of the smallest (I - 9 employees) shopped in only 
43 percent of cases compared to 78 percent among the largest (20 - 250 employees). 

Not all small employers with insurance shopped nor did all small employers without insurance not shop. Still, the (rend was 
strongly in that direction. Seventy·five (75) percent offering insurance to all or nwsl full-time employees shopped, compared to 
68 percent offering health insurance to some or afew. Si><ty-one (61) percent offering premium reimbursement shopped, but 
only 26 percent offering neither did. The reason 61 percent of non-sboppers offering insurance gave for not exploring options 
was that they 'imply renewed the policy or pi,," they had (QH20), Apparently. thcy wcre 3Ilti.fied or thought they couldn't do 
any bener. Another 29 percent did not shop because they were locked into a longer term commitment. The lalter group seems 
to have avoided the problem of cost uncenainty, a major concern of small employers. 

The two principal reasons small-business owners shopped were to look for a lower per employee cost (45%) and just to sec 
what was available (42%) (Q84). Only 5 percent semched for a different benefit package and I percent a different provider 
network. Three percent searched specificully to cut administrative cost and hassle. The two major reasons for shopping, one 
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specific and one general, were associated with offer.; of insurance. Over 60 percent of those offering health insurance shopped for 
a lower per employee cost, while over 60 percent of those offering premium reimbur.;ement or not offering were looking to see 
what w,," available. 

huck to top 

a. Wbo Shops 

The most frequent shopper is the business owner or manager. He or she was the shopper on the firm's behalf in 46 percent of 
cases (Q#3). This was particularly common among owners of the smallest (52%) though much less so among owners of the 
largest (28%). Still, half engaged either an employee (23%) or an agent or broker (27%) on their behalf. The largest employer.; 
were much more likely to use them (an employee, 33%· an agent or broker, 36%) for the task than the smallest (an employee, 
23% - an agent or broker, 27%). 

The amount of time small employers spend shopping for employee health insurance (including learning about different plans, 
analyzing options, making inquiries, and determining employee needs) is limited. The median is about si. hour.; (Q#3a). 
However, 26 percent spend two hour.; or less while 13 percent spend 16 hour.; (2 full days) or more. While the number of 
respondents is thin. shoppers offering health insumnce appear to shop longer than shoppers not offering it and owners of larger 
firms appear to spend more time than owners of smaller firms. Still, it seems odd that small employer.; spend so relatively 
little time on a major cost item with which they are generally displeased. It also challenges the idea that small employers are 
better consumers of employee health insurance than is the employee him/her.;elf. 

The search time data do not account for the time employees or outside agents spend shopping for employee health insurance on 
the firm's behalf. That means the calculation is dominated by the smallest employer.;. As a result, the calculation is not 
equivalent to the total time spent searching for employee health insumnce. 

back to lOp 

b. Exploring Options 

Small employers searching for employee health insurance can investigate a broad variety of infonnation sources to help them. 
One of the most accessible and intriguing is the Internet. Yet, relatively few small employers use the Internet to e.plore their 
options for purchasing employee health insurance. lust 24 percent used the Internet for that purpose in the last three years 
(Q#5). Reversing the typical distribution of Internet use, shoppers from the smallest firms (employing I - 9 p':ople) used Ihe 
Internet more frequently than did other.;. Twenty-nine (29) percent of owners with the smallest businesses e.plored the Internet 
for information on their employee health insurance options compared to 12 percent of owner.; with the largest. These numbers 
are somewhat deceptive since owners of larger firms more often delegate responsibility for shopping. Survey respondents may 
not be familiar with the agent's search process in those instances. 

Another area of potential search is directly with a network of health care providers, such as an HMO. Contacting Kaiser 
direcUy is an example. Nearly half (48%) too1c this step in the search process (Q#6). Differing from lhe Internet, employee 
size·of-business was not associated with these contacts. But while making this contact twice as frequenUy as searching the 
Internet, few small employers actually purchase their health insurance from a provider network. 

State governments have increasingly become active in efforts to help small employer.; obtain employee health insurance. They 
range from matching services, such as in Maryland, to subsidized products, such as in Tennessee. These activities appear to be 
generating interest. Si.teen (16) percent of small employer.; explored options in a government-organi7.ed or sponsored 
small-business health insurance program (Q#7), though a very small percentage participate as will be seen later. 

The survey asked those who did not explore the potential government option. why they had nut done so. The most common 
answer (60%) was that they did not know of any (Q#7a). This response reflects the limited help that most states provide; it does 

not constitute out-of-hand rejection of them. Twenty-one (21) percent do reject them. These owner.; say that they would not 

participate in a government program. Nine percent did not e.plore such options because Ihey believed beUCr options exist in the 
commercial market and 6 percent think they are not eligible to participate. 

Another source of employee health insurance might be a business trade organization or association. About half of all small 
employers belong to such organizations. Legislation was recently impaled by the Congrcss that would have allowed 
associations of small businesses to broaden insurance pools, effectively giving them greater market access. Still, many 
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business groups have armngements with insurers to sell small cmployers employee health insurance. Thirty-four (34) percent of 
small employers explored the trade association option the last time they shopped for health insurance (Q#8). 

back to lOp 

c. Agents and Brokers 

The insurance agent or broker dominates the insurance knowledge base and insurance transactions of most small employers 
when they shop for employee health insurance. Eighty-seven (87) percent of those who either have employee health insurance 
or who have shopped for it in the last IIm:e years have discussed their options with an insurance agent or broker (Q#9). The 
employee size of the employer's enterprise is unrelated to the likelihood of discussing options with these insurance 
professionals. 

Most small employers speak with a limited number of agents or brokers. Thirty-one (31) percent discuss their options with a 
single agent or broker. though discussions with two (27%) or three (26%) are common (QU9a). Few shop with more. Owners 
currently covering all or most full-time employees constitute the gmup most likely to consult only one. 

The relationship between agentslbrokers and small employers vary, though the fonner is obviously always a potential vendor 
and the latter is always a potential customer. Asymmetric infonnation and a lack of competition can influence and even 
effectively change those mles, however. Such cbanges appear more than hypothetical. The small employer appears to dominate 
the relationship in 15 percent of cases, telling the agentlbroker what he/she wanted and giving him/her a budget within which 
to work (QUIO). Another 22 percent simply told the agentlbroker what he wanted. These situations are what one would expect 
in a vendor/customer relationship except under conditions of scarcity. Save the 3 percent who offered another answer or did not 
know, the agent/broker appeared to dominate the relationship in the remainder of cases. Twenty-four (24) percent had the 
agentlbroker simply explain the available options. A plurality (35%) had the agent/broker explain the available options and 
make a recommendation. The result is that in 37 percent of cases, the small employer told the agentlbroker what helshe wanted. 
In 59 percent of cases, the agentlbroker told the small employer what was available. 

The presence of Health Savings Accounts (HSAs) in discussions of potential employee health insurance puts dominance in the 
relationship in perspective. Health Savings Accounts (HSAs) are an insurance option that is attractive to some, though not all, 
small employers. It offers them the prospect of considerable oost saving and the possibility of offering some employee health 
insurance coverage when they otherwise might not. So. HSAs should be at least a topic for discussion between agcntslbrokers 
in their role of advisor and their small-business customers. That often does not happen. Forty-six (46) percent of small 
employers report that in such discussions, the topic never arose; HSAs were not mentioned (QUIl). Still, 30 percent 
thoroughly discussed HSAs and another 18 percent mentioned them. Among the 48 percent who discussed HSAs, however, 
small employers were the party who raised the subject in one of three cases (QUlla). Thus, agentslbrokers did not raise the 
HAS option 59 percent of the time; raised it in 29 percent of cases; and, no infonnation is available on the remaining 12 
percent. Since agents/brokers have liule financial incentive to sell HSAs compared to traditional insurance, the failure of almost 
three in five to mention the HSA option suggests the agentlbroker role is more a role of vendor than a role of 
advisorlinfomtation provider. 

Insurance is not the only industry where asymmetric information puts the vendor in an advantageous business position. The 
vendor is often, if not usually, more likely to know more ahout !he product or service than the customer, particularly when the 
purchase is infrequent, small or hoth. The cost of employee health insurance argues lhatthe owner or a designee should not be 
in a position where the infonnation asymmetries are not as great as they currently appear to be. 

hack to top 

d. Employee Input 

A majority of ,mall employcr~ (55%) a>kcd for employee input when 'hopping for or making dcd,ion, about cmployee hcalth 
insurance (QUI2). Forty-five (45) percent did not. 

According to small employers who engage their employees, employees were more likely to expc<"Ss concern ahout cost than 
any other aspect of health insurance. Half (50%) of the small employers who asked for employee input got the generdi sense 
that employees most wanted low out-of- pocket costs (Q#I2a). They. therefore, preferred things like minimal cost sharing. 
mO<k."St dcductibles and oo-pays, etc. Another 20 percent wanted substantial benefits in their plan. The word substantial is open 
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to interpretation, but it is clear this segment of employees focused on the benefit package. Eleven (11) percent just wanted 
some health insurance coverage. Presumably, this group wanted to be covered in case of a financially consequential event. Such 
~ (ll'f'fpl'f'nrP wa~ typirally ~rr~<PiI hy "mrloy""" in finn .• without Ctlvernge. Eight (lCreent of small employers discovered no 
discemable employee consensus in benefit preference. That number appears modest given the diversity of employees in many 
small businesses, e.g., young and old, and the inability to offer no more than one plan. Another 7 percent reported that their 
inquiries yielded little or no employee interest in health insurance. Only 2 percent volunteered other interests with a different 
provider network scarcely ever mentioned. 

The reasons small employers gave for not gathering employee input, when they did not, varied much more than the small 
employer summation of employee preferences. The most frequent response, though registered by only 12 percent, is that they 
did not want employee input (Q#12b). To paraphrase one employer comment, I pay for it so I decide what it will be. Another 
12 percent reported that they did not ask employees because they did not wanl to raise employee hopes when il was not yet clear 
what they would do, i.e., have a plan or not. Eight (lCrcent thought employees would not know what they wanted (so, why 
ask?); another 8 percent cited various cost issues; 7 percent believed the decisiontime was too short to ask; 6 percent were 
concerned that employees would have different preferences and the business could only offer a single option; and, another 6 
percent had a plan and presumably did not want to change it. The remaining reasons created a groaning smorgasbord as 30 
percent were clumped in the "Other" category with no single component constituting even 5 percent. 

back to top 

Purchasing Health Insurauce 

Seven of 10 (71 %) small employers offering employee health insurance purchased their coverage through an insurance agent or 
broker (QUI3). The next most frequent source was directly from an insurer, not over the Internet. Still, just II percent 
purchased their employee health insurance in that manner. Through a business organization or trade group was the third most 
frequent (8%) followed by direct purchase from an association of providers (5%). Finally, only I percent purchased theirs 
directly from an insurer over the Internet. 

Though nearly 12 percent of small employers explored government options when searching for employee health insurance, few 
purchases either directly or indirectly involved government. Just 2 percent of purchases involved some government program 
such as sponsoring or organizing a program, matching businesses with private insurers. etc_ (Q#13a)_ 

While the present focus is on the purchase of employee health insurance, some small employers purchase other forms of 
employee health care and wellness. Thirteen (13) percent of small employers, including 23 percent employing more than 20 
people, provide' full-time employees health benefits other than health insurance or premium reimbursement (Q# 14). These 
benefits usually are over-and-above the health insurance or premium reimbursement already given rather than in lieu of them. In 
other words, they are not substitutes, but complements to the more conventional health benefits offered. 

The specific additional health benefits offered vary notably. Various types of reimbursements head the list of the largest share 
(57%), followed by health club memberships (18%), and paid physicals or screenings, e.g., blood pressure, cholesterol (9%) 

(QUI4a). 

back to top 

The Magic 7.5 Percent of Payroll 

Some authority apparently suggested that 75 pen:"nt of payroll is the "right~ amount for an emptoyer to spend on employee 
health care benetits. Though entirely arbitrary and arguable, the 75 percent tigure has found its way into legislative ideas and 
proposals. So, the question for present purposes becomes: how much are small businesses spending for employee health care? 

Forty-three (43) percent of small businesses offering employee health insurance or premium reimbursement spend 7.5 percent 
or more of payroll on employee health benefits (Q# 15). Thirteen (13) percent do not know, underscoring the artificiality of the 
number. But assuming those not offering either health insurance or premium reimhursement do not have employee health care 
spending that reaches that magic number, no more than 20 percent of small, employing businesses pass the spending litmus 
lest. Twenty-seven (27) percent of those spending at least 7.5 percent of paymll or about one in 20 smaJl employers a«..1uaJly 
spend 15 percent or more of payroll on employee health benefits (01153). 

Reaching the 7.5 percent spending level is not associated with providing employee health insurance to all or mo!l, rolher than 
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some or few, of one's full-time employees. But it is associated with premium reimbursement. Those who offer premium 
reimbursement have proportionally fewer who reach the 7.5 percent threshold than those who offer insurance regardless of the 
proportion of full time employees covered. 

Treatment of part-time employees and their share of payroll can exercise an enormous influence on calculating the 7.5 percent. 
Pan-time employees can be included, included on a pro-rata basis or excluded. The choice is significant innumerous ways given 
that 47 percent of small employers nol offering employee health insurance currently have part-lime employees only (Q# 16). 
These firms accounted forone-third of the employees (full-time and part-time) within small businesses that do not offer health 
insurance. The figures presenled here intuitively seem high. The apparently large percentage could be explained by allowing the 
respondent to define the term "part-time" and the difference in the concepts of currently having part-time employees only and 
having only part-time employees throughout the year. Regardless, there is no doubl pan-time employees are staples in many 
small businesses. Keeping the survey numbers and excluding firms currently with part-time employees only, means Ihat the 
proportion of small employers affected by a 7.5 percent of payroll mandate falls from about 80 percent of the population to 
between 60 and 65 percent. . 

The survey asked small employers not offering either employee health insurance or premium reimbursement or whose firms do 
not consist entirely of part-time employees their reaclion 10 Iwo basic legislalive approaches to increasing health care coverage. 
The firsl involved requiring small employers to spend alleasl 7.5 percent of payroll on employee health benefits or pay a tax 
amounting 10 7.5 percent of payroll. The idea would apply to full-time employees only. The term of art for the generic 
proposal is "payor play." 

The most frequently mentioned reaclion (25%) to a pay or play proposal (7.5% of payroll qualifies as playing) is to shift some 
full-time employees to part-time work (QII 17). The purpose of shifting an employee(s)' status would be to avoid counting them 
either for insurance or tax purposes thereby eliminating new payroll costs. The second most frequent reaction (20%) to the pay 
or play proposal is 10 increase payroll and health benefits to 7.5 percenl of payroll as proponents of such a proposal hope. But, 
13 percent indicate that they will eliminate some employees a1togetber; 13 percent more indicate that they would not increase 
payroll costs, but would pay for the 7.5 pen:ent in health care by shifting non-health benefits andlor wages into health; and 10 
percent would pay the tax. Six pen:enl volunteered other reactions, though they did not include offering health insurance. Still, 
another 10 percent were not certain what they would do and 4 percent volunteered they would have to close. Those figures sum 
to 33 pen.-em who would likely institute health coverage and 57 percent who likely would not (10% undecided). They also sum 
to 30 percent who expect to directly increase their costs in the short term and 54 pen:ent who expect to directly shift the cost to 
their employees (in the form of less employment and/or reallocated compensation) in the short tenn (6% not clear and 10% 
undecided). While it is doubtful those expected compensation shifts could always be made immediately, they will likely be 
made on an expedited schedule with employees paying the bill sooner rather than later. 

Some small employers may combine their first course of action with a second. But in this instance, 48 percent who identified a 
course of action to the payor play proposal indicate that they would use only the first one they selected (QUI8). Another 9 
percent were undecided. The remaining responses were scattered, but more often focused on eliminating employees and/or 
shifting hours than paying the tax or increasing insurance offerings. 

A variant of the prior payor play proposal would require small employers to offer employee health insurance and pay a 
specified minimum. in this case 60 percent of the premium, or pay a tax, in this case 7.5 percent of payroll. The choice was 
presented small employers nol offering either employee health insurance or premium reimbursement, or whose firms consist 
entirely of part-time employees. No option to adjust was included; the choice was simply to buy insurance or pay the tax. 
Thirty (30) percent selected the purchase health insurance option of which half said they would do so definitely (QUI9). 
Thirty-six (36) percent chose to pay the tax, 13 percentage points said they would do so definitely. Again, II percent did not 
know what they would do under the circumstances and 5 percent created alternatives to the direct choice. But 20 percent, one in 
five, volunteered that neither was possible; they could not do either; they would be forced out of business. That is 20 percent of 
the number who do not already offer or whose firms do not currently consist exclusively of part-time employees. Still, the 
figure is in the high single digits (6 - 9%) of the small employer population. 

back to lOp 

."inal Comments 

A small, but likely growing, segment of the small-business population is moving toward a defined contribution-type funding 
mechanism for their employee health insurance. The current survey shows about 6 percent of the population (almost 13 percent 
of those funding insurance) adopt this course. Some analysts think the practice may not be legal under HIPPA. but without a 
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delinitive legal ruling to the contrary the practice will continue and grow. As a practical matter in addition. the practice is 
almost impossible to regulate as premium reimbursement could appear in an inlinile variety of forms. The lack of a laX 

exelusion for employee. (differing from those obtaining insurance through their employer) is a financial handicap, limiting use 
of the option. Equalizing the laX treatment of health insurance through privale purchase would change the incentive structure 
both for employers and employees to encourage grealer use of it and ~Teale more equitable treatment for those exercising the 
option. But this development, coupled with new firms being more reluctant to introduce the benefit, argues that market 
conditions are pushing small employers in new and different directions in their relationship to employee health insurance. 

Shopping for employee health insurance is infrequent (48% shopped over the last three years) and limited (the median sbopping 
lime for owners being about five to six hours) (.'Onsidering the significant costs involved. These responses to a real problem are 
counter-intuitive. The question then becomes: why? Why is it that small employers do not spend more time and effort 
shopping when the cost for employee health insurance is so high? There are two likely answers. neither of which is 
enwumging. The fi"it is that insurance is so wmplicated and the owner is so busy that they cannot allocate enough time to 
become sufficiently knowledgeable. One manifestation is that the owner designates someone to shop on the firm's behalf. In 30 
percent of cases that person is not associated with the finn and is almost always a vendor. The second is that there is effectively 
no difference in plans. They all provide about the same benefits and at very high prices. There is no choice, no competition. 
And, in fact, the small group market in many states has a limited number of competitors and is all but dictated by a Blues 
monopoly. So, why shop? 

The relationship between small-business owners and their insurance agents or brokers, many of which are small-business 
owners themselves, is curious and not necessarily healthy. Small-business owners typically lack knowledge about insurance and 
do not help themselves by avoiding that readily available on the Internet to neutmlize the information asymmetry. Still, 
insurance professionals often provide valuable information not unlike other professionals in their specialties. So, the question 
becomes: when is the agent working in the client's best interests and when is he working in his own? There is no good answer. 
But the small-business owner·must understand enough insurance to suspect he knows the answer in his particular case. 

Finally, payor play legislative proposals are likely to encounter the law of unanticipated consequences, at least for many 
proponents. When presented a choice that they might face under such proposals, comparatively few small employers chose the 
insurance option and comparatively many chose the employment reduction (boursor people) option. Moving people to 
pan-time work is a particularly attractive option. In fact, the !reatment of part-time employees will have an enormous influence 
on the response of small-businesses to any payor play proposal. The treatment of these employees will alter relative costs in 
one direction or the other, providing small employers' strong relative incentive to change employment among the two groups. 
If part-time employees are included, small employers have an incentive to eliminate as many part-time employees as possible 
and spread a fixed hcalth care cost over full-lime employees. If pan-time employees are excluded, small employers have an 
incentive to curb full-time employment and transform them into part-time positions. The capacity to eliminate rull-time 
employees and substitute part-timers was illustrated earlier by the number of firms that currently have no full-time employees. 
This trade-off raises an interesting policy dilemma, one that has drawn little attention to date. But the idea that payor play will 
yield huge new numbers of covered employees or vast sums to pay to cover the uninsured is likely a panacea. 
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Sponsor Statement 

HB 187 
INSURANCE COVERAGE FOR 

AUTISM SPECTRUM DISORDERS 

Autism is a devas[;lting disorder aJl'ccting at least I in 100 children, accounting for I % of America's 
youth and I in 58 boys, according to the most recent study by the Center for Disease Control and 
Prevention. Despite being treatable, many children diagnosed with an Autism Spectrum Disorder 
(ASD) never receive the treaunent they nced. Families go bankrupt mortgaging their lilturc, trying 
to provide their children with the treaunent to ;uncliorate their condition. Families arc l,)reed to 
dig into their savings, retirement limds, and tlleir otllcr children's college savings because ASD is 
not covered by insurance pl;ll1s. In fad, most insurance plans explicitly exclude the treatment of 
ASD, even when the service is otllelwise covered by tllC health pl'll1. 

HB 187 would require insurance coverage t()r autism spectrum disorders, including tlle behavior 
therapies that alier 30 years of study have shown to be the only dl'cctive treatment of these 
disorders. Treatment has been shown to improve the symptoms of ASD and in some cases even 
eliminate the need t()I' spc'cial education services I(JI' a child with ASD. The ('Ost savings in special 
education alone would amount to approximately $~08"r,O() per capita during the school )'ears. This 
number rises to over $1.08 million over the autistic person's lilCspan. 

The incremental socictal cost of not treating autism has been estimakd hy Michael Canz, a 
Ilafl'anl enlllolllist. to be approximately sa.~ million per capita, The cost to polic)' holders to 
irnplcllll'lll slich ('o'"cra,l{l' is 11IiniluaJ: rstinlatcd at less I1IilIl a l~) increase in their pn.'lllilllllS, Of 
$:~.(jO per member per month. 

Furthermore, Pre.,ident Oballla has staled tIle cOI'c'I'age of treatlllcnt ami olher I)'pes of funding j()I' 
ASn \\'ould he a priority of his adminislration. Sens, Durhin, Case)' and ~lcnendez introduced the 
Autislll Treatlllent Acceleration Act of l!()O~) in April, lIIandating the insurancc ('O\'era!'c of :\SD. 
\Vhile the I'cderallch>islation is currcntl), pelldill!" HB 1117 allows Alaska to start this proCl'SS on 
our own tcrlllS, and gin's Ihe slate thc nl'eded tillle 10 IIIcet Ihe dClllands ('rcated in liB IH7. 
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Implementing this legislation in Alaska bdiliT a lederal mandate is enacted would bring well­
paying hcalthcare jobs to tl.e state and bring those interested in this lidd to Alaska. It is in the best 
interest of Alaska and autistic Alaskans to have this implemented as soon as possible. 

Since I-IB I H7 was introduced in March of 2009, II states have passed Iq,>islation regarding 
m,mdatory insurance coverage of treatment. ftl[ ;\SD, with H states having enaded legislation prior 
to March of 200!). The District of Columbia, Puerto Rico and 19 additional states currently have 
simii;u' Iq.,>islation pending. These enacted and pending bills ,Uld the pending Autislll Treatment 
Acceleration Act demonstrate the nationwide need fi)r relief fi,r f;ullilies of autistic individuals. 
Autism is not a state- or rq,>ion-specific condition. F,ullilies burdened with the costs of autism arc 
unlikely to relocate to one of those II states that require insur;mce cOlllpanies to cover the cost of 
ASD treatment. Families of any state should not be burdened with the great cost of treating a 
disorder they could not prevent or predict; they should not find themselves a victim of 
discrimination by h('alth insurance comp,mies, 

Insur;mce coverage of ASD would not only provide a much needed service to those I;unilies 
burdened willI Il,e ellects of a child willI autism, but also save Il,e su.te ,Uld t;lxpayers exponentially 
over Il,e li!Csp;m of those diagnosed will. autism, Though there is no cure for ASD, this legislation 
would help signifiGmtly to treat 1l1OSC sullering fi'OIll Il,ese disorders. In addition, a state that covers 
ASD treatment will be desirable to 1l1OSC in the field ;Ulel will bring jobs and professionals in Il.e 
field to Alaska. It will also allow Illore t1exibility fill' f;ullilies willI autistic children who wish to 
move to Alaska to do so. Prompt passage of Il.is legislation would allow Il.e stale to reap Il.e healll. 
and economic benefits thal would result Ii-om being ,unong the first states to cover ASD. 

I respcctJidly ask fi)r your careful consideration ;Uld support of HB IH7. 
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Alaska State Legislature 

State Capitol, Room 422 
Juneau, AK 99801-1182 
Phone: 465-4939 
Fax: 465-2418 
Toll Free: (800) 465-4939 
Representative_Pete _Pctcrscn@lcgis.state.ak.us 

Representative Pete Petersen 
District 19 

MEMORANDUM 

TO: Members of the House Health & Social Services Committee 

FROM: Representative Pete Petersen 

DATE: January 18, 2010 

716 W. 4th Ave 
Anchorage, AK 99501-2133 

Phone: 269-0265 
Fax: 269-0264 

RE: Redistribution of April 3, 2009, memo regarding hearing held March 24, 2009 

The following information pertains to questions received during the (H) HSS meeting held on 
March 24, 2009: 

1. RE: Age of covered participants. The bill allows those under the age of 21 to access 
services for Autism Spectrum Disorders (ASD). This age is consistent with both 
Medicaid coverage in Alaska, and is a reasonable age in regards to private insurance 
coverage. Many plans cover dependent children up to a certain age, generally through the 
college years. Therefore 21 is a reasonable age at which to discontinue these services. 

2. RE: out-of-state coverage. If services rendered out-of-state were not available in Alaska, 
yes, insurance companies would have to cover those out-of-state services-just like they 
cover those services not available here in Alaska for any number of other health related 
issues. However, the claims cap would still remain at $36,000 per year per child. As 
noted by many of the parents who testified, even the $36,000 doesn't always cover the 
needs of the child. Seeking services outside of Alaska would raise the cost for services, 
and that $36,000 would not go very far. In addition, except for children who require 
hospitalization care, ABA is best delivered in the child's own environment which could 
include home or school. Behavioral treatment sought outside of Alaska would likely be 
for the most severe cases, including aggression and selt~injury, that could not be managed 
in facilities in the state. Moreover, it is unlikely these more costly forms of treatment 
would be sought out-of-state due to the nature of such treatment. While ABA 
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professionals may have to come into the state from outside for the initial treatment plan 
prescription, the I -on-I services are customarily given by someone in the child's 
immediate community. The treatment is then monitored by the ABA professional, a 
process that could be done utilizing telemedicine. 

3. RE: Sustainable market for ASD service providers. There was a question posed as to 
whether the percentage of Alaskans covered by this legislation would be enough to 
sustain the industry of autism service providers. For this question I think it is important to 
refer to the pie chart provided by Linda Hall at the Division of Insurance (attached). This 
chart identifies the types of insurance held by Alaskans. The original report containing 
this breakdown of Alaska's population was done in 2003. However, the division has 
adjusted the numbers for the 2008 population. I will discuss each section beginning with 
the Self-Insured at the top of the key: 

a. Self-Insured plans are not currently subject to state mandates. They are protected, 
as was stated in the committee, by Federal ERISA preemption. There is a Federal 
ERISA mandate that was tiled on April 2, 2009, that made this 32% of Alaskans 
subject as well, and allow those families to access services. 

b. Insured/State Regulated are the plans that are directly affected by HB 187. This 
23% is very close to the 25.3% projected by the cost analysis done by Jim 
Bauder. His figure of 45.5% was in reference to group-insured Alaskans, which 
fall under HB 187, and contains about 25.3% of the total population of Alaska­
not far off from the 23% cited by the Division ofInsurance. 

c. Medicaid in Alaska currently provides some treatment for ASD. It is the primary 
method by which Alaskan families access these services, however limited the 
coverage might be. Many families, as we heard, are fully insured, but don't have 
coverage for the treatments their children need. These families persistently apply 
for Medicaid waivers to access these funds, but the waiting list can be years, 
which is not time that autistic children have to spare. In addition, insured families 
are adding stress to what is already an overburdened system. 

d. Medicare would likely not be a significant contributor to or drawer from any of 
these services. 

e. Military families already have access to some ASD treatments, including ABA as 
provided in the federal TRICARE ECHO prob'fam for families with children with 
disabilities. 

f. IHS, or Indian Health Services, is a benefits program for American Indians and 
Alaskan Natives. IHS draws funds to cover treatment, for those who qualify, from 
several different sources including Medicaid and private health insurance. The 
issue of coverage for the treatment of ASD has not come up with IHS due to the 
fact that they currently draw tram places like Medicaid and private insurance to 
cover other services and it is likely they would do the same for services requested 
to treat ASD. 

g. HB 187 would not affect the uninsured group of Alaskans. 
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CDC survey finds higher incidence of autism 
1 in 100 8-year-olds in U.S. diagnosed 

By Trine Tsouderos 
October 05. 2009 

Page 1 of3 

About 1 in 100 8-year-old children in the U.S. have been diagnosed with autism spectrum disorder. 
according to U.S. Centers for Disease Control and Prevention researchers who will be releasing details of 
their study later this year. 

The rate - significantly higher than the government's 2007 estimate of 1 in 150 - is sure to make waves in 
the world of autism and beyond. prompting advocates and researchers to call for more research and more 
funding for services. 

Calling autism "an urgent public health concern," CDC Deputy Director Dr. Ileana Arias said the agency 
considers the disorder "a significant issue that needs immediate attention." 

But researchers cautioned that the higher rate might not mean that more kids have autism spectrum 
disorder. 

"It is not entirely clear what (the) increase is due to," said Dr. Thomas Insel, director of the National Institute 
of Mental Health. "It is not clear more children are affected rather than just changes in our ability to detect." 

The rate. calculated by reviewing records in communities across the U.S .• echoes findings of a national 
telephone survey of parents that is being published Monday in the journal Pediatrics. 

The survey, conducted by the CDC and the Health Resources and Services Administration. asked parents 
of 78.000 children ages 3 to 17 whether a health care worker or doctor had ever told them their child had 
autism spectrum disorder. 

Parents of 1 in 91 children said yes and also said their child currently has the disorder. For boys. the figure 
was 1 in 58. 

Dr. Steven Goodman. an epidemiologist with Johns Hopkins Bloomberg School of Public Health. said he 
agrees prevalence is higher than years ago and merits concern. but warned against panic. 

3 ° 0hltp:llarchives.chicagotribune.coml2009/0ctl05Iscienceichi-tc-nw-autism-tribuneoct05 1/19/2010 



CDC survey finds higher incidence of autism - Chicago Tribune Page 2 of3 

"This has the tremendous potential to scare people," Goodman said. "It is very unlikely that there has been 

an explosive increase in the way that has been portrayed in t,he media." 

Autism has no known cause and no cure. Scientists think it may be many distinct problems that manifest 

themselves similarly. Children afflicted often have trouble communicating and socializing, and can exhibit 
repetitive, rigid behavior. 

Diagnosing autism relies on observation, behavioral checklists and expert assessment rather than lab tests 
or X-rays, making it hard to determine how common it is. 

Interpreting data can be a thicket too. Growing awareness, wider screening and a push to identify children 
earlier accompany the rise in the rate, but scientists have not figured out whether other factors are also at 

play. 

Advocates in the autism community called for more funding for research. 

"We have this amazing terrible national health crisis on our hands at this moment," said Lee Grossman, 

president of the Bethesda, Md.-based Autism Society and the father of a child with autism. "We have 
millions of people affected by this, and the services and supports available to them are inappropriate and 
inadequate and in some cases a detriment: 

The grandfather of a child with autism, Bob Wright, co-founder of New York City-based Autism Speaks, 
said: "We are trying desperately to have the health and research assets to be aligned with the prevalence 
of autism and so far they are way behind." 

ttsouderos@tribune.com 

Doing the math 
The researchers' new estimate would mean about 673,000 U.S. children have autism. Previous estimates put the number 
at about 560,000. 

But figuring out how many children have autism is difficult because diagnosis is based on behavior, said Dr. Susan Levy of 
the Children's Hospital of Philadelphia and the American Academy of Pediatrics subcommittee on autism. 

"As of yet, there's no consistent biologic marker we can use to make the diagnosis of autism," Levy said. 

President Barack Obama has made autism a priority for research, said Dr. Thomas Insel, director of the National Institute 
of Mental Health. Federal stimulus money has been earmarked for autism. 

And before Obama took office, a 2006 law pumped millions in federal money into research, screening and treatment. For 
more information on autism go to: 

American Academy of Pediatrics: www.aap.org 

CDC: www.cdc.gov/ncbddd/autismi 

Health Resources and Services Administration www.hrsa.gov/ 

- Associated Press 

30 0 ~ttp:llarchivcs.chicagotribune.comJ2009Ioct/05/science/chi-tc-nw-autism-tribuneoct05 1/19/2010 
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Conlact the Senator f0111 size· 

ON WORLD AUTISM DAY, DURBIN, CASE Y, 
MENENDEZ INTRODUCE BILL TO 
ESTABLISH A NATIONAL 
COMPREHENSIVE AUTISM STRATEGY 
Legislation would require insurers to cover autism dlagnosts and 

treatment 

April 2, 2009 

WASHINGTON, 0(- On a day designated by the United Nations to highlight the 

grOWing global health crfSlS of autism. Assistant Senate Majority Leader Dick Durbin 

(D.IL) and U.S. Senators Bob Casey (D-PA) and Robert Menendez (0- NJ) today 

introduced legislatIon that would create a comprchcnsive strategy to address the 

needs of famIlies affected by autism spectrum disorder. The Autism Treatment 

Acceleranen Act rCQUlres health insurers to provIde coverage for the diagnosis and 

treatment of autism and authorizes federal funding for a Wide range of ~ervice, 

treatment, support and r('scarch InitIatives. 

"Almost 26,000 families in Illinois struggle with autism," said Durbin "Because the 

cost of autism-related services is so overwhelming for these famHfes, Hlina.s passed 

legislation last year requiring health plans to provide coverage for the diagnosis 

and treatment of autism. It's time now for the federal govemment ta renew and 

build upon the comnlltments It has alr<..>ady made in h('tping the rnillions of f.lll1rUes 

across the natIon struggling WIth autIsm. Our legIslation would do that." 

"CI1,ldren and ~dlJtts WIth autism spectrum dlsordc-rs ,)fld their famill~s ha\lc lan~ 

struggled to get the ~erlices .md treatment they need to lead rich and productnre 

11'."(.'5," .. aId elsey. "Today. we LllJtlch ~ momentous effort to ch,lngc ,1n 

unacceptable status QUo for the 18,500 chIldren who are dlagnost"d In P;:>nnwlvilma 

("aeh year with autl'jm spcctrum dl'i.ordcrs i!nd the hundrcds of thousands ()f 

.lddltlon<ll Ifldlviduals acras~ the country. ThIS bIll WIll hetp children get the 

~N .. dcc~ (lnd trcatmC'ot they need (or the most POSlt1,,"," 11fe outcom("~, for yOll1)!i 

Jdults dnd adults to have the support they need for ~(ltisfying Jnd indcpC'ndenr 

lrv~s. ,md (or f,lmlll(>S tt) h.we- th~ p"!."c I)f rnir:d to prO .... I,j(' ,H1d ,)fford ttl'" prO\lC'n 

:1!':>rJtrn('nt~ t~,Jt · .... 111 ,1I1Qv, {:"t'lr ,:111Idr(,o !i1,j !Q'.('t1 CI1f>~ to (·:,,)(h (/',;>Ir flJtk'~t 

04/02/09 ON WORLD AUTISM DAY, DURBIN, 
CASEY, MENENDEZ INTRODUCE 
BILL TO ESTABLISH A NATIONAL 
COMPREHENSIVE AUTISM 
STRATEGY -

04/02109 Casey, Snowe launch Effort to 
Expand and Enhance Recovery.gov 

04102109 Casey Carbon Capture Amendment 
Passes Senate .. 

04/01/09 Casey Applauds Tax Break (or 
4.8m Pennsylvania families .. 

04/01/09 Casey Bill Would Improve the 
Lives of Otder Citizens and Direct 
Care Workers 

More News .. 

3 0 i!)(!j):I/casey.scnate.gov/ncwsroom/pressireleasc/?id~9BFB9894-1 76B-42DD-8CE8-C04CB... 4/2/2009 
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potential. " 

"With the growing reach of this disorder. mHllons of faml!II?'S are personalty 

affected by autism and miU~ons mor€" new families are wondering if they WII! be 

too. No ..... here is thIS felt more than In my home state of New Jersey, where we 

ha \Ie the highest rate of autism in the country at an astounding one in every 94 

chlldrcm. W~ badly need a national str<1fcgy that wIll ensure familfl''i affected by 

Jutism not only have a strong support structure but also are not left to drown in 

the financial costs of canng for their loved ones. From seMUS to insurance 

coverilge to public awareness. thIS legislation would make a real difference in the 

livC's of these famIlies. and we arC' hopeful that we can get it passed into law," saId 

Menendez. 

Today's legl51acion builds on the CombatIng AutIsm Act, signed rnto law in 

December 2006. That bill catted on the federal ~ove-rnm('nt to incre-ase- rese-alCh 

into the causes and treatment of autism, and to improve training and support for 

individuals with autism and their caretakers, ThIs bit! demonstrated the 

commitment of Congress to begin to delve deeper into thIS critically important 

issue for millions of famIlies, 

The Centers for Disease Control (CDC) estimate that approximately 1 in 150 people 

in the United States has autism or autism spectrum di'iorder. Individuals WIth 

autism often need assistance in the areas of comprehensive early intervention, 

health. recreation, job tralOing, employment. housing, transportation. and early, 

primary, and secondary education. Greater coordination within these service 

delivery systems WIll enable Individuals With autism and their familIes to access the 

best and most curre-nt treatment, services and research for their individuatized 

needs - and to do so throuShout the lifespan of indfvfduats. 

The Autism Treatment Acceleration Act aims to meet the comprehensive needs of, 

and Improve the quality of life for. indiViduals with autism and their familIes by: 

Requinng that insurers provide co .... erage for the diagnosis 3nd treatment of 

autism including Applied Behavioral Analysis the-rapy and assistive comm~Jnication 

devices; 

Creating a demonstratIon projC'Ct to develop Autism Care Centers. These 

centers would provide a futl array of medical. behavioral. mental health, 

educational and family cart' services to indlvfduals and families in a ~rngle 

locatIon, These comprehensi .... e treatment facilities would increase access to 

qu~lity health care SCrvlCCS and communlcatron among health care prOVIders, 

educator and other pro ... iders of services; 

CreatIng a demOmtrcltion prOject to provide J fult arr;)y 01 ~ervi(cs to adults 

WIth autism to Impro .... e their Quality of lIfe dnd ('n,1ble them to live JS 

Independently as pOSSIble; 

Establishing a VOluntary populatIon· based autism case registry to hetp 

understand the root CJuses, rates. dnd trends of ,1lltism; 

3 0 :bOp://casey.senatc.gov/newsroom!pressirel.:asei?id:9BFB9894-176B-42DD-8CE8-C04CB ... 
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awarenec.s about healthy developmental mile-stones and autism throughout the 

IItcsp<ln; 

Establishing, an Interd('partmental Coordinating Committee - conmting of 

representati ..... es from relevant ~oveH'mental a~encie!.. re<;f!archers and the public -

to coordinate government activities relating to autism; 

Establishing a niltional c1lltism network to strengthen lin~ages between 

research and seI"'Jic(' Imt!\!tlVcs at the federat, rc~ional, 'iotatc and local levels a!'d 

facihtClte the translation of research on authm into sefVlces and tr(>atments that 

WIlt improv(' the Quality of life for Individuals with autism and their families; 

Creating a national training initiative on autlsm and a techoical asmtance 

center to develop and expand interdisciplinary traininj al"ld continum~ education 

on autism. 

"Autism Speaks is proud to haYe worked with Senators Durbin, Casey and Menendez 

on thfs legfslatlon. which represents a remarkable leap forward In the federal 

government's commitment to addressing the challenges fated by lndividtJals with 

autism and their farTlllles," said Elizabeth Emken, Autism Speaks vice president of 

Go .... ernment Relations. "The Insurance reform section of the bllt. in particular, 

wlll have an cnormotJs Impact by finally requiring fnsurers to cover therapies that 

are titeratly causing tamHles across the country to go broke as the'J try to provide 

theit children with the service$ they need and descrve." 

"ThiS is the bit! we have been waitIng for for generations." said Lee Grossman, 

PreSident ilnd CEO of the Autism Saclety of America. "The adutt serviCeS focus, 

care c.enten., national teacher training, and insurance components of this bm wlH 

complement and strengthen the Important research currently underway. 

Moreover, this bfU creates opportunities for states to deyelop solutions that are 
locally driven and relevant. As an advocate. and as a father, my heartfelt thanks 

to Senators Durbin. Casey, dnd Menendez for their efforts to help the mdlions of 

Americans affected by aut1sm today." 

Children and adults with autism spectrum disorders can show dffffcuities in yerbal 

and nonverbal communication, social interilctlons, and sensory processing. 

Symptoms and behaviors may range {(om mild to SUjnif!cant, and require .... ,uytng 

degrees of support from friends. famiUes, servic.e prO~1ders, and cDmmuniti('$. 

There is srrong consensus within the research comrnunHy that IntL'nsive treatment 

as soon as possible fallOWing diagnosis not only can reduce the cost of lifetong care 

by two-thirds, but also yldds the most posinvc life outcomes for Children with 

autism ~pectrum disorders. These indllt1duals have a ri%hl to li'le liv~ that are as 

full, productive- .and independent a~ possible· and WIth the righ[ serv1C(,S, $lIPDort, 

.)nd treatments, they can do Just that. 

Pres'S Contact 
LMry Sm,u ' 1202) 228·6367 

3 (/1lJil/icasey.senate.gov/newsroornlpressireleasel?id:98F89894-171iR-4 7 nn_ QrCO ,'Awn 
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Autism Speaks 

---I u,pda/e 
8/18/2009 

Government Relations Department 

Autism Speaks 2009 State Autism Insurance Reform Initiatives 

•• ..... . ,. 
HI 

Arizona 
Colorado 

Connecticut 
Florida 
Illinois 

Indiana 
Louisiana 
Montana 
Nevada 

New Jersey 
New Mexico 

Pennsylvania 
South Carolina 

Texas 
Wisconsin 

Maine 
Massachusetts 

Michigan 
New Hampshire 

New York 
Ohio 

Alaska 
Arkansas 
Georgia 
Hawaii 
Iowa 

Kansas 
Kentucky 
Maryland 
Minnesota 
Mississippi 
Missouri 

Oklahoma 
Oregon 

Tennessee 
Utah 

Virginia 
Washington 

States with 
Pending Autism 

Insurance 
Reform Bills 

California 
Delaware 

Idaho 
North Carolina 
South Dakota 

Wash., DC 
West Virginia 

Nebraska 
North Dakota 
Rhode Island 

Vermont 
Wyoming 
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Alaska State Legislature 
State Capitol, Room 422 
Juneau, AK 99801-1182 
Phone: 465-4939 
Fax: 465-2418 
Toll Free: (800) 465-4939 
Reprcscntati vc _Pete _Pclcrscn@lcgis.slale.uk.us 

716 W. 4'" Ave 
Anchorage. AK 99501-2133 

Phone: 269-0265 
Fax: 269-0264 

Hepresentative Pete Petersen 
District 19 

MEMORANDUM 

TO: Ikpresentative \Ves Kcller, Co-Chair 
Hepresentativc Boh Herron, Co-Chair 
Health & Social Serviccs Committee 

FHOM: Representative Pete Petersen 

DATE: March la, 2009 

HE: I-leming' Hequest f{)I' H B I il7 

Dear Representatives Keller and Herron, 

I respectli,lIy ask that rou schedule a hcaring' lill'HB 187 Insurance Coverage: Autism Spectrum 
Disorders, in thc House Hcalth and Social Services Committee. Attached is the information 
requested. Please !Cd Ii'ee to e,mtact my aidc Ashley Housson at ,f.(iS-,I!I:{!J if you need anything 
Itlrther. 

Thank rou li)l' your consideration of HB I il7. 
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Alaska State Legislature 
State Capitol, Room 422 
Juneau, AI( 99801-1182 
Phone: 465-4939 
Fax: 465-2418 
Toll Free: (SOO) 465-4939 
Representative_Pete _P ctcrscn@legis.slale.ak.us 

716 W. 4'h Ave 
Anchorage. AK 99501-2133 

Phone: 269-0265 
Fax: 269-0264 

Representative Pete Petersen 
District I!) 

MEMORANDUM 

TO: House Health & Social Services Committee 

FROI"I: Representative Petersen 

DATE: :~ March 2009 

RE: HB iS7 

Thank you 1,,1' considering HB 187 Insurance Coverage: Autism Spectrum Disorders. The 
Idlowing inl'JrInation I,ll' the House COllllllittee on Health & Social Services pertains to questions 
received in the March 2't.", 200') hearing on Hll iS7. I havc a dia!,~10stic Illodel I,)rthcoming, to 
help explain the process of dia!,~10sis. Please contaLt me or Ill)' aide Ashley Rousson 'H;.r,-,~C):1'), if 
you have any further questions or concerns. \Ve would he happy to work with Illelllhers on this 
important piece of Iq.,<islation. 

I. Regarding the age of covered participants. The hill allows those under the age of 21 to 
access services for Autism Spectrulll Disorders (ASDs). This age is consistent with both 
Medicaid covcra~c in Alaska, ;ind is a reasonable age ill regards to privale insurance 
coverage. M'UlY pians cover dependant children up to a certain age generally through the 
college years. There/,)re, 21 is a reasonable age at which 10 disconlinue ti,ese services. 

2. Regarding out of state coverage. The answer to whether insurance companies would have 
to cover services out or slale, if Ihose sen'ices were 1101 available in Alaska is, )Ts-jusl like 
Ihey o)''Cr those selyices not available here in Alaska 1,)1' any number of other health 
rdaled issues. j'lowcl'Cr, Ihe c1aillls cap would still remain at S:~(i,OOO per year (In child. 
Seeking services out or slale wuuld raise the cost Ii >I' services, and tJI<lI $:~(j,OO() would not 
go vny Ell'. In addition, except I())' children who require hospitalization care ABA is bcst 
delivered in the child's own environlllent whicb could include home or school. Behavioral 
Ircalllll'llt sOllght olltside AK wOllld likely he ll)r the IlIoSt severe cases including· aggn.;ssion 
alld sell~ill.iur)' that could 1I0t be Illallaged ill J;,cililies in Ihe state. Moreover, il is ulllikd)' 
that Ihese more costly li>rlns or trealmenl would be sought out or slalc, due 10 Ihe nature or 
such treallllent. \Vhile AIlA pro/Cssionals lila), have to cOllie illlo the Slate li'OIIl oUlside li)r 
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Ihe iniliallYealmt'nl plan prescriplion, Ihe I 10 I services arc cuslomarily given by someone 
in Ihe child's immediale conllllllllily. The Irealment is Ihen monilored by Ihe ABA 
professional; a process Ihat could be done utilizing tclcmcdicine. 

:1. Regarding a suslainable markelle)r ASD service providers. There was a question posed as 
to whether the perccntage of Alask;UJs c()\TrTd by this legislation would be enough 10 

sustain the industry of autism service providers. For Ihis question I think it is importanl 10 

refer to Ihe pic chart provided by Linda Hall at thc Division of Insurance. This chart 
identilies Ihe types of benefits by percenlage Ihat Alaskans draw hom. The reporl Ihat 
contained this breakdown of Alaska's population is li'om ~OO:i howC\'er the division has 
adjusled the numbers le)r the 20011 population. I will discuss each section beginning with 
the scll~insured at the top of Ihe key. 

• Sell~insured plans arc not currently sul\ject to state mandates. They arc prolecled, as 
was stated in Ihe committee, by Federal ERISA preemption. There is a Federal ERISA 
mandale that has been Ii led just this Thursday that would make Ihis :,32% of Alaskans 
subject as well, and allow those I;unilies to access services. 

• Insured/state rq,'ulated arc the plans thai arc directly afleeted by HB 1117. This 2:-3% is 
ycry close 10 the ~.r,.a% prqjeetcd by Ihe cost analysis done by Jim Bouder. His liglrre 
of ,15.5% which he cited, was in reference to group-insured Alaskans. ,15.5% of ),'roup­
insurcd Alaskans hllunder HB 187, which is about 25':3% of the total populalion of 
Alaska-not 1;lr olTli'om the 2:196 cited by the Division of Insllfance. 

• Medicaid in Alaska currently provides somc treatment le)r ASDs. It is the primary 
method by which Alaskan bmilies access these services, however limited the coverage 
might be. Many hmilics, as we heard, arc fillly insured, but don'l have coverage le)r Ihe 
treatments Illeir children need. These I;unilics resort to applying le)r Mcdicaid waivers 
to access thcse funds, bUlthe waiting list can be years. Time that these kids don 'I have. 
In addition, insured hllnilies arc adding stress 10 what is already an overbunlened 
system. 

• Medicare would likely not be a signilicant conlyibulor to, or drawer Irom any of Ihese 
sen'lces. 

• Military I;llnilics already have access 10 some ASD [realmenlS including applied 
behavior analysis (ABA) as provided li)r in Ihe Federal Governments THICAHE 
ECHO progralll le)r mililary I;unilies who have children with disahilities. 

• II-IS or Indian Health Services is a henefits pro),~'alll for AlIlerican Indians and Alaskan 
Nalil'es. IHS draws limds 10 cover Ireatment.li)r Ihose who qual ill', from se,"eral 
dilkrent pols including Medicaid, and private heahll insurance. The issue of coverage 
li)r the Ireatment of ASD has not come up wilh II·IS. however, due to Ihe bcl that Ihey 
currenlly draw from places like Medicaid and private insurance to cover olher sen'ices, 
it is likely they would do Ihe same liJr sen'ices requesled 10 treal ASDs. 

• Uninsured is Ihe calegory Ihat unlemull;nely lI'e have no bearing Oil. 
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What is ABA? 

ABA is a science devoted to the understanding and improvement of human behavior, and 
has been used effectively as a treatment for the symptoms of Autism for more than 20 
years. ABA focuses on shaping behavior systematically, often in a highly structured 
environment. Every skill a child with autism does not demonstrate - from relatively simple 
responses like looking at others to more complex acts like spontaneous communication and 
social interaction - is broken down into small steps. Successful completion of each step is 
rewarded to encourage its mastery and data is carefully taken and evaluated to ensure the 
fastest rate of skill acquisition. Problematic behavior, such as tantrums, self-injury, and 
withdrawal, are analyzed to determine what functions they serve and plans are developed to 
replace the challenging behavior with more functional, contextually appropriate behavior. By 
tailoring reinforcement to each child, and by teaching replacement skills, many problem 
behaviors can be reduced or eliminated and many new skills gained. 

*The Vista School website (www.thevistaschool.org) 

liB 187 Representative Petersen 
3 April 2009 
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NFIB 
The Voice of Small Business" 

Alaska 

The Honorable Pete Petersen 
Alaska House of Representatives 
State Capitol Building 
Juneau, Alaska 99801-1182 

RE: House Bill 187 

Dear Representative Petersen, 

March 16. 2009 

On behalf of the National Federation ofIndependent Business/Alaska, I 
wish to express our opposition to House Bill 187. The National Federation of 
Independent Business is the largest small-business advocacy group in Alaska. 

Health-care costs have been the No. I issue facing small-business owners since 
1986, and those concerns are growing, according to NFIB's members. As health­
care costs go through the roof, small-business owners have very few choices when 
selecting insurance coverage for their employees. The tipping point is here. and 
small businesses are begging for solutions to rising health-care costs, lack of 
access and other issues. 

For many small employers in Alaska insurance premiums for small groups or 
single coverage have increased by more than 82 percent since 2000, ajaw­
dropping statistic. This is completely unsustainable over the long-term. Much of 
the increase is driven by the additions to coverage by state mandates 

Unfortunately HB 187 mandates coverage for autism spectrum disorders that may 
not fit employee's needs but for which small employers providing health insurance 
bear the cost. Increased mandates force employers to consider whether they can 
afford to continue coverage or are forced by increased prices to eliminate health 

National F€deration of Independent Business - ALASKA 
P.O. Box 34761 • Juneau, N< 99803·907-723-6667· denny.dewitt@nfib.org 
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The Honorable Pete Peterson 
March 20. 2009 
Page 2 

insurance for their employees. Mandates prevent small employers from providing 
affordable insurance programs tailored to its specific work force. 

HB 187 is discriminatory against small employers as the mandate applies to those 
who provide coverage regulated by state insurance statutes, but not programs 
offered by the state and other governmental entities, unions, or large employers 
who typical\y offer ERISA programs. Thus it creates a less fair business 
environment for smaIl employers. 

Sincerely yours, 

~P 
~SL. 0 itt 
Alaska Stat Lobbyist 

~ Health and Social Services Committee 
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Alaska State Legislature 
Siale Capitol. Room ... 22 
Juneau, AK 99801-1182 
I'hone: ~65-~939 
Fax: ~b5-2~ 18 
Toll Free: (800) ~65-~939 
Rt:pn:scntati VI! _'\;11.:'_ f\:h.:rsl.'nr:g!kgis. slall:.;1 k. us 

716 \V. 4111 An! 
Anchorogc, .. \K 99501-2133 

Phone: 269·0265 
Fax: 269-0264 

Representative Pete Petersen 
District 19 

Sponsor Statement 

HB 187 
INSURANCE COVERAGE FOR AUTISM SPECTRUM 

DISORDERS 

Autislll is a de\'astatilll( disordcr alkctinl( alicast t ill l:iO childrell, Dcspite beilll( treatahlc, lllallY 
childrell diah~loscd lI'ith all Alltislll Spcl'irulll Disorder (ASD) lK\'l'l' rccci\'c the treatlllcnt they 
IIccd, Falllilics 1(0 hallkrupt, lllortg'<II,';nl( their future, tryinl( to pro\'ide thcir childrclI with the 
Ircatlllcnt to ;ullcliorate their condition; paying dOH-'ll their sin'jllgs, rdirclllclll fllll<iS. and college 
sal'illl(s plans li)r their othn dlildrell hecause AS))s arc lIot cOI'Crcd by illsurallcc plans, In 1'll'I, 
II10St illsurallcc plallS cxplicitly exclude the treatlllL'lIt of ASDs, e\'L'II whell thc ser\'icc is othcrll'isc 
cOI'creel by thc hcalth plall' 

J-1Il IX7 lI'ould rcqllirc illSllrallcc l'()\'l'l'al;l'li)r autislll spectJ'lll1l e1isordcrs, illdllelilll( the behal'ior 
thcrapies that alia:-lO years of stlldy haw sl,o"," to bc thc (111)' d'i'cctil'l' trcatlJlCllt of these 
disorders, Treatlllellt has !>cell sholl'lI to ilJlproI'c, ,",,"l'1illlCS sigllilicantly, till' SYllIptolllS of ASD 
alld in SOlllC caseS c\'cllelilJlillatc thc lIeed li)r special education serl'iccs li)r a d,ild lI'ith :\SI), The 
cost s",\'illg-s ill spc('iail'<iucaliol1 alolll'. durillg Ihl' school ~'l'ars) ;Ullolll1ls to approxilllately 
S~OX,:i()O per c;)pit;), This 11I1I1Ii>cr riSeS to ()I'er SI.OH JIIillioll over tl,c ;)lItisti" per""I's lill-spall, 

.\s well. ilK' illcrt..'lIlclllal socil'lal C()q of !..!.V! Il'eatill)4 <IutiSII} has !'t'l'lI eSlilliClIl'd I>~' \Iicliael (;;IIIZ. a 
I bn ;Inlcl'l Hl()lIlisl 10 he apPl'oxilllalciy ~:'L :tllliIJioll pCI' capita, 

Tile {'ost to policy 1i()lder,..; to illlplt'llIl'lIl .";lIclt (O\'l'ra~l' i.'\ IIlillilll;ll; l'slilliall'd at It-ss 11i;1I1 a 1·lt) 
illcrease illtlieir PI'l'l IIi III liS, (II' ,):UjO pCI' Jllellll>cr per IlHJllth. TII:lt's less tJlallthe cpsl "fa 1;lItl', 

pCI' Illolltil to allo\\' (,(Hl'LIJ,4'e I()f :\S1)s, 

FllrtlllTIII()i'l'. il II;IS bl't'll sialed by Presidellt ()II:1I1I;I, tll;1/ {'O\l'ra!,{l' (If Irl'al II 1l.'1I1. ;11111 ,,!lilT I~ Pl'S 

""J'tIl,,lill~ I~)r ,\SDs 1I'""lcI k" pri"ritl' ,>!'I,is ;"I",i"istr;,ti,,", It i" likl'll,tl,,'t l\'l' lI'ili "'l'" h',kr;,J 
I;I\\' 11l;t1Hblill~lhl' CO\\'J';t<.4e oJ'.\SJ)s. This lc~isl;lIi()I1 all()\\'s .\b~k;lt() ~Llrl tili", JJft)(T~S (JII Ollr 

()\\II h·nll~. ;111(1 :.;i\l· .... IlIl' ... l;lh' du' Ill'cckd lillH' It I I'llild {,;lpa{'i,~ \I ill Jill (1111" ",Ltlt' 11' Ilin" lilt' 
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delllands crcakd I IB I X 7, Eslahlishing Ihis Iegisl;tlion in ,\Iaska hd,m' a possihle FedtTal 
Illandale, would hring wdl payingjohs 10 Ihe slale, and hrinl; I hose inleresled in litis area of lite 
h,'alth lidd 10 Alaska as IIdl. The (;01\'1"1101" has alrl'ady incituil'd fnnding in her hudl;el Ii)r 
pro~Tallls 'II Ihe ( inil'tTsily kn'llo hdp eSlahlish a grealer lidd of lItasicrs kl'd aUlisllt sen'ice 
providers Ihal would hdp 10 lItel'llhe need, shonld I III IXi he passed, 

COI'lTage of ,\SDs hI' insurers would nol onl" pr""ide a 1Il,,',lcd sen'ice 10 Ihose falllilies sull"':rin,l( 
dinTII)' frolll Ihe alkCls of a child will. aUlislll, hnl saH'S Ihe slale, ;UUII't.\pal'ers nponl'nlially 01''''' 
Ihe likspan of Ihose diagllosed wilh aUlislll, ThoUllh Ihere is no curl' 1')1' :\Sl)s, Ihis legislalion 
wonld hdp sigllilicanlh' 10 In'al Ihose sulli:ring li'olllihesl' disorders, In addilion, a slalc 11.011 "owrs 
ASDs Irealnlcnl will he desirahle 10 Ihosc in Ihe lidd and \\'ill hringjohs, and proJl.ssionals in Ihe 
lidd 10 Alaska, Prolllpi passagc oJ' Ihis Iegislalion \\'ould allow Ihe slalc 10 reap Ihe health and 
lTonotnic hencJilS Ihal \\'ould rcsult frolll heing alllong Ihe lirsl "'II' slales 10 COH'" :\SDs, 

Tltcrd()rl', I respeclfully ask J(lI' your carditl consideralion and snpporl of HB Illi, 
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Alaska State Legislature 
State Capitol, Room 422 
Juneau, AK 99801-1182 
Phone: 465-4939 
Fax: 465-2418 
Toll Free: (800) 465-4939 

716 W. 4" Ave 
Anchorage, AK 99501-2133 

Phone: 269-0265 
Fax: 269-0264 

Rcprcscntati vc _Pete _ Pctcrscn@legis.state.ak.us 

Representative Pete Petersen 
District 19 

Sectional Analysis HB 187 
Insurance Coverage: Autism Spectrum Disorders 

Sec. 1: Amends current insurance statute (AS 2 I A2) to include coverage lill' autism spectrum 
disorders. 

• Must cover l.reatment of the disorders as prescribed by a licensed physician or psycholof,'isl. 
• The treatmenl. will be provided by ,m autism service provider. 

• The treatment will be outlined in a treatment plan (prescribed by the physician or 
psychologist) 1,)lIowing a cOlllprehensive evaluation 

• Treatment includes: medically necessary pharmacy care. psychiatric care, psychological 
carc, rehabilitative carc, and therapeutic carc 

Coverage includes those under the age or 2 I years, and there is a maximulll yearly bcnelit of 
$;{G,OOO, adjusted annually li,r inllation. 

Sec. 2: Reg,mling applicability: applies to policies issued on or alier January I, 20 I O. 
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Alaska State Legislature 
State Capitol, Room 422 
Juneau, AK 99801-1 182 
Phone: 465-4939 
Fax: 465-24 I 8 
Toll Free: (800) 465-4939 
Representative ~Pctc J>ctcrscn@lcgis.state.uk.us 

716 W. 4'" A\'C 
Anchorage. AK 9950 I -2133 

Phone: 269-0265 
Fax: 269-0264 

Representative Pete Petersen 
District 19 

Departments Affected by HB 187 

• Hcahh & Social Services 

• Commerce, CommunilY and Economic Dcvelopmcnt: Division or Insurance 
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Alaska State Legislature 
State Capitol, Room 422 
Juneau, AK 99801-1182 
Phone: 465-4939 
Fax: 465-2418 
Toll Free: (800) 465-4939 
Representative_Pete _ Petersen@legis.state.ak.us 

716 W. 4'" Ave 
Anchorage, AK 99501-2133 

Phone: 269-0265 
Fax: 269-0264 

Representative Pete Petersen 
District 19 

Table of Contents: Background Information for HB 187 
Insurance Coverage: Autism Spectrum Disorders 

I. Cost Analysis Narrative for HB 187, including Exhibits A and B (cost analysis overview in 
chart form) 

2. Autism Speaks 2009 State Initiatives Map 
3. Autism Speaks-8 Arguments in support of Insurance Coverage for Autism-Related 

Services 
4. Definitions of Autism Spectrum Disorders from the DSM-IV, as referenced in HB 187 
5. Biosketch for Dr. Gina Green 
6. Letter from Dr. Green to U.S. Assistant Secretary of Defense for Health Affairs 
7. Power Point-Dr. Gina Green 
8. News Article: "Mandates Don't Work Against, But For, Consumers" 
9. Actuarial Cost Estimate for Virginia's HB 1588 (as a comparison to Jim Bouder's Cost 

Analysis for Alaska) 
10. Letters of Support 
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James N. Bouder, MPA 
7 South Main Street, 2nd Floor 

Manheim, PA 17545 
(717) 808-9910 
jbouder@ptd.net 

March 9, 2009 

The Honorable Pete Petersen 
Alaska State Capitol 
Juneau, AK 99801 

VIA FIRST CLASS MAIL 

RE: Cost Analysis - Alaska House Bill 187 pertaining to Insurance 
Coverage for Autism Diagnosis and Treatment 

Dear Representative Petersen: 

I thank you for the opportunity to complete an analysis of the likely effect of 
insuring the treatment of autism on commercial insurance rates in the State of 
Alaska. I am pleased to provide you with this information to assist you and your 
colleagues in making an informed public policy decision with regard to this proposed 
legislation. As you are aware, autism is a serious developmental disability that 
affects approximately 1 in 150 children across the United States. The cause is 
uncertain, but a significant research base indicates that the most debilitating 
symptoms of autism can be remediated using intensive services based on the 
principles of Applied Behavior Analysis ("ABA"). If enacted, House Bill 187 would 
require insurance policies to provide coverage for the diagnosis and treatment of 
autism spectrum disorder ("autism" or "ASD"), including coverage for behavioral 
therapy. 

Based on my review of the available data and literature, I estimate that the 
likely effect on commercial insurance rates in Alaska will be approximately 0.92% or 
$3.60 per member per month ("pmpm"). This estimate is consistent with my findings 
in other states and with the actuarial findings pertaining to similar legislation recently 
enacted or pending in Pennsylvania, Arizona, Georgia, Louisiana, Maryland, and 
Virginia. A detailed narrative describing my findings is set forth below. 

Also, as requested, I assessed the likely claims increase that could be 
expected should Alaska extend this coverage to children of Alaska state employees. 
found that the State of Alaska could expect approximately $543,000 in additional 
claims, which translates into approximately $3.02 per government employee per 
month. 
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Again, I thank you for this opportunity. Should you require copies of any 
studies cited, please do not hesitate to contact me. I hope you find this information 
helpful. If you have any questions or would like additional information, please feel 
free to contact me at (717) 808-9910 or by email atjbouder@ptd.net. 

With Kind Regards, 

James N. Bouder, MPA 

Cc: The Honorable Nancy Dahlstrom 
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Cost Analysis - Alaska Autism Insurance Coverage 

James N. Bouder, MPA 

~ Autism is a devastating disorder affecting at least 1 in 150 children, with 
approximately 1 in 500 requiring significant Clinical treatment; 

~ Autism is treatable - with treatment, 30 years of research has shown us that many 
children overcome the severe symptoms of their disorder, but most private insurance 
policies specifically exclude coverage for treating autism, even when the service is 
otherwise covered by the health plan; 

~ The coverage of autism treatment in Alaska will enable many children to access 
services they need; 

~ The maximum likely cost of such coverage to the private insurance ratepayer is 
approximately 0.92% or $3.60 per policyholder per month; 

~ If the State of Alaska chooses to extend this coverage to dependents of state 
employees, this will likely result in an increase in claims costs of approximately $3.02 
per government employee per month; 

~ Other States Confirm this Finding: The Pennsylvania Insurance Department found 
that similar legislation will result in a rate impact of at or less than 1%; in Arizona, an 
independent actuary forecasted a cost impact of 0.501%; in Louisiana, the 
consulting actuaries for the Louisiana Office of Group Benefits forecast a cost impact 
of less than 0.50%; in Oklahoma, the Oklahoma State Education Employees Group 
Insurance Board estimated a cost impact between one-third of 1% and 1%; and in 
the most comprehensive actuarial report on autism coverage to date, Mercer 
reported to the Maryland Health Care Commission an estimated premium increase of 
approximately 0.85% 

~ With treatment, Alaska can save approximately $208,500 per capita in avoided 
special education costs during the school years alone and $1.08 million per capita 
during the autistic person's lifespan; 

~ The incremental societal cost of not treating autism has been estimated by Michael 
Ganz, a Harvard economist, to be approximately $3.2 million per capita. 
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Cost Analysis, Page 2 
Alaska Autism Insurance Coverage 

Section 1. Private Insurance Premium Rate Impact 

The likely, maximum premium impact of autism coverage will be less than 1%, 
amounting to approximately $3.60 per member per month (pmpm) for single policy 
rates and $9.49 pmpm for family rates. 

Number of Eligible Beneficiaries of Autism Coverage in Alaska 

My first task in estimating the likely cost of extending treatment to Alaskans 
with autism is to determine how many people in Alaska are eligible for and likely to 
utilize the benefits mandated by the bill. 

According to estimates provided by the U.S. Census Bureau, there are 
approximately 190,947 persons living in Alaska between the ages of 2 and 20 who 
could be eligible for the benefits under the House Bill 187.1 It is also estimated that 
approximately 66.6% of children with special health care needs living in Alaska under 
the age of 18 have private health insurance and approximately 55.9% of such 
children living in Alaska are insured under group health insurance plans. 2 The 
number of persons living in Alaska between the ages of 2 and 20 who are insured 
under group plans, therefore, is approximately 106,664. 

Based on information published by the Medical Expenditures Panel Survey 
("MEPS"), 54.6% of private-sector enrollees working in Alaska are enrolled in self­
insured plans (MEPS 2005 Report, p. 1).3 The potential pool of beneficiaries 
between age 2 and 20, therefore, after accounting for ERISA preemption and the 
uninsured, is approximately 48,425. 

Treated Prevalence Rate of Children with Autism in Alaska 

Actuarial analyses and insurer criticisms of bills similar to the bill 
contemplated for Alaska often utilize the CDC's statistic on community prevalence in 
pricing such bills, notwithstanding actual treated prevalence rates within existing 
systems or present in the research record. Recently, the Commonwealth of 
Pennsylvania Insurance Department utilized the 1 in 150 statistic in deriving their 
estimated rate impact of approximately 1.1%, with regard to very similar legislation 
introduced in that state. 

While the latter example reports an estimated rate impact that is very low, 
utilizing a 1 in 150 prevalence rate demonstrates a lack of understanding of the 
range of symptom severity exhibited by people with ASD, and thus overstates the 

1 U.S. Bureau of the Census. "Table DP-1. Profile of General Demographic Characteristics: 2006 
Population Estimates." 
2 Health and Disability Working Group. "The Catalyst Center: Improving Financing of Care for Children 
and Youth with SpeCial Health Care Needs." Boston University School of Public Health, Boston. MA 
(2007), p. 43. 
3 ~ The Kaiser Family Foundation State Health Facts Website: 
<http://www.statehealthfacts.org!profileind.jsp?ind=236&cat=4&rgn=50> 
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Cost Analysis, Page 3 
Alaska Autism Insurance Coverage 

number of persons with autism likely to require and seek significant clinical 
treatment. 

Several examinations of health care utilization and expenditures associated 
with treating autism have been published in recent years that call into question the 
appropriateness of using epidemiological prevalence data to forecast the magnitude 
of health care utilization resulting from passage of House Bill 187. In 2007, Douglas 
L. Leslie and Andres Martin compiled data from the Thomson/Medstat MarketScan 
database, "which compiles claims information from private health insurance plans of 
large employers ... across the United States ... [with] covered individuals includ[ing] 
employees, their dependents, and early retirees" (Leslie, p. 351).4 Leslie et al. note 
that the treated prevalence of autism in the claims database was 19.2 per 10,000 
(i.e., 1 in 520.83) (p. 352). Independently, Gregoral S. Liptak et al. obtained data 
from three national surveys and identified a treated prevalence of autism of 21 in 
10,000 (i.e., 1 in 476.19) (Liptak et aI., p. 872).5 Similarly, in a previous article, 
David S. Mandell et al. reported a treated prevalence rate of youth diagnosed with 
autism in Allegheny County, PA of 0.2% (i.e., 1 in 500) (Mandell et aI., p. 477).6 More 
recently, Shimabukuro et al.'s examination of MarketScan® data found a treated 
prevalence rate of 1.9 per 1,000 (or approximately 1 in 526) (p. 549).7 Most 
recently, the nationally recognized actuarial firm, Mercer, completed an evaluation of 
Maryland's proposed autism insurance mandate, which is substantively similar to 
House Bill 187, but has a $50,000 annual cost cap.s Mercer included both treated 
prevalence rates and cost per treated child estimates broken down by age bands to 
establish low, mid, and high estimates of premium impact, resulting in a mid-range 
estimate of 0.85%. 

These findings are consistent with other medical conditions, which present 
with a treated prevalence rate much lower than the community prevalence rate. The 
consistency of these data suggest that the treated prevalence of autism is a better 
measure to apply to premium impact analyses because, unlike community 
prevalence data, which simply report the number of persons satisfying the diagnostic 
criteria for Autism Spectrum Disorders, treated prevalence accounts for those 
persons with autism actually seeking and consuming health care services related to 
their disorder. 

4 Leslie, Douglas L. and Andres Margin (2007) "Health Care Expenditures Associated with Autism 
Spectrum Disorders." Archives of Pediatric and Adolescent Medicine. Vol. 161, Apr. 2007, pp. 350· 
355. 
5 Liptak, Gregory S .. Tami Stuart, and Peggy Auinger (2006). "Health Care Utilization and Expenditures 
for Children with Autism: Data from U.S. National Samples." Journal of Autism and Developmental 
Disorders. Vol. 36, pp. 871-879. 
6 Mandell. David S., Jun Cao, Richard Ittenbach, and Jennifer Pinto·Martin (2006). "Medicaid 
Expenditures for Children with Autistic Spectrum Disorders: 1994 to 1999: Journal of Autism and 
Developmental Disorders. Vol. 36, No.4, pp. 475485. 
7 Shimabukuro, Tom T., Scott D. Grosse, and Catherine Rice (2008). "Medical Expenditures for 
Children with an Autism Spectrum Disorder in a Privately Insured Population" Journal of Autism and 
Developmental Disorders, Vol. 38, No.4, pp. 546-552. 
8 Mercer/Oliver Wyman (2008) Annual Mandated Health Insurance Services Evaluation, Coverage for 
Autism Spectrum Disorder, pp. 3·33. 
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Cost Analysis, Page 4 
Alaska Autism Insurance Coverage 

Assumptions 

While much of the data included in this analysis was derived from primary 
sources, some assumptions were necessary due to my inability to independently 
confirm certain data elements from primary sources or required statistical 
calculations to forecast future sums. These assumptions are set forth below. 

• Using data published by the Alaska Division of Insurance, I estimate a premium 
base of $346.0 million in 2009. 9 

• Based on claims history of insurers in Alaska, I assumed an 85% Medical Loss 
Ratio, which is considered an industry standard. The Medical Loss Ratio was 
used to convert cost effect to revenue requirement. 

• 45.4% of health insurance plans offered by private firms in Alaska that are not 
subject to ERISA preemption remains an accurate figure, as reported by the 
MEPS for 2005 (cited above). 

• In order to produce a conservative estimate, 100% of likely, increased costs 
attributable to services provided under House Bill 187 will be passed on to 
private insurance ratepayers participating in eligible plans (i.e., private insurers 
will choose not absorb any additional costs). 

• Calculations assume an adequate provider network is in place on the legislation's 
effective date to meet the demand for services. 

Cost Analysis 

The next step in my cost analysis is to establish the likely cost of covering 
these services and their potential rate effect. In the interest of providing a range of 
rate impact resulting from the coverage of services contemplated for Alaska autism 
coverage, I have provided calculations based on a number of variables. I attempted 
to do so using credible data available to the general public. For your convenience, 
attached is a spreadsheet detailing the likely range of impact the covered services 
will have on private insurance ratepayers in Alaska (See Exhibit "A" attached). 

The most likely scenarios are derived in part from peer-reviewed research 
evaluating real-life data concerning the treated prevalence of autism and average 
expenditures per treated person with autism and prevalence rates assumed by 
Mercer in their actuarial estimate of increased costs associated with a similar bill 
pending in Maryland (cited above). Persons living with autism present with varied 
symptoms requiring differing levels of attention based on the severity of symptoms. 
The more severe symptoms requiring intensive behavioral health and other clinical 
interventions are not necessarily present in every person diagnosed with an Autistic 
Spectrum Disorder, especially when those less severely affected reach the school 
age. This is evidenced by the treated prevalence rates reported in Mandell et al 
(2006), Leslie et al. (2007), Liptak et al. (2007), and Shimabukuru et al. (2008) 
noted and cited above, which consistently report a treated prevalence rate of 

9 Report of the Alaska Division of Insurance (2008)., retrieved from 
<http://www.commerce.state.ak.us/insurance/> 
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approximately 1 in 500 (or 0.20%). One should expect, therefore, that actual 
utilization rates will track more closely along treated prevalence rates noted in the 
abovementioned reviews of actual health care utilization data than community 
prevalence rates reported from epidemiological studies such as the recent report of 
the CDC. 

While I was unable to locate any Alaska-specific data on average treatment 
costs, the findings of the Mercer actuaries in Maryland are instructive. Relying on the 
research of Harvard economist Michael Ganz, Mercer recognized that the heaviest 
utilization of services would fall in the preschool years, and drop considerably as the 
child reaches school age and approaches adulthood. Mercer assumed a cost per 
treated child between the ages of 18 and 20 to be from $2,525 to $3,500, as the 

,/ biggest cost drivers for adult services are vocational support and supported housing 
(i.&." non-medical expenses).10 

Three possible expenditure scenarios are included in my cost analysis, 
establishing Low, Mid, and High Estimates, using the treated prevalence rates and 
cost per treated child estimates similar to those Mercer relied upon in Maryland. 
Overall, the treated prevalence rates for Low, Mid, and High estimates were 1:400, 
1:325, and 1:250, respectively. 

Table 1 below illustrates the likely utilization rates and cost per treated person 
by age band. Based on these assumptions, the percentage increase in premium 
costs for Alaska falls in the 0.57% to 1.49% range, with a mid-range estimate of 
0.92% (see attached Exhibit "An attached for more detail). 

10 Ganz. Michael L. (2007). "The Lifetime Incremental Societal Costs of Autism." Archives of Pediatric 
and Adolescent Medicine. Vol. 161, Apr. 2007, pp. 343-349. 
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TABLE 1: Treated Prevalence and Cost per Treated Person Assumptions. 

Low Estimate 

ASD Treated Prevalence Cost per Treated 
Age Band for Age Band Person 
2 to 4 0.25% $30,000 

5 to 9 0.35% $19,660 
10 to 14 0.25% $6,758 
15 to 19 0.20% $2,525 
20 years 0.20% $2,525 

Premium Increase % of Premium 0.57% 

Mid Estimate 

ASD Treated Prevalence Cost per Treated 
Age Band for Age Band Person 
2 to 4 0.30% $36,000 
5 to 9 0.45% $26,200 
10 to 14 0.30% $9,000 
15 to 19 0.25% $3,500 
20 years 0.20% $3,500 

Premium Increase % of Premium 0.92% 

High Estimate 

ASD Treated Prevalence Cost per Treated 
Age Band for Age Band Person 
2 to 4 0.45% $36,000 
5 to 9 0.67% $30,500 
10 to 14 0.35% $12,000 
15 to 19 0.30% $3,500 
20 years 0.25% $3,500 

Premium Increase % of Premium 1.49% 

Based on statistical data published by the Kaiser Family Foundation reporting 
average annual single and family policy rates in 2008, single policy rates will likely 
experience an increase no greater $3.60 per member per month (pm pm) and $9.49 
pmpm for family rates as a result of implementing coverage provided by the 
proposed legislation.11 

11 As cited above. see the Kaiser Family Foundation and Health Research and Educational Trust 
publication, "Employer Health Benefits - 2008 Annual Survey," which reports that the average annual 
total premium cost for single coverage in the Western United States is $4,683 and $12,351 for family 
coverage. 
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Section 2. State Employee Cost Impact 

The likely, cost impact of autism coverage for dependents of state workers will be 
approximately $554,000, which is less than 1% over current claims experience. 

Not all state employees in Alaska receive health insurance coverage through 
the state's health care plan (Select Benefits), but rather through self-funded union 
trust plans ("Union Plans") that are primarily funded through state contributions. 
While I was not able to obtain copies of financial statements for the various Union 
Plans, I was able to obtain claims and census data for the Select Benefits plan and 
determine the total number of full-time government employees from the 2008 
Comprehensive Annual Financial Report to be approximately 15,000.12 Together, 
this information provided me with sufficient data to estimate the total added claims 
that the State of Alaska could anticipate if it decided extend coverage mandated by 
House Bill 187 to dependents of state employees. 

According to the State of Alaska, Department of Administration, Division of 
Retirement and Benefits, approximately 40% of Alaska's +/- 15,000 state employees 
are insured under the Select Benefits plan, which includes approximately 6,000 
employees. The Division of Retirement and Benefits also provided me with the 
numbers of insured children by age band between the ages of 2 and 20 as follows: 

TABLE 2: # of Children by Age Band (Aged 2 to 20) Participating in Select Benefits13 

CII1~LJr!ld'DElpendE!litSbYAgeBand. ; \A'~';, :~~-, % '{"', :':: . #,Children' 
2 to 4 years 9.68% 428 
5 to 9 years 20.90% 924 
10 to 14 years 27.65% 1,222 
15 to 19 yea rs 35.34% 1,562 
20 years 6.43% 284 
TOTAL 4,420 

Based on data provided by the Division of Retirement and Benefits, I was able to 
determine that the average household of employees participating in the State of 
Alaska's Select Benefits plan has 0.74 children (derived from the estimated 6,000 
employees participating in the plan and 4,420 dependents between the ages of 2 
and 20 who are also covered). Additionally, according to the Division of Retirement 
and Benefits, total claims paid by the Select Benefits plans in 2008 were $62.4 
million. 

This data provides a sufficient sample to estimate the likely number of 
dependents between the ages of 2 and 20 who are insured by either the Select 
Benefits or Union Plans as follows: 

12 2008 Alaska Comprehensive Annual Financial Report, p. 252. 
13 Source: Personal Correspondence with the Division of Retirement and Benefits. 
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TABLE 3: Estimated # Children Insured Under Both Select Benefits and Union Plans 

.lhs(jr~(j\PepefiMnts,OY;Age;Ba[iai'. ' ".,,':'·9"',:'/; . -"·,O.f.>. .. #.~CfiildrEirV 
2 to 4 years 9.68% 1,070 
5 to 9 years 20.90% 2,310 
10 to 14 years 27.65% 3,055 
15 to 19 years 35.34% 3,905 
20 years 6.43% 710 
TOTAL 11,050 

Additionally, knowing that 40% of state employees and their dependents are enrolled 
in the Select Benefits plan, it is reasonable to assume that approximately 40% of 
claims funded by state contributions are paid for claims incurred by enrollees in the 
Select Benefits plan. Therefore, I estimate total claims paid for both Select Benefits 
and Union Plans in 2008 were approximately $155.9 million. 

With this data and prevalence and per capita expenditure assumptions used 
to estimate the rate effect of House Bill 187 in Section 1 above (See Table 1), I 
estimate the total increased claims for all state employees in Table 4 below (see also 
Exhibit "B" attached for more detail). This fiscal impact translates into approximately 
$1.86 to $4.86 per government employee per month, with a mid-range estimate of 
$3.02 per government employee per month. 

TABLE 4: Total Estimated Claims by Age Band 

Age Band 
2 to 4 
5 to 9 
10 to 14 
15 to 19 
20 years 

Age Band 
2 to 4 
5 to 9 
10 to 14 
15 to 19 
20 years 

Low Estimate 

ASD Treated Prevalence 
for Age Band 

0.25% 
0.35% 
0.25% 
0.20% 
0.20% 

Total Increased Claims 

Mid Estimate 

ASD Treated Prevalence 
for Age Band 

0.30% 
0.45% 
0.30% 
0.25% 
0.20% 

Total Increased Claims 

Cost per Treated 
Person 

$30,000 
$19,660 

$6,758 
$2,525 
$2,525 

$334,990 

Cost per Treated 
Person 

$36,000 
$26,200 

$9,000 
$3,500 
$3,500 

$543,384 
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High Estimate 

ASD Treated Prevalence Cost per Treated 
Age Band for Age Band Person 
2 to 4 0.45% $36,000 
5to 9 0.67% $30,500 
10 to 14 0.35% $12,000 
15 to 19 0.30% $3,500 
20 years 0.25% $3,500 

Total Increased Claims $875.452 

Section 3. Long Term Considerations 

The long-term savings attributable to effectively treating children with autism is 
significant, with cost-benefit peer review studies estimating a per capita avoided 
special education cost savings of $208,500 and over $1 million in total avoided 
human service cost savings per person over the lifespan. 

In April 2007, Michael L. Ganz published an article in Archives of Pediatric 
and Adolescent Medicine entitled "The Lifetime Distribution of the Incremental 
Societal Costs of Autism," which sets forth his findings in describing "the age-specific 
and lifetime incremental societal costs of autism in the United States" (p. 343).14 
Ganz determined that the "lifetime per capita incremental societal cost of autism is 
$3.2 million" and that "[I]ost productivity and adult care are the largest components 
of costs" (p. 343). Based on the extant literature demonstrating the efficacy of 
behavioral interventions, we believe that the "lifetime per capita incremental societal 
cost of autism" can be mitigated substantially by services included in House Bill 187. 
In short, autism left untreated will result in substantial financial consequences for 
both public agencies and families with loved ones diagnosed with autism. 

Regarding the cost-benefit of intensive ABA services, two analyses, one 
completed in Pennsylvania and the other in Texas, examined the future cost savings 
to government units resulting from investment in intensive behavioral interventions 
for people with autism. 

The first such work, completed by John W. Jacobson, James A. Mulick, and 
Gina Green in 1998, notes that an abundance of research demonstrates the efficacy 
of early, intensive behaviorally-based interventions to enable substantial numbers of 
children with autism to "attain intellectual, academic, communication, social, and 
daily living skills within the normal range" (p. 201).15 Using representative costs 

14 Ganz, Michael L. (2007). "The Lifetime Incremental Societal Costs of Autism." Archives of Pediatric 
and Adolescent Medicine. Vol. 161, Apr. 2007, pp. 343-349. 
15 Jacobson, John W., James A. Mulick, and Gina Green (1998). "Cost-Benefit Estimates for Early 
Intensive Behavioral Intervention for Young Children with Autism - General Model and Single State 
Case." Behavioral Interventions 13, 201-226. 
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from Pennsylvania, including costs for special educational and adult special needs 
services, they found that, "At varying rates of effectiveness and in constant dollars, 
this model estimates that cost savings range from $187,000 to $203,000 per child 
for ages 3-22 years, and from $656,000 to $1,082,000 per child for ages 3-55 years 
(Jacobson, et aI., p. 201). 

More recently, Gregory S. Chasson, Gerald E. Harris, and Wendy J. Neely 
compared the costs of early intensive behavioral intervention ("EIBI") and special 
education for children with autism (cited above). Alluding to recent comparison 
studies that strongly suggest that "eclectic" special education programs are 
materially ineffective for many children with autism, the authors note that the human 
cost of failing to provide EIBI services is considerable. Consistent with Jacobson's et 
al.'s findings, Chasson et al. found that "the state of Texas would save $208,500 per 
child across eighteen years of education with EIBI" (p. 401). Based on their estimate 
that the average annual cost associated with EIBI is approximately $22,500, and the 
average duration of service is three years (see p. 402), the return on the health care 
investment would be 308% in avoided special education costs to the local and state 
taxpayer during the education years alone. It is important to note that, without 
treatment, persons with autism will grow to become adults dependent on publicly­
funded services for their lifespan. For another third of those receiving such services 
early, the intensity of publicly-funded services needed in adulthood would be 
considerably reduced. For just less than half of those children receiving intensive 
EIBI services early. opportunities to be gainfully employed contributors to the tax 
base will only increase the return on that initial three-year investment. As Chasson et 
al. put it, "By implementing EIBI with all children with autism, as a way to prevent the 
need for special education, the investment not only produces a sizeable savings after 
18 years, but it maximizes the likelihood that most of these children will return a 
profit long after maturation" (p. 410). 

Chasson et al. posit that, "For this reason, it would behoove policy makers to 
reconsider the role of educational services with children with developmental 
disabilities. Indeed, it may mean a minimization of the education system's role in 
providing services and a maximization of population-specific treatment 
implementation by mental health practitioners. Following from this, special 
education would then have expanded resources to serve children who failed to 
mainstream into typical education despite implementation of appropriate 
interventions" (p. 411). "The bottom line," they write, "is that a simple change in 
policy could drastically improve functioning and quality of life for thousands of 
children with autism in Texas. As a bonus, the taxpayers could potentially save over 
$2 billion across 18 years (p. 412). 

Applying similar assumptions to the population served by the proposed 
legislation indicates that Alaska's taxpayers could save millions in avoided special 
education costs during the school years alone and hundreds of millions in avoided 
human services costs over the autistic person's lifespan. 



3037 

Cost Analysis, Page 11 
Alaska Autism Insurance Coverage 

Section 4. Other State Cost Estimates Associated with Similar Legislation 

While a number of factors unique to individual states can influence the cost 
effect of legislation that is similar to House Bill 187, a review of cost estimate 
findings in states where similar legislation has been enacted, offered by proponents, 
opponents, and neutral sources, can reveal a useful trend to lawmakers in Alaska. 
During the past two years, several states have enacted legislation similar to House 
Bill 187, including South Carolina, Arizona, Florida, Louisiana, and Pennsylvania. 
Additionally, numerous other states with sophisticated mandate review processes 
have examined the likely cost effect resulting from mandating similar coverage. 
These states include Maryland, Virginia, and Oklahoma. 

Due to differences in coverage criteria (~, ages of those covered and annual 
and lifetime limits), cost estimates in other states would not be directly comparable 
to Alaska's House Bill 187. The cost analyses completed for Pennsylvania, Maryland, 
and Virginia would be most instructive due to similar age limitations, amount of 
annual benefit limitation, and the lack of a lifetime limit, although South Carolina's 
costs would also be similar to Alaska's due to the relatively low per capita 
expenditure expected for children with autism age 16 and over. A consistent theme 
emerging from proponents, opponents, and independent sources, including 
nationally trusted actuarial firms such as Mercer, Aon, and Oliver Wyman, is that the 
likely cost of insuring the treatment of children with autism is relatively low, and is 
consistently reported to be at or below 1%. (See TABLE 5 and TABLE 6 below). 
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TABLE 5: Rate and/or Cost Effect of Similar Mandates Enacted in Other States 

16 Key HealthCare Concepts, LLC (2008), Actuarial Report Regarding Financial Impacts [Regarding 
private insurance coverage for autism treatment], p. 4. 
17 Bauder, IN for Autism Speaks (2008) [Financial Impact Section Only], Report Under § 624.215(2), 
Fla. Stat. (2007), Assessing the Social and Financial Impacts of House Bi111291 and Senate Bill 
2654, retrieved from <http://www.autismvotes.org> 
18 Bouder, IN (2008), Cost Analysis - HB 958 of 2008 (As Amended 4/30/08) (2008), pp. 2-7, 
retrieved from <http://www.autismvotes.org> 
" Ibid, pp. 7-9 and Exhibit "C-2" 
20 Abt Associates, Inc. (2008), Autism Spectrum Disorders Mandated Benefits Review Panel Report: 
Evidence Submitted Concerning Pennsylvania HB 1150, Prepared for the Pennsylvania Health Care 
Cost Containment Council, retrieved from <http://www.phc4.org> 
21 See Mercer (2008), Annual Mandated Health Insurance Services Evaluation, Section 1, Coverage 
for Autism Spectrum Disorders, prepared for the Maryland Health Care Commission, p. 23, evaluating 
Highmark Blue Shield's cost estimate submitted to the Pennsylvania Health Care Cost Containment 
Council. 
22 Bauder, IN, Stuart Spielman, David S. Mandell (2009). Brief Report: Quantifying the Impact of 
Autism Coverage on Private Insurance Premiums, Journal of Autism and Developmental Disorders. 
23 See Mercer (2008), Annual Mandated Health Insurance Services Evaluation, Section 1, Coverage 
for Autism Spectrum Disorders, prepared for the Maryland Health Care Commission, p. 23, evaluating 
Blue Cross of Northeastern Pennsylvania's cost estimate submitted to the Pennsylvania Health Care 
Cost Containment Council. 
24 Commonwealth of Pennsylvania Insurance Department (2008), regarding the effect of Pennsylvania 
House Bill 1150 on commercial insurance rates, p. 8. 
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TABLE 6: Rate and/or Cost Effect of Similar Mandates Proposed in Other States 

~ ~~2;;:r2~ ~{~~.~~~;'(~;{{~j 
,?) l';;'1f,<:J;t;74V"'~,7~c :"~4::.rrT ~.·'~~1(~~~~ ~~J:,~;'t;;~?"!IF{l~tif.!1~t~(jl~,,'i], 

~;:;C;;;; ,'_":4i '¥.·'~,"'~··<r} 

f;,kll~U~J?iI~~!.iH~ ~Aiirlljak; ?t, ?r:~L>ifetir:D,e.-( ?;>o~{J?J$!tn!Vmf~"f:r~ 
:;;~ :':-~~;~~pij~~~ 'lirtY "x, It']¥" ;:\ ~i:j;l.lsPQsjt]onT~ r;/c~'Gimit "':~ ;"~:i!~~~lnch;iase:~'~~-i,' -", __ __ t, ____ . ,, ____ .:1" .• 

Georgia Not Specified $55,000 None 
Oliver Wyman 25 Proponent 0,63% 

Maryland < 21yrs $50,000 None 
Mercer/Oliver Wyman 26 Independent 0.52%-1.22% 

New Jersey Not Specified None None 
Mandated Benefits Advisory Comm.27 Independent 1% 

Oklahoma < 21 yrs $75,000 None 
Aon (for OSEEGIB)28 Independent 0.340/0-1.00% 

Virginia < 21 yrs $36,000 None 
Oliver Wyman 29 Proponent 0.60% 

West Virginia < 24 yrs $75,000 None 
Bouder, James N.30 Proponent 0.82% 
Public Employees Insurance Agency31 Independent 1.54% 

25 Oliver Wyman (2009), Actuarial Cost Estimate: Georgia Senate Bill 161 - An Act Related to 
Insurance Coverage for Autism, p. 13. 
26 Mercer (2008), Annual Mandated Health Insurance Services Evaluation, Section 1, Coverage for 
Autism Spectrum Disorders, prepared for the Maryland Health Care Commission, pp. 30-31. 
27 New Jersey Mandated Benefits Advisory Commission (2006), Evaluation of the Impact of Autism 
Mandated Benefits contained in Assembly Bill A-999. 
28 Aon (2009), Memorandum Regarding the Cost Impact of Oklahoma S8 1 on the Office of State 
Education Employees Group Insurance Board's Health Plans. 
29 Oliver Wyman (2009). Actuarial Cost Estimate: Virginia House Bill 1588 - Coverage for the 
Diagnosis and Treatment of Autism Spectrum Disorder. p. 12. 
30 Bauder, IN (2009), Cost Analysis - House Bill 4091 Pertaining to Private Insurance Coverage for 
Autism Diagnosis and Treatment. 
31 West Virginia Public Employee Insurance Agency (2008), Fiscal Note Summary on Effect HB 4091 
will have on Costs and Revenues of State Government. 
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Conclusion 

Based on my review of House Bill 187, Alaska's commercial premium and 
claims data and state employees' health benefits data, I believe it is reasonable to 
conclude that the likely cost impact of mandating coverage for the diagnosis and 
treatment of autism will be less than 1%, even after a sufficient provider network is 
established to meet the demands for services. Furthermore, given significant 
evidence concerning the efficacy of Applied Behavior Analysis in treating the varied 
symptoms of autism, Alaska can expect significant future savings in avoided special 
education and hurnan services costs. Lastly, expected premium and cost impacts 
relating to the Alaska House Bill 187 are consistent with similar legislation enacted 
or pending in at least 10 other states. 

Please note that my cost analysis assumes that a provider network capable of 
meeting the needs of all children with autism who require and seek treatment is 
prepared to deliver services during the first year of implementation of House Bill 187. 
As a practical matter, however, it takes time for providers to recruit, train, and deploy 
professionals, especially in markets that lack a pre-existing provider base like Florida 
and Pennsylvania, which the Behavior Analyst Certification Board ("BACB") reports 
have approximately 1,800 and 300 Board Certified Behavior Analysts ("BCBA"), 
respectively. By comparison, the BACB reports that the State of Alaska has two (2) 
BCBAs. The existence of alternative funding streams in the former two states 
encouraged the aggressive proliferation of Behavior Analysts, and the same can be 
expected in Alaska once a reliable funding stream is established. Therefore, it could 
be several years before Alaska experiences the full cost impact associated with 
House Bill 187. 

It is also important to note that other factors may further reduce first year 
claims. House Bill 187 is currently written to require coverage for plans offered, 
issued for delivery, delivered, or renewed in Alaska on or after January 1, 2010. 
Assuming open enrollment trends in Alaska are similar to those in other states, 
approximately 80% of health plans renew on January 1. This could also translate into 
a lower claims experience during the first year of implementation. 
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James N. Bouder, MPA 

Forecasted Rate Impact of Alaska House Bill _ 

Total Alaska Premiums Collec:t.d (est. 2010)' 

% of Population Covered by ERISA Plans­
% Population Coyerad by Non-ERISA Plans 

3015,975,804 

54.6% 
45.4% 

Exhibit "An 

-~ 1~~:~~~~~',;;15r5; ~~]~~~~I~~N;~i#f~~l~~~~~!~~~~~;;~J i~~~¥~: 
; P~~~ $ Rate ~i.Rat.e)mp'j!ef ~.Rat~Ump~yet. ::P~.P,y. $ ~te :li. ~~.p~y ~ ~te,,' ~te: IrriP.".£~ 
. Impact (Low)',,·, -1-,' (Mid)!' \~~>"lt'(Hluhl '_"'. Impact (~ow) Impact (Mid)' ,,'i' {High: 

2.24 S 3.60 $ 5.81 I 26.90 43.17 69.67 
5.91 $ 9.49 $ 15.31 70.95 113.86 183.75 

NOTE: Source of average annuill premiums from Kaiser Family Foundatlon"Employer Health Benefits· 2008 Annual Survey 

Average Treated Prevalence Assumption 
Average Per Capita expenditure 

Alaska % Insured 

Low (1:400) 
0.25% 

12,294 

% Children in Alaska with Private Heatth tnsurance (CYSHCN) •••• 
% Children in Alaska with Individual Private Heallh Insurance 
% Children in Alaska with Group Private Health Insurance 

Soun::es 

Mid (1:325) 
0.30% 

15,640 

66.6% 
10.7% 
55.9% 

High (1:250) 
0.40% 

17,100 

• Estimate derived from 2008 Report of the Alaska Division of Insurance retrieved (rom <httpJIwww.oommerce.slate.ak.uslinsurancel>. 
•• UnltBd States Census Bureau <http://factfin.der.census,gov/>' 
... Medical Expenditure Panel Survey Report <httpJIwww.meps.ahrq.gov/mepswebJdata _sta!slsumm_tableslmsrlslatelseries_212005/1ilb2bl .pdp. 
- Catalyst Center State-llt-a-Giance Chartbook on Coverage and FinanCIng for Children and Youth with Special Heellh Care Needs, p. 43 
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Exhibit "B" 

James N. Bouder, MPA 

Stato Workor Autism Coverage Claims Imoact 

Seillct Benoflts 

~·~~i~!~:1{ ~.'~", 
h:l, " J.' t~,Category, 
;;::,; .,'-:.. 

:i~ ~#-s't:a~, _ ~~~;~'~~ ~:~~ij~~:, ":Tcital ~l~~?~~~~~i~!~~~~~~~~ ~ i<~~:?~~4~~~~~f~~~~i,~~r~~~~~'~;' 
;:oEmployees .,. (State Emp,loyees):" t'~, '(2008)~:t:l"'" '';''.:~REXpenses 'fC' 'bExpense6lTota~ ;;,:". C181ms::;"'-',.:" $,PMPM<,1 
. .• ' 1-1t~,,J., :,::·;'O~74/ ..i::;'h.' ;~;:i7,'\; th, h ~""',';',:,~f\! (1; :- :~'f ~ > '1 :~ICi~lmi'tl;;\t"h;,:;:"t;,;:$!,<~:.,-::.'~, ' ,,",':,~ :i 

State employees 
Prevalence Rate 

low (1:400) 
Mid (1:325) 
HiQh (1:250 

Select Beneflts Dala fi1 

133,996 $ 
217,354 $ 
350,181 $ 

1.86 
3.02 
4.86 

'",;~jI. ili.,:!,;.;;::-":';::=;::;;;----;-:~,~~ .%' ,",': '",!;--;:: '; '~; ::-::~:i;:;t;, ~,,,;\<)'.; i ;~;, -:c!;:t~~:}:::<;;" ;' V· ~< 1:':'!~~15~f:.c~~ :,"i':~t.}·;~:,r;;:; }'f~~F~1::>';' '"..i'·",':i"-, .:-"~ ,:~': '~' TY;';' 
~·o :(~1~;'l;j~~ ::~.~J, ~ -, '~:;>.:, ',,, ~~;,~,",' ':~Jt, ~i\~FS~.~~d .~,~~I.ld-:e~ i~ ,,'~S.9_"!J~.~"!'~::!~~':'" A,~2'~~~~~r~:~ \,~ '~~I?,T~a;e~~,,\ ': .,£9S1 ~~,:~}, }:o~~p,~r.,,\!t,:~.~J,pa,r; < :~"),;,, . ~:t :-". .. ,A !,' 't .; • .-., .• ,.,,>..~. ,.f", .\.~Y Age .B~n,d.(S~t,,:_ JP':~,!'!I!!I~!:J!0f.i"<i)~"!'!'~!e~~ f~:r,f 1\Af're,~~!~,~~fot,,;~ +~J~~I.~~ ,",.~,,;\ ~!:!allif;l;, fT-:"llted.' 
~"i" \, <;~, ' .. ~:: ~:' , ... , :~ i> .': ~Agl!,B~r.'d~~.. ', .. ~mp,,~y~~II)i;;'.:', ~ ~ J!.g~ ,Bl"flr'';' ~1- 1;:,:,~gE!:,f~and ,1:~"t;~'~g~,~.,~.~,;XI r;}P.e,rs.o~ '!';fif .. '~e~on/:.J0':}~erso,n , 
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2 to 4 years 9.68% 428] 0.25% 0.30% 0.45% 30,000 36,000 36,000 
20.90% 924 0.35% 0.45% 0.67% 19,660 26,200 30,500 
27.65% 1,222 0.25% 0.30% 0.35% 6,758 9,000 12,000 
35.34% 1,562 0.20% 0.25% 0.30% 2,525 3,500 3,SOO 
6.43% 284 0.20% 0.20% 0.25% 2,525 3,500 3,500 

TOTAL UNDER 20 4,420 ;' :A;:.;:W, ;r,l:-'ii". ,\Ir.l';:(;104V,;:,j;;-~ ;:: ~,>b'-<~;*, J": :~h';"i',"~, 

(4) Source: Personal correspondence with State 01 Alaska _ Departfl16nt of AdministratiOll, Division of Retirement and Benefits 

% of Stale Workers Insured by Select Benefits 40,00% 

Total State Worker Assumptions 
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(2) FTE Alaskan State Employees per 2008 Alaska Comprehensive Annual Financial Report, p. 252 
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2to4years 9.68% 1,070 0.25% 0.30% 0.45% 30,000 36,000 36,000 80,250 115,560 173,340 
5 to 9 years 20.90% 2,310 0.35% 0.45% 0.67% 19.660 26,200 30,500 158,951 272,349 412,049 
10 to 14 years 27.65% 3,055 0.25% 0.30% 0.35% 6,758 9,000 12,000 51,614 82.485 126,310 
15 to 19 years 35.34% 3,905 0.20% 0.25% 0.30% 2,525 3,500 3,500 19,720 34,169 41,003 
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Alaska State Legislature 
State Capitol, Room 422 
Juneau, AK 99801-1182 
Phone: 465-4939 

716 W. 4'h Ave 
Anchorage, AK 99501-2133 

Phone: 269-0265 
Fax: 269-0264 Fax: 465-2418 

Toll Free: (800) 465-4939 
Representative_Pete_Petersen@legis.state.ak.us 

Representative Pete Petersen 
District 19 

MEMORANDUM 
DATE: March 30, 2010 

FROM: Rep. Pete Petersen 

Rep. Wes Keller TO: 

RE: Coverage of autism spectrum disorders under new federal health care refonn 

According to our research and consultations with health policy expert" the Health Care Education 
<md AITordability Reconciliation Act of 2010 improves accessibility of treatment for autism 
spectrum disorders, but not for the majority offarnilies. As such, HB 187 is still necessary to allow 
families not alTected by the new Act to receive adequate coverage, which would save hard-eamed 
money l,)r themselves .wrlthe State. 

Here are some of the problems the Act has in providing treatment for autism spectrum disorders: 
• There is no specilic mention of or guidelines for "autism" or "autistic spectrum disorders" 

or "pervasive developmental disorders" in the Act. Anywhere it says "behavioral health 
treatment," it is assumed it may apply to autism spectrum disorders. 

• The pool of insurers obligated to ofTer the "beha\~oral health treatments" mandated by the 
Act is small: it docs not cover "large group plans" - that is, families whose insurance plans 
arc provided by employers of 50 or more people. 

• Discrimination against treating autism spectrum disorders is not rectilied. vVhile 
discrimination against "pre-existing conditions" may now be addressed, this doesn't matter 
to the families whose insurance coverage will not cover treatmcnt for autism spectrum 
disorders and arc not required to do so under the new Act. 

• Indi~duals and small-businesses can purchase insurance plans that oller specilic coverage 
lor autism which arc exchanged over slate lines, but this docs not take c1kct until 2014. 
This is also assuming the appropriate legislation has passed and guidelines have been 
established to allow Alaskan families and small businesses to participate in these exchanges. 

• While some lamilies all'ected by autism will be able to receive hcalth insurance coverage 
for beha\~oral health treatments, the majority of families will remain \flthout this coverage. 
Those who can receive it may not be able to take advantage of it for several more years and 
then miss that window of opportunity lor early intervention. 

Attached are a few of our sources and supplement' to this infonnation. Please feci free to contact 
me or my s1.11T \flth any additional questions. Thank you for your consideration. 
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Health Care Reform: What does It mean for the Autism Community? 

Families caring for a child with autism often have health insurance, but most of these plans explicitly exclude 
coverage of the treatments their child needs. Since 2007, Autism Speaks has been working with grassroots 
partners on autism insurance reform in states across the country with the goal of enacting legislation thai would end 
marketplace discrimination on the basis of an autism diagnosis, To date, 15 stales have passed reform measures 
that specifically require insurers to provide coverage of evidence-based, medically necessary treatments including 
behavioral therapies, such as Applied Behavioral Analysis (ABA). Similar legislation is pending in about two dozen 
additional states. 

From the beginning we knew that passage of state laws was only a first step - albeit a critical one - and thai true 
autism insurance reform would demand a federal law requiring all types of health plans to cover autism treatments 
President Obama even made a campaign pledge during the 2008 election that he would support a federal mandate 
requiring coverage of autism treatments. 

With today's historic signing of health care reform legislation by President Obama, people are asking "What does 
this mean for autism insurance reform?" As many know. Autism Speaks, the autism grassroots community, and our 
supporters in Congress, especia!!y Congressman Mike Doyle (PA) in the House and Senators Robert Menendez 
(NJ) and Chris Dodd (CT) in the Senate, worked very hard during the past year to include in health care reform 
legislation language that would address the insurance inequities many families have endured for decades. This 
language makes behavioral health treatments a part of the essential health benefits thai must be included in certain 
health plans. 

There are many questions about what heaUh care reform Will and WON'T do to help your family cover the cost of 
the medically necessary, evidence-based behavioral therapies. let's consider where things stand, 

Will health care reform directly benefit the autism community? 

The new health care reform law will curb abusive practices like pre-existing condition exclusions, excessive waiting 
periods for coverage, and rescissions of coverage. Some insurers wiU be limited in their abilily to setlifelime or 
annual limits on the dollar value of benefits. This may affect caps on autism insurance benefils in some states. 

Does II apply to all insurers? 

While the new health care reform law WIll extend autism insurance reform to some families, not all insurance plans 
will be required to cover behavioral health treatment. That's because only certain types of healtll plans will be 
required, beginning in 2014, to cover the list of essential benefits, including behavioral health treatment. The types 
of plans included under this provision are: (1) plans offered by state-based exchanges, through which individuals 
and small businesses can purchase coverage: and (2) plans offered in the individual and small group markets 
outside the exchange. EXisting coverage, plans offered in the large group market outside exchanges, and self­
insured plans (plans under which an employer assumes direct financial responsibility for the costs of enrollees' 
medical claims, or sometimes referred to as "ERISA plans") will not be required to provide the essential benefits 
package. This last exception is especially significant because 57% of workers who are currently covereil by their 
emptoyers' health benefits are enrolled in a plan self-insured by the employer 

How does health care reform impact the state autism insurance reform effort? 

Autism Speaks is committed to autism insurance reform that includes coverage of all medically necessary, 
evidence-based treatments for all people living with autism spectrum disorders. While passage of health care 
reform will bring some relief to families caring for a child with autism, there is still much work to be done In state 
legislatures and in Congress to make effective health care coverage a reality for tile autism community and to bring 
about an end to discrimination of individuals with autism by the insurance industry. 

We all know families who have gone 10 extreme measures, including mortgaging their homes and the futures of 
other children. in order to provide the best possible services for their child with autism. According to research, 
families living with autism have lar greater medical expenditures and out-of-pocket costs and are far less likely to 
report that health insurance meets their child's needs when compared to families living without autism. Hea!lh care 
reform will not end these problems, but it may lessen their severity. That's why Autism Speaks will continue its 
efforts to make autism insurance reform a reality for all Americans living with autism . 
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US. HOUSE PASSES HEALTH CARE REFORM BILL CONTAINING 

PROVISION FOR AUTISM INSURANCE 

2S March. by Christine KennedY 

iI 

Autism Speaks, the nation's largest autism science 

and advocacy organization, today pledged to 
continue the battle to end insurers' discrimination against 

individuals with autism at both the state and federal levels. While 

praising elements of the Health Care Education and Affordability 

Reconciliation Act of 201 0 - passed over the weekend by the U.S. 

House - that could result in improved access to care for 
indiViduals with autism and their families, the bill still falls short of 

eliminating marketplace discrimination for coverage of medically 

necessary autism treatments. The reconciliation bill will now move 

to the Senate for consideration. 

Through the efforts of Autism Speaks, the autism grassroots 

community and supporters in Congress, especially 

Congressman Mike Doyle (PA) in the House and Senators Robert 

Menendez (NJ) and Chris Dodd (CT) in the Senate, behavioral 

health treatment is included as part of the essential health benefits 

package required in certain health plans. Behavioral health 

treatments were added to ensure that people with autism are 

provided with insurance coverage of medically necessary, evidence 

-based behavioral treatments, such as applied behavior analysis 

(ABA) therapy. 

While the Health Care and Education Affordability Reconciliation 

Act will extend autism insurance reform to some families, not 

all health plans will be required by the bill to cover behavioral 

health treatment. The reconciliation bill will require the following 

health plans to offer at least the essential benefits package: 

(1) plans offered by state-based exchanges, through which 

individuals and small businesses can purchase coverage; and 

(2) plans offered in the individual and small group markets outside 

the exchange. 

Therefore, while some families affected by autism will be able to 

receive health insurance coverage for behavioral 

health treatments, the majority of families will remain without this 

crucial coverage. 

UWe are grateful to our supporters in Congress who fought so hard 

to make sure that families dealing with autism are a part of larger 

3 0 4 5 http://www.eltriangular.info/eniLatest-News/lnternational.11 O/article/u-s-house-passes-health-care 3/31/2010 
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health care reform," said Peter Bell, Autism Speaks executive vice 

president for programs and services. ~Though passage of this bill 

does not end autism insurance discrimination for all families, 

Autism Speaks will continue to work for autism insurance reform 

in state legislatures and in Congress until all those touched by 
autism no longer face discrimination from the insurance industry." 

3 0 4 6 http://www.eltriangular.info/eniLatest-NewslIntemational.11 O/article/u-s-house-passes-health-care 3/3112010 
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Recent healthcare reform dictates that we intensify state 
mandate efforts for ABA therapy 
Filed under: Obama Initiative - admin @ 6:59 pm 

The following is a message from Autism Speaks ... 
Families caring for a child with autism often have health Insurance, but most of these plans explicitly 
exclude coverage of the treatments their child needs. Since 2007, Autism Speaks has been working with 
grassroots partners on autism insurance reform in states across the country with the goal of enacting 
legislation that would end marketplace discrimination on the basis of an autism diagnosis. To date, 15 
states have passed reform measures that specifically require insurers to provide coverage of evidence­
based, medically necessary treatments including behavioral therapies, such as Applied Behavioral 
AnalySiS (ABA). Similar legislation Is pending in about two dozen additional states. 

From the beginning we knew that passage of state laws was only a first step - albeit a critical one - and 
that true autism Insurance reform would demand a federal law requiring aU types of health plans to 
cover autism treatments. President Obama even made a campaign pledge during the 2008 election that 
he would support a federal mandate requiring coverage of autism treatments. 

With today's historic signing of health care refonn legislation by President Dbama, people are asking 
"What does this mean for autism insurance reform?U As many know, Autism Speaks, the autism 
grassroots community, and our supporters In Congress, especially Congressman Mike Doyle (PA) in the 
House and Senators Robert Menendez (NJ) and ChriS Dodd (CT) in the Senate, worked very hard during 
the past year to Include In health care reform legislation language that would address the insurance 
Inequities many families have endured for decades. This language makes behavioral health treatments a 
part of the essential health benefits that must be Included in certain health plans. 

There are many questions about what health care reform WILL and WON'T do to help your family cover 
the cost of the medically necessary, evidence-based behavioral therapies. Let's consider where things 
stand. 

Will health care reform directly benefit the autism community? 

The new health care reform law will curb abusive practices like pre-existing condition exclusions, 
excessive waiting periods for coverage, and rescissions of coverage. Some insurers will be limited In 
their ability to set lifetime or annual limits on the dollar value of benefits. This may affect caps on autism 
insurance benefits in some states. 

Does it apply to all Insurers? 

While the new health care reform law will extend autism insurance reform to some families, not all 
Insurance plans will be required to covet behavioral health treatment. That's because only certain types 
of health plans will be required, beginning in 2014, to cover the list of essential benefits, Including 
behavioral health treatment. The types of plans Included under this provision are: (1) plans offered by 
state-based exchanges, through which Individuals and small businesses can purchase coverage; and (2) 
plans offered In the individual and small group markets outSide the exchange. Existing coverage, plans 
offered In the large group market outside exchanges, and self-Insured plans (plans under which an 
employer assumes direct financial responsibility for the costs of enrollees' medical claims, or sometimes 
referred to as "ERISA plans~) will not be required to provide the essential benefits package. This last 
exception is especially significant because 57% of workers who are currently covered by their employers' 
health benefits are enrolled In a plan self-Insured by the employer. 

How does health care reform impact the state autism Insurance reform effort? 

Autism Speaks is committed to autism insurance refonn that Includes coverage of all medically 
necessary, eVIdence-based treatments for all people living with autism spectrum disorders. While 
passage of health care reform will bring some relief to families caring for a child with autism, there is still 
much work to be done in state legislatures and In Congress to make effective health care coverage a 
reality for the autism community and to bring about an end to discrimination of Individuals with autism 
by the insurance Industry. 

We all know families who have gone to extreme measures, mcludlng mortgaging their homes and the 
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futures of other children, in order to provide the best possible services for their child with autism. 
According to research, families living with autism have far greater medical expenditures and out-of­
pocket costs and are far less likely to report that health Insurance meets their chUd's needs when 
compared to families living without autism. Health care reform will not end these problems, but It may 
lessen their severity. That's why Autism Speaks will continue Its efforts to make autlsm Insurance reform 
a reality for all Americans living with autism. 
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Alaska State Legislature 
Slale Capilol, Room 422 
Juneau, AK 99801-1182 
Phone: 465-4939 
Fax: 465-2418 
Toll Free: (800) 465-4939 
Representative _ Pele _ Pctersen@lcgis.stute.ak.us 

716 W. 4~ Ave 
Anchorage, AK 99501-2133 

Phone: 269-0265 
Fax: 269-0264 

Representative Pete Petersen 
District 19 

Sponsor Statement 

HB 187 
INSURANCE COVERAGE FOR 

AUTISM SPECfRUM DISORDERS 

Autism is a devastating disorder aJlccting at least I in 100 children, accounting for I % of America's 
youth and I in 58 boys, according to the most recent study by the Center for Disease Control and 
Prevention. Despite being trea!;lble, many children diah'l10sed with an Autism Spectrum Disorder 
(ASD) never receive the treatment they need. Families go bankrupt mortgaging Uleir Jilture, tJying 
to provide their children with Ule treatment to ;uncliorate Uleir condition. Families arc Ic)!'ced to 
dig into Uleir savings, retirement lunds, and Uleir oUler children's college savings because ASD is 
not covered by insurance plans. In lact, most insurance plans expliciUy exclude the treatment of 
ASD, e\'en when Ule service is oUlerwise covered by Ule healUI pl;m. 

HB 187 would re(luire insurance coverage Ic)r autism spectrum disorders, including the behavior 
therapies that alier 30 years of study have shown to be the only cll'eetive treatment of these 
disorders. Trealment has been shown to improve Ule sYlllPtoms of ASD and in some cases even 
eliminate Ihe need le)r special edu('ation services IClr a child lI'ith ASD. The cost savings in special 
education alone would amount 10 approximately $208,500 Ill'!" capita during Ihe school years. This 
number rises to over $1.011 million over the autislie person's litCspan. 

The intTemental socidal cost of not Ireating autism has been eSlimated by ;\-liehad (;;lllZ, a 
Harvard economist, 10 be approximalely sa.2 million per capila. The cost 10 policy holders 10 
implemenl such co\'Crage is minimal: eslimated at less Ihan a I W, increase in Iheir premiums, or 
$:~.(jO per member per monUI. 

Furthermore. President Obama has statcd IJle ('()\'crage OflrealJnclIl alld olher types of fUlIding I()r 
:\SD would he a priority of his ;uhllinistration . .'lens. Durbin, Case)' and \lcnendez inlroduced Ihe 
:\lIIism Trealment :\c('eleralion Act of 200!) in April, mandaling tIl<: insurance ('overage of :\SD. 
\\'hile Ihe tCderal Iegislalion is CI11'1'l'1I11)' pelldinl(, HB I H7 OIl1oll's Alaska 10 slOlrt Ihis proCl'SS Oil 

our own lerms, 0111<1 givl's II,e SIOlll' Ihe needl'd lillle 10 Illeel Ihl' dClllOlnds ('rl'OIled ill lIB IH7. 
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[mplemenling Ihis lcgislali(H1 in :\laska bdi,re a Il-deral mandale is enacled would bring well­
paying heallhcare jobs 10 Ihe slalc and bring Ihose inleresled in Ihis lield 10 Alaska. II is in Ihe hesl 
inleresl of Alaska and aUlislic Alaskans 10 haw Ihis implemenled as soon as possihle. 

Since HB I il7 was inlroduced in March of 2009, II slall'S have passcd lc~~slation rcgarding 
m,Uldalory insur;Ulcc coverage of Irealmenl Ji,r :\SD, wilh H slales having enaeled kgislalion prior 
10 March of 2009. The Dislricl of Columhia, Puerto Rico and 19 addilional slalcs currenll)' haw 
similar legislalion pending. These enaeled and pending hills ;md Ihe pending Aulism Trealmenl 
Acceleration Acl demonslrale Ihe nalionwide need lill' rdief li,r I;unilies of autislic individuals. 
Aulism is nol a slale- or 1'C~~on-specilic condition. Families hurdened wilh Ihe cos Is of aulism ;UT 

unlikely lo reloeale 10 one of lhose II slalcs Ihal require insurance comp,mies lo cover Ihe cos I of 
ASD Irealmenl. Families of any slale should nol he burdened wilh Ihe ~'Teal cosIoI' Irealing a 
disorder lhey could nol prevenl or predicl; Ihey should not lind Ihemselves a victim of 
discriminalion hy hcallh iIlSuf<mce comp'Ulies. 

[nsuranee coverage of ASD would nol only provide a lIluch nceded service 10 Ihose I;ullilies 
burdened wilh Ihe c1lCcls of a child willI autislll, but also save Ille slale and I,lxpayers exponentiaJly 
over Ille lifcsp,m of Ihose diagnosed willI autism. Though Illere is no cure Ji,r ASD, Ihis le~~slalion 
would help si!,'nilic;Ullly 10 lreallllose sutlering 1i-0I11 Illese disorders. [n addilion, a slalc Ihal covers 
ASD IreaUnenl will be desirable to Ihose in Ille lield ;uul wiJl bring jobs and proll-ssionals in Ihe 
licld to Alaska. II will also allow more tlexibililY lill' liullilies wilh autistic children who wish 10 

move 10 Alaska to do so. Prompt passage of this legislalion would allow the slale 10 reap Ille heallll 
and economic henc1ils Ihatwould resull Ii-om being among Ihe lirsl states lo cover ASD. 

[ respeclfully ask li,r your c;uTfulconsideration ,Uld supporl of HB IH7. 
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Executive Summary 

Autism is a complex neurobiological disorder and is the fastest-growing serious 
developmental disability in the U.S. The Centers for Disease Control estimates that I in 
150 children have autism. These children require extensive services from medical 
professionals. Early intervention is critical to gain maximum benefit from existing 
therapies. Most private health insurance plans do not provide coverage for Applied 
Behavioral Analysis (ABA) and other autism-related services. 

4 

This document contains eight arguments in favor of requiring private health insurance 
policies to cover the diagnosis and treatment of autism spectrum disorders for individuals 
under the age of 21. These arguments are based on epidemiological, social, and 
economic studies of the children and families affected by autism and prove the significant 
long-term financial and public health benefits of this requirement. 

We first point out that children with autism have substantial medical needs and have a 
difficult time accessing necessary treatments through Medicaid and private health 
insurance. Most insurance policies contain specific exclusions for autism. This is a 
hardship for many families, who are often forced to cope with delayed, inadequate, and 
fragmented care through the Medicaid system. Often, families must pay for costly 
treatments out-of pocket or forego them. 

We then review some of the many studies and reports that document the effectiveness of 
intensive behavioral therapies in the treatment of autism. An autism insurance mandate 
should specifically target coverage of Applied Behavior Analysis (ABA) and other 
structured behavioral therapies, which are the most effective forms of treatment and have 
the best outcomes, both in human costs and in long-term economic benefits. 

We then comment on the experiences of several states with insurance reform. Their 
experiences show that the policy holder costs resulting from the passage of legislation 
requiring comprehensive autism services have been relatively small. 

Finally, we point out that the mandate offers hope that children with autism will need less 
intensive care in the future. They will, in short, have a better chance at a normal life. 



3056 

5 

What is Autism Speaks? 

Autism Speaks is an organization dedicated to increasing awareness of autism spectrum 
disorders, to funding research into the causes, prevention, treatments, and cure for autism, 
and to advocating for the needs of affected families. The organization was founded in 
February 2005 by Suzanne and Bob Wright, the grandparents of a child with autism. Bob 
Wright is Vice Chairman, General Electric, and served as chief executive officer of NBC 
for more than twenty years. Autism Speaks has merged with both the National Alliance 
for Autism Research (NAAR) and Cure Autism Now (CAN), bringing together the 
nation's three leading autism advocacy organizations. 

What is Autism? 

Autism is a complex neurobiological disorder that typically lasts throughout a person's 
lifetime. It is part of a group of disorders known as autism spectrum disorders (ASD). 
Today, 1 in 150 individuals is diagnosed with ASD, making it more common than 
pediatric cancer, diabetes, and AIDS combined. It occurs in all racial, ethnic, and social 
groups and is four times more likely to strike boys than girls. Autism impairs a person's 
ability to communicate and relate to others. It is also associated with rigid routines and 
repetitive behaviors, such as obsessively arranging objects or following very specific 
routines. Symptoms can range from very mild to quite severe. 
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Argument 1: Mandated private health insurance coverage will provide services that 
are desperately needed by children with autism, who have greater health care needs 
than children without autism. 

Children with autism have a tremendous need for services from trained medical 
professionals. These children are at risk for a range of other medical conditions, 
including behavioral or conduct problems, attention-deficit disorder or attention­
deficit/hyperactivity disorder, stuttering, stammering, and other speech problems, 
depression and anxiety problems, bone, joint, or muscle problems, ear infections, hearing 
and vision problems, allergies (especially food allergies), and frequent and severe 
headaches. These problems greatly affect their overall health and their need for and use 
of health care services. 

A recent study by James G. Guemey and others I highlights the broad medical needs of 
children with autism. Using data from the National Survey of Children's Health, 
Guemey showed that relative to children without autism, children with autism require 
more services for physical, occupational, and speech therapy. Children with autism are 
also much more likely to have poor health, to require medically necessary care for 
behavioral problems, and to be using medications. As evidenced in the chart below taken 
from the study, parents of children with autism were more likely to report the presence of 
a variety of concurrent medical conditions and the need for more visits to a range of 
medical service providers than parents of children without autism. 

mrmnms:CI,tmii:lenoeirtm"a;ffi. ~51J'ti). 
)DrtI R g;''Hl1~1.~ ,m~ ~ W 9IWJ ud U~ Mo..M 031 san~~ harlE-IS •• d P.1Pt~ w.aJcbti>. wm p.:r\!:1t rc,«1 C<i 4!3 dm~n Mi.-I1On 

udll4 i'W:diltcl .. iflwt l..am. 
tDm lI\'!! uI)ntM ft.rY.'X,. ~rury lll~e. tq!, imnm, ltd .t4mit4d Hb:l1Erubtbi'rrmt 

This reform of private health insurance coverage will address the broad medical needs of 
children with autism. It will ensure that these children will receive the full range of 
therapies necessary to ameliorate their condition. 
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Argument 2: Treatments for autism are difficult to access, often inadequate, and 
frequently delayed. Denied coverage by private group health insurance companies, 
parents are often forced either to pay out-of-pocket or forego the treatments their 
children need. 

Children with autism face barriers in accessing early intensive behavioral treatments and 
other therapies. According to the Institute of Medicine, the term "access" is defined as 
"the timely use of personal health services to achieve the best possible health 
outcomes.,,2 For a child with autism, lack of access to services can be the cause of 
inconsistent and uncoordinated care. Children with autism often experience barriers to 
access with even greater frequency than children with other special health care needs. In 
fact, one study found that "over one-third of the children with autism were reported to 
have experienced an access problem with respect to specialty care from a medical doctor 
in the preceding 12 months." 3 A study of the Tennessee Medicaid system, TennCare, 
found that for children with autism, "the rate of service use was only one tenth what 
should be expected based on prevalence rates." The chart below illustrates these results 
and the significantly lower rates of service access for children with autism. 
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Within the Medicaid system, the amount of public money spent for services for 
developmental disabilities including autism is now eight times the rate of spending just a 
few decades ago. 4 Medicaid accounts for 75% of all funding for services for the 
developmentally disabled, making it the largest single public payer of behavioral health 
services. 5 Children with disabilities comprise a significant portion {I 5%) of all Medicaid 
recipients, and an even more significant portion (31 %) of disabled children use the 
Medicaid system as their primary insurer. 

Medicaid suffers from very low reimbursement rates that make it difficult for many 
locations to retain service providers. Moreover, services that can be accessed through the 
Medicaid system are often inadequate at meeting the specific needs of a child with 
autism. The system operates as a short-term service provider, tending to push children 
through treatment as quickly as possible. The success of the Applied Behavior Analysis, 
however, depends in part, on the amount of time the child with autism spends with the 
provider of the therapy6 

The failings of Medicaid point to the importance of the private health care system in 
providing services to children with autism. But nationwide there are very few private 
insurance companies or other employee benefit plans that cover Applied Behavior 
Analysis and other behavioral therapies. Most insurance companies designate autism as a 
diagnostic exclusion, "meaning that any services rendered explicitly for the treatment of 
autism are not covered by the plan, even if those services would be covered ifused to 
treat a different condition.,,7 A 2002 study by Pamela B. Peele and others of 128 
behavioral health plans administered by one of two large managed behavioral health 
organizations found that all the plans had some type of limit on benefits for behavioral 
therapies - over half of the plans had limits on the number of annual outpatient sessions 
and 65 percent of the plans imposed limits on the number of inpatient days covered per 
year. 8 

Families that refuse to allow their children to suffer through the inadequate Medicaid 
system and are denied coverage by their private health insurance carriers often end up 
paying for therapies out of their own pockets. For these families, the financial burden is 
immense. Without the negotiating powers of an insurance company behind them, out-of­
pocket prices are extremely high. Parents can often spend upwards of $50,000 per year 
on autism-related therapies, often being forced to wager their own futures and the futures 
of their non-autistic children to pay for necessary autism-related therapies. Children 
whose parents cannot afford to pay for behavioral and other therapies and who cannot 
access adequate therapies through the Medicaid system simply go without these 
interventions. 
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Argument 3: Mandated private insurance coverage will bring effective autism 
services within the reach of the children who need them. The efficacy of Applied 
Behavior Analysis (ABA), the centerpiece oftbis legislative mandate's benefits, has 
been established repeatedly. 

9 

Private health insurance coverage of autism services will allow children with autism to 
access Applied Behavior Analysis (ABA), a proven treatment for their condition. Several 
studies have shown that as many as 47 percent of the children that undergo early 
intensive behavioral therapies achieve higher education placement and increased IQ 
levels. A significant portion of children who receive ABA are placed into mainstream 
educational settings. Children who begin their treatment with minimal IQ levels end 
treatment with substantially higher levels of intellectual functioning. These results have 
been shown to last well beyond the end of treatment. As such, the effectiveness of ABA 
therapy has allowed many children to forego costly intensive special education in the 
future. 

Lovaas: 

The most famous study of the effectiveness of behavioral modification treatments was 
conducted in 1987 by O. Ivar Lovaas. 9 Lovaas's study showed that when compared with 
other treatment programs that provide minimal therapy, Applied Behavior Analysis is 
extremely effective in helping many children struggling with autism, providing gained 
capacity for intellectual functioning and allowing a child to progress educationally. 

Lovaas conducted his study of the effectiveness of behavioral modification treatments on 
very young children affected by autism. For his study, Lovaas split his 38 subjects into 
two groups: 19 subjects were put into an intensive-treatment experimental group that 
received more than 40 hours of one-to-one treatment per week, and 19 subjects were 
place in a minimal-treatment control group that received 10 hours or less of one-to-one 
treatment per week. Both groups were identical at intake in terms of intellectual 
functioning abilities, and both received their assigned treatment for 2 or more years. 

Upon follow-up at age 7, the experimental group attained significantly higher results on 
education placement and IQ levels than the control group. According to the results of 
Lovaas's study, the 19-subject experimental group showed nine children (47%) who 
successfully passed through normal first grade in a public school and obtained an average 
or above average score on IQ tests. 

McEachin: 

Lovaas's landmark 1987 study was followed in 1993 by another study of these same 38 
sUbjects. The objective of John J. McEachin's study was to discover the long-term 
effects of Lovaas's early intensive behavioral treatment and to find out if the results of 
h . I d' 10 t e experImenta group were preserve over tIme. 
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For this study, Lovaas's original subjects were evaluated at a mean age of eleven-and-a­
half years. The study was presented in two parts: the first examined whether the 
experimental group had maintained its treatment gains, the second part focused on the 
nine subjects who had achieved the greatest gain in the original study and examined the 
extent to which they "could be considered free of autistic symptomology." 

McEachin's follow-up resulted in findings in three different categories: school 
placement, intellectual functioning, and presence of adaptive and maladaptive behaviors. 
In terms of class placement, the study found that "the proportion of experimental subjects 
in regular classes did not change from the age 7 evaluation (9 of 19, or 47%). In the 
control group, none of the 19 children were in a regular class, as had been true at the age 
7 evaluation." (McEachin, supra note 10) In terms of intellectual functioning, the study 
found that "the experimental group at follow-up had a significantly higher mean IQ than 
did the control group ... indicating that the experimental group had maintained its gains in 
intellectual functioning between age 7 and the time of the current evaluation." Finally, in 
terms of presence of adaptive and maladaptive behaviors, "the findings indicate that the 
experimental group showed more adaptive behaviors and fewer maladaptive behaviors 
than did the control group." (McEachin, supra note 10) 

Based on these findings, the effectiveness of ABA and other structured behavioral 
programs, as provided by the proposed benefit, would be experienced in the short-term as 
well as the long-term. 
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Argument 4: Government and scientific organizations have endorsed Applied 
Behavior Analysis (ABA) and other structured behavioral therapies. 

II 

ABA is the treatment of choice for autism. Its efficacy has been recognized in a number 
of prominent reports, including the following: 

.:. The 2001 U.S. Surgeon General's Report on Mental Health, which states, 
"Among the many methods available for treatment and education of people with 
autism, applied behavior analysis (ABA) has become widely accepted as an 
effective treatment. Thirty years of research demonstrated the efficacy of applied 
behavioral methods in reducing inappropriate behavior and in increasing 
communication, learning, and appropriate social behavior." J J 

.:. The New York State Department of Health assessed interventions for children 
ages 0-3 with autism, and recommended that "behavioral interventions for 
reducing maladaptive behaviors be used for young children with autism when 
such behaviors interfere with the child's learning or socialization or present a 
hazard to the child or others." J 2 

.:. The Maine Administrators of Services for Children with Disabilities notes in 
their report that "There is a wealth of validated and peer-reviewed studies 
supporting the efficacy of ABA methods to improve and sustain socially 
significant behaviors in every domain, in individuals with autism. Importantly, 
results reported include 'meaningful' outcomes such as increased social skills, 
communication skills academic performance, and overall cognitive functioning. 
These reflect clinically-significant quality of life improvements. While studies 
varied as to the magnitude of gains, all have demonstrated long term retention of 
gains made." J3 

.:. The National Institute of Mental Health reports, "The basic research done by 
Ivar Lovaas and his colleagues at the University of California, Los Angeles, 
calling for an intensive, one-on-one child-teacher interaction for 40 hours a week, 
laid a foundation for other educators and researchers in the search for further 
effective early interventions to help those with ASD attain their potential. The 
goal of behavioral management is to reinforce desirable behaviors and reduce 
undesirable ones." J4 

.:. The National Institute of Child Health and Human Development lists Applied 
Behavior Analysis among the recommended treatroent methods for Autism 
Spectrum Disorders. J5 

.:. The National Research Council's 2001 report on Educating Children with 
Autism acknowledged, "There is now a large body of empirical support for more 
contemporary behavioral approaches using naturalistic teaching methods that 
demonstrate efficacy for teaching not only speech and language, but also 
communication." 16 
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.:. The Association for Science in Autism Treatment recommends ABA-based 
therapies, stating, "ABA is an effective intervention for many individuals with 
autism spectrum disorders." 17 

12 
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Argument 5: To combat the difficulty many families face in accessing Applied 
Behavior Analysis (ABA) and other structured behavioral treatments through 
public insurance, three states have passed autism insurance mandates that 
specifically require private insurance companies to provide coverage of these 
therapies, thus creating a public-private partnership for the provision of care. 

13 

While there are several states that have passed autism specific private insurance 
mandates, very few states specifically mandate coverage for ABA and other structured 
behavioral therapy programs. Without coverage of these crucial, medically necessary, 
evidence based therapies, the effectiveness of most mandates is severely diminished. For 
this reason, we have concluded that only the following states have passed autism 
insurance legislation: 

South Carolina: 

Senate Bill 20, better known as Ryan's Law, was passed by both the South Carolina 
House of Representatives and Senate on May 31, 2007. 18 The bill was then vetoed by 
Governor Mark Sanford on June 6. On June 7, the bill was brought back to the House and 
Senate floors, and unanimous votes in both chambers overrode the Governor's veto. This 
law goes into effect in July 2008. 

Coverage Includes: Treatments, including behavioral therapies, which are 
prescribed by the individual's treating medical doctor in accordance with a treatment 
plan. 

Age Range: An individual must be diagnosed with autistic spectrum disorder at age 
eight or younger. The coverage must be provided to any eligible person less than 
sixteen years of age. 

Dollar Cap: Coverage for behavioral therapy is subject to a $50,000 maximum 
benefit per year. 

Texas: 

On June 15,2007, Texas enacted House Bill 1919, effective September 1,2007. 19 

While the Texas bill limits the ages for children who can benefit from coverage, it goes 
further than some other states in spelling out exactly what kinds of services are covered. 
The bill's text specifically cites which kinds of autism-related services are examples of 
treatments that must be covered. 

Coverage Includes: Evaluation and assessment services, A BA, behavior training 
and behavior management, speech therapy, occupational therapy, physical therapy, 
medication or nutritional supplements used to address symptoms of autism spectrum 
disorder. 

Age Range: An individual must be between ages three and five to receive this 
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coverage. 

Dollar Cap: Same as afforded to physical illnesses 

Indiana: 

In 200 I, the Indiana enacted House Bill 1122, requiring insurers that issue accident and 
sickness insurance policies on an individual basis to provide coverage for the treatment of 
autism spectrum disorders. 20 

Coverage Includes: Treatment that is prescribed by the insured's treating 
physician in accordance with a treatment plan. The statute thus allows many 
different professionally accepted therapies, such as ABA, speech therapy, 
occupational therapy, physical therapy, and medications to address symptoms 
of autism. 

Age Range: All ages are allowed coverage 

Dollar Cap: Same as afforded to physical illnesses 
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Argument 6: The costs of the proposed benefit are small and will have very little 
impact on the cost of health insurance premiums for the iudividual consumer. 

15 

Earlier this year, The Council for Affordable Health Insurance, a research and advocacy 
association of insurance carriers, released its annual report on state health insurance 
mandates, Health Insurance Mandates in the States 2007. 21 The report defined a 
mandate as "a requirement that an insurance company or health plan cover (or offer 
coverage for) common - but sometimes not so common - health care providers, benefits 
and patient populations." (Bunce, supra note 21) Using this definition, the report 
identified legislative mandates for autism benefits in ten states: Colorado, Delaware, 
Georgia, Iowa, Indiana (which, as we have noted, provides comprehensive benefits), 
Kentucky, Maryland, New Jersey, New York, and Tennessee. The report assessed the 
incremental cost of state mandated benefits for autism in these ten states as less than one 
percent. 

The Council's modest estimate of incremental premium costs is consistent with state 
government estimates across the country. Prior to enactment ofIndiana's sweeping 
legislation, the Indiana Legislative Services Agency estimated additional premium costs 
as ranging from $.44 per contract per month to $1.67 per contract per month. 22 In 
vetoing Ryan's Law in South Carolina, Governor Mark Sanford estimated that the bill, 
with its $50,000 maximum yearly benefit for behavioral therapy, would add $48 annually 
to insurance policies. 23 And in Wisconsin, where pending Assembly Bill 417 would 
provide the same broad coverage Indiana's statute mandates, the Department of 
Administration estimates policy increments of between $3.45 and $4.10 per month­
about the same as Governor Sanford's estimate for Ryan's Law. 24 

The cost estimates for Indiana, South Carolina, and Wisconsin - all states whose 
legislation allows a maximum benefit that can be considered high - suggest that an 
average autism insurance coverage mandate will cost approximately $50 annually per 
policy holder. For only a modest effect on premium cost, this insurance reform holds the 
promise of significantly improving the lives of thousands of children. 
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Argument 7: By improving outcomes for children with autism, mandated private 
insurance coverage will decrease the lifetime costs of treating and providing services 
and will actually result in an overall cost savings in the long-run. 

A 1998 study by John W. Jacobson and others titled, Cost-Benefit Estimates for Early 
Intensive Behavioral Intervention for Young Children with Autism - General Model and 
Single State Case, examined the costlbenefit relationship of early intensive behavioral 
intervention treatment at varying levels of treatment success. 25 The study used estimates 
of costs for early intensive behavioral interventions (EIB!) from childhood (age three) 
through adulthood (age 55) based on prices in the Commonwealth of Pennsylvania and 
compared these costs with the expected amount of income the child would earn later in 
life to arrive at an estimated cost savings. 

With a success rate of 47 percent for early intensive behavioral intervention therapy (as 
determined by Lovaas), Jacobson's study found that cost savings per child served are 
estimated to be from $2,439,710 to $2,816,535 to age 55~ 

Table 6. Financial bcncfiltl at different levels of effectiveness, age 3-55 years, per 100 cbildren 
served and per child served-Pennsylvania model 

fir flared/ 1996 $/ 
",flal.,d total 1996 $ (oUlI ,qud.mf studem 

At 20% nonnat range 
20 nDrm range vs. partial effect 96,085.200 36.654.400 4.804,21;0 1,832,720 
70 pania I "S. minimal effect 72,520,910 28,984,130 1,036,013 414,059 
10 minimal effcct 0 0 0 0 
Net 168,606,110 65,638,530 1,686,061 656.385 

At 3O~'i, normal range 
30 norm range vs. partial effcct 144.127,800 54.981.600 4,804,260 1.832,720 
60 partial vs minimal effect 62, !tiO,780 24,843,540 1,036,013 414,059 
10 min i mal eff "" t 0 0 0 0 
Net 206.288.580 79,825,140 2,062,886 798.251 

At 4O"/n normal range 
40 no rm ra ngc vso partia t effect 192. I 70,4()O 73,308,800 4.804,260 I.Rn,nO 
50 partial vs. minimal effect 51,800.650 20.702 .950 1.036,013 414,059 
10 minimal effect 0 0 0 0 
Net 243,971,050 94,011,150 , j 940,IIR 

At 5<1";;1 normal range 
50 norm fa nge vs. partial effoct 240.213,000 91.636.000 4,8~ ,260 1,832,720 
40 partial vs. minimal effect 41.440,520 16,562,360 1,03 ),013 414,059 
10 minimal effec t 0 0 0 0 
Net 281,653.520 108,198,360 , , 1.081.984 

Nflte: TIlis table presents a compari~on -of financial benefils at diff<:"rc:rtt 1c:\.'Cls nf rales uf achievemc:nt of 
normal skills or funcli(ming uchie .. '«1 by EfBl. fur peupJe ages 3-55 )'Car.s. mn,gin&, from 10% of children 
ac,hieving rwnn.ul ranb't:, skills or fUfl(.tioning (an assum<1l minimal raLe) lu 50% of children. Al t="ach I<:'\.'d of 
elTecli\'ent'SS. differing rales {)f nurmal range functioning. as well as partial benefit are t.'slimaLeU. Costs are 
shuwn in I.crm~ of lhe agg~£'l.lC uf 100 child ren s::rvt:d. and avem~ pc:r person ser.'etl, with infialion anu in 
1996 doliarK 

The study also accounts for the initial investment in early intervention by concluding that, 
with an initial annual cost of$32,820, the total cost-benefit savings ofEIB! services per 
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child with autism or PDD for ages 3-55 years averages from $1,686,061 to $2,816,535 
with inflation. 

17 

According to a 2005 Government Accounting Office (GAO) report, "the average per 
pupil expenditure for educating a child with autism was more than $18,000 in the 1999-
2000 school year. This amount was almost three times the average per pupil expenditure 
of educating a child who does not receive any special education services. ,,26 With this 
insurance reform in place, more children would be able to access the early intervention 
services they need. That investment will, in the long run pay benefits, both economic and 
social, to the greater population. 
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Argument 8: Without passage of legislation requiring private health insurance 
coverage for autism, the costs associated with autism will continue not only to affect 
families, but will have far reaching social effects as well. 

The cost of autism is borne by everyone. Michael L. Ganz's study of the societal costs of 
autism, The Lifetime Distribution of the Incremental Societal Costs of Autism, examined 
how the large financial burdens of autism affect not only families with an autistic child 
but society in general. 27 

Ganz broke down the costs associated with autism into two distinct categories, direct 
costs and indirect costs. Direct costs include direct medical costs, such as physician, 
outpatient, clinic services, dental care, prescription medications, complementary and 
alternative therapies, behavioral therapies, hospital and emergency services, allied health, 
equipment and supplies, home health, and medically related travel, as well as direct 
nonmedical costs, such as child care, adult care, respite and family care, home and care 
modification, special education, and supported employment. Indirect costs include 
productivity losses for people with autism (calculated by combining standard average 
work-life expectancies for all men and women with average income and benefits and 
estimated age and sex specific labor force participation rates). 

According to Ganz's study, direct medical costs reach their maximum during the first five 
years of life, averaging around $35,000. As the child ages, direct medical costs begin to 
decline substantially and continue to decline through the end oflife to around $1,000. 
Ganz goes on to report, "The large direct medical costs early in life are driven primarily 
by behavioral therapies that cost around $32,000 during the first 5-year age group and 
decline from about $4,000 in the 8-to 12-year age group to around $1,250 for the 18- to 
22-year age group." (Ganz, supra note 27) 

In terms of direct medical costs "the typical American spends about $317,000 over his or 
her lifetime in direct medical costs, incurring 60% of those costs after the age of 65 years. 
In contrast, people with autism incur about $306,000 in incremental direct medical costs, 
which suggests that people with autism spend twice as much as the typical American over 
their lifetimes and spend 60% of those incremental direct medical costs after age 21 
years." (Ganz, supra note 27/7 

The study also found the indirect costs of autism to be significant as well. While in the 
first 22 years of life, indirect costs are mostly associated with lost productivity for the 
parents of a child with autism, the costs from age 23 on are associated with lost 
productivity of the actual individual with autism as depicted in the chart below taken 
from the study. The impact of this lost productivity can have enormous ramifications for 
the tax base of an entire society and the future of the older generation as their children 
with autism transition into adult care. 
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Ganz posited that direct medical costs "combined with very limited to non-existent 
income for their adult children with autism combined with potentially lower levels of 
savings because of decreased income and benefits while employed, may create a large 
financial burden affecting not only those families but potentially society in 
general."(Ganz, supra note 27) 

19 

Without the help of private insurance coverage, families affected by autism may never be 
able to pull their heads above water and provide their children with the medically 
necessary, evidence- based treatments that they need. It is to the advantage of these 
families, to the I in 150 children affected by autism, and to all of society that private 
health insurance coverage is provided for these services. 
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Conclusion 

A legislative mandate for coverage of autism asks private insurance companies to make a 
limited, but significant, contribution to help pay for medically necessary, evidence- based 
treatments that have been established to be of the greatest impact in fighting this terrible 
disorder. 

Unbelievably, it is not uncommon for insurance carriers to have line- item exclusions for 
treatment of individuals diagnosed with autism. Across the nation, children with autism 
are routinely denied insurance benefits for treatment of their disorder. We believe that 
private insurance companies must contribute their fair share and partner in the financial 
burdens with these families. 

With every new child diagnosed with autism costing an estimated $3 million over his or 
her lifetime, the current practices are both unfair and not cost effective in the long run for 
states and their citizens. Autism Speaks is confident that many more state governments 
will recognize the significant long-term cost benefits found in these legislative measures, 
will do what is right for their constituents, and will pass legislation requiring private 
health insurance coverage of autism services. 
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Defining Autism Pervasive Developmental Disorder Learn the Signs Related Disorders 

Facts and Statistics 

The term "PDD" is widely used by professionals to refer to children with autism and related 
disorders; however, there is a great deal of disagreement and confusion among professionals 
concerning the PDD label. Diagnosis of PDD, including autism or any other developmental 
disability, is based upon the Diagnostic and Statistical Manual of Mental Disorders - Fourth 
Edition (DSM-IV), published by the American Psychiatric Association (Washington, DC, 1994), 
and is the main diagnostic reference of mental health professionals in the U.S. 

According to the DSM-IV, the term "PDD" is not a specific diagnosis, but an umbrella term 
under which the specific diagnoses are defined. 

Diagnostic labels are used to indicate commonalities among individuals. The key defining 
symptom of autism that differentiates it from other syndromes and/or conditions is substantial 
impairment in social interaction (Frith, 1989). The diagnosis of autism indicates that qualitative 
impairments in communication, social skills, and range of interests and activities exist. As no 
medical tests can be performed to indicate the presence of autism or any other PDD, the 
diagnosis is based upon the presence or absence of specific behaviors. For example, a child may 
be diagnosed as having PDD-NOS If he or she has some behaviors that are seen in autism, but 
does not meet the full criteria for having autism. Most importantly, whether a child is 
diagnosed with a POD (like autism) or a POD-NOS, his/her treatment will be similar. 

Autism is a spectrum disorder, with symptoms ranging from mild to severe. As a spectrum 
disorder, the level of developmental delay is unique to each individual. If a diagnosis of PDD­
NOS is made, rather than autism, the diagnosticians should clearly specify the behaviors 
present. Evaluation reports are more useful if they are specific and become more helpful for 
parents and professionals in later years when reevaluations are conducted. 

Ideally, a multidisciplinary team of professionals should evaluate a child suspected of having 
autism. The team may include, but may not be limited to, a psychologist or psychiatrist, a 
speech pathologist and other medical professionals, including a developmental pediatrician 
and/or neurologist. Parents and teachers should also be included, as they have important 
information to share when determining a child's diagnosis. 

In the end, parents should be more concerned that their child find the appropriate educational 
treatment based on their needs, rather than spending too much effort to find the perfect 
diagnostic label. Most often, programs designed specifically for children with autism will produce 
greater benefits, while the use of the general PDD label can prevent children from obtaining 
services relative to their needs. 

Also within each diagnosis is the ASA Panel of Professional Advisors' recommended definition of 
the autism spectrum and related syndromes and conditions, which is not to be used for 
research purposes but rather for defining the demographics of the ASA's membership. The ASA 
is not attempting to represent individuals with related syndromes or conditions who do not also 
have autism, but rather those where autism is present in related syndromes and conditions, and 
where autism is the defining syndrome (e.g., autism-Asperger's). The rationale for this position 
is due to the unique service needs that are imperative for individuals with autism that may not 
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be required of the cohort disability. (See also "General Standards of Care for Individuals with 
Autism Throughout the Lifespan.") 

• P,J,JtistL<;J:~is9Lc[eL.(2.~~,QOD.SJ1.cIY) 
• Asperger'.s QisQrder (29.9.89 DSM-IV) 
• B.ett'.s_DisQ[d~r_(229~.8_QJ2S.rvt,IV) 
• ChiklllQQQJ2i~1I]tegrQ.tiY~_Pisord~U292,LQQSJvl: rYl 
• PDD-NOS(299.80 DSM,IV) 

Autistic Disorder (299.00 DSM-IV) 

The central features of Autistic Disorder are the presence of markedly abnormal or impaired 
development in social interaction and communication, and a markedly restricted repertoire of 
activity and interest. The manifestations of this disorder vary greatly depending on the 
developmental level and chronological age of the individual. Autistic Disorder is sometimes 
referred to as Early Infantile Autism, Childhood Autism, or Kanner's Autism (page 66). 

A. A total of six (or more) items from (1), (2), and (3), with at least two from (1), and one each 
from (2) and (3): 

1. Qualitative impairment in social interaction, as manifested by at least two of the 
following: 

o Marked impairment in the use of multiple nonverbal behaviors such as eye to-eye 
gaze, facial expression, body postures, and gestures to regulate social interaction. 

o Failure to develop peer relationships appropriate to developmental level 
o A lack of spontaneous seeking to share enjoyment, interests, or achievements with 

other people (e.g., by a lack of showing, bringing, or pointing out objects of 
interest) 

o Lack of social or emotional reciprocity 
2. Qualitative impairments in communication as manifested by at least one of the following: 

o Delay in, or total lack of, the development of spoken language (not accompanied by 
an attempt to compensate through alternative modes of communication such as 
gestures or mime) 

o In individuals with adequate speech, marked impairment in the ability to initiate or 
sustain a conversation with others 

o Stereotyped and repetitive use of language or idiosyncratic language 
o Lack of varied, spontaneous make-believe play or social imitative play appropriate 

to developmental level 
3. Restricted repetitive and stereotyped patterns of behavior, interests, and activities, as 

manifested by at least one of the following: 
o Encompassing preoccupation with one or more stereotyped patterns of interest that 

is abnormal either in intensity or focus 
o Apparently inflexible adherence to specific, nonfunctional routines or rituals 
o Stereotyped and repetitive motor mannerisms (e.g., hand or finger flapping· or 

twisting, or complex whole-body movements) 
o Persistent preoccupation with parts of object 

B. Delays or abnormal functioning in at least one of the following areas, with onset prior to age 
3 years: 

• Social interaction 
• Language as used in social communication 
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• Symbolic or imaginative play 

C. The disturbance is not better accounted for by Rett's Disorder or Childhood Disintegrative 
Disorder. 

[Back to TOP] 

Asperger's Disorder (299.80 DSM-IV) 

The essential features of Asperger's Disorder are severe and sustained impairment in social 
interaction and the development of restricted, repetitive patterns of behavior, interest, and 
activity. The disturbance must clinically show significant impairment in social, occupational, and 
other important areas of functioning. In contrast to Autistic Disorder, there are no clinically 
significant delays in language. In addition there are no clinically significant delays in cognitive 
development or in the development of age-appropriate self-help skills, adaptive behavior, and 
curiosity about the environment in childhood. 

A. Qualitative impairment in social interaction, as manifested by at least two of the following: 

• Marked impairment in the use of multiple nonverbal behaviors such as eye-to-eye gaze, 
facial expression, body postures, and gestures to regulate social interaction 

• Failure to develop peer relationships appropriate to developmental level 
• A lack of spontaneous seeking to share enjoyment, interests, or achievements with other 

people (e.g., by a lack of showing, bringing, or pointing out objects of interest to other 
people) 

• Lack of social or emotional reciprocity 

B. Restricted repetitive and stereotyped patterns of behavior, interests, and activities, as 
manifested by at least one of the following: 

• Encompassing preoccupation with one or more stereotyped and restricted patterns of 
interest that is abnormal either in intensity or focus 

• Apparently inflexible adherence to specific, non-functional routines or rituals 
• Stereotyped and repetitive motor mannerisms (e.g., hand or finger flapping or twisting, or 

complex whole-body movements) 
• Persistent preoccupation with parts of objects 

C. The disturbance causes clinically significant impairment in social, occupational, or other 
important areas of functioning. 

D. There is no clinically significant general delay in language (e.g., single words used by age 2 
years, communicative phrases used by age 3 years) 

E. There is no clinically significant delay in cognitive development or in the development of age­
appropriate self-help skills, adaptive behavior (other than in social interaction), and curiosity 
about the environment in childhood. 

F. Criteria are not met for another specific Pervasive Developmental Disorder or Schizophrenia. 

[Back,to Top] 
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Rett's Disorder (299.80 DSM-IV) 

The essential feature of Rett's Disorder is the development of multiple specific deficits following 
a period of normal functioning after birth. There is a loss of previously acquired purposeful hand 
skills before subsequent development of characteristic hand movement resembling hand 
wringing or hand washing. Interest in the social environment diminishes in the first few years 
after the onset of the disorder. There is also significant impairment in expressive and receptive 
language development with severe psychomotor retardation. (Page 71) 

A. All ofthe following: 

• Apparently normal prenatal and prenatal development 
• Apparently normal psychomotor development through the first 5 months after birth 
• Normal head Circumference at birth 

B. Onset of all of the following after the period of normal development: 

• Deceleration of head growth between ages 5 and 48 months 
• Loss of previously acquired purposeful hand skills between ages 5 and 30 months with the 

subsequent development of stereotyped hand movements (e.g., hand-wringing or hand 
washing) 

• Loss of social engagement early in the course (although often social interaction develops 
later) 

• Appearance of poorly coordinated gait or trunk movements 
• Severely impaired expressive and receptive language development with severe 

psychomotor retardation 

[.6gclUo Top] 

Childhood DiSintegrative Disorder (299.10 DSM-IV) 

The central feature of Childhood DiSintegrative Disorder is a marked regression in multiple areas 
of functioning following a period of at least two years of apparently normal development. After 
the first two years of life, the child has a clinically significant loss of previously acquired skills in 
at least two of the following areas: expressive or receptive language; social skills or adaptive 
behavior; bowel or bladder control; or play or motor skills. Individuals with this disorder exhibit 
the social and communicative deficits and behavioral features generally observed in Autistic 
Disorder, as there is qualitative impairment in social interaction, communication, and restrictive, 
repetitive and stereotyped patterns of behavior, interests, and activities. (Page 73) 

A. Apparently normal development for at least the first 2 years after birth as manifested by the 
presence of age-appropriate verbal and nonverbal communication, social relationships, play, 
and adaptive behavior. 

B. Clinically significant loss of previously acquired skills (before age 10 years) in at least two of 
the following areas: 

• Expressive or receptive language 
• Social skills or adaptive behaVior 
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• Bowel or bladder control 
• Play 
• Motor skills 

C. Abnormalities of functioning in at least two of the following areas: 

• Qualitative impairment in social interaction (e.g., impairment in nonverbal behaviors, 
failure to develop peer relationships, lack of social or emotional reciprocity) 

• Qualitative impairments in communication (e.g., delay or lack of spoken language, 
inability to initiate or sustain a conversation, stereotyped and repetitive use of language, 
lack of varied make-believe play) 

• Restricted, repetitive, and stereotyped patterns of behavior, interests, and activities, 
including motor stereotypes and mannerisms 

D. The disturbance is not better accounted for by another specific Pervasive Developmental 
Disorder or by Schizophrenia. 

POD-NOS (299_80 DSM-IV) 

The essential features of PDD-NOS are severe and pervasive impairment in the development of 
reciprocal social interaction or verbal and nonverbal communication skills; and stereotyped 
behaviors, interests, and activities. The criteria for Autistic Disorder are not met because of late 
age onset; atypical and/or sub- threshold symptomotology are present. (Page 77-78) 

This category should be used when there is a severe and pervasive impairment in the 
development of reciprocal social Interaction or verbal and nonverbal communication skills, or 
when stereotyped behavior, interests, and activities are present, but the criteria are not met for 
a specific Pervasive Developmental Disorder, Schizophrenia, Schizotypical Personality Disorder, 
or Avoidant Personality Disorder. For example, this category includes "atypical autism"-­
presentations that do not meet the criteria for Autistic Disorder because of late age of onset, 
atypical symptomatology, or sub-threshold symptomatology, or all of these. 

[Back to TOP] 

Last updated: 30 January 2008 
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September 2, 2008 

(jina (jreen, 'Pliv 
'Boara Certifiea 'Beliavior .Jtna{yst 

6977 Navajo Rd., PMB 176 
San Diego, CA 92119 

The Honorable S. Ward Casscells, MD 
Assistant Secretary of Defense for Health Affairs 
1200 Defense Pentagon, Room 3E1082 
Washington, DC 20301-1200 
Via FAX: 703-697-4197 

Dear Dr. Casscells: 

As a long-time autism researcher and practitioner, I am writing to offer some 
information in support of your efforts to make effective treatment more widely and 
easily accessible to military children with autism spectrum disorders (ASD). In 
addition to having worked in this field for more than three decades, it has been 
my privilege over the past couple of years to work with some extraordinary 
military families who are advocating for coverage of effective treatment for ASD 
by TRICARE. They have taught me a great deal and have won my everlasting 
admiration, so I am grateful to have this opportunity to help them by providing 
expert opinion on the efficacy and medical necessity of applied behavior analysis 
(ABA) treatment for ASD. 

As you know, ASDs are neurodevelopmental conditions that affect virtually all 
aspects of everyday functioning to some degree. Difficulties are typically seen in 
communication, social interaction, intellectual functioning, play and leisure skills, 
academics, and self-care skills. Many individuals with ASD also exhibit behavior 
disorders that interfere with their acquisition of useful skills and put them and 
others at risk of physical harm. Without effective intervention to help them build 
the skills required for everyday living and to reduce problem behaviors, many 
people with ASD suffer needless injuries and illnesses, and require extensive -
and expensive - specialized services throughout the lifespan. That takes an 
enormous toll on their families, on healthcare and human service systems, and 
on society as a whole. Fortunately, research has shown that much of that toll can 
be alleviated for people with ASD who receive competently delivered applied 
behavior analysis (ABA) intervention. 

Behavior analysis is a natural science approach to understanding how behavior 
interacts with environmental variables. In this scientific discipline, "behavior" 
means anything done by living organisms (not just misbehavior), and 
"environment" includes all types of physical and social events that might change 
or be changed by an individual's behavior. Like many other sciences, behavior 
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analysis has conceptual, experimental, and applied branches. The basic science 
focuses on discovering principles (that is, general laws) about how behavior 
works, or how learning takes place. For example, one principle of behavior 
analysis is positive reinforcement: When a behavior is followed by a 
consequence that is valued by the individual, that behavior is likely to be 
repeated in the future. Applied behavior analysis (ABA) is the use of the 
principles and methods derived from research to bring about meaningful changes 
in socially important behaviors. The applied component of the field was originally 
created by blending the experimental analysis of behavior - the basic science -
with research on human development. Through nearly five decades of laboratory 
and field research, the discipline of behavior analysis has developed many 
techniques for increasing useful behaviors and reducing those that may be 
harmful or that interfere with learning. Some of the many areas in which this 
science has been applied fruitfully include developmental disabilities, education, 
brain and spinal cord injury rehabilitation, communication disorders, public 
health, substance abuse, business and industry, safety, child abuse and neglect, 
parenting, gerontology, and of course, ASD. 

Numerous reviews of scientific research have identified ABA as a proven, safe, 
and effective approach to ASD intervention. Several of those reviews have cited 
the hundreds of published studies documenting the efficacy of a variety of ABA 
techniques for increasing a wide array of specific skills and decreasing a wide 
array of problem behaviors in people with ASD of all ages. In addition to those 
focused interventions, comprehensive, intensive early intervention programs 
using combinations of many ABA techniques have been shown to produce large 
improvements in multiple skill domains in many young children with ASD, more 
modest but still clinically important improvements in many other children. Those 
effects have been obtained when ABA intervention was designed and overseen 
by qualified professional behavior analysts. Among those who have recognized 
competently delivered ABA as an evidence-based approach to ASD intervention 
are the U.S. Surgeon General, New York State Department of Health, U.S. 
Department of Defense, American Academy of Pediatrics, Association for 
Science in Autism Treatment, and Autism Speaks. 

I understand that in the course of deliberations about TRICARE policies, 
questions have arisen about the medical necessity of ABA intervention for ASD 
and whether that intervention is special education. I hope the following points of 
information will help ease concerns you and others may have about those issues. 

ABA is medically necessary treatment for ASD 
• Unfortunately, many people with ASD engage in behaviors that jeopardize 

their safety and health, such as self-injury, pica (ingesting inedible items), 
elopement (running away), flopping (throwing themselves on the ground), 
aggression, sleep disorders, and severely restricted eating. Several studies 
have found that such behaviors lead to disproportionate numbers of 
emergency room visits, hospitalizations, and prescriptions of psychotropic 
drugs for people with ASD, with the associated high costs. Extensive 
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research by behavior analysts has shown that those behaviors are often 
learned, and are triggered and reinforced by environmental events. Behavior 
analysis methods have proved effective not only for identifying those 
environmental events, but also for reducing problem behaviors and 
developing appropriate alternative behaviors, such as requesting help with a 
task instead of eloping or aggressing, eating a healthy diet, and sleeping 
through the night. 

• Although some drugs can reduce some of the problem behaviors just 
mentioned, relatively few psychotropic medications have been tested 
adequately with children with ASD. Further, as the American Academy of 
Pediatrics noted recently, no drugs ameliorate the core symptoms of ASD, 
and many drugs that are prescribed for problem behaviors have negative side 
effects. For example, the only drug that has been approved by the FDA to 
date for the treatment of ASD - risperidone -- has been shown to reduce 
irritable and agitated behavior. But risperidone is not 100% effective, and its 
negative side effects include incontinence and weight gain, which increases 
the risk of diabetes and other health problems. ABA methods, on the other 
hand, can effectively reduce problem behaviors without adverse physical side 
effects. 

• The behavioral excesses and deficits exhibited by people with ASD often 
hamper the delivery of health care services to this population. Communication 
difficulties and fearful responses to unfamiliar situations, for example, can 
make routine medical and dental checkups major ordeals for people with ASD 
and their families. Studies have shown that with ABA intervention, people with 
ASD can learn to communicate and cooperate with health care professionals, 
to comply with medical and dental care routines, and to undergo medical 
procedures like scans and EEGs. 

• In a related vein, a variety of ABA techniques have proved effective for 
building self-care, hygiene, and personal safety skills in people with ASD, 
thus enhancing their health and reducing their risk of injury. 

• Many people with ASD have difficulty recognizing and responding 
appropriately to situations that put them at risk of harm. Research has shown 
that ABA methods are effective for teaching people with ASD to be aware of 
and to avoid potentially hazardous situations, to seek help when necessary, 
and to communicate essential information to individuals who can assist them. 

• In sum, ABA intervention for ASD is similar to certain treatments that are 
commonly provided to children and adults with other neurological disorders to 
develop or restore independent functioning. Those treatments are covered 
under many health insurance plans. With competently delivered ABA 
intervention, many people with ASD can enjoy safe and healthy lives. The 
earlier a child with ASD receives effective intervention, the more likely she is 
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to achieve large improvements in multiple skill areas, and the less likely it is 
that health-threatening problem behaviors will develop. Adolescents and 
adults with ASD can also benefit from ABA intervention. TRICARE insurance 
coverage to make this medically necessary treatment available to military 
children with ASD and their families will not only enhance the lives of those 
individuals, it will also reduce their need for health care services and the 
associated costs. 

ABA is not special education 
• Although ABA intervention methods are effective for building academic and 

other skills, and certainly could be used by properly trained teachers and 
other school personnel serving students with ASD, applied behavior analysis 
is increasingly recognized as a unique and distinct professional practice. In 
fact, in its 2007 report on autism, the U.S. Department of Defense described 
applied behavior analysis as an "emerging profession." There is an accredited. 
international certification program for practitioners, managed by the Behavior 
Analyst Certification Board (see www.BACB.com). Some Board Certified 
Behavior Analysts and Board Certified Assistant Behavior Analysts work in 
special education, but the BACB certification is not an education credential 
per se. University training in behavior analysis is provided in a wide range of 
academic departments (e.g., behavior analysis, psychology, human 
development, public health, criminal justice, education, special education). 
Unfortunately, however, most special education teacher certification programs 
provide little, if any, training in ABA; very few provide all of the didactic 
training and supervised practical experience that the discipline deems 
necessary to practice ABA at even a rudimentary level. 

• ASDs affect multiple areas of functioning, not just the skill domains that are 
typically addressed by the education system. Further, schools typically serve 
students with ASD for just a few hours each weekday for 9 months of the 
year. As noted previously, many people with ASD have difficulties with eating, 
sleeping, self-care, and personal safety. Those difficulties are most salient­
and are best addressed - in home and community settings. Indeed, the need 
for intervention to build crucial skills of all kinds and to reduce problem 
behaviors does not stop with the end of the school day, the school week, or 
the school year. Abundant research shows that in order to generalize learned 
skills, people with ASD need carefully planned, consistently delivered 
behavior analytic intervention throughout each day, 7 days a week, year 
around, in multiple environments. Behavior analysts have developed specific 
techniques for promoting skill generalization. Importantly, those techniques 
include training family members to prompt and reinforce functional skills and 
to manage problem behaviors in a variety of everyday settings. The education 
system unfortunately lacks the resources to provide that kind of intervention. 
Therefore, if the responsibility for treating ASD is placed entirely on the 
schools, most people with ASD will not receive effective treatment so will 
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require substantial and expensive health care and other services throughout 
their lives. 

• To expand upon a previous point, ABA intervention for ASD parallels the 
intensive speech, occupational, and physical therapies that are provided to 
children and youths with other neurological disorders to build or rebuild 
communication, cognitive, self-care, academic, and other skills. Those 
therapies are often delivered in schools, yet they are not narrowly construed 
as "special education." On the contrary, they are deemed medically 
necessary, and are covered by most health insurance plans. ABA intervention 
should be granted the same status. 

With effective treatment, military children and youths with ASD can lead happier 
and healthier lives than they would otherwise. ABA is an effective and safe 
treatment for ASD when it is designed and overseen by qualified professional 
behavior analysts. If this medically necessary treatment is delayed or is provided 
at suboptimal levels, the health and wellbeing of the child with ASD and his 
family will be affected negatively in both the short and the long run. Failure to 
cover ABA treatment under the basic TRICARE program will not only add to the 
already heavy burden carried by military families of children with ASD, it will also 
add to the costs of health care and other services for those military dependents 
for years to come. I urge you to head off those tragedies by correcting the Code 
of Federal Regulations and TRICARE policies to include coverage of ABA 
treatment for ASD. 

Very respectfully, 

Gina Green, PhD, BCBA 

cc: Karen Driscoll (Karen0622@aol.com) 
MG Elder Granger, Deputy Director, TRICARE (fax: 703-681-3665) 
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Applied behavior analysis 
Behavior (not "behavioral") analysis: a natural science approach to 
understanding and changing behavior; focus is on relations between 
behavior and environment 

A scientific discipline with 
Conceptual, experimental, and applied components 
Unique research methodology 
Professional journals and organizations 
Professional credentialing program for practitioners 
• Managed by Behavior Analyst Certification Board (see 

www.BACB.com) 
• Accredited by National Commission for Certifying Agencies 

Applied behavior analysis (ABA): Application of scientific principles of 
behavior discovered through basic research (e.g., reinforcement) to 

· improve socially significant behavior to a meaningful degree 
Many applications in addition to autism 
Based on the work of many researchers and practitioners 

Copyngl't Gma G,ean :;>009 

ABA 
An approach comprising many evidence-based 
techniques or procedures for changing behavior 

• Effective for building skills and reducing 
problematic behaviors in people of all ages, with 
and without disabilities 
Stresses positive reinforcement and scientific 
demonstrations of effectiveness 
Highly individualized 
Flexible and dynamic; intervention is adjusted 
continuously based on data 

• Continuously evolving 
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Behavior analysis research methods 

Direct observation and measurement of behavior, and single-case 
research designs 

Intensive study of individual behavior interacting with environmental 
variables over time under control and treatment conditions 

Akin to methods used in other natural sciences, and by some 
medical researchers 

Focus is on clinically important changes in individual behavior 
over time, not statistical comparisons of group average scores 

Included in several protocols for developing evidence-based 
practice guidelines for behavioral interventions (e.g., American 
Psychological Association, National Association of School Psychologists) and for 
interventions for autism (e.g., New York State Department of Health Early 
Intervention Program, National Autism Center's National Standards Project, 
California Department of Developmental Services ASD Guidelines Project). 

Copyright Gina Green 2009 

ABA for autism: Research 

on focused interventions 
Hundreds of published studies document effectiveness of 
many ABA techniques for developing many important skills 
in people with autism of all ages (e.g., Matson et al., 1996; New 
York State Department of Health, 1999; Walery. Barton, & Hine, 2005; 
Journal of Applied Behavior Analysis): 

Learning to leam: looking, listening, imitating, following 
instructions, discriminating and matching stimuli, etc. 
Communication: verbal and nonverbal; comprehension and 
production; from simple to complex 
Social: simple reciprocal exchanges, playing with peers, 
sharing, expressing emotions, empathizing, dramatic play, etc. 
Self-care: hygiene, personal safety, community living, dental 
and healthcare routines, etc. 
Academics 
Motor and leisure 
Vocational 

Hundreds more document effectiveness of ABA methods for 
reducing problem behaviors (e.g., see Campbell, 2003) 
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Early intensive ABA for autism: 
Treatment model 

Early: generally, children enter treatment before age 6 
Intensive: 25-40 hrs/wk, year around, 1- 4 yrs 
Comprehensive: 

••• •••• '1 
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Addresses skills in all domains -- "learning to learn," communication, 
social, self-care (e.g., safety, hygiene, eating, sleeping), cognitive, 
preacademic, play -- broken down into small components or steps 
Many evidence-based ABA techniques used to develop functional 
skills, reduce problem behaviors 

Usually started in home, but can be done in centers 
Highly individualized to child and family needs and characteristics 
Treatment program designed and overseen by professional behavior 
analyst with at least a master's degree and specific training in 
autism 

Copyrillhl Gina Go ",,0 ;>009 

Early intensive ABA (cont'd) 

• Each learner's strengths and weaknesses assesse 
by direct observation and measurement 
Each component skill developed via many carefully 
planned learning opportunities 

in both structured and naturalistic situations 
using written protocols 
with lots of repetition and positive reinforcement 
in 1-t01 format initially; gradually changed to small group 

Problem behaviors are not reinforced; appropriate 
alternative behaviors are 
Where possible, child makes gradual transition to 
regular preschool or elementary school program 
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Early intensive ABA (cont'd) 

Behavior analyst 
Designs treatment program (goals and objectives, 
intervention methods) in collaboration with parents and 
other team members 
Trains parents and "tutors" or "therapists" to deliver most 
intervention, under close supervision 
Reviews graphed data on every skill and problem behavior 
at least weekly, modifies intervention methods as needed 
Determines when objectives have been obtained or need to 
be modified 

Treatment goal: help child develop skills that enable 
safe, successful, independent functioning, both in 
the short and the long run 

Copyright Gina Green 2009 

Research on early intensive 
ABA for autism 

Summaries that follow are drawn from published studies with 
Treatment group that received ABA intervention directed by 
qualified behavior analysts and one or more comparison groups 
of similar children 
• Intensive ABA: 25 - 40 hrs/wk 
• Low-intensity ABA: less than 20 hrs/wk 
Children in all groups had autism or PDD-NOS, average 
developmental rates of about .50 in most skill domains except 
motor skills pre-treatment 
ABA intervention provided mainly by tutors, college students, 
paraprofessionals, and parents trained by the behavior analysts 
Comparison groups received interventions (e.g., "eclectic" or 
mixed-method intervention, standard early intervention) from 
qualified professionals trained in autism 
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Research on early intensive 
ABA for autism 

••• 
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Excluded: studies with other populations; single-group studies (e.g., 

Weiss, 1999); studies with "ABA" intervention directed by individuals 
with inadequate or unknown training in behavior analysis (e.g., Magia!i, 
Charm an, & Ho»1in, 2007; Sheinkopf & Siegel, 1998). 

Tables of effectiveness data show average gains [+] and losses [-] 
on standardized tests of developmentallevels!cognitive skills, 
communication skills, social skills, and adaptive skills administered 
by independent evaluators in most studies 

Study 

Several researchers also measured academic skills, educational 
placement, problem behaviors, autism characteristics, parental 
stress, etc. -- data not shown in tables 

CoPynllM G'lla Gr",m 2009 

Between-groups studies of intensive ABA - UCLA model 

Group Tx Gp (Int ABA) Comp Gp 1 Comp Gp 2 
assignment 

Lovaas (1gB?); Case control N = 19 N = 19 N = 21 

" 

McEachin, Smith, & (therapist 40 hrs/wfc., ABA 10 hrsfwk + Standard spec ed 
Lovaas (1993) [US] availability) 2+ yrs spec ed 

In homes 

Sallows & Random' N = 13 N = 10 
Graupner (2005) 38 hrs/wk, Parent-managed 
IUS I 2+ yrs ABA, 31 hrs/wk. 2+ 

In homes Y" 
Cohen, Amerine- Case control N = 21 N = 21 
Dickens, & Smith (IFSPIIEP learns) 35-40 hrsfwk, 3+ Standard spec ed 
(2006) IUS) Y" 

In homes 

Eikeseth, Smith. Case control N - 13 N = 12 
Jahr, & Eldevik (supervisor 28 hrs/wk 1 yr, Inl eclectic, 29 
(2002,2007) availability) 18 hrs/wk 2nd yr hrs/wk 1 yr, 16 
[Norway] In classrooms hrslwk 2nd yr 

Smith, Groen, & Random N -15 N = 13 
Wynne (2000) 25 hrs/wk, 33m Parent-managed 
IUS) In homes ABA, 10 hrs/wk .. 

spec ed, 33m 

·Soth groups received intensive ABA 
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Between-groups studies of intensive ABA - other models 

Sludy Group Tx Gp (Inl ABA) CompGp 1 Comp Gp 2 
assignment 

Howard, Case control N = 29 N = 16 N -16 
Sparkman, Cohen, (IFSP/IEP teams) 25·40 hrs/wk, Inl ecfectic, 25·30 Noninl eclectic, 15 
Green, & Stanislaw 14m hrs/wk,14m hrs/wk, 14m 
(2005) 

In homes 
IUSI 

Zachar. Ben- Case control N =20 N -19 
ltzchak. 35 hrs/wk, 1 yr Eclecticl 
Rabinovilch, & In classrooms developmental 
Lahat (2007) 35 hrs/wk, 1 yr 
[Israel] 

Remington, Case control N - 23 N = 21 
Hastings, (parent selected) 25 hrsfwk. 2 yrs Standard spec ed 
Kovshoff, In homes 16 hrs/wk, 2 yrs 
Espinosa, Jahr. 
Brown. Alsford, 
Lemare & Ward (in 
press) [UK) 

Effectiveness: Intensive ABA vs" parent-managed ABA or special ed 

Study Measures Mean Mean Changes. Mean Changes-
Changes - Cemp Gp 1 Camp Gp 2 
ABA Tx Gp 

Lovaas (1987) Low-mt ABA -+spec ed Standard spec ed 

10' ." 0 0 

Sallows & Graupner Parenr-mgd im ABA 
(200S) '0" +22.2 -+27.5 

Nonverbal 10' -+7.0 -+ 6.7 

Rec lang' -+17.0 -+27.0 

Exp lang' +5.4 -+10.8 

Adaptive' -+ 9.5 + 5.8 

Cohen et al (2006) Slandard spec ed 

10" ." '14 
Nonverbal 10' ." ." 
Rec lang' ." • 9 

Exp lang' ." '15 
Adaptive" • 9 4 

Smith. Groen & Parem-mgd ABA 
Wynne (2000) 10" -+16.0 - 01.0 

Nonverbal 10" -+42.7 +27.3 

Rec lang" +29.4 +19.3 

Exp lang" +29.4 -+19.9 

Adaptive' - 02.2 ·06.7 

Remington el at. (in Standard spec ed 
press) 10" +120 - 2.2 

Adaptive'" + 88.1 + 69.3 

""" .... Standard 5cores, 3ge equivalent scores, raw scores 
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Effectiveness: Intensive ABA vs. eclectic intervention 

Study Measures Mean Changes - Mean Changes· Mean Changes· 
ABA Tx Gp Comp Gp 1 Camp Gp 2 

Eikeseth el al Intensi .... e eclectic 
(2002. 2007) 10· +25 >7 

Adaptive" +11 ·10 

Howard el al Intensive eclectic Nonin! electic 
(2005) 10· +29.7 +8.4 +8.9 

Nonverbal 10" +20.6 +6.1 +2.3 

Rec lang' +20.2 +3.9 -4.8 

Exp lang' +20.1 +3.8 - 4.5 

Adaptive" +10.5 -0.6 ·2.8 

'Standard scores 
Nole: Zachar et al (2007) not included because authors did not use same standardized lests as In other studies, but 
they did find thai intensive ABA produced greater reductions in autism symptoms than intensive 

eclectlcldeyejopmental Intervention, based on the Autism Diagnostic Observation Survey. 

Between-groups studies of low-intensity ABA 

Sludy Group assignment Tx Gp (Inl ABA) CompGp 

Birnbrauer & Leach Case control N=9 N=5 
( 1993) (supervisor 18.7 hrs/wk, 2 yrs Standard special ed, 
[Australia) availability) In homes hrs/wk, 2 yrs 

Eldevik, Eikeseth, Case control N = 13 N = 15 
Jahr. & Smilh (2006) (education teams) 12.5 hrs/wk. Eclectic, 12 hrs/wk, 
[Norway) 20m 21m 

In classroom 
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Effectiveness: Low-intensity ABA vs. 
special ed and intensive eclectic intervention 

Study Measures Mean Changes - Mean Changes -
ABA Tx Gp Comp Gp 

Birnbrauer & leach Standard spec ed 
(1993) la' + 7 NT 

Nonverbal IQ~ + 29 NT 
Lang· • 6 - 8 

Adaptive" 5 • 7 

Eldevik et at (2006) Noninl eclectic 

la' + 8.2 2.9 
Nonverbal 10" + 8.6 -10.5 
Rec lang· + 6.8 . 7.7 
Exp lang· + 11.0 6.4 
Adaptive" 0.2 4.8 

·Standard scores; NT :; untestable 
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Professionally directed early intensive ABA (25-40 hrs/wk) 
produced larger improvements than typical El/special ed, ede tic 
interventions, and low-intensity ABA in 

Cognitive skills (full-scale and nonverbal IQ) 
Communication skills (receptive and expressive) 
Social skills 
Play skills 
Academic skills 
Adaptive and self-care skills 
Problem behaviors 
Autism characteristics 
Parental stress 

Just under 50% of children receiving early intensive ABA made 
large gains in multiple skill domains, achieved normal or near­
normal functioning 

- 40% made modest gains and -10% made small gains as measured on 
standardized tests 
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Main findings 

Proportions of children who moved from delayed to 
normal range on IQ (all between-groups studies 
combined): 

Intensive ABA: 61/133 = 46% 
• Typical special ed: 14/79 = 18% 
• Intensive eclectic: 4/28 = 14% 
Largest gains occurred when intervention was most 
intensive (? 30 hrs/wk) 
Parent-managed ABA (with consultation) produced 
mixed results 
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Low-intensity ABA produced smaller gains than intensive 
ABA (not clinically significant), but larger than typical and 
eclectic intervention 
Other interventions produced negligible gains or losses 
in most studies 

Eclectic intervention (mixture of developmental, TEAGGH, 
sensory integration, speech therapy, PEGS, and/or ABA 
methods) was largely ineffective even when individualized and 
intensive 
• Intensity alone isn't sufficient; type of intervention matters 

Several uncontrolled studies and case reports with 
objective measures corroborate effectiveness of early 
intensive ABA 
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Health insurance coverage of ABA 
treatment for autism: Rationale 
(Autism Speaks) 
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• Children with autism have greater health care needs than children 
without autism. 

• Treatments are difficult to access, often inadequate and delayed; 
parents must payout of pocket or children must go without needed 
treatment. 

• Mandated insurance coverage will bring effective treatment to 
children who need it. ABA has proved effective. 

• Several government and scientific organizations endorse ABA. 
• Cost of insurance coverage of ABA is relatively small, will result in 

savings by improving outcomes for children and reducing lifetime 
cost of care. 

Copyr~ht Gins G,...,n 2009 " 

Health insurance coverage of 
ABA treatment for autism 
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• At least 20 self-insured companies provide ABA 
benefit, recognize Board Certified Behavior Analysts 
(BCBAs) as providers 
• Includes Microsoft, Home Depot, Intel, Cisco Systems, Eli 

Lilly, Mayo Clinic 

• U.S. military's insurance (TRICARE) provides ABA 
benefit under a "demonstration program" 

• Medicaid provides some coverage in some states, 
but typically inadequate for children to make 
meaningful improvements 
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Health insurance coverage of 
ABA treatment for autism 

• 8 states have legislation mandating private health insurance 
coverage of ABA 
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• IN - dollar limits cannot be less favorable than those for physical 
illnesses 

• sc -up to $50k per year through age 16 
• TX - up to $50k per year, ages 3-6 
• FL - up to $36k per year, $200k lifetime 
• AZ - up to $50k per year through age 8, $25k per year ages 9-16 
• LA - up to $36k per year, $144k lifetime 
• PA - up to $36k per year, no lifetime cap 
• IL - up to $36k per year through age 21 
• Most place no limits on number of visits for ABA 

• Bills planned for 26 states this year (see www.autismvotes.org) 
• President-elect Obama has proposed federal mandate 
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Contemporary ABA intervention for autism rests on 
more than 40 years of scientific research 
• At present, no other approach to autism intervention has 

comparable scientific support (Eikeseth. 2008; Myers et aIIMP. 
2007; New York State Department of Health. 1999). 

Best available evidence indicates that competently 
directed and delivered early intensive ABA 
intervention is especially effective (Dawson. 2008; Eikeseth. 
2008; Myers et aI/MP, 2007; New York State Department of Health, 1999; 
Rogers & Vismara, 2008; U.S. Department of Defense, 2007: U.S. Surgeon 
General, 1999). 
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Summary and conclusions ••• 0 .. 

• 
• Estimated savings from investment in early intensive 
ABA: 

• At least $2 million per individual in childhood and 
adult services costs combined [using 1996 
Pennsylvania costs) (Jacobson. Mulick. & Green. 1998) i 

• Millions in health care costs over the lifespan (e.g .• 
Leslie & Martin. 2007; Mandell. 2007) 

• Focused ABA interventions are also effective for 
building specific skills and reducing problem behaviors --
thereby reducing health care costs -- for people with 
autism of all ages 

Copyright Gina Gleen 2009 " 
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• 
autism, please see ... 

• www.behavior.org/autism (Cambridge Center 
for Behavioral Studies) 

• www.autisms(;!eaks.org/whattodo/what is ab 
a.(;!h(;! (Autism Speaks) 

• www.a(;!bahome.net (Association of 
Professional Behavior Analysts) 

• www.asatonline.org (Association for Science 
in Autism Treatment) 
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For qualifications to practice applied 
behavior analysis, please see ... 

••• ...... ... ~ " . "' 
• Behavior Analyst Certification Board -- www.BACB.com 

• Association of Professional Behavior Analysts -­
www.APBAhome.net 

• Association for Behavior Analysis Autism Special 
Interest Group Consumer Guidelines -
http://www.autismsig.org 

• American Psychological Association Specialty in 
Behavioral Psychology --

http://www.apa.org/crsppp/archivbehav.htmi 
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Mandates don't work against, but for, consumers 

By Jeff Raymond 
State view 

March 13, 2009 04:30 pm 
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-It's practically an article offaith that mandates to cover specific conditions, drugs and treatments increase 
costs and lead to a greater number of uninsured. 
What's often overlooked is that mandates may, in the long run, save money. 
Oklahoma has required insurers to cover the cost of diabetic testing and treatment since 1996. The cost of 
covering diabetic supplies pales in comparison to the cost of caring for diabetics who haven't managed the 
condition. 
Consider breast cancer: A mammogram costs $50 to $150. The average cost of breast cancer treatment is 
more than $20,000, according to the National Cancer Institute. Catching tumors early saves considerable 
money later, not to mention women's lives. 
In 2006, according to state Health Department data, 67.7 percent of Oklahoma women over age 40 reported 
having had a mammogram during the previous two years. In 1996, 59.5 percent reported having had a 
mammogram during previous two years. In 1988 the number was 42.9 percent. 
Required coverage of mammograms has been on the books in Oklahoma since 1988. 
The increase in mammography rates has come about because of many factors, including better education and 
increased availability. But we owe it to ourselves to consider the effect of requiring the procedure to be 
covered. 
Oklahoma's mandate count, 36, falls in the middle. Requirements range from hearing aids to well child care. 
Interestingly, some states that have far more mandates have more affordable insurance andlor a lower rate of 
uninsured. 
Opponents of mandates focus on their aggregate cost. Yet pinning down the cost of mandates is notoriously 
difficult. Estimates are unreliable, as the wildly varying estimates of the cost of autism coverage have shown. 
We should begin looking at mandates as a reflection on the high cost and disappointing quality of health care 
rather than their cause. If health insurance companies would serve policyholders rather than block the care 
they seek, average Oklahomans wouldn't seek redress through the legislative process. 
Insurance companies' routine refusal to cover common-sense medical care, especially cost-saving 
preventative care, has led to mandates. It's time for Oklahomans to look at mandates as a way to improve 
health care for much less cost than ultimately caring for the sick. 
The huge shift in political support for mental health parity illustrates this. Many researchers now accept that 
it's cheaper to treat someone for mental illness than suffer lost work and productivity. 
The National Association of Health Underwriters claims the more groups demand specialized mandates, the 
more "the train gets a full head of steam" and can't be stopped. Disease- and condition-specific lobbies will 
queue up and demand coverage as well. 
The organization slips into old scare tactics. With health care premiums for an Oklahoma family increasing 
by 62 percent from 2000-2007, requiring more in return isn't asking too much. 
Because coming up quickly with tens of thousands of dollars is impossible for most of us, the end result of 
requiring insurance companies to do less is to shift the cost to taxpayers. 
Opponents of mandates argue that nothing is free. They're right: Someone pays for health care. It's just a 
question of whom - taxpayers or insurance companies. 
Jeff Raymond is executive director of OK Watchdog in Oklahoma City. Call it at (405) 824-2382. 
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From: AUTISM SPEAKS 
AUTISM SPEAKS-

Rebecca Shaffer Stelzner -- 202.955.3114; rshaffer@autismspeaks.org 

Rubenstein Communications, Inc. 
Adam Pockriss - 212.843.8286; apockriss@rubenstein.com 

FOR IMMEDIA TE RELEASE 

AUTISM SPEAKS ENDORSES ALASKA 
AUTISM INSURANCE REFORM BILL 

House Bill 187 Would End Health Care Discrimination Against Children 
with Autism by Requiring Coverage of Diagnosis and Treatment 

Juneau, AK (March 19, 2009) - Autism Speaks, the nation's largest autism advocacy 
organization, today announced its support for House Bill 187, also known as the autism 
insurance reform bill. The legislation would require private health insurance companies 
to cover the diagnosis, testing and treatment of autism spectrum disorder (ASD). The 
maximum benefit would be $36,000 per year. 

Sponsored in the Alaska State House of Representatives by State Representative Pete 
Petersen (D-19) HB 187 includes coverage of Applied Behavior Analysis (ABA), an 
evidence-based, medically-necessary autism therapy. 

"We applaud and thank Representative Petersen for his leadership on this issue of 
critical concern to thousands of Alaska families," said Elizabeth Emken, Autism Speaks 
Vice President of Government Relations. "Autism Speaks joins Alaska's autism 
community in calling on the legislature to pass HB 187 and join the growing number of 
states that have 'ended healthcare discrimination against children with autism." 

Most states do not require private insurance companies to cover even essential autism 
treatments and services. In the absence of coverage, families often pay as much as 
they can out-of-pocket for services that can cost upwards of $50,000 per year. In the 
process, many risk their homes and the educations of their unaffected children -
essentially mortgaging their entire futures. 
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Eight states - Arizona, Florida, Louisiana, Illinois, Indiana, Pennsylvania, South Carolina 
and Texas -- have enacted autism insurance reform legislation. Several other state 
legislatures will vote on similar legislation during the current session. 

To learn more about Autism Votes, an initiative of Autism Speaks focused on federal and 
state legislative advocacy, please visit www.autismvotes.org. 

About Autism 
Autism is a complex brain disorder that inhibits a person's ability to communicate and 
develop social relationships, and is often accompanied by behavioral challenges. Autism 
spectrum disorders are diagnosed in one in 150 children in the United States, affecting 
four times as many boys as girls. The prevalence of autism has increased tenfold in the 
last decade. The Centers for Disease Control and Prevention have called autism a 
national public health crisis whose cause and cure remain unknown. 

About Autism Speaks 
Autism Speaks is dedicated to increasing awareness of autism spectrum disorders, to 
funding research into the causes, prevention and treatments for autism, and to 
advocating for the needs of individuals with autism and their families. It was founded in 
February 2005 by Suzanne and Bob Wright, the grandparents of a child with autism. 
Bob Wright is Senior Advisor at Lee Equity Partners and served as vice chairman, 
General Electric, and chief executive officer of NBC and NBC Universal for more than 
twenty years. Autism Speaks merged with both the National Alliance for Autism 
Research (NAAR) and Cure Autism Now (CAN), bringing together the nation's three 
leading autism advocacy organizations. To learn more about Autism Speaks, please visit 
www.autismspeaks.org 

### 



3103 

January 30, 2009 

Actuarial Cost Estimate: 
Virginia House Bill 1588 -
Coverage for the Diagnosis 
and Treatment of Autism 
Spectrum Disorder 

OLIVER WYMAN 

Prepared By: 

Marc Lambright, FSA, MAAA 

n_ MARSH MERCER KROLL 
~ GUY CARPENTER OLIVER WYMAN 



Actuarial Cost Estimate- VA HB 1588 

Contents 

I. Background .................................................................................................................... 1 

2. Scope and Limitations .................................................................................................... 2 

3. Description of Key HB 1588 Provisions and their Impact on Covered Benefits ......... .4 

4. Modeling Methodology ................................................................................................. 6 
• Modeling Perspective ............................................................................................... 6 
• General Modeling Process ....................................................................................... 7 

5. Summary of Key Assumptions ...................................................................................... 9 
• Treated Prevalence and Age at Diagnosis ............................................................... 9 
• ABA Program Utilization and Cost ....................................................................... 1 0 
• Other (than ABA) Medical Costs .......................................................................... 11 
• Administrative Costs .............................................................................................. 11 
• Virginia Market Data ............................................................................................. 11 

6. Cost Estimates .............................................................................................................. 12 
• Base Cost Estimate ................................................................................................ 12 
• Scenario Estimates ................................................................................................. 12 

3104 



3105 

Actuarial Cost Estimate- VA HB 1588 

1 

Background 
Oliver Wyman Actuarial Consulting, Inc. (Oliver Wyman or We) has been engaged by 
Autism Speaks to develop a cost model in order to analyze and estimate the impact of 
mandated insurance benefits for Autism Spectrum Disorders (ASD) on insurance 
premiums. As part of this work, Oliver Wyman has developed a range of independent 
estimates of the impact on insurance premiums for the benefits mandated by Virginia HB 
1588 offered January 14, 2009 which provides coverage for the diagnosis and treatment 
of autism spectrum disorder in individuals under the age of 21. 

Oliver Wyman is a part of the Marsh & McLennan (MMC) family of companies. With 
over 60 members of the American Academy of Actuaries, Oliver Wyman is one of the 
largest actuarial practices in North America. Oliver Wyman's health practice, which has 
twelve credentialed actuaries, advises insurers, regulators, governments, interest groups, 
and others. 

This report, along with its supporting analysis, was developed by Marc Lambright, a 
Principal and consulting health actuary in Oliver Wyman's Philadelphia office. Marc is a 
Fellow of the Society of Actuaries and a member of the American Academy of Actuaries 
and is professionally qualified to analyze the cost impact ofHB 1588 and provide the 
estimates shown in this report. As part of Oliver Wyman's quality assurance process, the 
underlying analysis and this report were independently peer reviewed by another 
credentialed Oliver Wyman actuary. 
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2 

Scope and Limitations 
The intent of this analysis is to provide a reasonable range of estimates for the insured 
costs of the mandated ASD benefits provided for in HB 1588 and the associated premium 
impact on the markets affected by HB 1588. This analysis makes no attempt to quantify 
potential offsetting cost savings associated with successful ASD treatment, nor does it 
include the any estimate of the potential reduction in other government expenditures 
associated with providing ASD services that might overlap with the benefits provided by 
this mandate. Therefore, the reader is cautioned that this report should only be considered 
a cost analysis, and not be misconstrued as a cost-benefit analysis when assessing the 
merit of HB 1588. 

We note that cost estimates for autism mandates have varied widely. The JLARC 
analysis of the impact of Virginia HB 83 showed a range of per member per month 
(PMPM) group standard premium impact estimates made by 20 Virginia insurers that 
varied by a factor of 154'. This variability of the cost estimates in the JLARC report is 
not entirely inconsistent with the variance in estimates for similar mandated autism 
benefits in other states. The reason for this variability is that the largest component of the 
increase in costs under the HB 1588 mandated ASD benefits is for Applied Behavior 
Analysis ("ABA"), which is almost universally excluded from health coverage, and 
therefore essentially no insured data exists for use in developing credible utilization and 
unit cost estimates for ABA. 

I JLARC: Evaluation of House Bill 83: Mandated Coverage of Autism Spectrum Disorders. September 2008, p. 8. 

2 
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The reader is cautioned that the ultimate cost of covering ABA benefits is uncertain; 
however, this analysis attempts to reflect the likely behavior of consumers, providers and 
insurers of ABA services in developing the assumptions underlying the cost estimates. 
Likewise, the additional costs for mandated medical services other than ABA are difficult 
to quantify. Insurance policies often cover some services for children diagnosed with an 
ASD, although the mandate could cause the costs for certain services to increase because 
ASD exclusions are common, and certain services that may have been denied or 
terminated following utilization review might be covered due to the mandate. 

3 
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Description of Key HB 1588 Provisions and their Impact 
on Covered Benefits 
Insurance Markets Covered by Mandate 
Section F outlines which markets are excluded from the mandate, of particular note is 
F(iii) which notes the exclusion of policies, contracts, or plans issued in the individual 
market or small group markets to employers with 25 or fewer employees. In our 
modeling we are assuming that this means that the individual market would not be subject 
to this mandate, and that the statutory small group (2-50 employees) market would be 
covered by the mandate. Therefore, our analysis is based on the commercial insured 
market, which includes both the small group (2-50 employees) and large group (5\+ 
employees) markets. We note that our estimates of the impact on premium are nearly 
identical for the large and small group markets. 

Covered Benefits 
The mandate provides coverage for the diagnosis and treatment of autism spectrum 
disorder in individuals under the age of 21. Treatment includes: (i) habilitative or 
rehabilitative care; (ii) pharmacy care; (iii) psychiatric care; (iv) psychological care; 
and (v) therapeutic care. 

The definition of habilitative or rehabilitative care is especially important since it 
includes applied behavioral analysis (ABA). The coverage of ABA has the most 
significant impact on cost of any mandated service. ABA programs are marked by 
intensive therapy that may include 30-40 hours of therapy a week under the most 
intensive programs, though many programs would not utilize that level of resources. Key 
assumptions underlying our ABA cost estimates are outlined in Section 5. 

Annual Maximum Benefit of$36,000 
The annual coverage maximum is important as it has the effect of capping costs for the 
heaviest users of ASD services. From a practical standpoint, this would generally apply 
to children whose therapy includes an intensive ABA program. 

4 
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Medical Necessity and Treatment Review 
The bill does allow for undertaking of usual and customary procedures to determine the 
appropriateness of, and medical necessity for, treatment of autism spectrum disorder. 
This is important as insurers will develop protocols to review treatments and manage care 
which will limit unnecessary treatments ifreviews are done appropriately. 

5 
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Modeling Methodology 
The following outlines the general modeling methodology used to develop the cost 
estimates. Estimates were developed both on a PMPM basis, and as a percentage of 
average annual premiums as shown in Section 6. Details of key assumptions are 
discussed in Section 5 and illustrated graphically in the exhibits shown in Appendix I. 

Modeling Perspective 
In general, the model was developed to produce costs under the assumption that sufficient 
providers would be available to meet the demand for autism services, especially with . 
regard to ABA services. It also assumes that there would be sufficient awareness of 
autism and motivation (primarily by parents) to seek treatment so that the diagnosis and 
treatment of ASDs would be more in line with the often cited CDC estimated prevalence 
of ASD of I in 150. We would expect that it would take at a minimum several years for 
both the supply of providers to meet the demand for mandated ASD services and for 
parents of autistic children to aggressively seek diagnosis and treatment of their children's 
disorders. 

In spite of these real limitations that will likely limit short-term costs associated with 
mandated autism benefits, we feel that it is appropriate from a public policy perspective 
to look at the costs from a longer term perspective and assume that both awareness of 
ASDs will increase and that supply and demand for ASD services would eventually be in 
balance. We have developed our estimates with this in mind. 

In the near term we would note that the supply of ABA service providers, specifically 
credentialed Board Certified Behavior Analysts (BCBAs) and Board Certified Associated 
Behavior Analysts (BCaBAs) would not be sufficient to meet the demand for ABA 
programs if ABA benefits are mandated. There are currently about 1222 certified BCBAs 
and BCaBAs in Virginia, which translates to less than one therapist per 100 autistic 

2 BACB Certificant Registry: http://www.bacb.comlcues/frame_about.html.accessedJanuary2009. 

6 
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children in Virginia assuming a I in 150 prevalence rate for autism. While it is true that 
not all autistic children will have an ABA program, it is also true that behavioral analysts 
provide services to individuals other than autistic children. It is reasonable to conclude 
that demand for ABA services, at least initially, would exceed supply should health care 
coverage similar to that mandated by HB 1588 become typical. 

It is also instructive to look at some of the limited evidence available related to actual 
costs of ABA mandated benefits in other states. Aetna noted in December 2008 that it 
had tracked the cost of the autism mandate in Texas for its first year of existence and 
found that it increased costs for policyholders who filed autism-related claims by $379 a 
month. A total of235 policy holders had filed autism claims in the state as of the time the 
data was released. At that time, the company had not decided whether to pass those costs 
on to the policyholders because the cost of the mandate might change after the first year.3 

While this is only first year experience for a single insurer, it illustrates that initial 
mandate costs are likely low. Aetna's Texas block of business is quite large 
(approximately $1.5 - 2.0 billion in premium"), so the statistics provided indicate a 
mandate cost ofless than 0.1 % of premium. 

General Modeling Process 
The modeling process employed to develop our cost estimates was as follows: 

I. Prevalence rates were developed so that overall ASD prevalence is equal to the CDC 
1 in 150 ASD prevalence estimate for the United States. 

2. Prevalence rates by diagnostic subtype (autistic disorder, PDD-NOS, Asperger's 
Syndrome) were estimated separately as diagnosis patterns and service utilization 
could reasonably be expected to vary by diagnostic subtype. 

3. The percentage of children diagnosed by age for each diagnostic subtype was 
estimated so that the average age of diagnosis implicit in the modeling is consistent 
with publicly available age at diagnosis statistics. 

4. The percentage of diagnosed children who could be expected to have an ABA 
program was estimated for each age based on assumptions regarding how many 
children would start a program and typical program continuance. 

5. A distribution of the number of annual hours for an ABA program was developed 
based on ABA provider input and an assumption that utilization review by insurers 
would impact utilization to some degree. 

6. Based on the assumed treatment prevalence, likelihood of having an ABA program, 
assumed distribution of ABA program hours, and estimated ABA program cost per 
hour of therapy, ABA cost estimates by age were developed and adjusted to reflect 
the impact of the annual $36,000 cap. 

J Lawmaker: Oklahoma autism bill has momentum. Associated Press. December 4, 2008. 
http://newsok.cam/article/3327594 accessed January 2009. 

4 NAIC Annual Statements for 2007. 

S IAN database. http://dashboard.ianexchange.orglStateStatsAdvanced.aspx? Al =V A&ADU=T. Accessed January 
2009. 

7 
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7. Non-ABA costs were estimated based upon studies of medical costs for ASD children 
and judgment regarding the increase in costs that could be expected due to the 
mandated benefits. 

8. Based on Census demographic data and the cost estimates for mandated ASD services 
by age as outlined in 1-7 above, an annual cost per covered individual was developed. 

9. The cost of services was increased to reflect administrative and other insurer costs or 
profit charges. 

10. The estimated size of the covered market was developed based on Census, Medical 
Expenditure Panel Survey (MEPS) enrollment and premium information for Virginia, 
and Kaiser Family Foundation coverage data. These assumptions are further 
documented in the following section. 

II. The cost of the mandated services per covered person and as a percentage of 
premiums were calculated based on the model cost estimates and market data. 

8 
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Summary of Key Assumptions 
Key assumptions underlying the cost estimates for the mandated benefits are summarized 
in this section. Appendix I further illustrates these assumptions. 

Treated Prevalence and Age at Diagnosis 
Overall prevalence is based on a 2007 CDC6 study, with prevalence by diagnostic subtype 
estimated based on an academic study published in the American Journal ofPsychiatry7. 

As noted in the previous section, the percentage of children diagnosed by age for each 
diagnostic subtype was estimated so that the average age of diagnosis implicit in the 
modeling is consistent with publicly available age at diagnosis statistics. 

The base model assumptions for Virginia are shown below: 

Average Age at 
Diagnostic Subtype Prevalence 

Autistic Disorder 1 in 450 
POD-NOS 1 in 300 

Asperger's Syndrome 1 in 900 
All ASD 1 in 150 

Diagnosis 
3 
3 
6 

6 Centers for Disease Control. Morbidity and Mortality Weekly Report. February 9, 2007. 

7 Fombonne, E. and S. Chakrabarti. American Journal of Psychiatry. June 2005. 

9 
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ABA Program Utilization and Cost 
ABA Program Utilization by Age 
ABA programs require a significant commitment from affected children, as well as their 
families. It is likely that a significant number of ASD children will not have an ABA 
program regardless of the availability of a provider. For this reason, we have assumed 
that two-thirds of diagnosed children will begin an ABA program. ABA programs are 
generally geared towards addressing deficits in younger children and are generally not 
intended to be continued indefinitely. For this reason, we have assumed that no programs 
would tenninate prior to school age, that a large percentage of ABA programs would 
tenninate at ages six and seven when an autistic child could be expected to enter 
elementary school, and thereafter programs would tenninate gradually until only a small 
percentage of children have ABA programs in their teenage years. Programs could be 
expected to tenninate if a child has experienced sufficient progress so that a program is 
no longer necessary, or if the insurer or family sees no progress, as well as for other 
reasons. 

The assumed percentage of children diagnosed with ASD that have an ABA program is 
shown in the table below: 

% of Diagnosed Children 
with an ABA Program by Age 

6 and Under 66.7% 
6 50.0% 
7 33.3% 
8 30.0% 
9 26.7% 
10 23.3% 
11 20.0% 
12 
13 
14 

15 and Over 

ABA Program Annual Number of Hours 

16.7% 
13.3% 
10.0% 
6.7% 

In developing the assumed annual ABA program hours, we discussed typical ABA 
programming with ABA providers, and reviewed some benefit materials from one of the 
few large self-insured employers who offers ABA benefits. For three age bands, we 
developed a distribution of expected hours that resulted in the annual averages shown in 
the table below. 

Average ABA Program Hours by Age 
Ages Under 8 1,509 
Ages8to12 781 

Ages 13 to 20 401 

10 
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The general assumption is that pre-school aged children will have programs for 20 to 40 
hours a week, averaging about 30 hours a week. This time will be reduced by roughly 
half by age eight when children would be expected to be in school and the school system 
would be required to provide services during the school day, and then would be cut in 
half again at age 13 as the child ages and ABA programs would be expected to be less 
time consuming and address a smaller number of behavioral deficits. 

Cost per Hour of ABA Service 
In developing the costs per hour, we reviewed ABA program staffing information and 
ABA provider wage and overhead cost assumptions. We developed an average cost for 
the entire United States and then adjusted this for Virginia, based on Bureau of Labor 
Statistics8 health care wage data. The resulting average cost per hour of ABA therapy is 
$45.45. 

Other (than ABA) Medical Costs 
Based on several studies9

, we estimated that children with ASDs used approximately 
three times the non-inpatient medical services (other than ABA) under current benefit 
programs. It is also clear that the mandate would mean that services that an insurer could 
currently deny or exclude would now be covered. In our base estimate, we assumed that 
the mandate would result in additional insured medical costs equal to the current level of 
covered non-inpatient costs for services to children diagnosed with an ASD. 

Administrative Costs 
Typically, group medical claims costs could be expected to be 80 to 90% of premiums, 
meaning 10 to 20% of premiums are available for administration, profit, or other costs, 
often collectively referred to as "retention." We have estimated the incremental retention 
charge to be 15% of premium under our base cost assumption. 

Virginia Market Data 
The MEPS survey provides average premiums, enrollees, offer rates, take-up rates, and 
self-insured percentages by employer size for healthcare coverage sponsored by privately 
insured employers. From this data we can estimate the size of the privately insured small 
group, insured large group, and self-insured markets. State specific premium data for 
Virginia was available for 200610

, so we trended this based on average recent employer 
premium increases provided from the Kaiser Family Foundation HRETll survey to 
estimate the 2009 average annual premium per member necessary to compute the cost of 
mandated benefits as a percentage of annual premiums. 

8 BLS wage data. hUp:llwww.bls.gov/guide/geography/wages.htmaccessed January 2009. 

9 Mandell, Cao, Ittenbach, & Pinto-Martin, 2006. eroen, Najjar, Ray, Lotspeich, & Bernal, 2006. Liptak, Stuart, & 
Auinger, 2006. 

l(l MEPS state survey data. http://www.meps.ahrq.gov/mepsweb/data _stats/state_tables.jsp?regionid=-l&year=-I. 
Accessed January 2009. 

11 Kaiser Family Foundation and Health Research Educational Trust. Employer Health Benefits- 2008 Annual Survey. 

II 
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6 

Cost Estimates 

Base Cost Estimate 
The table below summarizes the mandate costs and impact on small and large group 
premiums under the base assumptions outlined in Section 5. The base estimate is that the 
long-term cost of the mandated benefits provided by HB 1588 would be about 0.60% of 
insured premiums, though this cost would likely initially be lower in the years 
immediately following the passage of the mandate. 

Market 
Small Group Large Group All 

Covered Persons 649,000 1,061,000 1,710,000 
Average Premium per Person $3,900 $3,800 $3,838 

Annual Mandate Claim Cost per Covered Person $19.50 $19.50 $19.50 
Claim Cost as a Percentage of Premium 0.50% 0.51% 0.51% 

Estimated Premium Increase with Admin @ 15% 22.90 22.90 $ 22.90 
Premium Increase as a Percentage of Premium 0.59% 0.60% 0.60% 

Scenario Estimates 
As discussed in Section I, very little insurance data exists that can be used to directly 
estimate the costs of ABA benefits mandated by HB 1588. This causes uncertainty in 
developing actuarial assumptions and cost estimates. Due to this uncertainty, it is useful 
to develop cost estimates for additional scenarios using more optimistic and pessimistic 
assumptions. A reasonable range of the long-term impact of the mandated HB 1588 
benefits is that premiums would increase 0.45% to 0.75% with a $36,000 annual benefit 
maximum, or cap. A reasonable estimate of the impact of mandated HB 1588 benefits 
assuming no annual cap is that premiums would increase 0.90%. 

12 
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Appendix 1 

Cost Assumptions - Illustrative Exhibits 
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Mandate Mar1<et 
Individual 
Small Group 
Large Group 
Self-Insured (ERISA) 
State and local Govt 

Age Limits for Autism Benefits 
Minimum 
Maximum 

Annual Maximum 
AU Autism Services 

Annual Limits by Covered ServIce 
Hours Limit 

ABA 

Market 
IndlViduall

1 

Small Group 
Large Group 

Self-Insured (ERISA)' 
State, Local and Federa! 

Totall 

No 

EXHIBIT I • SUMMARY OF HB 1588 ASSUMPTIONS AND COSTS 
Virginia 

No 
y" 
y" 
No 
No 

o 
20 

$36,000 

Max Hours Dollar Limit 
y" 

Coverage Estimates 

Number of Premium 
Persons Covered (Per Person) 

649,000 3,900 
1,061,000 3,800 

1,~!Q,~O_f! ~ 3,838 , 

Max$s 
$36,000 

Total 
Premium 

2,531,100,000 ! 
4,031,800,000 I 

_6_,56?,~_QO~QOO_ 

Key Assumetions: 
Ultimate Average Age "10 of Diagnosed Children wi ABA 

Diagnostic Subttee Prevalence of Diagnosis 6 and Under 66.7% 
Autistic Disorder 1 in 450 3 6 50.0% 

POD-NOS 1 in 300 3 7 33.3% 
Asperger's 1 in900 6 B 30.0% 

AUASO 1 in 150 9 26.7% 
10 23.3% 

Additional Annual Medical Costs for Non ABA Services 11 20.0% 
All Ages $ 3,900 12 16.7% 

13 13.3% 
1. 10.0% 

15 and Over 6.7% 

Average ABA Program Hours 
Ages Under 8 1,509 
Ages 8 to 12 781 

Ages 13 to 20 401 

Cost per ABA Hour: $45.45 

Costs Excluding AdminIstrative Ex ense Premium Increase including Admin@15% 

Costs Cost 
{%ot (Per Covered Incremental Premium Annual Increase per 

Costs Premium) Person) Premium Increase % Covered Person 

12,655,500 0.50% 19.50 14,889,000 0.59% 22.90 
20,689,500 0.51% 19.50 24,341,000 0.60% 22.90 

, 33,345,000 0.51% $ 19.50 , 39,229,000 0.60% $ 22.90 
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§ AS\~ The Voice of Autism. 

Autism Society of America.. 

The Honorable Pete Petersen 
Alaska State Capitol 
Juneau, AK 99801 

Letter of Endorsement -- HB 187 

7910 Woodmont Avenue, Suite 300 
Bethesda, Maryland 20814·3067 
301·657·0881 or 1·800·3AUTISM 

Fax 301·657·0869 
Web: www.autism·society.org 

15 March 2009 

ASA strongly endorses Alaska House Bill 187 since this legislation offers clear and 
practical solutions that will enable Alaska families to have equal access to appropriate 
treatments and services that would be covered by private health insurance if it were not 
for the diagnosis of an autism spectrum disorder (ASD). 

BACKGROUND 

Autism is a complex neurodevelopmental disability that typically appears during the first 
two years of life and affects a person's ability to communicate and interact with others. 
ASA estimates the lifetime cost of care for an individual with autism at $3.5 to $4 million; 
with access to early diagnosis and intervention, these costs can be reduced by two­
thirds. However, appropriate, effective and evidenced-based interventions are costly -
upwards of $50,000 a year - and frequently not covered by private health insurance 
plans. Many families simply cannot afford to give their children the treatments that 
could help affected individuals reach their fullest potential and enjoy a happy and 
productive life. 

Although there is no known "cure", autism is treatable. According to the American 
Academy of Pediatrics (AAP), "early diagnosis resulting in early, appropriate, and 
consistent intervention" is "associated with improved long-term outcomes." 

Autism Spectrum Disorder (ASD) includes three diagnoses as defined in the Diagnostic 
and Statistical Manual (DSM IV) of the American Psychiatric Association: 

1. Autism: Difficulty in the developmental areas of communication, socialization and 
repetitive/restricted interests and behaviors. 

2. Asperger's Syndrome: Similar characteristics to autism but do not have a 
significant delay in language. 
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3. Pervasive Developmental Disorder-Not Otherwise Specified (PDD-NOS): This 
term is used when an individual displays developmental deficits but does not 
meet diagnostic criteria for the other two ASD diagnoses. 

ASD is now the number one childhood developmental disability with 1 of every 150 
children in the US being diagnosed (CDC 2007). 26,670 children born in the US this 
year will eventually be diagnosed with ASD (CDC, 2007), making the diagnoses more 
common than all types of pediatric cancer, AIDS, and diabetes combined. According to 
the American Academy of Pediatrics, 44% of primary care physicians reported that at 
least ten of their patients have ASD. 

Males are four (4) times more likely to be diagnosed than females; in contrast, females 
are more likely to be severely impacted by autism when a diagnosis exists. Females are 
also more likely than males to have a co-diagnosis of mental retardation (58.2% and 
41.8%, respectively [CDC, 2007]). Younger siblings of children diagnosed with an ASD 
are 20 times more likely to be diagnosed, resulting in families with up to five children 
known to be on the autism spectrum in the US. A recent study highlights the fact that 
relative to children without autism, children with autism are much more likely to have 
poor health, to require medically necessary care for behavioral problems, and to be 
using medications. 

Societal Impact of AsD 

ASD results in annual societal costs of $35 billion per year, or over $60,000 per person 
per year, for services, education and other publicly funded supports. (Ganz, 2006) Over 
the lifespan, the average societal cost of caring for one person with autism is $3.2 
million. (Harvard School of Public Health, 2006) Comprehensive intervention programs 
for preschool aged children with autism, including behavioral and speech therapies, 
may cost up to $50,000 per year. (New York Times 2006) Comprehensive intervention 
programs for young children, including behavioral therapies, may cost up to $100,000 
per year. 

Autism first became a special education classification under the Individuals with 
Disabilities Education Act (IDEA) in 1991. Between 1991 and 1999, the number of 
persons receiving special education services for autism increased 500% (CDC, 2007). 
In 2005, approximately 224,000 children were served under the autism classification in 
US schools. To describe the estimates of per pupil expenditures for educating children 
with autism, we reviewed data collected and analyzed by the Special Education 
Expenditure Project (SEEP). (GAO-05-220, Special Education Report to Congress 
2005) 

The average per pupil expenditure for educating a child with autism was estimated by 
SEEP to be over $18,000 in the 1999-2000 school year, the most recent year for which 
data were available. This estimate was nearly three times the expenditure for a typical 
regular education student who did not receive special education services and was 
among the highest per pupil expenditures for school-age children receiving special 
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education services in public schools. In contrast, the cost of a typical child's education 
was $5,000. (Senate Education Committee, 2006) Many, who are employed, tend to 
be underemployed in dead end or entry level positions. For the population with autism, 
the number of individuals unemployed has been estimated to be as high as 90% (New 
Jersey Autism Society). Without effective intervention, that means that of the 560,000 
children currently living with autism, 504,000 may be unemployed in adulthood. This 
would obviously be a human tragedy. 

Effective Treatment for ASO 

Early Intervention 

The COC reports that "early identification and participation in intervention can improve 
the long term outcome for children with an ASO" (2007). The Harvard School of Public 
Health corroborates, writing that "improving behavioral and educational therapies for 
autistic children may not only lessen these costs but also improve quality of life" (Ganz, 
2005). 

The National Research Council report offered several key features of successful 
approaches to the education of children with autism, including early intervention soon 
after the diagnosis of autism, which can generally occur by the age of 3. The report 
also offered guidelines regarding educational objectives for children with autism, 
including the development of social skills and expressive and receptive language and 
communication skills. (GAO-05-220, Special Education Report to Congress 2005) 

Oespite the research supporting early intervention, the 2007 CDC study suggests a 
significant nationwide lag between the first sign of developmental delay and the receipt 
of an autism diagnosis and subsequent interventions, which may compromise children's 
potential progress, and increase their likelihood to require publicly funded supports over 
the lifetime. If such barriers can be eliminated, however, a child's prognosis improves 
dramatically. In many cases, by a certain age, children with an ASD diagnosis no 
longer require treatment, thereby reducing or eliminating associated costs to society. 

Effective Therapeutic Interventions for ASO 

While treatment plans for individuals with ASD are individually tailored to each person's 
unique needs according to the severity of their deficits and any co-occurring diagnoses, 
persons with ASD typically require a combination of medical, psychological, psychiatric, 
physical therapy (PT), occupational therapy (OT), speech therapy (ST), behavioral 
therapies (ABA) and other developmentally-based interventions. Individuals with ASOs 
should be engaged in functional and appropriate activities as much as possible. In 
2001, the National Research Council Report recommended a minimum of 25 hours per 
week and the American Academy of Pediatrics recommends 20 hours or more of active 
engagement in evidence-based interventions. Behavioral therapy typically comprises 
the largest proportion of therapeutic hours, with children receiving between 10-35 hours 
per week in most cases. Other therapies, such as speech, PT, and OT, are generally 
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required for 1-2 hours per week per child. Michael L. Ganz's study of the societal costs 
of autism supports the fact that ASD treatment costs decline over time. According to 
Ganz, direct medical costs reach their maximum during the first five (5) years of life. 

As the child ages, direct medical costs begin to decline substantially and continue to 
decline through the end of life. Ganz goes on to report, "The large direct medical costs 
early in life are driven primarily by behavioral therapies that cost [an average of] 
$32,000 during the first 5-year age group and decline from about $4,000 in the 8-to 12-
year age group to around $1,250 for the 18- to 22-year age group." 

Behavioral Therapy 

Behavioral therapies for ASD are derived from behavioral science, which is the 
examination of human and animal behavior using the principles of science, including 
observation, reproduction, testing, objectivity, etc. Behavioral therapy is also commonly 
known as, or otherwise includes, Lovaas therapy, early intensive behavioral 
intervention, applied behavior analysis (ABA), pivotal response treatment, or other 
similar terms. 

ABA is the application of behavioral science in order to improve socially important 
behaviors and establish new skills. ABA-based procedures apply behavioral principles 
of skill development to increase or decrease a particular behavior, improve the quality of 
a behavior, stop an old behavior, or teach a new behavior. 

Effective behavioral-based programs include intervention that is: 

1. Implemented early (ideally, before school age) 
2. Intensive with respect to the number of hours children are actively engaged 
3. Provided in natural environments (i.e. home, school, community) 
4. Actively involving of families. 

Evidence Supporting Behavioral Therapy's Effectiveness with ASDs 

Behavioral-based interventions are based upon decades of scientific investigation with 
individuals affected by a wide range of behavioral and developmental disorders, 
including autism. Specifically for children with autism, research demonstrates the 
efficacy of ABA in teaching complex communication, social, play, and self-help skills, 
and in reducing disruptive behaviors. The seminal article on this type of intervention was 
published by Ivar Lovaas at UCLA in 1987. This controlled, long-term study found that 
47% of children with autism achieved normal intellectual educational functioning after 
treatment intensive behavioral treatment, compared to only 2% in the control group. 

Since the Lovaas article was published, 20 years of research and over 500 studies 
continues to support the effectiveness of behavioral therapy for autism. 
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Lovaas's landmark 1987 study was followed in 1993 by another study of these same 38 
subjects. The objective of John J. McEachin's study was to discover the long-term 
effects of Lovaas's early intensive behavioral treatment and to find out if the results of 
the experimental group were preserved over time. In terms of intellectual functioning, 
the study found that "the experimental group at follow-up had a significantly higher 
mean IQ than did the control group ... indicating that the experimental group had 
maintained its gains in intellectual functioning between age 7 and the time of the current 
evaluation ... [and] ... the experimental group showed more adaptive behaviors and 
fewer maladaptive behaviors than did the control group." 

In another study, more than 50% of children with autism who participated in 
comprehensive treatment programs using ABA were successfully integrated into typical 
classrooms, with many requiring little ongoing treatment. (Harris and Handleman, 1994) 
Only four behavioral interventions are scientifically validated for the treatment of ASD, 
and all of these are derived from the principles of ABA, according to Simpson (2005). 

Scientifically validated behavioral-based interventions for autism include: 

1. Applied Behavior Analysis (ABA) 
2. Discrete Trial Teaching (DTT) 
3. Pivotal Response Treatment (PRT), and 
4. Learning Experiences: An Alternative Program for Preschoolers & Parents 

(LEAP). 

Reasons to support private health insurance coverage for ASO: 

HB 187--Update of Coverage - less of a mandate 

• It wasn't long ago that the medical community erroneously believed autism was 
untreatable. Today, research has proven otherwise. We are asking insurers to 
simply update their coverage to reflect the widely held belief in the scientific 
community that autism is treatable. 

Reducing the financial burden on Alaskan Families 

• Since insurance coverage is not available, families incur significant financial 
burdens to pay for necessary and appropriate services, sometimes as much as 
$50,000 a year, if not more. No family can support this burden. 

• In addition to the crushing financial burden placed on families affected by autism, 
the time, energy, stress and emotional commitment can become absolutely 
overwhelming and, if left unchecked, can adversely impact employment, health 
and the marriage. 



3130 

Cost/Benefit Analysis 

• Actuarial and economic studies done in Alaska and other State's indicate adding 
coverage would increase policy premium costs less than 1 % 

• A 1998 study by John W. Jacobson and others titled, Cost-Benefit Estimates for 
Early Intensive Behavioral Intervention for Young Children with Autism - General 
Model and Single State Case, examined the cost/benefit relationship of early 
intensive behavioral intervention treatment at varying levels of treatment 
success. The study used estimates of costs for early intensive behavioral 
interventions (EIBI) from childhood (age 3) through adulthood (age 55) based on 
prices in the Commonwealth of Pennsylvania and compared these costs with the 
expected amount of income the child would earn later in life to arrive at an 
estimated cost savings. The Jacobson's study found that cost savings per child 
served are estimated to be from $2,439,710 to $2,816,535 to age 55. 

• The benefit to Alaskan taxpayers, families and the school system is clear-spend 
a little now or, spend a lot later. 

Consequences for the Status Quo 

Without treatment, the taxpayers of Alaska will certainly bear the enormous financial 
burden of a life-time of care for children who live a normal life span and often need 
round the clock care. In contrast, many children who receive effective, intensive and 
evidenced-based treatments require less support in school and go on to lead productive 
lives as taxpayers. 

President Obama and Federal Policy 

Autism is a National health care crisis. President Obama is committed to supporting 
Americans with ASDs, their families, and their communities. There are a few key 
elements to their support, which are as follows: 

1. President Obama supports increased funding for autism research, treatment, 
screenings, public awareness, and support services. There must be research of 
the treatments for, and the causes of, ASD. 

2. The Obama administration supports improving life-long services for people with 
ASD for treatments, interventions and services for both children and adults with 
ASD. 

3. The Obama administration supports comprehensive autism services legislation, 
funding of the Combating Autism Act and working in a bi-partisan fashion with 
Congress, parents and ASD experts to determine how to further improve federal 
and state programs for ASD. 

4. The Obama administration supports universal screening of all infants and re­
screening for all two-year-olds, the age at which some conditions, including ASD, 
begin to appear. These screenings will be safe and secure, and available for 
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every American that wants them. Screening is essential so that disabilities can 
be identified early enough for those children and families to get the support and 
services they need. 

Other States 

• Ten (10) states specifically require insurers to provide coverage for the treatment 
of autism. Eight (8) states enacted such legislation during the 2007-2008 
legislative sessions: Arizona, Connecticut, Florida, Illinois, Louisiana, 
Pennsylvania, South Carolina and Texas. Thirty-four (34) others have reform 
measures pending. 

Thank you for your strong leadership. If I can be of further assistance, please feel free 
to contact me. 

Sincerely, 

1~ 
Jeff Sell, Esq. 
Vice President of Advocacy & Public Policy 
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administers during the screening process, is weighted to provide more emphasis on items such as 
feeding tubes; in fact, the tool provides ZERO points for a diagnosis of autism. 
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The Honorable Pete Petersen 
State Capitol RoolTl422 
Juneau Al<. 99801·1182 

20 M!lrch 2009 

Re: DB 187 Private Autism IasurllRce Coverage 

Dear Representative Petersen, 

Sarah Palin. Govemor 
State 01_ 

The Governor's Council on Disabilities and Special Education appreciates your efforts to 
ensuring tbat children in Alaska who experience autism receive the supports they need to live 
productive lives. We wholeheartedly support HB 187, which mandates that private insurance 
companies cover autism spectrum disorders. 

In Alaska today 1.512 children and young people have autism, of whom approximately 454 need 
significant clinical treatment. Thirty years of research demonstrates that with intensive early 
intervention, these children coUld gain a significant number ofIQ points, and half of them could 
IU:bieve nonnal functioning. With tTeatment, Alaska will see a savings of' $208,500 per capita in 
avoided special education costs and lifetime savings of$I.08 million per capita. According to 
Michael Ganz, a Harvard economist, without (reatment it is estimated it will cost the state $3.2 
million per capita. By requiring that private insurance policies include coveruge for treating 
autism. we can help many children access the services they need and live more productive lives. 

We appreciate your advocacy on behalf of Alaskan children with autism and look forward to 
continuing to work. with you on this issue. 

Respectfully, 

~cruw~'d~.tP'C~1~la~ir~--~------~-­
Governor's Council on Disabilities and Special Education 

Creating Change That Improves The Lives Of People With Disabilities 
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Ashley Rousson 

From: Jon Lyon OIyon@LatouchePediatrics.net] 

Sent: Tuesday, March 24, 2009 12:26 PM 

To: Ashley Rousson 

Subject: HB187 

This letter is in support of HB 187. 

As a pediatrician practicing in Anchorage for the past 33 years, I treat many children with Autism and I recognize 
the tremendous energy expended by these childrens' parents and the increased cost of medical care. 
I see HB 187 as a positive and needed approach and should facilitate the care for these children with very special 
needs. 

W Jon Lyon MD, FAAP 

31343/2412009 
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BIOSKETCH 

James N. Bouder graduated from The Pennsylvania State University with a Master of Public 

Administration, with course concentrations in budgeting, finance, and accounting. He is currently the 

Chief Operating Officer of The Vista School® and The Vista Foundation®, and serves as the Director 

of Collaboration and Development for the Central Pennsylvania Autism Regional Center. In 2004, he 

served as the Chairman of the Pennsylvania Autism Task Force's Funding Streams Subcommittee 

and was the principal author of the Subcommittee's Final Recommendations. He is also a principal 

author of Pennsylvania Act 62 of 2008 (House Bill 1150 of 2007) pertaining to private health 

insurance coverage for children with Autism Spectrum Disorders, which has become a national 

model for autism coverage across the United States. In 2007, Mr. Bouder developed an accurate 

cost model for estimating premium increases associated with mandating private insurance coverage 

for treating Autism Spectrum Disorders, which contributed to the Pennsylvania Health Care Cost 

Containment Council's finding that autism insurance coverage in Pennsylvania is cost effective. 

Since that time, he has completed cost analyses for autism insurance coverage legislation enacted 

in Pennsylvania, Louisiana, and Florida, has presented cost analysis testimony before legislative 

bodies in three states, and has also provided volunteer cost analysis services for autism insurance 

legislation pending in five other states. Mr. Bouder's work regarding the cost and benefit of private 

insurance coverage for autism diagnosis and treatment is published in the Journal of Autism and 

Developmental Disorders and the Speaker's Journal of the Pennsylvania House of Representatives. 
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Benefit-Cost Analysis of 
Alaska Insurance Coverage - H.B. 187 

Jon Hockenyos 
Resources for Hope 

January 2010 

Note: Pictures shown above were produced by children with autism, and are taken from the 
Autism Society website at http://www.autism-societv.orq 
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Executive Summary 

• Although the Centers for Disease Control recently lowered the estimate of community 
prevalence of autism at 1 in 110 people, the actual rate of individuals who are treated is 

much lower. The assumption in this analysis relies on a midpoint estimate from an 
analysis conducted by Jim Bouder in March 2009 (Bouder analysis) of approximately 1 in 

500 of the entire population (the equivalent 1 in 250 for eligible individuals covered by 
group insurance plans). 

• Increased insurance premium costs associated with greater coverage under H.B. 187 

were estimated at the midpoint by the Bouder analysis at 0.92 percent, the equivalent of 
$3.60 per member per month. 

• The majority of children with autism who receive appropriate intervention and treatment 
experience marked improvement - 47% recover "typical" function, 40% make significant 
improvement, and the remaining 13% make little progress. 

• There are significant lifetime costs associated with autism related to direct medical 
expenses, direct non-medical expenses, and indirect expenses (lost productivity). These 
children and their lifetime costs can be divided into four distinct groups ("cohorts"): 

o Cohort 1: Children who receive treatment and recover to "typical" function = $603,448 
o Cohort 2: Children who receive treatment and make significant improvement = $1,926,790 
o Cohort 3: Children who receive treatment and make little progress = $3,697,979 
o Cohort 4: Children who receive no treatment = $3,439,065 

• The blended weighted average cost of Cohorts 1, 2, and 3 (children who receive 
treatment) is $1,535,074. This blended cost compared with the cost of Cohort 4 (children 
who receive no treatment) results in an overall benefit-cost ratio of 2.24. 

• Under the midpoint assumptions, the Bouder analysis indicates that a total of 351 
individuals will be covered by H.B. 187. The difference between the lifetime costs of 
children who receive no intervention (Cohort 4) and the blended weighted average of 
Cohorts 1-3 is $1,903,991 per child. Multiplying these two figures together creates total 
social benefits in Alaska of $667.7 million. 
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Benefit - Cost Analysis 
Aside from moral and emotional concerns, policymakers are justified in asking what are the 
measurable longer-term costs and benefits associated with appropriate intervention to treat 
autism. Perhaps the most fundamental issue is related to outcomes - i.e., do children who 

receive appropriate treatment get better, and, if so, what does "getting better" actually entail? The 
results summarized in Chasson, et al. suggest that "getting better" is not only possible but likely 
and that the vast majority of children who receive appropriate intervention experience marked 
improvement.' In particular, the findings of Chasson and others indicate that approximately 47% 
of the children recover "typical" function; an additional 40% make "significant" improvement, 

although do not they do not reach "typical" function, and the remaining 13% make little progress. 
Clearly, this work provides strong justification for intervening as soon as possible. 

A second question concerns the lifetime costs associated with autism. In April 2007, Ganz set 
forth his findings in describing "the age-specific and lifetime incremental societal costs of autism in 
the United States" (p. 343).2 Ganz determined that the "lifetime per capita incremental societal 
cost of autism is $3.2 million" and that "[IJost productivity and adult care are the largest 

components of costs" (p. 343). These figures were expressed in $2003; using the national 
Consumer Price Index, the figure rises to $3.7 million in $2008. 

Based on the extant literature demonstrating the efficacy of behavioral interventions, we believe 

that the "lifetime per capita incremental societal cost of autism" can be mitigated substantially by 
services included in H.B. 187 pending before the Alaska State Legislature. In short, autism left 
untreated will result in unwelcome financial consequences for families with loved ones diagnosed 
with autism, public agencies, and society as a whole. The following outlines a methodology and 
findings that substantiate this claim. 

Overall Cost-Benefit 
Chasson and Ganz's work can be adapted to calculate the overall cost benefit of appropriate 
intervention to treat autism. Ganz grouped costs into three broad categories: Direct Medical, 
Direct NonMedical, and Indirect. The items included in each category are as follows, along with 
the lifetime breakdown. Details as to the timing and level of annual costs are included in the 
Appendix. 

Direct Medical: 

• Physicians/dentists 
• Pharmaceuticals 
• Alternative therapies 
• Behavioral interventions 
• Emergency room/Hospital 
• Home healthcare 
• Travel 

1 Chasson, Gregory S .• Harris, Gerald E., & Neely, Wendy J. (2007). "Cost Comparison of Early Intensive Behavioral 
Intervention and Special Education for Children with Autism." Journal of Child and Family Studies. Vol 16, pp. 401· 
413. 
2 Ganz, Michaol L. (2007). "The Lifetime Incremental Societal Costs of Autism." Archives of Pediatric and Adolescent 
Medicine. Vol. 161, Apr. 2007, pp. 343·349. 
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Direct Non-Medical: 

• Childcare 
• Adultcare 
• Respite Care 
• Home Improvement 
• Special Education 
• Supported Work 
• Other 

Indirect: 

• Own lost productivity (wages) 
• Caregiver/family lost productivity (wages) 

Figure 1: Distribution of Lifetime Costs Associated With Autism 

Source: Ganz, at al. and Hockenyos, at al. 

The results from Chasson, et al. can be used to identify four cohorts within the overall autism 
designation: 1) those who recover to "Typical" status; 2) those who recover to "Improved" status; 

3) those who see "Little Change" as a result of intervention; and 4) those who receive "No 
Intervention." The data from Ganz can be compared to the lifetime costs for each of these 
cohorts in turn. In essence, the cost of the direct medical interventions is the same for cohorts 1-
3, although several interventions (such as behavioral) have been removed for cohort 4. The 
figure below shows the specific assumptions for each variable. A percent figure is shown in 
relation to the data outlined from Ganz in the Appendix; a figure of "<22" indicates 100% of Ganz 

until the age that precedes that figure (in this case, age 21). The impact is most pronounced in the 
timing, duration, and level of nonmedical and productivity (i.e., earnings) estimates, both for the 
child and his/her parents. 
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Table 1: Variable Adjustment Factors 

Direct Medical 
Physician/Dental 
Drugs 
Ait Therapies 
Behavioral Therapies 
Emergency/Hospital 
Home Health 
Travel 

Direct Non-Medical 
Childcare 
Adultcare 
Respite Care 
Home Improvement 
Special Ed 
Supported Work 
Other 

Indirect 
Own lost productivity 
Other lost productivity 

Typical Improved Little Change No Intervention 

,Cohorn~:i"; 'ii, '[-' Colic,,'Ub ';>","Colloit;3;;;,','", 1;';'Cohol't"4' 
•••• ,'- •• ~~ ..... ~ .•• ;.! •• , .-~, .• - '-"."\; ••• ~. ~ • > •••• -+.~~, ..... <--,.,-- ".- • .,-.,~j 

<22 <22 100% 100% 
·it<~. ~;;;.: ·1~@'1;-./ , ~.~.:.::~:, ;:i~;3~':~"~~Y tj>:)i~~~"::~-~~··1.6bY~;;~;.r;: ~;~·i~~~/19.9r~·: 

<22 <22 100% 0% 

<8 <13 100% 100% 
': ~'J ,;;:', Or'; j:" :: ". ; ~;<:'Oo/d:/:'( ,'~ ::; ", j OQO!o':::C';';, ':'" ":itQ9.%: 

<8 <13 100% 100% 
>·;~}~~.;i<.~·;~::': ~::'"i_~\.·~:i ?,~~j3?~.~ .': ~ ':' 7< /10.00/0~·'~ .. ,",- .' . 1QO:% 

<8 <13 100% 100% '. or~ ,'. .'.' "o~/o ,.' 10Q% ~ 100% 
<8 <13 100% 100% 

0% at 50% 
, " <8:, , " ','at 75%" ' 

100% 
1090/.0 " 

100% 
',' ,100% 

The results of this analysis are compelling, Cohort #1 had lifetime costs of $603,448 ($2008); 

Cohort #2 $1,926,790; Cohort #3 $3,697,979, and Cohort #4, the control group, $3,439,065, 

Using the incidence percentages from Chasson, et aI., the blended cost of Cohorts #1, #2, and #3 

is $1,535,074, creating a benefit-cost ratio of 2,24 as compared to Cohort #4, the control (No 

Intervention) group, 

Table 2: Variation in Lifetime Costs by Cohort 

Lifetime Costs 
Incidence 
Blended Figure 
Net Gain 
Benefit-Cost Ratio 

Application to Alaska 

Typical Improved Little Change No Intervention 

C~hcirt 11. "~' : Cohort ,2',',; ,C,Ottort 3 ':,," Cohort 4, 
$603,448 $1,926,790 $3,697,979 $3,439,065 

~:v·if.',~4t~io~r~::<~·<,.~::;;'1~'- 40%\:::.: ',,,, .' /i:i13%~:t .. -' 
$283,621 $770,716 $480,737 $1,545,074 

rw~~"': r'.<,,:.rF .. :t.i~:-;lt~:~,:\:_:~~r'-::,'~-1"'·:~· ,,:~r" {~~~:> .. '.o. $t:~Q3~99.1. 
2.24 

Selected information from the Bouder analysis is provided below, As shown, the midpOint 

estimates indicated that prevalence will vary by age band from 0.20 percent to 0.45 percent. 

Using these ranges in combination with an assumption of 55,9 percent Alaskan children being 

covered by group insurance and a speCific estimate for state employees results in a mid-point 

figure of 351 total individuals who will receive coverage under H,B. 187, This yields a net benefit 

to society of $667,708,307 (351 multiplied by the per capita net gain figure of $1 ,903,991 above), 
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Table 3: Treated Prevalence Assumptions Under H.B. 187 

Low Estimate 

&1~~~~ 

Source: Bouder analysis 

Focus on Education 
Regarding the cost-benefit of intensive ABA services, two analyses, one completed in 

Pennsylvania and the other in Texas, examined the future cost savings to government units 
resulting from investment in intensive behavioral interventions for people with autism. 

The first such work, completed by John W. Jacobson, James A. Mulick, and Gina Green in 1998, 
notes that an abundance of research demonstrates the efficacy of early, intensive behaviorally­
based interventions to enable substantial numbers of children with autism to "attain intellectual, 
academic, communication, social, and daily living skills within the normal range" (p. 201 ).3 Using 
representative costs from Pennsylvania, including costs for special educational and adult special 

3 Jacobson, John W., James A. Mulick, and Gina Green (1998). "Cost-Benefit Estimates for Early Intensive Behavioral 
Intervention for Young Children with Autism - General Model and Single State Case: Behavioral Interventions 13, 201-
226. 
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needs services. they found that. "At varying rates of effectiveness and in constant dollars. this 
model estimates that cost savings range from $187,000 to $203,000 per child for ages 3-22 years, 
and from $656,000 to $1,082,000 per child for ages 3-55 years" (Jacobson, et al., p. 201). 

More recently, Chasson, et al. compared the costs of early intensive behavioral intervention 
("EIBI") and special education for children with autism.' Alluding to recent comparison studies 
that strongly suggest that "eclectic" special education programs are materially ineffective for many 

children with autism, the authors note that the human cost of failing to provide EIBI services is 
considerable. Consistent with Jacobson's et al.'s findings, Chasson et al. found that "the state of 
Texas would save $208,500 per child across eighteen years of education with EIBI" (p. 401). It is 
important to note that, without treatment, persons with autism will grow to become adults 
dependent on publicly-funded services for their lifespan. As Chasson et al. put it. "By 
implementing EIBI with all children with autism, as a way to prevent the need for special 
education, the investment not only produces a sizeable savings after 18 years, but it maximizes 
the likelihood that most of these children will return a profit long after maturation" (p. 410). "The 
bottom line," they write, "is that a simple change in policy could drastically improve functioning and 
quality of life for thousands of children with autism in Texas." 

Conclusion 
Appropriate interventions with autistic children create measurable results. Based on our analysis 
of the impact of Alaska H.B. 187, we anticipate that its passage and implementation would 
contribute to the creation of net social benefits to Alaska of approximately $667.7 million.s 
Separate analysis suggests that these benefits can be supported by an increase in insurance 
premiums of about 0.92 percent, a rate well in line with other states that will yield cost increases 
per member of $3.60 monthly. Furthermore, given the abundance of evidence concerning the 
efficacy of Applied Behavior Analysis in treating the varied symptoms of autism, the State of 
Alaska can expect significant future savings in avoided special education and human services 
costs. Lastly, expected premium and cost impacts relating to H .B. 187 are consistent with similar 
legislation enacted or pending in at least 10 other states. 

4 Chasson, Gregory S., Harris, Gerald E., & Neely, Wendy J. (2007). "Cost Comparison of Early Intensive Behavioral 
Intervention and Special Education for Children with Autism." Journal of Child and Family Studies, 16, 401-413. 
5 It should be noted that the expenditures outlined to create the benefits described extend beyond that which likely will 
be covered entirely by insurance. However, the costs associated with many interventions, especially behavioral 
interventions, are large enough to be beyond the means of all but the most affluent families absent insurance coverage. 
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Exhibit A: Expenditures by Cohort 

Cohort 1 - "Typical" 

Direct Annual Medical Expenditures ($2008) 

AGE Physicians/ Drugs Alternative Behavioral ER/Hosp Home Travel Total 
Dentists Therapy Interventions Health 

Direct Annual Non-Medical Expenditures ($2008) 

AGE Childcare Adultcare Respite Home Special Supported Other Total 
Care 1m rovement Education Work 

Indirect Annual Losses Due to Reduced/Foregone Income ($2008) 

AGE Own Parents/Caregiver Totals 

3-7 

Total Costs: $603.448 
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Cohort 2 - "Improvement" 

Direct Annual Medical Expenditures ($2008) 

AGE Physic/ansi Drugs Alternative Behavioral ERlHosp Home Travel Total 
Dentists Theraov Interventions Health 

3-7 ~,~;,',:,.'·,~)1.;W.~_. ~:;",;.'" ," ,~~,.,~$,1,,~,-': .: "_':l'~',:. -S2J2 :~':;.;' :!~, .~'$3s,~Q~Q\~> ~:.':' ~_ ~ ,$96~~,;/t ::~;,l:i~,1~t~:{~( ~',T$95)~~~~.""~~··;~,-; 
_ ....... , .''''''~'-'~' _".'.t, . . ", .~,. '".,~ ...... _ J.<_\.""" .!>."'~"' , ___ .,~ .. _.,,_._ 

8-12 $675 $179 $128 $4,719 $899 $355 $82 $7,036 

13-17 ': ::" -:' $50~;\ '$153$59:' ,,$4;07i" - ,$692:;,. iJ312~':: c,' :,"'S!.9:C' '>'$5:~~ 
18-22 $498 $151 $39 $1,467 $997 $154 $61 $3,368 

23-27i::,'$,~i!Or:, $14,52;., :"., $~;:_" ,~,::~;,T," $906 $12(" ,':$53' "$1,841" 

28-32 $593 $133 $29 $0 $798 $102 $46 $1,701 

33-37 \f:';i):~,~;; ... ,~!sti~':h;fi~!~ $~5d!f.' ,';>~§~, 'ii;,~;,~oO', -::\~i9~/ .' 'y$39 , : $,1,626 
38-42 $632 $98 $21 $0 $611 $105 $34 $1,501 
43-47 ''';:'''';~'~!!;:---$8-9'''''2 ::;'I:?·'7'.f.a-;:'~~-l'~'jAl~'ii$1'91:"r-:i·,~' ::.-,!;~ ~;;~$O"'-;:~g~'~'$4-<"98' ~: :''. ;#:~$"1"60~ ,t!'~; '\. "J!, .:'$'2"9'\' I',; $' 1 003' ,; 

!ij.L:};:·:..·._._,.: ~.!" ::it::';'~.:':;!.:7i::r :~,,," .. I , .... ;:; ...... J?h~, '.":':': I. if>L{~~.::·1}., '~_ .,.. .. .-,_J..'".~..;~.t., .... ,_" ..!;:'4:~;' .' '. :: 1-. -';';' ..... ~. 
46-52 $989 $71 $16 $0 $412 $180 

Direct Annual Non-Medical Expenditures ($2008) 

AGE Childcare Adultcare Respite Home Special Supported 
Care Imcrovement Education Work 

3-7 :, ;,~ $5;425":,c", <' 'SO' ,,-i'!-'$"f28i' , $1~" '$i;,3~;:':, ' ':'- ~O :. .~~.. .-.", " .:' , .'. ~."i .. <'"' , , 

8-12 $4,679 $0 $1,109 $163 $12,102 

Indirect Annual Losses Due to Reduced/Foregone Income ($2008) 

AGE 

3-7 
8-12 

13-17 

18-22 

23-27 

28-32 

33-37 
38,42 

43-47 

48-52 

53-57 

Own Parents/Caregiver Totals 

,1'$50;392' " , ' 
" 1 .'''' ,-~.'''; .' ,; ~.'_'._ .}::' $50.39~i 

$48,136 

,,. 
$0 

$0 
"', ,$19,133 

" ..•... , :~:-... 
$19,064 

';'$1a;o50(- " 
~~, ,',,> • .: • .-

$17,044 

$48,136 

... , r., $33,746'''' 
. '.- ... ~'''_~, ",".r- 1-. , ',\" :' :>!<:-.:".~~3;'~~ 

$31,672 $31,672 
":' ',.. ,', $16;706 ", 

,'J: ,.. ~ I·;' " •• 
'C'"' ',':"::,,'$35,639 

. " _ ••. - ',' "'~' ••• "t,. -,,' ': 

$2,752 $21,837 

$la:050' ", ," -',' .' 
$0 $17,044 

, "<' -:':"> $j~,5~f-":_~"~. \i.~; 
$14,352 

' .. :':.' ~:~_$j>~:!::;';l' ,~:, ~: '1 :',: r ~ t~,; . ~'1,~.5~~; 
$0 

;-'.;, $10,49,0:' '",::''' $.0" , , 

$14,352 

,'r:.,,'<;.,'I-:" $1W400 

Total Costs: $1,926.790 

$0 

$25 $1,693 

Other Total 

$:I7Ii';', , $12,643 .. 
$325 $18,379 
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Cohort 3 - "No Improvement" 

01 rect Annual Medical Expenditures ($2008) 

AGE 

3·7 

8·12 

13·17 

18-22 

23·27 

28-32 

33·37 

38-42 

43·47 

48-52 

53·57 

58·62 

63·66 

Physlciansl 
Dentists 

Drugs Altemative Behavioral 
Therapy Interventions 

ERiHosp Home 
Health 

Travel Total 

"'.;><-"'>'-"'''>'-'I-~'~"}''~' "~···~'l',J!"!I'-i1"l.""""''''''''r'''-··.\~'·''~~''''·'~'I''.'r.'-. -"'". ... ' .... ~.!'J., ~:a:r~'..,..'-· .... {" .,,~-,!l!."., r""~' - f 
f:)?~,i·!·.$509~I.:,~~::.:$153!# f;. ~·~,";!$59··. ,~.,.~::.::c.:$4:07,,1~.~.::~~.1'$692~}t:.':1.;-'~,~!"$312"l~~:'·,,}-,·j: $70 ~':': $5,866 L _. _\~," ,., ..... ,(, " '"'," ,,~, ... .;, •• _ )<);~. ,1 .. ~."'~ ~ \li."",~· " ~_ .... X-~l'"~'.,,, •. "_<'~'" ' •. ',_ ..... __ .,,, ,'... , .• ...-.' _.,~,~ .... _ .... _. 

$498 $151 $39 $1,467 $997 $154 $61 $3,368 
~'~';'~~~"---"-'''"',t~\'' ",""""no, &'i,.-..-!'.".tv.-'~·l.'!f."""-"~W·?·'·'·"''''tr.'k )!':' .• ~ .... , •. I .".{ .... r" /_ ~, ., '" '" ," '_-,~ '} ,. OJ •• ,..,. 

l~~~\;:.~.$580·t~f\~!';~$145~.<:q,g:.r;.;;'$331i;,::r!1.~7t§':!:~~~$O..:;r;.::~ ·~-:$906~~.~,'1'O :~'·$124~:8~'1~:. '/'·.'$53' '::h.( ~$1,841;--
-..;,,/.~'~'--"._"-_, ..... ~. __ ............... '_.T ••. ' .... *-'_ _6 •.•.•. , .... :!,,"-'''' ..... ~·{tiL .",""':'. _~.t), ...... ,., .... __ '" .• :t ""'_r .. .u.~. ~,. . _"'"" .4 

$593 $133 $29 $0 $798 $102 $46 $1,701 
... lti:!~.,...,..---'~~'-~·""f'-,.!'lll'f.I:~·,t-:-lm·?'··<;\!;·lIl;"";)' ..... ~-, >it"'r'-"'~"'i"'::f:~' ... ' .... _.-;< ..... t ." .~ ... ,-~~- ....... "" ...... , 

k:!~i':'~:.'~(~~.::0$1j,~;~!~S)d~ ,~~§it:'~i.~~,IY::~1~JO;,;2f/.,;~~"::~.1.9.9,: .. ~~~J~~~.9 ... ~;\J~~~.7;h. ~.~~J:>1<··,$1'.~26.: 
$632 $98 $21 $0 $611 $105 $34 $1,501 

~r$f5~~~·\&:';·:y~~~r~:~~~:~k:J.~1?~~;~.:~J1~:tJ9~~.~j~~~f!4~f?t~~!.:fZ$1!9:~~:~:tSl~~j~;:;.?Jf;~~: 
$989 $71 $16 $0 $412 $180 $25 $1,693 

" ',sli.96 ,,: ,$61', ,~14' ;'>., $q';-~", $~i}::r:;':$jti~?!.'-':"$Ji,D:',i:$t~; 
$948 $51 $12 $0 $378 $16 $19 $1,424 

. . -',"".' ,~ ...... ~. "'-"-'~~'-'r' - .. "::'. •. ,, .... ~ •. '" , ... ~.+., 
";t, $740.' .:: .$40: (",.' $1.1«:,-" ' .... SO;, ,:'."·',$3~t·, ,~.'''': :.$46:,: ,:; .",$16", . $1,204'. 

Direct Annual Non-Medical Expenditures ($2008) 

AGE 

3-7 

8-12 

13-17 

18-22 

23-27 

28-32 

33-37 

38-42 

43-47 

48-52 

53-57 

58-62 

63-66 

Childcare Adultcare 

$0 $18,824 $0 $7 

~:'.:: .(~}:;§~', ~-". ~j~.~3~~. ,. \~./.:?;~' $j(~~;,?:.::'~ ~!::)6~(:' .' \ .~: .~ 
$0 $14,006 $0 $5 

~"'$O~, $12;083,"" $0", $S' 
$0 $10,422 $0 $4 

, $6,686 '$0. ," , 

$0 $628 
• i ~ ,', -

~O :!~" , $512, 
$0 $467 
'$0,,; '-', $341' '; 

$0 $0 

Indirect Annual Losses Due to Reduced/Foregone Income ($2008) 

AGE Own ParentsiCareglver Totals 

3-7 
8-12 

13-17 

16-22 

23-27 

28-32 

33-37 

36-42 

43-47 

48-52 

53,57 

~l~~::~;i~:i ·~;""S9:i~:·~~·:;i~}if~:ir:Nz~~~;:·~~;~e¥2 (~ ~i~~'~'~ ;~}:,~1.A. «. '~;3~; 
$0 $48,136 $48,136 

.~~~ ~:~[.:~~~; :':~ ~;~u::~~';i~~t;~+~·~~::·,~~;~f ;~·:~~~~i i':~:~"~~:~ :::~;:.~.: ~:,~~ 
$0 $42,229 $42,229 

~.~~" ~;:~;·::,$~.I~;~~~·~s~:~r.l tr:~~((Yi'~' }:.!~,~?1\~· :·~~jt~:t~1; .. ?~~\~~:~\: ,$.~:~i 
$38,169 $3,669 $41,838 

,P':: '. ;~~~~~.·1~~~:~ :~_~:~! 5~:f~~~:;~';<~ ~~fJQr:~~ rr:.~,,~;c~1;-'5~:~~; ~'1!~:!;~1~~ 
$34,088 $0 $34,088 

,::'$31.125'"' . 
, .' i·~. . 

,',' ;:':'.;')':'~ .:. ~<:? ':_$Or:", ::{ '. \ -·~J':i:·.;··:, .~ ~l1A25.: 

$28,704 $0 $28,704 

$20.800' ' SO' S20,8OO 

Total Costs: $3,697,979 

Other 

$1,224 

$910 

. $768: 

$677 

Total 

$27,796 

$20,683 

$15,388 
,.~'h', 

$1~,_214. 

$11,103 

. $9:254 
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Cohort 4 - "No Intervention" 

Direct Annual Medical Expenditures ($2008) 

AGE 

3-7 

8-12 

13-17 

18·22 

23-27 

28-32 

33-37 

38-42 

43-47 

48-52 

53-57 

58-62 

63-66 

Drugs Alternative ERiHosp Travel Total 

$498 $151 $0 $0 $154 

:::'~tJ~r~~p.1'4j}~1~~.~~~~7($9£:, f r~:~-::~::~O~:~.~,:!:~~ j~~t~;?~ ~)l?'j},';:~~: ~,~:?: E~~j.i.':·,~$j 
$593 $133 $0 $0 $798 $102 $0 $1 

:''>''$640';''''$.115;':';0' .. $0;;.':-::""····$0-.··"·$700·"1 $109":!···. '$0"1.' 
.~. , .. #~~. 1.> \. (", t. ,'.~, .• .'), •. , •• , .. ,.!,.':~J.j:_,_., .*',~v 

$632 $98 $0 $0 $611 $105 $0 $1.341 
, ,. ... $_8~ .. :.':.·'::. '"$84. '.''' .. ,O,.'.i,,:.,:·.$_O',:<.:;::,·:.·.::.<.$O :: .. : , . '$498' '.".~ '51eo',{ "/":';;'$0' ,:. '::'$1::474: 

_.-' - - _ • ..0) ...... ' .. ,~. ". -".~ "._f 

$989 $71 $0 $0 $412 $180 $0 $1,472 

'~'<.·$~";'··'·~.f(·::,~,:: $lt.:'.~':,;::$b,:'~::.$342 .: ''''':~!6$0 :,: $1'.398 
$948 $51 $0 $0 $378 $16 $0 $1.377 

:-",.- ·-'$'j40.'·,~_;n. »$40'/_""',~::, " ,':$0' \,,, ...... $46" $0 -.$1.131 

Direct Annual Non-Medical Expenditures ($2008) 

AGE Childcare Adultcare Respite Home Special Supported Other Total 
Care Improvement Education Work 

J.7 ',:.;:; ~~,,4~5' c';,'· .$0 ',.:: :.$t,~8!c:; ,,', :'~.~\,s8\':!;$,5,~fl!j/" ',':.i.$O;;: U.:'$~7.8 ';:"~1~,~3i 
8,12 $4,679 $0 $1,109 $163 $12,102 $0 $325 $18.379 

13-17 ... ~:~,g37: '; /~O;!, ,A~~t .. : ",:,:i.~1~{".$.i2.fI9,'~ ': , ... ; ."'~' Ii t ji~l.::~:),l~:a5,~ 
18-22 $3,402 $0 $826 $12 $7.310 $0 $996 $12,545 

23-27 "',' ">''''$'0'' ' $'29'"3'28' "-:',: ,,:,:.-'$0' 'f';', ,'," .. :$'1'1' .1 . .... :,-. .•• $' 0"'" '. '$9"7"8"" .":.' $' ~1'90' 7", "'$' 3' 2' 22' '4 
:"::';~"" ..•• :~.~ .'~~ :.i.·~····,·>ll." D,.'''",/' ·r",,~· . .• j:.-:::,,}.: .. ,-.!.-_,t:~-:.,,_., ..... __ ." .•.. j.,,':\~,,~_'_~ 

28-32 $0 $25,298 $0 $9 $0 $844 $1.645 $27.796 

33-37 i~:::~~X·~.~" ~f;.~:.~~j';~~f:'-·:.'· .. ~::~::\: .P~sf:~:;~ ~,~:~~,,:,~;~~':~~:,_, \: '#»_;:,~~: ~···;: .• j2~~/,_ ~ .. $1.41'9~' -, .,' ~2~.978: 
38-42 

43-47 

48-52 

53-57 

58-62 

63-66 

$0 $18.824 $0 
:.,:." ':$1)< • $i6:2~8; .. ' :.~ .. 

$0:'.: 
$0 $14.006 $0 

. SO $12.083 '$0 

$0 $10,422 $0 
• 'ri':' ·$0· .. • $8:ss8 .,. ': :: '$0\, 

$7 $0 $628 
':. -'; .~., '$61," ~""- $0:': . ~542;" 

$5 $0 $467 

$5 .. . $0 $34i 

$4 $0 $0 
. ~ $4 J :,' $ot .. ,,: .$0 ;: 

Indirect Annual Losses Due to Reduced/Foregone Income ($2008) 

AGE Own 

. i - • $0 3-7 . ;' 
8-12 $0 

13-17 SO 

18-22 $0 

23-27 $38.288 

28-32 $38.169 

33-37 $38.100 . 

38-42 $34.088 

43-47 . $31.125 . 
-' , 

48-52 $28.704 

53-57 / ,. ;;,. ~20.900;; 
.' 

Total Costs: $3,439,065 

Parents/Caregiver 

~50.:i92: 
$48.136 

$44.994 

$42.229 

S22.274 

$3.669 

. SO 

$0 
$0': 

$0 
.. ,. '.' SO " ,... .-.'. 

Totals 

. $5~.39~ 
$48.136 

$44.994' 

$42.229 

$60.540 

$41.838 

$36.100 

$34.088 

$3~.125 

$28.704 

$20.,eoo 

$1.224 

$1,057 

$910 

$788 

$20.683 

.$1.1,642 

$15.388 

$13.214' 

$677 $11.103 
$585 '.' $9;254. 
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Professor. He also served on Board of Directors for Capital Metro (the Austin area transit 
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Cost Benefit Ana lysis 

Contents: 
• Effect on Commercial Insurance Rates 

• Effect on State Employee Claims if Legislature 
Extends Benefits to Dependents of State Workers 

• Long-Term Considerations 

• Other State Estimates 
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Summary of HB 187 

Bill Summary: 
• Requires private insurance coverage for diagnosis 

and treatment of autism, up to $36,000 annually 

• Provides for coverage of medically necessary, 
evidence-based services 
• Speech, Occupational, and Physical Therapy 

• Psychological and Psychiatric Care 

• Pharmacy Care 
• Rehabilitative Care, including Applied Behavior Analysis 

Commercial Insurance 
Cost Estimate 

Assumptions: 
• Approximately 48,425 Alaskans between the ages of 2 

and 20 are insured under plans subject to HB 187, based 
on census estimates, adjustments for uninsured, and for 
ERISA preemption 

• A treated prevalence rate between 1 in 250 to 1 in 400, 
to reflect the number of children satisfying the diagnostic 
criteria for autism who will require and seek treatment 
once coverage is available 

• Highest expenditures experienced during early childhood 
years, tapering downward as child approaches adulthood 

4 

2 
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Commercial Insurance 
Cost Estimate 

Assumptions (cont'd): 

• 85% Medical Loss Ratio (Industry Standard) to convert 
claims increase to premium revenue requirement 

• Estimated premium base of $345,975,000 for 2009, based 
on 2008 Report of the Alaska Division of Insurance 

• Average Annual Individual Policy cost of $4,683 and 
Family Policy cost of $12,351 (Kaiser Family Foundation) 

• An adequate provider network will be in place on the 
legislation's effective date 

How Many? 

Eligible Beneficiaries 

Total Aged 2-20 Yrs (Census '06 Est.) 190,947 

% with Group Health Insurance 55.9% 

Total Group Insured Aged 2-20 106,664 

% Non-ERISA Plans (MEPS) 45.4% 

Total Non-ERISA Aged 2-20 48,425 

5 

3 
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How Many? 

Treated Prevalence Assumptions 
Prevalence children wi autism seeking and requiring 
significant levels of treatment 
- Shimabukuru et al. (2008): 1 in 526 
- Leslie et al. (2007): 1 in 520 
- Liptak et al. (2006): 1 in 476 
- Mandell et al. (2006): 1 in 500 

Based on literature, 1 in 500 (0.20%) of children with 
autism seek and require significant levels of treatment 
- This statistic has remained stable since 1999 

For purposes of this cost analysis, I have assumed a 
treated prevalence ranging from 1 in 250 to 1 in 400 

How Much? 

Low Estimate (Treated Prevalence 1 in 400)' , 

# Treated Cost per 
Age Band Children Prevalence Person Total $ Cost 

2 to 4 7,573 0.25% $30,000 $567,999 

5 to 9 11,962 0.35% $19,660 $823,127 

10 to 14 12,861 0.25% $6,758 $217,292 

15 to 19 13,346 0.20% $2,525 $67,400 

20 years 2,682 0.20% $2,525 $13,543 

Total 48,425 $1,689,361 

% PM PM (wI 85% MLR) 0.57% 

$ PMPM (wI 85% MLR) $2.24 

4 
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How Much? 

Mid Estimate (Treated Prevalence 1 in 325)' , 

# Treated Cost per Total $ 
Age Band Children Prevalence Person Claims 

2 to 4 7,573 0.30% $36,000 $817,918 

5 to 9 11,962 0.45% $26,200 $1,410,357 

10 to 14 12,861 0.30% $9,000 $347,256 

15 to 19 13,346 0.25% $3,500 $116,782 

20 years 2,682 0.200/0 $3,500 $18,773 

Total 48,425 $2,711,085 

% PMPM (wI 85% MLR) 0.92% 

$ PMPM (wI 85% MLR) $3.60 

How Much? 

Hiah Estimate (Treated Prevalence 1 in 250)' , 

# Treated Cost per Total $ 
Age Band Children Prevalence Person Claims 

2 to 4 7,573 0.45% $36,000 $1,226,877 

5 to 9 11,962 0.67% $30,500 $2,444,498 

10 to 14 12,861 0.35% $9,000 $540,176 

15 to 19 13,346 0.30% $3,500 $140,138 

20 years 2,682 0.25% $3,500 $23,466 

Total 48,425 $4,375,156 

% PMPM (wI 85% MLR) 1.49% 

$ PMPM (wI 85% MLR) $5.81 
III 

5 

3152 



James N. Bouder, MPA Health and Social Services Committee 
March 24, 2009 The Cost-Benefit of HB 187 of 2009 

3153 

Short-Term Cost Estimates 

Estimated 0;' and $ PMPM Increase bv Year' 0 , 

Estimated % Increase In Premiums by Year 

Year 4 and 
Scenario Year! Year 2 Year 3 Beyond 

Low 0.14% 0.29% 0.43% 0.57% 
Mid 0.23% 0.46% 0.69% 0.92% 
High 0.37% 0.75% 1.02% 1.49% 

Estimated $ Increase PMPM by Year 

Year 4 and 
Scenario Year 1 Year 2 Year 3 Beyond 

Low $0.55 $1.13 $1.67 $2.24 
Mid $0.90 $1.79 $2.69 $3.60 
High $1.44 $2.92 $3.97 $5.81 

State Fiscal Impact 
(Hypothetical) 

Fiscal ImDact if State Plans Included in HB 187' , 

$ Cost Per 
Annual $ Employee Per 

Scenario Total Month 

Low $334,990 $1.86 
Mid $543,384 $3.02 

High $875,452 $4.86 

Assumed same prevalence rates and costs per age band as 
with Commercial Insurance Estimate 

" 

Based on census and claims data provided by the Division of 
Retirement and Benefits 

6 
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Future Savings 

Access to Treatment Reduces Future Costs 
• Avoided human service system costs very high 

- Jacobson et al. (1999) - $2 million per person over lifespan 
- Chasson et al. (2007) - $208,500 per capita savings during 

school years alone 

Ganz (2007) - Incremental societal cost for not treating 
autism approximately $3.2 million per person 
- Adult care and lost productivity comprise the largest 

component of this cost 
- Also, lost productivity for primary caregivers a significant 

contributor to the societal cost 

Other State Findings 

Cost Analyses in Other States 

SEE ATTACHMENT "A" 

13 

7 



James N. Bouder, MPA Health and Social Services Committee 
March 24, 2009 The Cost-Benefit of HB 187 of 2009 

3155 

Conclusion 

HB 187 Will Cost Little. But Save Much 
After an adequate provider network is in place, Alaskan 
insurance ratepayers can expect premium increases 
ranging from 0.57% to 1.49% 
Alaska can save approx. $208,500 per child in avoided 
special education costs during the school years alone 
Alaska can save approx. $2.0 million in avoided, lifetime 
human service costs per child who receives treatment 
Conclusion: Based on my review of the data and extant 
literature, the cost of providing effective treatment to 
children with autism is low, but the future savings from 
providing such treatment is Significant 

15 

Questions? 

II. 

8 
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ATTACHMENT "An 

- .. ".': ' .' :~. -: .' • . , Estimated % ., :. 
. Eligibility/. '. ." Llfetll11e Premium ; 

State/Party .. Disposition Annual Cap Limit· . Increase 

Arizona Birth to 16 yrs $50,000 to None 
age 9, 
$25,000 
ages 10-16 

Key HealthCare Concepts, LLC' Independent 0,33%-0,69% 

Florida < 18yrs or 18 $36,000 $200,000 
yrs & older if in 
HS & have a DO 
dx by age 8 

Bouder, James N.2 Proponent 0,37%-0.75% 

Louisiana < 17 yrs $36,000 $144,000 
Bouder. James N,3 Proponent 0,27%-0.56% 

Louisiana Office of Group Benefits' Independent 0.29% 
Pennsylvania < 21 yrs $36,000 None 

Abt Associates' Independent +/-1% 
Blue Cross of Northeastern PA6 Opponent +/- 0.50% 
Bouder. JN et al. 7 Proponent +/-1% 
Highmark Blue Shields Opponent +/- 0.50% 
PA Department of Insurance9 Independent +/-1% 

South Carolina < 16yrs& Ox $50,000 None 
w/ ASD at age 
8 or younger 

Governor Sanford (Veto Letter) Opponent +/-1% 

1 Key HealthCare Concepts. LLC (2008). Actuarial Report Regarding Financial Impacts [Regarding private 
insurance coverage for autism treatment]. p. 4. 
2 Bouder, IN for Autism Speaks (2008) [Financial Impact Section Only]. Report Under § 624.215(2). Fla. Stat. 
(2007). Assessing the Social and Financial Impacts of House Bill 1291 and Senate Bill 2654. retrieved from 
<http://www.autismvotes.org> 
3 Bouder, IN (2008), Cost Analysis - HB 958 of 2008 (As Amended 4/30/08) (2008), pp, 2-7, retrieved from 
<http://www.autismvotes.org> 
4 Ibid, pp. 7-9 and Exhibit "C-2" 
'Abt Associates, Inc. (2008). Autism Spectrum Disorders Mandated Benefits Review Panel Report: Evidence 
Submitted Concerning Pennsylvania HB 1150, Prepared for the Pennsylvania Health Care Cost Containment 
Council, retrieved from <http://www.phc4.org> 
6 S,ee Mercer (2008). Annual Mandated Health Insurance Services Evaluation, Section 1, Coverage for Autism 
Spectrum Disorders, prepared for the Maryland Health Care Commission. p. 23, evaluating Highmark Blue 
Shield's cost estimate submitted to the Pennsylvania Health Care Cost Containment Council. 
7 Bouder, IN, Stuart Spielman. David S. Mandell (2009). Brief Report: Quantifying the Impact of Autism 
Coverage on Private Insurance Premiums, Journal of Autism and Developmental Disorders. 
8 ~ Mercer (2008), Annual Mandated Health Insurance Services Evaluation, Section 1. Coverage for Autism 
Spectrum Disorders, prepared for the Maryland Health Care Commission, p. 23. evaluating Blue Cross of 
Northeastern Pennsylvania's cost estimate submitted to the Pennsylvania Health Care Cost Containment 
Council. 
9 Commonwealth of Pennsylvania Insurance Department (2008), regarding the effect of Pennsylvania House 
Bill 1150 on commercial insurance rates, p. 8. 
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ATTACHMENT "AW (Cont'dl 

Estimated % 
ElIglbllity/ lifetime Premium 

State/Party Disposition Annual cap LImit Increase 
Connecticut < 13 yrs $50,000 < 9 None 

yrs, $35,000 
9 to 12 yrs 

Oliver Wyman lO Proponent 0.19%-0.49% 
Georgia Not Specified $55,000 None 

Oliver Wyman" Proponent 0.63% 
Maryland < 21 yrs $50,000 None 

Mercer/Oliver Wymanl2 Independent 0.520/0-1.22% 
New Jersey Not Specified None None 

Mandated Benefits Advisory Comm. '3 Independent 1% 
Oklahoma < 21 yrs $75,000 None 

Aon (for OSEEGIB)14 Independent 0.34%-1.00% 
Virginia < 21yrs $36,000 None 

Oliver Wyman l5 Proponent 0.60% 
West Virginia < 24 yrs F5,OOO None 

Bouder, James N.'6 Proponent 0.82% 
Public Employees Insurance Agency17 Independent 1.54% 

Council for Affordable Health InsuranceIB Not Specified Not Specified None 
Opponent +/-1.00% 

10 Oliver Wyman (2009), Actuarial Cost Estimate: Connecticut Senate Bill 301 - An Act Related to Insurance 
for Coverage for Autism, p. 14. 
11 Oliver Wyman (2009). Actuarial Cost Estimate: Georgia Senate Bill 161 - An Act Related to Insurance 
Coverage for Autism. p. 13. 
12 Mercer (200B), Annual Mandated Health Insurance Services Evaluation. Section I, Coverage for Autism 
Spectrum Disorders, prepared for the Maryland Health Care Commission, pp. 30·31. 
13 New Jersey Mandated Benefits Advisory Commission (2006), Evaluation of the Impact of Autism Mandated 
Benefits contained in Assembly Bill A-999. 
14 Aon (2009). Memorandum Regarding the Cost Impact of Oklahoma SB 1 on the Office of State Education 
Employees Group Insurance Board's Health Plans. 
15 Oliver Wyman (2009), Actuarial Cost Estimate: Virginia House Bill 15BB - Coverage for the Diagnosis and 
Treatment of Autism Spectrum Disorder, p. 12. 
16 Bauder, JN (2009), Cost Analysis - House Bill 4091 Pertaining to Private Insurance Coverage for Autism 
Diagnosis and Treatment. 
17 West Virginia Public Employee Insurance Agency (2008). Fiscal Note Summary on Effect HB 4091 will have 
on Costs and Revenues of State Government. 
18 The Council for Affordable Health Insurance (March 2009), "The Growing Trend Toward Mandating Autism 
Coverage", Issues and Answers, p. 2. 

. . " 



.. CDC - Diagnostic Criteria, Autism Spectrum Disorders - NCBDDD 

r.Jjf'iI Centers for Disease Control and Prevention 
~< Your Online Source for Credible Health Information 

Diagnostic Criteria 

The American Psychiatric Association's Diagnostic and Statistical 
Manual-IV, Text Revision (DSM-IV-TR) 1 provides standardized 
criteria to help diagnose ASDs. 

Diagnostic Criteria for 299.00 Autistic Disorder 

• Six or more items from (1), (2), and (3), with at least two 
from (1), and one each from (2) and (3): 

• qualitative impairment in social interaction, as 
manifested by at least two of the following: 

• marked impairment in the use of multiple 
nonverbal behaviors such as eye-to-eye gaze, 
facial expression, body postures, and gestures to 
regulate social interaction 

Page 1 of 1 

• failure to develop peer relationships appropriate to developmental level 
• a lack of spontaneous seeking to share enjoyment, interests, or achievements 

with other people (e.g., by a lack of showing, bringing, or pointing out objects 
of interest) 

• lack of social or emotional reciprocity 

• qualitative impairments in communication as manifested by at least one of the 
following: 

• delay in, or total lack of, the development of spoken language (not 
accompanied by an attempt to compensate through alternative modes of 
communication such as gesture or mime) 

• in individuals with adequate speech, marked impairment in the ability to 
initiate or sustain a conversation with others 

• stereotyped and repetitive use oflanguage or idiosyncratic language 
• lack of varied, spontaneous make-believe play or social imitative play 

appropriate to developmental level 

• restricted repetitive and stereotyped patterns of behavior, interests, and activities, 
as manifested by at least one onne following: 

• encompassing preoccupation with one or more stereotyped and restricted 
patterns of interest that is abnormal either in intensity or focus 

• apparently inflexible adherence to specific, nonfunctional routines or rituals 
• stereotyped and repetitive motor manners (e.g., hand or finger flapping or 

twisting, or complex whole-body movements) 
• persistent preoccupation with parts of objects 

• Delays or abnormal functioning in at least one ofthe following areas, with onset prior to 
age 3 years: (1) social interaction, (2) language as used in social communication, or (3) 
symbolic or imaginative play . 

• The disturbance is not better accounted for by Rett's Disorder or Childhood 
Disintegrative Disorder. 

3158http://cdc.gov/ncbddd/autismlhcp-dsm.html 1/2712010 
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Diagnostic Criteria for 299.80 Asperger's Disorder 

• Qualitative impairment in social interaction, as manifested by at least two of the 
following: 

• marked impairment in the use of multiple nonverbal behaviors such as eye-to eye 
gaze, facial expression, body postures, and gestures to regulate social interaction 

• failure to develop peer relationships appropriate to developmental level 

• a lack of spontaneous seeking to share enjoyment, interests, or achievements with 
other people (e,g., by a lack of showing, bringing, or pointing out objects of interest 
to other people) 

• lack of social or emotional reciprocity 

• Restricted repetitive and stereotyped patterns of behavior, interests and activities, as 
manifested by at least one of the' following: 

• encompassing preoccupation with one or more stereotyped and restricted patterns 
of interest that is abnormal either in intensity of focus 

• apparently inflexible adherence to specific, nonfunctional routines or rituals 

• stereotyped and repetitive motor mannerisms (e.g., hand or finger flapping or 
twisting, or complex whole-body movements) 

• persistent preoccupation with parts of objects 

• The disturbance causes clinically significant impairment in social, occupational, or other 
important areas of functioning. 

• There is no clinically significant general delay in language (e.g., single words used by age 
2 years, communicative phrases used by age 3 years). 

• There is no clinically significant delay in cognitive development or in the development of 
age-appropriate self-help skills, adaptive behavior (other than in social interaction), and 
curiosity about the environment in childhood. 

• Criteria are not met for another specific Pervasive Developmental Disorder or 
Schizophrenia. 

299.80 Pervasive Developmental Disorder Not Otherwise Specified (Including 
Atypical Autism) 

This category should be used when there is a severe and pervasive impairment in the 
development of reciprocal social interaction associated with impairment in either verbal or 
nonverbal communication skills or with the presence of stereotyped behavior, interests, and 
activities, but the criteria are not met for a specific Pervasive Developmental Disorder, 
Schizophrenia, Schizotypal Personality Disorder, or Avoidant Personality Disorder. For 
example, this category includes "atypical autism" - presentations that do not meet the criteria 
for Autistic Disorder because of late age at onset, atypical symptomatology, or subthreshold 
symptomatology, or all of these. 

315 Shttp://cdc.gov/ncbddd/autismlhcp-dsm.html 1/2712010 
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Diagnostic Criteria for 299.80 Rett's Disorder 

• All ofthe following: 

• apparently normal prenatal and perinatal development 
• apparently normal psychomotor development through the first 5 months after birth 
• normal head circumference at birth 

• Onset of all of the following after the period of normal development: 

• deceleration of head growth between ages 5 and 48 months 
. • loss of previously acquired purposeful hand skills between 5 and 30 months with 

the subsequent development of stereotyped hand movements (e.g., hand-wringing 
or hand washing) 

• loss of social engagement early in the course ( although often social interaction 
develops later) 

• appearance of poorly coordinated gait or trunk movements 
• severely impaired expressive and receptive language development with severe 

psychomotor retardation 

Diagnostic Criteria for 299.10 Childhood Disintegrative Disorder 

• Apparently normal development for at least the first 2 years after birth as manifested by 
the presence of age-appropriate verbal and nonverbal communication, social 
relationships, play, and adaptive behavior. 

• Clinically significant loss of previously acquired skills (before age 10 years) in at least two 
of the following areas: 

• expressive or receptive language 
• social skills or adaptive behavior 
• bowel or bladder control 
• play 
• motor skills 

• Abnormalities of functioning in at least two of the following areas: 

• qualitative impairment in social interaction (e.g., impairment in nonverbal 
behaviors, failure to develop peer relationships, lack of social or emotional 
reciprocity) 

• qualitative impairments in communication (e.g., delay or lack of spoken language, 
inability to initiate or sustain a conversation, stereotyped and repetitive use of 
language, lack of varied make-believe play) 

• restricted, repetitive, and stereotyped patterns of behavior, interest, and activities, 
including motor stereotypes and mannerisms 

• The disturbance is not better accounted for by another specific Pervasive Developmental 
Disorder or by Schizophrenia 

3160http://cdc.gov/ncbddd/autismlhcp-dsm.html 1127/2010 
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HB 187 - Autism Insurance Reform 

WHAT: 

• HB 187 will require Insurance coverage for autism spectrum disorders. 
• Autism Is a disorder affecting at least lin 150 children with approximately 1 in 500 

requiring significant clinical treatment. Alaska currently has 1,512 children and youth 
under the age of 21 who have autism; approximately 454 need Significant clinical 
treatment. 

WHY: 

• Because Alaska law does not require Insurance coverage for autism services, families 
that do not qualify for DHSS services payout of pocket, often as much as $50.000 per 
year or more; In some Instances. bearing this burden results In divorce or bankruptcy. 
Families that cannot afford to do so, go without crucial intervention. 

• Autism Is treatable. 30 years of research shows that with treatment, many children 
overcome the severe symptoms of their disorder . 

./ About half the children who receive intensive early intervention achieve normal 
functioning after 2-3 years of treatment . 

./ There is an average gain of 22 10 pOints . 

./ 1/3 gained 45 10 points . 

./ Nearly 50% of those receiving intensive early intervention do not require lifelong 
services and supports. 

• The earlier the diagnosis. the more effective treatment Is. The diagnostic process 
involves a comprehensive assessment (neurodevelopmental pediatrics, psychology, 
speech, occupational and physical therapy, ophthalmology, audiology) by a 
multidisciplinary team. Only those children who meet speCific medical criteria are 
diagnosed with autism. 

• Treatment equals savings. With treatment, Alaska will see savings of $208,500 per 
capita in avoided special education costs and lifetime savings of $1.08 million per capita. 
Treatment may include the following medically necessary services . 

./ Pharmacy, psychiatric, psychological, rehabilitative and therapeutic care . 

./ Rehabilitative care includes applied behavior analysis (the deSign, 
implementation and evaluation of environmental modifications to produce 
SOCially significant improvement in human behavior or to prevent the loss of an 
attained skill or function. 

(Continued on back side) 

PO Box 240249, Anchorage, AK 99524-0249 
Phone (907) 269-8990 . Toll Free (888) 269-8990· Fax (907) 269-8995 
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HB 187 - Autism Insurance Reform 

• Without treatment It Is estimated that It will cost the state $3.2 million per capita. 
(Michael Ganz, Harvard economist) 

• Coverage of medically necessary autism treatment In Alaska will enable many children 
to access the services they need and live more productive lives. 

• Most private Insurance pOlicies specifically exclude coverage for treating autism, even 
when the services are otherwise covered by the health plan. 

• HB 187 requires private Insurance policies (approximately 23% of all Insurance plans) 
to provide a maximum coverase of $36,000 a year for the diagnosis and treatment of 
autism spectrum disorders, Including but not limited to applied behavior analysis. 

0/ Must be prescribed by a licensed physiCian, psychologist or advanced nurse 
practitioner. 

0/ Must be provided by an autism service provider as identified in a treatment plan 
developed following a comprehensive evaluation. 

0/ Must identify the medically necessary pharmacy care, psychiatric care, 
psychological care, rehabilitative care and therapeutic care. 

• The maximum likely cost of such coverage to the private Insurance ratepayer Is 
approximately 0.92% or $3.60 per policyholder per month. 

PO Box 240249, Anchorage, AK 99524-0249 
Phone (901) 269-8990' Toll Free (888) 269-8990· Fax (907) 269-8995 
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Diagnosis of Autism Spectrum Disorders 

Autism Spectrum Disorders (ASD) covers a wide range of symptoms from very mild to 
severe. ASD affects social skills, communication and cognitive development. ASD 
affects the individual's ability to conveyor interpret others' emotions. Children may 
engage in restricted and/or repetitive play and have unusual attachments to objects. 
People with ASD might not seem interested in other people and prefer to be alone. People 
with ASD might not seem interested in other people and prefer to be alone. Some 
children with ASD do not like to be held or cuddled, and many do not make eye contact 
with others. Individuals with ASD also show varied degrees in impairment in their verbal 
and nonverbal communication. Some individuals with ASD may be nonverbal, while 
others may not have any difficulty speaking. Some repeat something previously heard or 
use stock phrases or learned scripts to communicate. Cognitively, individuals with ASD 
develop differently from others. Many people with ASD have difficulty processing 
sensory stimuli and verbal input, and this affects their understanding of the world around 
them. 

It is important to note that some people without an ASD might also have some of these 
symptoms. But for people with an ASD, the impairment is bad enough to make life very 
challenging in terms of interacting with others, communicating, learning or holding down 
a job . 

The Governor's Council on Disabilities recommended that the state establish universal 
screening for ASD during well-child exams to identify children who have behaviors that 
could indicate a disorder. The American Academy of Neurology recommends immediate 
referral for a diagnostic evaluation for any of the following: 

• No babbling by 12 months 
• No gesturing by 12 months 
• No single words by 16 months 
• No 2 work spontaneous phrases by 24 months 
• Any loss of any language or social skills at any age 

ASD screenings identify those children who require a comprehensive assessment across 
developmental and physical domains. Professionals from mUltiple disciplines then 
conduct a complete assessment (i.e. neurodevelopmental pediatrics, psychology, speech, 
occupational and physical therapy, ophthalmology, audiology). For young children, it is 
especially critical to conduct a differential diagnosis to rule out any other possible genetic 
or medical disorders. 

The diagnosis focuses on determining to what extent the child has: 

• Irregularities and impairments in communication 
• Engagement in repetitive activities and stereotyped mO\'cmcnts 
• Rcsistancc to cm'irolllm:ntal change or change in daily routines 
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• Unusual responses to sensory experiences 

In order to receive a diagnosis of ASD, the child must show qualitative impairment in 
reciprocal social interaction, qualitative impairment in communication and repetitive, 
stereotypical behaviors that interfere with his or her ability to develop, communicate and 
learn compared to typically developing peers. 

In order to qualify for special education with an ASD, a child must 

• exhibit a developmental disability significantly affecting verbal and non-verbal 
communication and social interaction, generally evident before age three, that 
adversely affects educational performance; and 

• require special facilities, equipment, or methods to make the child's educational 
prograrns effective; and 

• be diagnosed as having an autism spectrum disorder by a psychiatrist, physician, 
licensed psychologist or advanced nurse practitioner; and 

• be certified by a group consisting of qualified professional and a parent of the 
child as qualifying for and needing special education services 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: HB 188 
o Publish Date: 

,ld",e"n",ti"fre",r...,(:=.;F",ile:...;..;N-"am=e:;.): __ .;.H"B:..;1 .. 8"8-",:R,,E,::V,,-... TAX=":'-i'0ii2~-2:::2;.-1;..:0,-____ Dept. Affected"': __ ==i:R;::e"ve:;:n:.:u;:;e=== ______ _ 
Title ______ T'-'a:.:x"o:::n.:..::M~o:::i.:.::t.::S~n~u:::ff'_ _____ RDU Taxation and Treasury 

Component Taxation and Treasury 
Representative Herron Sponsor 

Requester __ ",(H.!J)"H.::e"a:;;lt:;:h"&=-=S,,o=ci:::a.:..1 S::.e"'N=ic::e:::. ______ Component No. 2476 

Expenditures/Revenues (Thousands of Dollars) 
Note' Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required 

OPERATING EXPENDITURES FY 2011 FY 2011 
Personal Services 24.2 0.0 
Travel 0.5 0.0 
Contractual 186.2 0.0 
Supplies 0.2 0.0 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 211.1 0.0 

'CAPITAL EXPENDITURES o 0.0 , 

ICHANGE IN REVENUES ( • 0.0 I 
FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 211.1 0.0 
1005 GF IProgram Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 211.1 0.0 

Estimate of any current year (FY2010) cost: o 
POSITIONS 
FUll-time 0.25 0 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

See Attached. 

Prepared by: Johanna Bales 
Division Tax Division 

Approved by: Ginger Blaisdell, Director 

Agency Administrative Services Division 

(Re~,Wd 912008 OMS) 

Information 
FY 2012 FY 2013 FY 2014 FY 2015 

24.2 24.2 24.2 24.2 
0.5 0.5 0.5 0.5 
1.2 1.2 1.2 1.2 
0.2 0.2 0.2 0.2 

26.1 26.1 26.1 28.1 

0.0 , 0.0 , 0.0 , 0.0 , 

Thousands of Dollars) 

26.1 

26.1 

0.25 

26.1 26.1 

26.1 26.1 

0.25 0.25 

Phone 907-269-6628 
DatelTime 3-20-09; 4:01 p.m. 

26.1 

26.1 

0.25 

Date _______ _ 

Page 1 of _2_ 

FY 2016 
24.2 

0.5 
1.2 
0.2 

26.1 

0.0, 

26.1 

26.1 

0.25 
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STATE OF ALASKA BILL NO. HB 188 -=--=-----
2010 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

8i11 Language: 
Alaska levies a tax on other tobacco products (OTP) at the rate of 75% of the wholesale cost. OTP includes any product 
containing tobacco that is not a cigarette. Moist snuff is one of many tobacco products upon which the OTP tax is 
currently levied. This bill will change the tax on moist snuff from an ad valorem tax (tax based on value) to a tax based on 
weight. All other tobacco products will continue to be taxed at the rate of 75% of the wholesale cost. Moist snuff will be 
taxed at the rate of $1.88 per ounce. Moist snuff is defined as any finely cut, ground, or powdered tobacco that is not 
intended to be smoked or placed in the nasal cavity. 

Revenues: 
If Alaska had levied a tax on moist snuff at the rate of $1.88 during fiscal year 2008 and consumption was not affected by 
the tax increase, total tobacco products tax revenue would have been approximately $1.1 million more than what was 
collected. Historically, Alaska and other states have seen a drop in consumption of taxable cigarettes and other tobacco 
products when the tax rate is increased. This drop is due to a decrease in consumption as product price increases (price 
elasticity) and a decrease in taxable consumption as consumers turn to the Internet, mail order, or other means to 
purchase non-taxed product. The OTP tax is not levied on tobacco products, including moist snuff, that is imported into 
the state for personal consumption. It is legal for an individual to purchase other tobacco products off the Internet or 
through the mail without paying the tobacco products tax. 

Based on an analysis of tax returns, the wholesale price of the most popular lower-priced brands in FY 2008 averaged 
$1.03 per ounce. The average tax under the current tax structure in FY 2008 was $.77 per ounce for a total average 
cost of $1.80. Under the proposed weight-based tax, the total average cost would be $2.91 per ounce, a 61 % increase. 
Lower cost moist snuff products have an approximate 35% market share in Alaska. This market share has been 
increasing over the last few years as consumers continually look for cheaper products. It is expected that many of these 
consumers will turn to the Internet for moist snuff once the price of the product increases due to the increase in tax. This 
will, in tum, reduce the amount of revenue expected from this tax increase. Due to price elasticity and the unknown 
number of consumers who will tum to tax free Internet product, it is difficult to determine the change in revenues as a 
result of this legislation. 

Expenditures: 
This bill would require the Department of Revenue to add an additional tax program requiring a new tax return and 
license for other tobacco products. Collections, examination and compliance can be handled using existing staff. We 
anticipate requiring one-quarter of an Analyst Programmer IV (Range 20) for reprogramming and maintenance of the 
related aspects of our tax database system. There will also be $185,000 in one -time startup expenses: $175,000 for 
adding the new program to our tax examination and licensing system, and $10,000 for education and communication with 
stakeholders as we implement the new tax program. 

Page 2 of 2 
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AMENDMENT 

26-LS0714\N.5 
Bullock 
2/23/1 0 

OFFERED IN THE HOUSE BY REPRESENT A TIVE SEATON 

TO: CSHB I 88(HSS), Draft Version "N" 

Page I, line 7, following "products;": 

2 Insert "relating to the offense of selling tobacco to a minor;" 

3 

4 Page 6, following line 18: 

5 Insert a new bill section to read: 

6 "* Sec. 18. AS 11.76.\OO(e) is repealed." 

7 

8 Renumber the following bill sections accordingly. 

9 

10 Page 6, line 27: 

II Delete "sec. 19" 

12 Insert "sec. 20" 

L -1-
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26-LS0714\NJ 
Bullock 
2/23110 

AMENDMENT 

OFFERED IN THE HOUSE BY REPRESENTATIVE SEATON 

TO: CSHB 188(HSS), Draft Version "N" 

Page 3, line 16: 

2 Delete "sold" 

3 

4 Page 3, line 17, following "(I)": 

5 Insert "sold" 

6 

7 Page 3, line 19, following the second occurrence of "in": 

8 Insert "packages of not less than I 0 units and in" 

L -1-



AMENDMENT 

26-LS0714IN.2 
Bullock 
2/23/10 

OFFERED IN THE HOUSE BY REPRESENTATIVE SEATON 

TO: CSHB ISS(HSS), Draft Version "N" 

Page I, line 7, following "products;": 

2 Insert "relating to the offense of selling tobacco to a minor;" 

3 

4 Page I, line 9: 

5 Insert a new bill section to read: 

6 "* Section 1. AS 11.76. 100(a) is amended to read: 

7 (a) A person commits the offense of seIIing or giving tobacco or nicotine to a 

S minor ifthe person 

9 (I) negligently sells a cigarette, a cigar, tobacco, or a product 

10 containing tobacco or nicotine to a person under 19 years of age; 

II (2) is 19 years of age or older and negligently exchanges or gives a 

12 cigarette, a cigar, tobacco, or a product containing tobacco or nicotine to a person 

I3 under 19 years of age; 

14 (3) maintains a vending machine that dispenses cigarettes, cigars, 

15 tobacco, or products containing tobacco or nicotine; or 

16 (4) holds a business license endorsement under AS 43.70.075 and 

17 allows a person under 19 years of age to sell a cigarette, a cigar, tobacco, or a product 

IS containing tobacco or nicotine." 

19 

20 Page I, line 10: 

21 Delete "Section I" 

22 Insert "Sec_ 2" 

23 

'-

L -1-
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Renumber the following bill sections accordingly. 

2 

3 Page 3, line 3: 

4 Delete "sec. 4" 

5 Insert "sec. 5" 

6 

7 Page 6, line 21: 

8 Delete "Sections I - 4 and 6 - 17" 

9 Insert "Sections 2 - 5 and 7 - 18" 

10 

I I Page 6, line 23: 

12 Delete "Section 5" 

13 Insert "Section 6" 

14 

15 Page 6, line 24: 

16 Delete "sec. 5" 

17 Insert "sec. 6" 

18 

19 Page 6, line 25: 

20 Delete "Section 5" 

2 I Insert "Section 6" 

22 Delete "sec. 4" 

23 Insert "sec. 5" 

24 

25 Page 6, line 27: 

26 Delete "sec. 19" 

27 Insert "sec. 20" 

L -2-
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AMENDMENT 

26-LS071 4IN.4 
Bullock 
2/23/10 

OFFERED IN THE HOUSE BY REPRESENT A TIVE HOLMES 

TO: CSHB 188(HSS), Draft Version "N" 

Page I, lines 1 - 2: 

2 Delete ", including spitless moist snufftobacco" 

3 

4 Page 2, line 14: 

5 Delete "at the rate in (b) of this section [RATE" 

6 Insert "in the amounts described in (b) of this section [AT THE RATE" 

7 

8 Page 2, line 26: 

9 Delete "rate" 

10 

II Page 2, line 27: 

12 Delete", other than spitless moist snuff tobacco, is" 

13 Insert "is an amount equal to the wholesale price, but may not be less than" 

14 

15 Page 2, line 30: 

16 Delete all material. 

17 

18 Renumber the following paragraph accordingly. 

19 

20 Page 2, line 31, through page 3, line I: 

21 Delete "subject to the tax rates in (I) and (2) of this subsection is 75 percent of' 

22 Insert "is an amount equal to" 

23 

L -1-
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2 

3 

Page 3, lines 3 - II; 

Delete all material. 

4 Renumber the following bill sections accordingly. 

5 

6 Page 4, line 16, following "tobacco;"; 

7 Insert "and" 

8 

9 Page4,linesI7-18; 

10 Delete" other than spitless moist snuff tobacco; and 

I I (3) spitless moist snuff tobacco" 

12 

13 Page 6, line 12; 

14 Delete "(I), and (9)" 

15 Insert "and (I)" 

16 

17 Page 6, lines 12 - 16; 

18 Delete "; 

26-LS0714\NA 

19 (9) "spitless moist snuff tobacco" means moist snuff tobacco that is 

20 typically steam-pasteurized smokeless tobacco in a tea-bag-like pouch designed to be 

21 placed between the cheek and gum and is manufactured to obviate the need for 

22 spitting" 

23 

24 Page 6, line 21; 

25 Delete "(a) Sections I - 4 and 6 - 17" 

26 Insert "Sections I - 16" 

27 

28 Page 6, lines 23 - 26; 

29 Delete all material. 

30 

31 Renumber the following bill section accordingly. 

L -2-
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2 Page 6, line 27: 

3 Delete "Except as provided in sec. 19 ofthis Act, this" 

4 Insert "This" 

L -3-
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Sponsor Statement 

House Bill 188: Taxation on Moist Snuff Tobacco 
(CS HB 188 (HSS) version 0714\N) 

It is the Sponsor's intention that this bill will have two results: 
• Provides a disincentive for Alaskans (particularly young Alaskans) to start 

using moist snuff tobacco products; and 
• Increases the amount of tax on such products collected by the State. 

Currently in state law, cigarettes are taxed at 10 cents per cigarette ($2 a pack) 
and all other tobacco products (OTP) are taxed ad valorem at 75% of their 
wholesale price. Moist snuff tobacco (more commonly called "dipping tobacco") 
presently falls under the OTP tax regime. 

HB 188 distinguishes between two types of moist snuff tobacco (MST): spitless 
MST and all other MST. The former are light-weight products that come in 
teabag-like pouches and obviate the need for expectoration. HB 188 taxes these 
dang~rous new light-weight products that are being targeted towards youth at 
100% ad valorem. All other MST will be taxed on a weight-based system of 
$1.88 per ounce. All other OTPs remain taxed at an ad valorem rate of 75%. 

Taxing MST (excluding spitless MST) at a $1.88 per ounce is designed to reduce 
the price disparity between discount and premium MST products. $1.88 per 
ounce is currently roughly equal to what the premium brands pay under the ad 
valorem system. The tax on discount brands will increase dramatically - the tax 
on premium brands will remain about the same; however, if the wholesale prices 
on these premium products increase over time (inflation), then the tax would not 
rise commensurately since it is by weight. The bill does include a sunset 
provision, whereby the $1.88 per ounce tax on non-spitless MST products, 
barring further legislative action, would revert back to a 75% ad valorem rate 
after 3 years. 

(There is a nation-wide movement afoot to move to weight-based taxation 
systems for smokeless products (15 states currently use such a method, with 13 
of those having changed to weight-based in the last 9 years). 
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This new taxation system will produce additional state revenue, by raising the 
taxes paid by discount MST brands. The Dept. of Revenue has estimated tax 
revenue would increase by $1.1 million, although that's assuming the same 
amount of product is purchased as before the tax increase. Also, some popular 
MST companies lowered prices recently, having the net effect that this bill might 
result in as much as $1.8 million in additional revenue. 

According to the American Lung Association, "Increasing excise taxes on 
tobacco products is a proven way to reduce use, particularly among kids." 

This bill also increases funding for the education and cessation fund by sending 
25% of the annual tax revenue collected on MST to this fund, which may be used 
for tobacco education and cessation programs. 

Currently, if you order cigarettes for personal use over the Internet, you must pay 
state taxes on those purchases. But in current state law, you do not have to pay 
taxes on any OTP products imported for personal use. This bill closes that 
loophole. 

The bill also requires that cigars be sold in packages of at least five; that loose 
tobacco be sold in packages weighing at least one ounce; and that single dose 
units be sold in the original manufacturer's packaging. 
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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 April 9, 2009 

SUBJECT: 

TO: 

FROM: 

Sectional Summary for CSHB 188(HSS), Draft Version "N" 
(Work Order No. 26-LS07141N) 

Representative Bob Herron 
Co-Chair of the House Health and Social Services Committee 
At~ Ro? £arl

M 
1 

~/f(.t 
Donald M. Bul ock Jr.~. 
Legislative Counsel 

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. Amends AS 37.05.580(a) to authorize the deposit of 25 percent of the annual 
revenue from the tax on moist snuff tobacco into the tobacco use education and cessation 
fund. 

Section 2. Amends AS 43.50.070(b) to exclude a buyer required to be licensed under 
AS 43.50.320(a) (amended in sec. 7 of the bill) from the definition of "licensee." 

Section 3. Amends AS 43.50.300 by adding additional situations in which the excise tax 
on tobacco products is levied. In addition to the situations in current law, the tax would 
be levied when a person ships a tobacco product to an individual in the state for personal 
consumption and when a person brings a tobacco a product into the state for personal 
consumption. 

Section 4. Amends AS 43.50.300 by adding a new subsection that lists the tax rates for 
the excise tax on tobacco products. The rates are $1.88 an ounce for moist snuff tobacco 
other than spitless moist snuff tobacco; 100 percent of the wholesale price on spitless 
moist snuff tobacco, and 75 percent of the wholesale price on other tobacco products. 

Section 5. Amends AS 43.50.300(b), which would be enacted by sec. 4 of the bill, to tax 
moist snuff tobacco at the same rate as tobacco products other than spitless moist snuff 
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Representative Bob Herron 
April 9, 2009 
Page 2 

tobacco. Under sec. 19 of the bill, this section takes effect three years after the effective 
date of sec. 4 of the bill. 

Section 6. Adds a new section, AS 43.50.305, that describes how certain tobacco 
products must be packaged for sale. 

Section 7. Repeals and reenacts AS 43.50.320(a) to add the requirement that a person 
that brings tobacco products into the state for personal consumption must be licensed as a 
buyer. The section continues to requirc distributors to be licensed. 

Section 8. Amends AS 43.50.320(b) to require the Department of Revenue to issue a 
license to a buyer after receiving an application and the payment of a fee of $25. 

Section 9. Amends AS 43.50.320(d) to require certain infonnation to be stated on a 
distributor license. 

Section 10. Amends AS 43.50.320(e) to provide for the renewal of a buyer license. 

Section 11. Amends AS 43.50.330(a) to add additional reporting requirements. The new 
requirements require the disclosure of the wholesale or purchase price of the tobacco 
products, the tax imposed on moist snuff tobacco other than spitIess moist snuff tobacco, 
and the tax imposed on spitIess moist snuff tobacco. (After the effective date of sec. 5, a 
report of the tax on moist snuff tobacco, other than spitless moist snuff tobacco, would 
still be needed for the purpose of detennining the amount of revenue to be deposited into 
the tobacco use education and cessation fund; a portion of all revenue from the tax on all 
moist snuff tobacco is to be deposited into that fund regardless of the tax rate applicable 
to the different categories of moist snuff tobacco.) 

Section 12. Repeals and reenacts AS 43.50.350 to designate the allocation of the tax 
collected on moist snuff tobacco between the tobacco use education and cessation fund 
(25%) and the general fund (75%). The tax on other tobacco products continues to be 
deposited in the general fund. 

Section 13. Amends AS 43.50.390(1) by amending the qefinition of "distributor" to 
include a person that ships a tobacco product into the state for personal consumption. 

Section 14. Amends AS 43.50.390(2) to include a "buyer" in the definition of "licensee." 

Section 15. Amends the definition for "tobacco product" in AS 43.50.390(4) by stating 
that snuff tobacco includes moist snuff tobacco, and' by adding other products that contain 
tobacco or nicotine. Excludes from the definition certain approved products used as a 
tobacco use cessation or harm reduction product or for other medical purposes, so long as 
the product is bcing marketed and used solely for the approved purposes. 
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Representative Bob Herron 
April 9, 2009 
Page 3 

Section 16. Amends AS 43.50.390 by adding definitions for "buyer," "moist snuff 
tobacco," "smokeless tobacco," and "spitless moist snuff tobacco. " 

Section 17. Amends AS 43.70.110 by adding a definition of "cigarette" for the purposes 
of the business license endorsement. 

Section 18. Provides that secs. I - 4 and 6 - 17 of the Act are applicable on the first day 
of the month immediately following the effective date of the section. Provides that sec. 5 
of the Act is applicable on the first day of the month immediately following the effective 
date of sec. 5. (Tobacco taxes are reported on a monthly basis.) 

Section 19. Makes sec. 5 take effect three years after the effective date of sec. 4 of the 
Act. 

Section 20. Except for sec. 19 of the Act, provides that the Act take effect immediately. 

DMB:ljw 
09-230.ljw 



AMENDMENT 

26-LS0714IN.2 
Bullock 
2/23/10 

OFFERED IN THE HOUSE BY REPRESENTATIVE SEATON 

TO: CSHB ISS(HSS), Draft Version "N" 

Page I, line 7, following "products; ": 

2 Insert "relating to the offense ofselling tobacco to a minor;" 

3 

4 Page I, line 9: 

5 Insert a new bill section to read: 

6 "* Section 1. AS 11.76.\OO(a) is amended to read: 

7 (a) A person commits the offense of selling or giving tobacco or nicotine to a 

S minor if the person 

9 (I) negligently sells a cigarette, a cigar, tobacco, or a product 

10 containing tobacco or nicotine to a person under 19 years of age; 

II (2) is 19 years of age or older and negligently exchanges or gives a 

12 cigarette, a cigar, tobacco, or a product containing tobacco or nicotine to a person 

13 under 19 years of age; 

14 (3) maintains a vending machine that dispenses cigarettes, cigars, 

15 tobacco, or products containing tobacco or nicotine; or 

16 (4) holds a business license endorsement under AS 43.70.075 and 

17 allows a person under 19 years of age to sell a cigarette, a cigar, tobacco, or a product 

IS containing tobacco or nicotine." 

19 

20 Page I, line 10: 

21 Delete "Section 1" 

22 Insert "Sec. 2" 

23 

L -1-
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Renumber the following bill sections accordingly. 

2 

3 Page 3, line 3: 

4 Delete "sec. 4" 

5 Insert "sec. 5" 

6 

7 Page 6,Iine 21: 

8 Delete "Sections 1 - 4 and 6 - 17" 

9 Insert "Sections 2 - 5 and 7 - 18" 

10 

11 Page 6, line 23: 

12 Delete "Section 5" 

13 Insert "Section 6" 

14 

15 Page 6, line 24: 

16 Delete "sec. 5" 

17 Insert "sec. 6" 

18 

19 Page 6, line 25: 

20 Delete "Section 5" 

21 Insert "Section 6" 

22 Delete "sec. 4" 

23 Insert "sec. 5" . 

24 

25 Page 6, line 27: 

26 Delete "sec. 19" 

27 Insert "sec. 20" 

L -2-
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26-LS0714IN.3 
Bullock 
2/23/10 

AMENDMENT' 

OFFERED IN THE HOUSE BY REPRESENTATIVE SEATON 

TO: CSHB 188(HSS), Draft Version "N" 

Page 3, line 16: 

2 Delete "sold" 

3 

4 Page 3, line 17, following "(I)": 

5 Insert "sold" 

6 

7 Page 3, line 19, following the second occurrence of "in": 

8 Insert "packages of not less than 10 units and in" 

L _1_ 
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AMENDMENT 

26-LS0714IN.4 
Bullock 
2/23110 

OFFERED IN THE HOUSE BY REPRESENTATIVE HOLMES 

TO: CSHB 188(HSS), Draft Version "N" 

Page 1, lines 1 - 2: 

2 Delete ", including spitless moist snuff tobacco" 

3 

4 Page 2, line 14: 

5 Delete "at the rate in (b) ofthis section [RATE" 

6 Insert "in the amounts described in (b) of this section [AT THE RATE" 

7 

8 Page 2, line 26: 

9 Delete "rate" 

10 

11 Page 2, line 27: 

12 Delete", other than spitless moist snuff tobacco, is" 

13 Insert "is an amount equal to the wholesale price, but may not be less than" 

14 

15 Page 2, line 30: 

16 Delete all material. 

17 

18 Renumber the following paragraph accordingly. 

19 

20 Page 2, line 31, through page 3, line I: 

21 Delete "subject to the tax rates in (I) and (2) of this subsection is 75 percent or' 

22 Insert "is an amount equal to" 

23 

L -1-
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2 

3 

Page 3, lines 3 - II: 

Delete all material. 

4 Renumber the following bill sections accordingly. 

5 

6 Page 4, line 16, following "tobacco;": 

7 Insert "and" 

8 

9 Page4,linesI7-IS: 

10 Delete" other than spilless moist snuff tobacco; and 

II (3) spit/ess moist snuff tobacco" 

12 

13 Page 6, line 12: 

14 Delete "(I), and (9)" 

15 Insert "and (I)" 

16 

17 Page 6, lines 12 - 16: 

IS Delete "; 

26-LS0714INA 

19 (9) "spitJess moist snuff tobacco" means moist snuff tobacco that is 

20 typically steam-pasteurized smokeless tobacco in a tea-bag-like pouch designed to be 

21 placed between the cheek and gum and is manufactured to obviate the need for 

22 spitting" 

23 

24 Page 6, line 21 : 

25 Delete "(a) Sections I - 4 and 6 - 17" 

26 Insert "Sections I - 16" 

27 

28 Page 6, lines 23 - 26: 

29 Delete all material. 

30 

31 Renumber the following bill section accordingly. 

L -2-
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2 Page 6, line 27: 

3 Delete "Except as provided in sec. 19 ofthis Act, this" 

4 Insert "This" 

L -3-
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 188(HSS) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

Offered: 
Referred: 

Sponsor(s): REPRESENTATIVE HERRON 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS07141N 
Bullock 

4/9/09 

"An Act relating to the taxation of moist snuff tobacco, including spitless moist snuff 

2 tobacco; including different types of moist snuff tobacco in the defmition of 'tobacco 

3 product' in provisions levying an excise tax on those products; relating to licensing for 

4 and taxation of tobacco products, including tobacco products imported for personal use 

5 and consumption; relating to the deposit of revenue from the taxation of moist snuff 

6 tobacco into the tobacco use education and cessation fund; defming 'moist snuff 

7 tobacco'; relating to the business license endorsement for the sale of tobacco products; 

8 and providing for an effective date." 

9 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

10 * Section 1. AS 37.05.580(a) is amended to read: 

II (a) There is created as a special account in the general fund the tobacco use 

12 education and cessation fund into which shall be deposited 20 percent annually of the 

-1- CSHB 188(HSS) 
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revenue derived from the settlement of State of Alaska v. Philip Morris, Incorporated, 

2 et aI, No. IJU-97-915 CI (Alaska Super. 1997) and 25 percent of the annual 

3 revenue collected from the tax on moist snuff tobacco under AS 43.50.300 -

4 43.50.390. The purpose of the tobacco use education and cessation fund is to provide a 

5 source to finance the comprehensive smoking education, tobacco use prevention, and 

6 tobacco control program authorized by AS 44.29.020(a)(14). In this subsection. 

7 "moist snuff tobacco" has the meaning given in AS 43.50.390. 

8 * Sec. 2. AS 43.50.070(b) is amended to read: 

9 (b) In this section, "licensee" means a person licensed under AS 43.50.010 -

10 43.50.180 or 43.50.300 - 43.50.390, except for a buyer required to be licensed, 

II under AS 43.50.320(a)(2). 

12 * Sec. 3. AS 43.50.300 is amended to read: 

13 Sec. 43.50.300. Excise tax levied • .!.!!l An excise tax is levied on tobacco 

14 products in the state at the rate in (b) of this section [RATE OF 75 PERCENT OF 

15 THE WHOLESALE PRICE OF THE TOBACCO PRODUCTS]. The tax is levied 

16 when a person 

17 (I) brings, or causes to be brought, a tobacco product into the state 

18 from outside the state for sale; 

19 (2) makes, manufactures, or fabricates a tobacco product in the state 

20 for sale in the state; [OR] 

21 (3) ships or transports a tobacco product to a retailer in the state for 

22 sale by the retailer or to an individual for personal consumption; or 

23 (4) brings or causes to be brought a tobacco product into the state 

24 from outside the state for personal consumption. 

25 * Sec. 4. AS 43.50.300 is amended by adding a new subsection to read: 

26 (b) The excise tax rate on 

27 (I) moist snuff tobacco, other than spitless moist snuff tobacco, IS 

28 $1.88 multiplied by the number of ounces of moist snuff tobacco, including fractions 

29 of an ounce; 

30 

31 

CSHB 188(HSS) 

(2) spitless moist snuff tobacco is 100 percent of the wholesale price; 

(3) tobacco products other than moist snuff tobacco products subject to 

-2-
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the tax rates in (I) and (2) of this subsection is 75 percent of the wholesale price of the 

2 tobacco product. 

3 * Sec. 5. AS 43.50.300, as amended by sec. 4 of this Act, is amended to read: 

4 (b) The excise tax rate on 

5 (I) [MOIST SNUFF TOBACCO, OTHER THAN SPITLESS MOIST 

6 SNUFF TOBACCO, IS $1.88 MULTIPLIED BY THE NUMBER OF OUNCES OF 

7 MOIST SNUFF TOBACCO, INCLUDING FRACTIONS OF AN OUNCE; 

8 (2)] spitless moist snuff tobacco is 100 percent of the wholesale price; 

9 ill [(3)] tobacco products other than spilless moist snuff tobacco 

10 products subject to the tax !!!£ [RATES] in (I) [AND (2)] of this subsection is 75 

II percent of the wholesale price of the tobacco product. 

12 * Sec. 6. AS 43.50 is amended by adding a new section to read: 

13 Sec. 43.50.305. Packaging of certain tobacco products for sale. (a) Cigars, 

14 except for cigars that are hand-rolled and wrapped in whole tobacco leaf, shall be sold 

15 in packages containing at least five cigars. 

16 (b) Smokeless tobacco sold 

17 

18 

19 

(I) as loose tobacco shall be sold in packages containing at least one 

ounce; 

(2) In single-dose units shall be sold only in original unaltered 

20 manufacturer's packaging. 

21 * Sec. 7. AS 43.50.320(a) is repealed and reenacted to read: 

22 (a) Except as provided in (g) of this section, a person engaged in an activity 

23 described in 

24 (I) AS 43.50.300(a)(I) or (3) must be licensed by the department as a 

25 distributor; 

26 (2) AS 43.50.300(a)(4) must be licensed as a buyer. 

27 * Sec. 8. AS 43.50.320(b) is amended to read: 

28 (b) The department, upon application and payment of a fee of 

29 ill $50, shall issue a license for one year to a person who applies for a 

30 license as a distributor under (alill of this section; 

31 (2) $25, shall issue a license for one year to a person who applies 

-3- CSHB 188(HSS) 
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1 for a license as a buyer under (a)(2) of this section. 

2 * Sec. 9. AS 43.50.320(d) is amended to read: 

3 (d) A license issued under (b)(1) of this section must include the name and 

4 address of the licensee, the type of business to be conducted, and the year for which 

5 the license is issued. 

6 * Sec. 10. AS 43.50.320(e) is amended to read: 

7 ( e) The department may renew a license issued under 

8 (1) (b)(1) of this section for a fee of $50 .. 

9 (2) (b)(2) ofthis section for a fee of$25. 

10 * Sec. 11. AS 43.50.330(a) is amended to read: 

II (a) On or before the last day of each calendar month, a licensee shall file a 

12 return with the department. The return must state the number or amount of tobacco 

13 products sold by the licensee during the preceding calendar month, the wholesale 

14 price or purchase [SELLING] price of the tobacco products, and the amount of tax 

15 imposed on 

16 ill [THE] tobacco products other than moist snuff tobacco; 

17 (2) moist snuff tobacco other than spitless moist snuff tobacco; and 

18 (3) spilless moist snuff tobacco. 

19 * Sec. 12. AS 43.50.350 is repealed and reenacted to read: 

20 Sec. 43.50.350. Disposition of proceeds. (a) The tax collected by the 

21 department, other than the tax collected on moist snuff tobacco, shall be deposited in 

22 the general fund. 

23 (b) Of the tax collected by the department on moist snuff tobacco, 

24 (I) 25 percent shall be deposited in the tobacco use education and 

25 cessation fund established in AS 37.05.580; and 

26 (2) 75 percent shall be deposited in the general fund. 

27 (c) The annual estimated balance in the account maintained by the 

28 commissioner of administration under AS 37.05.142 may be used by the legislature to 

29 make appropriations for health care, health research, health promotion, and health 

30 education programs. 

31 * Sec.l3. AS 43.50.390(1) is amended to read: 

CSHB 188(HSS) -4-
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(1) "distributor" means a person who 

2 (A) brings, or causes to be brought, a tobacco product into the 

3 state from outside the state for sale; 

4 (B) makes, manufactures, or fabricates a tobacco product in the 

5 state for sale in the state; or 

6 (e) ships or transports a tobacco product to a retailer in the 

7 state for sale by the retailer or to an individual for personal consumption; 

8 * Sec. 14. AS 43.50.390(2) is amended to read: 

9 (2) "licensee" means a distributor or buyer who is 

10 (A) licensed under AS 43.50.320; or 

II (B) exempted by AS 43.50.320(g) from licensing under 

12 AS 43.50.320; 

13 * Sec. 15. AS 43.50.390(4) is amended to read: 

14 (4) "tobacco product" means 

15 (A) a cigar, including any roll of tobacco wrapped in leaf 

16 tobacco; 

17 (B) a cheroot; 

18 (C) a stogie; 

19 (D) a perique; 

20 (E) snuff tobacco, including moist snuff tobacco, and snuff 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

flour; 

(F) smoking tobacco, including granulated, plug-cut, crimp-cut, 

ready-rubbed, and any fonn of tobacco suitable for smoking in a pipe or 

cigarette; 

(G) chewing tobacco, including cavendish, twist, plug, scrap, 

and tobacco suitable for chewing; [OR] 

(H) an article or product made of tobacco or a tobacco 

substitute, but not including a cigarette as defined in AS 43.50.170; ill: 

(I) any other product containing tobacco or nicotine that is 

intended or expected to be consumed without being combusted unless it 

has been approved by the United States Food and Drug Administration 

-5- CSHB 188(H8S) 
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for sale as a tobacco use cessation or harm reduction product or for other 

2 medical purposes and is being marketed and sold solely for the approved 

3 purposes; 

4 * Sec. 16. AS 43.50.390 is amended by adding new paragraphs to read: 

5 (6) "buyer" means a person who imports tobacco products for the 

6 person's own consumption from any source other than licensee; 

7 (7) "moist snuff tobacco" includes spitless moist snuff tobacco and 

8 means any finely cut, ground, or powdered tobacco that is not intended to be 

9 (A) smoked; or 

10 (B) placed in the nasal cavity; 

II (8) "smokeless tobacco" means a tobacco product defined in (4)(E), 

12 (G), (H), (I), and (9) of this section; 

13 (9) "spitless moist snuff tobacco" means moist snuff tobacco that is 

14 typically steam-pasteurized smokeless tobacco in a tea-bag-like pouch designed to be 

15 placed between the cheek and gum and is manufactured to obviate the need for 

16. spitting. 

17 * Sec. 17. AS 43.70.110 is amended by adding a new paragraph to read: 

18 (5) "cigarette" has the meaning given in AS 43.50.170. 

19 * Sec. 18. The uncodified law of the State of Alaska is amended by adding a new section to 

20 read: 

21 APPLICABILITY. (a) Sections 1- 4 and 6 - 17 of this Act are applicable starting on 

22 the first day of the month immediately following the effective date of this section. 

23 (b) Section 5 of this Act is applicable starting on the first day of the month 

24 immediately following the effective date of sec. 5. 

25 * Sec. 19. Section 5 of this Act takes effect three years after the effective date of sec. 4 of 

26 this Act. 

27 * Sec. 20. Except as provided in sec. 19 of this Act, this Act takes effect immediately under 

28 AS 01.10.070(c). 

C8HB 188(HS8) -6-
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HB 188, Smokeless Tobacco - Rep. Bob Herron 

Tax Table 

Tax under HB 188 
T b o acco Pdt ro uc T C ax tl urren IV V N erslon Ch . T anaeln ax 

10 cents per 
Cigarettes cigarette 10 cents per cigarette No change 
Moist Snuff (except Spitless)* 75% ad valorem $1.88 per ounce Higher for most brands 
Spitless Moist Snuff* 75% ad valorem 100% ad valorem 33% increase 
Everything Else* 75% ad valorem 75% ad valorem No change 

*Note: These products currently all fall under Other Tobacco Products (OTP) and are taxed at 75% ad 
valorem 

Tax Per Dose Calculation Sheet 
Cigarettes 

$2.00 tax per pack 120 = 10 cents tax per dose. 

Spitless MST (For this example, Camel Snus specifically) 
15 bags - total weight .32 ounces -- $2.46 wholesale 

• At 75%: Tax is $1.85/15 doses = 12.3 cents per dose. 
• At 100%: $2.46/15 doses = 16.4 cents per dose. 
• At $1.88 per ounce tax x .32 oz = $.60/15 doses = 4 cents per dose. 

Moist Snuff Dipping Tobacco (excluding spitless): 
Wholesale price about $2.00 (ranges from $1.45 - $2.39) 

• At 75%: $1.50 tax 120 doses = 7.5 cents per dose 
• At 100%: $2.00 tax 120 doses = 10 cents per dose 
• At 1.88 per ounce x 1.2 oz = $2.25 tax 1 20 = 11.3 cents per dose. 

HB 188 does not affect the cigarette tax. All moist snuff tobacco (MST) is 
currently taxed at 75% of the wholesale price. As currently written, HB 188 
would tax spitless MST at 100% of the wholesale price and all other MST at 
$1.88 per ounce (in bold above). All Other Tobacco Products (except for the 
two types of MST) will remain taxed at 75% ad valorem. 
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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 Districl 38 
Kuskokwim & Johnson Rivers 
Kuskokwin Bay & Nelson Island 

Akiachak 

Akiak 

Atmautluak 

Bethel 

Chefornak 

Eel 
Goodnews Boy 

Kasigluk 

Kipnuk 

Kongiganak 

Kwethluk 

Kwigillingok 

lower Kalskag 

Mekoryuk 

Mertarvik 

Napakiak 

Napaskiak 

Newtok 

Nightmute 

Nunapitchuk 

Oscarville 

Platinum 

Quinhagak 

Toksook Bay 

TuluksaK 
Tununak 

Tuntutuliak 

Upper Kalskag 
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Sponsor Statement 

House Bill 188: Taxation on Moist Snuff Tobacco 

"An Act relating to the taxation of moist snuff tobacco, and amending the definition of 
'tobacco product' in provisions levying an excise tax on those products. " 

HB 188 changes the state tax methodology used for smokeless tobacco products to one 
that is more stable for state revenues and equal across similar weighted products 
regardless of price. The current ad valorem tax on smokeless products has the effect of 
increasing the price disparity between premium and discount brands. It can be argued, 
therefore, that discount products gain an unfair price advantage over premium products 
under an ad valorem tax regime. Already the federal government and 15 states now use 
the weight-based method for smokeless product taxation - 13 of those states have 
changed to weight-based in the last 9 years. 

A weight-based taxation system will produce additional state revenue. Taxing all 
smokeless products at the equivalent that premium products are currently assessed will 
result in greater tax revenue for the state government. According to the National 
Association of Convenience Stores, "Evidence from a 2007 analysis documented that 
states that had converted to a weight-based method (New Jersey, Rhode Island, and 
Vermont) realized immediate gains averaging nearly 32 percent." 

HB 188 levels the tax playing field. Under the current ad valorem rate, discount brands 
pay less in taxes for each unit, which is one of the reasons discount brands have grown 
their share from 4% to 36% of the market in the last four years. Under HB 188, these 
products would be taxed at the same rate as higher priced premium products. 

Additionally, according to the American Lung Association, "Increasing excise taxes on 
tobacco products is a proven way to reduce use, particularly among kids." 

Other consumer products are already taxed by a per unit method in the state, such 
as gasoline, alcohol and cigarettes. HB 188 would make the taxation of smokeless 
products consistent with these other consumer products, and close the existing tax 
loophole the state provides to discount products. 
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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 Slate Capitol 

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

MEMORANDUM March 19,2009 

SUBJECT: 

TO: 

FROM: 

Sectional swnmary for CSHB 188(HSS), Draft Version "S" 
(Work Order No. 26-LS0714\S) 

Representative Bob Herron 
Co-chair of the House Health & Social Services Committee 

~AJtL/-
Donald M. Bullock Jr.7 
Legislative Counsel 

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. Amends AS 43.50.300 to acknowledge the rates of tax are moved to 
AS 43.50.300(b), a new subsection added by sec. 2 of the bill. 

Section 2. Provides a tax rate on moist snuff tobacco of $1.88 mUltiplied by the number 
of ounces, including fractions of an ounce. Continues the tax rate of 75 percent of the 
wholesale price on other tobacco products. 

Section 3. Requires the monthly reporting of the number of ounces of moist snuff sold, 
the amount of tax imposed on moist snuff tobacco, and the amount of tax imposed on 
tobacco products other than moist snuff tobacco. 

Section 4. Amends the definition of "tobacco product" in AS 43.50.390(4) to specifically 
include moist snuff tobacco. 

Section 5. Adds a definition for "moist snuff tobacco" to AS 43.50.390. 

Section 6. Makes secs. 1 - 5 of the Act applicable starting on the first day of the month 
immediately following the effective date of the Act. 

DMB:ljw 
09-170.ljw 
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO_ 188(HSS) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

Offered: 
Referred: 

SpODsor('): REPRESENTATIVE HERRON 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS07141S 
Bullock 
3/18/09 

"An Ad relating to the taxation of moist snuff tobacco by weight; including moist snuff 

2 tobacco in the defmltlon of 'tobacco product' in provisions levying an excise tax on those 

3 products; and defining 'moist snuff tobacco.'" 

4 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

5 * Section 1. AS 43.50.300 is amended to read: 

6 Sec. 43.50.300. Excise tax levied. An excise tax is levied on tobacco products 

7 in the state at the rate in (b) of this sectlop [RATE OF 75 PERCENT OF THE 

8 WHOLESALE PRICE OF THE TOBACCO PRODUCTS]. The tax is levied when a 

9 person 

10 (I) brings, or causes to be brought, a tobacco product into the state 

II from outside the state for salc; 

12 (2) makes, manufactures, or fabricates a tobacco product in the state 

13 for sale in the state; or 

14 (3) ships or transports a tobacco product to a retailer in the state for 

-J- CSHB J88(HSS) 
New Text Underlined (DELETED TEXT BRACKETED] 
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sale by the retailer. 

2 * Sec. 2. AS 43.50.300 is amended by adding a new subsection to read: 

3 (b) The excise tax rate on 

4 (I) moist snuff tobacco is $1.88 multiplied by the number of ounces of 

5 moist snuff tobacco, including fractions of an ounce; 

6 (2) tobacco products other than moist snuff tobacco is 75 percent of the 

7 wholesale price of the tobacco product. 

8 * Sec. 3. AS 43.50.330(a) is amended to read: 

9 (a) On or before the last day of each calendar month, a licensee shall file a 

10 return with the department. The return must state the number or amount of tobacco 

II products including the number of ounces of moist snuff tobacco sold by the 

12 licensee during the preceding calendar month, the selling price of the tobacco 

13 products, [AND] the amount of tax imposed on [THE] tobacco products other than 

14 moist snuff tobacco. and the amount of tax imposed on moist snuff tobacco. 

15 * Sec. 4. AS 43.50.390(4) is amended to read: 

16 (4) "tobacco product" means 

17 (A) a cigar; 

18 (B) a cheroot; 

19 (C) a stogie; 

20 (D) a perique; 

2 I (E) snuff tobacco. including moist snuff tobacco. and snuff 

22 

23 

flour; 

(F) smoking tobacco, including granulated, plug-cut, crimp-cut, 

24 ready-rubbed, and any form of tobacco suitable for smoking in a pipe or 

25 cigarette; 

26 (G) chewing tobacco, including cavendish, twist, plug, scrap, 

27 and tobacco suitable for chewing; or 

28 (H) an article or product made of tobacco or a tobacco 

29 substitute, but not including a cigarette as defined in AS 43.50.170; 

30 * Sec. S. AS 43.50.390 is amended by adding a new paragraph to read: 

3 I (6) "moist snuff tobacco" means any finely cut, ground, or powdered 

CSHB 188(HSS) -2-
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tobacco that is not intended to be 

2 (A) smoked; or· 

3 (B) placed in the nasal cavity. 

4 * Sec. 6. The uncodified law of the State of Alaska is amended by adding a new section to 

5 read: 

6 APPLICABILITY. Sections I - 5 of this Act are applicable starting on the first day of 

7 the month immediately foHowing the effective date of this Act. 

-3- CSHB 188(HSS) 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: HB 188 

() Publish Date: 

Identifier (File Name): HB188-DOR-TAX-03-23-09 Dept. Affected: Revenue 04 
Title Tax on Moist Snuff RDU Taxation and Treasury 

Component Taxation and Treasu~ 
Sponsor Representative Herron 
Requester (H) Health & Social Services Component No. 2476 

EXl!endilures/Revenues (Ihousands of Dollars) 
Note: Amounts do not include inflation unless otherwise noted below. 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 

Personal Services 24.2 0.0 24.2 24.2 24.2 24.2 24.2 
Travel 0.5 0.0 0.5 0.5 0.5 0.5 0.5 
Contractual 186.2 0.0 1.2 1.2 1.2 1.2 1.2 
Supplies 0.2 0.0 0.2 0.2 0.2 0.2 0.2 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 211.1 0.0 26.1 26.1 26.1 26.1 26.1 

ICAPITAL EXPENDITURES I 0 I 0.0 I 0.0 I 0.0 I 0.0 I 0.0 I 0.0 I 

ICHANGE IN REVENUES! ) I . 
I 0.0 I . 

I 
. 

I • I • I . I 
FUND SOURCE (Thousands of Dollars) 
1002 Federal Receipts 
1003 GF Match 
1004 GF 211.1 0.0 26.1 26.1 26.1 26.1 26.1 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 211.1 0.0 26.1 26.1 26.1 26.1 26.1 

Estimate of any current year (FY2009) cost: 0 

POSITIONS 
Full-time 0.25 0 0.25 0.25 0.25 0.25 0.25 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

See Attached. 

Prepared by: Johanna Bales/Dan Stickel Phone 907-269-6628 
Division Tax Datemme 3/20/094:01 p.m. 

Approved by: Date 
Agency 

(Revised 912008 OMB) Page 1 of _2_ 
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FISCAL NOTE 

STATE OF ALASKA BILL NO . .:..H:.::B....:1.::88=---___ _ 
2009 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

Bill Language: 
Alaska levies a tax on other tobacco products (OTP) at the rate of 75% of the wholesale cost. OTP includes any product 
containing tobacco that is not a cigarette. Moist snuff is one of many tobacco products upon which the OTP tax is 
currently levied. This bill will change the tax on moist snuff from an ad valorem tax (tax based on value) to a tax based on 
weight. All other tobacco products will continue to be taxed at the rate of 75% of the wholesale cost. Moist snuff will be 
taxed at the rate of $1.88 per ounce. Moist snuff is defined as any finely cut, ground, or powdered tobacco that is not 
intended to be smoked or placed in the nasal caVity. 

Revenues: 
If Alaska had levied a tax on moist snuff at the rate of $1.88 during fiscal year 2008 and consumption was not affected by 
the tax increase, total tobacco products tax revenue would have been approximately $1.1 million more than what was 
collected. Historically, Alaska and other states have seen a drop in consumption of taxable cigarettes and other tobacco 
products when the tax rate is increased. This drop is due to a decrease in consumption as product price increases (price 
elasticity) and a decrease in taxable consumption as consumers turn to the Internet, mail order, or other means to 
purchase non-taxed product. The OTP tax is not levied on tobacco products, including moist snuff, that is imported into 
the state for personal consumption. It is legal for an individual to purchase other tobacco products off the Internet or 
through the mail without paying the tobacco products tax. 

Based on an analysis of tax returns, the wholesale price of the most popular lower-priced brands in FY 2008 averaged 
$1.03 per ounce. The average tax under the current tax structure in FY 2008 was $.77 per ounce for a total average 
cost of $1.80. Under the proposed weight-based tax, the total average cost would be $2.91 per ounce, a 61% increase. 
Lower cost moist snuff products have an approximate 35% market share in Alaska. This market share has been 
increasing over the last few years as consumers continually look for cheaper products. It is expected that many of these 
consumers will turn to the Internet for moist snuff once the price of the product increases due to the increase in tax. This 
will, in turn, reduce the amount of revenue expected from this tax increase. Due to price elasticity and the unknown 
number of consumers who will turn to tax free Internet product, it is difficult to determine the change in revenues as a 
result of this legislation. 

Expenditures: 
This bill would require the Department of Revenue to add an additional tax program requiring a new tax return and 
license for other tobacco products. Collections, examination and compliance can be handled using existing staff. We 
anticipate requiring one-quarter of an Analyst Programmer IV (Range 20) for reprogramming and maintenance of the 
related aspects of our tax database system. There will also be $185,000 in one-time startup expenses: $175,000 for 
adding the new program to our tax examination and licensing system, and $10,000 for education and communication with 
stakeholders as we implement the new tax program. 

Page 2 012 
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Sarah Palin, Governor 

Alaska 
Tobacco 

Facts 

January 2007 Update 

Karleen Jackson, PhD, Commissioner 
Deborah Erickson, Acting Director 
Tammy Green, MPH, Section Chief 

Suggested Citation: 
http://www.hss.state.ak.us/dph/chronicltobacco/pdf/tobacco_facts.pdf 

Copyright Information: 

All material in this document is in the public domain and may be reproduced or copied 
without permission; citation as to source, however, is appreciated. 

Alaska Tobacco Facts, January 2007 Update 
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Is. Youth Smokeless Tobacco UseJ 

Percentage of High School Students Who Use Smokeless Tobacco, 

. by Sex and Year 

Alaska, 1995 & 2003 
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All Students Boys 

Source: Alaska Youth Risk Behavior Survey 

6.7% 6.2% 

Girls 

• Overall, use of smokeless tobacco among high school students dropped from 

15.6% in 1995 to 11.2% in 2003; this was largely due to the decline in boys' use 

of smokeless tobacco during this time. 

• In 2003, nearly 4,400 high school students used smokeless tobacco. 

Alaska Tobacco Facts, January 2007 Update 23 
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Percentage of High School Students Who Use Smokeless Tobacco, 

by Race and Year 

Alaska, 1995 & 2003 
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Alaska Native White 

Source: Alaska Youth Risk Behavior Survey 

Other Race Groups 

• The largest drop in youth smokeless tobacco rates between 1995 and 2003 

was seen among White stUdents. 

Alaska Tobacco Facts. January 2007 Update 24 
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The Effect of Federal Tobacco Tax Increases on Alaska's Tobacco Taxes 

Prepared by: Johanna Bales 

Alaska levies an excise tax on cigarettes and on other tobacco products (OTP). The tax rates, tax 
calculation, and how the tax is levied differ between cigarettes and OTP. The following outlines those 
differences and the effect of recent federal tobacco tax increases on Alaska tobacco taxes: 

Cigarette Tax 

Alaska's cigarette tax is levied on each cigarette. The tax is currently 10 cents per cigarette or $2.00 per 
pack of twenty cigarettes. The tax is levied when cigarettes are brought into the state for sale or 
personal consumption. What this means is that if an individual buys cigarettes over the Internet or has 
friends or family ship cigarettes to them through the mail, they are liable to pay the Alaska tax. The 
federal tax was 39 cents per pack, but is now $1.01 per pack of twenty. The increase in the federal tax 
does not affect Alaska's tax rate. However, it can and probably will affect revenue as people either quit 
smoking or cut back due to the higher cost of cigarettes that will result from the federal increase. We 
also expect smuggling to increase in all states, including Alaska, which will also cut into Alaska's cigarette 
tax revenue. 

Other Tobacco Products (OTP) 

Alaska's OTP tax is levied at the rate of 75% of the wholesale price of the tobacco product. OTP includes 
little cigars, cigars, pipe tobacco, chewing tobacco, snuff, roll-your-own tobacco, etc. BaSically, anything 
other than a cigarette that has tobacco in it. The tax is levied when OTP is brought into the state for 
sale. It is important to note, the OTP tax is not levied when OTP is brought into the state for personal 
consumption. The wholesale price is defined in statute as the "established price for which a 
manufacturer sells a tobacco product to a distributor .... " This is basically the manufacturer's list price. 

The federal law increased many OTP products significantly. For example, the tax on little cigars 
increased from 4 cents per pack to $1.01 per pack of twenty. Chewing tobacco increased from 19.5 
cents to 50.33 cents per pound and roll-your-own tobacco increased from $1.0969 to $24.78 per pound. 
The federal tax is paid by the manufacturer. Therefore, the manufacturer's list price will increase to 
reflect the increases in the federal tax. Even though our tax rate of 75% of the wholesale cost remains 
the same, the amount upon which the 75% is multiplied will be significantly higher. As such, Alaska's tax 
on OTP will also increase. 

Will people start buying roll-your-own and other OTP from states without a tax? Most states have a tax, 
but if the product is exported from the state that state's tax doesn't apply. The question should be, "will 
people start buying roll-your-own and other OTP from Internet sellers?" The answer is, "yes." When 
Alaska increased the tax on OTP in 1997 from 25% to 75% of the wholesale cost, we did see an increase 
in people buying OTP through the mail. It is perfectly legal for them to do so since the OTP tax is only 
levied when OTP is imported or brought into the state for sale. With the increase in the federal tax and 
resultant increase in the Alaska tax, we will definitely see individuals and possibly even bUSinesses 
purchasing OTP from Internet sites and through the mail. This will result in lost revenue to the state. 

When Alaska increased its cigarette tax during a special legislative session in the summer of 2004, a 
couple of legislators tried to insert language that made it so the OTP tax was levied on individuals who 
imported OTP for perso~al consumption. Their concern was that local businesses which sell OTP were 
unable to compete with Internet sellers because it was legal for individuals to buy through the mail and 
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Internet without paying Alaska's tax, but the local retailer had to pay the tax. I think this will be even 
more of an issue now that the federal tax has significantly increased and the Alaska tax will be even 
more. 

Alaska's cigarette and OTP tax rates are set in statute. The Department of Revenue has no authority to 
change the tax rates. 

One other thing to note is that the federal law provides for a floor stock tax. What this means is that 
every distributor and retailer in the state must identify their inventory as of April 1, 2009 and pay the 
difference between the new and old federal tax rates to the federal government by August 1, 2009. 
Alaska does not have a floor stock tax. Even though distributors and retailers must remit the higher tax 
on their inventory to the federal government, the Alaska tax on OTP will be based on the manufacturer's 
list price at the time the product was imported into the state for sale. 

Attached is the new federal language with a chart showing the changes in the federal tax rates by 
product. 
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THE BEST WAY TO TAX SMOKELESS TOBACCO 
IS WITH A PERCENTAGE·OF·PRICE TAX 

[Weight· Based Taxes Hurt State Revenues and Increase Youth Use) 

The most common practice among the states is to tax smokeless tobacco, cigars, pipe tobacco, 
and the various other tobacco products besides cigarettes at a percentage of their wholesale 
price (sometimes referred to as the manufactures price). These state flat taxes on other 
tobacco products (OTPs) range as high as 90 percent of wholesale price (in Massachusetts), 
with 26 states having non-cigarette tobacco tax rates of 20 percent of wholesale price or more. 

A few states tax smokeless or moist snuff tobacco products on a per-weight basis. This 
approach has been pushed aggressively by UST, the largest U.S. smokeless tobacco 
manufacture, primarily to reduce the effective tax rates on the higher-priced premium products it 
sells - while raising the effective tax rates on the lower-priced smokeless products primarily sold 
by UST's competitors.' But UST's best-selling premium products (Copenhagen, Skoal) are also 
smokeless tobacco products most popular with youth; so reducing their taxes and prices would 
directly increase youth smokeless tobacco initiation and use, dooming even more kids to a 
lifetime of tobacco addiction, related harms, and premature death! 

Beyond the fact that establishing a per-weight tax for smokeless tobacco would favor UST, 
harm its competitors, and increase youth use, taxing all OTPs or all smokeless at a percentage 
of price is not only easier to administer but also better for state revenues. 

~ A single percentage-of-price tax rate treats all OTPs the same. In sharp contrast, it is 
impossible to have a single weight-based tax rate that could equitably apply to all OTPs or 
even just to all smokeless tobacco or moist snuff because of all of the different types, sub­
types, styles, and weights per dose of the products and brands in each category. 
Consequently, establishing a per-weight system just for smokeless tobacco or just for moist 
snuff smokeless still entails figuring out different tax rates by weight for each different sub­
type or style - and such new rates would have to be established whenever another new 
type, sub-type or style of tobacco product entered the smokeless or moist snuff market. 

~ Failing to have different weight-based tax rates for each different type or style of product 
within the smokeless or mOist snuff categories would end up grossly under taxing lighter­
weight products. Most importantly, the newest trend in smokeless moist snuff products is 
toward spit-less pre-packed single-dose tablets or pouches, such as Ariva and Stonewall 
lozenges, RJR's Camel Snus, Philip Morris's Marlboro Snus and UST's Skoal Dry. This new 
generation of smokeless moist snuff tobacco products weigh as little as one-tenth per dose 
compared to the standard moist snuff that comes in a can. Any switch to a weight-based tax 
would allow these emerging products to pay to almost nothing as they gain increasingly 
larger shares of the smokeless moist snuff market, thereby sharply reducing state revenues. 

~ Weighing each product to apply a weight-based tax accurately and equitably would also 
entail significant new costs. Alternatively, relying on the stated weights provided by 
manufacturers would open the door to potential abuses - and require periodic checks to 
confirm the accuracy of the stated weights. In contrast, the prices used by a percentage-of­
price tax are clear, publicly available, and easy to confirm quickly. 

I See American Lung Association, Taxation of Smokeless Tobacco: Percentage of Price vs. Net Weight, 
April 20, 2001, hllpJ!tobnccolreekids.orglresearch!lactsheets1pdtI0175.00f. 
2 Substance Abuse & Mental Health Services Admin., Results from the 2005 National Survey on Drug use 
and Health, Table 7.678, httpi1oas.samhsa.gov/NSDUHi2k5nsduhitabsISect7oeTabs58to67.pdf. 

1400 t Street NW . Suile 1200 ' Washington, DC 20005 
Phone (202) 296·5469 . Fax (202) 296-5427 . www.tobaccotreekids.org 
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Best Way to Tax Smokeless: Percentage of Price / Page 2 

:.- Unlike weight-based taxes, percentage-at-price tax rates automatically increase w~h intlation 
and other tobacco product price increases, thereby protecting the state's tax rate and 
revenues tram being eroded over time. UST often packages its weight-based proposals so 
that they will purportedly bring in more revenues in the next couple ot years. But the tixed 
monetary tax rate in a weight-based system will inevitably erode over time as inflation and 
product prices increase, producing substantially less state revenues than a parallel 
percentage-at-price tax. Accordingly, it a state wants more revenue tram its smokeless or 
OTP taxes - over both the short and long term - it should simply raise its percentage-ot­
price rate or establish a reasonable minimum tax to reach those tobacco products with 
bargain-basement or predatory prices. 

:.- Since most states tax non-cigarette tobacco products by percentage-ot-price, having such a 
tax system tor all OTPs allows a state to make quick and accurate comparisons against 
other states' OTP tax rates and related revenues. In addition, a single percentage-at-price 
tax tor all OTPs establishes and maintains tax equity by ensuring that all OTPs pay the same 
flat tax rate. If smokeless moist snuff pays taxes by weight while other OTPs pay by price, 
tax inequities are certain to develop over time it not immediately. 

:.- The percentage-ot-price tax is a flat tax that applies the exact same percentage tax rate to 
each and every tobacco product and brand of tobacco product other than cigarettes. Just 
like with sales taxes, the actual tax amount paid on higher priced products will be larger than 
the amount for lower priced products. But the percentage tax rate on each product will stay 
exactly the same_ In other words, those products priced to bring in the most revenues and 
profits will pay more per product that cheaper versions that bring in less revenue and profits. 
But each will pay the same flat percentage-of-price rate. 

UST argues that a change to a weigh-based system is necessary to raise the effective tax rates 
on cut-rate smokeless tobacco products sold by their competitors. But predatory pricing and 
other below-market pricing practices could be addressed more eftectively and appropriately 
through adding a minimum tax to a percentage-of-price tax and establishing smokeless tobacco 
product minimum price laws.' 

UST's only legitimate claim about operating under a competitive disadvantage comes from UST 
currently being the only smokeless tobacco company that has signed onto the smokeless 
tobacco Master Settlement Agreement (STMSA). That competitive disadvantage could be 
eliminated, to the benefit of the states, by new state laws that penalize non-participating 
smokeless tobacco manufacturers that do not sign onto the STMSA, paralleling the state laws 
that do the same thing regarding nonparticipating manufacturers (NPMs) and the cigarette MSA. 
Such laws would level the playing field and either produce new payments to the states or get 
more smokeless manufacturers to sign onto the STMSA and comply with its various payment 
requirements and other requirements designed to reduce tobacco use by kids.' 

Campaign for Tobacco-Fl'&fI Kids, February 19, 2008 / Eric Lindblom 

For more information, see the Campaign factsheets at http://lobaccofreekids_ora/researchifaelsheets/pdfi0180,pdl 
and http:l-'tobaccolreekrds. org/researchifactsheelstindex. php?CalegorvID= 18. 

3 The Campaign tor Tobacco-Free Kids has model legislative language, available upon request, to 
establish a minimum tax in existing state percentage-ot-price tobacco tax systems - or to modify existing 
or proposed weight-based tax systems tor smokeless or moist snuff so that (like a percentage-ot-price 
system) they keep up with inflation and product price increases, do not tait to tax low-weight products 
adequatety, and bener protect the public health. To get any of this model legislative text, ptease email 
elindblom@tobaccotreekids.org . 

• Modellegistation to establish such a STMSA NPM tee is also available tram the Campaign for Tobacco­
Free Kids. To get a copy of this model legislative text, please email elindblom@tobaccolreekids.org. 
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Smokeless Tobacco Tax Policy 

There is a current debate as to how best to tax smokeless tobacco products and currently 
two policies are practiced by the different states in the US. The majority tax these tobacco 
products by a system referred to as ad valorem while the rest tax by a per unit basis inline 
with what obtains at the Federal level. Alaska as a state currently taxes Moist Snuff 
Tobacco (MSF) products at a rate of 75% of wholesale price -- a ad valorem tax policy. 

In order to answer the question about what the appropriate practice should be regarding 
the tax policy to be adopted it would be better to do this within a framework. There are a 
couple questions to be answered to arrive at a reasonable answer and these are: 

I. Should smokeless tobacco be taxed at all, 
2. What method should be adopted in taxing this product, 
3. What is the appropriate level of taxation? 

Should Smokeless Tobacco be Taxed? 
The use of tobacco products has been shown to cause harm to the indi vidual and other 
people around. This is quite evident with the issue of second hand smoke (SHS). But 
working from the framework that government is there to protect individuals from 
harming one another, and not necessarily to protect an individual from harming 
himlherself it can be argued that government has no business taxing MSF. 

However, there are other costs that tobacco use imposes on the society as a whole and the 
most commonly cited are: increased healthcare burden to other taxpayers, the 
unattractiveness of witnessing someone use chew tobacco, and message children receive 
viewing adults use tobacco. Therefore, to the extent that tobacco use has a burden on the 
society as a whole these products should be taxed. 

What method should be adopted in taxing MSF? 
As earlier mentioned there are two methods of taxation for MSF currently in use. The ad 
valorem tax system places a tax on these products based on the sale price of these 
products. The per unit tax system places a tax on these products based on the standard 
unit of the product. 

Those who have worked in the area of setting tax policy for smoke tobacco products 
understand that a unit of cigarette (one stick) does the same amount of damage (to the 
individual and society) notwithstanding the cost (premium or regular) of this stick of 
cigarette. As a result, smoked tobacco products are taxed on a per unit basis. As with 
MSF, the same is true- a unit weight of this product will do the same amount of damage 
to the individual and society without regard to its 'premium or regular status'. 

Another argument in favor of taxation on a per unit basis is: when you tax ad valorem 
what obtains is that premium brands get more expensive relative to the cheaper products 
and this can be seen as government giving undue advantage to the cheaper products 
because what simply happens is that consumers of the product simply shift to using the 
cheaper products. But with a per unit taxation all tobacco products, without regards to 
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their premium or regular class, are taxed evenly since they will cause the same amount of 
damage to individual and society. True to Jefferson's core principles, states should not be 
in the business of picking winners and losers, but should let the market decide free of 
discriminatory government intervention. 

What is the appropriate level of taxation? 
As a tax on MSF is designed to equalize the cost differential between the societal cost of 
use of the product and the individual cost a per unit basis of taxation should be adopted. 
The appropriate tax level should balance up these costs if the societal cost is greater than 
the individual cost. The problem policy makers have to solve before they can set the 
appropriate level of taxation is figuring out what these costs are (i.e. the societal and 
individual cost). 

Relevant articles to consult: 
);> What Is Proper Tax Policy for Smokeless Tobacco Products? by Gerald Prante, as 

downloaded from http://www.taxfoundation.orglnews/showI23045.html on 
03/09/09 

» Tax Policy: A Fair Deal for Smokeless Tobacco by Michael Keegan, as 
downloaded from http://www.alec.orglarn/pdf/apf/apfmst.pdfon 03/09/09 

» Economics of Tobacco Control and Tobacco Tax Policy by Hana Ross, PhD. as 
downloaded from 
http://www.tobaccoevidence.netlpdf/sea activitieslLaos WB evidence.pdf on 
03/09/09 



32io •• 

>< fJ) 

m~~ 
1--1-
-ccuCJ) 
cu~:?! (/)0 _____ 
res E 
COCJ)o 

I (.) ...., ..... u 
..c: (/) res 
C).- .c 
.- 0 0 
Q)~ .... 

3: t: 
« 0 

CD 
U CD 

CO I: C) n$ 
C) ..... 

~ ::::s N b 
tn 0 ~ <: 
CO--

- 00 (.) 

~ <cOO ... 
cu • :E ~ .,. 



W 
N 
1-'. 
I-' 

Altria Client Services Inc. (ALCS) Supports 
a Weight-Based Method of Taxation for MST 

This legislation will: 

• Tax MST consistently with other consumer products. 

• Align Alaska's tax methodology with that of the federal 
government and 16 other states. 

• Establish tax equity for MST products. 

• Generate additional state MST tax revenues. 

• Create a stable and predictable stream of MST tax revenue for the 
state. 

• Reduce complexity and administrative burden on the state, 
wholesalers and retailers. 

f1' Allri" 

Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 2 
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A Weight-Based Tax is Consistent with 
State Excise Taxes on Other Products 

Cigarettes Gasoline Beer 

Regular 

Per Pack Per Gallon Per Barrel 

An ad valorem tax method on consumer products is unusual. Unlike a sales tax, which is applied 
to the price of the product, an excise tax is a consumption tax. Its intent is to tax all like products 
uniformly. Product categories such as cigarettes, beer, wine and gasoline are taxed based upon 

unit, weight or volume. When taxing under a weight-based system, a state does not consider 
price points - the weight of the product determines the excise tax liability. 

~Allri'l 
Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 3 
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A Weight-Based Tax Methodology 
Establishes Tax Equity for MST Products 
An ad valorem system of taxation results in large variations in excise taxes: 

• The current ad valorem excise tax rate in Alaska is 75%. 
• MST products of equal tobacco weight are priced differently throughout the 

smokeless tobacco category leading to large differences in taxes paid per 
unit . 

• The current system, in effect, creates a tax break for lower-priced brands, 
resulting in an unfair advantage. 

A weight-based method of taxation does not favor one brand over another. 

Current TaX/1.2 oz. can $2.39 * 75% = $1.79 

Welght-Based TaX/1.2 oz. can $1.88/oz. * 1.2 oz. = $2.26 

Sub PV Brand 
Moist Snuff 

$0.98 * 75% = $0.74 

$1.881oz. * 1.2 oz. = $2.26 

Source: Copenhagen was used as the premium brand and Longhorn was used as the discount brand. Effective March 29, 2009, the price of 
Copenhagen will be $2.39. As of March 11, 2009, the wholesale price of Longhorn was $0.98. 

r,1 
~'. Aitn" 

Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 

4 
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Effect of an Ad Valorem System 
Equivalent products carry different tax burdens ... 

Premium or Tier 1 

S2.00 

S1.75 
$1.79 $1.79 

Price Value or Tier 2 

SI.50 
Discount or Tier 3 

SI.25 

S1.00 

SO.75 

SO.50 

SO.25 

SO.OO 
Lon.born 

$0.98 
Tlmberwolf 

$1.30 
Husky 

$1.66 
'Red Seal 

$1.76 
Copenhagen 

$2.39 
Skoal 

$2.39 

Source: Longhorn and Timberwolf pricing as of February 1, 2009 based on USSTC RAD SVT sales database; 
these prices are estimates and may vary. As of March 8, 2009 the price of Husky is $1.55. Effective March 29, 
2009 the price of Red Seal is $1.75 and the price of Copenhagen and Skoal is $2.39. 

~~ Aliri" 

Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 5 
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Under a Weight-Based System 
Equivalent products carry the same tax burden ... 

S2.40 ...---::-:------:--___ --:--:-: ___ --:-____ -:--____ :--__ 
$2.26 $2.26 $2.26 $2.26 $2.26 S2.26 

S2.20 

S2.00 

SI.80 

S1.60 

S1.40 

SI.20 

S1.00 

SO.80 

SO.60 

SO.40 

SO.20 

SO.OO 

Longhorn 
$0.98 

TImbernolf 
$1.30 

Silver Creek 
$1.30 

Husky 
$1.55 

Copenhagen 
$2.39 

Skoal 
$2.39 

Source: Longhorn, Grizzly, Silver Creek and Timberwolf pricing as of February 1, 2009 based on USSTC RAD SVT sales database; these 
prices are estimates and may vary. As of March 8, 2009 the price of Husky is $1.55. Effective March 29, 2009 the price of Copenhagen and 
Skoal is $2.39. _ 

l~ Allri,\ 

Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 6 
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Under an Ad Valorem Methodology, Down 
Trading Means Less Revenue for the State 

In 2008 Tier 3 share of market continued to grow. The state receives as much as $1.05 less 
revenue per can every time an adult consumer down-trades from a Tier 1 MST product to a 

Tier 3 product under the current ad valorem system. 

Alaska left an estimated $1.16 million on the table in 
2008 due to down-trading. 

96% 948/. 
r; 27'1. ___ 2Jw 

-Premium 75-10 

- Price Value -- 70% 

-Discount 63';' 

3(,% 

~ 3% 3% 3% 4~ 2% 1% 

0"/" 0%' 1%' ~ 10/0' 
2001 2002 2003 2004 2005 2006 2007 2008 

Note: $1.16 million MST excise tax revenue gain based on estimated sales from USSTC RAD database and share trends 
in 2008. The revenue model was run on a rate of $1.88 per oz. 

I' Ahrla 

Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 

7 
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MST National Average Wholesale Price 
2001· 2008* 

$2.35T1..,---------=---------~ 

$2.30 -1-11------1 

$2.25.J.J+-1 -­

$2.20 

$2.15 

$2.10 

$2.05 

$2.00 

$1.95 
2001 2002 2003 2004 2005 2006 2007 2008 

Source: Based on USSTC RAD SVT 
sales database as of October 31, 2008. ~ Alln,\ 

Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 8 
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Alaska Weighted Average Tax Per MST Can 
2006-2008 

$2.00 -,-------------____________ ~ 

$1.90 I r " 

"-$1.80 I ~ 

$1.70 +I----,----,---,----,----.-----,-----r------I 

2001 2002 2003 2004 2005 2006 2007 2008 

[+ 75% Tax I 
Source: USSTC RAD SVT sales database. 

I!' Alina 

Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 9 
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Weight-Based Conversion Timeline 

~ Aitri,) 

Infonnation provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 

10 
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New Jersey Weight-Based Conversion Case Study 

In July 2006, New Jersey converted its MST tax from a 30% ad valorem rate to a 
7S¢/oz. weight-based Rate. 

In the 18 months following the conversion, revenues increased by 19%. 

$1.75 

$1.50 

$1.25 

$1.00 

1st H 06 

Tax Change 
7115106 

, 

$1.S7M 

2nd H 06 

$1.S8M 

1st H 07 
Source: Based on USSTC RAD SVT System 

~ Allria 

Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 

$1.S7M 

2nd H 07 

11 
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Rhode Island Weight-Based Conversion Case Study 
In July 2006, Rhode Island converted its MST tax from a 40% ad valorem rate to a 

$1.00Ioz. weight-based rate. 

One year following the conversion revenues were up 20.5%. 
$1,000,000 

$900,000 

$800,000 

$700,000 

$600,000 

$500,000 

• EST RI MST Tax 
ns 

Tax Change 
7/15/06 

Year PRIOR to the Tax 
Change 

$624,870 

Year AFTER the Tax 
Change 

$752,856 

Source: RAD SVT compares time period 52 weeks prior to 7/1/06 and 52 weeks after 7/1/06 

~..\ltn.l 
Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 12 
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Future MST Tax Revenue Projections 
Revenues are projected to increase under a weight­

based method of taxation. 

.... 
$6,500,000 

r 
$5,500,000 

$4,500,000 ..... 

..... 
$3,500,000 

..... Ad Valorem Tax Revenue Projections at 75% 

...... Weil!ht-Based Tax Revenue Proiections at $1.88/07. 

I 

I 

-

Note: Based on estimated sales from USSTC RAD database and share trends in 2008. The revenue model was run on 
a rate of $1.88 per oz. 

~ Altri" 

Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 13 
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A Weight-Based Tax Methodology Will 
Generate Additional Alaska 

MST Tax Revenues 
Projected MST Excise Tax Revenue For 2009 

S6.00 
",,"--;>! dditional $1.9 million 

S5.50 in excise tax revenue 

~ S4.50 

9 
..J S4.00 

= ~ S3.50 

S3.00 

S2.50 

would be gained 
~ 

$3.8 million 

S2.00 +1---
MST Revenue @ 75% 

Source: USSTC RAD SVT sales database. 

c ::::> $5.7 million 

MST Revenue @ S1.88/07.. 

*8y switching from a 
75% OlP tax rate to 
a weight-based tax 
rate of $1.88 per oz 
or $2.26 per 1.2 oz. 
can, the state would 
gain additional 
revenue. 

Note: Based on estimated sales from USSTC RAD database and share trends in 2008. The revenue model was run on 
a premium equivalent rate of $1.88 per oz. 

~ Altri.l 

Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 14 



W 
N 
N. 

"" 
Additional Weight Based Tax Revenue 

2009 - 2012 

2009-2012 

By switching to a weight-based tax, Alaska could receive over 
$8.3 million in additional revenue over 4 years. 

so.OO 52,000,000.00 $4,000,000.00 $6,000,000.00 58,000,000.00 SI0,000,000.00 

I- Additional Revenue 1 

Note: Based on estimated sales from USSTC RAD database and share trends in 2008. The revenue model was run 
on a premium equivalent rate of $1.88 per oz. 

I!' Altri.l 

Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 15 
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Wholesalers: Weight-Based Taxes Are 
Easier To Administer 

A\, 
McLANE 

"A weight based system would allow us to reduce 
the tax administration burden that will in turn 
benefit our customers." 
March 7, 2008 letter from Neftali Garcia, Director, Governmental 
Relations to the Honorable Margarita Prentice, Washington State 
Senate Ways and Means Committee Chair. 

"Taxing moist snuff at a flat rate amount per 
ounce is straight forward and a lot easier to 
implement and report to the state." 
February 7, 2008 letter to Whom It May Concern from Kelly Kaiser, 
Vice President, O.K. Distributing Co., Inc. 

&"Ahn.l 
Information provided by A1tria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 16 
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ALes Supports a Weight-Based 
Method of Taxation for MST 

This legislation will: 

• Tax MST consistently with other consumer products. 

• Align Alaska's tax methodology with that of the federal 
government and 16 other states. 

• Establish tax equity for MST products. 

• Generate additional state MST tax revenues. 

• Create a stable and predictable stream of MST tax revenue for the 
state. 

• Reduce complexity and administrative burden on the state, 
wholesalers and retailers. 

~ Altri.l 

Information provided by Altria Client Services Inc. on behalf of 
Philip Morris USA Inc. and US Smokeless Tobacco Company 17 
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Taxing Moist Smokeless Tobacco 

State excise taxes levied on Moist Smokeless Tobacco (MST) is unique amongst excise taxes levied 

across the United States. For most products, excise taxes are levied based on the number of units sold 

or quantity. Gasoline excise taxes are levied in cents per gallon. Beer, wine, and spirits excise taxes are 

levied in cents per gallon. Cigarette excise taxes are levied on a per pack basis. Even the federal 

government taxes MST based on the product's weight. 

Many states (39 in all), on the other hand, tax MST based on the price of the product, see Table 1. This 

divergence from the standard method of levying excise taxes is inefficient and creates problems for states 

that tax MST on the basis of price. Consequently, MST taxation can be improved by switching MST 

taxation from a price-based system to a quantity-based tax system. There are two methods for taxing 

MST by quantity: levying the tax based on the weight of the product and levying the tax based on the 

number of units sold. Most states that use a quantity excise tax choose a tax on the weight of the 

product. 

Table 1 
State Tax Rate on Moist Smokeless Tobacco (MST) DIFFERENTIATE WEIGHT VERSUS UNIT BASE 

2008' 
State 

Alabama­
Alaska 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
Florida 
Georgia 
Hawaii 
Idaho 
Illinois 
Indiana 
Iowa 
Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 

Rate 
$0.02 per ounce 
75% of wholesale price 
$0.123 per ounce 
32% of manufacturers price 
46.76% of wholesale price 
40% of manufacturers price 
$0.40 per ounce 
$0.54 per ounce 
25% of wholesale price 
10% of wholesale price 
40% of wholesale price 
40% of wholesale price 
18% of wholesale price 
24% of wholesale price 
$1.1 9 per ounce 
10% of wholesale price 
$0.095 per unit 
20% of manufacturers price 
78% of wholesale price 
15% of wholesale price 
90% of wholesale price 
32% of wholesale price 
70% of wholesale rice 

TYpe ofTax 
Weight-based 
Ad Valorem 
Weight-Based 
Ad Valorem 
Ad Valorem 
Ad Valorem 
Weight-based 
Weight-based 
Ad Valorem 
Ad Valorem 
Ad Valorem 
Ad Valorem 
Ad Valorem 
Ad Valorem 
Weight-based 
Ad Valorem 
Per Can 
Ad Valorem 
Ad Valorem 
Ad Valorem 
Ad Valorem 
Ad Valorem 
Ad Valorem 

1 Based on: Prante Gerald (2008) "What Is Proper Tax Policy for Smokeless Tobacco Products?" Tax 
Foundation Fiscal Fact No. 120, March 26; including changes in MST taxes since publication. 

Page 1 This document was prepared by Arduln, Laffer & Moore Econometrics on behalf of Altrla 
Client Services Inc. It Is Intended for ALeS employees and consultents for educational purposes. 

It Is not intended for third party distribution. 
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MisSissippi 15% of manufacturers price Ad Valorem 
Missouri 10% of manufacturers price Ad Valorem 
Montana $0.85 per ounce Weight-based 
Nebraska 20% of wholesale price Ad Valorem 
Nevada 30% of wholesale price Ad Valorem 
New Hampshire 19% of wholesale price Ad Valorem 
New Jersey $0.75 per ounce Weight-based 
New Mexico 25% of product value Ad Valorem 
New York $0.96 per ounce Weight-based 
North Carolina 10% of whOlesale price Ad Valorem 
North Dakota $0.60 per ounce Weight-based 
Ohio 17% of wholesale price Ad Valorem 
Oklahoma 60% of wholesale price Ad Valorem 
Oregon 65% of wholesale price Ad Valorem 
Pennsylvania No --
Rhode Island $1.00 per ounce Weight-based 
South Carolina 5% of manufacturers price Ad Valorem 
South Dakota 35% of wholesale price Ad Valorem 
Tennessee 6.6% of wholesale price Ad Valorem 
Texas 40% of manufacturers price Ad Valorem 
Utah $0.75 per ounce Weight-based 
Vermont $1.49 per ounce Weight-based 
Virginia 10% of wholesale price Ad Valorem 
Washington 75% of wholesale price Ad Valorem 
West Virginia 7% of wholesale price Ad Valorem 
IIVIsconsin $1.31 per ounce Weight-based 

! Wyomino 20% of wholesale price Ad Valorem 

Issues of Tax Equivalency 

Price-based taxes, or ad valorem taxes, are levied as a percentage of the product's price. IIVIth respect to 

MST, these taxes are typically levied as a percentage of the wholesale price. For instance, in Idaho the 

tax on MST is 40% of the wholesaler's price. Consequently, for MST products that wholesale for S3 per 

can, the 40% tax would impose an excise tax of $1.20. For MST products that wholesale for S1 per can" 

the 40% tax would impose an excise tax of SO.40. 

From an equivalency perspective, any ad valorem tax can be set at a level such that it imposes the same 

burden on MST as a weight-based or unit-based tax. In other words, any ad valorem tax can be 

converted into a unit-based or weight-based tax with the same equivalent tax burden. 

Table 2 illustrates this principle based on Flonda's current ad valorem MST excise tax. Looking at the 

premium category, currently, the state levies a tax that is 25% of the wholesale price. Based on a 

wholesale price of $3.00 per 1.2 ounce can, the state could swijch their ad valorem tax to a quantity tax of 

SO.75 per unit or SO.63 per ounce. In either scenario, the effective tax burden would be the same under 

all three scenarios - a 75-cent per can tax. Rows 3 & 4 illustrate the impact of the equivalency 

calculation on the Price Value and Deep Discount categories. While an ad-valorem tax provides a tax 

Page 2 This document was prepared by Arduln, Laffer & Moore Econometrics on behalf of Altria 
Client Services Inc. It Is Intended for ALCS employees and consultants for educational purposes. 

It Is not intended for third party distribution. 
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break for the lower-priced categories, both the unit-based and weight-based taxes levy the same dollar 

tax - the same dynamic that occurs when states (and the federal government) levies excise taxes on 

every other product subject to excise taxes. 

Table 2 
Premium Equivalency 

Ad valorem, Per Can, and Per Ounce MST Taxes 
for 1.2 ounce MST Products 

In Florida 
(Based on 200e Ad valorem Tax) 

Wholesale Price Ad Unit- Weight-Based 
Valorem Based (per ounce) 

Premium ($3.00/can) $0.75 $0.75 $0.75 

Price Value ($2.00/can) $0.50 $0.75 $0.75 

Deep Discount ($1.00/can) $0.25 $0.75 $0.75 

The example in Table 2 is often referred to as a "pure" weight-based method. Below is language from the 

2008 Utah House Bill 356, a "pure" weight-based bill. 

(4) The rate of the tax under this section is: 

(a) for tobacco products except for moist snuff, 35% of the manufacture(s sales price; 

(b) subject to Subsection (5), for moist snuff, $.75 per ounce. 

(5) (a) The tax under this section on moist snuff shall be imposed on the basis of the net 

weight of the moist snuff as listed by the manufacturer. 

(b) If the net weight of moist snuff is in a quantity that is a fractional part of one ounce, 

a proportionate amount of the tax described in Subsection (4)(b) is imposed on that 

fractional part of one ounce. 

The equivalency rates in Table 2 assume a constant can size -1.2 ounces. However, MST products are 

sold in different sized cans (e.g., low-weight MST products). As the name implies, a weight-based tax 

method would result in a lower tax for lower-weight products of the same price. Unit-based taxes would 

nol. 

CurrenHy, only Kentucky imposes a MST excise tax per unit. although Washington State considered 

replacing its current ad valorem tax with a per unij tax. Because MST products come in different size 

cans (i.e, 1.5 OZ, 12 OZ, and 0.12 oz), per unit tax proposals will typically include a "band" where the 

smaller-sized containers are taxed at the same rate as the standard containers. 

A per unit tax with this feature is often referred to as a "banded" tax. Tax bands establish a tax floor such 

that the tax on lower-weight products is the same as the tax on standard-weight products. And 

proportionally larger per unit taxes are levied on larger sized cans such that the tax burden is not 
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minimized by marketing larger products. Below is language from the 2008 Washington House Bill 2288, 

a "banded" bill. 

Two dollars and thirty-five cents per ounce of moist snuff with a proportionate tax at the like rate 

on all fractional parts of an ounce thereof, provided that cans or packages of moist snuff with a net weight 

of less than one and two-tenths ounces shall be taxed at the equivalent rate of packages or cans 

weighing one and two-tenths ounces. Such tax on moist snuff shall be computed based on the net weight 

as listed by the manufacturer. 

Table 3 illustrates the tax equivalency calculation based on Tier 1 products that are banded up to cans of 

1.2 ounces. 

Table 3 
Equivalent Ad valorem, Per Can, and Per Ounce MST Taxes 

By MST Product Size, for Tier 1 MST Products 
In Florida 

(Based on 2008 Ad valorem Tax, All products oos! $3.00) 

Wholesale Price Ad Unit- Weight-Based 
Valorem Based (per ounce) 

1.5 ounces $0.75 $0.94 $0.94 

1.2 ounces $0.75 $0.75 $0.75 

0.12 ounces $0.75 $0.75 $0.08 

The tax rates in Table 3 show that a unit-based (or banded) tax creates a tax floor of $0.75 per can for all 

products, including those of a lower weight. Therefore, even though there is tax equivalency for products 

with a weight of 1.2 ounces and above, similar products w~h less weight will have a higher tax burden 

than under ad valorem or weight-based tax methods. 

What MST Wholesale Price? 

An important difficulty arises for ad valorem taxation: How does the ad valorem excise tax statute define 

wholesale price? The retail chain varies depending upon many factors. In some instances, MST is 

distributed from the manufacturer, to a wholesaler, then to a retailer and finally the customer. In this 

case, defining the wholesale price is straightforward. 

Oftentimes the retail chain is longer than this example. In circumstances where there are two (or more) 

wholesalers, defining the wholesale price becomes more complex. This complexity creates problems. 

For instance, 

Page 4 This document was prepared by Arduin, Laffer & Moore Econometrics on behalf of Altria 
Client Services Inc, It Is intended for ALCS employees and consultants for educational purposes. 

It Is not Intended for third party distribution. 



3231 

A company that distributes smokeless tobacco products to retailers in Florida filed a 
lawsuit against the Department of Business & Professional Regutation (DBPR), claiming 

a refund of more than $14 million dOllars in Other Tobacco Products Taxes over a five­

year period. The core of the argument was what constitutes the 'wholesale sales price . .. 

The distributor contended the taxable wholesa/a sales price was the lower price a 

smokeless tobacco company's sales and marketing subsidiary paid to its manufacturing 

subsidiary for the product the distributor later purchased. The distributor had been taxed 

on the price it paid to the sales and marketing subsidiary. 

In March 2005, the Court approved a settlement under whiCh DBPR gave the distributor a 

$6.2 million credit against future taxes. The Court retained jurisdiCtion for one year. The 

potential for other such claims exists.2 

Standard industry discounting actions also impact tax revenues from ad valorem taxes. 

Oftentimes. manufacturers promote their products by offering 'buy I, get 1 free' or 'buy 2, get 1 

free'specials. Because the price is $0 for a product that is given away, ad valorem taxes do not 

levy a tax on promotional products under an ad valorem tax system. 

Quantity-based taxes avoid both of the problems discussed above. Under a quantity-based tax 

system the definition of the tax base is straightforward and not subject to differences in 

interpretation. The same logic applies to the promotional problem. With per unit or weight-based 

taxes, the manner in which products are promoted are irrelevant. Quantity taxes indude both 

purchased products and promotional products as part of the tax base. These features create 

significant advantages for state governments that levy per unij or weight-based MST excise taxes 

instead of an ad valorem MST excise taxes. 

Weight-based or Unit-based Taxes Are More Stable and Easler to Forecast 

Related to the issue of price variabilijy is the added difficulty state revenue forecasters face forecasting ad 

valorem MST taxes compared to quantijy-based MST taxes. 

Forecasting a quantity-based MST tax only requires the forecaster to track overall volume trends. Any 

changes in expected prices will impact consumption, and consequently tax revenues. However. the price 

impacts affect tax revenues only through their impact on the quantity sold - the changes in price do not 

directly increase or decrease the total tax revenues. Furthermore. price differentials across different 

2 Wenner Kurt R. and Turcotte John (2006) -Legislature Should Consider a Unit-Based Tobacco Products 
Tax' Florida TaxWatch Briefings, April. 
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types of products do not matter for tax revenue forecasts for quantity-based MST taxes, only the overall 

price trends. These features lead to a more stable, and consequently easier to forecast, tax revenue 

source from per unit or weight-based taxes. 

Forecasting an ad valorem excise tax requires forecasters to track both price and volume trends. In 

addition, it is not just the overall price and volume trends that malter. Total MST ad valorem axcise tax 

revenues will vary depending upon the price and volume trends by price category. Consequently, in 

states that impose MST ad valorem excise taxes, forecasters must predict the average MST price for all 

three MST price tiers, the changes in price differentials across the price tiers, and then predict how these 

changes in absolute and relative prices will impact expected volumes for each price tier. These 

complexities make accurately forecasting MST tax revenues from ad valorem excise taxes much more 

difficuH than forecast MST tax revenues from per-un~ excise taxes - ~ also can create a more variable 

excise tax revenue source. 

Prices That Go Up Can Also Come Down 

Proponents of ad valorem taxes on MST claim ad valorem taxes provide automatic protection against 

inflation. As the argument goes, when inflation increases, MST prices will increase in step, therefore tax 

revenues will be protected against inflation. Such arguments overlook the complexity of actual pricing 

decisions made by consumers and manufacturers. 

Manufacturers often engage in price discounts in order to gain/protect market share. When the MST 

excise tax is based on the wholesale price of the product, than state government revenues are directly 

impacted by manufacturer's compet~ive actions. These impacts are compounded when one 

manufacturer's price discounts tum into an all out pricing war. The lower prices on all products lower the 

state excise tax revenues from the entire category. Such pricing actions mayor may not occur during 

periods of high inflation. 

Consequently, Ihere is no guarantee that MST prices will increase in line with inflation. In fact, between 

2000 and 2007, total OTP tax revenues in those states that impose a per unit tax on MST (either weight­

based or based on the number of cans) grew more than total OTP tax revenues in those states that 

impose an ad valorem tax on MST, see Figure 1. 

Consumers can also impact government revenues by their purchasing decision. Because most excise 

taxes are imposed on a quantity-basis, the type of product a consumer chooses is irrelevant to the 

govemment. For instance, gaSOline excise taxes are levied on cents per gallon. Consequently, whether 

gasoline consumers choose regular or premium gasoline does not malter from the state governmenfs 

perspective. State gasoline tax revenues are precisely the same. This is not the case for states that 
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impose ad valorem MST taxes. State revenues change depending upon which product category a 

consumer chooses when states impose ad valorem MST taxes. This dynamiC creates unexpected 

revenue declines if consumers change their product choice. In fact, this dynamic is taking place: 

Oats from Citigroup shows that sales of MST grew 6.4% nationwide in 2005 and that 

while Tier 3 grew by 28.8%, sales of Tier 1 products fell by 2.8%. ' 

8.0% 

7.8% 

7.6% 

7.4% 

7.2% 

7.0% 

6.8% 
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Figure 1 
Compound Annual Growth Rate In Per Unit and Ad Valorem OTP Taxes 

2000 - 2007' 

7.9% 

7.1% 

Per Unit AdNalorem 

More troubling for state governments, consumer price sensitivity increases during more difficult economic 

times. Consumers will be looking toward economizing on their costs and may be more willing to purchase 

lower priced products. Manufacturers, aware of this dynamic, will be more sensijive to consumers' price 

consciousness and will be more willing to forgo price increases and perhaps even cut prices. As a result, 

both consumer and manufacturer actions will work toward limiting price increases during difficult 

economic times, and may even push actual average prices down. 

Not surprisingly, state tax revenues are generally under pressure during the same tough economic times, 

see Figure 2. The gray shaded areas in Figure 2 represent recessions. The gray dotted line represents 

3 Wenner Kurt R. and Turcotte John (2006) "Legislature Should Consider a Unit-Based Tobacco Products 
Tax' Florida TaxWatch Briefings, April. 
• Source: Orzechowski Bill and Walker Rob (2008) The Tax Burrien on Tobacco vol. 42. In order to 
ensure comparability across time, only those slates that levied an MST tax throughout the entire period 
were induded in the analysis. 
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the average growth in real state tax revenues, which has been 3.5% between 1978 and 2007. State tax 

revenue growth was well below the average state tax revenue growth rate during and following all four 

official recessions since 1978. Recently, 2007 state tax revenues have fallen below average, and the 

quarte~y data from the U.S. Census shows that tax revenues will likely fall even further in 2008 -

consistent with the deciining economy. 

Figure 2 
Percent Change In Inflation Adjusted Total State Tax Revenues 

1978 - 20075 
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Ad valorem MST taxes are detennined by both the price of the product and the quantity sold. Due to 

pressure on MST prices (driven either by manufacturers or consumers) during a slowing economy, ad 

valorem MST taxes will under-perfonn state tax revenue needs at the precise time when states need 

revenues the most. Quantity based MST taxes avoid this problem by being determined by the quantity 

sold alone. 

Equity Considerations 

According to the National Conference of State Legislatures, tax equity "has two primary components -

horizontal equity and vertical equity. Horizontal equity means that taxpayers with similar economic 

, Source: U.S. Census, www.census.gov. 
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circumstances have similar tax burdens. Vertical equity refers to the distribution of tax burdens among 

taxpayers with different economic circumstances." 

The issue of horizontal equity is the most relevant with respect to ad valorem MST taxation. Ad valorem 

excise taxes create an artificial market advantage for the lower-priced MST products. As illustrated in the 

example above, in a state with a 40% ad valorem tax on the wholesale price of the product (and 

assuming that the wholesale price can be clearly defined), the actual dollar tax paid on a product that 

wholesales for $3 per can ($1.20) will be 300% more than the actual dollar tax paid on a product that 

wholesales for $1 per can ($0.40). 

Because the tax burden is levied on the product not the individual, ad valorem MST taxes vary the tax 

burden on individuals that is not based on the individual's ability to pay. The ad valorem system, 

consequently, violates the horizontal equity consideration defined by the National Conference of State 

Legislatures. 

Conclusion 

Most states levy an ad valorem tax on MST products. Not only is this atypical for excise taxation in the 

U.S., but H is also less efficient. The evidence shows that tax revenues in those states that rely on ad 

valorem taxes do not necessarily grow faster than those states that levy a per unit MST tax. In fact, 

between 2000 and 2007, revenues in the states that levied a per unit tax grew at a faster rate than 

revenues in the states that levied an ad valorem tax. 

Ad valorem taxation also creates unnecessary complexity in the tax code, which makes it more difficult to 

forecast tax revenues and exposes the state's tax revenues to unnecessary volatility. For all of these 

reasons, taxing Moist Smokeless Tobacco on a per unit basis is more efficient than an ad valorem tax. 

6 Fiscal Affairs Program (2003) -Tax Policy Handbook tor State Legislators' National Conference of State 
Legislators, April. 
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Recent MST Price Reductions WiD Result in Revenue Loss in Ad 
"alore~ States 

On Tuesday, March 10,2009, Conwood Company LLC announced a price reduction on Kodiak and 
Hawken. On Wednesday, March 4,2009, US Smokeless Tobacco Company announced a price 
reduction on Copenhagen, Skoal and Red Seal and a price increase on Husky. The table below shows 
these price changes. 

In states that use an ad valorem excise tax methodology for MST, price reductions will result in an 
immediate reduction in MST excise tax revenues. The Alaska ad valorem rate is 75%. The annual 
revenue reduction is estimated in the chart below.' 

If Alaska converted to a weight-based taxation methodology, state revenues would not be dependent 
on the pricing decisions in the marketplace, including manufacturer discounts or promotions. 
However, because Alaska taxes MST based on price, rather than on weight, the state will lose an 
estimated $762,000 in excise tax revenue per year. 

Weight-based taxes protect states from loss of revenue that can follow price reductions or promotional 
activity in ad valorem states. With an ad valorem tax, the state's revenues depend not only on the 
volume of sales, but also on pricing decisions of the manufacturers - which leads to less stability in tax 
revenue collections. Under a weight-based methodology, every 1.2 ounce can pays the same excise tax 
to the state, regardless of pricing. 

A weigbt-based MST tax metbodology creates a stable and predictable stream of MST tax 
revenue for tbe state. 

t USSTC RAD saJes database. Cans sold is an estimate based on wbolesalo- reporting. It COvetS 2008. The revenue Joss was estimated by multiplying the 
price reduction per can, the volume of cans for the affected brands and the ad valorem tax rate. We assume no changes in volume for 2009 for purposes 
of this eslimate. 

~JI .. \"rJ.l 
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AMERICAN LE~bB6GE COUNCIL 

ISSUE AI ERT 
To: Alaska ALEC House Member 
From: Michael Hough, Task Force Director 
Re: House Bill 188 
Date: March 24, 2009 

The Alaska House is considering HB 188, which would change the current tax on moist smokeless tobacco 
(MST) from an ad valorem basis (percentage tax based on price) to a weight-based system. The American 
Legislative Exchange Council (ALEC) fully supports this concept. Changing the current tax on moist 
smokeless tobacco to weight-based system is sound tax policy that provides tax fairness and fits squarely 
within the Jeffersonian Principles of free market enterprise and fair commerce. 

In fact, ALEC recently passed a model resolution and statement of principles explaining the importance of 
implementing this needed change in tax law. We have attached the resolution, Resolution on the 
Enhancement of Economic Neutrality, Commercial Efficiency, and Fairness in the Taxation of Moist 
Smokeless Tobacco Products to this Issue Alert. 

ALEC believes that all like products would be taxed the same and there should be no tax preference for 
inexpensive products that could harm state revenues. Additionally, such a tax change would simplify and 
ease compliance for retailers and statc tax administrators and would erase the tax-conferred market 
advantage that some products have enjoyed in recent years, while restoring the principles of sound tax 
policy. 

Proponents' claim that taxes based upon price discourages consumption, especially among teenagers. To the 
contrary, an ad valorem tax merely shifts demand from one product to the next. Proponents also suggest that 
this is no different than a consumer who pays higher taxes for a more expensive car than a cheaper 
alternative. This confuses an excise tax with a sales tax rate; sales taxes are solely intended to tax the price 
or value of a product while excise taxes are intended to tax actual consumption. Automobiles are not 
consumable items and therefore this argument is without merit. 

Regardless of the politics or perceived social benefits, sound tax policy should still apply to excise taxes. 
ALEC does not believe any state should support a tax policy which creates a preference for one product 
over another, nor should the state interfere with the invisible hand of the free market by encouraging the use 
of one product over another. True to Jefferson's core principles, states should not be in the business of 
picking winners and losers, but rather let the market decide free of discriminatory government intervention. 

Finally, ALEC does not believe this legislation should be used for a revenue enhancer and do not support 
the idea of raising taxes during these tough economic times. While we fully support the concept of 
replacing the ad valorem tax with a weight-based tax, we do not support the overall tax increase that 
results from this legislation. 

If you should have any questions please contact ALEC's Commerce, Insurance and Economic Development 
Task Force Director, Michael Hough at 202-742-8530 or mhough@alec.org. 
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Tax Policy: A Fair Deal for Smokeless Tobacco 
ALEC resolution calls on 40 states to change tax structure and adopt 
fair excise tax policy for smokeless tobacco products. 

By Michael Keegan 

In December 2006, ALEC fully approved a resolution 
and statement of principles calling for states to change 
their tax treatment of smokeless tobacco products 
- and any other consumer products taxed in a similar 
way - from an ad valorem basis (percentage tax based 
upon price) to a weighr- or unit-based system. This 
change would ensure that all like products would 
be taxed at the same rate, it would eliminate a tax 
preference for inexpensive products that could harm 
state revenues and it 
would align smokeless 
tobacco products 
with all other 
consumer products 
subject to an excise 
tax. Additionally, 
such a tax change 
would simplifY and 
ease compliance for 
retailers and state tax 
administrators, and 
it would erase the 
tax-conferred market 
advantage that some 
products have enjoyed 
in recent years, while 
restoring the principle 
of sound tax policy. 

The cornerstone of excise tax policy is simply to 

tax the consumption of a product. The federal and 
state governments impose excise taxes on a range of 
products, including gasoline, beer, alcohol and tobacco 
products. In all instances, state excise taxes are based 
upon rhe unit or weight of a product (i.e., a gallon of 
gasoline, a liter of alcohol, a pack of cigarettes). 

The beneficial result of an excise tax based upon unit or 
weight is that like producrs are taxed equally regardless 
of price, and the tax is spread evenly. For example, a 
gallon of 87 -octane gasoline is taxed at the same rate 
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as a gallon of 93 octane, a pack of premium cigarettes 
is taxed at the same rate as a pack of generic cigarettes 
and the same holds true across the line for many other 
products. 

In 40 srates, however, moist smokeless tobacco (MST) 
is taxed as a percentage of its price, not its weight. A tax 
based upon price not only creates the effect of a double 
sales tax (as these products are also subject to a sales 
tax based upon price) but worse, it distorts consumer 
behavior by taxing similar products in a very dissimilar 

manner. The result 
of ad valorem 
taxation is that 
certain products are 
subject to a much 
higher tax than 
similar less expensive 
products. 

This policy creates 
a glaring market 
distortion as the 
tax treatment of 
the more expensive 
products artificially 
shifts demand 
toward lower 
priced products by 

exacerbating the price difference between the two, As 
highlighted by Americans for Tax Reform, "Excise taxes 
based upon price are taxes on autopilot, which creates a 
double and triple taxation effect and hides the real tax 
burden." 

Although proponents claim that taxes based upon price 
discourage consumption - especially among teenagers 
- the reality is that an ad valorem tax merely shifts 
demand from one product to the next. Supporters 
of this disparate tax system also suggest that it is no 
different than when consumers pay higher taxes for 
a more expensive car than for a cheaper alternative. 
This argument confuses an excise tax with a sales tax. 
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The difference is that sales taxes are solely based on 
the price or value of a product while excise taxes are 
generally fixed-fee and can be imposed at the point 
of production. importation or sale. They are intended 
to both raise revenue and to discourage particular 
behavior. 

Regardless of the politics or perceived social benefits, 
sound tax policy should still apply to excise taxes. 
ALEC does not believe any state should support a tax 
policy that creates a preference for one product over 
another, nor should the state interfere with the invisible 
hand of the free market by encouraging the use of one 
product over another. True to Jefferson's core principles, 
states should not be in the business of picking winners 
and losers, but should let the market decide free of 
discriminatory government intervention. 

It is with these guiding principles relating to tax equity. 
tax fairness, free market economy and commerce 
without discriminatory interference by government 
that ALEC encourages all policymakers in states that 
currently tax smokeless tobacco on price (ad valorem) 
to support and adopt legislation that taxes all consumer 
products - including smokeless tobacco products 
- fairly, based upon the weight of a can. 

This chart indicates states that currently tax smokeless 
tobacco products on an ad valorem basis and shows 
the wide discrepancies in the state excise tax rates on 
smokeless tobacco products. 

* Adjusted annually by the California Board of Equalization. 

Source: Tax Foundation and Federation of Tax Administrators. 
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State 

Alaska 

Arkansas 

California 

Colorado 

Delaware 

Florida 

Georgia 

Hawaii 

Idaho 

Illinois 

Indiana 

Iowa 

Kansas 

Louisiana 

Maine 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Nebraska 

Nevada 

New Hampshire 

New Mexico 

New York 

North Carolina 

Ohio 

Oklahoma 

Oregon 

South Carolina 

South Dakota 

Tennessee 

Texas 

Utah 

Virginia 

Washington 

WestVirginia 

Wisconsin 

Wyoming 

Tax Rate on 
TypeofTax 

Smokeless Tobacco 

75% of wholesale price ad valorem 

32% of manufacturer's price ad valorem 

46.76% of wholesale price" ad valorem 

40% of manufacturer's price ad valorem 

15% of wholesale price ad valorem 

25% of wholesale price ad valorem 

10% of wholesale price ad valorem 

40% of wholesale price ad valorem 

40% of wholesale price ad valorem 

18% of wholesale price ad valorem 

18% of wholesale price ad valorem 

22% of wholesale price ad valorem 

10% of wholesale price ad valorem 

20% of manufacturer's price ad valorem 

78% of wholesale price ad valorem 

15% of wholesale price ad valorem 

90% of wholesale price ad valorem 

32% of wholesale price ad valorem 

70% of wholesale price ad valorem 

15% of manufacturer's price ad valorem 

10% of manufacturer's price ad valorem 

20% of wholesale price ad valorem 

30% of wholesale price ad valorem 

19% of wholesale price ad valorem 

25% of product value ad valorem 

37% of wholesale price ad valorem 

3% of wholesale price ad valorem 

17% of wholesale price ad valorem 

60% of wholesale price ad valorem 

65% of wholesale price ad valorem 

5% of manufacturer's price ad valorem 

35% of wholesale price ad valorem 

6.6% of wholesale price ad valorem 

40% of manufacturer's price ad valorem 

35% of manufacturer's price ad valorem 

10% of wholesale price ad valorem 

75% of wholesale price ad valorem 

7% of wholesale price ad valorem 

25% of manufacturer's price ad valorem 

20% of wholesale price 
ad valorem (or 10% of retail) 
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Resolution on the Enhancement of Economic 
Neutrality, Commercial Efficiency and Fairness in the 
Taxation of Moist Smokeless Tobacco (MST) Products 

WHEREAS, excise taxes are levied by individual states 
on the distribution of a variety of consumer products in 
the United States. 

WHEREAS, excise taxes are levied at various points or 
transactions during the distribution of these consumer 
products having a compounding effect on all other taxes 
levied further along the distribution chain, including 
sales taxes. 

WHEREAS, levy of excise taxes should be equally 
applied to all products of a like nature or category, as 
to not create a tax policy that benefits one product and 
penalizes another of the same nature or category. 

WHEREAS, state tax policy should not create 
preferences among products of a like nature or category. 

WHEREAS, taxes that create a consumer preference 
within a product category impede free market 
commerce. 

WHEREAS, excise taxes levied on the basis of value or 
price "ad valorem" at any point during the distribution 
of any products greatly aggravate the compounding 
effect on taxes and prices between products and distort 
consumer preference between similar products. 

WHEREAS, MST products are all of a like nature 
and category, and packaging is distinguishable only by 
volume, weight or labeling. 

WHEREAS, ad valorem excise taxes on MST creates a 
tax preference for inexpensive MST products, thereby 
artificially disrupting free market consumer dynamics. 

WHEREAS, ad valorem excise taxes on MST result in 
automatic tax increases or decreases without legislative 
oversight or action, and negatively impact consumers 
and producers while denying them any legislative 
recourse. 

WHEREAS, ad valorem excise tax statutes are subject 
to differing interpretations as to the appropriate point 
or transaction to apply the tax, creating compliance 
problems for producers and state tax administrators. 

1129 20th Street, NW, Suite 500 • Washington. DC 20036 

.JlLEC POLICY FORUM 
AMERICAN LEGISLATIVE EXCHANGE COUNCIL 

9 

WHEREAS, excise taxes on MST based on volume or 
weight eliminate the possibility of market distortions 
and manipulations, tax preferences for lower priced 
products and aggravation of the compounding nature of 
an excise tax levied during distribution. 

WHEREAS, virtually all other products on which 
excise taxes are levied carry a tax based on volume or 
weight, ensuring that manufacturers and consumers 
face a level marketplace based on freedom of consumer 
choice. 

NOW, THEREFORE BE IT RESOLVED, THAT 
the American Legislative Exchange Council (ALEC) 
will support efforts to change or convert state excise 
taxes levied on MST from ad valorem or price based to 

weight or volume based. 

NOW, THEREFORE BE IT FURTHER RESOLVED 
THAT ALEC shall support the following statement of 
principles. 

Statement of Principles Regarding State Ad Valorem 
Taxes on Consumer Products 

The Problem: Ad Valorem Excise Taxes on Consumer 
Products 

Ad valorem taxes give less expensive products a tax 
preference, which encourages consumers to switch 
to those products, thus artificially distorting the 
market and influencing consumer behavior. 
Market distortions created by ad valorem taxes 
erode and destabilize state revenues over time. 
Ad valorem excise taxes lack neutrality. Products 
with identical weights and packaging can have 
widely different tax burdens, harming commercial 
activity and artificially distorting the dynamics of 
the marketplace. 
Ad valorem excise taxes are not consistent with 
virtually all other consumer product excise taxes 
that tax solely on the basis of the amount of the 
product purchased and consumed, and do not 
discriminate on price. 
Ad valorem state excise taxes amount to a tax on 
top of a tax because a portion of the price basis for 
applying the excise tax is attributable to any existing 
federal excise tax. 
Ad valorem excise taxes result in automatic tax 
increases and decreases without legislative oversight 
or action. 

Phone 202.466.3800 • Fax 202.466.380 I • www.alec.org 
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Ad valorem excise tax statutes are subject to 

differing interpretations regarding the appropriate 
tax base and payer; this increases complexity 
and compliance problems for manufacturers, 
distributors and state tax administrators. 

The Solution: Weight-Based Excise Taxes 

'Under a weight-based tax structure, not a state tax 
system that arbitrarily gives a preference to one 
product over another, COnsumer products compete 
fairly in the marketplace on the basis of product 
attributes and price. 
Weight-based excise taxes eliminate the market 
distortions and revenue erosion caused by ad 
valorem excise taxes. 
Like products should carry identical taxes. All 
products and taxpayers are treated fairly and equally 
under a weight-based tax system. 
A weight-based excise tax would equalize the tax 
treatment of all like consumer products in the 
states and eliminate an economic disincentive that 
hinders commercial activity. 
A weight-based excise tax on MST eliminates the 
possibility of a tax on tax. 
A weight-based excise tax eliminates automatic tax 
increases, and requires specific legislative action to 
increase or decrease taxes. 
Weight-based taxes are easy for taxpayers to 
understand and for tax administrators to support 
and enforce. 

Conclusion 

Adherence to the principles of sound tax policy, 
economic neutrality, fairness, simplicity. efficiency and 
fiscal stability should lead state legislators in states that 
currently tax consumer products on an ad valorem basis 
to replace that method of taxation with one that taxes 
products on a per unit, weight or volume basis. 

Adopted by the Commerce, Insurance and Economic 
Development Task Force onJu/y 21,2006, and approved 
by the ALEC Board of Directors in December 2006. 

Michael Keegan is the former director of the ALEC 
Commerce, Insurance and Economic Development 
Task Force. For additional information please view the 
resolution and Statement of Principles on the ALEC Web 
site or contact Jonathan Shore at jshore@alec.org 
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The Effect of Federal Tobacco Tax Increases on Alaska's Tobacco Taxes 

Prepared by: Johanna Bales 

Alaska levies an excise tax on cigarettes and on other tobacco products (OTP). The tax rates, tax 
calculation, and how the tax is levied differ between cigarettes and OTP. The following outlines those 
differences and the effect of recent federal tobacco tax increases on Alaska tobacco taxes: 

Cigarette Tax 

Alaska's cigarette tax is levied on each cigarette. The tax is currently 10 cents per cigarette or $2.00 per 
pack of twenty cigarettes. The tax is levied when cigarettes are brought into the state for sale or 
personal consumption. What this meanS is that if an individual buys cigarettes over the Internet or has 
friends or family ship cigarettes to them through the mail, they are liable to pay the Alaska tax. The 
federal tax was 39 cents per pack, but is now $1.01 per pack of twenty. The increase in the federal tax 
does not affect Alaska's tax rate. However, it can and probably will affect revenue as people either quit 
smoking or cut back due to the higher cost of cigarettes that will result from the federal increase. We 
also expect smuggling to increase in all states, including Alaska, which will also cut into Alaska's cigarette 
tax revenue. 

Other Tobacco Products (OTP) 

Alaska's OTP tax is levied at the rate of 75% of the wholesale price of the tobacco product. OTP includes 
little cigars, cigars, pipe tobacco, chewing tobacco, snuff, roll-your-own tobacco, etc. Basically, anything 
other than a cigarette that has tobacco in it. The tax is levied when OTP is brought into the state for 
sale. It is important to note, the OTP tax is not levied when OTP is brought into the state for personal 
consumption. The wholesale price is defined in statute as the "established price for which a 
manufacturer sells a tobacco product to a distributor .... " This is basically the manufacturer's list price. 

The federal law increased many OTP products significantly. For example, the tax on little cigars 
increased from 4 cents per pack to $1.01 per pack of twenty. Chewing tobacco increased from 19.5 
cents to 50.33 cents per pound and rOIl-your-own tobacco increased from $1.0969 to $24.78 per pound. 
The federal tax is paid by the manufacturer. Therefore, the manufacturer's list price will increase to 
reflect the increases in the federal tax. Even though our tax rate of 75% of the wholesale cost remains 
the same, the amount upon which the 75% is multiplied will be significantly higher. As such, Alaska's tax 
on OTP will also increase. 

Will people start buying rOIl-your-own and other OTP from states without a tax? Most states have a tax, 
but if the product is exported from the state that state's tax doesn't apply. The question should be, "will 
people start buying roll-your-own and other OTP from Internet sellers?" The answer is, "yes." When 
Alaska increased the tax on OTP in 1997 from 25% to 75% of the wholesale cost, we did see an increase 
in people buying OTP through the mail. It is perfectly legal for them to do so since the OTP tax is only 
levied when OTP is imported or brought into the state for sale. With the increase in the federal tax and 
resultant increase in the Alaska tax, we will definitely see individuals and possibly even businesses 
purchasing OTP from Internet sites and through the mail. This will result in lost revenue to the state. 

When Alaska increased its cigarette tax during a special legislative session in the summer of 2004, a 
couple of legislators tried to insert language that made it so the OTP tax was levied on individuals who 
imported OTP for personal consumption. Their concern was that local businesses which sell OTP were 
unable to compete with Internet sellers because it was legal for individuals to buy through the mail and 
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Internet without paying Alaska's tax, but the local retailer had to pay the tax. I think this will be even 
more of an issue now that the federal tax has significantly increased and the Alaska tax will be even 
more. 

Alaska's cigarette and DlP tax rates are set in statute. The Department of Revenue has nO authority to 
change the tax rates. 

One other thing to note is that the federal law provides for a floor stock tax. What this means is that 
every distributor and retailer in the state must identify their inventory as of April 1, 2009 and pay the 
difference between the new and old federal tax rates to the federal government by August 1, 2009. 
Alaska does not have a floor stock tax. Even though distributors and retailers must remit the higher tax 
on their inventory to the federal government, the Alaska tax on OlP will be based on the manufacturer's 
list price at the time the product was imported into the state for sale. 

Attached is the new federal language with a chart showing the changes in the federal tax rates by 
product. 
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Product Current Tax Rates Senate SCHIP Tax Rates 
Ci~arettes 39¢ \ler pack $1.01 per \lack 
Large Cigars 20.719% of 52.75% of manufacturer's 

manufacturer's price; cap price; cap of 40.26 cents per 
of 4.875¢/cigar cigar 

Little Cigars 4tI>er pack $1.01 per pack: 
Pipe Tobacco $1.0969 per~und $2.8311 per pound 
Chewing Tobacco 19.5¢ per pound 50.33¢ per pound 
Snuff 58.5¢ per pound $1.51 per pound 
RYO; Cigar $1.0969 per pound $24.78 per pound 
Wrappers 
Cigarette Paper 1.22¢ per 50 papers 3.15¢ per 50 papers 
Cigarette Tubes 2.44¢ per 50 tubes 6.30¢ per 50 tubes 

H.R.2 
Children's Health Insurance Program Reauthorization Act 0(2009 (Engrossed 

Amendment as Agreed to by Senate) 

. a:c .c. _ 

SEC. 701. INCREASE IN EXCISE TAX RATE ON TOBACCO 
PRODUCTS. 

(a) Cigars- Section 5701(a) of the Internal Revenue Code of 1986 is amended--

(I) by striking '$1.828 cents per thousand ($1.594 cents per thousand on 
cigars removed during 2000 or 2001)' in paragraph (1) and inserting '$50.33 
per thousand'. 

(2) by striking '20.719 percent (18.063 percent on cigars removed during 
2000 or 2001), in paragraph (2) and inserting '52.75 percent: and 

(3) by striking '$48.75 per thousand ($42.50 per thousand on cigars removed 
during 2000 or 2001)' in paragraph (2) and inserting '40.26 cents per cigar'. 

(b) Cigarettes- Section 5701(b) of such Code is amended--

(I) by striking '$19.50 per thousand ($17 per thousand on cigarettes removed 
during 2000 or 2001)' in paragraph (1) and inserting '$50.33 per thousand: 
and 

(2) by striking '$40.95 per thousand ($35. 70 per thousand on cigarettes 
removed during 2000 or 2001)' in paragraph (2) and inserting '$105.69 per 
thousand'. 

(c) Cigarette Papers- Section 5701 (c) of such Code is amended by striking '1.22 cents 
(1.06 cents on cigarette papers removed during 2000 or 2001)' and inserting '3.15 
cents'. 
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(d) Cigarelle Tubes· Section 570}(d) of such Code is amended by striking '2.44 cents 
(2.13 cents on clgarel/e tubes removed during 2000 or 200}) , and inser/ing '6.30 
cents~ 

(e) Smokeless Tobacco· Section 570}(e) of such Code is amended-

(1) by striking '58.5 cents (51 cents on snuffremoved during 2000 or 2001)' in 
paragraph (1) and inserting '$1.51', and 

(2) by striking '19.5 cents (17 cents on chewing tobacco removed during 2000 
or 2001), in paragraph (2) and inserting '50.33 cents~ 

(j) Pipe Tobacco· Section 570I(j) of such Code is amended by striking '$}.0969 cents 
(95.67 cents on pipe tobacco removed during 2000 or 2001), and inserting '$2.83}} 
cents'. 

(g) RolI·Your·Own Tobacco· Section 570} (g) of such Code is amended by striking 
'$1.0969 cents (95.67 cents on roll·your.own tobacco removed during 2000 or 200}) , 
and inser/ing '$24.78'. 

(h) Floor Stocks Taxes· 

, 4 

(1) IMPOSITION OF TAX· On tobacco products (other than cigars described 
in section 5701(a)(2) of the Internal Revenue Code of 1986) and cigarelle 
papers and tubes manufactured in or imported into the Uniled States which 
are removed before April 1, 2009, and held on such date for sale by any 
person, there is hereby imposed a tax in an amount equal to the excess of-. 

(A) the tax which would be imposed under section 5701 of such Code 
on the article if the article had been removed on such date, over 

(B) the prior tax (ifany) imposed under section 5701 of such Code on 
such article. 

(2) CREDIT AGAINST TAX· Each person shall be allowed as a credit against 
the taxes Imposed by paragraph (1) an amount equal to $500. Such credit 
shall not exceed the amount of taxes imposed by poragraph (1) on April 1, 
2009, for which such person is liable. 

(3) LiABILITY FOR TAX AND METHOD OF PAYMENT. 

(A) LlABILiTY FOR TAX· A person holding tobacco products, 
clgarelle popers, or cigarelle tubes on April 1, 2009, to which any tax 
imposed by paragraph (J) applies shall be liable for such tax. 

(B) METHOD OF PAYMENT· The tax imposed by paragraph (1) shall 
be paid in such manner as the Secretary shall prescribe by 
regulations. 

(e) TIME FOR PAYMENT· The tax imposed by paragraph (I) shall be 
paid on or before August 1, 2009. 
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Recent MST Price Reductions Will Result in Revenue Loss in Ad 
Valorem States 

On Tuesday, March 10,2009, Conwood Company LLC announced a price reduction on Kodiak and 
Hawken. On Wednesday, March 4, 2009, US Smokeless Tobacco Company announced a price 
reduction on Copenhagen, Skoal and Red Seal and a price increase on Husky. The table below shows 
these price changes. 

In states that use an ad valorem excise tax methodology for MST, price reductions will result in an 
immediate reduction in MST excise tax revenues. The Alaska ad valorem rate is 75%. The annual 
revenue reduction is estimated in the chart below.' 

If Alaska converted to a weight-based taxation methodology, state revenues would not be dependent 
on the pricing decisions in the marketplace, including manufacturer discounts or promotions. 
However, because Alaska taxes MST based on price, rather than on weight, the state will lose an 
estimated $762,000 in excise tax revenue per year. 

Weight-based taxes protect states from loss of revenue that can follow price reductions or promotional 
activity in ad valorem states. With an ad valorem tax, the state's revenues depend not only on the 
volume of sales, but also on pricing decisions ofthe manufacturers - which leads to less stability in tax 
revenue collections. Under a weight-based methodology, every 1.2 ounce can pays the same excise tax 
to the state, regardless of pricing. 

A weight-based MST tax metbodology creates a stable and predictable stream ofMST tax 
reven ue for tbe state. 

I USSTC RAD sales database, Cans sold is an esrimate based on wholesaler reporting. It COVeTS 2008. The revenue loss was estimated by multiplying the 
price reduction per can, the volume of cans for the affected brands and the ad valorem tax rate. We assume no changes in volume for 2009 for purposes 
of this estimate. 

"4 :li' , Ail ft.1 
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AlaskaI1S for Tobacco-Free 

Ii 
AMERICAN American Heart ~ 
LUNG Association. V' 
ASSOCIATION. 
of Alaska Learn and Live~ 

March 24, 2009 
Statement for House 8i1l188: Taxation on Moist Snuff Tobacco 

Kids 
MRP 
~ 
Alaska 

Alaskans for Tobacco-Free Kids is a coalition of organizations committed to reducing tobacco's effects on youth. 
Our coalition membership includes AARP, the American Cancer Society Cancer Action Network, the American 
Heart Association, and the American Lung Association of Alaska. We support efforts and strategies to reduce 
tobacco use, especially among our youth. 

Smokeless tobacco use causes serious harm, including gum disease, and a substantially increased risk of oral 
cancer. Even more tragic, use during youth can lead to a lifetime of addiction to smokeless tobacco, or, frequently, 
to cigarettes, as nicotine addiction created by smokeless use can u~imately lead to habitual smoking. 

We applaud efforts to keep tobacco products away from youth and know that tobacco taxes are one of the most 
effective ways to reduce the number of youth who ever start using tobacco. That said, our coalition has serious 
concerns with the specific provisions of House Bill 188. Primarily, weight-based taxes have been shown to 
increase youth use and over time, will hurt state revenues. 

Weight-based taxation has been promoted by manufacturers of premium moist snuff products as a strategy to 
reduce the effective tax on their products, particularly the new generation of ultra low-weight products. At the same 
time, weight-based taxation systems increase the effective tax on lower-priced brands. This is particularly harmful 
to Alaskans as the vast majority of youth who use smokeless tobacco use the higher-priced premium brands. By 
lowering the price on the smokeless tobacco products most popular with youth, shifting to a weight-based tax could 
increase smokeless tobacco use among youth. 

Taxing by weight also provides a massive tax break to the new generation of smokeless tobacco products that can 
weight as little as one-tenth as much as the standard smokeless products. 

Over time, shifts to a weight-based tax dramatically reduce the portion of state revenues gained from the 
smokeless tax. Fixing the monetary tax rate in a weight-based system will erode over time as inflation and product 
prices increase. 

Unlike weight-based taxes, our current ad valorem tax rate automatically increases with inflation and other tobacco 
products price increases which protect the state's tax rate and revenue from eroding over time. 

Alaskans for Tobacco-Free Kids supports and advocates the best way to tax smokeless tobacco is with our current 
ad valorem system. If Alaska wants more revenue from its smokeless tobacco products, we should simply raise 
our percentage-of-price rate. 

Emily Nenon 
Alaska Government Relations Director 
American Cancer Society Cancer Action Network 

Kay Ashton 
Director of Tobacco Prevention and Control 
American Lung Association of Alaska 

Chris Sherwin 
Director of Advocacy, Pacific Mountain Affiliate 
American Heart Association 

rf-/..;;r;..J ~ 
Pat Luby 
State Director, Advocacy 
AARP 
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Alaskans for Tobacco-Free Kids 
American Cancer Society Cancer Action Network, American Heart Association, American 

Lung Association of Alaska, AARP 

March 24, 2009 
Statement for House Bill 188: Taxation on Moist Snuff Tobacco 

Alaskans for Tobacco-Free Kids is a coalition of organizations committed to reducing tobacco's 
effects on youth. Our coalition membership includes AARP, the American Cancer Society Cancer 
Action Network, the American Heart Association, and the American Lung Association of Alaska. We 
support efforts and strategies to reduce tobacco use, especially among our youth. 

Smokeless tobacco use causes serious harm, including gum disease, and a substantially increased 
risk of oral cancer. Even more tragic, use during youth can lead to a lifetime of addiction to 
smokeless tobacco, or, frequently, to cigarettes, as nicotine addiction created by smokeless use can 
ultimately lead to habitual smoking. 

We applaud efforts to keep tobacco products away from youth and know that tobacco taxes are one 
of the most effective ways to reduce the number of youth who ever start using tobacco. That said, our 
coalition has serious concerns with the specific provisions of House Bill 188. Primarily, weight-based 
taxes have been shown to increase youth use and over time, will hurt state revenues. 

Weight-based taxation has been promoted by manufacturers of premium moist snuff products as a 
strategy to reduce the effective tax on their products, particularly the new generation of ultra low­
weight products. At the same time, weight-based taxation systems increase the effective tax on 
lower-priced brands. This is particularly harmful to Alaskans as the vast majority of youth who use 
smokeless tobacco use the higher-priced premium brands. By lowering the price on the smokeless 
tobacco products most popular with youth, shifting to a weight-based tax could increase smokeless 
tobacco use among youth. 

Taxing by weight also provides a massive tax break to the new generation of smokeless tobacco 
products that can weight as little as one-tenth as much as the standard smokeless products. 

Over time, shifts to a weight-based tax dramatically reduce the portion of state revenues gained from 
the smokeless tax. Fixing the monetary tax rate in a weight-based system will erode over time as 
inflation and product prices increase. 

Unlike weight-based taxes, our current ad valorem tax rate automatically increases with inflation and 
other tobacco products price increases which protect the state's tax rate and revenue from eroding 
over time. 

Alaskans for Tobacco-Free Kids supports and advocates the best way to tax smokeless tobacco is 
with our current ad valorem system. If Alaska wants more revenue from its smokeless tobacco 
products, we should simply raise our percentage-of-price rate. 

Emily Nenon 
Alaska Government Relations Director 
American Cancer Society Cancer Action Network 

Carrie Nyssen 
Senior Director of Advocacy 
American Lung Association of the Northwest 

Chris Sherwin 
Director of Advocacy, Pacific Mountain Affiliate 
American Heart ASSOCiation 

Pat Luby 
State Director, Advocacy 
AARP 



L 

3249 

WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO_ 188(HSS) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

Offered: 
Referred: 

Sponsor(s): REPRESENTATIVE HERRON 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS0714\K 
Bullock 
2/24/10 

"An Act relating to the taxation of moist snuff tobacco, including spitless moist snuff 

2 tobacco; including different types of moist snuff tobacco in the defmition of 'tobacco 

3 product' in provisions levying an excise tax on those products; relating to licensing for 

4 and taxation of tobacco products, including tobacco products imported for personal use 

5 and consumption; relating to the deposit of revenue from the taxation of moist snuff 

6 tobacco into the tobacco use education and cessation fund; defming 'moist snuff 

7 tobacco'; relating to the business license endorsement for the sale of tobacco products; 

8 relating to the offense ofselling tobacco to a minor; and providing for an effective date." 

9 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

10 * Section 1. AS 11.76.100(a) is amended to read: 

II (a) A person commits the offense of selling or giving tobacco or nicotine to a 

12 minor if the person 

-1- CSHB 188(IISS) 
New Text Underlined (DELETED TEXT BRACKETED] 
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(I) negligently sells a cigarette, a cigar, tobacco, or a product 

2 containing tobacco or nicotine to a person under 19 years of age; 

3 (2) is 19 years of age or older and negligently exchanges or gives a 

4 cigarette, a cigar, tobacco, or a product containing tobacco or nicotine to a person 

5 under 19 years of age; 

6 (3) maintains a vending machine that dispenses cigarettes, cigars, 

7 tobacco, or products containing tobacco or nicotine; or 

8 (4) holds a business license endorsement under AS 43.70.075 and 

9 allows a person under 19 years of age to sell a cigarette, a cigar, tobacco, or a product 

10 containing tobacco or nicotine. 

II * Sec. 2. AS 37.05.580(a) is amended to read: 

12 (a) There is created as a special account in the general fund the tobacco use 

13 education and cessation fund into which shall be deposited 20 percent annually of the 

14 revenue derived from the settlement of State of Alaska v. Philip Morris, Incorporated, 

15 et ai, No. IJU-97-915 CI (Alaska Super. 1997) and 25 percent of the annual 

16 revenue collected from the tax on moist snuff tobacco under AS 43.50.300 -

17 43.50.390. The purpose of the tobacco use education and cessation fund is to provide a 

18 source to finance the comprehensive smoking education, tobacco use prevention, and 

19 tobacco control program authorized by AS 44.29.020(a)(14). In this subsection, 

20 "moist snuff tobacco" has the meaning given in AS 43.50.390. 

21 * Sec. 3. AS 43.50.070(b) is amended to read: 

22 (b) In this section, "licensee" means a person licensed under AS 43.50.010 -

23 43.50.180 or 43.50.300 - 43.50.390, except for a buyer required to be licensed 

24 under AS 43.50.320(a)(2). 

25 * Sec. 4. AS 43.50.300 is amended to read: 

26 Sec. 43.50.300. Excise tax levied. 1!l An excise tax is levied on tobacco 

27 products in the state at the rate in (b) of this section [RATE OF 75 PERCENT OF 

28 THE WHOLESALE PRICE OF THE TOBACCO PRODUCTS]. The tax is levied 

29 when a person 

30 (I) brings, or causes to be brought, a tobacco product into the state 

31 from outside the state for sale; 

CSIIB 188(IISS) -2-
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(2) makes, manufactures, or fabricates a tobacco product in the state 

2 for sale in the state; [OR] 

3 (3) ships or transports a tobacco product to a retailer in the state for 

4 sale by the retailer or to an individual for personal consumption; or 

5 (4) brings or causes to be brought a tobacco product into the state 

6 from outside the state for personal consumption. 

7 * Sec. 5. AS 43.50.300 is amended by adding a new subsection to read: 

8 (b) The excise tax rate on 

9 (I) moist snuff tobacco, other than spitless moist snuff tobacco, is 

10 $1.88 multiplied by the number of ounces of moist snuff tobacco, including fractions 

II of an ounce; 

12 (2) spitless moist snuff tobacco is 100 percent of the wholesale price; 

13 (3) tobacco products other than moist snuff tobacco products subject to 

14 the tax rates in (I) and (2) of this subsection is 75 percent of the wholesale price of the 

15 tobacco product. 

16 * Sec. 6. AS 43.50.300, as amended by sec. 5 of this Act, is amended to read: 

17 (b) The excise tax rate on 

18 (I) [MOIST SNUFF TOBACCO, OTHER THAN SPITLESS MOIST 

19 SNUFF TOBACCO, IS $1.88 MULTIPLIED BY THE NUMBER OF OUNCES OF 

20 MOIST SNUFF TOBACCO, INCLUDING FRACTIONS OF AN OUNCE; 

21 (2)] spitless moist snuff tobacco is 100 percent of the wholesale price; 

22 ill [(3)] tobacco products other than spitless moist snuff tobacco 

23 products subject to the tax !!!!£ [RATES] in (1) [AND (2)] of this subsection is 75 

24 percent of the wholesale price of the tobacco product. 

25 * Sec. 7. AS 43.50 is amended by adding a new section to read: 

26 Sec. 43.50.305. Packaging of certain tobacco products for sale. (a) Cigars, 

27 except for cigars that are hand-rolled and wrapped in whole tobacco leaf, shall be sold 

28 in packages containing at least five cigars. 

29 (b) Smokeless tobacco 

30 (I) sold as loose tobacco shall be sold in packages containing at least 

31 one ounce; 

L 
-3-
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(2) in single-dose units shall be sold only in packages of not less than 

2 10 units and in original unaltered manufacturer's packaging. 

3 * Sec. 8. AS 43.50.320(a) is repealed and reenacted to read: 

4 (a) Except as provided in (g) of this section, a person engaged in an activity 

5 

6 

7 

8 

described in 

distributor; 

(I) AS 43.50.300(a)(I) or (3) must be licensed by the department as a 

(2) AS 43.50.300(a)(4) must be licensed as a buyer. 

9 * Sec. 9. AS 43.50.320(b) is amended to read: 

10 (b) The department, upon application and payment of a fee of 

II ill $50, shall issue a license for one year to a person who applies for a 

12 license as a distributor under (a)ill of this section .. 

13 (2) $25, shall issue a license for one year to a person who applies 

14 for a license as a buyer under (a)(2) of this section. 

15 * Sec. 10. AS 43.50.320(d) is amended to read: 

16 ' (d) A license issued under (b)(l) of this section must include the name and 

17 address of the licensee, the type of business to be conducted, and the year for which 

18 the license is issued. 

19 * Sec. II. AS 43.50.320(e) is amended to read: 

20 (e) The department may renew a license issued under 

21 (I) (b)(l) of this section for a fee of$50 .. 

22 (2) (b)(2) ofthis section for a fee of$25. 

23 * Sec. 12. AS 43.50.330(a) is amended to read: 

24 (a) On or before the last day of each calendar month, a licensee shall file a 

25 return with the department. The return must state the number or amount of tobacco 

26 products sold by the licensee during the preceding calendar month, the wholesale 

27 price or purchase [SELLING] price of the tobacco products, and the amount of tax 

28 imposed on 

29 ill [THE] tobacco products other than moist snuff tobacco; 

30 (2) moist snuff tobacco other than spitIess moist snuff tobacco; and 

31 (3) spitIess moist snuff tobacco. 

CSHB 188(HSS) -4-
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I * Sec. 13. AS 43.50.350 is repealed and reenacted to read: 

2 Sec. 43.50.350. Disposition of proceeds. (a) The tax collected by the 

3 department, other than the tax collected on moist snuff tobacco, shall be deposited in 

4 the general fund. 

5 (b) Of the tax collected by the department on moist snuff tobacco, 

6 (1) 25 percent shall be deposited in the tobacco use education and 

7 cessation fund established in AS 37.05.580; and 

8 (2) 75 percent shall be deposited in the general fund. 

9 (c) The annual estimated balance in the account maintained by the 

10 commissioner of administration under AS 37.05.142 may be used by the legislature to 

II make appropriations for health care, health research, health promotion, and health 

12 education programs. 

13 * Sec. 14. AS 43.50.390(1) is amended to read: 

14 (I) "distributor" means a person who 

IS (A) brings, or causes to be brought, a tobacco product into the 

16 state from outside the state for sale; 

17 (8) makes, manufactures, or fabricates a tobacco product in the 

18 state for sale in the state; or 

19 (C) ships or transports a tobacco product to a retailer in the 

20 state for sale by the retailer or to an individual for personal consumption; 

21 * Sec. 15. AS 43.50.390(2) is amended to read: 

22 (2) "licensee" means a distributor or buyer who is 

23 (A) licensed under AS 43.50.320; or 

24 (8) exempted by AS 43.50.320(g) from licensing under 

25 AS 43.50.320; 

26 * Sec. 16. AS 43.50.390(4) is amended to read: 

27 (4) "tobacco product" means 

28 (A) a cigar, including any roll of tobacco wrapped in leaf 

29 

30 

31 

tobacco; 

(8) a cheroot; 

(C) a stogie; 

-5-
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(D) a perique; 

2 

3 

(E) snuff tobacco, including moist snuff tobacco, and snuff 

flour; 

4 (F) smoking tobacco, including granulated, plug-cut, crimp-cut, 

5 ready-rubbed, and any form of tobacco suitable for smoking in a pipe or 

6 cigarette; 

7 (0) chewing tobacco, including cavendish, twist, plug, scrap, 

8 and tobacco suitable for chewing; [OR] 

9 (H) an article or product made of tobacco or a tobacco 

10 substitute, but not including a cigarette as defined in AS 43.50.170; ill: 

II (I) any other product containing tobacco or nicotine that is 

12 intended or expected to be consumed without being combusted unless it 

13 has been approved by the United States Food and Drug Administration 

14 for sale as a tobacco use cessation or harm reduction product or for other 

15 medical purposes and is being marketed and sold solely for the approved, 

16 purposes; 

17 * Sec. 17. AS 43.50.390 is amended by adding new paragraphs to read: 

18 (6) "buyer" means a person who imports tobacco products for the 

19 person's own consumption from any source other than licensee; 

20 (7) "moist snuff tobacco" includes spitless moist snuff tobacco and 

21 means any finely cut, ground, or powdered tobacco that is not intended to be 

22 (A) smoked; or 

23 (8) placed in the nasal cavity; 

24 (8) "smokeless tobacco" means a tobacco product defined in (4)(E), 

25 (0), (H), (I), and (9) of this section; 

26 (9) "spitless moist snuff tobacco" means moist snuff tobacco that is 

27 typically steam-pasteurized smokeless tobacco in a tea-bag-Iike pouch designed to be 

28 placed between the cheek and gum and is manufactured to obviate the need for 

29 spitting. 

30 * Sec. 18. AS 43.70.110 is amended by adding a new paragraph to read: 

31 (5) "cigarette" has the meaning given in AS 43.50.170. 

CSHB 188(HSS) -6-
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* Sec. 19. AS I 1.76. I OO(e) is repealed. 

2 * Sec. 20. The uncodified law of the State of Alaska is amended by adding a new section to 

3 read: 

4 APPLICABILITY. (a) Sections 2 - 5 and 7 - 18 of this Act are applicable starting on 

5 the first day of the month immediately following the effective date of this section. 

6 (b) Section 6 of this Act is applicable starting on the first day of the month 

7 immediately following the effective date of sec. 6. 

8 * Sec. 21. Section 6 of this Act takes effect three years after the effective date of sec. 5 of 

9 this Act. 

10 * Sec. 22. Except as provided in sec. 21 of this Act, this Act takes effect immediately under 

II AS OJ.\O.070(c). 

L 
-7-
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March 22, 2010 

Re: HB 188 - Taxation on Moist Snuff 

To Whom It May Concern: 

\(~. It.e.He-.--­
'S 1,,3/'1-0 III 

He \~~ 

I am working with a group people to educate the public about strategies used 

by tobacco companies to lure young people to use their products and the dangers of 

tobacco use. Many of the teens admit they have used smokeless tobacco. One of the 

reasons they gave for not using more was because It costs too much. HB 188 could 

potentially prevent snuff from being purchased by young people. 

Research shows that snuff is often a "gateway" product that leads to smoking 

cigarettes. It also shows a correlation between snuff and an increased likelihood of 

also using alcohol or other drugs according to Other Substance Use Among High 

School Students Who Use Tobacco, Journal of Adolescent Health, November 1998. 

Needless to say, HB 188 has my full support! 

~ e e:.- \ 1'1 l'I P\ 10 I!:r '" \ (>., 'j:. 

~~. 
Bethel Alternative Boarding School 
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March 22, 2010 

To Whom It May Concern: 

I am a 16-year-old student and know many people who use tobacco. Many of these 

people are my peers. I, too, have used it in the past and it continues to be a struggle 

to leave behind. For many young people, the biggest obstacle to using tobacco is 

finding someone to buy it for you. The second biggest obstacle is paying for it Most 

kids have very limited incomes because they don't work yet If the cost for tobacco 

were increased, it would definitely make it harder for young people to buy it I 

support any efforts to keep tobacco out of peoples' hands. 

Student 
Bethel Alter 

, 
! 
L 
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March 22, 2010 

Dear Representative Herron, 

I appreciate that you are sponsoring a bill to increase taxes on chewing tobacco. 

While researching the effects of various types of tobacco for a community service 

project, I found that having 8 - 10 chews per day is equal to smoking 30 - 40 

cigarettes per day. Anything that can be done to keep people from chewing must 

be done I If chew costs more, kids are less likely to be able to afford it, or at least 

not be able to buy as much because they don't have that much money. 

Student 
Bethel Altemative Boarding School 



r 

March 22, 2010 

To Whom It May Concern: 

According to an article published in Nicotine & Tobacco Research, August 

2003, ..... evidence shows that adolescent boys who use smokeless 

tobacco products have a higher risk of becoming cigarette smokers within 

four years." A report released by the US Department of Health & Human 

Services, Preventing Tobacco Use Among Young People: A Report of the 

Surgeon General, 1994, found that, "Among all high school seniors who 

have ever used spit tobacco," in their study, "almost three-fourths began 

by the ninth grade." 

Higher taxes on smokeless tobacco products would make it more difficult 

for adolescents to buy these products, thus decreasing the numbers who 

eventually start smoking cigarettes. I urge you to put measures in place 

to increase the cost of tobacco. 

Student 
Bethel Alternative Boarding School 

; 3259 
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From: Kerri Fox [mailto:KerriJox@lksd.org] 
Sent: Monday, March 22, 2010 9:38 PM 
To: Rep. Bob Herron 
Cc: Liz Clement 
Subject: Re: House Bill 188 ''Tax on Moist Snuff' 

Rep. Herron, 

Attached are the letters of support from BABS students you requested. We are excited to be 
involved! Thank you for your support with Kick Butts Day, too. We plan to have a place at our 
carnival where others can write leiters to support for HB 188. They won't be available for 
Tuesday, but you might need them in the future. Thanks for all you do for our youth! 

Kind Regards, 
Kerri Fox 
Site Coordinator 
Communities In Schools of Bethel 
Youth CourtlEUDL Program 
Bethel MCA Community Diversion Panel 
Phone: (907) 543-0622 
Fax: (907) 543-5603 ATTN: Kerri 
CISBethel@alaska.net 
Kerri Fox@lksd.org 

Communities In Schools ... the nation's leading community-based organization helping kids stay 
in school and prepare for life. 

Find out more: www.cisnet.org 
In Alaska: www.cisalaska.org 



3261 



l 

3262 

\-JORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 190( ) 

IN THE LEGISLA TL:RE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY 

Offered: 
Rererred: 

Sponsor(.): REPRESENTATIVES FAIRCLOUGH. Hawker, Holm .. , \. "'" 

A BILL 

FOR AN ACT ENTITLED 

.. An Act amending the Alaska children's trust." 

,'10RK DRAFT 

26-LSOS02\C 
Mischel 
4/10/09 

2 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

3 * Section I. AS 37.14.200 is amended by adding a new subsection to read: 

4 (d) The legislature may appropriate annually an amount that is equivalent to 

5 five percent of the market value of the unencumbered balance of the trust income and 

6 principal, taking into account administrative expenses, as a grant to a named recipient 

7 under AS 37.05.316 subject to terms and conditions set by the board under 

8 AS 37.14.250. 

9 *. Sec. 2. AS 37.14.225 is amended to read: 

10 Sec. 37.14.225. Trust board established. The Alaska Children'S Trust Board 

II is eSlahlished in the Office of the Governor. The board is composed llf 

12 

13 

14 

15 

(I) the governor or a designee of the governor; 

(2) the commissioner llf health and social SCf\'lC:es or the 

.:ommissioner's designee; 

(3) the commissioner of education and early dc\ clopmcnt or the 

·1- ("SIIB 190( ) 
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commissioner's designee; [AND) 

2 (4) four public members appointed by the governor [; IN 

3 APPOINTING THE PUBLIC MEMBERS, THE GOVERNOR SHALL GIVE A 

4 PREFERENCE TO PERSONS] who have experience and expertise in 

5 (A) children's or prevention programs; [OR) 

6 (B) private sector finance .. 

7 eC) sexual assault; or 

8 (0) domestic violence. 

9 * Sec. 3. AS 37.14.230 is amended to read: 

10 Sec. 37.14.230. Powers and duties of the board.lli [WHEN ACTING AS 

II ADMINISTRATOR OF THE TRUST, THE) board shall 

12 (I) hold regular and special meetings it considers necessary; the board 

13 may hold meetings by teleconference; 

14 (2) award a grant to a named recipient in an amount that is 

15 appropriated under AS 37.14.200ed) under conditions [GRANTS FROM THE 

16 NET INCOME OF THE TRUST TO COMMUNITY-BASED PROGRAMS AND 

17 PROJECTS] that the board finds will aid in the prevention of child abuse and neglect; 

18 (3) monitor approved subgrants made by the named reciolent 

19 [PROGRAMS AND PROJECTS] for compliance with AS 37.14.200 - 37.14.270!!!!! 

20 specified grant conditions; 

21 (4) [BEFORE PROVIDING ASSISTANCE TO A PROGRAM OR 

22 PROJECT,) approve written findings of the named recipient on the subgrant 

23 program or project that include a consideration of the means of measuring the 

24 effectiveness of the program or project; 

25 (5) apply for, and use net income from the trust to obtain, private and 

26 f"deral grants for the prevention of child abuse and neglect; 

27 (6) solicit contributions, gifts, and bequests to the trust; 

28 (7) keep audio tape recordings of each meeting of the board to be made 

29 available on request; and 

30 (8) submit 10 the governor and make available to the legislature by 

31 February I each year a report desaibing 

("SIIU 190( ) -2· 
L 
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2 

3 

4 

5 

6 

7 

8 

9 

10 

II 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

WORK DRAFT WORK DRAFT 26-LS0502\C 

(A) the ehild abuse and neglect prevention services that were 

provided by the programs and projects to which the named recipient 

[BOARD] awarded grants; and 

(B) the annual level of contributions, income, and expenses of 

the trust. 

* Sec. 4. AS 37.14.240 is repealed and reenacted to read: 

Sec. 37.14.240. Fund utilization. (a) Five percent of the market value of the 

unencumbered balance of the trust income and principal may be appropriated for 

awarding a named recipient grant by the board under AS 37.14.250. 

(b) Up to $150,000 a year may be appropriated from the unencumbered 

balance of the trust income and principal for the administrative expenses of the board 

relating to AS 37.14.200 - 37.14.270, including obtaining private and federal grants 

for the trust and soliciting contributions. gifts, and bequests for the trust. 

* Sec. 5. AS 37.14.250 is repealed and reenacted to read: 

Sec. 37.14.250. Named recipient grant. (a) A named recipient grant may only 

be awarded to a nonprofit entity that is established for the purpose of enhancing the 

mission of the Alaska Children's Trust and raising funds for the prevention of child 

abuse and neglect. 

(b) Before a grant to a named recipient is awarded or renewed by the board, 

the Department of Commerce, Community, and Economic Development shall prepare 

and execute an agreement under AS 37.05.3 16(a) with the named recipient that 

describes grant conditions that include the following: 

(I) a portion of the Alaska children's trust grant may be held in and 

managed as a permanent endowment fund; 

(2) the grantee may maintain a reserve to finance grants and grant 

administration operations at a consistent level from year to year; 

(3) the grantee may provide for the distribution of amounts trom the 

interest on an endowment fund established under (I) of this subsection for the 

charitable pU'l'ose of preventing child abuse and neglect; and 

(4) the grantee shall annually report the investment performance of an 

endowment established under (I) of this subsection to the board. 

-3- (,SUB 190( ) 
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AMENDMENT 

OFFERED IN THE HOUSE 

TO: CSHB 190( ), Draft Version "e" 

Page 2, line 8: 

2 Delete"_" 

3 Insert "; and" 

4 

5 Page 2, following line 8: 

6 Insert new paragraphs to read: 

26-LS05021C.1 
Mischel 
4/14/09 

7 "(5) one nonvoting member appointed by the speaker of the house 

8 of representatives; 

9 (6) one nonvoting member appointed by the president of the 

10 senate." 

L -1-
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AMENDMENT 

26-LS0502\C.2 
Mischel 
4114/09 

OFFERED IN THE HOUSE BY REPRESENTATIVE FAIRCLOUGH 

TO: CSHB 190( ), Draft Version "C" 

I Page I, line 5: 

2 Delete "market value of the unencumbered balance" 

3 Insert "average of the market values" 

4 

5 Page I, line 6, following "principal": 

6 Insert "on June 30 for the first five of the six fiscal years immediately preceding that 

7 fiscal year" 

L -1-
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~laska ~tate lLegislature 

Representative Anna Fairclough - House District 17 

House Bill 190 
"An Act privatizing the Alaska children's trust as a separate endowment fund; providing for an 

administrator for the assets of the fonner trust; establishing conditions for a grant of the balance of the 
former Alaska children's trust; designating certain receipts as available for grants to the trust's 

successor; and providing for an effective date." 

House Bill 190 would re-create the Alaska Children's Trust (ACT) as a 501(c)(3) non-profit 
entity, managed by a board of directors, including the Commissioners of the Departments of 
Health and Social Services and Education and Early Development, four (4) additional members 
appointed by the Governor, and three (3) members appointed by the Commissioners and the 
Governor's appointees. The nine (9) member board would have many of the same duties and 
obligations required by current statute. 

It would preserve the present revenue sources of license plates and birth and marriage 
certificates for a grant to a named recipient to hold in trust for child abuse and neglect 
prevention activities and programs. 

HB 190 would transfer the balance of the Alaska Children's Trust to a named recipient 
organized for charitable purposes to hold in trustas a permanent endowment fund for child 
abuse and neglect prevention programs. The ACT board has entered into an agreement with the 
Alaska Community Foundation to serve as this trustee, while the ACT board (re-created as a 
non-profit entity) would direct the Foundation on grant-making. 

In summary, HB 190 would allow the legislature to use the estimated balance of the account 
maintained by the Commissioner of Revenue to make a named recipient grant to the Alaska 
Community Foundation to be governed by the non-profit ACT board, the majority of whom 
will be appointed by the Governor. With the Alaska Community Foundation as trustee, the 
ACT board will have greater flexibility to create a more stable, streamlined and simplified 
administrative structure that would greatly enhance the Trust's ability to pursue its mission 
efficiently and effectively. 

The Trustees of the Alaska Children's Trust, with the support of the Friends of the Alaska 
Children's Trust, have recommended to the Governor and the Alaska Legislature that the 
Alaska Children's Trust be privatized. 

I urge your support on this piece of legislation. 

Session: Alaska State Capitol' Juneau, AK 99801 ·907-465-3777' Fax 907-465-2819 
Interim: 10928 Eagle River Road, Suite 238 • Eagle River, AK 99577' 907-694-8944 • Fax 907-694-8945 

Representative_Anna _F airclough@legis.state.ak.us 

26-LS05021E March 26, 2009 
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~laska ~tatl' 1Ll'gtslaturl' 

Representative Anna Fairclough - House District 17 

House Bill 190 
"An Act privatizing the Alaska children's trust as a separate endowment fund; providing for an 

administrator for the assets of the former trust; establishing conditions for a grant of the balance 
of the former Alaska children's trust; designating certain receipts as available for grants to the 

trust's successor; and providing for an effective date." 

Sectional Analysis 

Section 1. Amends AS IS.S0.22S( d) 

Allows the legislature to annually appropriate funds generated from birth 
certificates suitable for display to the endowment fund held by the 
charitable named recipient grantee. 

Section 2. Amends AS IS.SO.272(e) 

Allows the legislature to annually appropriate funds generated from 
heirloom marriage certificates suitable for display to the endowment fund 
held by the charitable named recipient grantee. 

Section 3. Amends AS 2S.1O.ISI(t) 

Renames the Alaska Children's Trust license plates to call them Alaska 
children's endowment fund plates. 

Section 4. Amends AS 28.10.421(d)(l4) 

Allows legislature to appropriate the fee for the children's fund special 
license plates to the endowment fund held by the charitable named 
recipient grantee . 

. Section 5. Amends AS 37.0S.l46(c)(20) 

Allows the birth certificates suitable for display, the heirloom marriage 
certificates and special request children's fund license plates to be 
accounted for separately, and appropriations from these program receipts 
are not made from the unrestricted general fund. 

Session: Alaska State Capitol· Juneau, AK 99801 • 907-465-3777' Fax 907-465-2819 
Interim: 10928 Eagle River Road, Suite 238' Eagle River, AK 99577' 907-694-8944' Fax 907-694-8945 

Representati ve _Anna Jairclough@legis.state.ak.us 

26-LS05021E March 27. 2009 
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Section 6. Amends AS 37.14 by adding a new section 37.14.205 

Allows the legislature to transfer the balance of the Alaska Children's 
Trust to a charitable named recipient grantee to be held as a permanent 
endowment fund for child abuse and neglect prevention activities and 
programs. 

The transfer of assets is subject to the terms of an agreement between the 
Department of Commerce, Community and Economic Development and 
the named recipient grantee. 

The grantee shall provide the interest on the endowment fund to the 
corporate grant administrator for the purpose of prevention of child abuse 
and neglect. 

Should the grantee ceases to exist or become unable to fulfill the purposes 
of the grant agreement, the balance of the grant is to revert to the state to 
be used for child abuse and neglect prevention programs. 

Section 7. Amends AS 37.14 by adding a new section 37.14.215 

Creates a corporate grant administrator independent from the named grant 
recipient. 

The grant administrator solicits and evaluates grant proposals from 
organizations working to prevent child abuse and neglect, and awards 
grants from the interest on the endowment fund obtained from the named 
recipient grantee. 

The board of the grant administrator is made up of nine members, six of 
which are appointed by the governor. 

The grant administrator is also responsible for soliciting contributions, 
gifts and bequests to the endowment fund. 

Section 8. Clean up language 

Repeals current Alaska Children's Trust statutes. 

26-LS0502\E March 27. 2009 2 
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Section 9. Amends the Uncodified law of the State of Alaska 

Explains that this Act is contingent on the appropriation of the Alaska 
Children's Trust funds to a named recipient grantee. 

Section 10. Effective date clause 

Explains that the effective date of the act is the date of appropriation of the 
funds to the named recipient grantee. 

26-LS0502\E March 27. 2009 3 
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OFFERED IN THE HOUSE 

TO: HB 190 

Page 2, Line 8, 10 & 15 

AMENDMENT 

Delete "children endowment fund" 
Insert "ALASKA'S CHILDREN TRUST" 
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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 Slate Capitol 

Juneau, Alaska 99801-1182 
Deliveries 10: 129 6th St., Rm, 329 

MEMORANDUM March 30,2009 

SUBJECT: 

TO: 

FROM: 

Alaska Children's Trust Reference After Repeal of the Trust 
(Amendment E.I to HB 190 (Work Order No, 26-LS0502\E, I)) 

Representative Anna Fairclough 
Attn: Crystal Koeneman 

Jean M, MiSChL:l 
Legislative Counsel 

I have made the changes you request! that retam the references to the Alaska Children's 
Trust in the provIsIOns for special request license plates and fees, As previously 
discussed, referencing a repealed trust, particularly for purposes of fee collection, creates 
an unenforceable provision in codified law, While the nonprofit grantee may intend to 
use the former trust's name, such references must exist and be defined in codified law, In 
the meantime, if the amendment and the bill pass, the fees will be paid and collected 
under a false impression that the trust continues to exist as a state fund, 

JMM:lmb 
09-016.lmb 

Enclosure 
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AMENDMENT 

OFFERED IN THE HOUSE 

TO: HB 190 

Page 2, line 8: 

2 Delete "[ALASKA] children's endowment fund [TRUST]" 

3 Insert" Alaska children's trust" 

4 

5 Page 2, lines 10- II: 

6 Delete "[ALASKA] children's endowment fund [TRUST" 

7 Insert "Alaska children's trust [" 

8 

9 Page 2, line 15: 

10 Delete "[ALASKA] children's endowment fund [TRUST]" 

II Insert "Alaska children's trust" 

12 

13 Page 2, line 30: 

14 Delete "endowment fund" 

15 Insert "trust" 

L -1-

26- LS05021E. I 
Mischel 
3/30/09 
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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 Capilol 

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

MEMORANDUM February 9, 2009 

SUBJECT: 

TO: 

FROM: 

Draft bill for an Act to substitute private management of the 
Alaska Children's Trust for the state's govenunentally­
administered endowment trust fund 
(Work Order No. 26-LS0502\A) 

Assistant 

This memo accompanies the draft of a bill proposing to substitute private management of 
the Alaska Children's Trust for the state's governmentally-administered endowment trust 
fund. The draft draws upon text that your office submitted with the work order request.' 

DRAFTING CONSIDERATIONS: 

The text of the material submitted did not suggest a bill title, so we prepared one based on 
the apparent content of the proposal. 

In the accompanying draft, the material in bill sections I - 5 draws on substantially 
similar amendments set out in the material submitted with the work order. These are 
conforming changes made so as to alter references to the current trust where they appear 
in certain of sources authorized for appropriation into the fund: AS IS.50.255(d) [certain 
birth certificate receipts], AS IS.50.272(e) [certain heirloom certificates of marriage], and 
AS 2S.10.ISI [special request license plates]' Bill section S repeals the various sections 

, Under AS 37.14.200 - 37.14.270, proposed to be repealed in the bill, the Alaska 
Children's Trust Fund was established as a separate endowment trust of the state, 
consisting of legislative appropriations and private contributions. In addition, proceeds 
from specialized birth and marriage certificates, as well as license plate sales, are 
deposited into the general fund for the purpose of contributing to the trust fund or for any 
other public purpose. 

, Each of these provisions adds reference to "a grant to a named recipient under 
AS 37.05.316." That section, functionally the state appropriation process's equivalent of 
a federal "earmark" -- the term was defined by recent federal legislation as "a provision 
or report language included primarily at the request of a Member [of Congress] ... 
providing, authorizing, or recommending a specific amollnt of discretionalY budget 
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Representative Anna Fairclough 
February 9, 2009 
Page 2 

that comprise the current Alaska Children's Trust, AS 37.14.200 - 37.14.270 inclusive. 
Again, the repeal provisions follow direction provided in the suggested text. 

The critical substantive provisions of the bill appear in proposed AS 37.14.20S, added by 
bill section 6, and AS 37.14.2IS, added by bill section 7. I have drawn from the language 
that was supplied, reversing the suggested subject matter order (reference to the corporate 
grant administrator in the draft follows the provisions for the trust management 
mechanism, rather than preceding it). 

authority, credit authority, or other spending authority for a contract, loan, loan 
guarantee, grant, loan authority, or other expenditure with or to an entity, or targeted to a 
specific State, locality or Congressional district, other than through a statutory or 
administrative formula-driven or competitive award process." -- authorizes the legislature 
to identifY by operation of law grantees that are not public entities: 

(a) When an amount is appropriated or allocated to a department as 
a grant under this section for a named recipient that is not a municipality, 
the department to which the appropriation or allocation is made shall 
promptly notify the named recipient of the availability of the grant and 
request the named recipient to submit a proposal to provide the goods or 
services specified in the appropriation act for which the appropriation or 
allocation is made. A grant agreement must be executed within 60 days 
after the effective date of the appropriation or allocation unless the 
department determines that an award of the grant would not be in the 
public interest. 

Significantly, while AS 37.0S.316 establishes a mechanism by which the legislature may 
identifY the recipient of what the section surely contemplates to be a single or one-time­
only grant, in the draft accompanying this memo, amendments proposed to 
AS IS.SO.22S( d) [certain birth certificate receipts], to AS I S.SO.272( e) [certain heirloom 
certificates of marriage], and to AS 2S. 10.42 I (d)(I 4) [special request license plates 1 
operate so that these sources continue to be available to support annual grants to the 
named recipient. In other words, these may be considered permanent sources lor the 
support of the revised trust fund subject to the likelihood of annual legislative 
appropriation. 

Reliance on the artifice that the transfer will be handled as a grant is open to challenge. 
The legislation's proponents may regard the transfer as a grant -- because the transfers 
would occur annually, they are probably better viewed in context as an unlimited or open 
ended series of grants -- but, in fact, the form of the product that is transferred is a trust 
corpus or permanent endowment. No court would mistake the legislature's attempts to 
disguise the transfer of a trust corpus by calling it something that it is not in order to take 
advantage of the "grant to a named beneficiary" statute, AS 37.05.3 I 6. 
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Representative Anna Fairclough 
February 9, 2009 
Page 3 

These two sections identify two different entities. 

The first, taken from AS 37.14.229 in the material provided and proposed to be codified 
in AS 37.14.205 in the accompanying draft, identifies a prospective trust manager, 
referred to in the material transmitted with the work order as the "charitable trustee" 
[page 4, line 7]. In the language of the material supplied, the "charitable trustee" has the 
status of a grantee, responsible for management of the transferred trust assets, transferred 
in the form ofa grant. Subsection (b) of this section sets important sidebars on use or the 
grant of the transferred trust assets through use of an agreement,' while subsection (c) -­
as I have opted to redraft it -- directs a reversion to the state of "the balance of the grant" 
in the event the charitable trustee breaches the agreement. I have more to say about this 
entity and its operations below. 

The other -- derived from AS 37.14.227 in the material provided and reworked as 
AS 37.14.215 in the accompanying draft -- is identified as the corporate grant 
administrator, comprising a board composed of state commissioners serving ex officio, 
other appointees of the governor, and persons collectively appointed by these other board 
members. As to the corporate grant administrator set out in AS 37.14.215, there are some 
omissions that deserve your attention before a new draft is prepared for introduction: 

-- the terms of the seven board members serving other than ex officio are not 
specified or set; 

3 Notably, the sidebar or standards provisions proposed do not carry forward 
specific direction concerning the manner of trust administration. As a publie trust, 
AS 37.14.21 0(4) directs the commissioner of revenue to "invest and reinvest the assets of 
the trust as provided in this section and as provided for the investment of funds under 
AS 37.14.170." Under the latter provision, that public official is charged to "invest the 
money in the fund on the basis of probable total rate of return to promote the long-term 
generation of income," and, as well, that 

In managing the trust fund, the commissioner shall 
(l) consider the status of the fund's capital and the income 

generated on both a current and a probable future basis; 
(2) determine the appropriate investment objectivt:s; 
(3) establish investment policies to achieve the objectives; 

and 
(4) act only in regard to the financial interests of the fund's 

beneficiaries. 

By contrast, the draft bill omits specific standards and does not propose any alternative 
standards; it directs that the private manager -- the charitable trustee -- shall hold the 
transferred former trust assets in and manage them "as a penn anent endowment trust 
fund." See proposed AS 3 7 .14.205(b )(2). 
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there is no provision for organization, for convening and holding meetings 
(chair; support services), or tor coverage or reimbursement for travel or per diem; 

-- since this appears to be or to function as, at least in my judgment, an executive 
branch board or commission, the selection of the three members not serving ex officio or 
at the behest or pleasure of the governor is constitutionally questionable as a violation of 
the governor's appointing authority spelled out in article III of the state constitution. 

POTENTIALLY SIGNIFICANT CONSTITUTIONAL CONSIDERATIONS: 

This draft constitutes a reworking of an idea from the 25th Legislature, introduced as 
SB 206, "An Act repealing the Alaska children's trust; and providing for an effective 
date." In that bill, as in this draft, the legislation proposed to transfer management of the 
trust assets of the fonner Alaska Children's Trust to a specific named recipient. Section 3 
of SB 206 provided: 

CONTINGENT EFFECT. This Act is contingent on passage by 
the Second Regular Session of the Twenty-Fifth Alaska State Legislature 
and enactment into law of a bill appropriating an amount equal to the 
unencumbered balance of the funds described in sec. 2 of this Act as a 
grant to The Alaska Community Foundation, a nonprofit organization, for 
community activities and programs. 

In short, the proposal offered during the 25th Legislature would have eliminatcd the 
Alaska Children's Trust as a public trust and provided for transfer of its money assets to a 
specified nonprofit organization. It was not at all clear whether the designated recipient 
would have been required to maintain and manage the transferred money assets in 
accordance with trust principles. 

At the time, we were concerned that the legislature's ability to "privatize" management of 
a "fonner" public fund might encounter significant obstacles under state constitutional 
provisions applicable to the prohibition against dedicated funds'; the requirement of 
spending the money only for a public purpose'; and the risk of an equal protection 

4 ll1e prohibition appears in article IX, sec. 7: 

Dedicated Funds. The proceeds of any state tax or license shall 
not be dedicated to any special purpose, except .as provided in section 15 
of this article or when required by the federal government for state 
participation in federal programs. This provision shall not prohibit the 
continuance of any dedication for special purposes existing upon the date 
of ratification of this section by the people of Alaska. 

, ll1e so-called public purpose clause is set out in article IX, sec. 6: 
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violation by directing public funds to a private entity or pursuit.' Moreover, the corpus of 
the Alaska children's trust, then, as now, included both money derived from public 
revenue sources and private contributions.) Given that mix, in the event of a challenge 
brought to the proposal, it was not c1ear'to us how a court would view the transfer of the 
responsibility for the trust's management from public oversight to a private entity. 

We have considered those concerns as they might arise in the context of the 
accompanying draft. 

Does the transfer of responsibility for trust management implicate a dedicated funds 
violation? While the possibility that the Alaska children's trust fund as originally 
constituted might be found invalid as a dedicated fund,' the transfer of trust management 
responsibility into private hands probably does not significantly change that likelihood. 

Public Purpose. No tax shall be levied, or appropriation of public 
money made, or public property transferred, nor shaH the public credit be 
used, except for a public purpose. 

6 State equal protection considerations derive from a clause of article I, sec. I: 

Inherent Rights. This constitution is dedicated to the principles 
that all persons have a natural right to life, liberty, the pursuit of 
happiness, and the enjoyment of the rewards of their own industry; that all 
persons are equal and entitled to equal rights, opportunities, and 
protection under the law; and that all persons have corresponding 
obligations to the people and to the State. 

7 See AS 37.14.200(b): 

(b) The principal of the [Alaska children's] trust consists of 
(I) legislative appropriations to the trust; and 
(2) gifts, bequests, and contributions of cash or other assets 

from a person. 

8 See, Inf. Op. Atty. Gen'l (April 12, 1988): 

... [T]he section on "fund utilization" ... provides that capital gains from 
investment of the fund become part of the principal. That provision raises 
a question of validity under art. IX, sec. 7, of the Alaska Constitution, 
which prohibits dedicated funds. As mentioned in 1982 A. G. Opinion 
No. 13 (J66-785-81 and J66-649-80; Nov. 30), at page 17, we will defend 
such a provision in court, but the issue is not free from doubt. Related to 
this issue is proposed AS 37.14.240(b)'s attempt to limit[ ] appropriations 
of fund income to certain purposes. An attempt to so limit a future 
legislature is invalid. 
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Does the tran~rer to private management implicate (he public purpose clause? Again, 
probably not. Article IX, sec. 6 of the state constitution allows the legislature to 
appropriate funds for any public purpose. The Alaska Supreme Court has held that 
"where the legislature has found that a public purpose will be served by the expenditure 
or transfer of public funds or the use of the public credit, this court will not set aside the 
finding of the legislature unless it clearly appears that such finding is arbitrary and 
without any reasonable basis in fact." DeArmond v. Alaska State Development Corp., 
376 P.2d 717, 721 (Alaska 1962) citing In re Opinion of the Justices, 177 A.2d 205 (Del. 
1962). The test of whether a public purpose is being served does not depend on the entity 
that will operate the use, but upon the character of the use to which the property will be 
put.' The attorney general's office appears to be of the view that the public purpose 
clause penn its use of public money "to pay state debts, support current services, or 
protect state assets," further subject to the caution that 

... expenditure of [an] appropriation generally ... has to be done in 
accordance with an underlying statutory authority for [an agency] to 
provide the services which the [grantee or contractor] will provide or to 
otherwise assist the [grantee or contractor] for a public benefit. A mere 
authorization to provide for the public welfare will not suffice. 

Inf. Op. Att'y Gen'!., September 22, 1980. If private management of the trust assets will 
assist the state in providing a public benefit, then the assignment of management 
responsibility to a private entity subject to appropriate standards and sidebars should 
survive a public purpose-based challenge. 10 

9 See Weber v. Kenai Peninsula Borouglz, 990 P.2d 611, 614 (Alaska 1999), 
citing Milheim v. Mo./fat TUllnelimprovement District, 67 L.Ed. 1994 (1923), and Lien v. 
City of Ketchikan, 383 P.2d 721 (Alaska 1963). 

10 Looking to other jurisdictions, the courts of South Carolina have developed a 
fairly comprehensive jurisprudence on whether contractual arrangements that yield a 
perceived private benefit are constitutionally suspect, and have concluded that, in general, 
they are not. Summarized, the courts have reached the conclusion: 

[T]he public character of an agency's purpose is not diminished or altered 
by the nature of the transaction used to accomplish it. Were that the case, 
no leasing transaction could ever be used to accomplish a legitimate public 
goal. Private benefit to the lessee is always present. Where the purpose is 
clearly public in nature, we have consistently held this "incidental" private 
benefit does not convert the public purpose to a private purpose. 

SOlI/ii Carolina Public Sen'ice Authority v. Summers, 282 S.c. 148, 152-153 (S.c. 1984). 
I think this is a fair statcment of the view held by the coul1s of this Slate on this issuc. 
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Would the management transfer of the trust corpus raise a question under the equal 
protection principle? Legislative designation of a named recipient grantee under 
AS 37.05.316, while surely providing the designee an unfair advantage to the exclusion 
of any other private party that might have wished to have bid for the management 
agreement, is an arrangement presumably to be entered into for reasons of administrative 
efficiency. In and of itself, the designation does not implicate any suspect classification, 
nor does it present any obstacle to interstate migration, deny to anyone the necessities of 
life, penalize a person for having migrated to Alaska, or interfere with any other 
fundamental right that would require examination of the proposal under the standards of 
strict scrutiny. The compelling state interest test does not apply; the courts should apply 
a more deferential test, one that would consider whether the legislation bears a 'fair and 
substantial relationship' to legitimate purposes." State v. Lewis, 559 P.2d 630, 642 
(Alaska 1977). The equal protection clause should not impose an obstacle. 

Does the bill impermissibly violate the principle against nondelegation of a power 
exercisable by one branch of the government to another? In identifying a "named 
recipient under AS 37.05.316," the legislature may be substituting its authority for that of 
executive branch officials, who traditionally have had responsibility for selection of 
successful vendors and oversight of contract management in programs that significantly 
affect the public. 

Let me explain. 

The doctrine of nondelegation is at least implicit in constitutions that provide for or 
impose a separation of powers." Delegation questions most often arise when legislative 
or law-making powers are assigned to executive branch agencies or officials. However; 
the doctrine operates universally and may apply as well to questions of improper 
delegations of legislative powers to judicial officials, improper delegations of judicial 
powers to legislative or executive officials, improper delegations of executive powers to 
legislative or judicial officials, improper delegations of legislative or judicial powers to 
subordinates within their branches, improper delegations of legislative, judicial, or 
executive powers to private parties, or improper delegations of private powers to public 
officials. 

In this instance, the question appears to me to be one involving the delegation of an 
executive function to the legislature. To be sure, AS 37.05.316 is part of the statutory 
process applicable to appropriations, part of the state's Fiscal Procedures Act, AS 37.05. 

II The Alaska Supreme Court has determined that the doctrine of the separation 
of powers is implicit in the Alaska constitution. Public Defender Agency v. Superior 
Court, 111ird Judicial Dist., 534 P.2d 947 (Alaska 1975); Bradner v. !lammond, 553 P.2d 
1,5 (Alaska 1976). 
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TIlere can be no doubt that the making of appropriations, including the designation of a 
party or entity to receive and expend the appropriation, is properly a matter for the 
legislature. But, except as to appropriations specifically made to the legislative and 
judicial branches, the executive, subject to applicable law, determines the specifics of 
how the direction given by the legislature is to be executed or implemented -- in other 
words, how the amount that is made in the appropriation is to be expended. 

The management and investment of surplus state revenue is fundamentally a 
responsibility of the executive branch of government, assigned by law to the appropriate 
commissioner, board, or commission to make relevant decisions. Often, the party 
charged with responsibility for management and investment will enter into contracts with 
third parties to discharge those responsibilities. In this draft, the legislature anticipates 
substituting its judgment by identifying, in law, through the mechanism of the "grant to a 
named recipient under AS 37.05.316," the third party who would make those investment 
decisions. The legislature may, as part of its law-making function, conclude that certain 
services that are routinely the responsibility of the executive branch should be privatized 
and may also detennine how the management of money appropriated for a purpose that is 
clearly an executive function ("child abuse and neglect treatment and prevention 
activities and programs," clearly an executive obligation under article VII, secs. 4 and 5, 
directing that the state "provide for the promotion and protection of public health" and 
"provide for public welfare") is to be managed -- for example, internally by a state 
agency or externally by contract with a private management service. While the 
legislature may generally prescribe the manner of money or fund management, the 
legislature may not at the same time also identify the entity that is to do that without at 
least raising the argument that it has intruded on a power reserved to the executive 
branch." 

" In addition, because the draft relies on AS 37.05.316, giving direction for an 
appropriation, an appropriation made subject to that scction is subject to the confinement 
clause, the second sentence of art. II, sec. 13 of the Alaska Constitution (emphasis 
added): 

Form of Bills. Every bill shall be confined to one subject unless it 
is an appropriation bill or one codifying, revising, or rearranging existing 
laws. Bills for appropriations shall be confined to appropriations. The 
subject of each bill shall be expressed in the title. The cnacting clause shall 
be: "Be it enacted by the Legislature of the State of Alaska." 

With respect to a measure subject to the confinement clause, the court has deternlined: 

The superior court wrote that to satisfy the confinement clause, the 
qualifying language must be the minimum necessary to explain the 
Legislature's intent regarding how the money appropriated is to be spent. 
It must not administer the program of expellditures. It must not enact 
law or amend existing law. It must not extend beyond the life of the 
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Two federal decisions lend support for my concern. 

Bowsher v. Synar, 478 U.S. 714,106 S.C!. 3181, 92 L.Ed.2d 583 (U.S. 1986), presented 
the question of Congressional control of matters committed to the executive branch, and 
more specificalJy whcther the assignment by Congress to the Comptroller General of the 
United States of certain functions under the Balanced Budget and Emergency Deficit 
Control Act of 1985 violates the doctrine of separation of powers.. Under the Act, 
popularly known as the Gramm-Rudman-Hollings Act, Congress authorized the 
Comptroller General, an officer of the legislative branch, based upon economic forecasts 
proposed by the Office of Management and Budget (OMB) and the Congressional 
Budget Otlice (CBO), to specify the spending reductions necessary to keep the budget 
deficit within the limits set by Congress. The Act provided that the Comptroller General 
was to use independent judgment in making the determination, showing "due regard" for 
the OMB-CBO forecasts. The Act directed the President then to issue a sequestration 
order "provid[ing] for reductions in [a] manner ... consistent with [the Comptroller 
General's] report in alJ respects." 

The United States Supreme Court rejected Congress's attempt through its agent to 
implement or execute the law and determined that there was a violation. Within 
"execution of the laws," it included the Comptroller General's administrative duties under 
the Act because those duties involved determining "precisely what budgetary calculations 
are required." The majority made it clear that "once Congress makes its choice in 
enacting legislation, its participation [and those of its agents] ends. Congress can 
thereafter control the execution of its enactments only indirectly -- by passing new 
legislation. " 

Congress of course initially determined the content of the Balanced 
Budget and Emergency Deficit Control Act; and undoubtedly the content 
of the Act determines the nature of the executive duty. However, as 
[Immigration and Naturalization Service v.] Chadha [, 462 U.S. 919,103 
S. Ct. 2764, 77 L. Ed. 2d 317 (U.S. 1982) (striking down a one house 
"legislative veto" provision by which each house of Congress retained the 
power to reverse a decision Congress had expressly authorized the 
Attorney General to make)] makes clear, once Congress makes its choice 

appropriation. Finally, the language must be gernlaJle, that is appropriate, 
to an appropriations bill. 

We find the authority the superior court ... persuasive, and we approve 
the ... formulation as a non-exclusive test for deciding whether an 
appropriation violates the confinement clause. 

A lasko Legislative Council v. Knowles, 21 P .3d 367. 377 (Alaska 200 I ) (emphasis 
added). 
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JI1 enacting legislation, its participation cnds. Congress can thereafter 
control the execution of its enactment only indirectly -- by passing new 
legislation. Chadha, 462 U.S., at 958. By placing the responsibility for 
execution of the Balanced Budget and Emergency Deficit Control Act in 
the hands of an officer who is subject to removal only by itself, Congress 
in effect has retained control over the execution of the Act and has 
intruded into the executive function. The Constitution does not permit 
such intrusion. 

Bowsher v. Synar, 478 U.S. 714, 733-734 (U.S. 1986). 

Lear Siegler, Energy Prods. Div. v. Lehman, 842 F.2d 1102, IIII (9th Cir. Cal. 1988), 
rev'd on other grounds, 893 F.2d 205 (9th Cir. 1989) (en banc), involved a claim by a bid 
contractor after it had made an unsuccessful bid for a contract wi th the defendant, the 
Secretary of the Navy. The Navy exercised its discretion and waived a penalty provision 
of the Buy American Act; the plaintiff then filed a bid protest with the Government 
Accounting Office. Although the bid award was stayed during the protest under the 
Competition in Contracting Act of 1984 (CICA), the Navy disregarded the stay. Plaintiff 
filed an action to compel the Navy to comply with the provisions of the Act requiring the 
stay and sought review of the bid award. The United States Senate, United States House 
of Representatives, and Government Accounting Office intervened, seeking injunctive 
and declaratory relief to uphold the constitutionality of CICA. The district court upheld 
the constitutionality of CICA. 

On appeal, the court affirmed, holding that the Act's stay provisions were constitutional. 
The court reached the conclusion on the basis of this formulation: 

The appropriate formal test must instead be derived from reading the 
principles of Chadha and Bowsher in light of the facts of those cases. 
Such a reading suggests improper congressional action to be the exercise 
of ultimate authority over an executive official, or a final disposition of the 
rights of persons outside the legislative branch. Put another way, the 
critical issue is whether Congress or its agent seeks to control (not merely 
to "affect") the execution of its enactments without respect to the Article I 
legislative process. See Bowsher, 106 S. Ct. at 3192. If Congress "in 
effect has retained control," its action and the statutory provision Oil which 
it is based is unconstitutional. 

Lear Siegler, Inc. v. Lehman, 842 F.2d 1102, at 1108 (9th Cir. 1988). In the case of the 
draft, it is clear that the legislature, by making a choice of fund manager, seeks to control, 
not just to "affect," the manner of execution of the remainder of the proposed enactment. 

J8C:ljw:plm 
09-072.ljw 

Enclosure 
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! 

Jean M. Mischel /. 
Legislative counse~. 

In addition to the considerations raised in a memorandum from Jack Chenoweth that 
accompanies the above referenced work draft, the draft raises the question of whether the 
attempt to privatize an existing state trust fund and to appropriate state money for use by 
a private non-profit entity under a named recipient grant while retaining a "corporate 
administrator" that is comprised of public officials is an improper delegation of 
legislative authority. Art. II, sec. 1 of the state constitution vests the legislative power, 
including the appropriation power, in the legislature, and art. IX, sec. 13 of the state 
constitution requires an appropriation before money can be withdrawn from the state 
treasury and an authorization for any obligation for the payment of money. In this draft, 
a public asset (the Children's Trust Fund) is to be transferred out of the state treasury and 
given to a private entity with little direction on how and when the money is to be 
withdrawn and spent. 

Alaska's Supreme Court has taken a fairly strict view of the legislature's appropriation 
power. In State v. Fairbanks North Star Borough, 736 P,2d 1140 (Alaska 1987), the court 
held that a statute allowing the governor to withhold or reduce appropriations when 
anticipated revenues would not cover appropriations was an unconstitutional delegation 
of the legislature's appropriation power. In McAlpine v. University of Alaska, 762 P.2d 
81 (Alaska 1988), the court held that a provision of an initiative requiring the university 
to transfer property to the community college system established by the initiative, was an 
appropriation that could not constitutionally be accomplished by initiative, The court 
noted that the reason for prohibiting appropriation by initiative was "to ensure that the 
legislature, and only the legislature, retains control over'-the allocation of state assets 
among competing needs." McAlpine v. University of Alaska, 762 P,2d 81 at 88 (Alaska 
1988) (emphasis in original), 

In the context of legislative delegation of its powers to a state agency, the Alaska 
Supreme Court has set some ground rules. In Alaska Public Interest Research Group v. 
State of Alaska, 167 P.3d 27 (Alaska 2007), the court held that delegation of power to an 
administrative agency is more likely to be found constitutional if the grant of power 
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minimizes agency discretion. In Alaska Legislative Council v. Knowles, 2 I P.3d 367 
(Alaska 200 I), the court limited item vetoes by thc governor to those that included a 
specified sum of money for a defined purpose, holding that the governor's power over the 
state budget was limited to the power to reduce or strike sums of money. The court 
summarized the distinction between the executive function and the legislative powers 
over state assets in this way: "[tJhe governor can delete and take away, but the 
constitution does not give the governor power to add to or divert for other purposes the 
appropriations enacted by the legislature." Id. at 368. 

In my opinion, allowing private trustees to spend money recovered from the Children's 
Trust without express authorization for each expenditure may violate art. II, sec. I, 
art. VII, secs. 4 and 5, or art. IX, sec. 13, of the state constitution. This conclusion is 
based on the following considerations. 

First, the Alaska cases in this area are based on the premise that control over state assets 
and finances is vested in the legislature and only the legislature. The court was unwilling 
to "bend" that principle, even in the face of the fiscal emergency in the Fairbanks North 
Star Borough case. It has also refused, in the McAlpine casc, to limit the appropriation 
power to cover only money. 

Second, the possibility that other parts of the state budget would be affected by spending 
the money may well apply here. If trust fund money is to be spent on certain child 
protection programs, that fact may affect other programs of the state Department of 
Health and Social Services. If trust fund money is spent on programs that use state 
employees, that may also affect the state budget. The constitution -- art. VII, secs. 4 
and 5 -- requires the legislature to provide for the public health and welfare, but this bill 
would delegate a portion of that duty to a private entity. Finally, if the trustees are 
themselves public employees acting as a "corporate administrator," that may also affect 
the long-tenn fiscal obligations of the state. 

Some of the cases outside of Alaska holding that money is not subject to appropriation 
have been based on the fact that the money was being held by the state in trust for another 
political entity authorized to spend it. ti Navajo Tribe v. Arizona Dept. of Admin., 528 
P.2d 623 (Ariz. 1974) (Tribe and cities); State ex rei Sego v. Kirkpatrick, 524 P.2d 975 
(N.M. 1974) (University). On the other hand, in cases in which money was held not to be 
subject to appropriation, the money was coming to the state as a gift or grant from either 
the federal government or a third party not as here from the state treasury. 

For all of the reasons discussed above, it mav he that the state constitution reqUIres 
legislative appropriation before the trust money can be spent. The bill draft provides no 
guidelines on how and when it is to be spent by the named recipient grantee. 

The use of a "corporate administrator" to advise on the expcnditure of the trust funds held 
by a private entity, it seems to me, does not settle the issue. It is unclear from this draft 
whether the administrator is subject to state laws that govern public bodies such as the 
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open meetings and public records laws or whether the administrator enJoys state . 
immunity for its actions. 

If I may be of further assistance, please advise. 

JMM:ljw:plm 
09-071.1jw 

Enclosure 
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To: Rep. Fairclough 

Re: The Children's Trust Bill 

Date: February 23,2009 

The week before last, you shared with us the draft bill that you 
received from legal services, and two memos outlining some concerns about 
the bill. We believe that the constitutional and technical concerns outlined 
in the two memos are not significant, and can be addressed. We do, 
however, believe that the bill draft needs to be altered in several ways that 
will, among other things, help ensure that the bill is in line with IRS rules. 
Those proposed edits are attached as "2-9-09Work Draft Revision FINAL 2-
23-09", and we would request that the work draft dated 2/9109 be amended 
to include these proposed changes. 

As for the drafters' concerns, both memos are based on theoretical 
constitutional issues that have not been directly decided by the Alaska 
Supreme Court (this is, of course, the job oflegislative counsel- to warn 
clients about any possible issue that may affect the validity of the bill). 

The memo by Jack Chenoweth raises a series of potential 
constitutional issues, and largely concludes that the constitutional problems 
are likely inconsequential. Chenoweth considers and rejects the ideas that 
the transfer of funds is a violation of dedicated funds, that the transfer 
implicates the public purpose clause, or that the bill raises equal protection 
issues. Chenoweth is concerned about a possible impermissible delegation 
of powers, and also asks several largely technical questions unrelated to the 
delegation issue. For clarity, we call the memo by Mr. Chenoweth "Memo 
# 1". The memo by Ms. Jean Mischel, called here "Memo #2", raises a 
different problem with the delegation of powers issue: essentially that the 
legislature must retain control over state assets. We consider each of these 
issues below. 

Does the bill impermissibly direct the delegation of a nondelegable 
power from one branch of the government to another? 

Memo # 1 argues that it appears that the legislature is delegating the 
executive's power to invest and administer state funds. Our intent is very 
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different. We consider the legislature to represent the settlor and trustee of 
the Alaska Children's Trust (ACT) and as settlor and trustee it has the ability 
to select a new custodian. Under established trust law a trustee is permitted 
to invade an existing trust and appoint assets to another trust. AS 13.36.157. 
According to AS 13.36.157(d) the appointed trust must hold the assets of the 
invaded trust under "substantially identical terms." The Department of 
Revenue (DOR) was designated to act on behalf of the state by statute, and 
now, by statute, the legislature would be setting up a process to establish a 
private trustee and "trust" in the form of a permanent endowment fund. If 
the governor does not agree with the transfer to a private nonprofit, she can 
veto the bill and strike the designated grant appropriation. 

The bill sets up a process to grant, or give away, the ACT on the 
condition that it continue to be used for existing purposes and administered 
in way that is consistent with public purposes. The bill gives substantial 
power to DOR in making the grant agreement with the grantee and then 
gives substantial oversight power over the grantee's endowment fund 
administration to avoid a nondelegation doctrine problem. The fact that the 
governor's appointees control a majority of the grant administration entity is 
also a factor that rebuts any delegation problem. 

Do we need to specify the terms of board members? 

No, we presume that the articles of incorporation of the non-profit 
corporate grant administrator would set these terms, as is usual for articles of 
incorporation. 

Do we need trust administration standards? 

These could be added to the bill, but the plan is to let the Alaska 
Community Foundation apply its own fiduciary standards, subject to review 
by DOR. Ifwe apply the standards cited by Mr. Chenoweth (which are in 
existing law), then ACT possibly could not adopt a POMV concept, which 
allows spending a percentage of market value. As the goal is to get more 
money flowing into worthy child abuse prevention programs, while at the 
same time preserving the endowment fund, we want to maintain the greatest 
level of flexibility. 

Can the board itself appoint additional members? 
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We believe that the board can appoint additional members. The 
impetus of this question arises from the fact that Memo # I considers the 
non-profit to be functionally a state agency. This was not intended. Our 
intent is to create a private charity that will attract private donors who are 
willing to give to private causes. To achieve this environment it was 
intended that the grant administrator would be a private nonprofit 
corporation that would be carrying out a public purpose. We do not believe 
that there can be any infringement on the governor's executive power of 
appointment if the board is private. 

Does the bill violate the confinement rule? 

Memo #1 raises the issue that appropriation bills must be confined to 
appropriations. Unlike in Congress, the legislature cannot log roll 
substantive legislation into appropriation bills. Memo # I argues that the 
designation of the grantee in the accompanying appropriation bill, (which we 
have not yet submitted) adds something to the bill beyond mere 
appropriation matter. He believes that the bill could be interpreted to be 
executing the law by directing the management of state money. This issue 

. has never been decided by the Alaska Supreme Court, although when Justice 
Carpeneti was on the Superior Court, he decided that the designation of a 
grantee was nothing more than specifying the purpose for an appropriation 
and that the executive was free to go through the notification and solicitation 
process to determine if the named recipient would in fact become the 
grantee. This issue has not been decided by the Alaska Supreme Court and 
therefore, the statutes authorizing designated grants remain valid and 
enforceable. 

Additionally, we chose the designated grant approach so that the 
legislature would have a hand in suggesting the grantee. 

Does the bill impermissibly allow the legislature to delegate control 
over a state asset? 

Memo #2 raises a different concern about delegation. It argues that 
the legislature cannot transfer the trust out of the state treasury "with little 
direction on how and when the money is to be withdrawn and spent." We 
do not agree with the premise of this argument: that the state constitution 
may require additional, specific legislative appropriations before the trust 
money can be spent. 
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First, the requirements of the ACT board in the bill are carefully 
modeled on existing law, and specify how and when the board is to make 
grants. Second, each year the legislature currently appropriates money from 
the trust to be used at the discretion of the existing ACT board - the only 
change in the bill is that the appropriation is for the trust res and thereafter 
the legislature would have nothing available to appropriate, other than the 
license revenues that annually become available - and that is, of course, 
purely discretionary. Finally, it is important to note the safeguards built into 
the bill, including the duties to maintain the funds as a permanent 
endowment fund, the duty to report on investment performance, the duty of 
the ACT board to annually report to the legislature the prevention services 
that were funded and the annual level of contribution, income and expenses 
of the fund, and - significantly - the section that allows the endowment fund 
to revert back to the state should the grantee cease to exist or is unable to 
fulfill the purposes of the grant agreement between the grantee and the 
Department of Commerce, Community, and Economic Development. For 
these reasons, we do not believe that the legislature appropriating the trust 
causes an impermissible delegation oflegislative power. 
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t:::ias_ You 90tta \OVe. 'e.m! 

March 26, 2009 

Representative Anna Fairclough 
Alaska State Legislature 
State Capitol, Room 421 
Juneau, AK 99801-1182 

Dear Representative Fairclough: 

Please accept this letter as an indication of the ACT board's support ofHB 190, CHILDREN'S 
TRUST GRANT FOR ENDOWMENT. As Trustees for the Alaska Children's Trust (ACT), it 
is our belief that transitioning management of the ACT fund into an endowment model capitalizes 
on the best practices in the endowment world, and will result in greater performance and growth 
of the ACT fund over time. Additionally, privatization of the ACT will allow for ethical 
fundraising and for private sector funds to be used for dedicated purposes. 

There are two small changes that we would like to request in HB 190 as follows: 

In Sec.3. AS 28. 1O.181(t) and Sec. 4. AS 28.20431(d)(l4), the Trustees would like to retain the 
name, Alaska Children's Trust plates; 

In Sec. 7.37.14.215: The Trustees would like to retain the name, the Alaska Children's Trust. 

We have been known as the Alaska Children's Trust since 1988 and keeping our name would 
allow us to maintain our established identity across the state as the only entity solely dedicated to 
the prevention of child abuse and neglect. 

We truly appreciate your support of our ongoing efforts to eliminate child abuse and neglect in 
the State of Alaska. Please feel free to contact the ACT's executive director, Panu Lucier if you 
have any questions about the Alaska Children's Trust. She can be reached at 907-248-7676. 

Sincerely, 

<l(Q<- tn4 
Kaye Saxon, Chair 

P.O. Box 92155 •• ".nchorage, Alaska 99509-2155' 248-7676 

Building mmmunity mpport to eliminate child abtiJe and neg/'d in AlaJko 
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(907) 465-3867 or 465-2450 
FAX (907) 465-2029 
Mail Slop 3 I 01 

. LEGAL SERVICES 
DIVISION OF LEGAL AND RESEARCH SERVICES 

LEGISLATIVE AFFAIRS AGENCY 
STATE OF ALASKA Slate Capitol 

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

MEMORANDUM March 30, 2009 

SUBJECT: 

TO: 

FROM: 

Alaska Children's Trust Reference After Repeal of the Trust 
(Amendment E.l to HB 190 (Work Order No. 26-LS0502IE. I)) 

Representative Anna Fairclough 
Attn: Crystal Koeneman 

lean M. MiSChL:1 
Legislative Counsel 

I have made the changes you request ' that retain the references to the Alaska Children's 
Trust in the provIsIOns for special request license plates and fees. As previously 
discussed, referencing a repealed trust, particularly for purposes of fee collection, creates 
an unenforceable provision in codified law. While the nonprofit grantee may intend to 
use the former trust's name, such references must exist and be defined in codified law. In 
the meantime, if the amendment and the bill pass, the fees will be paid and collected 
under a false impression that the trust continues to exist as a state fund. 

lMM:lmb 
. 09-016.1mb 

Enclosure 



3293 

OFFERED IN THE HOUSE 

TO: HB 190 

Page 2, line 8: 

AMENDMENT 

2 Delete "[ALASKA] children's endowment fund [TRUST]" 

3 Insert "Alaska children's trust" 

4 

5 Page 2, lines 10 - II: 

6 Delete "[ALASKA] children's endowment fund [TRUST" 

7 Insert "Alaska children's trust [" 

8 

9 Page 2, line 15: 

I 0 Delete "[ALASKA] children's endowment fund [TRUST]" 

II Insert "Alaska children's trust" 

12 

13 Page 2, line 30: 

I 4 Delete "endowment fund" 

I 5 Insert "trust" 

L _1_ 

26-LS05021E. I 
Mischel 
3/30109 
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OFFERED IN THE HOUSE 

TO: HB 190 

Page 2, Line 8, 10 & IS 

AMENDMENT 

Delete "children endowment fund" 
Insert "ALASKA'S CHILDREN TRUST" 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: CSHB 190(HSS) 
o Publish Date: 

~ld,"e"n;;;ti"fie:;;r,-,(",fi:.:le,",n:.:a;;;m.:;:e""):,-__ C;:.S~H~B,,,19:;;00'(;.;H:;S.;:S .. )-.;:D,::O::.Ri"-:.;T;;R"S,,-4;,,-"'14,,-::.09"",,.,-_____ Dept. Affecte:.:d::.: _~=",;;R",e:.;ve",n"u;:;e===--_ 
Title Amendment to Alaska Children's Trust ROU Taxation and Treasury 

----~~::.::.~~~'-"'~~""~:.;;:.~:.::.;-----Component------~~~T~~"'a"s~u=ry~~L------

Rep Fairclough, Hawker, Holmes, Wilson Sponsor 
Requester ___________ :.;H:.:o:.:u"se::..:.;H:.:&:.:S:.:S'-_______________ Component Number 

Expenditures/Revenues (Thousands of Dollars) 
Note· Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Information 

121 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0 0.0 0.0 

ICAPITAL EXPENDITURES 0.0 1 0.0 1 0.01 0.01 0.01 0.01 0.01 

ICHANGE IN REVENUES ( ) 0.0 1 0.01 0.01 0.01 0.01 0.01 0.01 

FUND SOURCE (Thousands of Dollars) 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 0.0 0.0 0.0 0.0 0.0 0.0 0.0 

Estimate of any current year (FY2009) cost: 

POSITIONS 
FUll-time 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
Part-time 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
Temporary 0.0 0.0 0.0 0.0 0.0 0.0 0.0 

ANALYSIS: (Attach a separate page if necessary) 

The Committee Substitute Bill is an amendment to the the Alaska Children's Trust statute which would divest funds from 
the existing ACT Income fund managed by Treasury and transfer them to a 501 (c)3 entity. Treasury would continue to 
invest the assets of the ACT Principal fund and would calculate 5% of market valu of the Principal fund balance for 
appropriation to the new 501 (c)3 entity. No operating appropriation is required as implementation will be carried out 
through existing personal services and custodial resources. The effect this bill will have on investment performance is 
unknown. 

Prepared by: Pamela Green, Comptroller 
Division Treasury Division 

Approved by: Jerry Burnett, Deputy Commissioner 
Department of Revenue 

(Revised 9/1012008 OMS) 

Phone 465-2300 
DatelTime Monday; 4 pm 

Date 4/13/2009 

Page 1 of 1 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: HB190 

o Publish Date: 

Identifier (file name): 
Title 

-:-:::--,HC!B;:-"19,,0::-D,,,HC!S:;S:::,-C7"-'T..:.P.::-3:::-..:.18:::-::::09,,-__ Dept. Affected: Health & Soaal Services 
Children's Trust Grant for Endowment RDU Office of Children's Services 

----==='-'-'====-===='----component Children's Trust Programs 

Fairclough, Hawkers, Holmes, Wilson Sponsor 
Requester ________ ~H~o~us~e~H~S~S~ _________ ComponentNumber 

Expenditures/Revenues (Thousands of Dollars) 
Note' Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required 

OPERATING EXPENDITURES FY 2010 
Personal Services 
Travel (13.2 
Contractual (790.0 
Supplies (1.5 
Equipment 
Land & Structures 
Grants & Claims (415.0 
Miscellaneous 

TOTAL OPERATING (1,219.7 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 630.0 
1003 GF Match 
1004 GF 
1099 Children's Trust Principal 150.0 
1098 Children's Trust Earnings 399.7 
Other Interaoencv Receipts 40.0 

TOTAL [1,219.7 

Estimate of any current year (FY2009) cost: 

POSITIONS 

rUIl-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

Information 
FY 2010 FY 2011 FY 2012 FY 2013 

(13.2 (13.2 (13.2 
(790.0 (790.0 (790.0 

(1.5 (1.5 (1.5 

(415.0 (415.0 (415.0 

0.0 1,219.7 (1,219.7 (1,219.7 

(Thousands of Dollars) 
1630.0 630.0 630.0 

1150.0 150.0 150.0 
(399.7 399.7 399.7 
(40.0 40.0 40.0 

0.0 1,219.7 (1,219.7 11,219.7 

2251 

FY 2014 

(13.2 
(790.0 

(1.5 

(415.0 

(1,219.7 

630.0 

150.0 
399.7 
40.0 

(1,219.7 

FY 2015 

_{13.2 
(790.0 

(1.5 

(415.0) 

(1,219.7) 

630.0) 

150.0 
399.7 
40.0 

(1,219.7 

HB 190 privatizes the Alaska children's trust as a separate endowment fund, provides for an administrator, and 
designates receipts as available for grants. 

This fiscal note eliminates authority for the Alaska Children's Trust in the Office of Children's Services RDU. The 

component will be deleted if this bill is passed. 

Prepared by: Tammy Sandoval, Director 
Division Office of Children's Services 

Approved by: 

(Revised 911012008 OM9) 

Phone 465-3191 
DatelTime 3/17109 12:00 AM 

Date 3/17/2009 

Page 1 of_1 
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 192( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY -SIXTH LEGISLATURE - FIRST SESSION 

BY 

Offered: 
Referred: 

Sponsor(s): REPRESENTATIVE COGHILL 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS0483\P 
Mischel 
3/30/09 

1 "An Act relating to nonpayment of child support; relating to certain judicial and 

2 administrative orders for medical support of a child; relating to periodic review and 

3 adjustment of child support orders; relating to relief from administrative child support 

4 orders; relating to child support arrearages; relating to medical support of a child and 

5 the Alaska Native family assistance program; amending Rule 90.3, Alaska Rules of Civil 

6 Procedure; and providing for an effective date." 

7 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

8 * Section 1. The uncodified law of the State of Alaska is amended by adding a new section 

9 to read: 

\0 DEFINITION OF "STATE"; LEGISLATIVE INTENT. (a) It is the intent of the 

II legislature that in order to bring Alaska into conformity with the nationwide Uniform 

12 Interstate Family Support Act (UIFSA), as approved by the American Bar Association on 

13 February 9, 1993, and as in effect on August 22, 1996, including any amendments officially 

-1- CSHB 192( ) 
New Text Underlined [DELETED TEXT BRACKETED) 
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I adopted as of that date by the National Conference of Commissioners on Uniform State Laws, 

2 it is necessary to amend AS 25.25.101 to include "an Indian tribe" and "the United States 

3 Virgin Islands" in the definition of "state." 

4 (b) The proposed changes made in AS 25.25.101(19) under sec. 3 of this Act are 

5 conforming amendments that will result in procedural changes in Alaska for enforcement and 

6 modification of child support orders from other jurisdictions. UIFSA does not determine the 

7 authority of an Indian tribe to enter, modify, or enforce a child support order. In Alaska, the 

8 scope of tribal authority to enter, modify, or enforce a child support order is an unsettled legal 

9 question, due in part to the lack of Indian country in most of the state. In adopting UIFSA 

10 conforming amendments, the legislature does not intend to grant or restrict tribal jurisdiction 

II to enter, modify, or enforce child support orders, and the amendments are not intended, either 

12 directly or impliedly, to acknowledge, expand, or restrict tribal jurisdiction. 

13 * Sec. 2. AS 11.51.122(a) is amended to read: 

14 (a) A person commits the crime ofaiding the nonpayment of child support in 

15 the second degree if the person knows that an obligor has a duty under an 

16 administrative or judicial order for periodic payment of child support, for cash 

17 medical support, or for the provision of health care coverage for a child under a 

18 medical support order or a cash medical support order, or both and 

19 (I) being a person with a statutory duty to disclose information to a 

20 child support enforcement agency intentionally withholds the information when it is 

21 requested by a child support enforcement agency; 

22 (2) being an employer of the obligor, intentionally withholds 

23 information about the residence or employment of the obligor, the eligibility of the 

24 . obligor's children for coverage under the employer's health insurance plan, or the cost 

25 of the coverage of the children under the plan, when that information is requested by a 

26 child support enforcement agency or when the employer is required by state or federal 

27 law to report the information without a request by a child support enforcement agency; 

28 or 

29 (3) intentionally participates in a commercial, business, employment, 

30 or other arrangement with the obligor, knowing at the time that the arrangement is 

31 made that it will allow the obligor to avoid paying all or some of the support when it is 

CSHB 192( ) -2-
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1 due or to avoid having a lien placed on assets for the payment of delinquent support; 

2 receipt of a substantial asset for less than fair market value from an obligor after the 

3 obligor's support order has been established constitutes a rebuttable presumption that 

4 the person receiving the asset knew that the transfer would allow the obligor to avoid 

5 paying all or some of the support or to avoid having a lien placed on the asset. 

6 * Sec. 3. AS 25.25.101(19) is amended to read: 

7 (19) "state" means a state of the United States, the District of 

8 Columbia, the Commonwealth of Puerto Rico, the United States Virgin Islands, or 

9 any territory or insular possession subject to the jurisdiction of the United States; the 

10 term "state" includes an Indian tribe and a foreign jurisdiction that has enacted a law 

11 or established procedures for issuance and enforcement of support orders that are 

12 substantially similar to the procedures under this chapter or under the Uniform 

13, Reciprocal Enforcement of Support Act or the Revised Uniform Reciprocal 

14 Enforcement of Support Act; 

15 * Sec. 4. AS 25.27.060(c) is amended to read: 

16 (c) In a court or administrative proceeding where the support of a minor child 

17 is at issue, the court or agency, as applicable, may order either parent or both parents 

18 to pay the amount necessary for support, maintenance, nurture, and education of the 

19 child. Regardless of whether a support order for periodic payments is issued, the court 

20 or agency shall issue a medical support order, a cash medical support order, or 

21 both. The medical support order shall require health care insurance coverage for the 

22 child if health care insurance coverage is available to either parent or both parents for 

23 the child at a reasonable cost. The court or agency shall consider whether the child is 

24. eligible for services through the Indian Health Service or other insurance coverage 

25 before ordering either parent or both parents to provide health care coverage through 

26 insurance, cash medical support, or other means or a combination of insurance, 

27 cash medical support, or other means. The court or agency shall allocate equally the 

28 cost of health care insurance for the child between the parents unless there is good 

29 cause to allocate the costs unequally. If the obligor has the duty to make periodic 

30 payments for non-medical child support, the obligor's periodic payments shall be 

31 decreased by the amount of the other parent's portion of payments for health insurance 

-3- CSHB 192( ) 
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1 ordered by the court or agency and actually paid by the obligor. If the obligor has a 

2 duty to make periodic payments for non-medical child support, the periodic payments 

3 shall be increased by the obligor's portion of payments for health insurance if the other 

4 parent is ordered to and actually does obtain and pay for insurance. The court or 

5 agency shall allocate equally between the parents the cost of reasonable health care 

6 expenses not Covered by private insurance unless there is good cause to allocate the 

7 costs unequally. One parent shall reimburse the other parent for the first parent's share 

8 of the uncovered expenses paid by the parent within 30 days after receipt by the first 

9 parent of the biII for the health care, payment verification, and, if applicable, a health 

10 insurance statement indicating what portion of the cost is uncovered. The medical 

11 support order must meet the requirements of AS 25.27.063. Upon a showing of good 

12 cause, the court may order the parents required to pay support to give reasonable 

13 security for payments. 

14 * Sec. 5. AS 25.27.160(c) is amended to read: 

15 (c) If the agency is establishing only [A] medical support [ORDER], the 

16 notice and finding of financial responsibility must state 

17 (1) that health care insurance shall be provided for the child to whom 

18 the duty of support is owed if health care insurance is available to the alleged obligor 

19 at a reasonable cost and that the alleged obligor and the other parent shall share 

20 equally the cost of the health care insurance and the costs of reasonable health care 

21 expenses not covered by insurance; 

22 (2) the sum of periodic payments of cash medical support for 

23 which either parent or both parents are found to be responsible under this 

24 chapter; 

25 ill the name of the alIeged obligee and the obligee's custodian; 

26 ill [(3)] that the alleged obligor may appear and show cause in a 

27 hearing held by the agency why the finding is incorrect, should not be finally ordered, 

28 and should be modified or rescinded, because 

29 (A) no duty of support is owed; 

30 (B) health care insurance for the child is not available to the 

31 alleged obligor at a reasonable cost; 

CSHB 192( ) -4-
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1 (C) adequate health care is available to the child through the 

2 Indian Health Service or other insurance coverage; or 

3 (D) there is good cause to allocate the costs of health insurance. 

4 cash medical support, or uninsured health care expenses unequally between 

5 the parents; 

6 ill [(4)] that, if the person served with the notice under this subsection 

7 does not request a hearing within 30 days, a copy of the medical support order will be 

8 sent to the person's employer under AS 25.27.063(b) without further notice or hearing 

9 for inclusion of the child in family health coverage if it is available through the 

10 person's employer. 

11 * Sec. 6. AS 25.27.193 is amended to read: 

12 Sec. 25.27.193. Periodic review or adjustment of support orders. As 

13 necessary to comply with 42 U.S.C. 666, the agency, by regulation, shall provide 

14 procedures and standards for the modification, through a three-year cycle of 

15 [PERIOD IC] review or adjustment, of a support order. Regulations adopted under this 

16 section must include procedures for periodic notice of the right to request review, 

17 procedures for hearings, and standards for adjustments regarding future periodic 

18 support payments. A modification under this section may be made without a showing 

19 of a material change in circumstances. 

20 * Sec. 7. AS 25.27.195(a) is amended to read: 

21 (a) A clerical mistake in an administrative order issued by the agency or an 

22 error arising from an oversight or omission by the agency may be corrected by the 

23 agency at any time [ON THE MOTION OF AN OBLIGOR]. 

24 * Sec. 8. AS 25.27.195(b) is amended to read: 

25 (b) The [UPON THE MOTION OF AN OBLIGOR, THE] agency may, at any 

26 time, vacate an administrative support order issued by the agency under AS 25.27.160 

27 that was based on a default amount rather than on the obligor's actual ability to pay. 

28 * Sec. 9. AS 25.27.900(2) is repealed and reenacted to read: 

29 (2) "arrearage" means a debt that is past due and equal to at least one 

30 monthly obligation under the support order for one or more of the following: 

31 (A) monetary support; 

-5- CSHB 192( ) 
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1 (B) cash medical support; 

2 (C) payment of health care costs or maintenance of health 

3 insurance; 

4 (D) reimbursement of related costs; 

5 (E) payment of attorney fees and legal costs and other fees; 

6 (F) penalty, interest, and other relief as required by a support 

7 order; 

8 * Sec. 10. AS 25.27.900(12) is amended to read: 

9 (12) "support order" means any judgment, decree, or order that is 

10 issued by a tribunal for the support and maintenance of a child or of a parent with 

11 whom the child is living; "support order" includes a judgment, decree, or order 

12 (A) on behalf of a child who has reached the age of majority if 

13 the judgment, decree, or order was lawfully issued; and 

14 (B) for any or all of the following: 

15 (i) monetary support, including arrearages; 

16 (ii) payment of health care costs or maintenance of 

17 health insurance; 

18 (iii) payment of cash medical support; 

19 

20 

21 

22 

other fees; or 

23 by a tribunal; 

(M [(iii)) reimbursement ofrelated costs; 

M [(iv)) payment of attorney fees and legal costs and 

(vi) [(v)) penalty, interest, and other relief as required 

24 * Sec. 11. AS 47.07.025(b) is amended to read: 

25 (b) Though the child support services agency or on its own behalf, the 

26 department may garnish the wages, salary, or other employment income of a person 

27 who 

28 (1) is required by a medical support order, cash medical support 

29 order, or both, under AS 25.27.060(c) to provide insurance or cash coverage of the 

30 costs of medical care to a child who is eligible for medical assistance under this 

31 chapter; 

CSHB 192( ) -6-
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(2) has received payment from a third party for the costs of the 

(3) has not used the payments to reimburse, as appropriate, the other 

4 parent or custodian of the child, the provider of the services, or the department. 

5 * Sec. 12. AS 47.27.200(0) is amended to read: 

6 (0) The applicability of AS 25.27 in the case of a recipient under an Alaska 

7 Native family assistance program includes the foJlowing: 

8 (1) an obligor is liable to the Alaska Native family assistance program 

9 in the amount of the family assistance provided by the program to a child to whom the 

10 obligor owes a duty of support except that, if a support order has been entered, the 

11 liability of the obligor for assistance provided by an Alaska Native family assistance 

12 program may not exceed the amount of support provided for in the support order, and, 

13 if a medical support order, cash medical support order, or both, [ORDER OF 

14 SUPPORT] has been entered, the liability of the obligor for assistance granted under 

15 AS 47.07 may not exceed the amount of support provided for in the medical support 

16 order, cash medical support order, or both, [ORDER OF SUPPORT]; the child 

17 support services agency shall send notice of accruing liability under this paragraph in 
\ 

18 the same manner as required under AS 25.27 .120( c), and, if the agency fails to comply 

19 with the notice requirement of this paragraph, interest does not accrue on the liability 

20 to the Alaska Native family assistance program unless a support order or medical 

21 

22 

support order, or cash medical support order, as applicable, has been entered; 

(2) the child support services agency may appear in an action 

23 authorized under AS 25.27.045 at the agency's own discretion if an obligor under 

24 AS 25.27 is liable to the Alaska Native family assistance program under (1) of this 

25 subsection; 

26 (3) an Alaska Native family assistance program to which the child 

27 support services agency erroneously disburses an overpayment of child support under 

28 an income withholding order is liable to the state for the amount disbursed, plus 

29 interest at the rate imposed under AS 25.27.062(1)(1); 

30 (4) when the right to receive child support has been assigned to an 

31 Alaska Native family assistance program, an agreement under AS 25.27.065(a) that 

-7- CSHB 192( ) 
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1 has not been adopted as an administrative order of the child support services agency is 

2 not effective during a period when the obligee is receiving assistance under an Alaska 

3 Native family assistance program; 

4 (5) the child support services agency, on behalf of an Alaska Native 

5 family assistance program, shall take all necessary action permitted by law to enforce 

6 child support orders entered under AS 25.27, including petitioning the court for orders 

7 . to aid in the enforcement of child support; 

8 (6) if an obligor under AS 25.27 is liable to an Alaska Native family 

9 assistance program under (I) of this subsection, the state is subrogated to the rights of 

10 the obligee to take actions authorized under AS 25.27.130(a); 

11 (7) notwithstanding AS 25.27. 130(c), the recovery of an amount for 

12 which an obligor under AS 25.27 is liable that exceeds the total assistance granted 

13 under AS 47.07 and this chapter shall be paid to the obligee; 

14 (8) except as provided in AS 25.27. 130(f), if an obligee under 

15 AS 25.27 is not receiving assistance under AS 47.07 or this chapter at the time the 

16 . state recovers money in an action under AS 25.27.130(d) or (1) of this subsection, the 

17 recovery of any amount for which the obligor is liable shall be distributed to the 

18 obligee for support payments, including medical support payments, that had become 

19 due and unpaid since the termination of assistance under AS 47.07 or this chapter 

20 under a support order in favor of the obligee; 

21 (9) after payment to the obligee under (8) of this subsection, the state 

22 may retain an amount not to exceed the total unreimbursed assistance paid on behalf 

23 of the obligee under AS 47.07 or this chapter; 

24 (10) if an alleged obligor is liable to an Alaska Native family 

25 assistance program under (I) of this subsection, and a support order has not been 

26 entered, the child support services agency may, at its own discretion, undertake an 

27 action to establish paternity and a duty of support using the procedures prescribed in 

28 AS 25.27 and may enforce a duty of support using the procedures prescribed in 

29 AS 25.27; the agency may also institute administrative proceedings to determine the 

30 paternity of a child born out of wedlock upon application of an Alaska Native family 

31 assistance program; the agency may not recover costs of genetic tests required under . 
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1 this paragraph from a person who is a recipient of assistance under an Alaska Native 

2 family assistance program; 

3 (11) when a hearing officer makes a determination under 

4 AS 25.27.170(d), the hearing officer shall, in addition to the factors described in 

5 AS 25.27. 1 70(e), consider the amount of the alleged obligor's liability to an Alaska 

6 Native family assistance program under (1) of this subsection; 

7 (12) notwithstanding AS 25.27.255(a), the child support services 

8 agency may not pay to an obligee any money that has been assigned to an Alaska 

9 Native family assistance program. 

10 * Sec. 13. The uncodified law of the State of Alaska is amended by adding a new section to 

11 read: 

12 INDIRECT COURT RULE AMENDMENT. AS 25.27.060(c), amended by sec. 4 of 

13 this Act, has the effect of changing Rule 90.3, Alaska Rules of Civil Procedure, by changing 

14 standards for issuance of medical and other support orders by the court. 

15 * Sec. 14. The uncodified law of the State of Alaska is amended by adding a new section to 

16 read: 

17 APPLICABILITY. This Act applies to actions filed on or after the effective date of 

18 this section and to motions filed on or after the effective date in proceedings filed before, on, 

19 or after the effective date of this section. 

20 * Sec. 15. The uncodified law of the State of Alaska is amended by adding a new section to 

21 read: 

22 TRANSITION: REGULATIONS. The Department of Revenue may proceed to adopt 

23 regulations necessary to implement this Act. The regulations take effect under AS 44.62 

24 (Administrative Procedure Act), but not before July 1, 2009. 

25 * Sec. 16. The uncodified law of the State of Alaska is amended by adding a new section to 

26 read: 

27 NO CONDITIONAL EFFECT. Because Rule 90.3, Alaska Rules of Civil Procedure, 

28 is a substantive rule, sec. 4 of this Act takes effect even if sec. 13 of this Act fails to receives a 

29 two-thirds majority vote of each house. 

30 * Sec. 17. Section 15 of this Act takes effect immediately under AS 01.10.070(c). 

31 * Sec. 18. Except as provided in sec. 17 of this Act, this Act takes effect July 1,2009. 
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CS FOR HOUSE BILL NO. 192( ) 

IN THE LEGIS LA TURE OF THE STATE OF ALASKA 

TWENTY·SIXTH LEGISLATURE· FIRST SESSION 

BY 

Offered: 
Referred: 

Sponsor(s): REPRESENTATIVE COGHILL 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26·LS0483\S 
Mischel 
3/25109 

"An Act relating to nonpayment of child support; relating to certain judicial and 

2 administrative orders for medical support of a child; relating to periodic review and 

3 adjustment of child support orders; relating to relief from administrative child support 

4 orders; relating to child support arrearages; relating to medical support of a child and 

5 the Alaska Native family assistance program; amending Rule 90.3, Alaska Rules of Civil 

6 Procedure; and providing for an effective date." 

7 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

8 * Section 1. The uncodified law of the State of Alaska is amended by adding a new section 

9 to read: 

10 DEFINITION OF "STATE"; LEGISLATIVE INTENT. The amendment made to the 

11 definition of "state" in AS 25.25.101(19) under sec. 3 of this Act is intended to conform state 

12 law to recent recommendations made for the Uniform Interstate Family Support Act. The 

13 change is not intended to alter or expand in any way the governmental relationship between 
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I federally recognized tribes and the state. 

2 * Sec. 2. AS 11.51.122(a) is amended to read: 

3 (a) A person commits the crime of aiding the nonpayment of child support in 

4 the second degree if the person knows that an obligor has a duty under an 

5 administrative or judicial order for periodic payment of child support. for cash 

6 medical support. or for the provision of health care coverage for a child under a 

7 medical support order or a cash medical support order. or both and 

8 (1) being a person with a statutory duty to disclose information to a 

9 child support enforcement agency intentionally withholds the information when it is 

10 requested by a child support enforcement agency; 

II (2) being an employer of the obligor, intentionally withholds 

12 information about the residence or employment of the obligor, the eligibility of the 

13 obligor's children for coverage under the employer's health insurance plan, or the cost 

14 of the coverage of the children under the plan, when that information is requested by a 

15 child support enforcement agency or when the employer is required by state or federal 

16 law to report the information without a request by a child support enforcement agency; 

17 or 

18 (3) intentionally participates in a commercial, business, employment, 

19 or other arrangement with the obligor, knowing at the time that the arrangement is 

20 made that it will allow the obligor to avoid paying all or some of the support when it is 

21 due or to avoid having a lien placed on assets for the payment of delinquent support; 

22 receipt of a substantial asset for less than fair market value from an obligor after the 

23 obligor's support order has been established constitutes a rebuttable presumption that 

24 the person receiving the asset knew that the transfer would allow the obligor to avoid 

25 paying all or some of the support or to avoid having a lien placed on the asset. 

26 * Sec. 3. AS 25.25.101(19) is amended to read: 

27 (19) "state" means a state of the United States, the District of 

28 Columbia, the Commonwealth of Puerto Rico, the United States Virgin Islands. or 

29 any territory or insular possession subject to the jurisdiction of the United States; the 

30 term "state" includes an Indian tribe and a foreign jurisdiction that has enacted a law 

31 or established procedures for issuance and enforcement of support orders that are 
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I substantially similar to the procedures under this chapter or under the Uniform 

2 Reciprocal Enforcement of Support Act or the Revised Uniform Reciprocal 

3 Enforcement of Support Act; 

4 * Sec. 4. AS 25.27.060(c) is amended to read: 

5 (c) In a court or administrative proceeding where the support of a minor child 

6 is at issue, the court or agency, as applicable, may order either parent or both parents 

7 to pay the amount necessary for support, maintenance, nurture, and education of the 

8 child. Regardless of whether a support order for periodic payments is issued, the court 

9 or agency shall issue a medical support order, a cash medical support order, or 

10 both. The medical support order shall require health care insurance coverage for the 

II child if health care insurance coverage is available to either parent or both parents for 

12 the child at a reasonable cost. The court or agency shall consider whether the child is 

13 eligible for services through the Indian Health Service or other insurance coverage 

14 before ordering either parent or both parents to provide health care coverage through 

15 insurance, cash medical support, or other means or a combination of insurance, 

16 cash medical support, or other means. The court or agency shall allocate equally the 

17 cost of health care insurance for the child between the parents unless there is good 

18 cause to allocate the costs unequally. If the obligor has the duty to make periodic 

19 payments for non-medical child support, the obligor's periodic payments shall be 

20 decreased by the amount of the other parent's portion of payments for health insurance 

21 ordered by the court or agency and actually paid by the obligor. If the obligor has a 

22 duty to make periodic payments for non-medical child support, the periodic payments 

23 shall be increased by the obligor's portion of payments for health insurance if the other 

24 parent is ordered to and actually does obtain and pay for insurance. The court or 

25 agency shall allocate equally between the parents the cost of reasonable health care 

26 expenses not covered by private insurance unless there is good cause to allocate the 

27 costs unequally. One parent shall reimburse the other parent for the first parent's share 

28 of the uncovered expenses paid by the parent within 30 days after receipt by the first 

29 parent of the bill for the health care, payment verification, and, if applicable, a health 

30 insurance statement indicating what portion of the cost is uncovered. The medical 

31 support order must meet the requirements of AS 25.27.063. Upon a showing of good 
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cause, the court may order the parents required to pay support to give reasonable 

2 security for payments. 

3 * Sec. 5. AS 25.27.160(c) is amended to read: 

4 (c) If the agency is establishing only [A] medical support [ORDER], the 

5 notice and finding of financial responsibility must state 

6 (I) that health care insurance shall be provided for the child to whom 

7 the duty of support is owed if health care insurance is available to the alleged obligor 

8 at a reasonable cost and that the alleged obligor and the other parent shall share 

9 equally the cost of the health care insurance and the costs of reasonable health care 

10 expenses not covered by insurance; 

II (2) the sum of periodic payments of cash medical support for 

12 which either parent or both parents are found to be responsible under this 

I3 chapter; 

14 ill the name of the alleged obligee and the obligee's custodian; 

15 ill [(3)] that the alleged obligor may appear and show cause in a 

16 hearing held by the agency why the finding is incorrect, should not be finally ordered, 

17 and should be modified or rescinded, because 

18 (A) no duty of support is owed; 

19 (8) health care insurance for the child is not available to the 

20 alleged obligor at a reasonable cost; 

21 (C) adequate health care is available to the child through the 

22 Indian Health Service or other insurance coverage; or 

23 (D) there is good cause to allocate the costs of health insurance. 

24 cash medical support. or uninsured health care expenses unequally between 

25 the parents; 

26 ill [(4)] that, if the person served with the notice under this subsection 

27 does not request a hearing within 30 days, a copy of the medical support order will be 

28 sent to the person's employer under AS 25.27.063(b) without further notice or hearing 

29 for inclusion of the child in family health coverage if it is available through the 

30 person's employer. 

31 * Sec. 6. AS 25.27.193 is amended to read: 
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Sec. 25.27.193. Periodic review or adjustment of support orders. As 

2 necessary to comply with 42 U.S.C. 666, the agency, by regulation, shall provide 

3 procedures and standards for the modi fication, through a three-year cycle of 

4 [PERIODIC) review or adjustment, of a support order. Regulations adopted under this 

5 section must include procedures for periodic notice of the right to request review, 

6 procedures for hearings, and standards for adjustments regarding future periodic 

7 support payments. A modification under this section may be made without a showing 

8 of a material change in circumstances. 

9 * Sec. 7. AS 25.27.195(a) is amended to read: 

10 (a) A clerical mistake in an administrative order issued by the agency or an 

II error arising from an oversight or omission by the agency may be corrected by the 

12 agency at any time [ON THE MOTION OF AN OBLIGOR]. 

13 * Sec. 8. AS 25.27 .195(b) is amended to read: 

14 (b) The [UPON THE MOTION OF AN OBLIGOR, THE] agency may, at any 

15 time, vacate an administrative support order issued by the agency under AS 25.27.160 

16 that was based on a default amount rather than on the obligor's actual ability to pay. 

17 * Sec. 9. AS 25.27.900(2) is repealed and reenacted to read: 

18 (2) "arrearage" means a debt that is past due and equal to at least one 

19 monthly obligation under the support order for one or more of the following: 

20 (A) monetary support; 

21 (B) cash medical support; 

22 

23 

(C) payment of health care costs or maintenance of health 

insurance; 

24 (D) reimbursement of related costs; 

25 (E) payment of attorney fees and legal costs and other fces; 

26 (F) penalty, interest, and other relief as required by a support 

27 order; 

28 * Sec. 10. AS 25.27.900(12) is amended to read: 

29 (12) "support order" means any judgment, decree, or order that is 

30 issued by a tribunal for the support and maintenance of a child or of a parent with 

3 I whom the child is living; "support order" includes a judgment, decree, or order 
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1 

2 

3 

4 

5 

6 

7 

8 

9 

(A) on behalf of a child who has reached the age of majority if 

the judgment, decree, or order was lawfully issued; and 

10 

(8) for any or all of the following: 

(i) monetary support, including arrearages; 

(ii) payment of health care costs or maintenance of 

health insurance; 

other fees; or 

(iii) payment of cash medical support; 

(iv) [(iii») reimbursement of related costs; 

!!l [(iv») payment of attorney fees and legal costs and 

11 (vi) [(v») penalty, interest, and other relief as required 

12 by a tribunal; 

13 * Sec. 11. AS 47.07.025(b) is amended to read: 

14 (b) Though the child support services agency or on its own behalf, the 

15 department may garnish the wages, salary, or other employment income of a person 

16· who 

17 (1) is required by a medical support order, cash medical support 

18 order, or both, under AS 25.27.060(c) to provide insurance or cash coverage of the 

19 costs of medical care to a child who is eligible for medical assistance under this 

20 chapter; 

21 

22 services; and 

(2) has received payment from a third party for the costs of the 

23 (3) has not used the payments to reimburse, as appropriate, the other 

24 parent or custodian ofthe child, the provider of the services, or the department. 

25 * Sec. 12. AS 47.27.200(0) is amended to read: 

26 (0) The applicability of AS 25.27 in the case of a recipient under an Alaska 

27 Native family assistance program includes the following: 

28 (1) an obligor is liable to the Alaska Native family assistance program 

29 in the amount of the family assistance provided by the program to a child to whom the 

30 obligor owes a duty of support except that, if a support order has been entered, the 

31 liability of the obligor for assistance provided by an Alaska Native family assistance 
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1 program may not exceed the amount of support provided for in the support order, and, 

2 if a medical support order, cash medical support order, or both, [ORDER OF 

3 SUPPORT] has been entered, the liability of the obligor for assistance granted under 

4 AS 47.07 may not exceed the amount of support provided for in the medical support 

5 order, cash medical support order, or both, [ORDER OF SUPPORT]; the child 

6 support services agency shall send notice of accruing liability under this paragraph in 

7 the same manner as required under AS 25.27. I 20(c), and, if the agency fails to comply 

8 with the notice requirement of this paragraph, interest does not accrue on the liability 

9 to the Alaska Native family assistance program unless a support order or medical 

10 support order, or cash medical support order, as applicable, has been entered; 

11 (2) the child support services agency may appear in an action 

12 authorized under AS 25.27.045 at the agency's own discretion if an obligor under 

13 AS 25.27 is liable to the Alaska Native family assistance program under (I) of this 

14 subsection; 

15 (3) an Alaska Native family assistance program to which the child 

16 support services agency erroneously disburses an overpayment of child support under 

17 an income withholding order is liable to the state for the amount disbursed, plus 

18 interest at the rate imposed under AS 25.27.062(1)(1); 

19 (4) when the right to receive child support has been assigned to an 

20 Alaska Native family assistance program, an agreement under AS 25.27.065(a) that 

21 has not been adopted as an administrative order of the child support services agency is 

22 not effective during a period when the obligee is receiving assistance under an Alaska 

23 Native family assistance program; 

24 (5) the child support services agency, on behalf of an Alaska Native 

25 family assistance program, shall take all necessary action permitted by law to enforce 

26 child support orders entered under AS 25.27, including petitioning the court for orders 

27 to aid in the enforcement of child support; 

28 (6) if an obligor under AS 25.27 is liable to an Alaska Native family 

29 assistance program under (1) of this subsection, the state is subrogated to the rights of 

30 the obligee to take actions authorized under AS 25.27.130(a); 

31 (7) notwithstanding AS 25.27.130(c), the recovery of an amount for 
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which an obligor under AS 25.27 is liable that exceeds the total assistance granted 

2 under AS 47.07 and this chapter shall be paid to the obligee; 

3 (8) except as provided in AS 25.27.130(1), if an obligee under 

4 AS 25.27 is not receiving assistance under AS 47.07 or this chapter at the time the 

5 state recovers money in an action under AS 25.27.130(d) or (I) of this subsection, the 

6 recovery of any amount for which the obligor is liable shall be distributed to the 

7 obligee for support payments, including medical support payments, that had become 

8 due and unpaid since the termination of assistance under AS 47.07 or this chapter 

9 under a support order in favor of the obligee; 

10 (9) after payment to the obligee under (8) of this subsection, the state 

II may retain an amount not to exceed the total unreimbursed assistance paid on behalf 

12 of the obligee under AS 47.07 or this chapter; 

13 (10) if an alleged obligor is liable to an Alaska Native family 

14 assistance program under (1) of this subsection, and a support order has not been 

15 entered, the child support services agency may, at its own discretion, undertake an 

16 action to establish paternity and a duty of support using the procedures prescribed in 

17 AS 25.27 and may enforce a duty of support using the procedures prescribed in 

18 AS 25.27; the agency may also institute administrative proceedings to determine the 

19 paternity ofa child born out of wedlock upon application of an Alaska Native family 

20 assistance program; the agency may not recover costs of genetic tests required under 

21 this paragraph from a person who is a recipient of assistance under an Alaska Native 

22 family assistance program; 

23 (11) when a hearing officer makes a determination under 

24 AS 25.27.l70(d), the hearing officer shall, in addition to the factors described in 

25 AS 25.27.170(e), consider the amount of the alleged obligor's liability to an Alaska 

26 Native family assistance program under (1) of this subsection; 

27 (12) notwithstanding AS 25.27.255(a), the child support services 

28 agency may not pay to an obligee any money that has been assigned to an Alaska 

29 Native family assistance program. 

30 * Sec. 13. The uncodified law of the State of Alaska is amended by adding a new section to 

31 read: 
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INDIRECT COURT RULE AMENDMENT. AS 25.27.060(c), amended by sec. 4 of 

2 this Act, has the effect of changing Rule 90.3, Alaska Rules of Civil Procedure, by changing 

3 standards for issuance of medical and other support orders by the court. 

4 * Sec. 14. The uncodified law of the State of Alaska is amended by adding a new section to 

5 read: 

6 APPLICABILITY. This Act applies to actions filed on or after the effective date of 

7 this section and to motions filed on or after the effective date in proceedings filed before, on, 

8 or after the effective date of this section. 

9 * Sec. 15. The uncodified law of the State of Alaska is amended by adding a new section to 

10 read: 

11 TRANSITION : REGULATIONS. The Department of Revenue may proceed to adopt 

12 regulations necessary to implement this Act. The regulations take effect under AS 44.62 

13 (Administrative Procedure Act), but not before July 1,2009. 

14 * Sec. 16. The uncodified law of the State of Alaska is amended by adding a new section to 

IS read: 

16 NO CONDITIONAL EFFECT. Because Rule 90.3, Alaska Rules of Civil Procedure, 

17 is a substantive rule, sec. 4 of this Act takes effect even if sec. 13 of this Act fails to receives a 

18 two-thirds majority vote of each house. 

19 * Sec. 17. Section IS of this Act takes effect immediately under AS 01.1 0.070(c). 

20 * Sec. 18. Except as provided in sec. 17 of this Act, this Act takes effect July 1,2009. 
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ALASKA STATE LEGISLATURE 
HOUSE RULES COMMITTEE 

REPRESENTATIVE JOHN COGHILL, CHAIRMAN 
State Capitol Juneau, AK 99801-1182 (907) 465-3719 

3340 Badger Road Suite #290, North Pole, AK 99705 (907) 488-5725 

Sponsor Statement 

HB 192 - Child Support Enforcement Amendments 

Civil Rule 90.3, the child support guidelines, was enacted by the Alaska Supreme Court 
in 1987. Civil Rule 90.3 is substantive law and should have been passed by the 
legislature. The courts decide individual cases and enact procedural rules. This bill will 
enact the current rule as a statute and correct a long-standing deficiency. 

Additionally this bill amends existing statute to conform to the new medical support 
regulations set by the federal government in July 2008 that require how one or both 
parents will provide healthcare needs for their child. 

It gives a tribunal the authority to order either or both parents to pay cash medical 
support. CSSD will now review support orders on a three-year cycle rather than 
periodically. The definition of arrearage and support now includes cash medical support. 

Finally the bill removes language limiting who may request a clerical mistake correction 
on an administrative order or vacating an administrative order based upon a default 
mcome. 
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STATE OF ALASKA 
DEPARTMENT OF REVENUE 

CHILD SUPPORT SERVICES DIVISION 

March 26, 2009 

Rynnieva Moss 
Representative John Coghill's Office 
Juneau AK 99801 

RE: HB 192 

Dear Ms. Moss: 

As per your request, following is a sectional analysis ofHB 192: 

SARAH PALIN, GOVERNOR 

Please Reply To: 

CSSD,MSDIR 
550 WEST 7" AVE., SUITE 310 
ANCHORAGE, AI< 99501-6699 

Section 1. Adds reference to cash medical support to the crime of aiding the nonpayment of child 
support in the second degree. 

Section 2. Amends order of support provision to include both parents, medical support, and 
Insurance. 

Section 3. Adds medical support to provision authorizing the initiation of administrative action to 
establish a duty of support. 

Section 4. Amends periodic reviews of support orders to require a three year cycle of review. 

Section 5. Deletes motion requirement for correcting an administrative mistake in a support order. 

Section 6. Deletes motion requirement for vacating a support order that is based on a default 
amount. 

Section 7. Redefines "arrearage" for child support purposes. 

Section 8. Amends the definition of "support order" to include cash medical support. 

Section 9. Amends garnishment provision to include insurance and cash medical support. 

Section 10. Amends the Alaska Native family assistance program to include obligations for cash 
medical support. 

Section 11. Provides for an indirect court rule amendment to Rule 90.3, Alaska Rules of Civil 
Procedure for changes made in the bill. 

TOll-FREE (In-alale, outside Anchorage): (800) 478·3300 SOUTHEAST: (907) 465·5887 MAT-SU: (907) 357·3550 
ANCHORAGE: (907) 269-6900 FAX: (907) 269-6813 or 6914 FAIRBANKS: (907) 451·2830 

TOD machine only: (907) 269-68941 TOD msclrine ooIy, toll free (In'Slate, outside Anchorage): (800) 370-6894 
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HB 192 
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Section 12. Makes bill changes applicable to child support actions filed on or after the bill's 
effective date. 

Section 13. Authorizes the Department of Revenue to proceed to adopt regulations needed under 
the bill. 

Section 14. Provides for a conditional effect for the court rule amendment in sec. 11 only for two­
thirds majority vote. 

Section 15. Makes sec. 13 effective immediately. 

Section 16. Provides for a July 1, 2009 effective date for all other bill sections. 

Let me know if you have any questions concerning this analysis. 

Thank you, 

Sincerely, 

~-m~ 
John Mallonee 
Director 

LAT/JM 

TOLL FREE (In.,tate, ouaide Anchorage): (800) 478·3300 SOUTHEAST: (907) 465·5887 MAT ·lm: (907) 357·3550 
ANCHORAGE: (907) 269·6900 FAX: (907) 269-681l or 6914 FAIRBANKS: (907) 451·2830 

TOO machine only. (907) 269-6894 I TOD machine only, toll free (In-statc, outside Anchorage): (800) 37()..6894 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: HB 192 

o Publish Date: 

~ld~e~n!!;ti~fie~r...l(.!!fi~leC!n!::a~m.!!:e:L):,-.!:H!!B~1",9~2:!-D~O~R~-~C:;S~S~-~03~-~3~0-~0~9~~_~~ ______ Dept Affected: Revenue 
Title Cash Medical Support for Minor Children RDU Child Support Services Division 
~ ____________ ~ __ ~~~~~ _______ Component Child Support Services Division 
Sponsor Representative Coghill 
Requester _______________________ Component Number 111 

Expenditures/Revenues (Thousands of Dollars) 

Note' Amounts do not 'nel de 'nflation unless otherwise noted below I U I 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Debl Service 

TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0 0.0 0.0 I 

rCAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( ) 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1092 MHTAAR 
Bond Proceeds 

TOTAL 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I 
FulHime 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

I 

I 

0.0 

This legislation does not require any additional funding. 

Prepared by: John Mallonee 
Division Child Support Services Division 

Approved by: Ginger Blaisdell, Director 
Administrative Services Division 

(RevISed 911012008 OMS) 

I I I I 

I I I I I I 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 

0.0 

Phone 269-6801 
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State of Alaska 
Department of Revenue 
Administrative Services Division 

March 20, 2009 

The Honorable John Coghill 
Chair, House Rules Committee 
Alaska State Legislature 
State Capitol, Room 214 
Juneau, A]( 99801 

Dear Representative Coghill; 

SARAH PALIN, GOVERNOR 
333 Willoughby Avenue, II '" Floor 

P.O. Box ll0400 
Juneau, Alaska 99811·0405 

Phone: (907) 465·2300 
Fax: (907) 465·2394 

The Department of Revenue, with support of the Governor asked you to introduce legislation regarding 
Child Support Services needs for legislative change to their statutes. Thank you for sponsoring this 
legislation and introducing HB 192 last week. This letter outlines the need for the legislation to pass 
during this legislative session both for content of the bill and fiscal impact to the citizens of the state. 

The Alaska Child Support Services Division (CSSD) needs to amend state law on three issues. 
1. The requirement for cash medical support 
2. The three year review cycle 
3. The change of the definition of state in UIFSA 

The first two amendments are less controversial.and only require that child support orders include a 
provision for obligors to pay cash medical assistance to the custodial parent to help with health costs 
when insurance is not provided for that child, and that the division performs regular reviews of its cases. 

The third amendment could be considered more sensitive. The Uniform Interstate Family Support Act 
(UIFSA) contains a definition of "state." Under federal law, all states must adopt the uniform act's 
definition of "state" that includes "the United States Virgin Islands" and "an Indian tribe." For Alaska, 
the impact of adopting a definition that would include Indian tribes, means Indian tribes can issue and 
serve income-withholding orders on employers. The obligor would be entitled to contest the jurisdiction 
of the tribe to issue the order and the usual rights to contest the validity or enforcement of an order by an 
obligor would still apply. The change would also affect the process for state recognition of tribal orders. 
A tribal child support order would be registered in the Alaska state courts under the UIFSA procedures 
instead of a comity process. These changes are consistent with the purpose ofUIFSA. The purpose of 
UIFSA is to unify state laws relating to child support orders, to provide efficient procedures for 
collecting child support in interstate cases, and to eliminate multiple support orders that wereperrnitted 
under prior child support laws. 

One question raised by the changes required by UIFSA is whether the tribal amendment would result in 
an expansion of tribal authority. The Department of Law haS examined this question and came to the 
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following conclusion: 

"UIFSA's underlying purpose is not to define jurisdiction. Nor does the state have the ability to 
define tribal jurisdiction. The overall purpose ofUIFSA is simply to unify state laws relating to 
child support orders, to provide efficient procedures for collecting child support in interstate cases, 
and to eliminate multiple support orders that were permitted under prior child support laws. These 
purposes do not trigger broader jurisdictional concerns." 

Intent language could be included in the introduced child support legislation (SB 96) to ease concerns of 
legislators who are not comfortable with issues related to Indian tribes. Or a letter of intent could be 
attached as a separate letter to the bill. I might suggest the following as an amendment: 

LEGISLATIVE FINDINGS AND INTENT. (a) The legislature finds that· 

(1) failure to bring AS 25.25.101 into compliance with the federal Social Security Act 

Title JV-D could result in the loss of approximately $17,000,000 in administrative funding; 

(2) of the 33 states that have federally recognized tribes, Alaska is the only state that has 

not yet passed conforming legislation; and 

(3) to bring Alaska into conformity with UIFSA, the legislature finds that it is necessary 

to amend AS 25.25.101 to include "an Indian tribe" and "the United States Virgin Islands" in the 

definition of "state." 

(b) It is the intent of the legislature that this Act not alter or expand in any way the governmental 

relationship between federally recognized tribes and the state. 

A zero fiscal note accompanies the legislation because passage of the bill would result in no additional 
impact to the Department of Revenue, Child Support Services Division. The fiscal impact to non­
passage ofSB96, or another like bill, could be detrimental to 62,000 Alaska's children under age 19. If 
the state remains out of compliance after this legislative session, CSSD could lose nearly the entire 
operating budget required to operate the child support activities mandated by state and federal law and 
could jeopardize the entire T ANF block grant received by the Department of Health and Social Services, 
Division of Public Assistance. (The division currently has a budget of $174,000 General Funds.) 

$11,000,000 

$12,708,403 

Federal receipts paid through Title JV-D of the Social Security Act for child 
support services. 

Each year CSSD collects funds from families who also receive state benefits 
through the State's T ANF (Temporary Assistance for Needy Families) program. 
The collections received on behalf of the children receiving funding through 
T ANF are retained by CSSD and used as match to obtain additional federal 
funding for child support, $6,070,137 state match, and $6,638,266 to be used as 
part of the total federal receipts to be paid to CSSD for its services. *FY08 totals 
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$ 1,025,761 

$ 860,560 

$60,000,000 

Annual collections from obligors whose children are in state foster care are sent 
to the Department of Health and Social Services to help pay for foster care 
costs. 'FY08 totals 

Annual collections from obligors whose children are institutionalized are sent to 
the Department of Health and Social Services to help pay for non-federal foster 
care. 'FY08 totals 

Federal TANF Block Grant is part of the Social Security Act. If any part of the 
Act is not in compliance, the State would risk losing the entire block grant. The 
majority of this funding is appropriated in the Department of Health and Social 
Services. Action Transmittal OCSE-AT-97-05 dated April 28, 1997 describes 
that CSSD funding would be lost and that non-compliance could also put at risk 
Title IV -A funding. The language from this Action Transmittal follows: 

AUTHORITY:Section 455(a)(I)(A) of the Act specifies that funds appropriated under title IV-D shall 
be paid to States with approved State IV-D plans. There is no authority to expend Federal funds under 
title IV -D of the Act for the operation of a: Child Support Enforcement program unless such State has an 
approved State IV-D plan. 

Section 466 of the Act requires that all States, as a condition for approval of their State IV-D plan, must 
have in effect laws requiring the use of mandatory procedures to increase the effectiveness of their Child 
Support Enforcement programs. As a condition for State plan approval, section 454(20) of the Act 
provides that, to the extent required by section 466, States must have laws in effect and implement the 
procedures prescribed in or pursuant to such laws. 

Section 454 of the Act sets the statutory requisites for the State IV-D plan. In addition, regulations at 45 
CFR 301.10 define the State IV-D plan as a comprehensive statement submitted by the IV-D agency 
describing the nature and scope of its program. The State IV -D plan contains all the information 
necessary for the Office of Child Support Enforcement (OCSE) to determine whether the plan can be 
approved, as a basis for Federal financial participation in the State IV-D program. 

Section 452(a)(3) of the Act requires that OCSE review and approve State plans for Child Support 
Enforcement programs under title IV-D of the Act. The authority to approve State plans is delegated to 
the Regional Office, but OCSE retains authority for determining that a State IV -D plan is not 
approvable. 

As stated above, a determination that a State IV -D plan is disapproved will result in immediate 
suspension of all Federal payments for the State's child support enforcement program, and such 
payments will continue to be withheld until the State IV-D plan can be approved by OCSE. If a State is 
dissatisfied with OCSE's decision, reconsideration maybe requested pursuant to 45 CFR 301.14. 
Withholding of Federal payments cannot be stayed pending reconsideration. 

Section 402(a)(2) of the Act (as amended by PRWORA) provides that the chief executive officer of a 
State must certify that it will operate a child support enforcement program under an approved IV-D plan 
as a condition of eligibility for aT ANF block grant under title IV-A of the Act. Therefore, States should 
be aware that T ANF funds may also be at risk. 
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In conclusion: 

I. Monthly distribution of child support payments to custodial parents averages $9,350,000. 

2. One out of six citizens (approximately 125,000 people) in Alaska are somehow involved in a 
child support case. 

3. If this legislation does not pass in the next 30 days, Alaska risks losing its entire child support 
services program and could lose its state TANF block grant that serves low-income citizens in 
every community. 

Thank you for working with us on this issue. 

Sincerely, 

Ginger Blaisdell 
Director 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 

Mr. John Mallonee, Director 
Child Support Services Division 
550 West 7th Avenue, Suite 310 
Anchorage, AK 99501 

Dear Mr. Mallonee: 

Admlnlstration for 
Chlldran and Families 

2201 Sixth Avenue, RX-70 
Seattle, WA 98121 

YARn 2009 

This is in response to your request fiJI: c1arification of the potential Federal consequences 
if a State fails to enact laws to meet the State plan requirements with section 466( f) of the 
Social SectJriiy Act (the Act), The Act mandates that on and after January I, 1998, each 
State must have in effect the UIiifurm Interstate Family Support Act (UlFSA), as 
approved by the American Bar Association on Febl1lllIY 9, 1993, and as in effect on 
August 22, 1996, including any amendments officially adopted as of such date by the 
National Conference of Commissioners on Unifurm States Laws. Specifically, Alaska 
State's UIFSA does not include IndiatJ. tribes in the definition of'State'. . . 

In order fur a State to receive Federal funding fur the operation of its child support 
enfurcement program, it must have an approved State IV -D plan which meets the 
requirements of section 454 of the Social Security Act (the Act). One of those 
requirements, specified at section 454(20)(A), is that the State must have in effect all of 
the laws required by section 466. 

When a State fails to comply with any statutory requirement, its plan is subject to 
disapproval by the Office ofChlJ.d Support Enfurcement (OCSE). In acOOtdance with 
sections 452(a)(3) and 455(a)(1)(A) of the Act, there would then be no authority to 
expend Federal funds under Title IV -D to operate the State's child support enfurcement 
program. 

Therefure, a determination that a State IV-D plan is disapproved may result in immediate 
suspension of all Federal payments fur the State's child support enfurcement program, 
and such payments will continue to be withheld until the State IV -D plan can be 
approved by OCSE. This suspension includes the Federal share of administrative 
expenditures as well as any perfurmance based incentive payments to the State. 

In addition, in order to be eligible fur it block grant fur Temporary Assistance to Needy 
Families (TANF), section 402(a)(2) of the Act requires a State to certify that it will 
operate a child support enfOrcement program under the State plan approved under part D. 
Therefure,Alaska should be aware that T ANF funds may also be at risk if the State does 
not enact confurming child support legislation. 
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In Federal Fiscal Year (FFY) 2008, the Federal share of Alaska's IV-D expenditures was. 
$14,657,800 and the State's TANF award amount was $46,732,590. In addition, Alaska 
received $1,794,516 in child support incentives fur FFY 2007 (the latest year with 
available data). 

We trust this statement of requirements and penalties clarifies our position. We are 
attaching our Action Transmittal 97-05 issued April 28, 1997 which outlines our 
procedures fur determining that a State IV-D Plan is disapproved. Due to the gravity of 
the consequences that may result, we urge you to take all necessary steps to have the 
required UlFSA legislation enacted and implemented as soon as possible. 

If you have any questions, please contact John Cheng at (206) 615-2566. 

:- -f"j~~~~ 
- Gill -::J 

Regional Program Manager, Region 10 
Office of Child Support Enfurcement 

Enclosure: Action Transmittal 97-05 

cc: Ms. Donna Bonar, Acting Commissioner, OCSE 
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ACTION TBANSMmAL 

OtSE-AT -97-05 

April 28, 1997 . 

Giving Hops and Support to Amerioa'$ Childret/ 

· TO: STATE AGENCIES ADMINlSTERING CHILD SUPPORT ENFORCEMENT PLANS APPROVED UNDER TITLE 
IV-D OF THE SOCAL SECURITY ACT AND OTHER INTERESTED INDMDUALS 

· SUBJECT: Procedures for Detennlnlng That a State IV~D Plan Is Disapproved 

BACKGROUND :ntle III of .the Personal Responsibility and Wo~k Opportunity Recondllatlon Act of 1996 
(PRWORA), P.L. 104-193, made a number of amendments to sections 454 and 466 of the Sodal Security 
Act (the Act), requiring States to either establish new, or modify existing, procedures effective either 

· October 1, 1996, March 1, 1997 or October' 1, 1997. For States which require legislation In order to 
confonn their State IV-D plans to the revised statute, section 395(b)(2) of PRWORA provides a grace 
pe'riod until not later than the 1st day of the 1st calendar quarter beginning after the dose of the 1st 

· regular sesslon of the State legislature that begins after the date of enactm'ent of PRWORA (August 22, 
1996). In cases which require that the State constitution be amended, section 395(c) of PRWORA provides 
a grace period until one year after the effective date of the. State constitutional amendment, but no later 
than five years after the date of enactment of PRWORA. . 

CSE I.s tracking the progress of each of the States In enacting the new State plan requirements and 
mandatory laws, and Is noting the date when each State's 1997 legislative session ends In order to 

· ascertain when th.ese laws are required to be In effect and when the State must su.bmlt new or amended 
State plan material for approval by <;lCSE In order to operate a Child Support Enforcement program 
according to the requirements of title IV-D of the Act. If a State fails to submit the necessary State plan 
amendments, OCSE will have to detennine that the State does not have an approvable State plan. A 
determlnatl.on that a State IV-D plan Is disapproved will result In Immediate suspension of all Federal 

· payments for the State=s child support enforcement program, and such payments will continue to be 
withheld until the State 1\1-0 plan can be approved by OCSE. 

STATUTORY 

AUTHORITY:Section 455(a)(1)(A) of the Act spedfies that funds appropriated under title IV-D shall be paid 
to States with approved State IV-D plans. There Is no authority to expend Federal funds under title IV-D of 
the Act for the operation of a Child Support Enforcement program unless such State has an approved State 

· IV-Dplan. 

Section 466 of the Act requires that all States, as a condition for approval of their State IV-O plan, must 
have In effect laws requiring the use of mandatory procedures to Increa~e the effectiveness of their Child 
Support Enforcement programs. As a condition for State plan approval, section 454(20) of the Act provides 
that, to the extent required by section 466, States must have' laws In effect and Implement the procedures 
prescribed In or pursuant to such laws. . 

3327 312612009 I 
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Section 454 of the Act sets the statutory requisites for the State IV-D plan. In addition, regulations at 45 
CFR 301.10 define the State IV-D plan as a comprehensive statement submitted by the lV-D agency 
describing the nature. and scope of Its program. The State lV-D plan contains all the Information necessary 
for the Office of Child Support Enforcement (OCSE) to determine whether the plan can be approved, as a 

· basis for Federal flnandal partldpatlon In the State lV-D program. 

Section 4S2(a)(3) of the Act requires that OCSE review and approve State plans for Child Support 
· Enforcement programs under title lV-D of the Act. The authority to approve State plans Is delegated to the 
Regional Office, but OCSE retains authority for determining that a State lV-D plan Is not approvable. 

As stated above, a determination that a State IV-D plan Is disapproved will result In Immediate suspension 
of all Federal payments for the State=s child support enforcement program, and such payments will 
continue to be withheld until the State lV-D plan can be approved by OCSE. If a State Is dissatisfied with 
OCSE=s dedslon, reconsideration may be requested pursuant to 45 CFR 301.14. Withholding of Federal 

· payments cannot be stayed pending reconsideration. 

Section 402(a)(2) of the Act (as amended by PRWORA) provides that the chief executive officer of a State 
must certify that It will operate a child support enforcement program under an approved lV-D plan as a 

condition of eligibility for a TANF block grant under title lV-A of the Act. Therefore, States should be aware 
that TANF funds may also be at risk. 

Although It Is not required under TItle lV-D of the Act, OCSE will give States an advance notice of "Intent 
· to Disapprove" a previously approved State IV-D plan. The State will then be permitted the opportunity to 
waive reconsideration of the OCSE=s final decision and to exerdse, prior to the State plan 
approval/disapproval decision, the right to a hearing under the procedures set forth a 45 CFR Part 213. If 
the· State elects to pursue Its hearing rights prior to Issuance of OCSE's dedslon, no further administrative 
appeal will be allowed. 

ATTACHMENT: Instructions for State Plan Disapproval 

· TImetable. of' Effective Dates 

1997 legislative Calendar 

SUPERSEDED 

MATERIAL: OCSE-AT-86-21 

· INQUIRIES: ACF Regional Administrators 

/5/ 

Anne F. Donovan 

Acting Deputy Director 

Office of Child Support Enforcement 

Instructions for State Plan Disapproval 

I. Notice of Intent to Disapprove 

OCSE will Issue a Notice of Intent to Disapprove a State Plan to the State umbrella 
agency head when It has been determined that either of the following Situations exist: 

Pursuant to the requirements at 45 CFR 30 1.13( d) the State lV-D plan no longer meets 
the requirements for an approved State plan based on relevant Federal statutes and 

guidelines. . 

Pursuant to the requirements at 45 CFR 301.13(e) or (f) the State lV-D plan or 
amendment submitted for approval does not meet the requirements under title lV-D of 

1..~.1I .. _._ .. 0.""". nnuln..nar<rrnolN<plMlI A TIl 997/at-9705.htm 
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II. , 
the Act and regulations Issued pursuant to the Act. 

Notice Of Opportunity For Hearing 

The Notice of Intent to Disapprove will provide opportunity for the State to request a 
hearing prior to the Issuance of the final dedslon If the State waives Its right to a 

reconsideration of OCSE's dedslon under 45 CFR 301.14. The State must request a 
hearing within 60 days of the date of the Notice of Intent to Disapprove. If the State 

, does not request a hearing, OCSE shall proceed according to the procedures set forth 
under Determination to Withhold outlined below. 

Upon request of the State for a hearing, OCSE will Issue a Notice of Hearing which will 
state the time and place of the hearing, the Issues which will be considered, and shall 
be published In the Federal Register. The hearing procedures contained In regulations 

at 45 CFR Part 213 shall apply to these proceedings. 
nI. Negotiations 

As provided In regulations at 45 CFR 213.1(b) the hearing process does not predude or 
limit negotiations between OCSE and the, State, whether before, during or after the 
hearing to resolve the Issues which are, or otherwise would be, considered at the 

hearing. Such negotiations and resolution of the Issues are not part of the hearing, and 
are not governed by the hearing procedures, except as expressly provided for In such 

, procedures. 

IV. Determination to Withhold 

V. 

If OCSE concludes that the State does not have an approved State IV-D plan under 
section I of these Instructions, It- will notify the State that further Federal payments 
under title IV-D of the Act will not be made to the State until a State IV-D plan Is 
submitted and approved. Until a State IV-D plan Is approved, no further Federal 

payments under title IV-D will be made to the State for any child support enforcement 
activities. Pursuant to 45 CFR 213.33, the effective date for the withholding of Federal 

'funds shall not be earlier than the date of OCSE=s dedslon and shall not the later than 
the first day of the next calendar quarter following such deCision. 

Reconsideration 

Any State which has not waived Its right to reconsideration and Is dissatisfied with 
OCSE=s dedslon that the State does not have an approvable State plan may request 

reconsideration of the dedslon pursuant to regulations at 45 CFR 301.14. Funding, 
however, will be suspended and may not be restored unless OCSE subsequently 

determines that, the original dedslon to withhold Federal IV-D funding was Incorrect. 
CHILD SUPPORT LEGISLAnON IN 104TH CONGRESS 

nMETABLE OF EFFECTIVE DATES FOR STATE REQUIREMENTS 

Based on Dates In Text of Title In of PL 104-193 

Personal Responsibility and Work Opportunity Recondllatlon Act of 1996 

, Section 395 states that, except as spedfically provided In the legislation, the effective date for provisions 
of PL 104-193 is 10/l/96 for provisions under "454& 466 of the Act. Section 395 allows a grace period for 
State law changes and State constitutional amendments. For State law changes, the grace period Is until 
the' effective date of the State implementing provisions, but no later than the first day of the first quarter 
after the dose of the first regular legislative session that begins after enactment of PL 104-193. For State 
constitutional amendments, the grace period Is until one year after the effective date of the State 
constitutional amendment, but no later than five years after enactment of PL 104-193. 

Requirements Effective 10/1196 

Income withholding e314] -- '466(a)(1) and (b) 

........ //""."" .~f'hho Bnv/nrnOTAm.J""einol! A T/1997/at-970S.htm 3126/2009 I 
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Locator networks; access to motor vehlde and law enforcement data ['315] -- '466(a)(12) 

SSNs on applications for professional, commercial drivers, occupational and marriage licenses; on records 
of divorce decrees, support orders, and paternity determinations; and death records & certificates ['317] --

" '466(a)(13) 

Administrative enforcement in interstate cases ['323]-- '466(a)(14) 

State laws providing expedited procedures, Indudlng: 

Ordering genetic testing for paternity establishment; ISSUing subpoenas for Information and Impose 
penalties for failure to respond; Requiring all entities In a State to promptly respond to Inquiries by State 

" agency and sanctlon failure to respond; Obtaining access to records of other State and local government 
agendes and records held by private entities Indudlng public utilities and finandal Instltutlons; Changing 
payee In cases subject to an assignment; Ordering Income withholding; Securing assets to satisfy 
arrearages by Intercepting or seizing periodiC or lump-sum payments from a State or local agency and 
judgments, settlements, and lotteries; attach assets held by financial Institutions; attach retirement funds; 
and Impose liens; Increasing the amount of monthly support payments to Indude amounts for arrearages; 
filing Of Information on location/identity of partles In State case registry upon entry of order; Statewide 

"jurisdiction over orders and transfer of cases between local jurisdlctlons without additional filing; and USing 
of automated system to maximum extent feaslble"to Implement expedited administrative procedures ['325] 
- "466(c) & 454A(h) " 

State laws concerning paternity establishment, including: 

Establish paternity before age 21 (retroactlve to 8/16/84); Genetic tests In contested cases upon request 
w/swo"rn affidavits; Payment for genetic testing; Provide for a simple dvll process for voluntarily 

" acknowledging paternity with prior explanation/written notice to parents; Birth record agency must offer 
voluntary paternity establishment services, and other may; Name of father Induded on birth record only If 
both mother and father have signed an acknowledgment, or court or administrative authority has 

" adjudicated paternity; Developmentof affidavit for voluntary acknowledgment of paternity which must be 
given full faith and credit in any other State; Procedures where voluntary acknowledgments and 
adjudication of paternity are filed with tlie State registry of birth records for comparison with State case 
registry; Mmisslbillty of test results If performed by accredited laboratory; Resdsslon timeframe of 60 

" Days for signed voluntary .paternlty acknowledgments; elimination of judidal/admlnlstratlve ratification 
proceedings on unchallenged paternity acknowledgments; Default orders; No right to jury trial In paternity 
cases; Issuance of temporary support orders In paternity cases; Evidentiary treatment of birth 

"expenseS/bills; and Opportunity for putative fathers to Initiate paternity prooeedlngs ['331(a)] -- '466(a) 
(5) 

State plan requirements for paternity outreach activities ['332] -- '454(23) 

" Cooperation/good cause ['333] -- '454(29) 

State use of definitions for collectlng & reporting data ['343(b)]-- '454(30) 

Simplified review & adjustment process ['351] -- '466(a)(10) 

Voiding of fraudulent transfers ['364] -- '466(g) 

Work requirement for persons owing child" support ['365] -- '466(a)(15) 

Reporting arrearages to credit bureaus ['367] -- '466(a)(7) 

Uens on real/personal property by operation of law; full faith and credit to liens without registration of 
order ['368] -- '466(a)(4) 

State law authorizing the suspension of licenses ['369] -- '466(a)(16) 

" Intematlonal CSE -- State treatment of International requests ['371(b)] -- '454(32) 

"_·ffum"" Q~f"hh. anv/nTOOTlIm,./""elnoVAT/1997/at-9705.htm 3/26/2009 
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Anandallnstltutlon data matches ['372) -- '466{a){17) 

, Enfordng orders against grandparents In cases of minors ['373] -- '466(a)(18) 

State cooperative agreements with Indian Tribes ['375{a)] -- '454(33) 

, Enforcement of orders for health care coverage ['382] -- '466{a)(19) 

PageSof6 

explicit statutory requirement that Title IV-D services be provlded to nonresident applicants; enforce child 
support & support due on behalf of child's custodian ['301(a)] -- "454(4)&(6) 

Continuation of IV-D servlces for fonner redplents of IV-A assistance [301(b)] -- '454(25) 

Requirements Effective 3/1/97 

, Use of fonns by States In Interstate cases ['324{b)] -- '454(9)(E) 

Requirements Effective 10/1/97 

Annual State self-reViews & reports ['342(a)] -- '454(15) 

Data submitted on compliance with Federal performance requlrements['342(a)] --'454(15) 

, State privacy safeguards ['303{a)] -- '454(26) 

State procedures-notices & copies of orders ['304(b)] -- 454(12) 

State directory of new hires ['313] -- 454 (28) 

ADP systems meeting all IV-D requirements enacted on or before Family Support Act ['344] - '454(24) 

Denial/restriction/revocation of passport If arrears greater than $5000 ['370] --, "452(k) & 454(31) 

Requirements Effective 1/1/98 

Adoption of UIFSA (with modifications) ['321] -- '466(f) 

Requirements Effective 10/1/98 

All support orders established or modified on or after 10/1/98 Induded In State central registry, which 
must be In place by 10/1/2000 ['311 and '344{a)(2») -- '454A 

Centralized automated unit for collections and disbursements ['312] -- '454(27) 

Collection through State centralized collection unit of orders under wage wlthholdlng['312] -- '4546 

State new hire reporting systems In existence prior to P.L. 104-193 must meet rest of new requirements 
['313)-- '454(28) 

, Requirements Effective 10/1/99 

End of optional exception period for local 'court collection of child support In lieu of State centralized 
collection unit ['312] .- '4546 

Requirements Effective 10/112000 

ADP systems must meet all IV-D requirements enacted on or before this law (with additional time tied to 
regulation Issuance) ['344{A)(4)] -- '454(24) 
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House Health and Social Services Committee 

Wes Keller, Co-Chair 

State Capitol Building, Room 13 

Juneau, AK 99801-1182 
Phone (907)465·2186 
Fax (907) 465·3918 

Rep _ Wes _ Keller@legis.state.ak.us 

Bob Herron, Co-Chair 

State Capitol Building. Room 415 

Juneau, AK 99801-1182 
Phone (907) 465-4942 
Fax (907) 465-4589 

Rep_Bob_Herron@legis.statc.ak.us 

Sponsor Statement 

This bill has been filed in response to an urgent issue brought forward by four of Alaska's 

Residential Psychiatric Treatment Centers in Anchorage and Fairbanks. The Legislation 

intends to advance and accelerate the efforts to bring our most troubled Alaskan children 

home through the Bring the Kids Home Project. Existing DHSS regulations 1 

AAC50.815 Qualifications of Caregiver Staff require that a majority of treatment staff in 

these facilities, namely the caregivers, be held to a higher qualification standard than 

Federal Medicaid laws and other states' currently housing Alaska's children. The current 

qualifications are as follows: I) bachelors degree; 2) an associate degree and two years 

work experience in a RPTC; or 3) four years work experience in a RPTC. This proposed 

legislation remedies the current situation by requiring that each facility have at least one 

staff member with a bachelor degree on each shift to oversee caregivers. Additionally, 

caregivers will be required to meet strict training standards as authorized or approved by 

the Department as a condition of employment The committee urges swift passage of this 

legislation. 
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SECTIONAL 

CSHB 223(HSS) 

''An Act relating to the qualifications for residential psychiatric treatment center caregiver 
staff; and providing for an effective date. " 

Section 1: Title 47.32 Centralized Licensing and Related Administrative Procedures 

Section 2: 

Adds a new section AS 47.32.055 which expands the acceptable alternative 
qualifications for caregiver staff in a residential psychiatric treatment center under 
7 AAC 50.815 by incorporating the existing standards and adding a fourth 
alternative. In the fourth alternative a person would be a qualified caregiver if he 
or she has at least a high school diploma or general educational development 
diploma, completes a training course provided or approved by the Department of 
Health and Social Services, and works only during hours when a person with a 
bachelor's degree in a human services related field or who satisfies one of the 
other alternatives is also on duty. 

Providing that the new section will take effect immediately. 

CSHB 223 HESS 26-LS0842 C Work Draft Sectional Ana1ysis 2009-04-08 
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April 6, 2009 

Representative Wes Keller, Co-Chair House HESS 
Capitol Building 
Juneau, Alaska 99811 

Re: Qualifications for Caregivers in Residential Treatment Centers 

Dear Representative Keller: 

Foundation 

Thank you for your service to the State of Alaska and for your support of Alaska's families in 
need. Southcentral Foundation serves thousands of children and their families in our primary 
care center, residential treatment home for young men, therapeutic family group homes, and 
many other programs. 

As you may know, Southcentral Foundation is partnering with the State of Alaska, the Denali 
Commission and the Alaska Mental Health Trust Authority to bring the kids home by building a 
culturally appropriate 44-bed Residential Psychiatric Treatment Center (RPTC). Our RPTC is a 
Level V and is in the design phase. We anticipate starting construction in June 2009, with an 
expected opening date in fall 2010. One of the challenges of this project is ensuring successful 
recruitment of the more than 80 FTEs necessary to provide quality treatment at this level of care. 
More specifically, it will be a challenge to recruit aml train qualified staff with a bachelor's 
degree, associate degree with at least two years experience in residential treatment, or a high 
school diploma and four years experience in residential treatment. 

Southcentral Foundation strives to employ Alaska Native and American Indian people as 
customer/owners of our health care system. We envision being able to train our own employees 
to work for and with our Alaska Native and American Indian customer/owners. Regulation 47 
AAC 50.815 presents challenges to Southcentral Foundation's ability to "train our own" to 
provide the highest levels of quality and culturally appropriate care to those that need RPTC 
services. If the language is amended to allow for "department provided or approved training," 
our people will gain the experience they need to serve their community and Southcentral 
Foundation will be able to staff its RPTC. 

Southcentral Foundation supports the proposed amendments to AS 47.32.030 regarding the 
qualifications for residential psychiatric treatment center caregiver staff and also supports the 
retroactive date. Again, thank you for your support. 

Sincerely, 

SOUTHCENTRAL F UNDA TlON 

a enne Gottlieb, MBA 
President/CEO 

4501 Diplomacy Drive. Anchorage, Alaska 99508 
(907) 729-4955 • Fax (907) 729-5000 • www.scf.cc 
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April 2, 2009 

Dear Committee, 

As Chairman of the Boys and Girls Home of Alaska Board of Directors, I've had 
firsthand knowledge of the fine work our agency is doing. The services we offer 
have been absent in our community and are a welcome relief. It is essential that 
these services continue. 

Part of our struggle in Fairbanks is around folks having enough credentials to meet 
the present Medicaid standards. It is our hope that you will support the proposed Bill 
before you, in order for us to continue to deliver the services to children and their 
families while ensuring quality of care. We know that we are not alone in this 
process and that other Level V organizations around the state would also welcome 
this relief. 

I look forward to meeting with you and I am hopeful that we can move this Bill 
forward. 

Sincerely, 

Charlie Boddy 



/ 

l\Iortir£!itar 
2530 DeBarr Road· Anchorage, Alaska 99508 

(907) 258-7575 • Fax (907) 277-7844 
1-800-478-7575 Behavioral -Health 
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April 3, 2009 

The Honorable Johnny Ellis 
Alaska State Senate 
Juneau, AK 

Re: Qualifications of Caregivers in Residential Treatment Centers 

Dear Senator Ellis: 

To begin, thank you for you support of mental health related issues that have allowed 
North Star Behavioral Health System to provide needed services for the children of our 
state. As a provider in a vast continuum of care, it is essential iliat we be able to continue _ -
to meet the needs of children and adolescents. Our ability to offer appropriate care that 
improves the lives of youth and families is often impacted by issues decided in the 
legislative arena I 

One such issue is the Regulation 7 AAC50.815, related to the quruifications of caregivers 
in Residential Psychiatric Treatment Centers. This regulation requires that a front line 
care giver (mental health aide) must either have a Bacjlelor's degree and/or an 
Associate's degree with at least two years experience in residential treatment, or a high 
school diploma and four years experience in residential treatment. 

While the intent of the requirement is to ensure that front line caregivers are qualified and 
trained, this places an undue burden on providers. Clearly, one cannot gain experience 
without a degree, when the regulations require one have experience in order to be hired. 
Thus, only employees who could be "grand fathered" or come from state's that do not 
have such a requirement (out of state residents) would become eligible for hire. Given 
the rural nature of our state, this limits potential hires and thus can limit needed care in 
more rural communities. Given the state's push toward "Bringing our Children Home" 
for care, this appears conflicted with this purpose. 

Currently, all facilities train and orient staff in addition to conducting back ground checks 
for safety. Annual training is required by the state, which acknowledges the need for -
continued training in addition to orientation curriculum. While I would understand and 
support reviewing this criteria every few years, until we reach a more qualified training 
pool, I would ask adjUstments to be considered. Alternatives might include an increased 
amount of training required when hiring non-degreed candidates. In this way there is no 



Norti!r§tar 
2530 DeBarr Road· Anchorage. Alaska 99508 

(907) 258-7575 • Fax (907) 277-7844 
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must invest at least that amount of dollars in additional training to meet new training 
requirements for hiring lesser trained employees. Certainly I would be willing to work 
with other providers in making such recommendations to the state or the state could 
decide such issues to ensure continued protection of our children. With that said, all 
residential facilities are reviewed for compliance by numerous agencies, and I see little 
danger in non-compliance with such changes. 
In closing, I appreciate your consideration of this request and would be happy to answer 

_ any questions related to my_comments. . ..... _ .__ . _ .. __ ._. 

Sincerely, 

~~ 
Dr. Andrew Mayo, CEO 
North Star Behavioral Health System 



'. 
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March 31, 2009 

The Honorable Johnny Ellis 
Alaska State Senate 
Juneau,AK 

Alaska 
Children's 
Services 

RE: Qualifications for Caregivers in Residential Treatment Centers 

Dear Senator Ellis: 

First, I want to thank you for your long·standing support of Alaska Children's Services and for 
Alaska's families in need. Thousands of Alaska children are enjoying a much more positive life 
because of your service to the state. 

I want to call your attention to a serious issue that is impacting the ability of Alaska Children's 
Services and other intensive treatment programs to provide the quality of treatment that is 
necessary to assist children to become successful. Specifically, I am referring to Regulation 
7AAC50.815 - "Qualifications of Caregivers in Residential Psychiatric Treatment Centers." 
This regulation requires that a caregiver in a program such as ACS must either have a Bachelor's 
degree, and Associate's degree with at least two years experience in residential treatment, or a 
high school diploma and four years experience in residential treatment. 

While this regulation is intended to ensure that only the most qualified caregivers provide care 
and treatment to the most fragile and disturbed youth, it falls far short of that. First, the degree 
requirement is generic; therefore, a person with an accounting degree and no childcare 
experience is eligible for employment while a much more qualified person without a degree is 
not. Furthermore, the regulation establishes a classic "Catch 22" in that a non·degreed person 
with requisite experience can be hired, but the regulation does not allow any provision for a 
person to gain that experience. 

For many years Alaska has been experiencing serious workforce issues and there are myriad 
workforce development projects currently sponsored by both state and private entities. Over five 
years ago, Alaska Children's Services, with the support of a federal Administration for Children 
and Families grant, developed a Competency-Based Program for Training Childcare Workers. It 
is both rural and urban appropriate and has been used by dozens of agencies. I am not 
advocating for our specific program; however, I am asking for support as the three Level 5 
RTC's - ACS, North Star, and Boys and Girls Home of Alaska - work with the Department in 
efforts to change this regulation. 

4600 Abbott Road, Anchorage, Alaska 99507·4314· (907) 346-2101· Fax (907) 348·9230 

t . email: akchild@ak.nel • www.acs.ak.org 

A Christian mission of American Baptist Churches USA, Evangelical Lutheran Church in America, and the 
United Methodist Church. A United Way agency, ACS is accredited by the 

Joint Commission on Accredilation of Healthcare Organizations. 
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Again, thanks so much for your support and please advise if there is any way we can assist you 
in your efforts. 

Alaska Children's Services, Inc. 



3342 

House H&SS Committee 
Senate H&SS Committee 

Sponsor Statement 

This bill has been filed in response to an urgent issue brought forward by four of 

Alaska's Residential Psychiatric Treatment Centers in Anchorage and Fairbanks. The 

Legislation intends to advance and accelerate the efforts to bring our most troubled 

Alaskan children home through the Bring the Kids Home Project. 

Existing DHSS regulations 7 AAC50.815 Qualifications of Caregiver Staff require that a 

majority of treatment staff in these facilities, namely the caregivers, be held to a higher 

qualification standard than Federal Medicaid laws and other states' currently housing 

Alaska's children. 

The current qualifications are as follows: 1) bachelors degree; 2) an associates degree 

and two years work experience in a RPTC; or 3) four years work experience in a RPTC. 

This proposed legislation remedies the current situation by requiring that each facility 

have at least one staff member with a bachelors degree on each shift to oversee 

caregivers. Additionally, caregivers will be required to meet strict training standards as 

authorized or approved by the Department as a condition of employment. 

The committee urges swift passage of this legislation. 



Matthew Johnson 

From: 

Sent: 

To: 

Laughlin, Wilda J (HSS) [wilda.laughlin@alaska.gov] 

Tuesday, April 07, 2009 1 :28 PM 

Sen. Bettye Davis; Rep. Bob Herron; Rep. Wes Keller 

Page 1 of 1 

Cc: Matthew Johnson; Marianna Carpeneti; Kim, Anna C (GOV); Hogan, William H (HSS); Hefley, 
Patrick B (HSS) 

Subject: Boys & Girls Home follOW up 

Importance: High 

I wanted to follow up on our meetings with you regarding the Alaska Boys & Girls Home with a few more points 
that have come to light since we met. The Department of Law has raised additional concerns because the 
legislation appears to be an attempt to alter existing law that is at the center of the on-going licensing 
investigation into practices at the Boys & Girls Home. As such, the legislation is an indirect attempt to resolve an 
adverse licensing action. We have also heard that it has been represented to you that the department plans to 
shut down the home. That is not our intent, we are actively working with the home to bring it into compliance 
and continue providing an important service to emotionally disturbed youth of Alaska. 

We are available to meet with you at any time if you would like further explanation. Please do not hesitate to 
call. 
w. 

Wilda Laughlin, DHSS Legislative Liaison 
Juneau: 907-465-1613 
Cell: 907-723-3802 

3 3 4 3 41712009 



Matthew Johnson 

From: 

Sent: 

To: 

Laughlin, Wilda J (HSS) [wilda.laughlin@alaska.gov] 

Thursday, April 02, 2009 5:08 PM 

Matthew Johnson; Thomas Obermeyer 

Page 1 of2 

Cc: Kim, Anna C (GOV); Stone, Melissa W (HSS); Hogan, William H (HSS); Hefley, Patrick B 
(HSS); Sherwood, Jon (HSS) 

Subject: FW: Boy's and Girls Home bill 

Importance: High 

Follow Up Flag: Follow up 

Flag Status: Red 

Tom and Matt, I believe the legislation that you are interested in introducing is identical to a bill that was 
provided to us this morning by Sen. Paskvan. Below see our very quick analysis of the legislation. We do not 
believe this is in the best interest of the children in residential care in the state. Please let me know if I can 
arrange a meeting with Rep. Keller or Sen. Davis to go over our concerns. Thank you very much for the heads up. 
We appreciate the chance to provide feedback. 

Jake, 

Commissioner Hogan sent me a copy of the bill that came from the Boy's and Girl's Home agency. We have not 
had time for the more appropriate comprehensive review of this bill by LAW and our Licensing section as well as 
by many of the affected Divisions. Given the limits of the timeframe however, I would like to offer you these 
constructs: 

-We must comply with Federal requirements for Residential Psychiatric Facilities and we have not been able to 
review these proposed changes in light of those requirements. It is entirely possible that they would not meet 
these requirements 

-We have questions 'as to why the bill is to be put into statutes. SpeCifically, AS 47.32.030 pertains to 16 entities 
(such as hospitals, ambulatory surgical centers) and I believe that placing it in this section of the statues is not 
meant to affect all 16 entities. The more appropriate place to modify the qualifications of staff who work in 
residential psychiatric treatment centers would be in regulation or administrative code. 

-the use ofthe words "caregiver staff", to which the proposed changes are meant to apply, is not definitive. 
Does this apply to medical, professional or paraprofessional staff? 

-the training leading to certification reference in (d)(l) is problematic. We do not currently know if there is an 
adequate amount of this training available to provide all statewide staff who may need this training. This 
training and certification may also need to be expanded if it is meant to be the "ticket" that would allow a 
person to work in an RPTC. Again, we have not had time today to review this matter. 

-Section (d) (2) (a) notes that a "caregiver staff" would be supervised by someone with a bachelors degree. 
There is no definition of the type of bachelors degree or the type of experience that this staff would need to 
have to oversee the "caregiver" staff. Clearly a person who has a bachelor's degree in public accounting would 
not be suitable for this responsibility. A degree in and of itself is not an adequate qualifying criteria for oversight 
of staff. 

3 3 4 4 4/8/2009 



Page 2 of2 

-Lines 15 and 16 which reference that DHSS would somehow review the education and experience of individuals 
for their "education or experience" of staff to be hired is problematic. We should not be reviewing each and 
every applicant for positions in these provider agencies who may not meet the bachelor's requirement as this 
would be an administrative burden that is inappropriate for DHSS. 

Again, I regret that we have simply not had time to thoroughly review this bill. It would affect the Behavioral 
Health Division, The Office of Children's Services, and the Office of Juvenile. As noted above we have NOT had 
time for LAW, Licensing or our Medicaid office to review it for its' implications. 

I can say that we do not support this proposed bill in its current form. We would also be willing to meet with 
you to discuss the bill. Thanks for the opportunity to provide you with a hurried review. Patrick Hefley, 
Deputy Commissioner, DHSS 

3 3 4 5 4/8/2009 
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26-LS08421R 

HOUSE BILL NO. 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY REPRESENTATIVE KELLER 

Introduced: 
Referred: 

A BILL 

FOR AN ACT ENTITLED 

1 "An Act relating to the qualifications for residential psychiatric treatment center 

2 caregiver staff; and providing for an effective date." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. AS 47.32 is amended by adding a new section to read: 

5 Sec. 47.32.055. Residential psychiatric treatment caregiver qualifications 

6 and training. (a) In addition to the other requirements of this chapter, an applicant for 

7 a license or renewal of a license to operate a residential psychiatric treatment center 

8 must comply with the standards set out in this section relating to training and 

9 scheduling of caregivers. 

10 (b) A caregiver employed by a residential psychiatric treatment center must 

II have 

12 (1) a bachelor's degree; 

13 (2) completed not less than two years of work experience In the 

14 treatment of severely emotionally disturbed children and 

-\-
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• 
(A) an associate's degree; or 

2 (8) not less than two years of full-time course work toward a 

3 bachelor's degree; or 

4 (3) completed not less than four years of work experience as a 

5 caregiver of severely emotionally disturbed children and 

6 (A) a high school diploma or general educational development 

7 

8 

diploma; and 

(8) is assigned to work at the center only during hours in which 

9 an indi vidual is on duty at the center who has a bachelor's degree in a human 

10 services-related field or who meets the requirement of (b)(1) or (2) of this 

II section. 

12 (c) The department shall provide or approve mandatory training for caregivers 

13 employed by a residential psychiatric treatment center in the state. 

14 (d) In this section, "caregiver" means an individual employed by a residential 

15 psychiatric treatment center to provide direct care and supervision of children admitted 

16 to the center and who is not a physician, registered nurse, or mental health 

17 professional. 

18 * Sec. 2. The uncodifiedlaw of the State of Alaska is amended by adding a new section to 

19 read: 

20 TRANSITION. Applications approved or renewed by the Department of Health and 

21 Social Services for licensing of a residential psychiatric treatment center before the effective 

22 date of this Act shall be reviewed for compliance with this Act, and a notice shall be mailed to 

23 licensees notifying the licensees of the requirements under AS 47.32.055. 

24 * Sec. 3. This Act takes effect immediately under AS 01.l0.070(c). 

-2-
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WORK DRAFT WORK DRAFT 

HOUSE BILL NO. 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY REPRESENTATIVE KELLER 

Introduced: 
Referred: 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS0842\A 
Mischel 

4/6/09 

I' "An Act relating to the qualifications for residential psychiatric treatment center 

2 caregiver staff; and providing for an effective date." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. AS 47.32 is amended by adding a new section to read: 

5 Sec. 47.32.055. Residential psychiatric treatment caregiver qualifications 

6 and training. (a) In addition to the other requirements of this chapter, an applicant for 

7 a license or renewal of a license to operate a residential psychiatric treatment center 

8 must comply with the standards set forth in this section relating to training and 

9 scheduling of caregivers. 

10 (b) A caregiver employed by a residential psychiatric treatment center must 

11 complete the training required under (c) of this section and be assigned to work at the 

12 center only during hours in which an individual is on duty at the center who has 

13 (1) a bachelor's degree in a mental health-related field; or 

14 (2) education or experience that the department has determined is 

-1-
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1 equivalent to a bachelor's degree in a mental health-related field. 

2 (c) The department shall provide or approve mandatory training for caregivers 

3 employed by a residential psychiatric treatment center in the state. 

4 (d) The department may not require a residential psychiatric caregiver to 

5 obtain a postsecondary degree. 

6 (e) In this section, "caregiver" means an individual employed by a residential 

7 psychiatric treatment center who provides care to patients admitted to the center. 

8 * Sec. 2. The uncodified law of the State of Alaska is amended by adding a new section to 

9 read: 

10 TRANSITION. Applications approved or renewed by the Department of Health and 

11 Social Services for licensing of a residential psychiatric treatment center before the effective 

12 date of this Act shall be reviewed for compliance with this Act and a notice shall be mailed to 

13 licensees notifying the licensees of the requirements under AS 47.32.055. 

14 * Sec. 3. This Act takes effect immediately under AS 01.l0.070(c). 

-2-
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 223(IISS) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY THE IIOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

OfTered: 
Referred: 

Sponsor(s): HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS08421C 
Mischel 

4/8/09 

"An Act relating to the qualifications for residential psychiatric treatment center 

2 caregiver staff; and providing for an effective date." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section I. AS 47.32 is amended by adding a new section to read: 

5 Sec. 47.32.055. Residential psychiatric treatment caregiver qualifications 

6 and training. (a) In addition to the other requirements of this chapter, an applicant for 

7 a license or renewal of a license to operate a residential psychiatric treatment center 

8 must comply with the standards set out in this section relating to training and 

9 scheduling of caregivers. 

10 (b) A caregiver employed by a residential psychiatric treatment center must 

I I (I) have a bachelor's degree; 

12 (2) have 

13 (A) completed not less than two years of work experience in 

14 the treatment of 

-1- eSHB 22J(HSS) 
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(i) severely emotionally disturbed children; 

2 

3 

4 

5 

6 

7 

8 

9 

(ii) children in a residential child care facility; or 

(iii) children in a long-tenn inpatient facility; and 

10 

(8) completed 

(i) an associate degree; or 

(ii) not less than two years of full-time course work 

toward a bachelor's degree; 

(3) have 

(A) completed not less than four years of work experience as a 

caregiver of 

II (i) severely emotionally disturbed children; 

12 (ii) children in a residential child care facility; or 

13 (iii) children in a long-tenn inpatient facility; and 

14 (8) satisfied one of the following: 

15 (i) earned a high school diploma or a general 

16 educational development diploma; or 

17 (ii) completed the training provided or approved under 

18 (c) of this section; or 

19 (4) satisfy or comply with all of the following: 

20 (A) have earned a high school diploma or a general educational 

21 development diploma; 

22 (8) have completed the training provided or approved under (c) 

23 of this section; and 

24 (C) be assigned to work at the center only during hours in 

25 which an individual is on duty at the center who has a bachelor's degree in a 

26 human-services-relatcd field or who meets the requirements of (I), (2), or (3) 

27 of this subsection. 

28 (c) The department shall provide or approve training for caregivers employed 

29 by a residential psychiatric treatment center in the state. 

30 (d) In this section, "caregiver" means an individual employed by a residential 

31 psychiatric treatment center to provide direct care and supervision of children admitted 

CSHO 223(HSS) -2-
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to the center and who IS not a physician, registered nurse, or mental health 

2 professional. 

3 * Sec. 2. This Act takes effect immediately under AS OI.IO.070(c). 

L 
-3-

New Text Underlined (DELETED TEX.T BRAC.t<.ET£Dj 
CSIfB 223(IfSS) 

3352 



3353 

AMENDMENT 

OFFERED IN THE HOUSE 

TO: CSHB 223(HSS), Draft Version "C" 

Page 2, line 28, following "shall": 

2 Insert 

26-LS0842'C.J 
Mischel 

4,'909 

BY REPRESENTATIVE CISSNA 

3 "(I) adopt regulations that may include additional standards for a 

4 caregiver employed by a residential psychiatric treatment center needed for the 

5 safe care of children and security of employees at the center; 

6 (2) work with interested persons in establishing the standards and 

7 training for caregivers under this subsection; and 

8 (3)" 

9 

10 Page 3, line 3: 

II Delete all material and insert: 

12 "* Sec, 2, The uncodified law of the State of Alaska is amended by adding a new 

13 section to read: 

14 TRANSITIONAL PROVISIONS; REGULATIONS. The Department of Health 

15 and Social Services may proceed to adopt regulations necessary to implement the 

16 changes made by this Act. The regulations take effect under AS 44.62 (Administrative 

17 Procedure Act), but not before the effective date of the law implemented by the 

18 regulations. 

19 * Sec. 3. This Act takes effect January 15,2010." 

L -\-



3354 

(90?) 465-386? or 465-2450 
FAX (90?) 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 April 14, 2009 

SUBJECT: 

TO: 

FROM: 

Drafting Issues (CSHB 223(HSS), Draft Version "T") 
(Work Order No. 26-LS0842\T) 

Representative Wes Keller 
Attn: Matt Johnson 

Jean M. Mischel 
Legislative Counsel 

I have done what I can logically and structurally with the new changes suggested. This 
version, as requested, repeals all of the statutory changes within three years so that the 
entire bill is now in uncodified law. The assistant revisor correctly pointed out that since 
those changes take effect immediately, the transitional section allowing rulemaking to 
occur immediately, even if inconsistent with the temporary law, is unnecessary. The 
department has existing and very broad authority to adopt regulations. That authority has 
been relied upon in the past to adopt regulations in the area the bill covers. The proposed 
transition section does nothing to otherwise encourage a regulation change or to delay 
implementation of regulations that are either consistent or inconsistent with the 
temporary law as proposed. Regulations that are inconsistent with statutory authority 
cannot be adopted until the repeal of that authority. For these reasons, the transitional 
section is not included as requested in this version. 

In addition, the rewrite requested two of the qualification categories to be restructured. 
The first of two subheadings cannot include three options in one subparagraph that must 
also accommodate another qualification requirement for that same category. Those have 
been organized as subparagraphs for structural reasons so that they make sense in the 
context used, as optional experience levels, added to required educational backgrounds. 
Lumping the options in one paragraph both confuses the structure and loses the ability to 
add another mandate. Instead, I have added the word "treatment" to two of the three 
optional experience levels which appeared to me to be the only substantive difference in 
the proposed draft and the bill draft. I do not know why the request otherwise includes a 
structural change since the problems related to that have been previously discussed. The 
change should, as previously advised, include definitions, rather than focus on non­
substantive organizational issues. I do not know, for example, what "long-term inpatient 
treatment" means. 

The addition of a ratio and supervision of mentorship under qualification category four 
also creates some confusion. I don't know how the ratio will be evaluated at the point of 
license application review or how it will be enforced. I also don't know from this request 
what "supervision or mentorship" means. 

JMM:plm 
09-278.plm 
Enclosure 
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 223(HSS) 

IN THE LEGIS LA TURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

Offered: 
Referred: 

SpODsor(s): HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS0842\T 
Mischel 
4114/09 

I "An Act relating to the qualifications for residential psychiatric treatment center 

2 caregiver staff; and providing for an effective date." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. The uncodified law of the State of Alaska is amended by adding a new section 

5 to read: 

6 RESIDENTIAL PSYCHIATRIC TREATMENT CAREGIVER QUALIFICATIONS 

7 AND TRAINING. (a) In addition to the other requirements of AS 47.32, an applicant for a 

8 license or renewal of a license to operate a residential psychiatric treatment center must 

9 comply with the standards set out in this section relating to training and scheduling of 

10 caregivers. 

II (b) A caregiver employed by a residential psychiatric treatment center must 

12 (I) have a bachelor's degree; 

13 (2) have 

14 (A) completed not less than two years of work experience in the 

-1- CSHB 223(11SS) 
New Text Underlined [DELETED TEXT BRACKETED] 
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WORK DRAFT 

treatment of 

WORK DRAFT 26-LS0842\T 

(i) severely emotionally disturbed children; 

(ii) children in a residential treatment facility; or 

(iii) children in a long-term inpatient treatment facility; and 

(B) completed 

(i) an associate degree; or 

(ii). not less than two years of full-time course work toward a 

bachelor's degree; 

(3) have 

caregiver of 

(A) completed not less than four years of work experience as a 

(i) severely emotionally disturbed children; 

(ii) children in a residential treatment facility; or 

(iii) children in a long-term inpatient treatment facility; and 

(B) satisfied one of the following: 

(i) earned a high school diploma or a general educational 

development diploma; or 

(ii) completed the training provided or approved under (c) of 

this section; or 

(4) satisfy or comply with all of the following: 

(A) have earned a high school diploma or a general educational 

development diploma; 

(B) have completed the training provided or approved under (c) of this 

section; and 

(C) be assigned to work at the center only during hours in which one 

individual who has a bachelor's degree in a human-services-related field or who meets 

the requirements of (2) or (3) of this subsection is on duty to provide supervision or 

mentorship for not more than six caregivers at the center who are qualified only under 

this paragraph. 

(c) The department. shall provide or approve training in residential child care for 

caregivers employed by a residential psychiatric treatment center in the state. 

CSHB 223(HSS) -2-
New Text Underlined [DELETED TEXT BRACKETED] 
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I (d) In this section, "caregiver" means an individual employed by a residential 

2 psychiatric treatment center to provide direct care and supervision of children admitted to the 

3 center and who is not a physician, registered nurse, or mental health professional. 

4 * Sec. 2. Section I of this Act is repealed. 

5 * Sec. 3. Section I of this Act takes effect immediately under AS 01.1 0.070( c). 

6 * Sec. 4. Section 2 of this Act takes effect April 15, 2010. 

-3- CSHB 223(118S) 
New Text Underlined [DELETED TEXT BRACKETED} 
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AND FAMILY NETWORK 

P.O. Box 23-3142 Anchorage. Alaska 99523-3142 
located in Anchorage at 40' E. Northern Lights Suite 100 

The National Alaska Chapter of the Federation of Families for Children's Mental Health 
(9117) 7704979 e-mail ayfn@ayfn.org www.ayfn.org fax (907) 7704997 

Members of the Health and Social Services Committee: 

After reviewing HB 223 with 14 parents whose children have been admitted at least one time into residential 
treatment, these are their experiences: 

I. There is a high turnover in staff in residential psychiatric treatment facilities and the better workers are not 
always those who have Bachelor degrees in the field. 

2. Many workers with no degrees, no work experience but similar personal experience establish positive 
rehabilitative relationships with children and youth in the treatment setting. 

3. The best workers are those individuals that are non·judgmental, able to not create "Power plays" with 
children and family members and able to fucilitate positive dialogue. These workers would be more likely to 
remain in their jobs if they could earn more than a barely livable wage. 

These are their recommendations: 

I. This legislation allows more flexibility in the type and amount of formal education workers hold; however, 
it equates formal education and "approved training" with competence. Such pairing is not necessarily 
reasonable when professional competencies are a more viable measure for the outcomes needed. 

2. This legislation does not set any standard about the level of knowledge or competence to Positively engage 
with children and youth and their families. Among issues it does not address: understanding of resiliency or 
wellness, de-escalation or feeling management without restraint, positive communication, cultural compe­
tence, minimizing of stigma associated with mental illness, understanding of the interplay between physical 
and mental health and positive engagement of family members in a family/youth driven manner. 

3. This bill is premature because there are workforce development committees working with the Alaska 
Mental Health Trust, the Department of Health and Social Services, the University of Alaska, bebavioml 
health providers and family members currently developing standards of care and learning objectives for 
psychiatric treatment staff. It makes more sense to complete the committee work this year with the input of 
providers, consumers and educators before enacting a law that is likely to need different provisions. 

~wJK~--'d 
Fmnces Purdy ME'ii JO and parent . 
Executive Director of A YFN 

fl.dYOCtUing for dfoctiye clii/Lfren s mem-at flea/iii tlinw{jli tlie we if 
:Peer Y/Iz-v-WtZtors -wfio teacli aM assist: eacli ftmilj; member t:o be an 

etp'-f2(partner willi JTro/essiom:tfi in a yout.ti tZMfomuy-di-i-v-en 
edUcational; soczatand" lieatlli S"'.'Istem if care. 



Alaska Department of Health & Social Services 
Division of Public Health 

Facility Type: 

D Residential Child Care Facility 

Specialization: 

VARIANCE APPLICATION 
AS 47.32 and 7AAC 10.9500 

D Residential Psychiatric Treatment Center D Maternity Home 

D Emergency shelter care D Emergency shelter care for runaway children 

D Wilderness and Adventure experience D Boarding school 

D Supervised transition living D Pregnant and parenting adolescents 

D Substance use treatment 

Name of Facility: Facility Phone: 

License Age Range: Capacity: __ Current license dates: License number: 

Administrator, Associate or Designee: 

Facility Physical Address: 

Facility Mailing Address: 

7 AAC 10.9510. Request for a general variance. A request must contain the following: (see page 2) 
(I) Regulation or Statute that cannot be met: 

(2) Description of why the entity is unable to meet the requirement: 

(3) Period of time variance requested: 

(4) Proposed alternative ways to meet the requirement: 

(5) Statement as to how the health, safety and welfare of the residents will be protected: 

(6) Plan to achieve compliance before variance expires: 

(7) Assurance that conditions don't present imminent danger: 

(8) Attached evidence of Fire safety or another state or municipal requirement has been reviewed: 

(9) Attached list of affected recipients and representatives names and addresses: 

(II) Additional information requested by the department: 

Please print name and title of person submitting request: 

Date: 

Signature: 

Division of Public Health Licensing Only below this line: 
Variance Committee: 

I. DATE: 

2. DATE: 

3. DATE: 

1/31/07 Page 1 of2 Authority: AS 47.32 and 7AAC 10.9500 
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o APPROVED 0 DISAPPROVED Dates Variance Effective: ____ to ___ ~ 
COMMENTS OR CONDITIONS: 

PURPOSE: 7 Me 10.9500. Purpose and applicability 

PROCEDURE: 

7 Me 10.9510. Request for a general variance. An entity seeking a general variance under 7 Me 10.9500-7 
Me 10.9535 must submit to the department, on a form supplied by the department, a request for a general variance as 
required by this section. A request must contain the following: 

(1) the requirement from which the variance is sought; 

(2) the reasons why the entity is unable to comply with the requirement, a description of how the entity is 
not in compliance, and the extent to which compliance with the requirement will impose any substantial economic, 
technological, programmatic, legal, or medical hardship on the entity or recipients of services; 

(3) the period of time for which the variance is requested; 

(4) the proposed alternative means of satisfying the purpose of the requirement for which the variance is 
sought; 

(5) a statement as to how the health, safety, and welfare of recipients of services will be protected during 
the period of the variance; 

(6) the plan for achieving compliance before the variance expires; 

(7) assurance that the conditions at the entity do not present an imminent danger to the health, safety, or 
welfare of recipients of services; 

(8) if the request for a variance involves fire safety or another state or municipal requirement, evidence 
that the request has been reviewed by the appropriate authority; 

(9) for a licensed entity, the names of the recipients of services who would be affected by the variance, 
and the names and addresses of any representatives of those recipients of services; the requirements of this paragraph 
do not apply to a child care facility subject to 7 Me 57 unless this information is requested by the department; 

(10) for an assisted living home, assurance that the notice requirements of 7 Me 10.9515 will be met; 

(11) any additional information requested by the department to determine the effect of a variance on the 
health, safety, and welfare of recipients of services. (Eff. 6/23/2006, Register 178) 

7 Me 10.9520. Evaluation of a request for a general variance 

7 Me 10.9525. Grant or denial of a general variance. (a) The department's decision to grant or deny a request for a 
general variance will be issued in writing and will be delivered to the person who made the request. 

7 Me 10.9530. Posting of a general variance. (a) If the department grants a request for a general variance, the entity 
shall post a copy of the general variance decision in a conspicuous place, with the entity's license as required by AS 
47.32.080, during the period the variance is in effect, and shall make it available to any person who wishes to review it. A 
general variance remains in effect for the duration stated, unless the department revokes the variance 

1/31/07 Page 2 of2 Authority: AS 47.32 aod 7AAC 10.9500 
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STATE OF ALASKA SARAH PAUN, GOVERNOR 

DEPARTMENT OF HEALTH & SOCIAL SERVICES 

DIVISION OF BEHAVIORAL HEALTH 

Robert Sheehan, CEO 
Boys and Girls Home of Alaska, Inc. 
3 I 0 I Lathrop 
Fairbanks. AK 99701-7426 

Dear Mr. Sheehan, 

March 31. 2009 

3601 C Street; Suite 878 
ANCHORAGE, ALASJ<A 99503 

PHONE: (907) 269-3600 
FAX: (907) 269-3623 

The State of Alaska's Department of Health and Social Services conducted an integrated site 
rt:vi"w of the Boys and Girls Home of Alaska (DGHA) on the dates of January 12-14,2009. As 
part of this review, Behavioral Health conducted a compliance review of Medicaid regulations 
governing Residential Psychiatric Treatment Centers. A copy of these regulations (7 AAC 43.550 
- 7 AAC 43.580) is anached for your review. 
The January 12-14,2009 site review identified the following deficiencies: 

I. BOHA did not have the qualified staff required to parli~ipall' as members of the inpatient 
interdisciplinary Team (IIT) (7AAC 43.552(1)) including a licensed psychological 

associate, a licensed occupational therapist, or a licensed clinical social worker. The 
resulting Plan of Improvement outlined in the Site Review Report directed BOHA to 
verifY the employment status of the required staff no later than March I, 2009. The 
department did noL rt:C.:ive docwnenled proof the BOHA had employed or contracted 

with the appropriate stafIuntil March 25, 2009. 

2. The medical necessity chart review conducted on Jan. 12-14,2009, identified that the 
clinical documentation did not consistently meet the regwatory requirements specified in 
7 AAe 43.552 and 7 AAC 43.555 or the criteria described in the State of Alaska's 

Inpatient Psychiatric Review Provider Manual.' The Medical Necessity Clinical Chart 
Review Plan of Improvement (POI) requires clinical documentation to be in comp liance 
with regulatory and policy standards by May 1, 2009. 

I http://,,,,,,,.qualishealth.orglcrnlalaska­
medicaid/behavioral-heaJthluploadIApril-28-1008-lnpatient-PsycltiatTic-AIaska-Medicaid-Provid.pdf 
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Integrated Site Review of the Boys and Girls Home of Alaska 

3/31/2009 
Page 2 

Failing to correct deficiencies in provider operations after receiving written notice of these 
deficiencies from either the division of public assistance, the division of public health, or the 
division of mental health (7AAC 43.950 (18)) is a breach of the terms of the Medicaid provider 
agreement and provider certification on the Medicaid claims form (7 AAC 43.950 (7». A~ a 
result of the above deficiencies, the following sanction is invoked: 

1. Attendancc in provider education classes under 7 AAC 43.955(6). Behavioral 
Health staffwill contact you to schedule the Education classes. Despite now 
having qualified staff, this training must be completed by May IS, 2009. 
Additionally, Behavioral Hcaltll staffwill be conducting periodic follow-up 
reviews through December 2009. At that time the need for on-going reviews will 
be reassessed. Additionally, BGHA is required to inform Behavioral Health 
staff, no later than the next business day, if staffing levels fall below thc 
minimum requirements set forth in 7 AAC 43.755. 

You should be fully aware that failure to comply with this sanction or to (;om:ct the 
documentation deficiencies noted in #2 above may result in further sanctions including but not 
limited to withholding of Medicaid payments, or suspension or termination from the Medicaid 
program. 

The sanctions noted herein are effective 30 days after the date of this notice. If you choose to 
appeal these sanctions you may do so by submitting a notice within in 30 days of tile date of this 
notice by submitting in writing a statement or statements that outline your appeal and all 
supporting documentation which shows you are in compliance with the Medicaid regulations to: 

Commissioner Bill Hogan 
Department of Health and Social Services 
PO Box 110601 
Juneau, AK 99811-1061 

If you have questions or require further clarification in regards to this letter, please contact Teri 
Keklak or Pam Miller, Behavioral Health Program Administrators, at 269-3600. 

Sincerely, 

~t~~~JrrxA 
Melissa Witzler-Stone 
Director 

Cc: Melissa Stone, Director 
Pat Hefley. Deputy Commissioner, DHSS 
CharlLe Boddy, Chair - Board of Directors BGHA 

Encl: Alaska Administrative Code Title 7 Health & Social Services Part 3Chapter 43 Medical Assistance Title 10 



3363 

March 31, 2009 

The Honorable Johnny Ellis 
Alaska State Senate 
Juneau,AK 

Alaska 
Children's 
Services 

RE: Qualifications for Caregivers in Residential Treatment Centers 

Dear Senator Ellis: 

First, I want to thank you for your long-standing support of Alaska Children's Services and for 
Alaska's families in need. Thousands of Alaska children are enjoying a much more positive life 
because of your service to the state. 

I want to call your attention to a serious issue that is impacting the ability of Alaska Children's 
Services and other intensive treatment programs to provide the quality of treatment that is 
necessary to assist children to become successful. Specifically, I am referring to Regulation 
7AAC50.815 - "Qualifications of Caregivers in Residential Psychiatric Treatment Centers." 
This regulation requires that a caregiver in a program such as ACS must either have a Bachelor's 
degree, and Associate's degree with at least two years experience in residential treatment, or a 
high school diploma and four years experience in residential treatment. 

While this regulation is intended to ensure that only the most qualified caregivers provide care 
and treatment to the most fragile and disturbed youth, it falls far short of that. First, the degree 
requirement is generic; therefore, a person with an accounting degree and no childcare 
experience is eligible for employment while a much more qualified person without a degree is 
not. Furthermore, the regulation establishes a classic "Catch 22" in that a non-degreed person 
with requisite experience can be hired, but the regulation does not allow any provision for a 
person to gain that experience. 

For many years Alaska has been experiencing serious workforce issues and there are myriad 
workforce development projects currently sponsored by both state and private entities. Over five 
years ago, Alaska Children's Services, with the support of a federal Administration for Children 
and Families grant, developed a Competency-Based Program for Training Childcare Workers. It 
is both rural and urban appropriate and has been used by dozens of agencies. I am not 
advocating for our specific program; however, I am asking for support as the three Level 5 
RTC's - ACS, North Star, and Boys and Girls Home of Alaska - work with the Department in 
efforts to change this regulation. 

4600 Abbott Road, Anchorage, Alaska 99507-4314· (907) 346-2101 • Fax (907) 348-9230 

t email: akchild@ak.net • www.acs.ak.org 

A Christian mission of American Baptist Churches USA. EvangeUcal Lutheran Church in America. and the 
United Methodist Church. A United Way agency, ACS is accredited by the 

Joint Commission on Accreditation of Heafthcare Organizations. 
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Again, thanks so much for your support and please advise ifthere is any way we can assist you 
in your efforts. 

Jim MaIey 
President & CEO 
Alaska Children's Services, Inc. 
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Justification for Rejecting the Fiscal Note to CSHB 223 

The new section regarding qualifications of residential psychiatric treatment center caregivers 

will sunset in only one year. The Department already provides training so it would not need to 

develop a new training curriculum. The bill permits the Department to approve training, rather 

than provide it itself. The CEO of Alaska Children's Services, one of Alaska's oldest and most 

highly regarded providers of child residential care services, including RPTC services, testified 

before this Committee that it has developed comprehensive training for residential caregivers and 

will make that training available for free. 
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Standard 
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Qualifications 

Orientation! 
Initial 
Training 

Direct 
Supervision 

Staffing Ratio 

'. 

COMPARISON OF DIRECT CARE GIVER STANDARDS IN RESIDENTIAL PSYCHIATRIC TREATMENT CENTERS 

ALASKA 7 AAC COLORADO OREGON UTAH RSOI- MONTANA 37.97 

RPTC 50.800-890 PRTC 7.718.1 PRTF 309.032 -19 Resi. Tx Program RTC 37.97.250-.259 
-16 Intenned Secure Tx Pr. 

50.815. Careh<iver must have 7.705.44 Child care worker 309.032-1150(3)(c) & -19-5.3.e. Reference to 97.250. Child care staff: 
completed: must have completed: (7)(a). None specified. "other staff' requires only (I) bachelor's level degree: 
(I) bachelor's level college; (I) 2 yrs of college; OR that they be trained to work OR 
(2) 2yr exp in residential or (2) high school or OED + wi emotionally & (2) 3 yrs experience in group 
inpatient tx for children or 1 yr. exp in human services behaviorally disturbed. or child care; OR 
other tx of SED children field conduct disordered children (3) any equivalent 
+ 2 years college or AA; OR & youth combination of education 

(3) 4yr increasing responsible Child care staff aides must -16-4.F. Relerence to and experience 
caregiver experience in work directly uner "unlicensed staff' requires I 

residential or inpatient tx of supervision of child care only that they be trained to I 

children or tx of SED worker (no reqts other than work wi youth who are 
children + high school, OED must be 18 yrs old and have chemically dependant or 
or certification of completion approval of director) emotionally disturbed or 
of DHSS-provided residential behaviorally disturbed or 
child care training conduct disorder. 

Both req. licensed clinical 
professional supervision 

50.820: Ifexp working wi 7.714.92. Req. intro training -19-5. see above 97.501(4). gen trg reqt re: 
emotionally disturbed persons and orientation: no time provider policies & statu.~ of 
in resid. setting is: requirement. (20 hrs/yr -16-4.1. Unlicensed staff residents. 
< 6 mono then 40 hrs + 40 hrs thereafter) must receive 20 hrs of pre- 97.206(4) in-svc trg: 15hrlyr 
experience working under service training and 
supervision~ OR orientation 
> 6 mon, then 20 hrs + 20 hrs 
supervised work 

50.240. req. inexperienced > I qualified mental health 
careh<iver to be monitored by associate (QMHA). who 
experienced caregiver-l- must have completed: 
monthly conferences re: (I) BA in beh sci field OR 
needs of specific children (2) >3 yrs. work. educ, 

training or experience. 
309.032.1 II 0(71) 
309.032.1150 No ratio fur 

50.865 stafIYkids >2 [Iawake] 7.705.45 caregivers/kids. -19-5.3.f. minimum of2 97.250(c): 
Awake: < 10 kids: 1/3 Awake 116 ifkids 3-6 yrs # prof! staff per # kids: staff(unspecified) wi staff Awake: 116 + I on call 
Awake:> 10 kids: 115 Awake 118 ifkids 7-12 Awake: I of each 3 staff ratio of 114 awake; reduced Sleep: 1112 + I on call 
Sleep: 1/6 ifkids <10 yrs old Awake 1110 ifkids 13-16 must be QMHA or I of at night (no minimum) 
Sleep: 1110 ifkids > IO yrs Sleep: 1112 ifkids 3-6 Sleep: I of each 6 staff must -16-40. > 115 wh2 on duty 
+ available on-call staff & on- Sleep: 1116 ifkids 7-12 beQMHA at all times 
call MH Professional Sleep: 1120 ifkids 13-16 Sleep: 2125; 3/50; 4175; 

5/100; 61> 100 
-- - -_. -- - -- -
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ALASKA 7AAC 

RPTC 50.800-890 

50.815. Caregiver must have 
completed: 
(I) bachelors level college: 
(2) 2yr exp in residential or 
inpatient tx for children or 
other tx of SED children 
+ 2 years college or AA; OR 

(3) 4yr increasing responsible 
carcbTjvcr experience in 
residential or inpatient tx of 
children or tx of SED 
children + high school, GED 
or certification of completion 
of DHSS-provided residential 
child care training 

50.820. If exp working wi 
emotionally disturbed persons 
in resid. setting is: 
< 6 mon, then 40 hrs + 40 hrs 
experience working under 
supervision; OR 
" 6 man, then 20 hrs + 20 hrs 
supervised work 

50.240. req. inexperienced 
caregiver to be monitored by 
experienced caregiver + 
monthly conferences re: 
needs of specific children 

50.865. stafflkids 
Awake: <10 kids: li3 
Awake:> I 0 kids: 115 
Sleep: 116 ifkids <10 yrs old 
Sleep: III 0 ifkids > 10 yrs 

" 

FLORIDA 6SE-9 

RTC 65E-9.001-014 

9.002(11) def. "direct care 
staff" 

I 

9:007(4)(1): direct care staff: 
(1) high school; OR 
(2) GED 

I 

9.007(5). req. orientation 
during first 2 man + 40 hrs 
training annually for direct 
care staff 

9.007(c). An RN must be on 
duty at all times. See ratio 
below. 

9.007(e). direct care staff: 
min: ~ 2 awake at all titres; 
Awake: 114 
Sleep: 116 
(c) RN 
Awake: 1130 
Sleep: 1140 



Matthew Johnson 

From: Myra Munson [myra@sonoskyjuneau.comJ 

Sent: Thursday, April 09, 2009 7:26 AM 

To: lindaa@gci.net; Matthew Johnson 

Subject: FW: Caregiver standards in RCCF & Fed standards 

FYI. Info sent to DHSS Deputy Commissioner Pat Hefley. 

Myra M. Munson 
Sonosky, Chambers, Sachse, Miller & Munson LLP 
302 Gold Street, Suite 201 
Juneau, AK 99801 
907-586-5880 
907-586-5883 (fax) 
907-250-4737 (mobile) 
Email: myra@sonoskyjuneau.com 

From: Myra Munson 
Sent: Thursday, April 09, 2009 7:25 AM 
To: 'patrick,hefley@alaska.gov' 
Subject: Caregiver standards in RCCF & Fed standards 

Pat, 

Page 1 of2 

As I mentioned yesterday, I have researched both of these questions. Here are my findings. If you discover I 
have missed something or you think my conclusions are incorrect or misleading, please let me know. 

What are the qualifications for caregiver staff in a RCCF? 
7 AAC 50.210(i) A caregiver in a RCCF must have a high school diploma or GED. 
7 AAC 50.230. An "associate administrator" must have 30 semester hours of college credit in a 
human services field. 
7 AAC 50.240. Supervision requirements: 

(a) A facility with one or more employees must ensure that an inexperienced caregiver is 
monitored by an experienced caregiver until the inexperienced caregiver is able to 
safeguard the health and safety of the children in care. 
(b) An RCCF must have at least monthly conferences between supervisor and caregiver 
re: needs and treatment plans of specific children. 

7 AAC 50.250. Orientation and training. 
(a) Orientation: must begin at onset of employment, be completed within 8 weeks and 
include employer policies & procedures, including caregiver responsibilities; satisfying 
special needs of specific children, where appropriate; and emergency procedures and 
health and safety measures. 
(d) Training. Each caregiver must receive a minimum of 15 hours of training a year 
exclusive of orientation. 

7 AAC 50.410. Caregiver ratio. Awake: 1/6 and Sleep: 1/12 

3 3 6 8 4/9/2009 
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Is the newly proposed RPTC caregiver qualifiCation lower than the standards for RCCF? 

No. 

Does the newly proposed caregiver qualification satisfy Federal requirements? 
Yes. Psychiatric residential treatment facilities must satisfy the requirements of 42 C.F.R. 
Subpart D-Inpatient Psychiatric Services for Individuals Under Age 21 in Psychiatric Facilities or 
Programs (42 C.F.R. §§ 441.151 through 441.182) and Subpart G-Condition of Participation for 
the Use of Restraint or Seclusion in Psychiatric Residential Treatment Facilities Providing 
Inpatient Psychiatric Services for Individuals Under Age 21 (42 C.F.R. §§ 483.350 through 
483.376). These set out no specific requirements for caregiver staff. With regard to staffing 
qualifications, they focus only on professional staff and training regarding restraints. 

More on other matters later, perhaps. 

Please call if talking will help us address the underlying issues driving this legislation and achieve 

better results for children. 

Myra 

Myra M. Munson 
Sonosky, Chambers, Sachse, Miller & Munson LLP 
302 Gold Street, Suite 201 
Juneau, AK 99801 
907-586-5880 
907-586-5883 (fax) 
907-250-4737 (mobile) 
Email: myra@sonoskyjuneau.com 

3 3 6 9 4/9/2009 



Deputy Directar Pat Hefley: April 3, 2009 
Response to Munson draft bill (citations will differ from introduced versians, however, issues raised by DHSS may 
remain) 

Commissioner Hogan sent me a copy of the bill that came from the Boy's and Girl's Home agency. We have not had 
time for the more appropriate comprehensive review of this bill by LAW and our Licensing section as well as by many of 
the affected Divisions. Given the limits of the timeframe however, I would like to offer you these constructs: 

-We must comply with Federal requirements for Residential Psychiatric Facilities and we have not been able to review 
these proposed changes in light of those requirements. It is entirely possible that they would not meet these 
requirements 

Response: Attornev Myra Munsan has researched this issue thoroughly. An RPTC must satisfy the 
reguirements of 42 CFR Subpart D -Inpatient Psychiatric Services for Individuals Under Age 21 in Psychiatric 
Facilities or Programs (42 C.F.R. §§ 441.151 through 441.182) and Subpart G-Condition of Participation for the 
Use of Restraint or Seclusion in Psychiatric Residential Treatment Facilities Providing Inpatient Psychiatric 
Services for Individuals Under Age 21 (42 C.F.R. §§ 483.350 through 483.376'. There are no specific 
requirements for caregiver staff. The requirements focus only on professional staff. 

-We have questions as to why the bill is to be put into statutes. Specifically, AS 47.32.030 pertains to 16 entities ( such 
as hospitals, ambulatory surgical centers) and I believe that placing it in this section of the statues is not meant to affect 
all 16 entities. The more appropriate place to modify the qualifications of staff who work in residential psychiatric 
treatment centers would be in regulation or administrative code. 

Response: DHSS responded that they could pursue emergency regulatians. It has been determined that legal 
limitations exist that will not allow justification for DHSS to pursue emeraency regulations. Further. the 
standard regulation process will reguire months of non-compliance for those RPTC's who cannot now meet 
their standards. A Statutory remedy Is the most expeditious and efficient way to keep the RPTC's In 
compliance and fully operational. 

-the use of the words "caregiver staff", to which the proposed changes are meant to apply, is not definitive. Does this 
apply to medical, professional or paraprofessional staff? 

Respanse: "Caregiver staff' is a term taken directly out of current regulations (7 AAC 50.990(41. This 
legislation includes a definition of this term for clarification. This definition excludes professional staff. 

-the training leading to certification reference in (d)(l) is problematic. We do not currently know if there is an adequate 
amount of this training available to provide all statewide staff who may need this training. This training and certification 
may also need to be expanded if it is meant to be the "ticket" that would allow a person to work in an RPTC. Again, we 
have not had time today to review this matter. 

Response: Currently, RPTC's are reguired to implement the training. The legislation proposes that the DH5S 
MA Y provide a training program or APPROVE a training program to be implemented by the provider. 
Currently, providers implement approved training programs for levels 1-3 as well as the more intensive Level 4 
care. The legislation proposes the similar implementation for LevelS care. 

-Section (d) (2) (a) notes that a "caregiver staff" would be supervised by someone with a bachelors degree. There is no 
definition of the type of bachelors degree or the type of experience that this staff would need to have to oversee the 
"caregiver" staff. Clearly a person who has a bachelor's degree in public accounting would not be suitable for this 
responsibility. A degree in and of itself is not an adequate qualifying criteria for oversight of staff. 
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Response: Currentl DHSS regs do not define bachelars degree and therefore allaw an individual with a public 
accounting degree to meet gualifications. The bill adds language to provide that an individual with a bachelar 
degree in human services related field be scheduled on everv shift 
rather than reguire that all caregivers hold a bachelor degree in any field. 

-Lines 15 and 16 which reference that DHSS would somehow review the education and experience of individuals for 
their "education or experience" of staff to be hired is problematic. We should not be reviewing each and every applicant 
for positions in these provider agencies who may not meet the bachelor's requirement as this would be an 
administrative burden that is inappropriate for DHSS. 

Response: Again, current regulations and this legislation reguire the RPTC's to guarantee education and 
experience of individual staff. not the Department. DHSS retains the outhorirv to review for compliance. There 
is no change from current practice and no additional burden to DHSS. 

Again, I regret that we have simply not had time to thoroughly review this bill. It would affect the Behavioral Health 
Division, The Office of Children's Services, and the Office of Juvenile. As noted above we have NOT had time for LAW, 
Licensing or our Medicaid office to review it for its' implications. 

I can say that we do not support this proposed bill in its current form. - DHSS Deputy Commissioner Pat Hefley 

Since the April 3 communication, the Department has also raised other concerns, which are addressed below: 
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1) Is this bill being proposed to interfere with adverse licensing actions? 

No. It will have prospective application only. It will provide a means for RPTCs to achieve full compliance with 
caregiver staffing. 

2) Do the proposed caregiver qualifications for level V RPTC fall below those required for lower level residential 
child care facilities (RCCF). 

No. The only educational requirement for a caregiver in an RCCF lother than in an RPTC) is a high school diploma 
or GED. 7 AAC 50.210(i1. The supervision requirements for the caregivers are only that inexperienced caregivers 
must be monitored by an experienced caregiver until the inexperienced one is able to safeguard the health and 
safety of children in care and that there be at least monthly conferences between the supervisor and caregiver. 7 
AAC 50.2401al and Ibl. Orientation is allowed to occur within the first 8 weeks of employment and there are no 
specific hour requirements. Otherwise the caregiver is required to have only 15 hours of additional training a 
vear. 7 AAC 50.2501al and Idl. The caregiver to child ratio is 1/6 during awake hours and 1/12 during sleep hours. 
7 AAC 50.410. These are all lower than the requirements provided for in the bill. 
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OFFERED IN THE HOUSE 

TO: CSHB 223(HSS) 

Page I, line 14 - page 2, line 3: 

Delete all material and insert: 

AMENDMENT 

"residential treatment for children, inpatient long-term treatment for children, or other 

treatment of severely emotionally disturbed children; and" 

Page 2, lines 9 -13: 

Delete all material and insert: 

"(A) at least four years of increasingly responsible caregiver experience in 

residential treatment for children, inpatient long-term treatment of children, or treatment 

of severely emotionally disturbed children; and" 

Page 2, line 26: 

Following "of": 

Delete "(1 )," 

Following "(2)": 

Delete "," 

Page 2, line 28 

Following "training" 

Insert "in residential child care 
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Explanation: 

Page 1, line 14 - page 2, line 3: 

This amendment will make the statute conform exactly to current standards under 7 AAC 
50.815(2). 

Page 2, lines 9 -13: 

This amendment will make the statute conform exactly to current standards under 7 AAC 
50.815(3). 

Page 2, line 26: 

This amendment will ensure that caregivers who are qualified under the new standard in 
subsection (c) can only work when someone is on-duty who has at least a bachelor's 
degree in a human-service-related field or has experience in treatment of children. 

Page 2, line 28: 

This amendment will ensure that the training described in the statute will be the 
equivalent of that currently providedfor by regulation at 7 AAC 50. 815(3)(C). 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: CS HB 223 (HSS) 

o Publish Date: 

Identifier (file name): 

Title 
HB223CS(HSS)-DHSS-BHA-04-09-09 Dept. Affected"': ___ ::-,-H",e"a",llh.c:a",n",dc:S:::o",c",ia.c:1 S~e",rv~i",ce~s 

Residential Psychiatric Treatment Centers RDU Behavioral Health 
-:::::=-:-_______ "7:_--;-;--:::--:-;:---;-;:-----: ______ component Behavioral Health Administration 
Sponsor House Health & Social Services 

Requester ________ ....:.;H"o::;us"e:..;H"S"S=--________ Component Number 2665 

Expenditures/Revenues (Thousands of Dollars) 
Note' Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 157.0 
Travel 
Contractual 400.0 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 557.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 557.0 
Other Interaaencv Receipts 

TOTAL 557.0 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I
Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

157.0 157.0 157.0 157.0 157.0 

400.0 400.0 400.0 400.0 400.0 

0.0 557.0 557.0 557.0 557.0 557.0 

(Thousands of Dollars) 

557.0 557.0 557.0 557.0 557.0 

0.0 557.0 557.0 557.0 557.0 557.0 

The proposed legislation would amend AS 47.32 staff qualifications related to licensing and operation of 
residential psychiatric treatment centers (RPTC). Recommended changes would require a "department­
provided training in residential child care" instead of the current regulation that provides this training in lieu of 
an academic diploma. This becomes a new state responsibility, requiring additional resources. Currently the 
division has a contract for behavioral rehabilitation certification within residential youth facilities that is a lower 
level of care. Based on the existing contract, the projected costs for certification of residential psychiatric 
treatment centers would be $400,000 annually. 

The proposed legislation would also require that Department of Health and Social Services (DHSS) provide 

Prepared by: Melissa W. Stone 
Division Behavioral Health 

Approved by: Alison Elgee. Assistant Commissioner 
DHSS Finance & Management Services 

(Revised 911012008 OMB) 

Phone 269-3410 
DatefTime 4/9/09 12:00 AM 

Date 4/9/2009 

Page 1012 



3375 

FISCAL NOTE 

ST ATE OF ALASKA BILL NO. CS HB 233 (HSS) 

2009 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

and/or approve training for RPTC staff and review the "education or experience" of RPTC applications to be 

hired. To develop and conduct training, certify other training as approved, and review the applications of 
RPTC staff to assure that caregivers meet the education/experience and training requirements, a Mental 
Health Clinician III would be required as well as an Administrative Clerk III to coordinate the paperwork and 
track staff trainings. 

Page 2 of 2 
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 2S9( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY 

Offered: .. 
Referred: 

Sponsor(s): REPRESENTATIVES KELLER AND GATTO, Kelly 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS I I 26\S 
Mischel 
2/22/10 

"An Act relating to citizenship requirements and an alcohol impairment and drug 

2 testing program for applicants for and recipients of specified cash assistance." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. AS 47.05 is amended by adding new sections to read: 

5 Article 4. Alcohol and Drug Testing. 

6 Sec. 47.0S.400. Alcohol impairment and drug testing; legislative findings 

7 and purpose. The legislature finds that a statewide threat to public safety exists with 

8 regard to the use of cash assistance for the purchase of alcohol and illegal drugs. The 

9 purpose of the testing program established under AS 47.05.400 - 47.05.500 is to 

10 reduce that risk and to protect the residents of the state. 

II Sec. 47.0S.4\O. Alcohol impairment and drug 'testing for eligibility; 

12 regulations; immunity. (a) The department shall implement a program consistent 

13 with AS 47.05.400 - 47.05.500 that provides for random and suspicion-based testing 

14 of recipients of cash assistance for use of alcohol that impairs a recipient's ability to 

-1- CSIIB 259( ) 
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WORK DRAFT WORK DRAFT 26-LS 1126\S 

work or to seek work and of applicants for and recipients of cash assistance for the use 

2 of illegal drugs. In this paragraph, a "recipient of cash assistance" does not include a 

3 care provider or a third party recipient, as defined by the department in regulation. 

4 (b) The department shall adopt regulations to implement this section. The 

5 regulations must include testing policies consistent with AS 47.05.430 and specify the 

6 type of testing to be conducted and the illegal drugs to be included in the testing 

7 program. The drug tested must have a cutofflevel that yields a positive test result 

8 (I) for initial testing of urine, as follows: 

9 CUTOFF CON CENTRA nON 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

SUBSTANCE 

Marijuana metabolites 

Cocaine metabolites 

Opiate metabolites 

Phencyclidine 

Amphetamines 

(nanograms in each milliliter) 

50 

300 

2,000 

1,000 

1,000 

(2) for confirmatory testing of urine, as follows: 

CUTOFF CONCENTRA nON 

SUBSTANCE 

Marijuana metabolite 

(nanograms in each milliliter) 

15 

(Delta-9-tetrahydrocannabinol-9-carboxylic acid) 

Cocaine metabolite (Benzoylecgonine) 

Opiates 

Morphine 

Codeine 

6-Acetylmorphine 

(when morphine concentration exceeds 

2,000 nanograms in each milliliter) 

Phencyclidine 

Amphetamines 

Amphetamine 

Methamphetamine 

CSHB 259( ) -2-

150 

2,000 

2,000 

10 

25 

500 

500 

New Text Underlined {DELETED TEXT BRACKETED} 
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3 

4 

5 

6 

7 

8 

9 

10 

II 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

WORK DRAFT WORK DRAFT 

(when amphetamine concentration is 

greater than or equal to 200 nanograms 

in each milliliter) 

26-LSI126\S 

(3) for testing of alternative specimens that is consistent with the 

mandatory guidelines for the federal workplace drug testing program adopted by the 

United States Department of Health and Human Services. 

(c) Unless the department or an agent or employee of the department knew or 

should have known that the results of a test conducted under this section were false 

and took action that affected a person's eligibility for cash assistance based on the false 

test results, a person may not bring an action for damages against the department or an 

agent or employee of the department for 

(1) good faith actions taken to conduct, or as a result of. alcohol 

impairment or drug testing under this section; 

(2) failure to test for alcohol impairment or drugs or for a specific 

drug; 

(3) failure to test, or if the test was undetected, failure to detect a 

specific drug or medical or psychological condition or disorder; 

(4) termination or suspension of an alcohol or drug prevention or 

testing program or policy. 

(d) In a claim for damages based on false test results. 

(1) a rebuttable presumption exists that the test results were valid if the 

department complied with this section and the regulations adopted under this section; 

and 

(2) the department may not be held liable for monetary damages for 

good faith reliance and reasonable actions taken as a result of false test results. 

(e) A person may not bring an action against the department based on the 

failure of the department to establish a program or policy on substance abuse 

prevention or to implement alcohol impairment or drug testing. 

Sec. 47.05.420. Confidentiality; liability. (a) The results of a test conducted 

under AS 47.05.410 are confidential, except that the results may be revealed to the 

recipient of cash assistance who was tested and to agents and employees of the 

-3- CSHB 2S9( ) 
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2 

3 

4 

5 

6 

7 

8 

9 

10 

II 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

WORK DRAFT WORK DRAFT 26-LS 1126\S 

department as required to determine eligibility for cash assistance. 

(b) A person may not bring an action for defamation of character or reputation 

as a result of disclosure of the results of an alcohol impairment or drug test under the 

alcohol impairment or drug testing program established under AS 47.05.410 unless 

(1) the results were disclosed to a person, other than an agent or 

employee of the department for the purpose of the testing program or under court or 

administrative order; 

(2) the information disclosed included false test results; 

(3) the information was negligently or intentionally disclosed; and 

(4) the elements of the tort claim are met. 

Sec. 47.05.430. Testing policies and procedures. (a) The department shall 

adopt testing policies that include 

(I) a list of substances tested; 

(2) a description of the testing methods and collection procedures, 

including on-site testing; 

(3) a right to confirmatory testing and the procedures for confirmatory 

testing; 

(4) the consequences for refusal to test or retest that are consistent with 

the provisions in AS 47.05.450; 

(5) the right of an applicant for or recipient of cash assistance to 

receive test results within five working days after the department receives the test 

results or the written request, whichever is later, if a written request is made by the 

applicant or recipient within six months after the test; 

(6) the right of an applicant and a recipient, on the applicant's or 

recipient's request, to receive, within 72 hours or before an adverse action is taken, 

whichever occurs first, a confidential explanation of the applicant's or recipient's test 

results; 

(7) providing the department's confidentiality and testing policies to 

applicants for and recipients of cash assistance not less than 30 days before initiating 

testing on the applicant or recipient. 

(b) The department shall pay the cost of testing and, if the testing is performed 

CSIIB 2S9( ) -4-
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2 

3 

4 

5 

at a location other than a location of the department, the cost of transportation to and 

from the testing center. 

(c) Sample collection and testing must 

(I) comply with scientifically accepted methods and procedures; 

(2) be performed at a location identified by the department and 

6 analyzed by a laboratory approved or certified by the Substance Abuse and Mental 

7 Health Services Administration or by the College of American Pathologists; 

8 (3) be conducted under reasonable, sanitary, and private conditions 

9 that are consistent with reliability; 

10 (4) be properly controlled and samples must be properly labeled; and 

II (5) include relevant medical information. 

12 (d) A positive drug test must be confirmed using a different analytical process 

13 than was used in initial testing. A positive drug test must be reported as a negative 

14 result if a licensed physician verifies that the test was affected by medication 

15 prescribed for the applicant or recipient tested. 

16 , (e) The department may not rely on a positive test result without confirmatory 

17 testing. 

18 Sec. 47.05.440. Training of test administrators. (a) The department shall 

19 ensure that not less than one designated employee of the department receives not less 

20 than one hour of training on alcohol abuse and an additional one hour of training on 

21 the use of controlled substances for the purpose of finding reasonable suspicion for 

22 testing under AS 47.05.400 - 47.05.500. 

23 (b) (fthe department provides on-site testing for alcohol impairment or illegal 

24 drug use under AS 47.05.410, the department shall employ on-site administrators who 

25 (I) have received training in person and written certification of the 

26 training by the test manufacturer's representative on the proper procedure for 

27 administering the test and on accurate analysis of the on-site test results; the training 

28 must include recognition of adulteration of a sample collected on-site; 

29 (2) agree in writing to maintain confidentiality under the testing 

30 policies adopted by the department. 

31 Sec. 47.05.450. Consequences of confirmatory positive testing. (a) Except as 

-5- CSHB 259( ) 
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provided in (b) of this section, the department shall deny or suspend cash assistance to 

2 an applicant for or recipient of the assistance who, under AS 47.05.400 . 47.05.500, 

3 has 

4 (I) been tested and received a confirmatory positive result for alcohol 

5 impairment or use of illegal drugs and fails to comply with a treatment program 

6 approved by the department; or 

7 (2) refused alcohol impairment or drug testing required by the 

8 department. 

9 (b) The department may provide cash assistance on behalf of an eligible 

10 recipient who is subject to denial or suspension under (a) of this section if the 

II department has in place an option for third-party receipt of the cash assistance for 

12 which the recipient or the recipient's family is otherwise eligible and the third party 

13 provides care, shelter, or food to the recipient or the recipient's dependent children. 

14 Sec. 47.05.500. Definitions. In AS 47.05.400 - 47.05.500, "cash assistance" 

15 means money received under Alaska Temporary Assistance under AS 47.27.010 -

16 47.27.085, Alaska Native Family Assistance under AS 47.27.200, and regional public 

17 assistance programs under. AS 47.27.300. 

18 * Sec. 2. AS 47.25.120 is amended by adding a new subsection to read: 

19 (b) A person must be a citizen of the United States or a legal alien as described 

20 in 8 U.S.c. 1181 - 1186 and not otherwise precluded from eligibility under state or 

21 federal law to be eligible for assistance under AS 47.25.120 - 47.25.300. 

CSIIB 259( ) -6-
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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 February 22, 2010 

SUBJECT: 

TO: 

FROM: 

Sectional Summary of CSHB 259( ), 
(Work Order No. 26-LS 1126\S) 

Representative Wes Keller 
Chair of the House Health and Social Services Committee 
Attn: Jim Pound 

Jean M. Mischel ~ 
Legislative Counsel fN 

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 L Establishes a program within the Department of Health and Social Services 
that provides for random and suspicion-based testing of recipients of cash assistance, as· 
defined, for use of alcohol that impairs a rccipient's ability to work or to seek work and of 
applicants for and recipients of cash assistance for the use of illegal drugs. Requires the 
adoption of regulations to carry out the program and provides cutoff concentrations tor 
drug testing and for specified testing and retesting procedures. Provides for 
confidentiality of test results and for limits on state liability. 

Section 2. Requires a person to be a citizen of the United States or a Icgal alien to be 
eligible for spcci tied cash assistance. 

JMM:med 
10-024.mcd 
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REPRESENTATfVEVVESKELLER 
DISTRICT 14 

MEMO 

To: Representative Wes Keller 

fm, *R"re~"",,,vo W" K,ll~ 
Cc: Representative Bob Herron 

Date: January 19, 2010 

Re: Request for hearing HB 259 (26-LSI126\R) 

Please consider this as a request for you to schedule HB 259- "Adult Public Assistance 
Eligibility" before the House Health and Social Services Committee. I have included a packet of 
information and will be glad to provide your committee staff a .pdf version it they so desire. 

HB 259 will establish certain requirements for individuals receiving public assistance. 
The decisions on how to administer the requirements will be left to the experts in the 
Department. This bill will give the Department a valuable tool to work with public assistance 
recipients in returning to productive employed lives. 

If you have any questions please feel free to contact my office. 

The infonnation contained in this memo is CONFIDENTIAL and/or privileged. This memo is intended to be reviewed initially by only 
the individual named above. If the reader of this page is not the intended recipient or a representative of the intended recipient, you 
are hereby notified that any review, dissemination, or copying of this memo or the information contained herein is prohibited. If you 
have received this memo in error, please immediately notify the sender by telephone and return this memo to the sender at the 
above address. 

Thank you 

E-Mail: RepresentativeWesKeller@legis.state.ak.us 
Call Juneau Tollfree: (800) 468-2186 

Website: www.akrepublicans.org/keller/ 

------------------ ----
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REPRESENTATfVEVVESKELLER 
DISTRICT 14 

Sponsor Statement 
House Bill 259 

"An Act relating to citizenship requirements and an alcohol 
impairment and drug testing program for applicants for and 

recipients of adult public assistance." 

The cost of substance abuse in Alaska is staggering. Crime, child abuse, broken homes, 
domestic violence, cost of business, auto and industrial accidents, poor productivity, chronic 
health problems all have a causal relationship with substance abuse. It is irrational to expect the 
government to provide compassionate assistance without giving it the ability to identify 
substance abuse problems. 

When we apply for a job we must provide proof of citizenship and in some cases we may also be 
required to submit to drug and alcohol testing. We comply because it is part of ensuring that we 
are qualified to work and because it is part of the package that returns a paycheck. 
Transportation, public safety, civil service, construction workers, and children who participate in 
sports are regularly asked to submit to drug and alcohol testing. Arguments in the public square 
against requirements for drug testing do not stand up to the arguments for the need to ensure 
safety. 

Our Department of Health and Social Services is mandated to provide public assistance to those 
who need it. It is not appropriate to simply provide assistance without knowing whether the 
assistance will actually be fueling an addiction problem. HB 259 gives the department a tool 
they need to determine if substance or alcohol abuse is part of the equation. HB 259 leaves the 
initiative with the Department regarding how to specifically respond to a person requesting aid 
according to best practices to restore them to a productive life in their community. 

E-Mail: ReoresentativeWesKeller@legis.state.ak.us 
Call Juneau Tallfree: (800) 468-2186 

Website: www.akrepublicans.arg!keller! 
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HOUSE BILL NO. 259 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY REPRESENTATIVE KELLER 

Introduced: 1/8/10 
Referred: Prefiled 

A BILL 

FOR AN ACT ENTITLED 

26-LS 1126\R 

"An Act relating to citizenship requirements and an alcohol impairment and drug 

2 testing program for applicants for and recipients of adult public assistance." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 • Section 1. AS 47.25.430(a) is amended to read: 

5 (a) Financial assistance shall be given under AS 47.25.430 - 47.25.615. so far 

6 as practicable under appropriations made by law, to every aged, blind, or disabled 

7 needy resident who has not made a voluntary assignment or transfer of property to 

8 qualifY for assistance. In this subsection, "resident" means a person who is 

9 (1) a citizen of the United States or a legal alien as described in 8 

10 U,S.c. 1181 - 1186; 

II ill living in the state voluntarily with the intention of making the state 

12 the person's home; and 

13 ill [WHO IS] not living in the state for a temporary purpose. 

14 • Sec. 2. AS 47.25.430(b) is amended to read: 

HB0259a -1- HB 259 
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(b) The department shall determine the amount of assistance with regard to the 

2 resources and needs of the person and the conditions existing in each case. Assistance 

3 shall be in an amount that will provide the applicant with reasonable subsistence . 
4 compatible with decency and health in accordance with standards established by the 

5 department and with the standards established under 42 U.S.c. 1381 - 1383 (Title 

6 XVI, Social Security Act Supplemental Security Income Program). Direct payments 

7 for medical services and remedial care may not be considered in determining the 

8 maximum amount payable. When benefit amounts under 42 U.S.c. 1381 - 1383 are 

9 increased as a result of an increase in the cost of living, the state shall pass along the 

10 increase to recipients and. to the extent federal funds are provided for the federal 

II benefit. shall increase the amount of the state contribution to recipients, other than 

12 those receiving a personal needs allowance, by a percentage of the state contribution 

13 equal to the percentage increase in the benefit amounts under 42 U.S.c. 1381 - 1383 if 

14 the legislature has appropriated money specifically for the purpose of increasing the 

15 state contribution because of an increase in federal benefit amounts under 42 U.S.c. 

16 1381 - 1383; this increase in the state contribution takes effect on the same day that 

17 the corresponding federal increase in benefits under 42 U .S.C. 1381 - 1383 takes 

18 effect. 

19 * Sec_ 3. AS 47.25 is amended by adding new sections to read: 

20 Sec_ 47.25.461. Alcohol impairment and drug testing; legislative findings 

21 and purpose. The legislature finds that a statewide threat to public safety exists with 

22 regard to the use of adult public assistance for the purchase of alcohol and illegal 

23 drugs. The purpose of the testing program established under AS 47.25.463 - 47.25.467 

24 is to reduce that risk and to protect the residents of the state. 

25 Sec. 47.25.463. Alcohol impairment and drug testing for eligibility; 

26 regulations; immunity. (a) Thc department shall implement a program consistent 

27 with AS 47.25.463 - 47.25.467 that provides for random and suspicion-based testing 

28 of recipients of adult public assistance for use of alcohol that impairs a recipient's 

29 ability to work or to seek work and of applicants for and recipients of adult public 

30 assistance for the use of illegal drugs. 

31 (b) The department shall adopt regulations to implement this section. The 
• 
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regulations must include testing policies consistent with AS 47.25.465 and specify the 

type of testing to be conducted and the illegal drugs to be included in the testing 

program. The drug tested must have a cutoff level that yields a positive test result 

established, as of November I, 2004, by the United States Department of Health and 

Human Services under 69 C.F.R. 19644. 

(c) Unless the department or an agent or employee of the department knew or 

should have known that the results of a test conducted under this section were false 

and took action that affected a person's eligibility for adult public assistance based on 

the false test results, a person may not bring an action for damages against the 

department or an agent or employee of the department for 

(I) good faith actions taken to conduct, or as a result of. alcohol 

impairment or drug testing under this section; 

(2) failure to test for alcohol impairment or drugs or for a specific 

drug; 

(3) failure to test, or if the test was undetected, failure to detect a 

specific drug or medical or psychological condition or disorder; 

(4) termination or suspension of an alcohol or drug prevention or 

testing program or policy. 

(d) In a claim for damages based on false test results, 

(I) a rebuttable presumption exists that the test results were valid if the 

department complied with this section and the regulations adopted under this section; 

and 

(2) the department may not be held liable for monetary damages for 

good faith reliance and reasonable actions taken as a result of false test results. 

(e) A person may not bring an action against the department based on the 

failure of the department to establish a program or policy on substance abuse 

prevention or to implement alcohol impairment or drug testing. 

Sec. 47.25.464. Confidentiality; liability. (a) The results of a test conducted 

under AS 47.25.463 are con!idential, except that the results may be revealed to the 

recipient of adult public assistance who was tested and to agents and employees of the 

department as required to determine eligibility for adult public assistance. 
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(b) A person may not bring an action for defamation of character or reputation 

as a result of disclosure of the results of an alcohol impairment or drug test under the 

alcohol impairment or drug testing program established under AS 47.25.463 unless 

(I) the results were disclosed to a person, other than an agent or 

employee of the department for the purpose of the testing program or under court or 

administrative order; 

(2) the information disclosed included false test results; 

(3) the information was negligently or intentionally disclosed; and 

(4) the elements of the tort claim are met. 

Sec. 47.25.465. Testing policies and procedures. (a) The department shall 

adopt testing policies that include 

(I) a list of substances tested; 

(2) a description of the testing methods and collection procedures, 

including on-site testing; 

(3) a right to confirmatory testing and the procedures for confirmatory 

testing; 

(4) the consequences for refusal to test or retest; 

(5) the right of an applicant for or recipient of adult public assistance 

to receive test results within five working days after the department receives the test 

results or the written request, whichever is later, if a written request is made by the 

applicant or recipient within six months after the test; 

(6) the right of an applicant and a recipient, on the applicant's or 

recipient's request, to receive, within 72 hours or before an adverse action is taken, 

whichever occurs first, a confidential explanation of the applicant's or recipient's test 

results; 

(7) providing the department's confidentiality and testing policies to 

applicants for and recipients of adult public assistance not less than 30 days before 

initiating testing on the applicant or recipient. 

(b) The department shall pay the cost of testing and, if the testing is performed 

at a location other than a location of the department. the cost of transportation to and 

from the testing center. 
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(c) Sample collection and testing must 

(1) comply with scientifically accepted methods and procedures; 

(2) be performed at a location identified by the department and 

analyzed by a laboratory approved or certified by the Substance Abuse and Mental 

Health Services Administration or by the College of American Pathologists; 

(3) be conducted under reasonable, sanitary, and private conditions 

that are consistent with reliability; 

(4) be properly controlled and samples must be properly labeled; and 

(5) include relevant medical information, 

(d) A positive drug test must be confirmed using a different analytical process 

than was used in initial testing. A positive drug test must be reported as a negative 

result if a licensed physician verifies that the test was affected by medication 

prescribed for the applicant or recipient tested. 

(e) The department may not rely on a positive test result without confirmatory 

testing. 

Sec. 47.25.466. Training of test administrators. (a) The department shall 

ensure that not less than one designated employee of the department receives not less 

than one hour of training on alcohol abuse and an additional one hour of training on 

the use of controlled substances for the purpose of finding reasonable suspicion for 

testing under AS 47.25.463 - 47.25.466. 

(b) If the department provides on-site testing for alcohol impairment or illegal 

drug use under AS 47.25.463, the department shall employ on-site administrators who 

(I) have received training in person and written certification of the 

training by the test manufacturer's representative on the proper procedure for 

administering the test and on accurate analysis of the on-site test results; the training 

must include recognition of adulteration of a sample collected on-site; 

(2) agree in writing to maintain confidentiality under the testing 

policies adopted by the department. 

Sec. 47.25.467. Consequences of confirmatory positive testing. The 

department may deny or suspend adult public assistance to an applicant for or 

recipient of the assistance who. under AS 47.25.463 - 47.25.467, has 
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(I) been tested and received a confinnatory positive result for alcohol 

impairment or use of illegal drugs; or 

(2) refused alcohol impairment or drug testing required by the 

department. 
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Influences on Substance Use in Alaska 

Extensive national research spanning over fifty years'-lO has demonstrated a strong association between specific social 
conditions, personal experiences and the use of tobacco, alcohol and other drugs in adolescence. Most states track 
substance use by monitoring data on tobacco, alcohol and other drug consumption (e.g. 30 day use, binge use, ever 
use) or the consequences of use (e.g. drinking driving crashes, hospital visits, school suspensions.) Instead of tracking 
consumption and consequence data exclusively, Alaska must monitor research-based influences that impaa substance 
use, as well. The more protective factors are increased (and risk factors reduced) the more likely substance abuse 
and suicide can be prevented. The priority influences on adolescent substance use are as follows (definitions and cita­
tions may be found on pages 4-6.) 

Priority Factors Alaska Data 
Protective Factor Indicators Protective Indicators with Baseline Data 

Connection to Family Developmental Indicator Stage I 

Connection to School 33.4% of students agree that their school has a positive climate 

9.5% of students are connected to their school sees 2007 

Positive Connection to Other Adults 87% of students have a positive connection with at least one 
other adult outside of their home. YRBS 2007 

Engagement in Meaningful Activities 51 % of students are involved in volunteer and helping activities 
one or more times per week. YRBS 2007 

Social, Emotional and Employability 28.3% of students report they have social, emotional and 
Skills 

employability skills. sees 2007 

Cultural Identity Developmental Indicator Stage I 
( Loss of cultural identity can be 8 risk factor. see below) 

Risk Factor Indicators Risk Indicators with Baseline Data 

Experienced child abuse (neglect, Ala!l.i<:,!l c!luaren are ap\-,s~a or neglectea ~ a sU"&'~!!lr:~~!~q/ate 

physical, sexual abuse) 
of 24.5 cases per 1,000 children, ages 0-17. ocS,ow"~" .. 2007 

Family violence rate: Developmental Indicator Stage /I 

Early initiation of substances 
20.4% of students have used alcohol before the age of 13. YR'S2007 

Death by suicide of a family 20.6 suicides were completed per 100,000 Alaskans DYO <uu, 

member 
Death rate of family members by suicide: Developmental Stage II 

Availability of alcohol and other Developmental Indicator Stage /I 

drugs 

Community norms and laws Developmental Indicator Stage /I 

related to alcohol, drug use 

Loss of Cultural Identity Developmental Indicator Stage I 

Developmental stage I: Indicator needs to be defined and measurement system put into place 

Developmental stage 1/: Potential indicator in place, existing data system needs further support and refinement 

r:!Q!!i. The risk and protective fadar indicators are state and population-based; the data may not be available for individual communities. 
Indictors may be modified for prevention programs and services, as performance measures. 

Page 2 
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Influences of Substance Abuse in Alaska 

Scope of project 

In 2006 a State Epidemiological Outcomes Workgroup (SEOW) was created to collect. analyze. and report sub­
stance use incidence. prevalence and other related data. An "influences subcommittee" was created to: I) identify 
and prioritize the factors that influence substance use and abuse. and 2) identify existing and recommend new indica­
tors to monitor over time. 

Process: The "influences subcommittee" began with the adolescent population while recognizing the significant 
need to look at younger and older populations as well. The risk and protective factor national research for adoles­
cent substance use (and other risk behaviors) prOVided the working foundation. Additional factors were considered 
that had a strong research base of support. The priority factors were selected based on: I) strength of the research; 
2) relevance to Alaska; and 3) ability of a community Istate partnerships to change that factor. To assure a compre­
hensive review. we examined factors across the social domains (family. community. school. and individual.) The avail­
ability of the data did not exclude a factor if it was considered to be of major significance to the Alaska population. 
For example. poverty is highly correlated with substance abuse. but not easily amenable to change. 

Through this process five protective factors and five risk factors were prioritized. In addition. cultural identity or loss 
of culture was selected as factor that has tremendous influence on one's sense of self and subsequent behavior. 
Next the group turned to identifying population-based indicators for each of the selected factors. This process was 
divided into I) factors with existing indicators and data; 2) factors with some indicators. but not reliable data at this 
point data; 3) factors that remain of high significance without indicators or data. at this time. 

The Influences on Substance Abuse in Alaska was further reviewed by the data analyst for the Division of Behavioral 
Health as well as the full State Epidemiological Outcomes Workgroup. 

This report is comprised of baseline data for the priority factors and their indicators. Three factors (family violence. 
availability of alcohol. community norms and laws) have indicators needing further refinement andlor support for data 
collection. Two factors (connection to family. cultural identity) do not have indicators at this time. The subcommit­
tee urges the state to partner with interested organizations to further define indicators and develop accurate meas­
urement tools for both of these factors. 

Although the indicators are population-based Alaska measures. they are not meant to take precedent over commu­
nity or program-based measures. This is important to note so that community planning efforts to deliver programs 
and services continue to be community-driven. The identified indicators reflect the need for a consistent source of 
population-based data that can be monitored over time across Alaska. Other community and program-based indica­
tors continue to be developed and provide further support for advancing our efforts for data collection and evalua­
tion in Alaska. 

As noted previously. while the risk and protective factors identified in this report are based on research for adoles­
cent substance use. many of the factors have implications for adult and older populations as well. A review of the 
literature was not conducted specifically for adults and may need additional scrutiny and peer review to determine 
both the availability and reliability of the research. Research on loss of culture and cultural identity was more thor­
oughly reviewed to apply across the lifespan. to children. youth and adults. and is cited here. Unfortunately. indica­
tors in this area were difficult to locate. although promising as new measures are being developed. 

In closing. two studies 7.lO found the presence of both protective factors: family support and school support in ado­
lescents who have been physically abused. will reduce the likelihood of suicide attempts more than the mere removal 
of the risk factor of substance use (e.g. alcohol. drugs) regardless of gender. While communities must continue to 
reduce the factors that put children at risk. these studies point to the powerful impact protective factors can play in 
helping children cope with life experiences. they have no control over. 

Page 3 
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Risk and Protective Factor Definitions and their Indicators 

The definition fo~ each facto~ is de~ived f~om its ~esea~ch. Indicaton a~e based on existing Alaska 
data sou~ces that best match the definition. Some indicato~s a~e in a "developmental" stage, they 
have yet to be fo~malized. A b~ief summa~ of the developmental stage is offe~ed. 

Indicators of Protection 

Connection to Family (bonding) - Family connectedness has several components. Connectedness refers to the feelings of 
warmth. love and caring children get from their parents. Children who feel support and connection report a high degree of 
closeness. feelings of being understood. loved. and wanted. A parental presence is related to connection; it refers to a parent 
being present during key times: before school, after school, dinner. bedtime and doing activities together. A "positive parenting 
style" involves high expectations, clear family rules. fair and consistent discipline practices and age appropriate supervision and 
monitoring of behavior. friends and whereabouts. The Add~Health study found this to be one of the strongest protective factors 
against all risk behaviors. 1.-4.6.8.7.8.11.15.11.15 

Indicator Developmental Stage I: Indicator needs to be defined and measurement system put into place. 
Status: Alaska does not collect population-based data related to parent/family connectedness. Indicators for this protective fac­
tor include: percent of families that - engage in regular routines (i.e. eating dinner together); participate in activities together; 
discuss current events/activities; or monitor children's behavior and set rules. Recommendation: The subcommittee urges the 
state to partner with interested organizations to further define family connectedness and develop indicators and measurement 
tools. 

Connection to School - Students feel "connected" (attached or bonded) to their school based on their feelings about the peo­
ple at school. both staff and other students. School connectedness is closely related to a caring pOSitive school climate. School 
connectedness protects adolescents against many health risks. including smoking. alcohol. drug use. and early sexual initiation. 
Positive school climate and connectedness have been shown to contribute positively to academic achievement. 1.6.8.9.10.15.1126 

Two Indicators: Percent of students agreeing that their school has a positive climate and percent of students that report being 
connected to their school. Data source: School Climate and Connectedness Survey 2007. (AASB) 

Positive Connection to Other Adults - This factor refers to the student's perception that they receive support and caring in 
relationships with adults. other than family members i.e. neighbors, coaches. teachers. mentors or ministers. As children grow. 
they become involved in an expanded network of significant relationships. This enlarged network includes many adults who can 
provide regular contact, mentoring. support. and guidance. 1.3.4.5.9.IO.II.I3a.I".11.15 

Indicator: Percent of students who have a positive connection with at least one other adult outside of their home. 
Data source: Youth Risk Behavior Survey 2007 (DEED/DHSS) 

Engagement in Meaningful Activities - This refers to activities involving volunteering and helping others in community or 
peer-based programs. or service-learning projects. This protective factor is associated with the reduction of several risk-taking 
behaviors (alcohol. tobacco or drug use, delinquency, anti-social behaviors. teen pregnancy, school suspensions or school drop­
out. Programs increase skills and positive development when youth are involved in all phases: planning. organizing. implementa­
tion and evaluation. 1.3.4.6.7.6.8.9.11,15.25.28.17.29 

Indicator: Percentage of students are involved in volunteer and helping activities one or more times per week. 
Data source: Alaska Youth Risk Behavior Survey 2007 (DEEDIDHSS) 

Social, Emotional and Employability Skills - This refers to the abilities that equip young people to make positive choices. 
maintain healthy relationships and succeed in life; the skills include: communication, conflict resolution, empathy. resistance. 
problem solving/decision making and cultural competence. 1 .... 5.8.9.11 

Indicator: Percent of students who report they have social. emotional and employability skills. 
Data source: School Climate and Connectedness Survey 2007 (AASB) 

Indictors of Risk 

Experienced Child Abuse (neglect, physical, sexual) o~ other family violence· Research suggests that children or 
youth who have been physically abused or neglected are more likely than others to commit violent crimes and/or become preg­
nant. Exposure to high levels of marital and family discord or conflict also appears to increase risk, as does antisocial or delina 

quent behavior by siblings and peers. 1.6.11,17.20 

Child Abuse Indicator Rate of substantiated child abuse and neglect per 1,000 children ages 0-17. 

Page 4 
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Definitions (continued) 

Experienced Child Abuse (neglect, physical, sexual) or other family violence (continued) 

Family Violence Indicator Developmental Stage II: Existing measurement system needs further support and refinement. 
Status: The reporting of interpersonal violence remains incomplete. Victim services data, from the Council on Domestic Violence 
and Sexual Assault (CDVSA), is not representative of aU incidents of family violence--only those who seek services. The CDVSA 
2006 Annual Report identifies victim services data by total number. type of services (including age. gender and incident types) and 
by region. Recommendation: This indicator may become more representative if data collected from women's shelters and crisis 
centers are aggregated along with domestic violence reports from police and law enforcement records. This would not account 
for many rural and remote areas where there is no law enforcement or no reporting methods designed to collect this informa· 
tion. Furthermore. the addition of standardized questions about interpersonal violence to existing population·based surveys (e.g. 
PRAMS, YRBS, BHRFS) wiU enhance the development of a reliable indicator. 

Early Initiation of Substances· The earlier young people begin using drugs. committing crimes. engaging in violent activity, 
dropping out of school and becoming sexually active. the greater the likelihood that they will have problems with these behaviors 
later on. For example. research shows that young people who initiate drug use before the age of IS are at twice the risk of having 
drug problems as those who wait until after the age of 19. 6.S.IS 

Indicator' Percent of students that have used alcohol before the age of 13. Data Source: Youth Risk Behavior Survey 2007(DHSS) 

Availability of Alcohol and other Drugs. The more available alcohol and other drugs are in a community, the higher the risk 
that young people will use and abuse these substances. The perceived availability of drugs is also associated with greater risk of 
use. In schools where students believe drugs are more available. a higher rate of drug use occurs. S.I2,IS 

Indicator Developmental Stage II: Existing measurement system needs further support and refinement. 
Status: The Office of Public Safety, Alcoholic Beverage Control Board (ABC) conducts ongoing compliance checks (of sales to 
minors) of package stores, bars, lounges and restaurants across Alaska. The ABC board also collects data related to failure rates, 
but it has not consistently tracked this information until 2007. Recommendation: The data needs fu'1her analysis and the system 
of compliance checks needs additional support. Other indicators related to access may need to be considered as well. 

Family History of Suicide or Attempts - Youth who have a suicide among any family member in the past 12 months are at 
greater risk for attempting suicide. 1.1.11 

Indicator: Completed suicide rate per 100,000 Alaskans (aU ages) based on 2000-2004 data. 
Data Source: Alaska Bureau of Vital Statistics, February 2007 
Death rate of family members by suicide Indicator: Developmental Stage II. Vital Statistics is beginning to analyze mortality data 
and familial relationships. 

Community Norms and Laws related to Alcohol and Drug Use· Community norms (the attitudes and policies a commu· 
nity holds about alcohol/drug use) are communicated in a variety of ways: through laws and written policies, informal social prac· 
tices, and through the expectations parents and community members have of young people. (e.g. alcohol taxes, local option or 
drunk driving laws, perceptions of disapproval) 8.11.12.18 

Indicator Developmental Stage II: Existing measurement system needs further support and refinement. 
Status: The Office of Public Safety, Alcoholic Beverage Control Board (ABC) has information on local alcohol laws and controls 
(e.g. licenses. sales and local option restrictions). The current and available data on social norms and attitudes of drug and alcohol 
use in Alaska. is collected through the National Surveys on Drug Use and Health. Recommendation: The statistics from the ABC 
board needs to be reviewed to identify if there is enough data to compile a statewide indicator related to alcohol control laws. 
The data from the National Surveys on Drug Use & Health need to be reviewed for its strength as a population.based Alaska indi­
cator. 

Loss of Cultural Identity (Protective Factor: Cultural Identity) • Alaska Native and American Indian people may face ad­
ditional risks associated with alcohol and other drug use. The increased vulnerability may be due to marginalization, stigmatiza· 
tion, and loss or devaluation of language, culture, spiritual and traditional healing practices, and subsistence living. Another prob. 
fern may be lack of access to culturally appropriate health care. Alaska Native and American Indian communities also experience 
higher levels of stress due to historical trauma and rapid cultural change. Other ethnic persons or groups may experience similar 
risk factors. H,I6.t9.21 

Indicator: Developmental Stage I: Indicator needs to be defined and measurement system put into place. 
Status: Information related to cultural identity such as percentage of Native language speakers and the number of rural house­
holds practicing subsistence lifestyles. exists primarily at the regional or local level. There are several ongoing research projects 
exploring the factors related to loss or preservation of culturaJ identity in Alaska. This research can assist in the development of 
stronger measures that may form the basis for future population-based and program.based indicators. Recommendation: The 
current indicators will require further analysis and represent onfy two elements of preservation or loss of cultural identity. The 
subcommittee urges the state to partner with interested organizations to further define cultural identity and develop indicators 

Page 5 
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Risk & Protective Factor/Indicator Citations 

I. Resnick, M.D. et aL (1997). Protecting Adolescents from Harm: Findings from the National Longitudinal Study on Adolescent 
Health. Journol of the Americon Medical Association. 278 (10). 823-832; National Longitudinal Study of Adolescent Health (1995-2003) 
Series of Monographs. 

2. Child Trends. (2002). Building a better teenager: A summary of what works in adolescent development. Washington. D.C. Child Trends. 
3. Rutter, M. (1985). Resilience in the face of adversity. British Journal of Psychiatry. 147. 598-611. 
4. Werner, E. E., & Smith. R. S. (1992). Overcoming the Odds: High risk children from birth to adulthood. Ithaca. NY: Cornell University 

Press. 
5. Garmezy, N. (1985). Stress-resistant children: The search for protective factors in J. E. Stevenson (Ed.), Recent research in devel­

opmental psychopathology. Journal of Child psychology ond psychiatry book supplement no.4 (pp. 213-233). Oxford. England: Pergamon 
Press. 

6. Catalano, R. F. et. al. (1998). Positive youth development in the United States. Retrieved: http://aspe.hhs.gov/hsp/PositiveYouthDev99 
7. Borowsky, I. et al. (1999). Suicide Attempts Among American Indian and Alaska Native Youth. Archives Pediatrics Adolescent Medidne 

Vol 153.573-580. 
8. Hawkins J D. et at (1992). Risk and Protective Factors for Alcohol and Other Drug Problems in Adolescence and Early Adulthood: 

Implications for Substance Abuse Prevention. Psychological Bulletin. I 12( I). 64~ lOS. 
9. Scales, P .C. & Leffert. N. (1999). Developmental Assets: A Synthesis of the Scientific Research on Adolescent Development Minneapolis: 

Search Institute. 
10. Springer, F_ (2001). EMT. National Cross-Site Evaluation of High Risk Youth Programs to Address Substance Abuse (CSAP). 
II. National Youth Violence Prevention Resource Center. Sponsored by US Department of Health and Human Services. 
12. Surgeon General's Call to Action to Prevent Suicide (1999) Department of Health and Human Services. 
13. J. Eccles & J. Goodman. eds. (2002). Community Programs to Promote Youth Development. 

National Research Council and Institute of Medicine. National Academy Press. a) Grossman & Tierney (1998) Big Brothers. Big Sis~ 
ters Evaluation 187~189; b) Catalano et. al. (1999) Positive Youth Development Programs in the US: Research Findings on Evalua~ 
tions of Positive Youth Development Programs.175~ 177. 

14. Segal, B. (1999) Alaska Natives combating substance abuse and related violence through self healing: a report for the people. A 
report to the Alaska Federation of Natives. The Center for Alcohol and Addiction Studies. The Institute of Circumpolar Health Studies. 
University of Alaska Anchorage. 

15. Bernard, B. (2004) Resiliency What We Hove Learned. 
16. Berry, J. W. (1985) Acculturation and mental health among circumpolar peoples. Circumpolar Heahh 84: 30S·31 I 
17. Boyer, D. & Fine. D .• (1992) Sexual Abuse As a Factor Adolescent Pregnancy and Child Maltreatment. Family Planning Perspectives. 

Vol 24; I: 4-11. 
18. Hawkins, D .• et al. (1993) Communities That Core. curriculum. Developmental Research and Programs. Seattle. WA. 
19. Wolsko, C (2007) Stress. coping. and the well being among the Yup'ik of the Yukon-Kuskokwim delta. the role of enculturation and 

acculturation. International Journal of Circumpolar Health. 66 (I). 
20. American Medical Association (1992). Family Violence: Adolescents as Victims and Perpetrators. Report I of the Council on Sci­

entific Affairs (A-92). 
21. Mohatt, G.et.al. Tied together like a woven hat Protective pathways to Alaska native sobriety. Harm Reduction Journal 2004.1: I O. 
22. McNeely, C. et al. (2002). Promoting School Connectedness: Evidence from the National Longitudinal Study of Adolescent Health. 

Journal of School Health. Vol 72 no 4. 138-146. 
23. Lonczack, H. et al. (2002). Effects of the Seattle Social Development Project on Sexual Behavior. Pregnancy and Birth and Sexually 

Transmitted Disease Outcomes by Age 21 Years. Archives Pediatrics and Adolescent Medicine. Vol. I S6 No. S. 
24. Murphey, D. et al. (2004). Relationships of Brief Measure of Youth Assets to Health -Promoting and Risk Behaviors. Journal of 

Adolescent Heolth (2004):34-184-191. 
25. Oman, R. et al. (2004). The Potential Protective Effect of Youth Assets on Adolescent Alcohol and Drug Use. American Journal of 

Public Health Vol. 94. No 8. 1425-30. 
26. Whitlock J. (2005) Places to Be Places to Belong. Cornell University 
27. Perry, C. (1988) "Comparing Peer-Led to Teacher-Led Youth Alcohol Education in Four Countries." Alcohol Health & Research 

World. Vol. 12; 4. 322-326. 
28. Rickert, V. et at (1991)"Effects of Peer-counseled AIDS Education Program on Knowledge. Attitudes. and Satisfaction of Adoles­

cents" Journal of Adolescent Health. Vol 12.: 38-43. 
29. Slap, G .. et al. (1991) "Human Immunodeficiency Virus Peer Education Program for Adolescent Females." Journal Adofescent Health. 

Vol. 12.434-442. 
30. Coe, M. Suicide Attempts in Physically Abused Adolescents: Protective and Risk Factors Prevention Science Seminar 6.1 J .2003 

Alaska Influence Indicator Data Sources 
• Child Abuse Rate 2007 - Calculated by the Ollice of Children's Services. ORCA investigation for SFY07. 

• School Climate and Connectedness Survey 2007. Association of Alaska School Boards (AASB). 

• Suicide Rate (2000-2004 ) - Calculated by the Alaska Bureau of Vital Statistics (BVS). February 2007. 

• Youth Risk Behavior Survey 2007. Department of Education and Early Childhood and Development (DEED) and Department 

of Health and Social Services (DHSS). 
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Press Release 
State of Alaska> Health & Social Services> Press 

PRESS RELEASE - For Immediate Release 
November 29, 200 I 

SUBSTANCE ABUSE COSTS ALASKA $614 MILLION A YEAR 

New Study from McDowell Group Shows Economic Impacts 

The negative economic impacts of alcohol and other drug abuse amount to about $614 million a 
year in Alaska, according to a new study completed by the McDowell Group for the Governor's 
Advisory Board on Alcoholism and Drug Abuse (ABADA). 
"This is a staggering blow to Alaska's economy, communities and families," said Advisory Board 
chair Eric Tomasino of Palmer. "Year after year, substance abuse and chemical dependency drain 
our human and economic resources." 
The study looked at five basic ways in which alcohol and other drug abuse cost money: 
productivity losses, traffic crashes, criminal justice system and protective services, health care 
and public assistance. Alcohol abuse costs accounted for $453 million per year, while other drug 
abuse costs were estimated at $161 million annually. 
"We have always known that alcohol and other drug abuse exacts a high human toll in Alaska," 
said Pam Watts, Executive Director of ABADA. "But until now, we had to rely on national studies 
to estimate the economic costs to our state. This report gives us strong, Alaska-specific data to 
use," 
According to the study, lost worker productivity accounts for more than half of the annual 
economic impact, $319 million per year. These losses occur when alcohol and other drug abuse 
results in premature death, reduced efficiency of workers through physical or mental 
impairment, incarceration for a criminal offenses, or inpatient treatment or hospitalization. 
Of the productivity losses, nearly half were due to premature death from alcohol and other drug 
abuse. The economic loss for 1999 for this cause alone was $172 million, based on an annual 
average number of deaths related to alcohol and other drug abuse. Between 1994 and 1998, this 
was an average 224 deaths a year. 
The Economic Costs of Alcohol and Other Drug Abuse in Alaska, Phase Two report was prepared 
for ABADA by McDowell Group, a research-based consulting firm in Juneau and Anchorage, with 
a grant from the Alaska Mental Health Trust Authority. The ABADA is appointed by the Governor 
to advise the Administration and Legislature on substance abuse issues. 
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Public Health 
State of Alaska> Health & Social Services> Public Health 

I'rog~all1s 
• Alaska Crash Outcomes Pilot Project 

• Alaska Office of Rural Health 

• Alaska Primary Care Office 
o Loan repayment programs 
o CHC 
o HPSA 
o MUA 

• Certificate of Need 
• Community Health Aide Training and Supervision (CHATS) Grants 

• Comprehensive Integrated Mental Health Plan (Moving Forward) 

• Frontier Extended Stay Clinics (FESC) 

• Hospital Discharge Data System 

• Rural Hospital Flexibility 

• Small Hospital Improvement 

• State Planning Grant 
• Telehealth and Health Information Technology 

• Links and Resources 

• Publications 

More Information 

• Alaska health plans and special reports 

• Community Data and Information 

• Community Health Centers 

• Comprehensive Integrated 

• Mental Health Plan 

• Critical Access Hospitals (CAH) 

• Health insurance coverage 

• Shortage designations (HPSAs and MUAs) 

• Rural hospilals 

• State Office of Rural Health 

• Workforce 
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Figure 2 
U.S. and Alaska Alcohol Consumption Comparisons 

"'I 19'}1 '''J 1"-' .'H 1'" .,,' L~ 1999 1000 1001 1001 .tOOl lao.. l~ 

Alcohol consumption rates reflect the prevalence and severity of alcohol related problems. The alcohol 
consumption rate in Alaska has been higher than the rate in the rest of the nation during each of the last 14 
years, and is well above the Healthy Alaskans 2010goal of 2.2 gallons or less per person per year. 
Data from the National Institute on Alcohol Abuse and Alcoholism (NIAAA) indicates that Alaska remains in the 
highest group for alcohol consumption in the nation (per capita ethanol consumption per 10.000 people aged 
14 and over). Consumption rates are calculated with in-state sales of alcoholic beverages and the state 
population of persons 14 years and older. 

Source: Alaska Department of Revenue; Alaska DHSS Division of Behavioral Health; compiled by NCADD 
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Alaska receives $10.7 million for substance abuse prevention 
infrastructure 
The Substance Abuse and Mental Health Services Administration (SAMHSA) awarded a five-year, 
$10.7 million grant to DHSS, Division of Behavioral Health. The grant will focus on Alaska's ability 
to de-velop and promote community health and well ness by building regional and community 
prevention infra-structure and capacity, with a specific emphasis on prevention of substance use and 
abuse. 
The state is required to utilize the five steps of the Strategic Prevention Framework - assessment, 
capacity building, planning, implementation and evaluation. The goal is to have the first three steps 
com-pleted by June 20 I O. Once the state's implementation plan has been approved by SAMHSA's 
Center for Substance Abuse Prevention, the state will solicit proposals from regional and/or 
community coalitions to develop a prevention infrastructure and capaCity at the local level. These 
grant awards will not be for di-rect services, but for building sustainable infrastructure and capacity 
to prevent the consequences of aleo-hol and other drug use at the community and regional level. 
Each sub-recipient will be required to also use the five steps of the SPF, and to develop strategies 
based on what the assessment data tells them-a true data driven process. Proposals will be 
accepted from regional/community coalitions with the ability to con-duct a thorough needs and 
capaCity assessment; drawing on the input and commitment of the region/community at-large. 

While direct program services will not be funded through these grant awards, we will encourage 
the utiliza-tion of environmental strategies that promote changing social and community norms, 
practices and policies. 
We are very excited about the SPF SIG and the prevention opportunities these funds will provide 
to Alaska. Focusing on coalition building, community assessments, data-driven decision making, 
infrastruc-ture, capacity and sustainable systems change will enhance our overall prevention efforts 
and assist us in changing the trends of aleohol and drug use in Alaska and the devastating 
consequences that occur. 

Working through and with coalitions is how we envision the fu-ture for community-driven 
. prevention activities. The old way of doing business isn't getting us where we want to go--human 
and dollar re-sources are not abundant enough to allow individual agencies to work in isolation on a 
single issue. We know that social issues are intertwined. yet we continue to approach these 
problems as independent silos of activity .... By putting our energy and emphasis on building and 
sustaining community coalitions, the ability to promote healthy communities; to build strong 
protective factors; and to reduce risk factors will be greatly increased and the outcomes more 
pOSitive and hopeful. We thank everyone who attended the training and look forward to following 
up with future training to continue building a strong coalition framework for 

Family Risk Factors 

Family history of the problem behavior - If children are raised in a family with a history of 
alcohol/ drug addiction, it increases the likelihood that children will also have alcohol and other 
drug problems. If children are raised in a family with a history of criminal activity, the risk of 
juvenile delinquency increases. Similarly, children who are raised by a teenage mother are more 
likely to become teen parents, and children of dropouts are more likely to drop out of school 
themselves. 2,4,8.11." 



3404 

Family management problems - Poor family management practices include lack of clear 
expectations for behavior, failure of parents to monitor their children - knowin~ where they are 
and whom they are with, and excessively severe or inconsistent punishment. ,18 

Family violence and conflict - PerSistent, serious conflict between primary caregivers or 
between caregivers and children appears to increase children's risk for all of the problem 
behaviors. Whether the family consists of two biological parents, a single parent, or some other 
primary caregiver appears to matter less than whether the children experience much conflict in 
their families. For example, domestic violence in a family increases the likelihood that young 
people will engage in delinquent behaviors and substance abuse, as well as become pregnant 
or drop out of school. 8.18 

Parental attitudes favorable to substance use and other problem behavior - Parental 
attitudes and behaviors toward drugs, crime, and violence influence the attitudes and behaviors 
of their children. Parental approval of young people's moderate drinking, even under parental 
supervision, increases the risk that the young person will use marijuana. Similarly, children of 
parents who excuse them for breaking the law are more likely to develop problems with juvenile 
delinquency. In families where parents display violent behavior, children are at greater risk of 
becoming violent. 8.18 

The Advisory Board on Alcoholism and Drug Abuse, through the Alaska 
Department of Health and Social Services, contracted with McDowell Group in April 
2005 to update a prior study on the economic costs of alcohol and other drug abuse 
in Alaska. 
Alcohol and other drug abuse impacts the economy in many ways. Public safety, 
health care, and public assistance are among the areas impacted by alcohol and other 
drug abuse. The extent of these impacts is evident in the level of alcohol and other 
drug dependency and its associated cost on the Alaska economy. According to a 
1998 study, 9.7 percent of Alaska's population is dependent upon or abuses alcohol 
(39,596 residents), while 1.5 percent is other drug dependent (14,238 residents). The 
total cost of this dependence to the Alaska economy is estimated to be $738 million 
during 2003. Alcohol abuse costs accounted for $525.5 million (71 percent). Other 
drug abuse costs were estimated at $212.5 million (29 percent). Costs by category 
include: 
D $367 million from productivity losses. 
D $154 million from criminal justice and protective services. 
D $178 million ITom health care. 
D $35 million from traffic crashes. 
D $4 million from public assistance. 

Public Assistance and Social Services 
A portion of public assistance expenditures can be attributed to alcohol and other 
drug abuse. Alcohol and other drug-dependent persons may qualify for public 
assistance because of reduced income, inability to hold ajob, or disability caused by 
substance abuse. Costs attributed to abuse (program administration costs only) were 
an estimated $4.1 million in 2003. 

---------



3405 

Iditarod to drug test on the trail BY TODD L. DISHER Frontiersman 

WASILLA - In a rule change that directly affects the event's three-time reigning champion, the 
governing body of the Iditarod Trail International Sled Dog Race will impose a strict drug testing 
policy on mushers starting in 20 I O. 

Rule 29 now allows race officials to test mushers with or without cause, individually or as a 
group, and on a fixed or random schedule for the presence of prohibited drugs or alcohol. 

The Iditarod Trail Committee Executive Director Stan Hooley said the rule change comes in 
response to a request from mushers. 

"(The Iditarod Official Finishers' Club) said to us, 'We want you to implement a drug testing 
program to make sure no unfair advantage is gained. We are interested in the safety and the 
integrity of everyone in the race, ", Hooley said. 

But for Lance Mackey, the musher who has dominated the sport for the last three years, the rule 
change is purely political. 

"Some of the people who are pushing the issue are the people who can't beat me on the trail, so 
they are trying to beat me off it," Mackey said. 

Mackey survived a battle with throat cancer in 2001 and openly admits to using marijuana for 
what he says are medicinal purposes and with a doctor's approval. 

"I have no taste buds and no real appetite," Mackey said, as one ofthe purported benefits of 
marijuana is to improve food consumption. "It also helps me pay attention and focus on what I'm 
doing." 

It's that last part that irks fellow musher Ken Anderson. Anderson said he understands if Mackey 
uses marijuana to maintain his health, but if it really does help him stay focused, then it offers an 
unfair advantage. 

"I guess that is a little bit troubling, that he was getting a leg up," Anderson said. "And, that was 
against race rules." 

Anderson is referring to the rule that has bccn in place banning substances like marijuana even 
before the rule was recently changed. However, what the past rule lacked, Hooley said, was 
enforcement. 

"There wasn't a protocol in place for (drug testing) that would stand up," Hooley said. "You 
need to have professionals in place to carry out a program like that." 

Alier the request from the IOFC, Hooley said the rule became fonnalized with an agreement 
with WorkSafe Inc., a company that does drug testing for companies around the state. By 
offering WorkSafe a race sponsorship, the committee was able to get a contract for the tests at a 
reduced rate. he said. 
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The urine samples can be taken anywhere along the trail and flown to the testing facility in the 
Lower 48. Hooley said the turnaround time from sample taken to results should be about 48 
hours, and the results will indicate levels of both illegal drugs and performance-enhancing 
substances. 

As to why marijuana was included on the list of substances prohibited, Hooley said the 
committee was following federal guidelines. Alaska state law allows possession of up to I ounce 
of marijuana, but "by federal standards, marijuana is still an illegal drug," Hooley said. 

What's more, marijuana is not eligible for the therapeutic exemption clause in the new rule. 
Hooley said marijuana only requires a physician's recommendation, not necessarily a 
prescription. Also, there is no regulated dispensing system that controls the dose because the 
federal government does not recognize marijuana as a medicine, Hooley said. 

"Is marijuana considered performance-enhancing? I think most scientific folks would say no. 
But, it is an illegal drug that is not dispensed by the FDA through a prescription," Hooley said. 

For his part, Mackey said he would not seek the therapeutic exemption even if it was offered, 
saying he does not want to use his medical marijuana card as a crutch. However, he said he still 
does not understand the reasoning behind the ruling. 

"It's a dog race. They are the ones performing to get us to Nome. It didn't jeopardize their 
performance last year," Mackey said. "I finished with 15 of my 16 dogs and with a 12-hour lead 
in the toughest conditions the Iditarod has ever seen. It didn't do anything to hinder my 
outcome." 

Asked if this means he used marijuana on the Iditarod trail last year, Mackey hesitated, but said 
yes. 

"I wasn't dependent on it everyday. There was a little bit here and there. But it is irrelevant," he 
said. 

What people don't understand, he said, is the effect cancer and the following chemotherapy and 
radiation treatment had on his body, and how marijuana alleviates this pain. 

"I do not condone kids using pot. This is something I have had to deal with because of my 
medical history," Mackey said. "I don't know how to explain this. It seems like it is one of the 
reasons I'm still breathing." 

Looking forward, Mackey said he is going to run a clean race in 20 I 0 and likes his chances of 
becoming the first musher to win four Iditarod races in a row. 

"I'm pretty confident. [f [ come in 50th this year, of course people are going to start pointing 
fingers," Mackey said. "But if they think my success in the past has been based on my marijuana 
use, they have more problems than me." 
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Social effects 

The social problems arising from alcoholism can be massive and are caused in part due to the 
serious pathological changes induced in the brain from prolonged alcohol misuse and partly 
because of the intoxicating effects ofalcohol.lJ.lllm Alcohol abuse is also associated with 
increased risks of commiting criminal offences including child abuse, domestic violence, rapes, 
burglaries and assaults.llil Being drunk or hung over during work hours can result in loss of 
employment, which can lead to financial problems including the loss of living quarters. Drinking 
at inappropriate times, and behavior caused by reduced judgment, can lead to legal 
consequences, such as criminal charges for drunk driving or public disorder, or civil penalties for 
tortiolls behavior. An alcoholic's behavior and mental impainnent while drunk can profoundly 
impact surrounding family and friends, possibly leading to marital conflict and divorce, or 
contributing to domestic violence. This can contribute to lasting damage to the emotional 
development of the alcoholic's children, even after they reach adulthood. The alcoholic could 
suffer from loss of respect from others who may see the problem as self-inflicted and easily 
avoided. 

Within the medical and scientific communities, there is broad consensus regarding alcoholism as 
a disease state. For example, the American Medical Association considers alcohol a drug and 
states that "drug addiction is a chronic, relapsing brain disease characterized by compulsive drug 
seeking and use despite often devastating consequences. It results from a complex interplay of 
biological vulnerability, environmental exposure, and developmental factors (e.g., stage of brain 
maturity)." 

Drug abuse 

Further iriformation: Drug ahuse 

Unemployment, underemployment, and distance from rural areas are where most drug abuse 
occurs. Some results of drug abuse are stealing, killing, theft, assault, prostitution, poor grades in 
school, and poor conduct at work. Some poverty is cause by people who have abused drugs and 
have spent all of their money buying them. When they have no other way to support their 
addiction, they result to other measures to obtain them. The urge for the drugs began to take over 
their lives. People lose there their families, friends and homes leaving them alone and in poverty. 

Neurobehavior Disinhibition in Childhood Predicts Substance Use Disorder in 
Young Adulthood 

The development of substance use disorder (SUD) was prospectively investigated in 66 boys 
having fathers with SUD and 104 boys having fathers with no adult psychiatric disorder. 
Evaluations were conducted to determine the context in which neurobehavior disinhibition in 
relation to parental SUD, parental neglect of the child and child's social maladjustment 
culminated in a DSM-llI-R diagnosis of SUD. A neurobehavior disinhibition latent trait 
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reflecting prefrontal cortex disturbance was derived using indicators of behavior undercontrol, 
affect dysregulation and executive cognitive functioning in the boys when they were 10-12 and 
again at 16 years of age. The data were analyzed to detennine whether the score on the 
neurobehavior disinhibition construct mediates the association between father's and mother's 
SUD and son's SUD. Several key results emerged. First, SUD in the mother and father predicted 
neurobehavior disinhibition in the son. Second, the neurobehavior disinhibition score of the sons 
at ages 10-12 predicted SUD at age 19. Third, neurobehavior disinhibition, in conjunction with 
social maladjustment and drug use frequency, mediated the association between paternal and 
maternal SUD and son's SUD. Fourth, neurobehavior disinhibition was unrelated to neglect of 
the child by either the father or mother; however, paternal but not maternal neglect at age 10-12 
predicted SUD at age 19. These findings suggest that prefrontal cortex dysfunction contributes to 
SUD liability. Tarter R.E., Kirisci L., Habeych M., Reynolds M. and Vanyukov M. 
Neurobehavior Disinhibition in Childhood Predisposes Boys to Substance Use Disorder by 
Young Adulthood: Direct and Mediated Etiologic Pathways. Drug and Alcohol Dependence, 73, 
pp. 121-132,2004. 

Testing the Effectiveness of a Public Health Approach to Treating Substance-Abusing 
Women on Welfare 
Jonathan Morgenstern, Ph.D. 

Substance abuse (SA) among disadvantaged, parenting women has long been identified as a 
major public health problem. However, as States move to implement welfare reform, efforts to 
effectively address this problem take on greater urgency. This report describes preliminary 
findings from a study currently in progress to test the effectiveness of a public health approach 
to intervening with this population. The report will (1) describe the study rationale, design, and 
interventions, (2) compare baseline characteristics of substance-abusing women on welfare with 
a nonaffected comparison group, and (3) report on SA treatment entry and retention data for an 
initial cohort of participants. A standardized battery was administered to women (N=220) 
recruited in a welfare setting who either met current DSM-IV substance-dependence criteria or 
did not meet criteria for a substance use disorder in the prior 5 years. Substance-dependent 
women had significantly greater employment, mental health, family, medical, and housing 
problems, suggesting they would experience substantially greater barriers to employability. 
Substance-dependent women were then randomly assigned to receive a referral either to SA 
treatment or to an intensive case management intervention (ICM). Women assigned to ICM had 
significantly higher rates of SA treatment entry and attendance. Overall, women who received a 
referral only to SA treatment had low rates of treatment attendance. Findings are discussed in 
the context of the current interface between substance abuse and welfare-to-work services. 

National Institute on Drug Abuse 
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~Eo/J~~ MEDICA~~ 
ASSOCIATION 

Science of Addiction 

Nora Volkow, M.D. 
Director of the National Institute on Drug Abuse (NIDAl 
National Institutes of Health 

When scientists first started to study drug abuse, people addicted to drugs were thought to be morally 
flawed and lacking in willpower. This view has shaped society's response to drug abuse, treating it as a 
moral failing rather than a health problem, resulting in punitive rather than preventative and therapeutic 
actions. Due to groundbreaking scientific discoveries, we now recognize drug addiction as a brain 
disease that can be successfully prevented and treated. 

What is Drug Addiction? 

Drug addiction is a chronic, relapsing brain disease characterized by compulsive drug seeking and use 
despite often devastating consequences. It results from a complex interplay of biological vulnerability, 
environmental exposure, and developmental factors (e.g., stage of brain maturity). 

As with many other diseases, vulnerability to addiction stems partly from a person's genetic makeup. 
Scientists estimate that genetic factors account for 40-60 % of an individual's vulnerability to addiction, 
with environmental and developmental variables influencing whether and how particular genes are 
expressed. Additional factors, such as conditions at home, at school, or in the neighborhood, can 
heighten addiction vulnerability. Research also shows that early drug use increases the likelihood of 
addiction and that people with psychiatric disorders have a higher risk of drug abuse and addiction than 
the general population. 

Research has improved our understanding of the biological mechanisms underlying drug abuse and 
addiction. All drugs of abuse directly or indirectly target the brain's reward system by flooding the circuit 
with dopamine-the neurotransmitter that regulates feelings of pleasure, as well as movement, emotion, 
cognition, and motivation. Overstimulation of this system produces the euphoric effects sought by people 
who abuse drugs and teaches them to repeat the behavior. Our brains are wired to repeat activities that 
bring us pleasure or reward (e.g., eating or having sex) as a way of ensuring our survival. Because taking 
drugs of abuse stimulates the same circuit, our brains urge repetition of the behavior, and thus people 
"learn" to abuse drugs without thinking about it. These intense impulses can overcome a person's willful 
intent not to take drugs, despite catastrophic consequences-which is really the essence of drug 
addiction. 

Therefore, even though the initial decision to take drugs is mostly voluntary, once drugs take over, they 
cause brain changes that acutely impair a person's ability to exert self-control. Brain imaging studies of 
drug-addicted individuals have revealed physical changes in brain areas critical to judgment, decision­
making, learning. memory, and behavior control, which may help explain the compulsive and destructive 
behaviors associated with drug addiction. 

Preventing Drug Abuse 

The National Survey on Drug Use and Health (NSDUH) estimated that 22.6 million persons (9.2 % of the 
U.S. population aged 12 or older) were classified with substance abuse or dependence in 2006 (based on 
criteria specified in the Diagnostic and Statistical Manual of Mental Disorders, 4th edition). Of these: 

• 3.2 million abused or were dependent on both alcohol and illicit drugs; 
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• 3.8 million abused or were dependent on illicit drugs but not alcohol; and 
• 15.6 million abused or were dependent on alcohol but not illicit drugs. 

Data on teen drug use reflect both encouraging and troubling trends. Althou~h statistics show a 23 % 
decline from 2001-2006 in past-month use of any illicit drug by students in 8 ,10th, and 12'" grades, 
abuse of marijuana continues to be a problem with approximately 12 % of 8'" graders, 25 % of 10th 

graders, and 32 % of 12th graders reporting use in the past year. Prescription painkillers also continue to 
be abused at unacceptably high levels, with 1 in 10 high school seniors reporting abuse in the past year. 
In addition, while past-year abuse of OxyContin was down among 12'" graders, the rate nearly doubled 
among 8'" graders between 2002 and 2006-9oing from 1.3 % to 2.6 %. Prescription drugs are easily 
accessible and are often obtained from a friend or relative for free. Moreover, there is a common 
misperception that, because they are prescribed by a doctor, prescription medications are safe, even 
when used in ways not intended. 

Because early use of drugs increases a person's chance of more serious abuse and addiction, prevention 
is crucial. NIDA studies have shown that prevention programs backed by science (rationally designed and 
rigorously tested) can be effective in youth. Such programs work to boost protective factors, reduce risk 
factors for drug use, and help shape youths' perceptions about drug abuse risk. 

Medical Consequences of Addiction 

Illicit drug abuse causes 17,000 deaths annually in the United States and more than $180 billion in annual 
economic costs. Abuse of nicotine, alcohol, and/or prescription drugs causes additional morbidity and 
mortality. Although some medical consequences of drug abuse and addiction are temporary and can be 
essentially reversed with treatment, others may be more persistent, diminishing the quality of individuals' 
health long after drug use has stopped. Whether short-lived or chronic, the many potential health effects 
from drug abuse and addiction underscore the fact that drug abuse does not exist in medical isolation-it 
causes a broad array of medical consequences throughout the body 
(http://www.nida.nih.gov/consequences/). A few examples follow: 

• Cardiovascular effects, Researchers have found a connection between the abuse of most drugs 
and adverse cardiovascular effects, ranging from abnormal heart rate to heart attacks. Injection 
drug use can also lead to cardiovascular problems such as collapsed veins and bacterial 
infections of the blood vessels and heart valves. Use of marijuana, cocaine, methamphetamine, 
and inhalants can result in cardiovascular effects. 

• Neurological effects. All drugs of abuse act in the brain to produce euphoric effects; however, 
some drugs also cause severe negative consequences in the brain such as seizures, stroke, and 
widespread brain damage that can impact all aspects of daily life. Drug use can also cause brain 
changes that lead to problems with memory, attention, and decision-making. Examples of drugs 
with neurological effects include cocaine, methamphetamine, inhalants, and ecstasy. 

• HIV, hepatitis, and other infectious diseases. Drug abuse increases the spread of infectious 
diseases. Injection of heroin, cocaine, and methamphetamine causes more than a third of new 
AIDS cases and is a major contributor to the spread of hepatitis C. In addition, all drugs of abuse 
interfere with judgment and increase the likelihood of risky behaviors, which also contribute to the 
spread of HIV/AIDS and other sexually transmitted diseases. 

• Other health effects. In addition to the effects various drugs of abuse may have on specific 
organs of the body, many drugs produce global body changes such as dramatic changes in 
appetite and increases in body temperature, which may impact a variety of health conditions. 
Withdrawal from drug use also may lead to numerous adverse health effects, including 
restlessness, mood swings, fatigue, muscle and bone pain, insomnia, cold flashes, diarrhea, and 
vomiting. 
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In addition to harmful effects for the addicted individual, drug abuse can result in serious health 
consequences for others. For example, while the full extent of the effects of prenatal drug exposure on a 
child is not known, studies show that various drugs of abuse may result in premature birth, miscarriage, 
low birth weight, and a variety of behavioral and cognitive problems in infants and children. Secondhand 
exposure to tobacco smoke is another example. According to the 2006 Surgeon General's Report, The 
Health Consequences of Involuntary Exposure to Tobacco Smoke, exposure to environmental tobacco 
smoke increases the risk of heart disease and lung cancer in persons who have never smoked by 25-
30% and 20-30%, respectively. Exposure to tobacco smoke in the home increases severity of childhood 
asthma and has been associated with sudden infant death syndrome. 

Treatment and Recovery 

Discoveries about the science of addiction have lead to advances in drug abuse treatments that enable 
people to counteract addiction's powerful effects on the brain and behavior and regain control of their 
lives. Despite the availability of many forms of effective treatment for addiction, the problem of relapse 
remains the major challenge to achieving sustained recovery. However, relapse rates for addiction are 
similar to those for other well characterized chronic medical illnesses such as diabetes, hypertension, and 
asthma, which also have both physiological and behavioral components. Treatment of chronic diseases 
involves changing deeply embedded behaviors, and relapse does not mean treatment failure. For the 
addicted patient, lapses back to drug abuse indicate that treatment needs to be reinstated or adjusted, or 
that alternate treatment is needed. For most individuals, combining medications with behavioral therapies 
is the most successful approach. 

Different types of medications may be useful at different stages of treatment-during withdrawal to ease 
symptoms; during treatment to help people stay engaged; and following treatment to prevent relapse. 
Medications currently available include those used to treat: 

• Tobacco addiction. Nicotine replacement therapies (patch, inhaler, gum), bupropion, 
varenicline. 

• Opioid addiction. Methadone, buprenorphine. 
• Alcohol and drug addiction. Naltrexone (helps prevent relapse to alcohol and heroin abuse), 

disulfiram (helps prevent relapse to alcohol abuse and is currently being tested for treating 
cocaine abuse), acamprosate (helps prevent relapse to alcohol abuse). 

Behavioral treatments help people modify attitudes and behaviors related to drug abuse and increase 
their ability to handle stressful situations and environmental cues that may trigger intense craving for 
drugs and prompt relapse. For example, 

• Cognitive behavior therapy helps people recognize, avoid, and cope with situations in which 
they are most likely to abuse drugs. 

• Motivational incentives treatment uses positive reinforcements (Le., rewards or privileges) to 
help people remain drug free. 

• Motivational interviewing is conducted at treatment entry to stoke an individual's desire to fully 
participate in treatment and change his or her behaviors. 

• Group therapy helps people face their drug abuse realistically, acknowledge the harm it can 
cause, and increase motivation to not use drugs. 

Behavioral therapies can also enhance the effectiveness of medications and help people remain in 
treatment. 

The process of recovery from drug abuse or addiction can be long and complex. When people enter 
treatment, addiction has often taken over their lives. The compulSion to find and use drugs may have 
disrupted their families, their professional lives, and their standing in the community. It also may have 
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made them vulnerable to other serious illnesses. Because the effects of drug abuse are far reaching, 
treatment must address the needs of the whole person to have the best chance for success. The most 
effective programs incorporate a variety of rehabilitation services to address a person's medical, 
psychological, social, vocational, and legal needs to enhance their recovery process. 

At NIDA, we believe that a fuller understanding of the science of addiction will encourage adoption of 
research-based policies and programs to reduce drug addiction and will increase support for scientific 
research to improve the health of our citizens. Please visit our recently created Web site to access a 
wealth of resources designed to help physicians recognize, diagnose, and treat drug abuse and addiction: 
http://www.nida.nih.gov/medstaff.html. Together, we can continue to leverage the power of science 
against this devastating disease that causes so much suffering for individuals, communities, and society 
at large. 
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August 30, 1987 

Rich vs. Poor: Drug Patterns Are Diverging 
By PETER KERR 

Americans generally appear to be turning away from the use of illegal drugs, but, at the same 
time, the poor face mounting deaths and an ever bleaker future because of drug abuse, according 
to Government statistics and interviews with drug experts. 

What may be emerging, some experts believe, is a tale of two drug problems: one in middle-class 
America, which may be past the worst of a 20-year mass experiment with illegal drugs; the other 
in the America of the poor, where, amid hopelessness and lack of education, people will suffer 
the worst consequences of cocaine, heroin and AIDS. 

"We are dealing with two different worlds here," said Dr. David F. Musto, a professor of 
psychiatry and history of medicine at Yale University who has written extensively on the history 
of drug-use epidemics. Incentives to Stop 

"The question we must be asking now is not why people take drugs, but why do people stop," Dr. 
Musto said. "In the inner city, the factors that counterbalance drug use - family, employment, 
status within the community - often are not there. It is harder for people with nothing to say no to 
drugs." 

In recent years, the focus of greatest concern among drug experts has been cocaine, for while the 
use of other drugs was dropping or remaining stable, cocaine grew widely in popularity . 
throughout the nation in the late 1970's and early 1980's. 

Findings from two major Federal studies on drug use in America show that in the last few years, 
better-educated young people have been reducing their use of cocaine and other drugs. 
Meanwhile, the least-educated have increasingly used cocaine. 

Experts caution that their conclusions are tentative and that the rise of a new drug or the 
appearance of other unpredictable factors could easily upset current trends. And, whatever the 
trends, they say, drug use is so widespread that it will remain a problem in all sectors of society 
for years. A Mixed Message 

However, they point to a newly emerging picture of drug use in America that, they say, carries a 
mixed message of hope for the well-off and despair for the poor. Among their major conclusions 
are these: 

• With the exception of heroin and crack among the poor, the use of illegal drugs in the nation 
appears to have peaked, including the snorting of powdered cocaine. 

.. _- -_._----
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• Federally financed studies show that the people turning away from drugs are the most educated 
and affluent. The poorest and least-educated have continued or increased their drug use. 

• Crack, a smokable form of cocaine, has largely remained a poor people's drug. Its rise in the 
past two years has had devastating effects on poor neighborhoods, but it has failed to make the 
same inroads into the middle class. 

• The most deadly impact of illegal drug use is probably yet to come, as tens of thousands of 
intravenous drug users, their sexual partners and their children contract acquired immune 
deficiency syndrome. Most of those people will be poor. 

Several drug treatment experts voiced concern that as the casualties of drug abuse shift 
increasingly into the ghetto, the drug issue may become less visible to many Americans and 
receive less attention from government. Putting Pressure on Legislators 

"In the heroin crisis of the late 1960's and again with crack in recent years it was the threat to the 
middle- and upper-middle-class kids that put pressure on legislatures and Congress," said Dr. 
Mitchell S. Rosenthal, the president of Phoenix House, the operator of drug treatment centers in 
New York and California. "There is a danger that if they feel less of a threat, the resources won't 
stay with the problem." 

Some scholars say societies experience widespread drug use in historic cycles. From 1885 to 
1920, the United States experienced an epidemic of narcotics and cocaine use. Dr. Musto argues 
that a similar epidemic began in about 1965, but that it took years for casualties to mount and for 
society to react against drugs. 

Statistics indicate that outside of the poorest neighborhoods, the nation's 20-year affair with 
illegal drugs is on the decline. 

According to the National Institute on Drug Abuse, marijuana use peaked in 1978, and by 1985, 
7 out of \0 high school seniors believed marijuana use to be harmful. Young people's use of 
hallucinogens, like LSD and PCP, or "angel dust," has fallen since 1979. A Different Generation 

In 1985, a national household survey conducted by the University of Kentucky for the National 
Institute on Drug Abuse asked l8-to-25-year-olds if they had smoked marijuana in the last 
month. It found that people who never graduated from high school were most likely to be using 
the drug. The better educated the young people were, the survey found, the less they were using 
manJuana. 

Among an earlier generation of smokers - people 35 and over, who probably developed their 
attitudes toward marijuana in the late 60's and early 70's - the findings were just the reverse. It 
was the college-educated who were most likely to be smoking marijuana. 

Another study found similar results. The survey, conducted for the National Institute on Drug 
Abuse by the University of Michigan Institute for Social Research, asked high school seniors 
whether they had used drugs other than marijuana in the previous year. 
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The survey found that in 1986, seniors of all economic backgrounds were using drugs less than 
seniors were in 1981. But the greatest change took place among students whose parents had 
some graduate education: a drop of 13 percentage points, to 23.7 percent, from 36.7 percent. The 
least change took place among students whose parents had never been to high school: a drop of 
2.7 percentage points, to 22.7 percent, from 25.4 percent. Flooding Across the Border 

What confused the situation last year was cocaine, which had been rising in use since the late 
70's. By last year, the white powder was flooding across the nation's southern border and was 
suddenly appearing in urban areas in the new smokable form of crack; from 1982 to 1986, the 
number of deaths and emergency room reports involving cocaine quadrupled. 

For a time, experts feared that the pellet form of cocaine, which is much more quickly addicting 
than cocaine powder, would spread to all segments of society, including the middle class and 
affluent, who were using powdered cocaine. But it now appears that the growth of crack has 
leveled off in New York and many other cities around the country, law-enforcement and 
treatment officials say. 

"In general we believe that cocaine has reached its peak," said David L. LeRoy, the chief of 
domestic intelligence with the cocaine desk of the Federal Drug Administration. "It is going to 
take a few months to have the numbers to prove it, but we feel fairly optimistic about it." Tracing 
the Growth in Appetite 

The amount of cocaine entering the country could still be rising, Mr. LeRoy said, but the number 
of users appears to have leveled off or may be dropping. In other words, he said, the most recent 
growth in America's cocaine appetite can be traced to its most severe addicts, many of them 
inner-city crack addicts. 

According to the household survey of 18-to-25-year-olds, the people most likely to have used 
cocaine in the previous month in 1982 were those who graduated from college. The least likely 
to have used cocaine were those who never finished high school. Among college graduates, 13 
percent said they had used cocaine in the past month, while among those without high school 
diplomas, only 4 percent had used cocaine. 

But by 1985, the situation was just the opposite. Only 3 percent of college graduates said they 
used cocaine in the last month. But 10 percent of people who never finished high school said 
they used the drug. Since the survey did not include people without homes, it may have 
understated drug use among the poorest and least-educated, according to Prof. Harwin Voss of 
the University of Kentucky, who helped direct the study. Severe Consequences 

There is still evidence of middle-class crack use with severe consequences for those who have 
become addicted. In addition, treatment experts say "freebasing," or smoking of powdered 
cocaine, which has the same effect as smoking crack, is popular in some circles of middle-class 
and affluent drug users. 
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Nonetheless, the New York State Division of Substance Abuse Services and the Los Angeles 
County office of Drug Abuse report that most crack users appearing at hospitals and treatment 
centers are poor members of minority groups. 

Such observations about crack and the poor are echoed by other drug treatment experts around 
the nation. 

"Crack seems to have become entrenched in the inner-city areas," said James Hall, the director of 
Up Front Drug Information Inc., a foundation based in Miami. "With cocaine we are going to see 
a shrinking number of users who are going to be at greater risk from the drug. They are the 
poorest, the least educated, who have the least access to information." 

But perhaps the most dire vision of the future concerns the intravenous users of heroin, a drug 
that has remained predominantly the preserve of the inner-city poor. AIDS Through Shared 
Needles 

While the number of addicts around the nation has remained relatively stable, there has been an 
alarming rise in the proportion of addicts exposed to the AIDS virus from the sharing of needles. 

While only a comparatively small fraction of heroin addicts died from overdoses, each year 
between 20 and 100 percent of those exposed to AIDS are expected to die from the disease. 

Among heroin addicts entering drug treatment in New York, more than 50 percent are now 
testing positive for exposure to the virus, said Dr. Beny J. Primm, the executive director of the 
Addiction Research and Treatment Corporation, a drug treatment program in New York. 

Dr. Primm described his vision of the future for the poorest black neighborhoods in New York, 
where homelessness and family disintegration are already rife. 

"Five years from now, those people who are alive then will find their ranks devastated by AIDS, 
and there will be a type of hopelessness that is hard to imagine now," Dr. Primm said. "I am 
hearing people already say, 'I am infected with the virus, 1 might just as well shoot up drugs.' 
People will be turning more and more to drugs for solace." 

Graph of percentage of nationwide high school seniors who said they used a drug other than 
marijuana in the last year (University of Michigan) (Page 28); photo of Dr. David F. Musto 
(NYT/Rollin A. Riggs) (Page 28) 



Frequently Asked Questions About Drug Testing in Schools 

What is drug testing? 

Somc schools, hospitals, or places of employment conduct drug testing. There are a number of ways this can be done, 
including: pre-employment testing, random testing, reasonable suspicion/cause testing, post-accident testing, return 
to duty testing, and follow-up testing. This usually involves collecting urine samples to test for drugs such as 
marijuana, cocaine, amphetamines, PCP, and opiates. 

Following models established in the workplace, some schools have initiated random drug testing and/or reasonable 
suspicion/cause testing. During random testing schools select, using a random process (like flipping a coin), one or 
more individuals from the student population to undergo drug testing. Currently, random drug testing can only be 
conducted among students who participate in competitive extracurricular activities. Reasonable suspicion/cause 
tcsting involves a school requiring a student to provide a urine specimen when there is sufficient evidence to suggest 
that the student may have used an illicit substance. Typically, this involves the direct observations made by school 
officials that a student has used or possesses illicit substances, exhibits physical symptoms of being under the 
influence, and has patterns of abnormal or erratic behavior. 

Why do some schools want to conduct random drug tests? 

Schools that have adopted random student drug testing are hoping to decrease drug abuse among students via two 
routes. First, schools that conduct testing hope that random testing will serve as a deterrent, and give students a 
reason to resist peer pressure to take drugs. Secondly, drug testing can identify adolescents who have started using 
drugs so that interventions can occur early, or identify adolescents who already have drug problems, so they can be 
referred for treatment. Drug abuse not only interferes with a student's ability to learn, but it can also disrupt the 
teaching environment, affecting other students as well. 

Is student drug testing a stand-alone solution, or do schools need other programs to prevent and reduce drug use? 

Drug testing should never be undertaken as a stand-alone response to a drug problem. If testing is done, it should be a 
component of broader prevention, intervention and treatment programs, with the common goal of reducing students' 
drug use. 

If a student tests positive for drugs, should that student face diSCiplinary consequences? 

The primary purpose of drug testing is not to punish students who use drugs but to prevent drug abuse and to help 
students already using become drug-free. The results of a positive drug test should be used to intervene with studcnts 
who do not yet have drug problems, through counseling and follow-up testing. For students that are diagnoscd with 
addiction, parents and a school administrator can refer them to effective drug treatment programs, to begin the 
recovery process. 

Why test teenagers at all? 

Teens are especially vulnerable to drug abuse, when the brain and body are still developing. Most teens do not use 
drugs, but for those who do, it can lead to a wide range of adverse effects on the brain, the body, behavior and health. 
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Short tcrm: Even a single use of an intoxicating drug can affect a person's judgment and decisonmaking-resulting 
in accidents, poor perfonnance in a school or sports activity, unplanned risky behavior, and the risk of overdosing. 

Long tcrm: Repeated drug abuse can lead to serious problems, such as poor academic outcomes, mood changes 
(depending on the drug: depression, anxiety, paranoia, psychosis), and social or family problems caused or worsened 
by drugs. 

Repeated drug use can also lead to the disease of addiction. Studies show that the earlier a teen begins using drugs, 
the more likely he or she will develop a substance abuse problem or addiction. Conversely, if teens stay away from 
drugs while in high school, they are less likely to develop a substance abuse problem later in life. 

How many students actually use drugs? 

Drug use among high schools students has dropped significantly since 2001. In December, the 2007 Monitoring the 
Future study of 8th, 10th, and 12th graders showed that drug use had declined by 24 percent since 200 I. 

Despite this marked decline, much remains to be done. Almost 50 percent of 12th graders say that they've used drugs 
at least once in their lifetime, and 18 percent report using marijuana in the last month. Prescription drug abuse is 
high-with nearly I in 10 high school seniors reporting non-medical use of the prescription painkiller Vicodin in the 
past year. 

What testing methods are available? 

There are several testing methods available that use urine, hair, oral fluids, and sweat (patch). These methods vary in 
cost, reliability, drugs detected, and detection period. Schools can detennine their needs and choose the method that 
best suits their requirements, as long as the testing kits are from a reliable source. 

Which drugs can be tested for? 

Various testing methods nonnally test for a "panel" of drugs. Typically, a drug panel tests for marijuana, cocaine. 
opioids, amphetamines, and PCP. If a school has a particular problem with other drugs, such as MDMA, GHB, or 
steroids, they can include testing for these drugs as well. 

What about alcohol? 

Alcohol is a drug, and its use is a serious problem among young people. However, alcohol does not remain in the 
blood long enough for most tests to detect recent use. Breathalyzers and oral fluid tests can detect current use. 
Adolescents with substance abuse problems are often polydrug users (they use more than one drug) so identifying a 
problem with an illicit or prescription drug may also suggest an alcohol problem. 

How accurate are drug tests? Is there a possibility a test could give a false positive? 

Tests are very accurate but not 100 percent accurate. Usually samples are divided so if an initial test is positive a 
confinnation test can be conducted. Federal guidelines are in place to ensure accuracy and fairness in drug testing 
programs. 
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Can students "beat" the tests? 

Many drug-using students are aware of techniques that supposedly detoxify their systems or mask their drug usc. 
Popular magazines and Internet sites give advice on how to dilute urine samples, and there are even companies that 
sell clean urine or products designed to distort test results. A number oftechniques and products are focused on urine 
tests for marijuana, but masking products increasingly are becoming available for tests of hair, oral fluids, and 
multiple drugs. 

Most of these products do not work, are very costly, are easily identified in the testing process and need to be on 
hand constantly, because of the very nature of random testing. Moreover, even if the specific drug is successfully 
masked, the product itself can be detected, in which case the student using it would become an obvious candidate [or 
additional screening and attention. In fact, some testing programs label a test "positive" if a masking product is 
detected. 

Is random drug testing of students legal? 

In June 2002, the U.S. Supreme Court broadened the authority of public schools to test students for illegal drugs. 
Voting 5 to 4 in Pottawatomie County v. Earls, the court ruled to allow random drug tests for all middle and high 
school students participating in competitive extracurricular activities. The ruling greatly expanded the scope of 
school drug testing, which previously had been allowed only for student athletes. 

Just because the U.S. Supreme Court said student drug testing for adolescents in competitive extracurricular 
activities is constitutional, does that mean it is legal in my city or state? 

A school or school district that is interested in adopting a student drug testing program should seek legal expertise so 
that it complies with all federal, state, and local laws. Individual state constitutions may dictate different legal 
thresholds for allowing student drug testing. Communities interested in starting student drug testing programs should 
become familiar with the law in their respective states to ensure proper compliance. 

What has research determined about the utility of random drug tests in schools? 

There is not very much research in this area, and the early research shows mixed results. A study published in 2007 
(Goldberg et aI, 1. Adolesc Health, 41: 421-29, 2007) found that student athletes who participated in randomized drug 
testing had overall rates of drug use similar to students who did not take part in the program, and in fact some 
indicators of future drug abuse increased among those participating in the drug testing program. Because of the 
limited number of studies on this topic more research is warranted. 

Created September 2007 
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Explore Cost Benefits 

Most interested parties agree that they seek .to help patients become less destructive and more 
productive members of society. In our society, an individual's contribution often is measured in 
monetary terms -which is why transforming measures of effectiveness into measures of monetary 
benefits is so important, and why cost-benefit analysis can be so useful for decisionmakers. 

According to research by Ball and Ross (199 I) and Gerstein et al. (1994), substance abuse 
treatment can be expected to both save money and produce new income. In California, various 
drug treatments were estimated to save between $245 million and $ I ,284 million after 
subtracting the cost of treatment from cost savings and income generated in a single year in the 
early 1990s (Gerstein et al. 1994, p. 82). Of course, every treatment program differs in how 
much (and how quickly) this return on investment occurs, which is one reason to measure the 
benefits as well as the costs of individual programs. 

Typical Benefits of Substance Abuse Treatment 

New Income 

Real income may be generated by substance abuse treatment due to increased productivity and 
employment of patients. This does not always occur, however. Researchers have found that 
employment prospects may not be as positive for former substance abusers as might be hoped 
(cf. Gerstein et al. 1994). This may be due to the stigma of being a former substance abuser as 
well as difficulties posed by criminal records. Also, the behavior patterns sometimes acquired in 
drug abuse lifestyles may need to change radically to meet expectations of potential employers 
(such as getting to work on time every day and following directives). 

Cost Savings 

Another benefit of substance abuse treatment is cost savings to society or taxpayers. These cost 
savings include -

• Funds that otherwise would have been spent in the illicit economy for drugs. 

• Criminal justice services not required. 

• Social and health services no longer required. 

These cost-savings benefits are real and can be quite substantial. Substance abuse rcsearchers 
(Langenbucher et al. 1993) have found profound reductions in a number of costly events after 
treatment, including the following decrease~: 
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• Patients involved in driving while intoxicated/driving under the influence arrests decreased from 18 
percent (pretreatment) to 3 percent (posttreatment). 

• Patients involved in accidents decreased from 14 to 1 percent. 

• PatIents' families who sought counseling decreased from 31 to 5 percent. 

• Patients' children who missed school decreased from 5 to 1 percent. 

• Patients' spouses who missed work decreased from 10 to 1 percent. 

Although different jurisdictions and different methods of assessment may provide different 
figures, the level of criminal activity patients exhibit can be expected to decrease by roughly 
two-thirds (Gerstein et al. 1994). Not every program produces a two-thirds reduction, however, 
so it is essential to measure how much criminal activity changes for each patient. 

The reduction in criminal activity following substance abuse treatment may not produce a 
corresponding reduction in actual costs to society. Although costs to citizens drop in direct 
proportion to reductions in criminal acts perpetrated on those citizens, public expenses for 
criminal justice services may not decline in a similar manner. Typically, police, courts, and other 
components of the criminal justice system are on limited and fixed budgets, while the need for 
criminal justice services greatly surpasses the ability to deliver those services. For this reason, 
the impact of substance abuse treatment on criminal behaviors may not result in an actual 
reduction in criminal justice expenditures. Instead, criminal justice resources saved because of a 
reduction in crimes committed by former substance abusers may be diverted to other criminal 
justice services. The entire budget for criminal services probably will still be spent. 

Similar problems may occur when cost savings benefits are measured for reduced health, mental 
health, and future drug treatment services. Because resources in these services typically are very 
limited, the actual reduction in expenditures may not be as much as might be expected from the 
reduction in patient use of services. 

Nevertheless, transforming effectiveness findings into estimated cost savings still may have 
considerable value for a program evaluation. In particular, cost savings estimates can show the 
magnitude of criminal justice and treatment resources that are now available to help other drug 
abusers who previously could not be helped because of budget restrictions. 

Crime-Related Cost Savings 

Other research provides evidence for numerous cost savings that result from drug abuse 
treatment. For example, Rajkumar and French (1996) found that although total costs of crime 
averaged $47,971 per patient in the year prior to treatment, that figure dropped to an average of 
$28,657 per patient in the year following treatment. That drop of $19,314 was far more than the 
cost of treatment, making cost savings in terms of crime alone worth the cost of treatment: 
$2,828 for methadone maintenance, $8,920'for residential treatment, and $2,908 for outpatient 
treatment (Rajkumar and French 1996). 
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Employmellt- Related Cost Savillgs 

French and associates (1990) found that drug treatment improved the employment and earning 
potential of drug abusers. Although only 31 percent of drug abusers were employed at the start of 
treatment, almost 45 percent were employed after treatment. There was a similar increase in the 
number of patients seeking work (from 9 to 13 percent). And, employed patients earned more 
after treatment. French and colleagues (1990) found that average personal earnings for employed 
patients rose from $6,158 during the year before treatment to $7,120 during the year after 
treatment. 

The legality of employment and income also can be positively affected by drug treatment. 
French and Zarkin (1992) found that increasing time spent in methadone treatment by just 10 
percent increases legal earnings by 1.5 percent and decreases illegal earnings by 3.2 percent. A 
lO-percent increase in time spent in residential programs increases legal earnings 2.4 percent and 
decreases illegal earnings 4.1 percent. 

Health Service- Related Cost Savillgs 

French and colleagues (1996) estimated the cost savings if one case of the following health 
problems could be avoided: 

• $1,100 for avoiding a case of severe venereal disease 

• $74,513 for avoiding a case of severe hypertension 

• $96,005 for avoiding a case of severe tuberculosis 

• $114,796 for avoiding a case of AIDS 

Caveats on Benefit Assumptions and Calculations 

Reductions in each of the above events are notable in their own right, as well as in terms of 
monetary savings to the individual and society. For your program, the average cost of each event 
can be requested from those providing criminal justice, health, or social services locally. It also 
may be possible to glean this cost information directly from records of expenditures of public 
funds. The cost savings benefit then can be calculated for each patient as the reduction directly 
experienced in these events. 

Some important changes may be impossible to monetize. For example, patients who interrupted 
their cducation decreased from 12 to 4 percent. Although this is a substantial decrease, it is 
impossible to determine the monetary value of this reduction. Other changes may not occur 
during the time period used to collect outcome data. For cxample, paticnts' financial problems 
may continue to occur for years aftcr treatment because of the length oftimc necessary to 
compensate victims and payoff accumulated debt. 
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Increased Expenditures From Outcomes 

Substance abuse treatment can temporarily increase patients' use of social services, including 
welfare support, disability payments, and health services. Patients may become well enough to 
seek help for health problems and to seek financial support from licit as opposed to illicit 
sources. 

According to the CALDATA study (Gerstein et al. 1994), enrollment and payments received 
from various social services (other than health services) increased 17 to 50 percent during 
treatment. Being in treatment also may increase eligibility to receive a variety of social support 
servIces. 

These increases in expenditures need to be included in treatmcnt outcome reports. They should 
not be excluded simply because they do not seem like benefits. They are monetary outcomes and 
must be considered. They will likely be canceled out by the cost savings and income generated 
after treatment. 

A case in point: In the CALDA TA study, the costs of health services decreased between I-year 
periods prior and subsequent to treatment from a mean $3,227 to a mean $2,469 per person. 
Also, in a study reported by Holder and Hallan (1986), private health insurance costs dropped 
from approximately $100 per month per patient in the 2 years preceding treatment to less than 
$14 pcr month per patient in the fifth year following treatment (which is when most health 
sequelae of substance abuse should have subsided). 

Cost savings and other benefits may vary considerably depending on the type of treatment. In the 
CALDA T A study, residential treatment was associated with a 58-percent reduction in costs to 
taxpayers, whereas methadone discharge was associated with a 17-percent reduction in costs to 
taxpayers. Also, longer treatment generally corresponded to greater cost savings, although not 
for methadone maintenance. 

Transform Effectiveness Findings Into Benefits 

Effectiveness findings often can be transformed into benefit findings by multiplying 
effectiveness data by a cost value. For example, to estimate cost savings after treatment, the 
change in the number of thefts before versus after treatmcnt can be multiplied by the average 
cost of drug- related thefts in terms of property loss, victim losses, and criminal justice expenses. 
Statistical analysis of data collected in an experimental design is the best way to determine 
whether these cost savings arc significant and can be ascribed to treatment. Other research 
designs, including correlational methods, provide guidance and useful estimates. The 
transformation procedure for figuring benefits from effectiveness findings remains relatively 
straightforward. 
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The exact cost value used to transfonn effectiveness findings into benefit findings is ascertained 
by surveying local criminal justice and social and health service agencies. Ideally, you would 
find the cost of each criminal act, the cost of each health service used, and so on, for each patient 
individually. If you cannot get that infonnation, you may be able to use estimates of average 
costs per patient for these effe~tiveness variables. 

For example, suppose you know that the number of theft convictions for a patient dropped from 
three in the year preceding treatment to one in the year following treatment. Suppose, too, that 
the estimated cost of a theft totaled $1,200 after adding costs of arrest, holding, and conviction to 
the cost to citizens oflost property and mental anguish. The total savings that could be attributcd 
to treatment would be the cost of thefts during a period prior to treatment, minus the cost of 
thefts during a similar period following treatment. For this patient, that would be: 

(3 x $ I ,200) - (I x $1,200) = $3,600 - $1,200 = $2,400 in cost savings. 

It would be more accurate to find the actual cost of each theft. It is conceivable that the one theft 
following treatment was quite minor compared to the thefts preceding treatment. On the other 
hand, that one theft after treatment could have cost more than all the thefts before treatment. 

There also may be too much variation between jurisdictions (and over years) to allow a set cost 
for social services, health services, criminal justice services, and other cost items to be 
established for all drug treatment programs throughout the country for all time. 

When cost savings and benefits involve health services, welfare, and other services for which 
cost data are available for individual patients, the cost for each patient needs to be contrasted for 
different periods of treatment. These services can vary greatly between patients; an estimate of 
the average health care cost per patient could result in over- or underestimation of cost-savings 
benefits. 

Table 24 lists examples of the types of costs and potential cost savings that can be included in the 
survey. It is not meant to be complete. Note also that room for a range of estimates is provided, 
in recognition of the variability in costs of these services between patients and over time for the 
same patient. Costs of the specific criminal behaviors of individual patients then can be 
contrasted for the periods -

• Before versus after treatment. 

• Before versus during treatment. 

• During versuS after treatment. 

These costs can be examined separately for each category of potential cost savings or actual 
income produced and then summed across all categories to find the total benefit. 



Table 24. Types of Costs and Potential Cost Savings 

r-- Effectiveness Effectiveness-benefit I Benefit measures measure transformation 

Possible Criminal acts not Thefts at $_ / misdemeanor Savings to potential victims due 
Cost performed $~felony to income loss avoided, 
Savings Assaults at $ __ property not damaged or lost, 

and health and mental health , 
services not needed 

Drugs not Opiates at $_ to $~day Money not spent on drug 
purchased Cocaine and crack at $ __ to purchases 

$~day 
Other at $_. to $~day I 

Criminal justice Arrests at $~ arrest Expense of criminal justice 
services not Jail at $~day services avoided 
used Prosecution at $~ day 

Drug treatment $_ per patient per day for the Cost of drug treatment no 
no longer mixture of treatments provided longer needed 
needed 

.- . . ~ - - - - - .. _. - . 
Welfare $_ per patient per day in Amount of welfare payments 
payments not welfare payments not provided 
provided 

.. - . -~. - - - . 

Disability $_ per patient per day in Size of disability payments not 
payments not disability payments made 
made 

Health services Sum health tare cost use for 6 Cost of health services not used 
not used - 12 months before treatment 

and 6 - 12 months after 
treatment 

Possible I Employment (licit) Income earned from licit 
Benefits sources 

Produced I 
New income (profit) from Entrepreneurship (licit) 
enterprise 

I Income taxes paid on licit inco~e Amount of Federal, State, and 
local taxes paid on licit income i I 

Increased productivity in an existing job Increased profit for employer, I 
company, and sole 

I proprietorship , 

3425 



3426 

Net Benefit 

Cost-benefit analysis answers the question of whether the outcomes ofa program are worth the 
costs by-

• Measuring outcomes in the same units ~dollars, usually -as costs. 

• Seeing whether the value of outcomes exceeds the value of costs (by subtracting total costs from total 
benefits, which is called the net benefit). 

To calculate the total benefit per patient for a program, simply add up the benefit figures for each 
of the specific measures. Similarly, to calculate the total cost per patient for a program, add up 
the cost figures for each procedure. Then you can calculate the net benefit (total benefits minus 
total costs) for the patient. Add these up for' all patients to find the net benefit for the treatment 
program. 

To make cost-benefit analysis more specific, list the specific costs of achieving the benefits on 
each measure. Instead of adding up benefits for all measures for one patient, and then summing 
or averaging across patients, add up or average for all patients the benefits attained by a program 
for one measure. 

Present-Value Benefits 

Immediate positive outcomes are more valuable than delayed positive outcomes. Nonmonetary 
outcomes rarely are adjusted for the amount they are delayed, but monetary benefits often are. If 
costs and benefits are to be compared, monetary benefits delayed by more than a year from the 
time that costs occur can be adjusted for their delayed value. 

The adjustment divides benefits by the sum.of 1 plus a discount rate (often 0.08, 0.10, or 0.14). 
The discount rate closely resembles the interest rate that could be earned if the money spent on 
treatment were invested in another activity (such as a money market fund). Benefits delayed by 2 
years are adjusted by dividing them by the result of multiplying the sum 1 + (discount rate) by 
itself once (squared). Benefits delayed by 3 years are adjusted by dividing them by the result of 

. multiplying the sum 1 + (discount rate) by itself and then by itself again, and so on. 

The result of applying net present value to delayed bencfits can be striking. Consider, for 
example, a stream of cost-savings benefits of $1 0,000 that occur at the end of the year for each of 
3 years and a discount rate of 0.1 O. It is tempting simply to sum the benefits for a total of 
$30,000. The net present value of the first end-of·the-year return is, however, $10,000 + (1 +.10) 
= $ 1 0,000 + 1.10 = $9.091 following the calculation guidelines given above. 

The net present value of the second year's cost-savings benefit is $10,000 + [(I + .10) x (1 +.10)] 
= $ 1 0,000 + [1.10 x 1.10] = $10,000 + 1.21 = $8,264. The net present value of the third year's 
cost-saving benefit is $10,000+ [(1 + .10)x (1 +.10) x (I + .10)] =$10,000+ [1.IOx I.I0x 
1.10] = $10,000 + 1.331 = S7,513. The total of these net-present-value benefits is far less than 
$30,000. It is only $24,868. 
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The resulting prescnt-value benefits reflect the declining value of benefits that take longer to 
occur. The difficulties of making this adjustment are minor, although two to three discount rates 
(say, 0.08, 0.10, and 0.14) should be used. The resulting benefit adjustments provide a 
quantitative advantage of alternative procedures (and alternative treatment programs) that 
produce benefits more rapidly. 

Time to Return on Investment 

Net benefit is the result of subtracting costs from benefits. Present valuing benefits reduces the 
value of benefits. Using present-value benefits gives an appropriate advantage to programs that 
achieve their benefits sooner. Present valuing benefits still, however, gives an advantage 
(appropriately) to programs that take longer but achieve better benefits than programs that 
produce quick but small benefits. 

Time to return on investment is the time at which investment equals monetary outcomes. The 
time it takes benefits to begin to exceed costs for substance abuse treatment is of concern to 
funders and other interest groups. Each patient can be monitored for the time actually elapsed 
before the monetary value of the outcomes achieved equals the monetary value of the resources 
used. The average time to return on investment then can be computed for all patients. 

One way to do this is to keep each patient's figurative "bill" on a lined piece of paper or on a 
spreadsheet, such as the one shown in table·25. "Investment" is the cost of treatment services 
delivered. "Return on Investment" is the monetary or monetized benefit resulting from treatment 
services. "Cumulative Investment" is the running total of all treatment and other service costs. 
"Cumulative Return on Investment" is the continuous total of all benefits (monetary and 
monetized) resulting from treatment. "Net Benefit" is the result of subtracting the Cumulative 
Investment from the Cumulative Return on Investment. An advantage of keeping these data on a 
computer spreadsheet is that the cumulative total and the net benefit can be automatically 
updated by the computer each time you enter new cost (investment) or benefit data. 

Table 25 could be completed just from the perspective of the present treatment program, or from 
the perspective of past as well as present treatments, or for society as a whole. In the "Return on 
Investment" column, one could add the patient's debt to society -restitution owed victims or the 
cost of criminal justice services. The balance unpaid from previous treatment programs also 
could be added here. 
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Table 25. Sample Cumulative Costs and Benefits and Net Benefit 

FI Return on Cumulative Cumulative Net Investment return on investment investment investment benefit 

Date Cost of treatment Benefit to society, Running Running Cumulative 
services delivered patient, or other total of all total of all return 

individual treatment benefits of minus 
costs treatment cumulative 

investment 

I ~;;rt I $376 (screening) 

I I 
$376 jD--~$376 

~I $145 (session) 1 $21 (drug-free day) I $521 1 $21 1 -$500 

flt61 .1 $21 (drug-free day) 1 $521 I $42 1 -$479 

11181 $95 (group) I $21 (drug-free day) 1 $616 1 $63 1 -$458 

11181 $145 (session) 1 1 $761 1 $63 1 -$698 

G/91 $124 (income for $761 $187 I -$574 I I . employed day) 

~1r--------------r--$-2-1-(d-r-Ug---fr-ee--da-y-)--r--$-7-6-1---r---$2-0-8---rl-_$553 --I 

Total investment in treatment expenses can be compared to the total monetary value of outcomes 
achieved for a cohort of patients (say, the first 100 patients entering the clinic foJlowing the first 
year of startup and operation). 

Time to return on investment can be contrasted for different groups of patients, such as those 
receiving different procedures or exhibiting different processes. The cost-benefit of different 
procedures also can be compared by contrasting time to return on investment for patients treated 
by the different procedures. 

Just as calculations of time to return on investment should include present-value benefits, more 
delayed costs also should be adjusted for present value. The latter procedure quantifies the 
judgment that programs that delay some costs are preferred over programs that require all 
expenditures up front. 

Potential Problems With Cost-Benefit Analysis 

I 
I 
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Erroneous Assumptions of Linearity 

The strength of cost-benefit analysis also is'its weakness or, more accurately, its problem. 
Because ratios can be calculated very readily (since costs and outcomes are in the same monetary 
units in most cost-benefit analyses), funders may make all the erroneous assumptions noted 
earlier that are encouraged by cost-outcome ratios. 

Net benefit and time to return on investment forms of cost-benefit analysis encourage similar, 
and similarly erroneous, assumptions. For example, funders may incorrectly assume that because 
the benefit for an investment of$IOO,OOO in a substance abuse treatment program is $50,000, 
doubling the investment to $200,000 will double the benefit to $100,000. 

The common pattern of diminishing returns on investment would diminish this anticipated 
benefit to less than double. It also is possible that increasing the initial investment so much 
would allow entirely different (and much more effective and beneficial) treatment procedures to 
be used. 

Some funders also may believe that increasing the investment in treatment might yield a quicker 
return on investment, which might not occur given limitations on how rapidly current treatment 
technology can modify the behaviors, life skills, and lifestyles associated with substance abuse. 

Overemphasis on Monetary and Monetized Outcomes 

The major problem with all forms of cost-benefit analysis is that monetary outcomes are the only 
outcomes considered. Most service providers, many patients, and some other interested parties 
believe that the most important outcomes of substance abuse treatment can hardly be quantified, 
much less monetized (translated into monetary outcomes). To note that some nonmonetary 
outcomes, such as reduced crime, can be monetized does not eliminate, but only reduces, this 
problem. Many providers are unwilling to consider placing a monetary value on the outcomes of 
their services. These providers often resent attempts by persons outside the treatment program to 
monetize their outcomes. 

Critics also note that cost-benefit analysis has been used to justify a number of decisions that 
proved to be not only erroneous but disastrously so. For example, cost-benefit analyses 
conducted by State mental health hospitals in the 1980s apparently were used to justify sudden 
deinstitutionalization without preparation of the patient or the community. This removal of many 
mental patients from hospitals and placement into communities that were not prepared to provide 
necessary services exacerbated homelessness and amounted to abandonment of some patients. 

This unwise decision does not necessarily mean that cost-benefit analysis is itself unwise. 
Problems arise when only one perspective is considered; it is important to adopt multiple 
perspectives in cost-outcome analyses. For ~xample, in the dcinstitutionalization analysis, only 
the perspective of the State mental hospital was considered. 

-----------------------------------~ 
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Resources for Cost-Benefit Analysis 

Several good books discuss the value of using cost-benefit analysis to evaluate programs (Nas 
1996; Thompson 1980). A classic cost-benefit analysis performed in mental health 
(deinstitutionalization of schizophrenic patients) is provided by Weisbrod (1983). The much­
discussed CALDA TA study (Gerstein et al. 1994) also deserves your attention, as it is directly 
related to substance abuse treatment. 
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States Consider Drug Tests for Welfare Recipients 

Thursday, March 26, 2009 

Assoclatod Pross 

CHARLESTON, W.Va. -

Want government assistance? Just say no to drugs. 

Lawmakers in at least eight states want recipients of food stamps, unemployment benefits or welfare to 
submit to random drug testing. 

The effort comes as more Americans tum to these safety nets to ride out the recession. Poverty and civil 
liberties advocates fear the strategy could backfire, discouraging some people from seeking financial aid 
and making already desperate situations worse. 

Those in favor of the drug tests say they are motivated out of a concern for their constituents' health and 
ability to put themselves on more solid financial footing once the economy rebounds. But proponents 
concede they also want to send a message: you don't get something for nothing. 

"Nobody's being forced into these assistance programs," said Craig Blair, a Republican in the West 
Viginia Legislature who has created a Web site - noiwithmytaxdollars.com - that bears a bobble­
headed likeness of himself advocating this position. "If so many jobs require random drug tests these 
days, why not these benefits?" 

Blair is proposing the most comprehensive measure in the country, as it would apply to anyone applying 
for food stamps, unemployment compensation or the federal programs usually known as "welfare": 
Temporary Assistance for Needy Families and Women, Infants and Children. 

Lawmakers in other states are offering similar, but more modest proposals. 

On Wednesday, the Kansas House of Representatives approved a measure mandating drug testing for 
the 14,000 or so people getting cash assistance from the state, which now goes before the state senate. 
In February, the Oklahoma Senate unanimously passed a measure that would require drug testing as a 
condition of receiving TANF benefits, and similar bills have been introduced in Missouri and Hawaii. A 
Florida senator has proposed a bill linking unemployment compensation to drug testing, and a member of 
Minnesota's House of Representatives has a bill requiring drug tests of people who get public assistance 
under a state program there. 

A January attempt in the Arizona Senate to establish such a law failed. 
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In the past, such efforts have been stymied by legal and cost concerns, said Christine Nelson, a program 
manager with the National Conference of State Legislatures. But states' bigger fiscal crises, and the 
surging demand for public assistance, could change that. 

"It's an example of where you could cut costs at the expense of a segment of society that's least able to 
defend themselves," said Frank Crabtree, executive director of the West Virginia chapter of the American 
Civil Liberties Union. 

Drug testing is not the only restriction envisioned for people receiving public assistance: a bill in the 
Tennessee Legislature would cap lottery winnings for recipients at $600. 

There seems to be no coordinated move around the country to push these bills, and similar proposals 
have arisen periodically since federal welfare reform in the 1990s. But the appearance of a cluster of such 
proposals in the midst of the recession shows lawmakers are newly engaged about who is getting public 
assistance. 

Particularly troubling to some policy analysts is the drive to drug test people collecting unemployment 
insurance, whose numbers nationwide now exceed 5.4 million, the highest total on records dating back to 
1967. 

"It doesn't seem like the kind of thing to bring up during a recession," said Ron Haskins, a senior fellow at 
the Brookings Institution. "People who are unemployed, who have lost their job, that's a sympathetic 
group. Americans are tuned into that, because they're worried they'll be next." 

Indeed, these proposals are coming at a time when more Americans find themselves in need of public 
assistance. 

Although the number ofTANF recipients has stayed relatively stable at 3.8 million in the last year, claims 
for unemployment benefits and food stamps have soared. 

In December, more than 31.7 million Americans were receiving food stamp benefits, compared with 27.5 
million the year before. 

The link between public assistance and drug testing stems from the Congressional overhaul of welfare in 
the 1990s, which allowed states to implement drug testing as a condition of receiving help. 

But a federal court struck down a Michigan law that would have allowed for "random, suspicion less" 
testing, saying it violated the 4th Amendment's protections against unreasonable search and seizure, said 
Liz Schott, a senior fellow at the Center on Budget and Policy Priorities. 

At least six states - Indiana, Massachusetts, Minnesota, New Jersey, Wisconsin and Virginia - tie 
eligibility for some public assistance to drug testing for convicted felons or parolees, according to the 
NCSL. 

Nelson said programs that screen welfare applicants by assigning them to case workers for interviews 
have shown some success without the need for drug tests. These alternative measures offer treatnient, 
but can also threaten future benefits if drug problems persist, she said. 

They also cost less than the $400 or so needed for tests that can catch a sufficient range of illegal drugs, 
and rule out false positive results with a follow-up test, she said. 



L 

3433 

WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO_ 259( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY 

Offered: 
Referred: 

Spon,or(,): REPRESENTATIVES KELLER AND GATTO, Kelly 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LSI126\E 
Mischel 
1121/10 

"An Act relating to citizenship requirements and an alcohol impairment and drug 

2 testing program for applicants for and recipients of specified cash assistance." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. AS 47.05 is amended by adding new sections to read: 

5 Article 4. Alcohol and Drug Testing. 

6 Sec_ 47.05.400. Alcohol impairment and drug testing; legislative findings 

7 and purpose. The legislature finds that a statewide threat to public safety exists with 

8 regard to the use of cash assistance for the purchase of alcohol and illegal drugs. The 

9 purpose of the testing program established under AS 47.05.400 - 47.05.500 is to 

10 reduce that risk and to protect the residents of the state. 

II Sec. 47.05.410. Alcohol impairment and drug testing for eligibility; 

12 regulations; immunity. (a) The department shall implement a program consistent 

13 with AS 47.05.400 - 47.05.500 that provides for random and suspicion-based testing 

14 of recipients of cash assistance for use of alcohol that impairs a recipient's ability to 

-1- CS1I82S9( 
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WORK DRAFT WORK DRAFT 26-LS 1126\E 

work or to seek work and of applicants for and recipients of cash assistance for the use 

2 of illegal drugs. 

3 (b) The department shall adopt regulations to implement this section. The 

4 regulations must include testing policies consistent with AS 47.05.430 and specify the 

5 type of testing to be conducted and the illegal drugs to be included in the testing 

6 program. The drug tested must have a cutoff level that yields a positive test result 

7 (I) for initial testing of urine, as follows: 

8 CUTOFF CONCENTRATION 

9 

10 

II 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

SUBSTANCE 

Marijuana metabolites 

Cocaine metabolites 

Opiate metabolites 

Phencyclidine 

Amphetamines 

(nanograms in each milliliter) 

50 

300 

2,000 

1,000 

1,000 

(2) for confirmatory testing of urine, as follows: 

CUTOFF CON CENTRA TION 

SUBSTANCE 

Marijuana metabolite 

(nanograms in each milliliter) 

15 

(Delta-9-tetrahydrocannabinol-9-carboxylic acid) 

Cocaine metabolite (Benzoylecgonine) 

Opiates 

Morphine 

Codeine 

6-Acetylmorphine 

(when morphine concentration exceeds 

2,000 nanograms in each milliliter) 

Phencyclidine 

Amphetamines 

Amphetamine 

Methamphetamine 

(when amphetamine concentration is 

CSIIB 2S9( ) -2-

150 

2,000 

2,000 

10 

25 

500 

500 

New Text Underlined {DELETED TEXT BRACKETED] 
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WORK DRAFT WORK DRAFT 

greater than or equal to 200 nanograms 

in each milliliter) 

26-LS 1126\E 

2 

3 (3) for testing of alternative specimens ihat is consistent with the 

4 mandatory guidelines for the federal workplace drug testing program adopted by the 

5 United States Department of Health and Human Services. 

6 (c) Unless the department or an agent or employee of the department knew or 

7 should have known that the results of a test conducted under this section were false 

8 and took action that affected a person's eligibility for cash assistance based on the false 

9 test results, a person may not bring an action for damages against the department or an 

10 agent or employee of the department for 

II (I) good faith actions taken to conduct, or as a result of, alcohol 

12 impairment or drug testing under this section; 

13 (2) failure to test for alcohol impairment or drugs or for a specific 

14 drug; 

15 (3) failure to test, or if the test was undetected, failure to detect a 

16 specific drug or medical or psychological condition or disorder; 

17 (4) termination or suspension of an alcohol or drug prevention or 

18 testing program or policy. 

19 (d) In a claim for damages based on false test results, 

20 (I) a rebuttable presumption exists that the test results were valid if the 

21 department complied with this section and the regulations adopted under this section; 

22 and 

23 (2) the department may not be held liable for monetary damages for 

24 good faith reliance and reasonable actions taken as a result offalse test results. 

25 (e) A person may not bring an action against the department based on the 

26 failure of the department to establish a program or policy on substance abuse 

27 prevention or to implement alcohol impairmcnt or drug testing. 

28 Sec. 47.05.420. Confidentiality; liability. (a) The results of a test conducted 

29 under AS 47.05.410 are confidential, except that the results may be revealed to the 

30 recipient of cash assistance who was tested and to agents and employees of the 

31 department as required to determine eligibility for cash assistance. 

-3- CSIIB 259( ) 
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2 

3 

4 

5 

6 

7 

8 

9 

10 

II 
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(b) A person may not bring an action for defamation of character or reputation 

as a result of disclosure of the results of an alcohol impairment or drug test under the 

alcohol impairment or drug testing program established under AS 47.05.410 unless 

(I) the results were disclosed to a person, other than an agent or 

employee of the department for the purpose of the testing program or under court or 

administrative order; 

(2) the information disclosed included false test results; 

(3) the information was negligently or intentionally disclosed; and 

(4) the elements of the tort claim are met. 

Sec. 47.05.430. Testing policies and procedures. (a) The department shall 

adopt testing policies that include 

(I) a list of substances tested; 

(2) a description of the testing methods and collection procedures, 

including on-site testing; 

(3) a right to confirmatory testing and the procedures for confirmatory 

testing; 

(4) the consequences for refusal to test or retest that are consistent with 

the provisions in AS 47.05.450; 

(5) the right of an applicant for or recipient of cash assistance to 

receive test results within five working days after the department receives the test 

results or the written request, whichever is later, if a written request is made by the 

applicant or recipient within six months after the test; 

(6) the right of an applicant and a recipient, on the applicant's or 

recipient's request, to receive, within 72 hours or before an adverse action is taken, 

whichever occurs first, a confidential explanation of the applicant's or recipient's test 

results; 

(7) providing the department's confidentiality and testing policies to 

applicants for and recipients of cash assistance not less than 30 days before initiating 

testing on the applicant or recipient. 

(b) The department shall pay the cost of testing and, if the testing is performed 

at a location other than a location of the department, the cost of transportation to and 

CSIIB 2S9( ) -4-
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from the testing center. 

(c) Sample collection and testing must 

(I) comply with scientifically accepted methods and procedures; 

(2) be performed at a location identified by the department and 

analyzed by a laboratory approved or certified by the Substance Abuse and Mental 

Health Services Administration or by the College of American Pathologists; 

(3) be conducted under reasonable, sanitary, and private conditions 

that are consistent with reliability; 

(4) be properly controlled and samples must be properly labeled; and 

(5) include relevant medical information. 

(d) A positive drug test must be confirmed using a different analytical process 

than was used in initial testing. A positive drug test must be reported as a negative 

result if a licensed physician verifies that the test was affected by medication 

prescribed for the applicant or recipient tested. 

(e) The department may not rely on a positive test result without confirmatory 

testing. 

Sec. 47.05.440. Training of test administrators. (a) The department shall 

ensure that not less than one designated employee of the department receives not less 

than one hour of training on alcohol abuse and an additional one hour of training on 

the use of controlled substances for the purpose of finding reasonable suspicion for 

testing under AS 47.05.400 - 47.05.500. 

(b) If the department provides on-site testing for alcohol impairment or illegal 

drug use under AS 47.05.4\0, the department shall employ on-site administrators who 

(1) have received training in person and written certification of the 

training by the test manufacturer's representative on the proper procedure for 

administering the test and on accurate analysis of the on-site test results; the training 

must include recognition of adulteration of a sample collected on-site; 

(2) agree in writing to maintain confidentiality under the testing 

policies adopted by the department. 

Sec. 47.05.450. Consequences of confirmatory positive testing. (a) Except as 

provided in (b) of this section, the department shall deny or suspend cash assistance to 

-5- CSHB 259( ) 
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an applicant for or recipient of the assistance who, under AS 47.05.400 - 47.05.500, 

has 

(I) been tested and received a confirmatory positive result for alcohol 

impairment or use of illegal drugs and fails to comply with a treatment program 

approved by the department; or 

(2) refused alcohol impairment or drug testing required by the 

7 department. 

8 (b) The department may provide cash assistance on behalf of an eligible 

9 recipient who is subject to denial or suspension under (a) of this section if the 

10 department has in place an option for third-party receipt of the cash assistance for 

II which the recipient or the recipient's family is otherwise eligible and the third party is 

12 a legal guardian, public institution, or licensed health care facility that provides care, 

13 shelter, or food to the recipient or the recipient's dependent children. 

14 Sec. 47.05.500. Definitions. In AS 47.05.400 - 47.05.500, "cash assistance" 

15 means general relief under AS 47.25.120 - 47.25.300 and Alaska Temporary 

16 Assistance under AS 47.27. 

17 * Sec. 2. AS 47.25.120 is amended by adding a new subsection to read: 

18 (b) A person must be a citizen of the United States or a legal alien as described 

19 in 8 U.S.C. 1181 - 1186 and not otherwise precluded from eligibility under state or 

20 federal law to be eligible for assistance under AS 47.25.120 - 47.25.300. 

CSIIB 259( ) -6-
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CS FOR HOUSE BILL NO. 260(HSS) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

Offered: 
Referred: 

Sponsor(s): REPRESENT A TIVE KELLER 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS I I 28\R 
Mischel 

2/411 0 

"An Act relating to preventive care services for medical assistance recipients; and 

2 providing for an effective date." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. AS 47.07 is amended by adding a new section to read: 

5 Sec. 47.07.047. Preventive care services. (a) The department shall provide 

6 services and opportunities to enable eligible medical assistance recipients to receive a 

7 full range of preventive care services that are coordinated and that are provided in the 

8 least restrictive and most home-like environment. The services must include 

9 (I) coordination by a primary care provider; 

10 (2) use of evidence-based practice guidelines; 

II (3) patient education; 

12 

13 

14 

(4) specialty referral and provider collaboration; 

(5) routine health assessments; 

(6) outcome assessment and measurement; 

-1-
Ne~_.Text .C!!JderJined (DELETED TEXT BRACKETED) 
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2 

(7) other preventive services identified by the department in regulation. 

(b) To implement (a) of this section, the department may contract with 

3 qualified entities or providers to provide preventive care services that include medical 

4 home-based services and programs of alternative care for the elderly. 

5 (c) The department may provide services required under (a) of this section 

6 under a waiver, in accordance with 42 U.S.c. 1396 - 1396p (Title IX Social Security 

7 Act), this chapter, and regulations adopted under this chapter, if the department 

8 (1) finds that providing the services under a waiver is the most cost-

9 effective and cost-efficient method of providing the services; 

10 (2) receives appropriations allocated for that purpose; and 

11 (3) receives approval from the federal government for the waiver. 

12 (d) The department shall evaluate the projected and actual savings resulting 

13 from implementation of this section and provide an annual report to the legislature 

14 describing the services provided, participant outcomes, and savings. 

15 * Sec. 2. The uncodified law of the State of Alaska is amended by adding a new section to 

16· read: 

17 FEDERAL MEDICAL ASSISTANCE APPROVAL; NOTIFICATION. (a) The 

18 Department of Health and Social Services may apply for a waiver from the United States 

19 Department of Health and Human Services to provide preventive services to medical 

20 assistance recipients under AS 47.07.047, enacted by sec. 1 of this Act. 

21 (b) On or before July 1, 2011, the commissioner of health and social services shall 

22 notify the revisor of statutes of the approval or denial of a waiver applied for under this 

23 section. 

24 .. Sec. 3. The uncodified law of the State of Alaska is amended by adding a new section to 

25 read: 

26 PREVENTIVE CARE SERVICES; REGULATIONS. The Department of Health and 

27 Social Services may adopt regulations necessary to implement AS 47.07.047, enacted by sec. 

28 I of this Act. The regulations take effect under AS 44.62 (Administrative Procedure Act) but 

29 not before the effective date of sec. 1 of this Act. 

30 * Sec. 4. Sections 2 and 3 of this Act take effect immediately under AS 01.10.070(c). 

CSHB 26O(HS8) -2-
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Mischel 
3/18/10 

AMENDMENT 

OFFERED IN THE HOUSE BY REPRESENTATIVE SEATON 

TO: CSHB 260(HSS), Draft Version "R" 

Page 2, line 14, following "outcomes,": 

2 Insert "costs," 

L _1_ 
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Mischel 
3/18/10 

AMENDMENT 

OFFERED IN THE HOUSE BY REPRESENTATIVE SEATON 

TO: CSHB 260(HSS), Draft Version "R" 

Page 2, following line 14: 

2 Insert a new subsection to read: 

3 "(e) The department shall establish measures that include medical, social, and 

4 economic components for the services provided under this section. The measures shall 

5 be used in evaluating outcomes and savings for purposes of reporting under (d) of this 

6 section." 

L _\_ 
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REPRESENTATIVEVVESKELLER 
DISTRICT 14 

Sponsor Statement 
House Bill 260 

"An Act relating to preventive care and disease management 
services for medical assistance recipients; and providing for an 

effective date." 

"An ounce of prevention is worth a pound of cure." Those were words most of us heard from 

our mothers or fathers when we were young. Today, we have an opportunity to apply those 

words in a practical and economical sense. House Bill 260 will open the door for those receiving 

Medicaid to participate in preventative care and disease management programs. 

Under the proposal, providers will be reimbursed for giving patients the option of learning and 

pursuing good health based on their personal history and risk factors. Often if a condition is 

dealt with early on, a cure can be as simple as a life style change. This could eliminate the need 

for extensive medical intervention later and will save money. 

Preventative medicine is the basis for so much of our life style today from smoking cessation to 

reducing alcohol consumption. Currently, the Medicaid system does not permit, nor will it pay 

for preventative types of activity. House Bill 260 will give those using Medicaid the same 

opporturiity to learn how to make changes in their lives that will help them live healthier. 

E-Mail: RepresentativeWesKeJler@legis.state.ak.us 
Gall Juneau Tallfree: (800) 468-2186 

Website: www.akrepublicans.arg/keller/ 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: HB260 
o Publish Date: 

~ld~e~n~ti~fie~r~lfi~le~n=am~e)=:_H~B~2~6~0~-D~H_S=S=-~MAA~_-2=-~8_-'~0 _________________ De~.A~ed: ____________ H_ea_'_~_& __ S_oQ_·a_'_S_e_N_iC8 __ S ____ __ 

Title Medicaid: Preventive Carel Disease RDU Health Care Services 

__________ -_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-:..-_-_-_-_-_-_-_-_-_-_-:..-_-_-_-__ --Component MedicalAsslstanceAdministration 

Sponsor 

Requester 

Nole: 

Keller 

House HSS 

----------------------------------
I do not ind 

~ 
, noted below. 

Component Number 242 

I of Dollars) 

Information 

IS8N~1l FY 2011 FY 2011 FY 2012 FY 2013 FY 201. FY 201S FY 2016 
94.2 

ITravei 
9.6 
'.0· 
7.6 

Land & Strudures 
Grants ~ ("I.', 

I TOTAL~ 112.' 

:CAPITAL EXPENDITURJ 

CHANGE IN REVENUES 

FUND SOURCE 
1002 Federal Receipts 562 
'003 GF Match 56.2 
'004 GF 
1005 GFlProgram Receip 
1037 GFlMental Health 
Other Interagency Racei 

TOTAL 112.' 

Estimate of any current year (FY2010) CI 

POSITIONS 

rUIl-time 
Part·time 
Temporary 

ANAL VSIS: (Attach. separa!. p~ if ~ 

94.2 94,2 94.2 94.2 94.2 

9.6 9.6 9.6 9.6 9.6 
.0 '.0 1.0 '.0 

'04.8 104.6 104.8 104.8 104.8 

(Thousands of Dollars) 
52.4 52.4 52_4 52_4 52_4 
52.4 52.4 52.4 52.4 52.4 

104.8 104.8 104.8 104.8 '0 •. 8 

, 1 'I 
HB 260 would require OHSS to develop a program of preventive care and disease management for Medicaid recipients. 
The department antiCipates complying with this requirement by establishing a Program of All-Inclusive Care for the Elderly 
(PACE) andlor medical home program. This bill would not affect the total number of Medicaid recipients served. but would 
alter the mix of services that some individuals receive and, in some instances. how they receive it. 

OHSS anticipates that actual provision of the preventive care and disesase management would occur through PACE and 
primary care providers. However. it would be necessary to hire one new staff to develop and oversee these programs. 

(continued on Page 2) 

Prepared by: William J. Streur. Deputy Commissioner 
DiviSion Health Care Services 

ApprOVe<! by: Alison E!gee. Assistant Commissioner 
DHSS Finance & Management ServIceS 

Phone 269-7827 
OateITime 2/5110 12:00 AM 

Date 2/8/2010 

Page 1 of 2 
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FISCAL NOTE 

STATE OF ALASKA BILL NO . .:,:H:::B2::6:.:0 ______ _ 

2010 LEGISLATIVE SESSION 

ANAl V~I~ r.:nNTINI14TlnN 

Administrative Costs: 

1 Medical Assistance Administrator III, $94, 207 (Ranse 20) ; . All personal services costs include benefits. Assumes $9.6 
per HE 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; $1.0 per FTE annually for supplies. 

Page 2 of 2 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: HB260 

o Publish Date: 

Health & Social Services Identifier (file name): HB260·0HSS-MS-2-8-10 Dept. Affected: 
-T-it-'e--~------~--~M~ed~j~~jd~:~p-~-v-en-t~jv-e~c~a-re-/~D~j~--a-~---------RDU ----------H-e-a-,~--c-a-~-Se--N-j-oe-s----------

--------------~~---------------------Component Medicaid Services 

Keller Sponsor 

Requester House HSS Component Number 
-----------------~~----------------

Expenditures/Revenue (Thousands of Dollars) 
Note' Amounts do not include inflation unless otherwise noted below 

I "ppropnauon 
Required Information 

OPERATING EXPENDIT FY 2011 FY 2011 FY 2012 FY 2013 FY 2014 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 0.0 0.0 0.0 0.0 
Miscellaneous 

TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0 

CAPITAL EXPENDITUR I I I 

2077 

FY 2015 

0.0 

0.0 

I 

FY 2016 

0.0 

0.0 

I 

ICHANGE IN REVENUES I I I I I J 

FUND SOURCE (Thousands of Dollars) 

1002 Federal Receipts 
1003 GF Match 0.0 0.0 0.0 0.0 0.0 0.0 
1004 GF 
1005 GF/Program Receip 
1037 GFlMentaJ Health 
Other Interagency Recei 

TOTAL 0.0 0.0 0.0 0.0 0.0 0.0 0.0 

Estimate of any current year (FY2D10) CI 

POSITIONS I Full·time 
Part-time 
Temporary 

ANALYSIS: (Attach 8 separate page if nece: 

HB 260 would require DHSS to develop a program of preventive care and disease management for Medicaid reCipients. 
The department anticipates complying with this requirement by establishing a Program of All-Inclusive Care for the Elderly 
(PACE) andlor medical home program. This bill would not affect the total number of Medicaid reCipients served, but would 
alter the mix of services that some individuals receive and, in some instances, how they receive it. 

PACE is an optional benefit under both the Medicare and Medicaid programs. It serves people over 55 years who meet the 
State's standards for nursing home care. PACE providers receive capitated payments from Medicare and Medicaid and 
assume the risk for all Medicare and Medicaid services. For most patients, a comprehensive service package permits them 
to continue living at home while receiving services, rather than be institutionalized. A team of doctors, nurses and other 
health professionals assess participant needs, develop care plans, and deliver all services, which are integrated into a 
complete health care plan. (continued on page 2) 

Prepared by: William J. Streur, Deputy Commissioner 

Division Health Care Services 

Approved bY:~~IT~~~~~~~l}~~~=========== 

Phone 269·7827 

OateJTime 218/10 12:00AM 

Date 21812010 
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FISCAL NOTE 

STATE OF ALASKA BILL NO. HB260 

2010 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

Starting a PACE program requires an agreement between the State Medicaid and the federal Medicare programs. It may 
take as long as 2 years to initiate a program including the possible need to obtain a Medicaid waiver, negotiating an 
agreement with Medicare to participate in a regional program, and securing the interest of a PACE organization. Initially, 
capitated Medicaid payments to the PACE provider would probably equal what the Medicaid program is currently paying for 
services for these clients. Eventually. with enough actuarial experience, capitated payments might be adjusted downward if 
the program successfully bends the cost curve. 

Medicaid Medical home is a model of health care delivery in which a Medicaid recipient chooses a primary care provider 
(PCP) who is responsible for coordinating the participant's care. These plans provide participants a medical home and a 
relationship with a primary care provider to increase primary care and reduce the need for specialty and emergency 
department care. PCPs are paid a monthly fee for coordinating the participant's care on top of the payment for providing 
medical services reimbursed on a fee-for-service basis. 

Considerable efforts on the part of HCS would be necessary in order to recruit primary care providers to participate in a 
medical program. One potential opportunity would be to enlist the participation and partnership of the Primary Care 
Association and a contracting relationship with specific Community Health Centers to develop medical home programs. 
Potential cost savings from the program would be depending on the level of fees necessary to attract adequate PCPs. 
Because of the uncertainty about the necessary level of the fee, DHSS does not project spending reductions by FY 2016. 
However, DHSS does believe that Primary Care case management would result in improved quality of care for Medicaid 
recipients. 

Page 2 of 2 
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Preventive Health Care: An Ounce of Prevention 

by Eve B. Scheffenacker 

When people talk about the dire state of health care in this country, fingers point in every direction. At 
hospitals and HMOs (health maintenance organizations) that make treatment decisions based on cost-benefit 
analysis. At drug companies whose profit margins have been described as obscene. At insurance companies 
that won't insure people who've been treated for depression or acid reflux. 

Clearly, there's plenty of blame to go around. So let's not overlook another influential group--patients like you 
and me, especially the ones who have insurance. While thousands of Americans do without medical care that 
they need but can't afford, an even larger number of insured people ignore health services that will cost them a 
little and could save everyone a lot. 

What's the story? 

A recent study found that, of the people who have preventive care benefits available through their medical 
plans, only 10% actually use them. The other 90% don't get routine exams like mammograms and prostate 
screenings, don't get lab work to check their cholesterol and blood sugar, and don't get their children 
vaccinated. They don't enroll in an exercise class or a disease management program. Not even when their plans 
cover all or most of the costs. 

A new MRI available in some areas can diagnose heart disease 10 years before the person is at 
risk for heart attack. 

Some of these people may not know the benefits exist and don't think to ask. A lot of them, though, are in 
denial, believing that "it"--heart disease, cancer, diabetes, or stroke--won't happen to them. Some of them may 
be right, but the odds don't favor them. The U.S. spends $240 billion a year treating diabetes, obesity, and 
tobacco-related diseases. That figure represents a lot of very sick people whose diseases could have been 
detected and managed by preventive care. 

The pound of cure 

These people may be making a risky and expensive mistake, because preventive care saves lives and money. 
So if you belong to the 90% majority that is choosing to go without preventive care, here are some reasons to 
consider joining the minority. 

• Preventive care is inexpensive long-term care because it protects your future health. 
Medical and pharmaceutical advances have only a small effect on our overall health. In 
fact, 25 of the 30 years added to life expectancy in the past century are due to advances in 
preventive medicine and public health. 

Only 10% oflhe people who have preventive care benejils through their medical plans 
use them. 

Even when you're feeling well, the first signs of a critical disease may be present. Only blood tests, X­
rays, and other procedures can detect those early signs. Doctors now are better educated about doing 
routine screening and knowing what to look for. In the meantime, advances in routine tests have made 
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them remarkably accurate. For example, a new type of MRI (magnetic resonance imaging; note that 
this test is not available everywhere) can diagnose heart disease as much as 10 years before the person 
is at risk for heart attack. Think how the death rate from heart attack might drop if more people took 
advantage of that one test. 

Detecting a chronic or acute disease in its early stage puts you ahead of the curve. It also saves you a 
lot of money. Instead of working to combat an advanced disease and its complications, your doctor 
can focus on keeping a small symptom from becoming bigger. Usually, the earlier you start treating a 
condition, the better your chances of surviving. For example: 

Detecting an acute disease in its early stages puts you ahead of the curve, medically and 
financially. 

o When doctors can diagnose heart disease before symptoms occur, they can treat 
and even reverse the progress of most conditions with outpatient care--and patient 
compliance. 

o Because colon polyps grow slowly, routine colonoscopies could prevent more 
than 90% of deaths from colon cancer. 

o Several studies show that routine mammograms after age 40 lower a woman's risk 
of dying from breast cancer. 

• Regular preventive care means better overall care from your primary doctor. When you 
receive regular preventive care, your doctor can track your health over a period of years. 
He or she then is more likely to notice small but telling changes in your weight or blood 
pressure, sleep patterns, or appetite. Your doctor also can help you manage behaviors that 
contribute to heart disease, diabetes, and cancer. Walking 20 minutes a day, cutting back 
on fat in your diet, or stopping smoking are manageable changes that literally can save 
your life. 

• Routine immunizations give you and your children immediate protection. Pediatric 
vaccinations protect children from serious infections including polio, chicken pox, and 
meningitis. And among older Americans, the annual flu shot can prevent the flu and 
other, more serious complications including heart attack, pneumonia, and stroke. 

Take care of yourself now and protect the health you hope to enjoy 10 years from 110W. 

Bottom line--preventive care could lead the way to health-care reform 

Everyone, including you, saves money when more people make an effort to stay well. And we could be talking 
about a lot of money. According to the National Congress on Pre-Symptom Medicine, regular use of 
preventive care by Americans could cut projected health-care costs by 50% over the next 10 years. 

Think about what that means. If there's any truth in that statistic, a large part of the solution to the health-care 
crisis is in our control. The financial impact of the preventive care that you and your family members receive 
in the coming years can reach far beyond your paycheck. It can have a strong and salutary effect on the health­
care industry and even the economy. With rising health-care costs undermining the profitability of businesses 
and the health of millions of people, that possibility is worth exploring and acting on. 

A large part of the solution to the health-care crisis is in our control. 
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So find out what coverage your medical plan has for wellness and preventive care. Make an appointment now 
for a routine physical or a bone density test. Take your children in for their vaccinations, or get a flu shot at a 
health fair. Grit your teeth and schedule a mammogram, colonoscopy, or prostate exam. Take care of yourself 
now and protect the health you hope to enjoy 10 years from now. You'll save money that you can spend on 
more pleasant pastimes. You'll also be doing your part to resolve the health-care crisis. 

It can only do you good! 
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Does Preventive Care Save Money? Health Economics 
and the Presidential Candidates 
Joshua T. Cohen, Ph,D" Peter J, Neumann, SeD" and Milton C Weinstein, Ph.D, 

W ith health care once again a leading issue in 
a presidential race, candidates have offered 

plans for controlling spiraling costs while enhanc­
ing the quality of care. A popular component of 

such plans involves greater promo­
tion of preventive health measures, 
The first element in Hillary Clin­
ton's plan is to "focus on preven­
tion: wellness not sickness." John 
Edwards has stated that "study af­
ter study shows that primary and 
preventive care greatly reduces fu­
ture health care costs, as well as 
increasing patients' health." Mike 
Huckabee has said that a focus on 
prevention "would save countless 
lives, pain and suffering by the 
victims of chronic conditions, and 
billions of dollars." Barack Obama 
has argued that "too little is spent 
on prevention and public health." 

Indeed, some evidence does 
suggest that there are opportuni­
ties to save money and improve 
health through prevention. Prevent­
able causes of death, such as to-

bacco smoking, poor diet and 
physical inactivity, and misuse of 
alcohol have been estimated to be 
responsible for 900,000 deaths an­
nually - nearly 40% of total yearly 
mortality in the United States.1 

Moreover, some of the measures 
identified by the U.S. Preventive 
Services Task Force, such as coun­
seling adults to quit smoking, 
screening for colorectal cancer, 
and providing influenza vacci­
nation, reduce mortality either 
at low cost or at a cost savings. 2 

Sweeping statements about the 
cost-saving potential of prevention, 
however, are overreaching. Studies 
have concluded that preventing ill­
ness can in some cases save money 
but in other cases can add to health 
care costs.3 For example, screening 
costs will exceed the savings from 

avoided treatment in cases in 
which only a very small fraction of 
the population would have become 
ill in the absence of preventive 
measures. Preventive measures that 
do not save money mayor may not 
represent cost-effective care (Le., 
good value for the resources ex­
pended). Whether any preventive 
measure saves money or is a rea­
sonable investment despite adding 
to costs depends entirely on the 
particular intervention and the spe­
cific popUlation in question. For 
example, drugs used to treat high 
cholesterol yield much greater value 
for the money if the targeted popu­
lation is at high risk for coronary 
heart disease, and the efficiency of 
cancer screening can depend heav­
ily on both the frequency of the 
screening and the level of cancer 
risk in the screened population:' 

The focus on prevention as a 
key source of cost savings in health 
care also sidesteps the question of 
whether such measures are gener­
ally more promising and efficient 

N ENClJ MED 358;7 WWW.NEJM.ORC FEBRUARY 14. 2008 661 
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PERSPECTIVE DOES PREVENTIVE CARE SAVE MONEY? HEALTH ECONOMICS AND THE PRESIDENTIAL CANDIDATES 

• Preventive measures o Treatments for existing conditions 

Cost-saving <10,000 10,000 to 50,000 to 100,000 to 250,000 to ;;-:1,000,000 Increases 
<50,000 <100,000 <250,000 <1,000,000 cost and 

worsens 
health 

Cost-Effectiveness Ratio (S per QAlY) 

Distribution ofCost-Eifectiveness Ratios for Preventive Measures and Treatments for Existing 
Conditions_ 

Data are from the Tufts-New England Medical Center Cost-Effectiveness Registry. QALY denotes 

quality-adjusted life-year. 

than the treatment of existing con­
ditions. Researchers have found 
that although high-technology 
treatments for existing conditions 
can be expensive, such measures 
may, in certain circumstances, also 
represent an efficient use of re­
sources.S It is important to analyze 
the costs and benefits of specific 
interventions. 

A systematic review of the cost­
effectiveness literature sheds light 
on these issues. We analyzed the 
contents of the Tufts-New England 
Medical Center Cost-Effectiveness 
Analysis Registry (www.tutts-nemc. 
org/cearegistry), which consists of 
detailed abstracted information on 
published cost-effectiveness studies 
through 2005. Each registry article 
estimates the cost-effectiveness of 
one or more interventions as the 
incremental costs (converted here 
to 2006 U.S. dollars) divided by the 
incremental health benefits quanti­
fied in terms of quality-adjusted 
life-years (QALYs). Low cost-effec­
tiveness ratios are "favorable" 
because they indicate that incre­
mental QALYs can be accrued 
inexpensively. An intervention is 

"cost-saving" if it reduces costs 
while improving health. Poorly per­
forming interventions can both in­
crease costs and worsen health. 

Our analysis was restricted to 

the 599 articles (and 1500 ratios) 
published between 2000 and 2005 
that properly discounted future 
costs and benefits. We classified 
279 ratios as preventive because 
they refer to interventions designed 
to avert disease or injury; all 1221 
other ratios pertain to treatments, 
a category that includes both "ter­
tiary" measures (designed to ame­
liorate the effects of a disease or 
condition) and "secondary preven­
tion" measures (designed to re­
verse or retard progression of an 
existing condition), such as the use 
of implantable cardioverter-defi­
brillators in patients with myo­
cardial disease. 

The bar graph shows that the 
distributions of cost-effectiveness 
ratios for preventive measures and 
treatments are very similar - in 
other words, opportunities for ef­
ficient investment in health care 
programs are roughly equal for 
prevention and treaunent, at least 

as reflected in the literature we re­
viewed. Moreover, both distribu­
tions span the full range of cost­
effectiveness. The table shows the 
cost-effectiveness ratios for select­
ed interventions of various types. 

These results are consistent with 
earlier reviews but cover a larger 
sample of studies and quantify 
benefits in terms of QALYs. Some 
preventive measures save money, 
while others do not, although they 
may still be worthwhile because 
they confer substantial health ben­
efits relative to their cost. In con­
trast, some preventive measures 
are expensive given the health ben­
efits they confer. In general, wheth­
er a particular preventive measure 
represents good value or poor value 
depends on factors such as the 
population targeted, with measures 
targeting higher-risk populations 
typically being the most efficient. 
In the case of screening. efficiency 
also depends on frequency (more 
frequent screening confers greater 
benefits but is less efficient). Third, 
as is the case for preventive 
measures, treatments can be rel­
atively efficient or inefficient. 

Of course, OUf review reflects 
a selected sample of studies in the 
peer-reviewed literature and does 
not cover all possible opportunities 
to spend resources to improve 
health. In addition, there may be 
inconsistency among the studies in 
terms of the methods used. Still, 
our analysis is based on a large 
and diverse set of studies that used 
recommended metries for cost­
effectiveness analysis, and we believe 
that it olrers important lessons. 

Our findings suggest that the 
broad generalizations made by 
many presidential candidates can 
be misleading. These statements 
convey the message that substan­
tial resources can be saved through 
prevention. Although some preven­
tive measures do save money, the 
vast majority reviewed in the health 
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PERSPECTIVE DOES PREVENTIVE CARE SAVE MONEY? HEALTH ECONOMICS AND THE PRESIDENTIAL CANDIDATES 

Cost· Effectiveness ofSeleded Preventive Measures and Treatments for Existing Conditions (2006 Dollars): 

Intervention 

Preventive measures 

Haemophilus influenzac type b vaccination of toddlers 

One-time colonoscopy screening for colorectal cancer in men 60-64 years old 

Cost-Effectiveness Ratio 

Newborn screening for medium-chain acyl-coenzyme A dehydrogenase deficiency 

High-intensity smoking-relapse prevention program, as compared with a low-intensity program 

Intensive tobacco-use prevention program for seventh- and eighth-graders 

Cost-saving 

Cost-saving 

$160/QALY 

$190/QALY 

$2J,OOO/QALY 

$S90,OOO/QALY Screening all 65-year-olds for diabetes as compared with screening 6S-year-olds with hyperten­
sion for diabetes 

Antibiotic prophylaxis (amoxidllin) for children with moderate cardiac lesions who are undergo- Increases cost and worsens 
health ing urinary catheterization 

Treatments for existing conditions 

Cognitive-behavioral family intervention for patients with Alzheimer's disease 

Cochlear implants in profoundly deaf children 

Combination antiretroviral therapy for HIV-infected patients 

liver transplantation in patients with primary sclerosing cholangitis 

Implantation of cardioverter-defibrillators in appropriate populations, as compared with medi­
cal management alone 

Cost-saving 

Cost-saving 

$29,OOO/QALY 

$41,OOO/QALY 

$S2,OOO/QALY 

left ventricular assist device, as compared with optimal medical management, in patients with 
heart failure who are not candidates for transplantation 

$900,OOO/QALY 

Surgery in 70-year-old men with a new diagnosis of prostate cancer, as compared with watchful 
waiting 

Increases cost and worsens 
health 

* The cost-effectiveness ratio is the incremental costs divided by the incremental benefits, relative to a comparator. The compar­
ator is omitted from the intervention's description ii it was no treatment or current treatment or if the intervention was added 
to, rather than substituted for, another treatment. The cost-effectiveness estimates listed are point-estimate values from the 
original articles (a more detailed table appears in the Supplementary Appendix, available with the full text of this article at 
www.nejm.org). Preventive measures are those designed to avert the development of a condition. Treatments for existing con­
ditions include both those deSigned to prevent the progression of a condition and those designed to ameliorate the effects of a 
disease or condition. QAlY denotes quality-adjusted life-year. For more information see www.tufts-nemc.org/cearegistry. 

economics literature do not Care­
ful analysis of the costs and bene­
fits of specific interventions, rather 
than broad generalizations, is criti­
cal. Such analysis could identitY 
not only cost-saving preventive 
measures but also preventive mea­
sures that deliver substantial health 
benefits relative to their net costs; 
this analysis could also identitY 
treatments that are cost-saving or 
highly efficient (i.e., cost-effective). 

In addition to determining 
which preventive measures and 
treatments are most efficient, it 
will be necessary to identitY those 
that are not yet fully deployed and 
those that could serve a large pop­
ulation and bring about substantial 
aggregate improvements in health 
at an acceptable cost. Findings that 
some cost-saving or highly efficient 
measures are underused would in-

dicate that current practice is in­
consistent with the efficient deliv­
ery of health care. Other services 
might be identified as overused, 
and such findings would under­
score the importance of fushioning 
policies that provide incentives 
to shift practice toward more 
cost-effective delivery of health 
care. In the face of increasingly 
constrained resources, there is a 
realistic way of achieving better 
health results: conduct careful 
analysis to identify evidence­
based opportunities for more ef­
ficient delivery of health care -
whether prevention or treatment 
- and then restructure the sys­
tem to create incentives that en­
courage the appropriate delivery 
of efficient interventions. 

No potential conflict of interest relevant 
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Juneau 
State Capitol Bldg. Rm 422 
Juneau, AK 99801-1182 
Phone (907) 4654930 
Fax (907) 465-3834 
1-800-331-4930 

ALASKA STATE LEGISLATURE 

Representative Berta Gardner 
House District 24 

Sponsor Statement- House Bill 265 

Anchorage 
716 W. 4'" Avenue 

Anchorage, AK 99501 
Phone (907) 269-0174 

Fax (907) 269-0177 

HB 265 - An Act relating to a two year funding cycle for medical assistance coverage for 
dentures. 

HB 265 makes a simple change to the Adult Medicaid Dental program that would allow 
patients who are approved for dentures to receive both the uppers and lowers in a single fiscal 
year. The bill would let patients access two years of funding in a single year, thereby allowing 
them and their dentists to schedule treatment around the oral health of the patient, rather than the 
bureaucratic ease of the state fiscal year. 

Current law places a limit on expenditures per eligible client at $1,150 per year. This 
number was designed to pay for Y, of a set of dentures, either uppers or lowers, in a single fiscal 
year. When the program was created, the idea was that a client who needed dentures could 
receive one set on June 30th

, and the second on July I st. Unfortunately, this has proven to be 
impractical. Dentists who are forced to pull teeth can't always do so on the state's fiscal 
calendar, and Alaskans shouldn't suffer needlessly because their medical emergency occurred in 
the fall rather than the summer. 

Adult Medicaid Dental has been recognized across the political spectrum as a successful 
government health care program. Over the past three years, the state has saved substantial 
amounts of money - and poorer Alaskans have been saved immense pain and hardship - by 
allowing Medicaid to pay for exams, cleanings, fillings, root canals, and dentures before painful 
and expensive surgery became necessary. HB 265 will fix a small flaw in the cost-containment 
portion of the program and help protect this important state investment. 



3457 

HOUSE BILL NO_ 265 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY -SIXTH LEGISLATURE - SECOND SESSION 

BY REPRESENTATIVES GARDNER, PETERSEN, AND GARA 

Introduced: 1/8110 
Referred: Prefiled 

ABILL 

FOR AN ACT ENTITLED 

26-LS I I 96\R 

"An Act providing for a two-year funding cycle for medical assistance coverage for 

2 dentures." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. AS 47.07.067(a) is amended to read: 

5 (a) Subject to appropriation, the department shall pay for minimum treatment 

6 and for preventative and restorative adult dental services provided under 

7 AS 47.07.030(b) and under regulations adopted by the commissioner in conformity 

8 with applicable federal requirements and this chapter. Regulations adopted under this 

9 section must include the following: 

10 (I) except as provided in (el of this section. a maximum amount of 

II benefits for preventative and restorative adult dental services of $1,150 for each 

12 eligible recipient in a fiscal year; and 

13 

14 

(2) specification of the scope of coverage for preventative and 

restorative adult dental services. 

IIB026S. - t- liB 265 
New Text Underlined {DELETED TEXT BRACKETED} 
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2 

3 

4 

5 

26-LS I I 96\R 

* Sec. 2. AS 47.07.067 is amended by adding a new subsection to read: 

liB 265 

(e) If the department authorizes or approves payment for complete or partial 

dentures for an eligible recipient, the department may authorize the payment in one 

fiscal year of the maximum payment amount for not more than two fiscal years. A 

recipient is not eligible for additional benefits under this section for a two-year period. 

-2- IIB0265. 
New Text Underlined [DELETED 'I'EXT BRACKETED} 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bilt Version: HB265 

o Publish Date: 

Health & Social Services Identifier (file name): HB265-DHSS-MAA-2-9-10 Dept Affected: 
----~~--~~~--~~------- -------------------

Medicaid Coverage for Dentures RDU Title Health Care Services 
--------------------Component 

Medical Assistance Administration 

Sponsor Gardner, Peterson, Gara 

Requester House HSS Component Number 242 ----------------------------
i of Dollars) 

Note ida nol Incl J~UnleSs' , noled below. 

",."u" 
Information 

FY201 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 

I Services 84.5 

ITravel 
I 54.8 

IL;~d Structures 
'.6 

IGrants & Claims 

II~ 
TOTAL a 147.9 

ICAPITAL EXPENDITUR I 

ICHANGE IN REVENUES I 

FUND SOURCE 
1002 Federal Receipts 86.4 
1003 GF Match 61.5 
1004 GF 
1005 GFfProgram Receip 
1037 GFlMental Health 
Other Interagency Receip 

TOTAL. 147.9 

Estimate of any current year (FY2010) CI 

POSITIONS 

IFUII.tlme 
Part-time 
Temporary 

1.0 

ANALYSIS: (Attach 8 separate page if necs: 

0.0 0.' ).0 0.' 0.0 

I I I 

I I I 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 

HB 265 is meant to address limitations of coverage for upper and tower dentures within a given state fiscal year under the $1,150 

annual limit. The annual limit provides for expenditures that would typically cover only an upper or lower denture, thus requiring 
Medicaid recipients to wait until the subsequent fiscal year to obtain the opposing denture under the Medicaid program. 

The bill would authorize the department to allow for provision of both an upper and lower denture within the same state fiscal year, 
however when these services are provided the adult recipient would not be eligible for additional services under Medicaid 

preventative and restorative dental for a two-year period. 

Prepared by: William J. Streur, Deputy Commissioner 
Division DHSS Health Care Services 

Approved by: Alison Eigee. ASSistant Commissioner 
DHSS Finance & Management Services 

Phone (907) 334-2520 
DatetTime 2/9/10 9:20 AM 

Date 2/9/2010 

Page 1 of 2 

0.0 

I 

J 

0.0 
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FISCAL NOTE 

STATE OF ALASKA BILL NO. H8265 ------
2010 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

The Division of Health Care Services estimates that it will need a total of 1 HE to fully track expenditures and to 

authorize procedures up to the limit of the proposed legislation in the first year of the program, prior to modification of 
the claims payment system (MMIS) to permit automated tracking of expenditures. 

Administrative Costs: 

1 Medical Assistance Administrator II (Range 18), $84,510; All personal services costs include benefits. Assumes $9.6 per 
HE 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 HE for office equipment; $2.0 per HE annually for supplies. GF portion of these 

expenses is 50%. 

Medical Assistance Administrator II Duties 

If legislation is passed and implemented to allow recipients the ability to utilize two fiscal year's annual cap for dentures 

(full sets and partials) during SFY2011, it will create a labor intensive process of tracking the service limits manually. Our 
current Medicaid Management Information System has the capability of applying service exceptions on an annual basis 
only. Combining two years' limits will initially require a manual work-around for tracking the 11 denture and partial 
procedure codes being utilized by approximately 4,400 recipients, and follow-up to ensure limits are not exceeded nor 
services duplicated at any point in the two year period. To authorize payment of individual dental claims, staff will have 
to research, review, and evaluate the recipients' claims and treatment history for the two year period in question. The 

division estimates the need for a Medical Assistance Administrator II to handle the increased workload until 

modifications can be made to the MMIS. 

Modification of MMIS 

DHSS estimates that it will cost $50.0 in contractual to modify the present MMIS or enhance the new MMIS currently in 

development. Part of the development process involves ceasing all modifications to the current MMIS prior to 
conversion, to ensure that the new system can replicate the functionality of the present system. DHSS assumes that it 
will not be able to make the necessary modifications prior to the "freeze" of the current system, likely to occur early in 

the summer of 2010. If OHSS is able to make the modifications before the freeze, it will not fill the position requested. 

GF portion of the system modification is 25%. 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: HB265 

o Publish Date: 

Health & Social Services Identifier (file name): HB265·DHSS-APOMS-2-9-10 Dept. Affected: 
----~~----~------~------- ------------------

Medicaid Coverage for Dentures RDU Title 

Sponsor 

Requester 

----------------------------------------Component 

Gardner, Peterson, Gara 

House HSS Component Number ------------------------
ExpendituresJRevenu4 (Thousands of Dollars) 
Note: ; do not include inflation unl ,ss , noted below. 

I 

R. ," Information 

Health Care Services 

Adult Preventive Dental 

2839 

FY 2011 FY 201 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 

ITr~:~1 
I Services 

I 

land Structures 
Grants & Claims 935.0 

II~ 
I TOTAL 935.0 

ICAPITAL EXPENDITUR I 

ICHANGE IN REVENUES I 

FUND SOURCE 
1002 Federal Receipts 626.5 
1003 GF Match 308.6 
1004 GF 
1005 GF/Program Receip 
1037 GFlMentaJ Health 
Other Interagency Receip 

TOTAL 935.0 

Estimate of any current year (FY2010) c 

POSITIONS 

IFuII.time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page ifnece: 

0.0 

0.0 

'.5 0.' ).0 0.' 0.1 

467.5 0.0 0.0 0.0 0.0 

I 

I I 

(Thousands of Dollars) 
266.5 
201.0 0.0 0.0 0.0 0.0 

467.5 0.0 0.0 0.0 0.0 

This bill addresses limitations of coverage for upper and lower dentures within a given state fiscal year with the current 

$1,150 annual limit. The annual limit provides for expenditures that would typically cover only an upper or lower 

denture, thus requiring Medicaid recipients to wait until the subsequent fiscal year to obtain the opposing denture 
under the Adult Preventive Dental (APD) program. The bill would authorize the department to allow for provision of 

both an upper and lower denture within the same state fiscal year, however when these services are provided the adult 

recipient would not be eligible for additional services under the APD program for a 2-year period. 

In SFY 2009, the total cost of complete, partial and immediate denture claims was approximately $1,620.0. 

(continued on page 2) 

Prepared by: William J. Streur, Deputy Commissioner 
Division Health Care Services 

Approved by: Alison Elgee, Assistant Commissioner 
OHSS Finance & Management Services 

~R .... os«II1~OMB) 

Phone 269-7827 
DatefTime 1/25/109:34 AM 

Date 2/9/2010 

Page 1 of2 
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FISCAL NOTE 

STATE OF ALASKA BILL NO. HB265 --------
2010 LEG ISLA TIVE SESSION 

ANALYSIS CONTINUATION 

We estimate that the cost of denture services in the APD has grown at the same rate as all Health Care Services 
Medicaid Services costs (forecasted to be 6%) from FY 2009 to 2010. Medicaid growth for APD alone is forecasted to be 
8.9% from FY 2010 to 2011 to reach a baseline cost of $1,868.0 for denture services in FY 2011 with no changes to the 
program. 

With the changes proposed in this bill and an expected effective date of July 1, 2010, we estimate the baseline costs 
noted above for denture services in FY 2011 will increase by 50%, assuming half of denture services"recipients would be 
completing the denture process from FY2010 and the other half would be getting both their upper and lower dentures 
in FY 2011 for a total cost of $2,803.0 (a difference of $935.0 from baseline). We would still expect some increased 
costs over baseline in FY2012 as the number of people getting denture services has been growing each year as adults 
continue to learn about the APD program and this bill allows for them to be paid in one year. For FY2012, we estimate 

the need for increased funds to be half of the amount needed in FY 2011. 

For subsequent years, we would expect the cost of denture services to level out to approximately what we would 
expect without the changes in this bill, the shift being not in cost but in how many recipients are receiving services. 

For FY2011, we estimate 67% of APD services to be federally reimbursable, assuming ARRA FMAP increases are valid 
through all4 quarters of FY 2011. For FY2012 we expect a FMAP of 50%. As some ADP services are IHS and reimbursed 
at 100%, we expect 57% of ADP costs to be federally reimbursable. 

Page 2 of; 
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Alaska Dental Society, Inc. 
9170 Jewel Lake Road, Suile 203 
Anchorage, Alaska 99502-5390 
(907) 563-3003 • FAX: 563-3009 

Info@akdental.org 

The Honorable Johnny Ellis 
State Capitol, Rm 103 
Juneau, AK 9980 I + 1182 

5 November 2009 

Dear Senator Ellis: 

Thank you for sponsoring the legislation to allow Medicaid recipients to utilize two years of 
benefits to receive a full set of dentures, This will provide a valuable service for Medicaid 
recipients and will improve the delivery of care for providers. In a true win-win solution this 
should lessen the overall costs for the Medicaid division when the additional travel costs for 
delivering the same service twice and the associated medical and dental costs for trying to retain 
non salvageable teeth during that interim year are factored in. 

Respectfully yours 

JI~(J~ 
Gary A. Moeller, DDS 
President 



, 

November 10, 2009 

Senator Ellis 
716 W. 4th Ave. Suite 500 
Anchomge AK, 99501-2133 

Dear Senator Ellis: 

Thank you for sponsoring a bill to allow Medicaid recipients to use two consecutive years 
of supplemental benefits in the same year to receive upper and lower dentures at the same 
time. This will greatly help recipients as a single denture when you have no teeth to 
oppose it is of limited value. I believe it will ultimately lower costs for the Medicaid 
division, also, when travel benefits are factored in for this multi step procedure that must 
be repeated twice under the current system. 

A case I did earlier this year may illustrate the problem providers' face. Due to H!PAA 
conecms I am not using names for this story. 

I have a dental office in Juneau. Unfortunately, for a variety or reasons, dental offices in 
other Southeast communities do not usually accept new Medicaid patients. This patient 
had to travel over from Sitka and needed dentures, both upper and lower. He currently 
did not have either upper and lowers having lost both sets. The supplemental system for 
adult Medicaid benefits would cover a single denture, either the upper or lower. The 
patient, 78 years old and on fixed income, was unable to afford the second set even at 
reduced Medicaid fees. I wrote a letter Medicaid division, enclosed, outlining the 
problem and pointing out that travel costs associated with constructing the second set at a 
later date (when the new year's benefits kicked in) would ultimately cost more than the 
Medicaid fee for a denture. I received a reply from the division basically saying their 
hands were tied given the current statutes in place. 

In the case of this patient I did a full set of dentures for the patient and absorbed the cost 
of construction of the second set. As I write this letter I saw two patients today in the 
same situation, one who lives here in Juneau that we are constructing an upper denture 
alone although he has no lower teeth. Currently are plan is construct the lowers aftt:!' July 

2237 N. Jorct.m Avanuo, JUf1oau, AK 99801 

Pllano: (907) 700·0066 Fax' (907) lUO·4274 In/o@junoBusfmlflscom 

. www.jllneausmiles.com 
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1, 20 I O. The second patient traveled here from Angoon and lost both his upper and lower 
dentures 2 weeks ago. His treatment will be further complicated as his old set was 
apparently ill fitting and led to a large tissue mass on the lower that will have to be 
removed prior to denture construction . 

David • DDS 

2237 N. Jordon Avonuo, Junoau, AK 99807 

PI'Dna: (901) 180·6066 Fox: (907) 780-4274 Info@junollusmilus,com 
, 

.", 
: www.juneausmiles.com 
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December 17, 2008 

ACS 
Preauthorizations 
POB 240808 
Anchorage, AK 99524·0808 

Dear Sirs: 

, 
" 

E N 

G A 
, 

I 

T A L 

Mr. 7 • Is currently edentulous (without teeth) upper and lower. We have 

'. 

previously preauthorized Mr • • for a lower denture (preauth 2 P)-
working with .a Sitka Clinic we had not previously seen Mr. ~. 

Mr. .. • has been without teeth for 6 years. One denture, the maxlmlUll allowed 
under the MEDS system, will provide little improvement for him. Mr. pIa, will be 
traveling to our office from Sitka for completion of the denture. The travel costs will 
ultimately cost more then the fee for the denture given the number of appointments 
required to properly construct a denture. 

I am requesting preauthorization for upper and lower dentures (included) for Mr. 
• Thi~ is a case where everyone will benefit: the state will have less overall 
costs then a second round of travel costs to construct the other denture after July I, Mr. 
• L will have opposing dentures to eat with, and my overall costs will be less then 
repeating the same appointments come July I. 

2237 N, Jordlln Avenue, Juneau, AK 99801 

Phone: (Q07) 78(}O~?6G Fox: (~07) 78(}O4274 InfoC/un •• u.mU ... com 

., 
: www.Juneausmiles.com .. ,' 
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RUST 
Advisory Board on Alcoholism 

and Drug Abuse 

The Alaska Mental Health 
(, br~i~injury 

network 

Trust Authority G ..... n •• '. C.undl .n Dlsaltilltl •• 
an" 'peclal l4I.catl.n 

Alaska Mental Health Board 

Adjust Cap on Adult Dental Services Reimbursed by Medicaid 

The Governor's Council on Disabilities and Special Education, Alaska Mental Health Board, 
Advisory Board on Alcoholism and Drug Abuse, and Alaska Commission on Aging, in 
collaboration with the Alaska Mental Health Trust Authority and the Alaska Brain Injury 
Network, jointly support the developing a solution that will allow for the adjustment of the 
current cap on adult dental services reimbursed by Medicaid. 

• Currently, the annual cap for dental services - such as cleanings, exams, crowns, 
root canals and dentures - is $1,150 per individual. With the rising cost of dental 
care, this cap is proving not adequate yet the cap is set in statute and has not been 
increased in over three years. 

• The American Dental Association recommends adult preventive and restorative 
dental services be included in all state Medicaid programs, and as former U.S. 
Surgeon General C. Everett Koop stated, "You're not healthy without good oral 
health." 

• Trust beneficiaries continue to list dental services as a priority unmet health needs. 

• The challenge this session is to find a current bill or to introduce a new bill that will 
create a method for adjusting the adult dental Medicaid cap on a regular basis or 
will at least increase the cap to cover the increase the cost of living increases over a 
4 or five year period. 

Therefore. we support a legislatiye solution that wm allow for the adiustment of the 
current cap on adult dental services reimbursed by Medicaid. 

11.1809 
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Desperate senior prompts denture legislation 
By SEN. JOHNNY ELLIS 

Late last summer, an elderly man 
walked into my office and threatened 
to commit suicide. Needless to say, 
it was a very tense and upsetting 
situation for me and my staff. This 
gentleman had come from the Med­
icaid Adult Dental office, where he 
had been told that he had a choice 
- he could receive either the upper 
half or the lower half of the dentures 
that he needed, but not both, at least 
not in the same year. Of course, this 
set of options was really no choice 
at all, seeing as how he had no teeth 
at all. The state's wholly inadequate 
response to this constituent's unfor­
tunate situation set my office in mo­
tion, and I am prepared to introduce 
legislation this session with bipartisan 
support that will provide a common­
sense fix to an otherwise successful 
and needed program. 

MedicaidAdultDental was created 
three years ago. Until that time, Med­
icaid only covered emergency dental 
services for low income Alaskans. 
By expanding the program to cover 
preventati ve care - exams, cleanings, 
root canals, fi llings and dentures - the 
state has saved millions of dollars and 
patientshave avoided pltinful surger­
ieS as tJU:'oeed for emergency eare de­
clines. In addition, good dental health 

I have worked with the Dept. of Health and Social 
Services to allow patients who qualify for dentures 
under the Medicaid Adult Dental program to 
receive their full set of dentures in one sitting. 

is closely linked with decreased risk system that drives people crazy and 
for diabetes, heart disease, cancer and gives government a bad name. 
other serious diseases. Last year, the That's why I have worked with 
legislature unanimously made this the Department of Health and Social 
successful program permanent. Services to develop a way to allow pa-

Theprogramlimits the care that can tients who qualify for dentures under 
be paid for in a single year, which is the Medicaid Adult Dental program 
intended as a cost-control measure, an to receive their full set of dentures 
important feature in these uncertain in one sitting, without destroying the 
budgetary times. UnfortUnately, these cost-control mechanisms currently 
measures go beyond cost control and in place. The bill will be introduced 
have impacted the function of the when the legiSlature goes back into 
program by limiting patients to half session in January, and I am pleased 
of a set of dentures per year. In pub- to have received bi-partisan suppOrt 
lic testimony on these limits, it was from my colleagues in the Senate. 
suggested that a patient could receive In fact, as Ihave continued to work 
the upper dentures on June 30, the on this issue, I have heard more and 
final day of the state fiscal year, and moreabouthowmuchsense·thissmall 
the lower dentures on July I. I don't change makes. A dentist in Juneau 
believe that we should be punish- told me about the patients he sees 
ing citizens who happen to require from all around Southeast Alaska. 
dental care in the fall or winter, and The state pays for them to fly to Ju­
I don't believe that dentists shOUld neau,paysfortheirlodging,andpays 
be forced to schedule the care their for one half of their dentures. Then, 
patients need to make thingS' more . a little while later, public money is 
convenient for bureaucrats:,Thiill·is:;' spent to do it all over again for the 
the kind of frustrating flaw in our other half. Allowing him and other 

dentists to consolidate the care they 
are giving into one session will make 
the program a more efficient use of 
public money and improve the qualily 
of care received by patients. 

State government can be a large and 
unwieldy bureaucracy, and change is 
hard to do and often happens slowly. 
Most of the attention goes to the big 
issues that attract press coverage or 
help generate campaign slogans. 
But sometimes, there are issues that 
require us to place people over poli­
tics and give a direct benefit 10 the 
neighbors and constituents we are 
privileged to serve. It's too late for 
the gentleman who threatened to kill 
himselfinmyoffice-weworkedwith 
him to get his dentures through the 
existing two-year process - but it's 
not too late for others in his situation. 
This may be a small bill, and it won't 
change the world, but it will improve 
the lives of a few senior citizens in 
need - and that's a job I'm glad to 
do. 

Senator Johnny Ellis represents 
downtown and midtoIVn Anchorage 
in the Alaska State Senate and serves 
as the Majority Leader of the Senate 
Bi-Partisan Working Group. 
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Alaska Commission on Aging 

January 29, 2010 

Representative Berta Gardner 
Representative Pete Petersen 
Representative Les Gara 
House Health and Social Services Committee 
Alaska State capitol - Rooms 424,422, 434 
Juneau, AK 99801-1182 

Subject: Support Letter for HB 265 

Dear Representatives Gardner, Petersen and Gara: 

SEAN PARNELL, GOVERNOR 

P.D. BOX 1/0693 
JUNEAU. ALASKA 99811-0693 
PHONE: (907) 465-3250 
FAX: (907) 465-1398 

The Alaska Commission on Aging (ACoA) Is pleased to offer support for HB 265, a bill to provide 
access to Medicaid patients who are approved for dentures using a two-year funding cycle for medical 
assistance benefits to cover the costs for complete and partial dentures in a single fiscal year. Thank 
you for sponsoring this important legislation. 

The Commission believes HB 265 provides a common sense solution that allows patients and their 
dentists the flexibility to schedule treatment around the oral health needs of the patient, which will 
improve the quality of care for older Alaskans and other qualifying recipients. Moreover, this 
legislation enhances the cost-effectiveness of the current Medicaid Adult Dental program by reducing 
the number of oral surgery viSits, medical procedures, and related travel costs required for individuals 
who need a complete set of dentures but are limited to half of a set of dentures per fiscal year under 
the existing program. Anecdotally, we have leamed that some individuals may even refuse partial 
extractions in one arch knowing that they could be without teeth for a prolonged period waiting for 
Medicaid to cover the cost of the other complete denture in the next fiscal year. 

Good nutrition is vital for health and well ness across the life span and depends on oral health. Dental 
pain and missing or decaying teeth can affect dietary choices for seniors that may impact overall 
health and well ness. Vulnerable older Alaskans are at risk of developing dental infections that have 
been associated with periodontal disease, diabetes, pneumonia, and other chronic diseases including 
cardiovascular disease. Restorative dental care can help to prevent the progression of serious dental 
disease and discomfort which can result in more costly emergency care. 

Oider Alaskans utilize the Medicaid Adult Dental program. According to data based on Medicaid claims 
information for persons age 60 years and older for the period April 1, 2007 thru December 31, 2009, 
there were a total of 3,104 (unduplicated) seniors served by the Medicaid Adult Dental Program. The 
average cost for partial dentures for seniors ranges between $1,085 (for a complete maxillary 
denture) to $1,125 (for a complete mandibular denture). The approximate cost for a complete set of 
dentures is $2,225. The current program cap is $1,150 per year. 
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As we move forward, the Commission respectfully asks for your consideration of our 
recommendations below to enhance HB 265 and the Adult Dental Medicaid program for qualifying 
older Alaskans and other Medicaid recipients: 

• Allow eligible patients access to two years of total funding as determined by the cost cap of the 
Medicaid Adult Dental program to permit individuals receiving partial dentures through the 
program the ability to access remaining benefits under the cost cap should they need 
additional denture services during the two-year period. 

• Pending approval of HB 265, begin work with the Department of Health and Social Services to 
expand the two-year access of services to phase in other preventative and restorative services 
allowed under the Medicaid Adult Dental program in FY 2012. 

• Adjust the annual cost cap for dental services (currently in statute for the last three years) to 
address the rising costs of dental care and encourage more partiCipation of Medicaid dental 
providers. 

Please accept our sincere appreciation for your efforts to improve the Medicaid Adult Dental program 
by allowing patients who qualify for dentures under the program to receive their full set of dentures 
according to a treatment schedule determined by the patient with their dentist. We believe that HB 
265 will help to improve health and wellness for many older Alaskans who need dentures and we 
support passage of this legislation. 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. Thank you. 

Sincerely, Sincerely, 

Sharon Howerton-Clark Denise Daniello 
Chair, Alaska Commission on Aging ACoA Executive Director 
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November 19, 2009 

Honorable Jolumy Ellis 
Majority Leader 
A I aska Senate 
716 W. 4th Avenue 
Anchorage, AK 9950 I 

Dear Majority leader Ellis: 

... : .• :" f" . 
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3601CS_ 
Sufla 1420 
Anc/lGra"" AI( 99503 

On behalf of the 97,000 members of AARP in Alaska, we would like to pledge our 
support for your bill to establish a two year funding cycle for the adult dental benefit in 
Medicaid. 

We understand you are particularly interested in changing the benefit for dentures so that 
an adult Medicaid beneficiary would be able to use the funds available for two years to 
pay for dentures. 'This makes sense for both the client IIlld the provider. 

Older persons in need of dentures often have accompanying nutrition problems. These 
nutrition problems can cause other health issues and create an overall deterioration in 
health status. For those who need them, dentures are essential to quality health care. 
Two-year funding for dentures should be considered sensible prevention with the long 
term possibility of saving Medicaid funds that would not need to be spent of more serious 
health care problems resulting from poor oral health status. 

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, 

~~LO~ 
Marie Darlin, Coordinator 
AARP Capital City Task Force 
415 Willoughby Avenue, ApI. 506 
Juneau, AK 9980) 
586·3637 (voice) 
463·3580 (fax) 

T 1-366-227-7447 
F 907-341-2170 

. TlY Hl77-434-7598 
www.aa",.org/ak 

Jtnnit Chin Han,en, !>resident 
HEALTH I FINANct!S 1 CONN'ClING I GIVING I ENJOYING William D. No .. m. C~i.r execulNe Officer 
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November 6, 2009 

Senator Johnny Ellis 
Senate Majority Leader 
Alaska State Legislature 
716 W. 4th Ave 
Anchorage, AK 99501 
Fax: (907) 269-017 

Dear Senator Ellis; 

I am writing on behalf of the Alaska Public Health Association (ALPHA) to extend our 
support for and thank you for introducing a Bill that will allow Alaska's adult Medicaid 
recipients to receive a set of dentures within one fiscal year. This Act will meet the needs 
of patients and dental providers by providing two-years worth of dental benefits for 
dentures in a single year. 

The ALPHA represents over ISO health professionals in Alaska; the primary mission of 
ALPHA is the enhancement of the public's health. In fulfilling our mission, we support 
systems that support patient-oriented health service delivery. ALPHA believes that the 
"Act providing for a two-year funding cycle for medical assistance coverage for 
dentures" establishes a system enabling patients to receive patient-oriented care. 

Thank you for consulting ALPHA in developing this Bill. Please feel free to contact me if 
you have further questions. 

Sincerely, 

Karol Fink, MS, RD 
ALPHA Health Policy Chair 
Karoltink@yahoo.com 
907.227.8178 
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February 10, 2010 

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

The Honorable Bob Herron, Co-Chair 
House Health and Social SeTVices Committee 
Alaska Capitol, Room 411 
Juneau,AJ( 99801-1182 

MRPAlllic8 ' 
. ' 3601.C'$treit . 

Suite 1420 ' . . 
Anchomge, ~K 99503 

RE: HB 265 (Gardner, Peterson, Gara}-Support 
Dear Co-Chairs Keller and Herron: 

On behalf of the members of AARP in Alaska, we encourage you and your colleagues on 
the House Health and Social Services Committee to support HB 265, to establish a two­
year funding cycle in Medicaid for a very specific limited purpose. The bill is authored 
by Representatives Berta Gardner, Pete Peterson, and Les Gara. 

HE 265 basically changes the benefit for dentures so that an adult Medicaid beneficiary 
would be able to use the funds available for two years to pay for dentures. This makes 
sense for both the client and the provider. 

Older persons in need of dentures often have accompanying nutrition problems. These 
nutrition problems can cause other health issues and create an overall deterioration in 
health status. For those who need them, dentures are essential to quality health care. 
Two-year funding for dentures should be considered sensible prevention with the long 
term possibility of saving Medicaid funds that would not need to be spent on more 
serious health care problems resulting from poor oral health status. 

AAFJ> recommends an "AYE" vote on HE 265. 

.. ~ 00.11 002 

t. 1-86~227;7447 
F 907-341-2270 . 
TTY 1.-87]-43+75~8 

www, •• rp.~rgJa~ 

Jennie Chin Hansenl President 
HEALTH I FINANCES I CONNECTING I GIVING I ENJOYING William D. Novelli, Chief executive OffIcer 
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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, 

~~ .{f./a'£' 4.~ 
Marie DlU'lin, Coordinator 
AARP Capital City Task Force 
415 Willoughby Avenue, Apt. 506 
Juneau, AK 9980] 
586-3637 (voice) 
463-3580 (fax) 

CC; Vice-Chair Representative Tammie Wilson 
Representative Bob Lynn 
Representative Paul Seaton 
Representative Sharon Cissna 
Representative Lindsey Holmes 
Representative Berta Gardner 
Representative Pete Peterson 
Representative Les GlU'a 

IaJ 002/002 
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Dr. Thomas J. Kovaleski DDS 
Dental Director 
Southcentral Foundation 
Anchorage. Alaska 

To whom it may concern: 

As Director of the Southcentral Foundation (SCF) Dental 
Program I am writing in support of HB265 (Medicaid 
Coverage for Dentures). This bill would address a flaw in the 
current system and allow Alaska's adult Medicaid recipients 
to receive a set of dentures within one fiscal year. This is a 
practical solution to a situation that has been difficult for 
patients and providers. SCF provides denture services for 
Medicaid recipients in our clinics at the Alaska Native 
Medical Center and the Fireweed Clinic in Anchorage. I 
thank you for your efforts on behalf of the adult Medicaid 
recipients. 

Dr. Thomas J Kovaleski DDS. 

p. 1 
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Senate & House HSS Committees 

Senators and Representatives, 

RE: S6199 & H626S "An Act providing for a two-year funding cycle for medical assistance coverage for dentures." 
I have an opportunity to travel way south to visit family that I haven't seen for a long time and will not be in 
contact to send a message when these bill(s) are heard. Please accept my advance testimony for this important 
legislation. 

I had occasion to visit my dentist here in Fairbanks today and asked him what he thought of this legislation. This is 
a very experienced former military dentist who has seen everything. He, like so many of our local medical 
providers, is retirement age but sticking around to help his patients. 

Dr. James A. Cerney DDS 
4001 Geist Rd. Suite S6 
Fairbanks AK 99709 
Ph: (907) 479-3326 

Dr. Cerney's response to my question about this legislation was that it has been his experience that dentures fit 
better when both upper and lower plates are made at the same time, approximately anyway. He told me that he 
is willing to speak with any legislators that may want to contact him. 

He has some days or part days that he may be out of the office, but has an answering service. Since he is willing to 
have me call after hours if! have a problem I know he would take your call anytime if at all possible. I believe he 
has been involved in issues through the state dental society, but I don't know who head's that organization to tell 
you. 

I know how touchy dental issues are with me, only it is crowns instead of plates. I suspect there are those who 
have no other way to get dentures that have an experience of having to have repeat visits to the dentist because 
of fit problems with the current 1 plate/yr. set-up. I say "no other way" because I don't know anyone who would 
want the feeling of having to grovel to get one plate at a time and keeping the plate in a box someplace for a year 
as they wait for the time to pass before work can begin on the second plate. 

I wonder if people choose the bottoms or the tops the first year now? I wonder how they make that decision? It is 
a curious situation that better efforts were not made to avoid this in the beginning. 

Please do your best, and remember that the income has to be quite low, and the need quite great for anyone to 
jump through the hoops to get dentures through Medicaid. 

Sincerely, 

Doris Robbins 

1281 Overhill Dr. 
Fairbanks AK 99709 
(907) 374-0597 
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Dear Representative Gardner, 

I am writing this brief note to to urge you to support HB265 Medicaid Coverage for Dentures. As a 
practicing dentist with SEARHC in Juneau, AK, I see on a day to day basis the struggle many of our 
Alaskan Natives have with their dental care. For many of these patients, Medicaid funds are their only 
hope for dental care. In many cases, a patient that requires two dental appliances ( upper and lower 
cor;nplete dentures ), does not have enough funding to allow the patient to receive both denture plates in 
the same fiscal year under the current guidelines. This leaves many edentulous patients without one of 
their denture plates, making eating difficult for patients who in many cases are elderly. 

Currently, SEARHC is looking into the possibility of fabricating dentures on site at smaller villages 
such as Hoonah and Angoon in Southeast Alaska. Many elderly patients find it difficult or impossible to 
come to Juneau for denture treatment, this bill would make this program economically feasible. 

This is an important bill that would help many people in Alaska. I therefore hope that you will give your 
approval to this worthy legislation. 

Mitch Wilkinson DDS, MS 
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Alaska Dental Society 
9170 Jewel Lake Road, Suile 203 
Anchorage, Alaska 99502-5390 
(907) 563-3003 • FAX: 563-3009 

info@akdenlal.org 

SB199/HB265 
Medicaid Adult Dental Coverage 

The Alaska Dental Society urges passage ofSB199/HB265. 

SBI99 and its companion bill HB265 remedy an unintended consequence of the adult 
dental supplemental Medicaid coverage. Currently, under the maximum allowable 
benefit, a Medicaid recipient may receive either an upper or lower denture_ 
Unfortunately many Medicaid recipients need dentures for both the upper and lower jaws 
or dental arches. SB 199/HB265 would allow a Medicaid recipient to combine two years 
worth of coverage so they could receive a full denture of both upper and lower dentures 
at the same time. 

SB I 99/HB265 provides a benefit for everyone involved - the patient, the doctor and the 
Medicaid program: 

• Medicaid recipients benefit from receiving both dentures at once, restoring their 
appearance, their ability to talk and chew, and most importantly their dignity. 

• Providers benefit as they are no longer placed in the uncomfortable position of 
deciding which arch is in the worst condition. They can also work in a more 
efficient fashion constructing both sets of dentures simultaneously. 

• The state benefits economically. The cost for both dentures, which would 
normally be borne over 2 years are now in one year but Medicaid recipients 
would still be limited to the same benefit total for 2 years. Denture patients 
frequently have to use travel benefits to reach a provider and for dentures this can 
be especially costly as dentures require multiple appointments. Providing both 
dentures at the same time would reduce the states travel expenses in half. 
Removing diseased and abscessed teeth would also save on costly ER and oral 
surgery visits. 
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February 8, 2010 

Representative Gardner 
Alaska State Legislature 

Dear Representative Gardner; 

r I , 

I am writing on behalf of the Alaska Public Health Association (ALPHA) to extend our 
support for and thank you for introducing a Bill that will allow Alaska's adult Medicaid 
recipients to receive dentures. This Act will meet the needs of patients and dental 
providers by providing two-years worth of dental benefits for dentures in a single year. 

The ALPHA represents over 200 health professionals in Alaska; the primary mission of 
ALPHA is the enhancement of the public's health. In fulfilling our mission, we support 
systems that support patient-oriented health service delivery. ALPHA believes that the 
"Act providing for a two-year funding cycle for medical assistance coverage for 
dentures" helps establish a patient-oriented care system. 

Please feel free to contact me if you have further questions. 

Sincerely, 

Karol Fink, MS, RD 
ALPHA Health Policy Chair 
Karol tink(a)yahoo.coln 
907.227.8178 

www .,]r<l~~apubrichealth _org 
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Alaska State House of Representatives 

Session: Session: 
State Capitol, Room 409 
Juneau, AK 99801-1182 
Phone.· (907) 465-3744 
Fax: (907) 465-2273 

State Capitol, Room 102 
Juneau, AK 99801-1182 
Phone: (907) 465-2689 

Fax: (907) 465-3472 

Sponsor Statement: 

. Representative Cathy ·MunOZ(R-4) 
Representative Paul Seaton (R-35) 

Representative Bob Herron (D-38) 

Representative Max Gruenberg (D-20) . 

HB270 - Medicaid For Medical & Intermediate 
Care 

"An Act amending the eligibility threshold for medical assistance for persons in a medical or 
intermediate care facility. " 

Status: PREFILE RELEASED» (H) HSS: 2010-01-19 

In 2003, the Legislature modified Alaska Statute to freeze the Medicaid long-term services income 
eligibility limit at that year's level ($1,656). This change created a ceiling for waiver eligibility, rather than 
allowing the eligibility limit to adjust annually in tandem with the Supplemental Security Income 
maximum benefit amount This meant that from 2003 on, a small Social Security cost of living adjustment 
could put a person over the $1,656 limit, and in effect disqualify many people from the program. 

The Supplemental Security Income (SSI) is a federal needs-based disability program for adults and 
children. For an adult, the SSI disability requirement is based on the ability to work. An adult is considered 
disabled if the person cannot do the work ihat they performed before the disability occurred or cannot do 
alternate work because of a severe physical or mental condition. For a child to be eligible, they must suffer 
from serious physical and/or mental problems. For both adults and children, the disability must last, or be 
expected to last for at least one year. 

House Bill 270 will change the current income eligibility rate which is frozen at $1,656 a month, or 300% 
of the 2003 SSI benefit rate, to 300% of the current SSI rate. 

Near the end of 2008 many individuals received notices that they would no longer be eligible for the 
waiver after the 2009 Social Security COLA went into effect Because the waiver eligibility limits no 
longer adjust with changes in the cost of living, it placed some people slightly over the $1,656 monthly 
limit. While there are options available for preserving eligibility, such as with the creation ofa Medicaid 
qualifying income trust, also known as a Miller trust, these options have drawbacks. To qualify for a 
Miller trust the individual must seek the assistance of an attorney and find a trusted individual to manage 

3481 http://housemajority.org/printphp?id=242&t=spon26 2/2/2010 
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their trust assets. In addition, the Miller trust has a number of responsibilities and restrictions that must be 
followed. 

Medicaid services are critical to the well-being of Alaska's most vulnerable citizens. Lending·support to 
this legislation win ensure that eligible Alaskans can continue to receive nursing home care and in-home 
services. 

### 

---------

House Majority Press: http://houscmaiority.org/spon.php'?id~26H·B270 

3482http://housemajority.org/print.php?id=242&t=spon26 2/2/2010 
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Alaska Commission on Aging. 

January 30, 2010 

Representative Cathy Munoz 
Alaska State Capitol, Room 409 
Juneau, AK 99801-1182 

Subject: Support Letter for HB 270 

Dear Representative Munoz: 

SEAN PARNELL,GOVERNOR 

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

The Alaska Commission on Aging (ACoA) is pleased to offer our support of HB 270, a bill to amend 
the income eligibility threshold for persons requiring nursing home level of care stated in AS 
47.07.020(b)(6). This bill is authored by you and co-sponsored by Representatives Paul Seaton, Bob 
Herron, Max Gruenberg, and Les Gara. 

ACoA supports returning the statutory income limit for this benefit from the current fixed dollar 
amount of $1,656 per month to 300% of Supplemental Security Income (551), the previous statutory 
limit, in order to allow the eligibility limit to adjust annually with the Supplemental Security Income 
maximum benefit amount. This change will ensure that eligible Alaskans can continue to receive 
nursing home care and In-home services provided by the State's Medicaid program when they receive 
cost-of-living adjustments to their Social Security and other benefit amounts. 

In 2003, the Alaska Legislature changed AS 47.07.020 (b) (6) to freeze the Medicaid long-term 
services income eligibility limit at that year's level ($1,656). This change created a fixed ceiling for 
waiver eligibility, rather than allowing the eligibility limit to adjust annually in tandem with the 551 
maximum benefit amount, which is tied to changes in the Consumer Price Index (CPI). The 
downstream impact of this freeze has been that from 2003 and into the future, a small Social Security 
cost-of-living adjustment could put a person over the $1,656 limit, and in effect disqualify many 
people from the program. Most public assistance prograrns in Alaska are indexed to the Alaska 
poverty level or other guidelines which provide flexibility as incomes rise along with living costs. 

We thank you for sponsoring HB 270 to ensure that eligible Alaska seniors and other vulnerable 
Alaskans can maintain their income eligibility and continue to receive home- and community-based 
services, despite small COLA Increases to their Social Security and other benefit payments. 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. Thank you. 

Sincerely, 

·//~.~L. ~~werton-ClarK ; 
Chair, Alaska Commission on Aging 

Cc: Representative Paul Seaton 
Representative Bob Herron 

Sincerely, 

(\(./~ 
~~niello 
ACoA Executive Director 

Representative Max Gruenberg 
Representative Les Gara 
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Alaska's Association of Senior Service Providers 
c/o 419 Sixth. Street. Juneau. Alaska 99801 

February 18, 2010 

Representative Cathy Munoz 
State Capitol, Room 409 
Juneau, Alaska 99801-1182 

Dear Representative Munoz: 

On behalf of the members of AGENET (the Alaska Geriatric Exchange Network), I am 
pleased to offer this letter of support for House Bill 270, "an act amending the eligibility 
threshold for medical assistance for persons in a medical or intermediate care facility" . 

. This bill will help older Alaskans continue their access to cost-effective home and 
community-based services which help them maintain their health and independent living 
in their own home and community. 

Most seniors who receive Social Security benefits or retirement pensions receive a 
small annual cost of living adjustment (COLA) to their benefit amounts. Because the 
program income eligibility limits do not adjust with changes in the cost of living, each 
year some people receiving home and community-based (HCB) waiver services find 
that their adjusted incomes place them slightly over the $1,656 monthly limit. They 
receive notice that they are no longer eligible for HCB waiver services, their services are 
suddenly cut off, and their health and independent living is threatened as a result. 

House Bill (HB) 270 would correct the situation by changing income eligibility as the 
cost of living changes, instead of the current fixed amount of $1,656 per month. The 
proposed change makes sense, especially since older Alaskans prefer remaining in 
their own homes for as long as possible rather than having to go to costly nursing 
homes when their health declines prematurely. 

Thank you for introducing this bill and for your consistent support of services for older 
Alaskans. Feel free to contact me at 463-6154 if I may provide further assistance to 
promote passage of HB 270. 

Sincerely, 

M J/(.{'I,,; r .... };\'.! // 11/"", u ,t~ ... ' (.j 

Marianne Mills 
AGE NET President 



QUESTIONS AND ANSWERS ON 
AS 47.07.020 (b)(6) PROPOSED CHANGE 

.:. What is 551? 

551, or Supplemental 5ecurity Income, is a federal needs-based disability program for adults and children which 
provides cash benefits and automatic Medicaid eligibility . 

• :. What are the eligibility requirements for 551? 

The person must: 
(1) Have limited income and resources; 
(2) Be an adult or a child who is blind or disabled, or an adult who is age 6S or older; 
(3) live in the United States; 
(4) Be a U.S. citizen or an eligible non-citizen (including lawful permanent residents and some other· 

categories ... ) 

.:. What are the income and resource requirements for 551 eligibility? 

Monthly benefits are calculated by subtracting certain excluded amounts from the individual's monthly income,­
and then subtracting the remainder from the maximum 551 benefit amount (currently $674). The resulting 
amount will be the individual's monthly 551 benefit. In other words, an individual's income must be substantially 
below the poverty level (which is currently $1,127.50 per month in Alaska). 

Individuals may have up to $2,000 in resources, or up to $3,000 in resources for a couple . 

• :. What is the 551 definition of disability? 

For an adult, the 551 disability requirement is based on the ability to work. An adult is considered disabled if the 
person cannot do the work they did before and cannot do a different kind of work because of a severe physical or 
mental condition. 

To be eligible for 551, a child must suffer from serious physical and/or mental problems that prevent the child from 
living a normal life. 

For both adults and children, the disability must last, or be expected to last, for at least a year, or to result in 
death . 

• :. Is 551 different from 50cial 5ecurity Disability Insurance? 

Yes. Both programs provide assistance for people with disabilities who meet certain medical criteria, and both are 
administered by the 50cial Security Administration. However, Social Security Disability Insurance is a program for 
individuals (and certain family members) who are "insured," that is, they have worked long enough in jobs where 
they paid 50cial 5ecurity taxes. 551, on the other hand, is based solely on the financial need of the disabled 
individual, even if that person has little or no work history. 
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.:. What is the current maximum monthly benefit amount for 551? 

In both 2009 and 2010, the maximum monthly cash benefit amount for an individual on SSI is $674 (or $1,011 for 
a couple). This amount normally increases from year to'year based on an automatic annual cost of living 
adjustment (COLA) which is calculated from changes in the Consumer Price Index (CPI). However, there were no . . 

increases in any of the Social Security programs' benefits this past year due tothe very low rate of inflation . 

• :. Why did AS 47.07.020 originally key Medicaid waiver eligibility to an income level three times the 
maximum monthly 551 benefit rate? When did this statutory limit change? 

In most states, Medicaid financial eligibility rules are more liberal for people who require long-term services. 
Under federal law, a state may grant Medicaid eligibility to persons who have incomes as high as three times the 
basic benefit standard for the 551 program. In operating a HCBS waiver program, a state may employ the same 

. financial eligibility rules to determine eligfbility as it does for institutional services. Accordingly, before 2003, AS 
47.07.020 set Alaska's Medicaid long-term care (including waiver services) financial eligibility at three times the 
maximum 551 amount. In 2003, that amount was $552, so the i,ncome limit that year was $1,656 (three times 
$552). 

In 2003, the Alaska Legislature changed AS 47.07.020 (b) (6) to freeze the Medicaid long-term services income 
eligibility limit at that year's level ($1,656). This change created a ceiling for waiver eligibility, rather than allowing 
the eligibility limit to adjust annually in tandem with the 551 maximum benefit amount~ which is tied to changes in 
the Consumer Price Index (CPI). This meant that from 2003 on, a small Social Security COLA could put a person 
over the $1,656 limit, which no longer adjusted with the 551 rate. 

Most public assistance benefits in Alaska are keyed to federal poverty guidelines or other income standards that 
are automatically adjusted annually . 

• :. If Alaska returns to the prior version of AS 47.07.020, what will the Medicaid waiver income eligibility 
limit be? 

The Medicaid waiver income eligibility limit for 2010 would be $2,022 monthly, or three times the current 
maximum 551 monthly benefit ($674). This would be an increase of slightly over 22 percent in the income limit, 
and would return waiver coverage to those earning slightly more than 175% of the federal poverty limit (FPL) for 
Alaska, versus the current 147% FPL. 

Year Waiver Limit % of AK FPL (AK FPL) 
2003 $1,656 177% $11,210 
2009 $1,656 147% $13,530 
2010 $2,022- 179% $13,530 

-Result of proposed legislation 
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.:. What problems have been created by the 2003 change to AS 47.07.020? 

Most individuals receiving Social Security retirement or disability benefits, or retiree pensions, receive a small 
annual cost of living adjustment (COLA) to their benefit amounts. Because the waiver eligibility limits no longer· 
adjust with changes in the cost of living, each year some people receiving waiver services find that their adjusted 
incomes place them slightly over the $1,656 monthly limit, thus ending their eligibility for the Medicaid waiver. 
People in this position have had to pay privately for nursing home care (thousands of dollars per month).or try to 
set up a Medicaid qualifying income trust, also known as.a Miller trust. 

Near the end of 2008, a panic ensued when dozens of individuals received no.tices that they would no longer be 
eligible for the waiver after the 2009 Social Security COLA went into effect. While they were told that they may be 
able to preserve their eligibility by implementing a Miller trust, this was not a workable solution for some 
recipients. fA Miller trust (or Medicaid qualifying income trust) makes Social Security and other income exempt 
from calculations of income and resources if the state is reimbursed from the trust for Medicaid expenses upon 
the recipient's death.] 

New waiver applicants who are medically qualified for Medicaid long term services are disqualified for income 
reasons when they apply, even though their monthly incomes may be very modest, say, 150% of the federal 
poverty level. 

.:. What are the problems with obtaining a Miller trust to shelter excess income in order to continue' 
Medicaid waiver eligibility? 

First, the disabled individual must locate an attorney who can assist them in creating a Miller trust (or qualified 
income trust). While free legal services are available, they are not readily accessible in every community in Alaska. 
The individual or their family must spend their time (generally around the end-of·year holidays) frantically trying 
to find affordable legal help. If the person is too disabled to be able to take the steps to create such a trust, and 
has not granted anyone else the financial power to do so, it will be necessary to go to court to obtain a 
conservatorship in order to create the Miller trust. 

In order to create a Miller trust, the individual must have a trustworthy friend or family member whom they feel . , 
will manage the trust responsibly. Sadly, in today's world, attorneys tell us that this can be an issue - many 
Medicaid recipients do not know anyone they wish to put in charge of their finances. These people must either 
trust a stranger to manage their money or forego benefits. Other recipients risk their money by having less-than­
trustworthy relatives serve as trustee. We are aware of a current case of an elder whose granddaughter has left 
the state with the individual's trust account funds. 

Managing one's own finances is a matter of personal dignity for many older Alaskans. Being forced to give up this 
right can be stressful and humiliating, as well as financially risky. 

Initial responsibilities of a trustee include obtaining a lawyer to draft the trust - sometimes within a 3~-day 
window, registering the trust with the court system, obtaining an identification number from the IRS, setting up a 
special trust account with a bank (which not all banks will do), arranging direct deposits to that account through 
Social Security and other income sources, and securing approval for the trust from the Division of Public 
Assistance (DPA). 

There are many additional details specific to management of the Miller trust, such as the requirement for the 
money to be placed in a non-interest-bearing account. 
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Once the account is set up, it is the trustee's responsibility to ensure that the trust distributes a monthly 
allowance to the Medicaid recipient equal to the monthly Medicaid income limit. The trustee must keep the 
remainder of the monthly income in the account, or purchase items on the recipient's behalf in accordance with 
certain restrictions. These restrictions are not always clearly spelled out under federal or state law, and are a large 
source of confusion for trustees. Diligent trustees often fear personal liability for spending tr'ust money on items 

. that turn out to be disapproved. Less-than-diligent trustees can jeopardize a recipient's Medicaid benefits by 

3488 

spending money without regard forthe rules. Trustees a Iso have to pass annual audits with DPA to ensure that 
the trusts are being managed correctly . 

. 
Money in the Miller trust can be used only for "allowable expenses," which do not include food or housing 
expenses. Generally, the individual has received a COLA on their Social Security or pension for the express 
purpose of keeping up with increased costs of food and housing. Being forbidden to use this extra money for its 
intended benefit places them at a disadvantage in meeting their basic needs. 

Finally, a Miller trust is irrevocable. In the rare event that an individual's health improves to thOe degree that they 
are no longer medically eligible for long term services, they will not have access to the funds in the trust for their 
daily expenses. 

Creation of a Miller trust should normally be considered a last resort when there are no other options available. 
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approve<:i. under 42 lJ .s.C. ]38] .~- 1383c (Tide ).,'VT, Social Security Act, Supplemental 
Sucllrity Ii1colJ~e) or a federal prograIJ/ de,sitryfai;ed 8.8 t.he successor to the aid to families 
\\'ith dependent. children progrctm; 

(2) persons in a general hospital, skilled nursing facility, or intermediate care facility, 
who, if they left the facility, would bOEligibJe [01- assistance under one of the federal 
programs specified in (1) .of this subsection; 

(.3) persons- undej' age 21 whc are under ::::uperyisian r;Jf Hie department, for whom 
maintenance is being paid in whole or in payt from rniblic ftlnd~, and who are in foster 
home£ or p1'lvate child-care institutions: 

(4J :1gcd, blinrl, or disahled pen,ons. \vhfJ" bRCause they do not meet income and 
resolJ!ces requirements, d~J not receivl':: suppJement.al security income under 42 U.S.C. 
138.1 ; .. - 1..1R3c ('T'it](~ nT), Social Sec'criLy Act), and \\')10 do not receive a mandatory state 
suppiem(;,Tlt, but. who are eligihle, (lr would he ~bgiblr: if they were not in a skilled nursing 
facilHy or intermeniate cure facility to receiVf: an optional state supplementary payment; 

(5) pe-rsons undGt" age 21 who are jn an institutinn designated as an intermediate care 
i'r:icilji,y for jJ,c rnentally retarded and vv'hu are financ1;;1l1y eligibJe as determined by the 
st~ndards (jfi.he federal program designated as the ~:q;r:cessor to ihp. aid to families with 
\ji'~IJen(lc!·li. childrc!l program; r"- I:C) p{~ysons in a medical or ij)J:erm.f:djat,~~ C3r~ facili,ty vdl(lse income while in the facillty 

f ,J()"~", ~;Qt 8}:c;cc~d JOO percent (d'1.h('O ;;:upp!ernenwl SeCl1:riiN income benefit rate under 42 
\ ~, . 
\ ) '.S C 1 :~.c:"J 1.383c (l1t,Je XVI, SOCl~j] Security Ad.:) IJl.If, who would not be eligible for an 
.!.- )_ilt.wna1 sLatp ,c,l1ppJement,3.:ty pnyrnent if lJ:WY len th8 hospital or other facility; 

(7) rJ{'!T:'30l1S -tmder age 21 \1Jho 8rf'. n;C(jvil~g AC1::,ve ;',H~(lt.mt~nt. in a psychiatric hospital 
,i_Jid who 2cO-' hpancialJ.'::", eli~lbl':: ";s d>:'term!neot! by the st,qnrh.rd~ uf the federal program 

1{ .... '-·;f~JJ:-;;!eJ :_1S t;H~ successor l-u j,h(- Aj,~ 1(1 Fe'in1::l)I':_, \,\'if}-" Dependent. Children program; 
,'-'J Il~:l ~:(!)J.~. Und(~T age /) :·n;d .riei' ((l\,'[::f:l l'fldl' J '~d .J!' lhis section, who would be 
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·"dl l.h~ir lJ.(;~lJ!"aJ <::lld adoplive pan:nLs~ 

[tl\ t~l I ~!l . .iiif '/..lOJii'-n liC,/' q1\;(·'feci upc:k"- I I .: !j-,~~ . ~.( 1.:\';/ ;ond v.:1JO m('I~i: the jnc()m(~ and 
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, U'· Ut.'[;:-<Ul·,.<, ·,!ndl'~r ng~ ~',1 ::-'-1] cr_"'!C'!_T:d l~:JJU c,: A' I j,;:. H~l'i.ion wbo .. he. depart.ment has 
I t en~'l! ,·.d C~nTlGt be r .. lac~d ft)) adoI)t.iul) vi'i\~hel'1 '.11E:<1;C31 assistlince hecRuse of a speciai 
~-f':i io':- merli::al 0r rehabihi,aLj\:e r-arc> and \;~'hc: Ulf:: department has determined are 

,~i'(~ t.('-plaCt~ chilclren eligible. fur subsidy lInner AS 25.23.100 - 2fJ.23.2-20; 
(j ! '! ppr:::(1Jls v\!bo C_Gn be cOa£idEJ" f2d tlt'idex ·i-':~ U.S .1 .. ) ~i86Q(e)(~-!) (Title XIX, Social 
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(A) t.hey ~1re 18 years of age or .'immger and qp,aj-i-i\1 ;';~~ diE.ablea jnd:ividuals under 42 

!.·..s.C. 1382c(a) (Title x,TI, Social Security A.d)' 
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i 
I , 



(( 

, ALASKA 'STATUTES 
1962 

2003 SUPPLEMENT 

-==--===-- --........... ;----.-----

.;:; NOVEMBER 2003 

Published by 

.. ,THE ALASKA LEGISLATIVE COUNCIL 

Annotated and Printed by 

LexisNexis 

Under the Supervision of 

'I).-;RESA Bt'CHHOLZ, ANN GRADY, THOMAS D. CRANFIELD, ,Jp., AND ERiAl..J M. YOfT 

Effective Date of Sta.tutes 

See A.l8ska Constitution) art. TJ, § 18 

Annotated through Sup. Ct. Op. No. 5704. For complete 
scope of annotations, see preface. For detailed in­

formation on' the use of the Alaska Statutes, see 
User's Guide in Volume 1 of the 2002 main set. 

LexisNexis'" 
R ECE IV EL) 

DEC 1 6 2003 
LEG. REF. LIBRARY 



'i: r . 

, j :. 1 rrJi~(j H ~! 1 ".c,:-,I.~ I.:~ fj I 'F' l'r~I:(!n::' mr:ans tC(;(lrd;~ required t.o be',kept hy .s,r.ot,1 , (Ir fE!(i/'j'", ! 

• ,'I )1" n..:g'da L'I.)j_l f{;g(.,rdiJ:1! Cidi1ns tlj [, medical assistance z..gency; 
. ;;:) ·k:.~'gDni;.-.:;Lc.n·- h._i~~ tLo:.:- :lJcaning given in ,.\s 11.81.000; 
"';' "pcn:Gn.:·I~;:\~' OJ( ;Yi\..'::;rciJlg given in AS 11 ,Bl.900; 
I;':, i i'P!-'vp{;ri ,,,,>I hns tJle rnc::ming given in 1\8 11.8LDOO; 
,I' ('r;:_'1<1c:_" !!:rq::..:T.!'· ":'"'.q;lS ::1Cl.in!; yeeklc,::.s]y, 35 th"t ~,Lrm ;!3 :id1n(~d Jl? ,I· 

;,'J 81.900;' 
0'/) '''services,,'~)r "medici:d assistance services" means a health care henefit that may 

f]ualify [or reimbursement under AS 47.07 or AS 4.7.08, including health r.are benefits 
pnNidp.q; attempted t.o be provided', 'or claimed to have been provided to another, hy ; 
medical assistant':e provider, or "services" as defined in AS 11.81.900; 

OS) "uf!(;onoitionaJ di!::charge" haR the meaning given in AS 12.55.185. (§ 3 ch 66 SLA 
~()()3) 

./ 

V" Chapter 07. Medical Assistance for Needy Persons. 

Sw.;l.ion 
10 Pu!'pose 
2.0. EEgible perst'::~ 
·3,) M~dic:al sel',..·ic(:o, tv \,(; provided 
'-l:'~. Inpatient. psychi;-:.tri:: "erVJ:':(:~ (1)' pe~'sons under 

21 yea:'S (if agt:: 
::;6. [H,epe&led] 
eG. Co,,!. cn"tninIJiu,t .r~eCl5Llr.;;, 8J.~ilCnlf.;c1. 

Section 
42, Rf?cipient cost·sbaring 
70. Payment r&.tes fOl: r.ealth fal:iJities 
73. Uniform accounting, budgeting, and repDTtlll[! 

74. Audits and inspecticns 
110 - 190. (Repealed) 
900. Defi:-,itlc,ns 

See. 47.07.010. Purpose. It. iE declared by the ·legislature as a matter of public 
'-oncern that the needy persons of this state who are eligible for medical care at pubJii:' 
i:.zpen'::'8 under t,llis chapter should seek only uniform and high quality care that i.e: 
appropriat.e to tbelr condition and cost-effective to the state and receive that care, 
~E'ga.rdless of race, age, national origin, or economic standing, It is equally a matter of 
pllb1jc COHcern thai. providers of services under this chapter should operate honest.ly, 
1'C~!xJ:lsjbJy, and in 3ccordanc12 wiLh applicable laws and reguiC!tions in order to maintaln 
j .. : Jll :,\~gr:t.'r hId flst:81 via bili1.Y uf t,he stale's medicai assistance program, ar.d that thuse 

\vll.{l dlJ !lot uperaLe in·tbit:: manner should be held accountable for their conduct. It is vilal 
,l!;d- the department Cirlrnjni~t~r this chapter in a manner that promotes effectivE. 
,)J If·1ern, crISt. conl.r;'rj nml-mt of t.he slate's medical assistance expenditures while pro";'" 
";' 1~Hdi(,81 r:;~r(- ~0 'TG'J),ic:nt.;.: Accordingly: this chapter authorizes the department /'(' 
!·I . :,' fL'! riC' "j il'il):;; ,iun Iii 11)(. ]:~ltlon31 medical assistance program as provided f(JI' undt l 

11 ~'~ (' -1 38{-i· 1 ?06p ;T'jj!(' )(lX, Social Sec.urit:" Act). (§ J ch 182 SLA 1.972; am f :.­
,.(; .':"L!~ ~)[)P'<, 

vtf, r' :·r :-Hnl'~·.(f:;~"·rtT,< ~'iH, \If''~ ,,~ncrl(l:;'l'-,nl ~,[:ptt!nC:f: !:l1o!'\,itutf'rl"d-:pa!'U'ilen: 'f,,1' "fl,'pr-;i'U1't-'j'1 

~(:)tl"id',·, ., ;:fj,' ,'C ''''-',l( t.h~' f1rs1. :oen HI,2!th ,onc ;,or:a] .s~::"jCI':,~" 

... ~(,~.,l ll.~ ''''!'::! '(,'!!,,!'" ;.:.~ tn 0:(' !;~SL 

~cc. tf7Jf7,(~~t~L EligibJ" pel"§Gn~, (a) All reside.nts c:ft.he sts.te for \l}hom t.he Sor;;~J 
"'ef'\lriiy .I\d n;quires 1\'leclicad coverage arc eiig,ibJe to receive medical aS3istancc uncle] 
,1:2. lJ S.c" 1396 ~- ~_396r ('fit1f: XIX, Social Security Act). 

;1):' In addition t.o t.he perSrJllS specified in (a) of this section, t.he following optiomd 

l:~j'onps ofperson~ fr!r \.-v Jwrn t.he sta.te maY'~iai_m federal financia.l p&rtici-or.tion are eiigibie 
[,:or m(;01c:a1 at:sist.:.wce: 
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;1)_" j,,~d t")' ... ·1 .~ (. d .. 

,-':1.;1 ,J\.;)l(:!;:iCi)"t" ('hj'ldi")"1 'jJ)"'l)tJ\~!n: 

~ 4'7 .(l? 020 

. ,'\'/ i\·:J.'~.! ~;~sJ.st.{:mcr_' :Hider 2.11)' p1811 '(Jf U:2 r.tate 
.. :.<;; .. , !·;t.li~ XVI, 3~H.:!1JJ E,::cu!TLY :':\.c:"(.. Su["!rl(~mental 

2.~ j,.'I"J,'-.:(H"'; lJ,;""' gt""L(:l.::d ! OSlY~Z.,-,. ::-,jdl{ 0/, J.r:;:ng facility, (lr intenTlt'0i.ate care i~JCJlity, 
:jO, if they H~Ji, flH~ i:H:iJ)l.")i, \,-'C'lil{! j-,e t'i:fil"I~'_' f-I)" D.E,sif:i8.nc;~ Wldc.r on(: of (,h(! r~c!F.;:i"2.j 

- ;,f"tJgUii".IlS spf!clLeci in (1) ~i' :..hi~3 ,<.~·\.JiJ.':i,;dioJl, 
(3) pE!."sons 'uJlLiPf age 2) who 2rr~ under s~pervjsion of the department, fOl~ whom 

!Daintena~1cc is bE:ing paid jj:l. whole or in pZlrt frum pubUc: funds) and who are. in foster 
homes or private ehild-care instii.utiol1f>, 

(4) age'd, blind> or disabled pel'Sor::.s, who, because they do not meet inCOfl:1E and 
resources requjr~lnellts, do not receiVE ,~upp]er;.'1ental secu~-ity income under 42 l..!.S,C. 
1;381 ~- 1383c (Title XVI, Social Secnr"ity Act), and \\'ho do not receive a mandat(.'l-Y state 
,"uppl~ment, hut \\d"lO (irE: eligible, or would be eligible if they w~re not in a :sJ{illed nursing 
i"adlity m' iiltermediat,"e care f.s.dlit.y Lo recej'.-e an opt.ional state supplementary payment; 

(5) persons Hnder age 21 who are,in an insljtution desi.gnated as an intermediate care 
facility for tl1€ mentally retardl,:d and ,·,:ho are financially eligible as determined by the 
standards of t.he federal program designated as the sllccessor to the aid to families with 
"ependent chjldren program; 

(6) person,s ir~ a medical or interllleniate care facility whose ineerne while in the facility 
does not. ex(;eed $J ,656 a month but who v,iould not be eligible for an optional state 
supplement.ary p~yment if they Jeil. Lhe hospital or other facility; 

(7) persons under age 2.1 who are receiving active treatment in a psychiatric hosp~tal 
and who are fmancially elig)ble as determined by the standards of t.he federal program 
dr:-:signaLed as the succeSs!)r to L.hf~ Aid to FamiliE:s \\'ith Dependent Children program; 

(8) persons under age 21 ann l"Jot covered under (a) of this section, who would be 
(~ligible for bEnefifs under tllefedcral program designated as t.he successor to the aid to 
fRmilie.:: with dependent r:hih::.reD 1Jfogr?-lTJ, except that t.h~y haVE: the c:are and support of 
:1(,l..h their nni1ll'(il and adoptive pan:ni.c;~ 

(9) pregr:ont women 1"](1i, ccPN~rer1 ~mder (8.) ofthi.::: se::ction and who meet the income anu 
. eSU'Jl'ce requirf':ment..s IJf" the federr:ll program dc~:ign;]t('!d as Lhe success?r to the Rid to 
:jw.ilies '-'I'jt.h depCDrknt. children program; 

\10) persnnE' under age 21 not cnyered under (a) oi"this section who the depart.rnent,has 
;~(~l,(,J'mined cannot be pJaced for ar,option 'v\'idw111 rn~djcal assisLance because of c. speciat 
':r:i-;d l~'r rnl~di("2..J I)~" !'e.hubilit.?ltl',iF; tan: ,';l.r.d whr, the departrnent has dC:'termineu an' 
·'·;J'(]-LU-pl:·l(:(: l'iJl!'dl'(~n digjbJp. ll',r S,llhsidy ;,u~drr t~S 25.23.190 .. -~ 25.23,210: 

J'I.) pt'.l'GCJ!l~' ,·,'110 c.:-i!). br. Clll\;~idt'l'"~.d under <)·2 U.S.C. 1,39Sa(el(3) (Title XIX, Social 
'.' :n t:y ACL i !\/]edicu! /~[;.sl [;Uml'f-) i c' be indi\·jdl.\{l!~: wiLh respect to wbom a supplemental 

:Drity inc(,nle l~ h\ .. ~ing p31d tnu.k:J .'12 U.S,C J.381 -- 1383c (Title XVI, Social Security 
.. ;: becaust: ihev !t.'cd :-dJ ni" i.h,:? J'i:-.l]owing "1'1;·0'1;-1 

l.,) ilJPy i..:l{· l~~ >(;('T,~: ~'f ~'i{;I- 1)J .\1(11l;1[,e, h:nd 'i~·!:· h.f\~ 3!: di6abled i~·jdjv;di.lnj[, Ul~d(:r 'J~~ 
.' C. JJE2c(U) (l"'dJr:- )(\i1, SOC];).! [~E.'Cl1rity P,.ci.) 

13! tl]F; ,J~pf-j1"l n"!ni h8.;;' o<?t.f:lTllint'o t.h::'L 
the:.: feclUii'l:' d lEVel of ~·.are pr0\"lded ~n <'; h''}EpitPti, llursing faeiJit.);, OT jnt.e!T.L1(:~diat..e 

't~ faC'iilty for the. l1l12;nL;:,l1y reLarded; 
·,!i) it is 2ppr(lrl'jcitl~ to }"1)'(\vidf"' 1 heir r.3n' oubide ui" a1) instiLution; <:l.nd 
t;ij} tbo:." cst.lm3..i.ed ,1W(]v.nt :hai v.louid be s};[cl1i [or medical assisL:l1lC(, for their 

~'·+\;jdual care (luLside (in insl;itH"f.l(l]l is nt'll gTB;1ter than t.he e.sfimated al1jQt!.nt. that 
:-":.'llld oth"~J"Vo'i.s,,: h .. ~ (~xpt'nded indl'.lidual1y !lW meJir.::d assistance \.vit,hjn an GPprcpriate 
""1-:tif.ution; 

'C) if they v.'('!r{~ in a EH'!oic::o.J inm.iLut,jDl', they '.'v(1li.ld be eligible for medical assistance 
1,,~ ,jer other provi:-;ions r:l this r.baptf-:l; p,nd 
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What is a Medicaid Waiver? 

The Medicaid program is an enormously 
important source of money to pay for services 
and supports for people with developmental 
disabilities. About $3 of every $4 that states 
spend for developmental disabilities services 
comes by way of Medicaid. Once, Medicaid 
dollars only paid for institutional services. 
Today, Medicaid allows more diverse services 

This Infonnation is based on a 
·Policy Brief of the National 
Center for Family Support. The 
entire brief can be found at 
www,familysuoport·HSRI.org 

and supports for individuals in the community, by "waiving" the need to get 
those same services in an institution. 

Why is it important to learn all about Medicaid? 

Advocates need to keep in mind that states have the ability to decide who 
gets funded for what services (criteria for eligibility and coverage). To 
realize many of the opportunities afforded by federal policy, a state must 
elect to include an "option" or change its current policies. Medicaid policy 
change at the state level means convincing policy makers (governors and 
legislators) to take advantage of key options if they have not done so 
already. This is why it is important for individuals, families and other 
stakeholders to be "at the table" when Medicaid policy is discussed. 

The Way Medicaid Works 

Federal law (Title XIX of the Social Security Act) and regulations spell out 
the requirements thala state must meet in operating its Medicaid program. 
If a state meets these requirements, then the federal government pays a 
percentage of money (called the Federal Medical Assistance Percentage 
(FMAP»of the amount of money that the state spends for services to 
people who are eligible for Medicaid. The FMAP rate varies, depending on 
income levels in each state. The lowest FMAP for high-income states is 
50%; the maximum rate allowed is 83%. The highest rate currently being 
paid is about 77% (Mississippi). 

States must use their own or local tax dollars (called "matching dollars") to 
meet their share of Medicaid costs. In order to expand Medicaid services, a 
state must provide more of their own tax dollars to get more money from the 
federal government. In the federal budget, Medicaid is an "open-ended 
entitlement" program. This means that the federal government is required 
by law to pay its share of state Medicaid costs regardless of the total 
amount. Each state spells out what is available under its Medicaid program 
in a document called the "state plan." The state plan describes the groups 
of individuals who can receive Medicaid services and the services that the 
state will make available to them. A state can amend its plan to change its 
program. State plan amendments are subject to federal review and 
approval. Each state must designate one of its agencies (called the "single 
state Medicaid agency") to administer its Medicaid program. The Medicaid 
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agency may enter into agreements with other state agencies (e.g., the state 
developmental disabilities agency) to administer specific services. 

The federal agency responsible for the Medicaid program is the Center for 
Medicaid and State Operations (CMSO), a branch of the Health Care 
Financing Administration (HCFA) in the Federal Department of Health and 
Human Services. HCFA issues regulations and other policy guidance 
concerning Medicaid. It also oversees state Medicaid program operations. 
There are ten HCFA Regional Offices located around the.country that work 
with individual' states concerning the operation of their Medicaid programs. 

Key Requirements For States. 

There are key requirements with which a state's Medicaid program must 
comply. These basic requirements govern Medicaid programs·nationwide. 
They include: 

• A state must make services available to individuals on a comparable 
basis. With some exceptions, a state may not provide services that 
differ in amount or type to one group of beneficiaries than others. 

• A state must guarantee that recipients have free choice in selecting 
from among qualified service providers when obtaining Medicaid 
services. That is, a state cannot require a person to obtain services 
from a specific provider to the exclusion of others. 

• A state must make Medicaid services are available statewide and 
provide that individuals have ready access to them. 

• A state must accept and make a prompt decision concerning a 
person's application for Medicaid services. 

• A state may not limit or ration services due to a funding shortfall. A 
state is obligated to provide services in its state plan to all eligible 
persons. If a state cannot afford to provide the services, it must 
change its state plan. 

• A state also must permit individuals to appeal adverse decisions 
concerning their eligibility or the authorization of services. This is 
called the Fair Hearing process. 

In some cases, a state may request waivers of some of these requirements. 
Medicaid home and community-based service waiver programs operate 
under such waivers. The HCSS waiver program will be discussed in more 
detail below. When a state decides to use a managed care arrangement to 
obtain services for individuals (thereby limit their freedom of choice), there 
are federal laws and regulations concerning how such arrangements must 
be set up in order to safeguard their interests. Medicaid services must be 
obtained from "qualified providers." A state must spell out the qualifications 
that an individual or agency must meet in order to furnish services. States 
have considerable latitude in specifying these qualifications. At a minimum, 
providers must meet requirements spelled out in state law. In addition, each 
provider must enter into a contract (called a "provider agreement") with the 
state in order to be paid for services it provides to beneficiaries. 

Medicaid is a "vendor payment" program. Typically, states pay providers 
directly on a fee-for-service basis once the provider has furnished a service. 
Subject to federal requirements, a state may pay for Medicaid services 
through prepayment ("capitation") arrangements when services are 
provided by health maintenance organizations (HMOs) or similar 
organizations. States have broad discretion in determining the amount of 
payments for services. Federal law requires that payment rates must be 

3495 http://v,'WW.tash.org/mdnewdirections/medicaid.htm 2/3/2010 



What is a Medicaid Waiver? Page 3 of7 

sufficient to attract enough providers so that recipients can access needed 
services. 

Eligibility: The Portal to Medicaid Services 

Medicaid services are available only to individuals determined eligible for a 
state's program. Eligibility is the "portal" through which people must pass in 
order to obtain Medicaid services. On the other side of this portal lie 
services that people can obtain. 

There are two parts to Medicaid eligibility. One is financial eligibility. 
Medicaid is a.means-tested program. To qualify for Medicaid, a person 
cannot have income or assets that exceed the amounts ,that the state has 
specified. The second leg of eligibility is whether a person is a member of a 
"group" that recognized in federal law (e.g., people with disabilities who 
receive federal Supplemental Security Income (SSI) benefits). In order to 
receive. Medicaid services, a person has to meet both tests. "Mandatory" 
groups (e.g., individuals that all states must serve) essentially include SSI 
recipients and children who live in very low-income households. But, there 
are many options or "doors" available to states to widen Medicaid eligibility 
beyond the mandatory groups. People with developmental disabilities 
qualify for Medicaid by meeting financial eligibility tests and being members 
of recognized but broader groups (e.g., individuals with disabilities). It is 
important to understand that over the past fifteen years, federal Medicaid 
policy has changed to permit states to offer Medicaid services to more 
groups of individuals who do not actually receive public assistance 
payments. Medicaid no longer is closely tied to 'welfare." Even though the 
program is still means-tested, new mandates and options have been added 
so that individuals and families who have income above the poverty line can 
pass through the portal. 

There are certain eligibility options that can play an important role in 
enabling people with developmental disabilities to qualify for Medicaid 
services, even though these options are not reserved exclusively for such 
individuals. These options revolve around children and adults who do not 
qualify as members of a mandatory group, generally because their or the 
family's income prevents them from being eligible to receive an SSI or other 
public assistance payment. It is helpful to discuss these options in terms of 
those that are relevant to children, adults and those that cut across all ages . 

• Children. Not all children and youth with severe disabilities can 
qualify for an SSI payment and, thus, Medicaid. In the case of 
children with severe disabilities who live with their families, SSI rules 
require that a portion of the family's income be counted as available 
("deemed") to the child. Even in the case of low-to-moderate income 
families, this requirement can result in the child's not qualifying for an 
SSI payment and, thus, make the child ineligible for Medicaid. 
However, if the child were placed permanently out of the family home 
in an institutional setting, the family's income would not be counted 
and the child would qualify for Medicaid. In order to correct this 
problem, in 1982 Congress enacted the "Katie Beckett option" (also 
known as "TEFRA 134"). Under this option, a state can decide not to 
count the family's income when the child meets SSI disability criteria 
and would be eligible for Medicaid if slhe were in an institutional 
setting. Several states have adopted this option. One state where 
this option is used extensively is Wisconsin. See the _ for how to 
obtain more information about Wisconsin's Katie Beckett program. 
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• Children who do not receive 551 also can qualify for Medicaid in a 
variety of other ways. They can qualify as members of low and 
moderate income households (needy families). There can be other 
avenues available, depending on the state. The Vermont Parent-to­
Parent Network has identified six ways (including the Katie Beckett 
option) that children with disabilities can obtain Medicaid eligibility in 
Vermont. 5ee the _ for how to access this information. 

• Congress is considering a bill (the Family Opportunity Act) that would 
give states still another option for extending Medicaid eligibility to· 
children with disabilities who live in higher income households 
eligible for Medicaid services. We discuss this bill more in the final 
section. 

• Adults. Family income does not playa role in Medicaid eligibility for 
adults with disabilities, including when the person lives with his/her 
family. Only the adult individual's own income and resources are 
considered. As noted previously, states must extend Medicaid 
eligibility to individuals who receive 551 payments. 551 program rules 
permit individuals to eam income up to a certain level and still qualify 
for 55!. Recently, these earning limits were raised to $740/month. 
There also are special rules that continue 551 and Medicaid benefits 
for a period of time after a person exceeds the earned income 
ceiling. It is not true that having a job automatically disqualifies a 
person for Medicaid. But, problems can arise once the person's 
income clin;bs above levelsjhat 551 permits. 

• Not all adults with severe disabilities qualify for an 551 payment. 
People who receive "adult disabled child" 50cial 5ecurity benefits or 
who have other income (including employment income) that exceed 
551 maximums can qualify for Medicaid under other options. A state 
can set higher income thresholds that permit more of these 
individuals to qualify even though they do not receive 55!. Many 
states also permit individuals to qualify as "medically needy." In a 
medically needy program, people who have income above the 
state's maximum qualify for Medicaid by "spending down" their 
income on health services until it reaches the state's maximum (e.g., 
if a state's maximum is $600 per month and a person has income of 
$800, the person will qualify once he or she spends $200 on health 
services). Recently, HCFA issued new rules that give states more 
options to make it easier for people to qualify as medically needy and 
thus obtain Medicaid eligibility. In addition, starting in 1997, 
Congress has added more eligibility options that permit states to 
extend or continue Medicaid eligibility for adults with disabilities 
whose employment earnings would otherwise disqualify them for 
Medicaid. 5ee the _ for how to obtain information on this new options 
(which some states already have adopted). The rules concerning 
Medicaid eligibility for adults with disabilities differ considerably from 
state to state with the exception of the requirement that states 
include 551 recipients. As with Children, it is important to have solid 
information concerning the rules in your state. 

• Long-term Services Eligibility. In most states, Medicaid financial 
eligibility rules are more liberal for people who require long-term 
services. For example, a state may grant Medicaid eligibility to such 
persons who have incomes as high as three-times the basic grant 
standard for the 551 program (i.e., as high as $1,590 per month). In 
operating an HCB5 waiver program, a state may employ the same 
financial rules to determine eligibility as it does for institutional 
services. Forchildren, this yields the same result as the Katie 
Beckett option. However, the Katie Beckett option is broader since it 
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does not hinge on whether the child participates in a waiver program. 
In the case of adults, using institutional financial eligibility rules can 
make a big difference in enabling individuals to obtain Medicaid 
eligibility. But, again, these special provisions apply to people who 
qualify for long-term services. 

Medicaid operates under a simple rule: no Medicaid card, no services. 
States have many options for widening the eligibility portal for both children 
and adults with disabilities beyond those who receive an SSI payment. 
Advocacy with respect to Medicaid eligibility centers on urging states 
broaden eligibility options to more children with severe. disabilities who live 
with their families and adults who do not qualify for SSI. 

Once a person successfully navigates through a Medicaid portal, the next 
question is what services they can obtain that would be valuable in meeting 
his or her needs? Answering this question revolves around "coverage" -­
the collection of :'services" or "benefits" a state offers to Medicaid 
beneficiaries. 

Medicaid coverage also has two parts. Every state must provide all 
Medicaid recipients with a core set of mandatory services (e.g., hospital, 
physician, nursing facility, home health services). A state also may elect to 
provide additional optional services (e.g., personal assistance, home and 
community-based waiver services). See the _ for how to locate information 
about the all the services that a state- must or may offer. States can operate 
Medicaid programs that have either wide or narrow benefits. Usually you 
can find out about all the services your state offers at the Medicaid agency's 
website C). Like other health insurance programs, whether a person 
requires a service is based on "necessity" (medical or otherwise) criteria 
(e.g., does a person's condition require a treatment or service that is 
covered under the state plan?). 

State-to-state, the basic services that are available depend on whether the 
person is a child or adult as well as the decisions that a state has made with 
respect to the services it offers. Everyone who has a Medicaid card can 
access the services that a state offers through its Medicaid state plan. Here, 
we describe some key "regula~' Medicaid services (e.g., services that a 
state can provide without seeking special waivers). In the next section, we 
will discuss services that a state can over through an HCBS waiver 
program. 

There are differences in the services that a state must or may offer children 
and adults. In particular: 

• Children. For more than a decade, Congress has focused on 
strengthening the role that the Medicaid program plays in ensuring 
that children (with or without disabilities) have access to health care. 
In 1989, Congress extensively revamped federal Medicaid law what 
are labeled "Early and Periodic Screening, Diagnosis and 
Treatment" (EPSDT) services. States must provide EPSDT services 
to all children who are eligible for the Medicaid program. It is one of 
the mandates that states must meet in operating a Medicaid 
program. Through EPSDT, children must be seen periodically by 
health care professionals. If the child is identified as having a 
medical condition, further diagnoses must be performed and a state 
must follow through to provide all necessary treatment services. 
However, needed services can be identified at any time by 
professionals other than the child's own physiCian. The 1989 law 
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changes required states to step up their performance in operating 
EPSDT programs. It also mandated that states furnish any 
necessary Medicaid service (including dental care) that a child 
requires - regardless of whether the state specifically covers the 
service as part of its regular Medicaid program or not. The EPSDT 
mandate, for example, means that Medicaid eligible children with 
severe disabilities who require therapeutic services must be provided 
them. A state cannot restrict the services that it provides under the 
EPSDT mandate; it must make all types of services available, 
including the services that children with severe disabilities or special 
health care needs require. Such services can include home health 
services and personal assistance. However, EPSDT services do not 
include services (like respite) that only can be furnished through an 
HeBS waiver program. It is this EPSDT mandate that potentially 
makes obtaining Medicaid eligibility so valuable for children with 
disabilities .. 

• Adults. Except for the mandatory services that all states must 
include in their Medicaid programs, states have latitude in terms of 
the types of services that they make available to adults with' 
disabilities. With respect to adults, there is no equivalent to the 
EPSDT mandate. States vary considerably with respect to the 
optional services that they make available to adults. For example, 
states frequently make available only very limited dental services or 
restrict the provision of therapeutic services only to people who need 
such services to "restore function," a restriction that frequently 
results in persons with developmental disabilities not being able to 
obtain such services. In addition, often states impose restrictions on 
optional services that can narrow their scope considerably. 

There are three "regular" Medicaid services that are especially relevant to 
meeting the needs of people with developmental disabilities: 

• One is home health, which all states must offer in their Medicaid 
programs. Home health services are provided to individuals at their 
place of residence. Home health services must include part-time or 
intermittent nursing services, home health aide services, and certain 
medical supplies and equipment. Physical, occupational therapy and 
speech pathology and audiology services also may be provided on 
an optional basis. In some states, access to home health services 
has been restricted to "homebound" individuals. But in July 2000, 
HCFA issued a policy clarification that states cannot restrict the 
availability of these services to people whose condition prevents 
them from leaving the home. This is expected to increase access to 
home health services by individuals who live in the community. 

• The second important "regular" Medicaid service coverage is 
personal care (a.k.a., "personal assistance" or "attendant care"). 
When this service is offered, workers can provide assistance to 
people with disabilities in a wide variety of ways (helping with 
activities of daily living, grocery shopping, or getting about in the 
community). Once, federal rules limited the provision of these 
services to the person's home and described them in "medical 
model" terms. In 1993, Congress changed federal law so that 
personal assistance could be provided out in the community and 
"demedicalized" them. In 1999, HCFA issued new guidelines that 
gave states increased flexibility in providing these services, including 
sanctioning the use of consumer-directed personal care services 
L-). A state may provide personal care/assistance services 
without obtaining a waiver from HCFA and people do not have a 
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demonstrate a "need for institutional services" in order to obtain 
these services. Personal care is a potentially very flexible benefit that 
states can make available to all beneficiaries. However, fewer than 
30 states offer personal care under their regular Medicaid programs 
and many have imposed more stringent restrictions on them than 
federal policy requires. A few states (e.g., Washington) make 
personal assistance available relatively widely . 

• Another service is "targeted case management." The service is 
labeled "targeted" because it is one of the few regular Medicaid 
services that a state can cover but limit to specific groups of. . 
individuals. Many states use this coverage to fund their service 
coordination systems for people with developmental disabilities. 
States can offer these services to one or many groups of 
beneficiaries. Targeted case management.is designed to help. 
Medicaid beneficiaries access any of a wide range of services -­
including social and' educational services - not just health care 
services . 

. The "regula( services that a state offers through its Medicaid state plan 
make Up'8 "core" benefit package available to all Medicaid beneficiaries. 
Federal policy is very liberal with respect to the range of benefits that states 
may offer. But, many states are reluctant to add more services to their 
Medicaid programs or loosen up the restrictions that apply to the services 
that they presently offer. It is not surprising that concerns about increased 
spending lie behind this reluctance. Once a service is included in the core 
benefit package, it becomes an entitled service that might be very costly to 
provide. Nonetheless, advocates should be vigilant for opportunities to urge 
states to take advantage of opportunities to add services that are important 
to people with disabilities or remove overly stringent restrictions. 

This information is based on a Policy Brief of the National Center for Family Support. The entire 
brief can be found at www.familysuoport-HSRl.org 

. My Life: Going FAR is a project of TASH. 
This project is funded by the Marvland Developmental Disabilities Council, 
in cooperation with the Marvland Developmental Disabilities Administration . 
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alternative to institutionalization, Waiver services may be optional State Plan services 
which either are not covered by a particular State or which enhance the State's 
coverage. Waivers may also include services not covered through the State Plan such 
as respite care, environmental modifications, or family tr~ining 

The four basic types of .. 1915(c) HCSS waivers available for states based on the target 
population's level of alternative long-term institutional care are· 

• intermediate care facility-mental retardation (ICF-MR) level of care for mentally 
retarded and/or developmentally disabled Individuals; 

• chronic or rehabilitative hospital level of care for individuals who are medically 
fragile, chronically ill. or severely disabled; 

• psychiatric hOspital level of care for individuals who are severely or chronically 
mentally ill; and 

• nursing facility level of care for individuals who are elderly, physically disabled, 
and/or cognitively impaired. 

To be a waiver participant, an individual must be medically qualified, certified for the 
waiver's institutional level of care, choose to enroll in the waiver as an alternative to 
institutionalization, cost Medicaid no more in the community under the waiver than he 
or she would have cost Medicaid in an institution, and be financially eligible based on 
their income and assets 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: HB270 

() Publish Date: 

Health & Social Services Identifier (file name): HB270·DHSS-SDMS-03-18-10 Dept. Affected: ---------------------------------- ----------------------Title Medicaid for Medical and Intermediate Care RDU Senior and Disability Services 

_________________________ Component Senior and Disability Medicaid Services 

Sponsor Munoz 

Requester House HSS Component Number 2662 
----------------------------

'T. ; of Dollars) 
Note: ,do not Incl ~I '55 , noted below. 

Information 

FY 201 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 201S 
I Personal Services 
ITravel 

IsuPPlles 
IF, I >n' 
t La-nd & Structures 
tGrants & Claims 

I 
TOTAL 0.0 

CAPITAL EXPENDITUR I 

ICHANGE IN REVENUES I 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GFJProgram Receip 
1037 GFIMental Health 
Other Interagency Receip 

TOTAL 0.0 

Estimate of any current year (FY2010) CI 

POSITIONS 

IFull-tlme 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if nece: 

0.0 0.0 0.0 0.0 0.0 0.0 

I I I 

I I I 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 

ThiS bill would increase the Medicaid income eligibility standard for individuals who reside in medical institutions, typically 
nursing facilities. This standard is also used for people who receive home and community-based waiver services. 
Currently, this standard is fixed at $1,656 per month. The bill would increase the amount to 300 percent of the federal 
Supplemental Security Income (881) monthly benefit, which is currently $674, adjusted for cost of living each year. Initially, 
the new standard for Medicaid nursing facility residents and waiver recipients would be $2,022 per month. 

DHSS does not anticipate that increasing the monthly standard for this eligibility category will increase the number of 
Medicaid recipients receiving services. While this is contrary to DHSS expectations when the legislature fixed the standard 
at a set dollar amount in 2003, experience shows that as individuals receive cost of living increases in pensions or Social 
Security payments that raise their incomes over $1,656 per month, they use Medicaid qualifying income trusts to reduce 
their countable income below that amount and continue to qualify for Medicaid. 
(Continued on Page 2). 

Prepared by: William J. Streur, Deputy Commissioner 
Division DHSS Health Care Services 

Approved by: Alison Eigee, Assistant Commissioner 
DHSS Finance & Management Services 

(Revised l1M009 OMB) 

FISCAL NOTE 

Phone 269-7827 
DateITime 213/10 12:00 AM 

Date 3/18/2010 

Page 1 of 2 
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STATE OF ALASKA BILL NO. HB270 -------
2010 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

Another consideration is that Medicaid recipients who qualify under this institutional income standard are required to make 
a contribution toward the cost of the Medicaid institutional or waiver services they receive if their countable income 
exceeds the personal needs allowance established for their living arrangement. The personal needs allowance for people 
on waivers has historically been set in regulation and the amount varies depending on the person's living situation, and is 
not linked to the institutional income standard. OHSS has not assumed an increase to the personal needs allowance. 
Therefore, DHSS does not anticipate an increase in Medicaid spending as a result of this legislation. If DHSS increased 
the personal needs allowance in conjunction with increasing the income eligibility standard, it would increase Medicaid 
expenditures. 

Page 2 012 
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 277( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY 

Offered: 
Referred: 

Sponsor(s): REPRESENT A T1VES PEGGY WILSON AND LYNN 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS0951 IS 
Bullard 
3/26/10 

"An Act requiring tbe Department of Health and Social Services to adopt standards for 

2 the approval of and to approve certain training programs relating to the possession of 

3 epinepbrine and tbe administration of epinephrine in emergency situations; and 

4 autborizing certain individuals to obtain a prescription for epinepbrine, purcbase 

5 epinepbrine, and administer epinephrine in emergency situations. " 

6 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

7 * Section 1. AS 17 is amended by adding a new chapter to read: 

8 Cbapter 22. Use of Epinepbrine in Emergency Situations. 

9 Sec. 17.22.010. Prescription, purchase, and administration of epinephrine 

10 by a trained individual. An individual who is 18 years of age or older may obtain a 

II prescription for and purchase, and may, in an emergency situation, administer 

12 epinephrine using 

13 (1) an auto-injector, if the individual has successfully completed a 

-1- CSHB 277( ) 
New Text Underlined (DELETED TEXT BRACKETED] 
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training program approved by the department under AS 17.22 .020(b); or 

2 (2) an ampule, if the individual has successfully completed a training 

3 program approved by the department under AS 17.22.020(c). 

4 Sec. 17.22.020. Approval of training programs. (a) The department shall 

5 adopt standards for the approval of training programs for the use of 

6 (I) epinephrine auto-injectors; and 

7 (2) epinephrine ampules. 

8 (b) The department shall approve an auto-injector training program that meets 

9 standards adopted under (a)(I) of this section. The standards must require an 

10 epinephrine auto-injector program to provide training in 

II (I) techniques on how to recognize symptoms of severe asthmatic or 

12 allergic reactions, including anaphylaxis; 

13 (2) standards and procedures for the storage of epinephrine auto-

14 injectors and administration of epinephrine using auto-injectors; and 

IS (3) emergency follow-up procedures. 

16 (c) The department shall approve an epinephrine ampule training program that 

17 meets standards adopted under (a)(2) of this section. The standards must require an 

18 epinephrine ampule program to provide training in 

19 (I) techniques on how to recognize symptoms of severe asthmatic or 

20 allergic reactions, including anaphylaxis; 

2 I (2) standards and procedures for the storage of epinephrine ampules 

22 and administration of epinephrine using ampules; and 

23 (3) emergency follow-up procedures. 

24 Sec. 17.22.030. Applicability. This chapter does not apply to a person who is 

25 authorized under another law to administer epinephrine or to a person who is 

26 prescribed epinephrine for personal use. 

27 Sec. 17.22.040. Liability of certified individual. A claim for relief may not be 

28 brought against an individual who has successfully completed a training program 

29 approved by the department under AS 17.22.020 for an act or omission relating to the 

30 administration of epinephrine to another individual in an emergency situation if the 

31 individual who completed the training program acted in good faith under the authority 

CSIIB 277( ) -2-
L .Yew Text: r1nderlined [DELETED TEX'F BRACKETED] 
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granted by this chapter. 

Sec. 17.22.090. Definitions. In this chapter, 

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

(2) "emergency situation" means a circumstance where an individual 

experiences a severe asthmatic or allergic reaction, including anaphylaxis, that 

requires the administration of epinephrine to avoid severe injury or death and where a 

certified or licensed health care provider authorized to administer epinephrine is not 

available. 

-3- CSHB 277( ) 
New Text Underl ined [DELETED TEXT BRACKETED) 
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 277( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY 

OfTered: 
Referred: 

Sponsor(s): REPRESENT A TlVES PEGGY WILSON AND LYNN 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS0951 IS 
Bullard 
3/26/10 

"An Act requiring the Department of Health and Social Services to adopt standards for 

2 the approval of and to approve certain training programs relating to the possession of 

3 epinephrine and the administration of epinephrine in emergency situations; and 

4 authorizing certain individuals to obtain a prescription for epinephrine, purchase 

5 epinephrine, and administer epinephrine in emergency situations." 

6 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

7 * Section 1. AS 17 is amended by adding a new chapter to read: 

8 Chapter 22. Use of Epinephrine in Emergency Situations. 

9 Sec. 17.22.010. Prescription, purchase, and administration of epinephrine 

10 

II 

12 

13 

by a trained ind1!:!duaJ. An individual who is 18 years of age or older may obtain a 

"" prescription fo~purchase. and may. in an emergency situation. administer 

epinephrine using 

(1) an auto-injector. if the individual has successfully completed a 

-1- CSIIB 277( ) 
New Text Under 1. ined {DELETED 'reXT BRACKETED} 
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training program approved by the department under AS 17.22.020(b); or 

2 (2) an ampule, if the individual has successfully completed a training 

3 program approved by the department under AS 17.22.020(c). 

4 Sec_ 17.22.020. Approval of training programs. (a) The department shall 

5 adopt standards for the approval of training programs for the use of 

6 (I) epinephrine auto-injectors; and 

7 (2) epinephrine ampules. 

8 (b) The department shall approve an auto-injector training program that meets 

9 standards adopted under (a)(I) of this section. The standards must require an 

10 epinephrine auto-injector program to provide training in 

II (1) techniques on how to recognize symptoms of severe asthmatic or 

12 allergic reactions, including anaphylaxis; 

13 (2) standards and procedures for the storage of epinephrine auto-

14 injectors and administration of epinephrine using auto-injectors; and 

IS (3) emergency follow-'up procedures. 

16 (c) The department shall approve an epinephrine ampule training program that 

17 meets standards adopted under (a)(2) of this section. The standards must require an 

18 epinephrine ampule program to provide training in 

19 (1) techniques on how to recognize symptoms of severe asthmatic or 

20 allergic reactions, including anaphylaxis; 

21 (2) standards and procedures for the storage of epinephrine ampules 

22 and administration of epinephrine using ampules; and 

23 (3) emergency follow-up procedures. 

24 Sec. 17.22.030. Applicability. This chapter does not apply to a person who is 

25 authorized under another law to administer epinephrine or to a person who is 

26 prescribed epinephrine for personal use. 

27 Sec. 17.22.040. Liability of certified individual. A claim for relief may not be 

28 brought against an individual who has successfully completed a training program 

29 approved by the department under AS 17.22.020 for an act or omission relating to the 

30 administration of epinephrine to another individual in an emergency situation if the 

31 individual who completed the training program acted in good faith under the authority 

CSIIB 277( ) -2-
L New Text; Underl.ined [DELETED TEXT BRACKETED} 
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granted by this chapter. 

Sec. 17.22.090. Definitions. In this chapter, 

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

( \"':1 (2) "emergency situation" means a circumstance where an individual 
"-.. ()r o..pP'+''' I,.. ~""i'""""'''u. 

experiences a Sl!vere asthmatic or allergic reaction, including anaphylaxis, that 

requires the administration of epinephrine to avoid severe injury or death and where a 

certified or licensed health care provider authorized to administer epinephrine is not 

available. 

-3- CSHB 277( ) 
New Text Underl ined [DELETED TEXT BRACJ(ETED} 
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Interim: 
P.O. Box 109 

Wrangell, AK 99929 
Phone: (907) 874-3088 

Fax: (907) 874-3055 

ALASKA STATE LEGISLATURE 

REPRESENTATIVE PEGGY WILSON 
HOUSE DISTRIcr 2 

SPONSOR STATEMENT 
House Bill 277 

Session: 
State Capitol, Room 406 
Juneau, AK 99801-1182 
Phone: (907) 465-3824 

1-800-686-382' 
Fax: (907) 465-3175 

"An Act establishing a program in the Department of Health and Social Services to certify 
certain individuals to be issued a prescription to administer epinephrine and to possess and 

administer epinephrine in certain situations." 

House Bill 277 allows individuals who have passed a departmentally-approved 

program to purchase and administer epinephrine. 

Epinephrine (adrenalin) is used in emergency situations to combat severe allergic 

reactions, anaphylactic shock and heart attacks. 

It is difficult to foresee the possibility of an allergic reaction when an individual has no 

known allergies. A victim of an allergic reaction can go into anaphylactic shock and 

medical attention may not be readily available. During these situations, the 

administration of epinephrine could be necessary to save a victim's life. Under current 

statute, the administrator can be held personally liable. 

The passage of this bill would increase access to this life-saving medication, maintain 

and increase available safety measures, and reduce personal liability for acts of good 

faith. 
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Interim: 
P.O. Box 109 

Wrangell, AK 99929 
Phone: (907) 874-3088 

Fex: (907) 874-3055 

ALASKA STATE LEGISLATURE 

.' ...... ' 

REPRESENTATIVE PEGGY WILSON 
HOUSE DISTRICT 2 

Sectional 

Committee Substitute for House Bill 277 

Session: 
State Capitol, Room 406 
Juneau, AK 99801-1182 
Phone: (907) 465-3824 

1-800-686-3824 
Fax: (907) 465-3175 

"An Act requiring the Department of Health and Social Services to approve training 
programs to certify individuals to possess epinephrine and to administer epinephrine in 
emergency situations; and authorizing certified individuals to obtain a prescription for, 

purchase, and possess epinephrine, and to administer epinephrine in emergency 
situations." 

Section 1: 
• An individual who successfully completes training requirements may obtain a 

prescription for epinephrine, purchase it, and may in an emergency situation administer 
epinephrine either through epinephrine auto-injectors or ampules. 

• Department of Health and Social Services shall approve a set of standards for the training 
of both epinephrine auto-injectors and ampules. 

• Applicability does not apply to an authorized administrator or to someone already 
prescribed epinephrine. 

• Outlines liability of the certified individual. 
• Defines "certified individual," "department," and "emergency situations." 

26·LS0951\E 
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 277( ) 

iN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY 

OtTered: 
Referred: 

Spon.or(.): REPRESENTATIVES PEGGY WILSON AND LYNN 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS095lIE 
Bullard 
3/22/10 

"An Act requiring tbe Department of Healtb and Social Services to approve training 

2 programs to certify individuals to possess epinepbrine and to administer epinepbrine in 

3 emergency situations; and autborizing certified individuals to obtain a prescription for, 

4 purcbase, and possess epinepbrine, and to administer epinepbrine in emergency 

5 situations." 

6 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

7 * Section 1. AS I 7 is amended by adding a new chapter to read: 

8 Cbapter 22. Use of Epinepbrine in Emergency Situations. 

9 Sec. 17.22.010. Prescription, purcbase, administration, and possession of 

10 epinepbrine by a trained individual. An individual who is 18 years of age or older 

I I may obtain a prescription for and purchase, and may, in an emergency situation, 

12 administer epinephrine using 

13 (I) an auto-injector, if certified under AS 17.22.020(b); or 

-1- CSHR 177( ) 
New T~xt Underlined (DELETED TEXT BRACKETED! 
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(2) an ampule, if certified under AS 17.22.020(c). 

2 Sec. 17_22_020. Approval of training programs. (a) The department shall 

3 adopt standards for the approval of training and certi fication programs for the use of 

4 (I) epinephrine auto-injectors; and 

5 (2) epinephrine ampules. 

6 (b) The department shall approve an auto-injector training and certification 

7 program that meets standards adopted under (a)( I ) of this section. The standards must 

8 require an epinephrine auto-injector program to provide training and certification in 

9 (1) techniques on how to recognize symptoms of severe asthmatic or 

10 allergic reactions, including anaphylaxis; 

II (2) standards and procedures for the storage of epinephrine auto-

12 injectors and administration of epinephrine using auto-injectors; and 

13 (3) emergency follow-up procedures. 

14 (c) The department shall approve an epinephrine ampule training and 

15 certification program that meets standards adopted under (a)(2) of this section. The 

16 standards must require an epinephrine ampule program to provide training and 

17 certification in 

18 (1) techniques on how to recognize symptoms of severe asthmatic or 

19 allergic reactions, including anaphylaxis; 

20 (2) standards and procedures for the storage of epinephrine ampules 

21 and administration of epinephrine using ampules; and 

22 (3) emergency follow-up procedures. 

23 Sec_ 17.22.030. Applicability. This chapter does not apply to a person who is 

24 authorized under another law to administer epinephrine or to a person who is 

25 prescribed epinephrine for personal use. 

26 Sec. 17.22.040. Liability of certified individual- A claim for rc1iefmay not be 

27 brought against a certified individual for an act or omission relating to the 

28 administration of epinephrine to another individual in an emergency situation if the 

29 individual acted in good faith under the authority granted by this chapter. 

30 Sec. 17.22.090. Definitions. In this chapter, 

31 (I) "certified individual" means an individual certified by a training 

CSJlR 277( ) -2-
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program approved by the department under AS 17.20.020; 

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

(3) "emergency situation" means a circumstance where an individual 

experiences a severe asthmatic or allergic reaction, including anaphylaxis, that 

requires the administration of epinephrine to avoid severe injury or death and where a 

licensed health care provider authorized to administer epinephrine is not available. 

-3- CSIIB 277( ) 
New Text Un.derlined (DELETED TEXT BRACKETED I 
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EXECUTIVE SUMMARY 

Introduction 

In 1999 the Washington State Legislature passed the "Kristine Kastner Act" (SHB 1992) requiring 
the Department of Health, with the respective House and Senate Health Care Committees, to prepare 
a report on the statewide incidence of anaphylaxis (severe allergic reactions) and the training and care 
necessary to allow Emergency Medical Technicians (EMTs) to carry and administer epinephrine. 
This legislation was driven by the concern that EMTs are not currently trained to diagnose the need 
for epinephrine by emergency patients they encounter. Epinephrine, when appropriately 
administered to the patient experiencing anaphylaxis or severe allergic reaction, may be required to 
save the patient's life. 

This report includes data on the incidence of anaphylaxis statewide, and information on a pilot 
training program to determine the training and care standards necessary for EMTs to carry and 
administer epinephrine. Also included is an estimate of costs to provide that training. 
Recommendations are provided on the identification of any mitigating circumstances such as age, 
patient care protocols and specific signs and symptoms required to determine whether to administer 
epinephrine. 

Recommendations 

Education and Training -
• Training EMTs to safely administer epinephrine to anaphylaxis patients less than 30 

years old must: 
include no less than two hours didactic time; 

- include department-approved educational objectives; and 
- include a written and practical assessment of each EMT by the instructor. 

• Instructors of new epinephrine material must be recommended by the county EMS 
Medical Program Director (Physician responsible for oversight of EMS personnel in 
each county) and approved by DOH. 

• To maintain effective quality assurance of EMT performance, medical program 
directors must evaluate and report to DOH every use of epinephrine by EMTs and any 
anaphylaxis death in their monthly report. 

• To retain knowledge and skill competency, each EMT's required Continuing Medical 
Education must include the use of epinephrine for anaphylaxis during each certification 
period (3 years). 

Supplies -
All licensed basic life support vehicles must carry at least one adult and one pediatric 
auto-injector of I: 1000 epinephrine for anaphylaxis. 

Ep.Report 
2/3/10454 PM 5 
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Mitigating Factors -
Age Factors: 
• Based upon the limits of the pilot program, for patients who do not have a prescription 

or parental request, we recommend epinephrine be administered to persons under the 
age of30. 

Signs & Symptoms: 
• To ensure safe administration of epinephrine to persons, EMTs may only administer 

epinephrine when signs and/or symptoms of anaphylaxis include respiratory distress or 
hypoperfusion. 

Medical Control 
• Usual medical program director specific methods of on-line/offline medical control will 

be followed. 

Epi Report 
2/3/1 0 4: 54 PM 6 



3518 

From: Mike Motti [mailto:mikemotti@mac.com] 
Sent: Friday, January 22, 2010 9:06 AM 
To: Rep. Peggy Wilson 
Subject: HB 277 

Rep Wilson: I fully support this bill. I have been involved in EMS in Alaska 
since 1973 and have been teaching wilderness medicine for 20 years. However, as 
currently written, the Department is going to 
attach a huge fiscal note to the bill. I respectfully suggest that 
the wording be changed to direct the Section of EMS and Emergency Preparedness to 
approve the TRAINING COURSES, and that anyone showing a current certification 
card for one of these courses be allowed to purchase epinephrine without a 
prescription. 

Right now the State EMS Training Committee approves CPR courses. They meet 3 
times a year, and could approve epi training courses during their meetings 
without any significant expense to the State. 

Respectfully, 

Mike Motti 
Sitka, Alaska 
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From: messa@mtaonline.net 

I am writing to ask that you have HB277 CERTIFY EMERGENCY USE OF 
EPINEPHRINE heard and voted on this session. I recently received my 
Wilderness First Responder (WFR) Certification. The reason I took the 
course is that I work in wilderness settings, for many years, as an 
outdoor educator with youth. I have been very fortunate to not have a 
trip go bad from an emergency stand point. I have come close a few 
times. A big worry I have is the need to treat Anaphylaxis or Severe 
Asthma in the field. Many of my clients have Epinephrine 
(Epi)prescribed to them and they carry it. There are other clients 
that may not know they have the predisposition to Anaphylaxis. The way 
the law is now I cannot administer Epi to this person because it is 
not prescribed to them. If I had a physicians order on hand I could, 
but in todays litigious society most physicians won't stick their neck 
out. I also subject my clients to stress, new environments and new 
natural vegetation (nature). These things can exacerbate Asthma to 
severe levels. Epi would give my Asthmatic clients a fighting chance 
if a severe attack occurs. I dread the day when, under the current 
law, I have to make a chance at life with the use of Epi or death 
because I am not allowed, by law, to administer the drug to my client. 
Please support HB277 and the many people who enjoy the wilds of 
Alaska. Thank You. Roger Gossett (987)746-3181. 

- Roger Gossett 
Zip Code: 99645 
Voter 10: I have one 
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The curriculum for training of people to deliver epi via epi pen has been developed 
by the American Heart Association, Wilderness Medical Society and the Red 
Cross. These plans are geared to the general public, are included with CPR 
instruction and would suit the requirements for training for the proposed bill. 

I think that the Department should be able to review and endorse any or all of these 
nationally approved training modules to do the job. 

If there are any other questions I can help with, let me know. 

Bobbi Leichty, Director 
SEREMS 
907-747-8005 
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Here are summaries of enacted New Jersey and Utah laws from 2007 and 2008. 
These are specific to epinephrine administration. There are some bills specific to 
peanut allergies that have not been included in this list. 

New Jersey 
School allergy - Student Epinephrine Administration 
(20061 NJ S SPONSOR: Kean 
79 COSPONSOR(S): Turner, Coniglio, Sarlo, Martin, Asselta N, McNamara, Sweeney 

TITLE: Student Epinephrine Administration 
INTRODUCED: 01/10/2006 
ENACTED: 03/16/2007 
DISPOSITION: Enacted 
LOCATION: Chaptered 
CHAPTER: 2007-57 
SUMMARY: 

Clarifies law concerning the emergency administration of epinephrine to students for 
anaphylaxis, increases number of delegates trained to administer epinephrine; requires 
a plan to reduce student exposure to allergens. 
STATUS: 

03/16/2007 
03/16/2007 

Signed by GOVERNOR. 
Chapter No. 2007-57 

Utah - epi-pen use for Anaphylactic Reaction 
(20071 UT H AUTHOR: 
56 TITLE: 

INTRODUCED: 
ENACTED: 
DISPOSITION: 
LOCATION: 
CHAPTER: 
SUMMARY: 

Kiser 
Emergency Injection for Anaphylactic Reaction Act 
01/15/2007 
03/07/2007 
Enacted 
Chaptered 
037 

Amends the Emergency Injection for Anaphylactic Reaction Act; authorizes the 
Department of Health to approve training programs for the use and storage of 
epinephrine autO-injectors in an emergency; authorizes the department to conduct 
educational programs to train people in the use and storage of EPI pens; establishes a 
standard for when a person has a need for training in the use of ephinephrine auto­
injectors; authorizes a trained person to obtain a prescription for the autO-injector. 
STATUS: 

04/02/2007 Chaptered. Chapter No. 037 

(20081 UT H AUTHOR: 
101 TITLE: 

INTRODUCED: 
ENACTED: 
DISPOSITION: 
LOCATION: 
CHAPTER: 
SUMMARY: 

Kiser 
Anaphylactic Emergency Injections 
01/21/2008 
03/14/2008 
Enacted 
Chaptered 
064 

Provides that a school, school board, or school official may not prohibit or dissuade a 
teacher or other school employee from possessing, storing, administering, or receiving 
training to administer an epinephrine autO-injector; requires schools to make an 
emergency epinephrine autO-injector available to any qualified employee; requires 
primary and secondary school training regarding the storage and use of an epinephrine 
autO-injector to a teacher or school employee who volunteers to take the training. 
STATUS: 

04/02/2008 Chaptered. Chapter No. 064 
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The following are recently enacted laws: 

New York - school allergy 
New York AB 4051 (Enacted 8/15/2007) 
The law enacts the Food Allergy and Anaphylaxis Management Act. The law requires that an anaphylactic 
policy is established for school districts for the prevention and treatment of anaphylaxis. 
(2007) NY A SPONSOR: Rivera J 
4051 TITLE: Food Allergy and Anaphylaxis Management Act 

INTRODUCED: 01/31/2007 
ENACTED: 08/15/2007 
DISPOSITION: Enacted 
LOCATION: Chaptered 
CHAPTER: 579 
SUMMARY: 

Enacts Food Allergy and Anaphylaxis Management Act; provides for the establishment 
of an anaphylactic policy for school districts for the prevention of anaphylaxis and 
during a medical emergency resulting from anaphylaxis. 
STATUS: 

08/15/2007 
08/15/2007 

Signed by GOVERNOR. 
Chapter No. 579 

Nevada - School based administration of anaphylaxis medications - enacted 
NV AB Requires principals and school nurses to allow pupils to self-
182 administer prescribed medications for asthma and anaphylaxis under 

certain circumstances 

Relating to pupils; requiring a prinCipal or a school nurse of a public school 
to allow pupils to self-administer prescribed medications for asthma and 
anaphylaxis under certain circumstances; and providing other matters 
properly relating thereto. (9.6 KB) 

05/09/2005 Approved by the Governor. Chapter 43. 

Matches: 
allergen, 
allergic, allergy, 
food 

Below is some additional information on the web site of the food allergy and anaphylaxis network, 
including training materials about how to use an epi-pen and permission/planning forms for who may 
administer in an emergency: 
http://www.foodallergy.org/section/schoolchildcare 

http://www . fooda II ergy .org/pa ge/food-a Ilergy-action-pi a n 1 

http://www.foodallergy.org/files/FAAP.pdf 

Also, there was federal legislation proposed in 2009: 

At the federal level. the Food Allergy and Anaphylaxis Management Act (FAAMA), 
which calls for voluntary national guidelines to help schools manage students affected by food 
allergy and anaphylaxis is pending: 
S.456 and HR. 1378. 
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LEGAL SERVICES 
DIVISION OF LEGAL AND RESEARCH SERVICES 

LEGISLATIVE AFFAIRS AGENCY 
(907) 465-3867 or 465-2450 
FAX (907) 465-2029 

STATE OF ALASKA State Capitol 
Juneau, Alaska 99801-1182 

Deliveries to: 129 6th St., Rm. 329 Mail Stop 3101 

MEMORANDUM March 29, 2010 

SUBJECT: Epinephrine: Immunity for responding to an emergency 
(CSHB 277( ); Work Order No. 26-LS0951\S) 

TO: Representative Peggy Wilson 
Attn: Michael Dunning 

FROM: Tamara Brandt Cook 
Director 16° 

You ask how the provision in CSHB 277( ) addressing immunity from suit differs from 
the general Good Samaritan statute. 

Sec. 17.22.040 of the bill draft prevents a claim from being brought for an act or 
omission against a person who (\) has completed an approved training program for the 
use of epinephrine auto-injectors or epinephrine ampules; (2) administers epinephrine to 
another; (3) does so in an emergency situation; and (4) acts in good faith under the 
authority granted in AS 17.22. For purposes of (3) an "emergency situation" is defined in 
sec. 17.22.090 to mean: 

a circumstance where an individual experiences a severe asthmatic or 
allergic reaction, including anaphylaxis, that requires the administration of 
epinephrine to avoid severe injury or death and where a certi fied or 
licensed health care provider authorized to administer epinephrine is not 
available. 

This is a narrow grant of immunity that will not apply in some situations that involve the 
use of epinephrine to aid another person. For example, if the epinephrine is administered 
but the situation does not meet the definition of "emergency situation" because the 
victim's reaction is due to heart attack, stroke, diabetes, or some other cause, or the 
epinephrine turns out not to be required to avoid injury or death, the immunity provided 
in sec. 17.22.040 will not apply. 

Some of those situations might still be covered by the general Good Samaritan statute 
that broadly applies to emergency aid found at AS 09.65.090. It provides: 

(a) A person at a hospital or any other location who renders 
emergency care or emergency counseling to an injured, ill, or emotionally 
distraught person who reasonably appears to the person rendering the aid 
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Representative Peggy Wilson 
March 29, 2010 
Page 2 

to be in immediate need of emergency aid in order to avoid serious harm 
or death is not liable for civil damages as a result of an act or omission in 
rendering emergency aid, 

(d) This section does not preclude liability for civil damages as a 
result of gross negligence or reckless or intentional misconduct. 

Since cases involving liability or immunity for negligence are often fact specific, there 
may be some situations when a trained individual administers epinephrine but does not 
enjoy immunity under AS 17.22,040. In those situations, the individual might be granted 
immunity under AS 09.65.090. It does not appear that either statute precludes potential 
application of the other. 

Note that Alaska statutes contain other provisions granting immunity or limited immunity 
in particular situations. AS 08.64.366 (liability for services rendered by a mobile 
intensive care paramedic) uses language somewhat similar to that in sec. 17.22.040. In 
addition to other specific grants of immunity in AS 09.65, examples are AS 18.08.086 
(liability for services rendered by certain medical professionals); AS 14.30325(b) 
(surrogate parents); AS 44.21.450 (volunteer guardians). 

TBC:med 
10-063.med 



3525 



( 

L 

3526 

WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 282( ) 

IN THE LEGIS LA TURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY 

Offered: 
Referred: 

Sponsor(s): REPRESENTATIVES MuNoz, Austermon 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS1208\W 
Bullard 
3/30/10 

1 "An Act relating to naturopaths and to the practice of naturopathy; establishing an 

2 Alaska Naturopathic Medical Board; authorizing medical assistance program coverage 

3 of naturopathic services; amending the definition of 'practice of medicine'; and 

4 providing for an effective date." 

5 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

6 * Section 1. AS 08.0L01 0(26) is amended to read: 

7 (26) Alaska Naturopathic Medical ,Board (AS 08.45.003) 

8 [REGULATION OF THE PRACTICE OF NATUROPATHY UNDER AS 08.45]; 

9 * Sec. 2. AS 08.0L050(d) is amended to read: 

10 (d) At the request of one of the following boards, the department may contract 

11 with public agencies and private professional organizations to provide assistance and 

12 treatment to persons licensed by the board who abuse alcohol, other drugs, or other 

13 substances: 

14 (1) Board of Social Work Examiners; 

-1- CSHB 282( ) 
New Text Underlined (DELETED TEXT BRACKETED] 
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I (2) Board of Dental Examiners; 

2 (3) [REPEALED 

3 (4)] State Medical Board; 

4 ill [(5)] Board of Nursing; 

5 ill [(6)] Board of Examiners in Optometry; 

6 ill [(7)] Board of Pharmacy; 

7 ill [(8)] State Physical Therapy and Occupational Therapy Board; 

8 ill [(9)] Board of Professional Counselors; 

9 12l [(10)] Board of Psychologist and Psychological Associate 

10 Examiners; 

II i!Ql [(II)] Board of Veterinary Examiners; 

12 ll!l [AND (12)] Board of Marital and Family Therapy; and 

13 (12) Alaska Naturopathic Medical Board. 

14 * Sec. 3. AS 08.03.010(c) is amended by adding a new paragraph to read: 

15 (23) Alaska Naturopathic Medical Board (AS 08.45.003) - June30, 

16 2015. 

17 * Sec. 4. AS 08.45 is amended by adding new sections to read: 

18 Sec. 08.45.003. Board created; organization. (a) There is created the Alaska 

19 Naturopathic Medical Board. The board consists of seven members appointed by the 

20 governor as follows: 

21 (I) three members shall be naturopaths licensed under this chapter who 

22 have been engaged in the practice of naturopathic medicine in the state for at least five 

23 years immediately preceding appointment, at least one of whom lives outside the third 

24 judicial district; 

25 (2) one member shall be a licensed pharmacist; 

26 (3) one member shall be a licensed physician; 

27 (4) one member shall be a hospital administrator; and 

28 (5) one member shall be a public member who may be a licensed 

29 . physician. 

30 (b) The board shall select from among its members a chair and a secretary. 

31 The board shall meet at least twice a year, and additional meetings shall be held on 

CSHB 282( ) -2-
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1 request of the chair or on request of the department. 

2 (c) Notwithstanding AS 08.01.035, members of the board serve staggered 

3 terms of three years unless removed by the govemor for neglect of duty or other just 

4 cause. 

5 (d) Four members of the board constitute a quorum for the transaction of all 

6 business properly before the board. 

7 (e) When appointing naturopaths under (a) of this section, the governor may 

8 consider licensed naturopaths who have been nominated by the Alaska Association of 

9 Naturopathic Physicians. 

10 (f) In the event of the death, resignation, or removal of a member, the vacancy 

11 shall be filled for the unexpired portion of the term in the same manner as the original 

12 appointment. 

13 Sec. 08.45.005. Duties of the board. The board shall 

14 (1) approve naturopathic medical programs; 

15 (2) implement the continuing education requirements of AS 08.45.058; 

16 and 

17 (3) adopt regulations necessary to implement this chapter in a manner 

18 that protects public health, including regulations that define a physician-patient 

19 relationship for purposes of AS 08.45.045(6). 

20 * Sec. S. AS 08.45.030 is amended to read: 

21 Sec. 08.45.030. Issuance of license. The board shall request that the 

22 department [SHALL] issue, and the department may issue, a license to practice 

23 naturopathy to an applicant who provides proof satisfactory to the board 

24 [DEPARTMENT] that the applicant has received a degree from an accredited four-

25 year college or university, has paid the applicable fees, and 

26 (I) on or before December 31, 1987, has graduated from a school of 

27 naturopathy that required four years of attendance at the school and after graduation 

28 has received a license in another state after passing an examination for licensure in 

29 that state and is licensed by a state at the time of application; or 

30 (2) after December 31, 1987, has 

31 (A) graduated from a school of naturopathy that required four 

-3- CSHB282( ) 
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I years of attendance at the school and at the time of graduation the school was 

2 accredited or a candidate for accreditation by the Council on Naturopathic 

3 Medical Education or a successor organization recognized by the United States 

4 Department of Education; and 

5 (B) passed the Naturopathic Physicians Licensing Examination. 

6 * Sec. 6. AS 08.45.035(a) is amended to read: 

7 (a) The board shaU request that the department [SHALL] issue, and the 

8 department may issue, a temporary license to practice naturopathy to an applicant 

9 who has applied for and is qualified to take the next Naturopathic Physicians 

10 Licensing Examination offered after the date of application and provides proof 

II satisfactory to the board [DEPARTMENT] that the applicant 

12 (I) has paid the applicable fees; 

13 ill meets the requirements of AS 08.45.030(2)(A); and 

14 ill [(2)] has not previously failed the Naturopathic Physicians 

15 Licensing Examination. 

16 ' * Sec. 7. AS 08.45 is amended by adding a new section to read: 

17 Sec. 08.45.045. Scope of practice as a naturopath. A naturopath may 

18 (1) use physical examinations consistent with naturopathic medical 

19 education and training for diagnostic purposes; 

20 (2) perform and administer therapies consistent with naturopathic 

21 medical education and training, including intravenous delivery of dietetic substances; 

22 (3) order or conduct medical imaging and laboratory examinations 

23 consistent with naturopathic medical education and training; 

24 (4) perform preemployment, school, and workplace health 

25 examinations; 

26 (5) pcrform minor surgery; in this paragraph, "minor surgery" 

27 (A) means the use of 

28 (i) operative, electrical, or other methods for surgical 

29 repair and care incidental to superficial lacerations and abrasions or 

30 superficial lesions and the removal of foreign bodies located in 

31 superficial tissues; and 

CSHB 282( ) -4-
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I 

2 

3 

(ii) antiseptics and local anesthetics in connection with 

methods authorized under (i) of this subparagraph; 

(B) does not include use of general or spinal anesthetics, 

4 surgery of the body cavities, or specialized surgery, such as plastic surgery, 

5 surgery involving the eyes, or surgery involving tendons, ligaments, nerves, or 

6 blood vessels; and 

7 (6) subject to AS 08.45.050, administer and prescribe prescription 

8 drugs, vaccines, hormones, and medical devices for a person with whom the 

9 naturopath has a physician-patient relationship as defined by the board in regulations, 

10 except a naturopath may not administer or prescribe a schedule lA, IIA, lIlA, IV A, 

II VA, or VIA controlled substance under state law or a schedule I, II, III, IV, or V 

12 controlled substance under federal law. 

13 * Sec. 8. AS 08.45.050 is amended to read: 

14 Sec. 08.45.050. Restrictions on practice of naturopathy. A person who 

15 practices naturopathy may not 

16 (1) give, prescribe, or recommend in the practice 

17 (A) a prescription drug, vaccine, or hormone, except as 

18 authorized under AS 08.45.045(6); 

19 (B) a controlled substance; 

20 (C) a poison; 

21 (2) engage in surgery, except minor surgery as authorized under 

22 AS 08.45.045; 

23 (3) use general or spinal anesthetics; or 

24 (4) administer ionizing radioactive substances for therapeutic 

25 purposes [USE THE WORD "PHYSICIAN" IN THE PERSON'S TITLE). 

26 * Sec. 9. AS 08.45 is amended by adding a new section to read: 

27 Sec. 08.45.058. Continuing education requirements. (a) For each biennial 

28 license period, a person licensed to practice naturopathy under AS 08.45.030 shall 

29 complete and submit to the board evidence of at least 35 hours of continuing 

30 education, at least IS of which are in pharmaceutical education. The 35 hours of 

31 continuing education must be in training programs approved by the board. 

-5- CSHB 282( ) 
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1 

2 

3 

4 

5 

6 

(b) The department shall publish, on a regular basis, a listing of training 

programs that may be used to satisfy the continuing education requirements of this 

section. 

* Sec. 10. AS 08.45.100 is amended to read: 

Sec. 08.45.100. Regulations. 

[DEPARTMENT OF COMMERCE, 

The board and the department 

COMMUNITY, AND ECONOMIC 

7 DEVELOPMENT) shall adopt regulations to implement this chapter. 

8 * Sec. 11. AS 08.45 is amended by adding a new section to read: 

9 Sec. 08.45.110. Fees. The department shall set fees under AS 08.01.065 for 

10 each of the following: 

1 I (1) a license issued under this chapter; 

12 (2) a temporary license issued under this chapter; 

13 (3) renewal of a license issued under this chapter. 

14 * Sec. 12. AS 08.45.200 is amended by adding, a new paragraph to read: 

15 (4) "board" means the Alaska Naturopathic Medical Board established 

16 under this chapter. 

17 * Sec. 13. AS 08.64.380(6) is amended to read: 

18 (6) "practice of medicine" or "practice of osteopathy" means: 

19 (A) for a fee, donation or other consideration, to diagnose, 

20 treat, operate on, prescribe for, or administer to, any human ailment, blemish, 

21 deformity, disease, disfigurement, disorder, injury, or other mental or physical 

22 condition; or to attempt to perform or represent that a person is authorized to 

23 perform any of the acts set out in this subparagraph; 

24 (B) to use or publicly display a title in connection with a 

25 person's name, including "doctor of medicine," "physician," "M.D.," or "doctor 

26 of osteopathic medicine" or "D.O.," unless the designation additionally 

27 contains the word "naturopathy" or "naturopathic" in the title, or to use 

28 or publicly display a specialist designation, such as [INCLUDING) 

29 "surgeon," "dermatologist," or a similar title, in such a manner as to show that 

30 the person is willing or qualified to diagnose or treat the sick or injured; 

3 I * Sec. 14. AS 08.80.400 is amended to read: 

CSHB 282( ) -6-
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I Sec. 08.80.400. Other licensees not affected. This chapter does not affect the 

2 practice of medicine by a licensed medical doctor and does not limit a licensed 

3 medical doctor, osteopath, podiatrist, physician assistant, advanced nurse practitioner, 

4 dentist, veterinarian, dispensing optician, naturopath, or optometrist in supplying a 

5 patient with any medicinal preparation or article within the scope of the person's 

6 license. 

7 * Sec. 15. AS 47.07.030(b) is amended to read: 

8 (b) In addition to the mandatory services specified in (a) of this section and the 

9 services provided under (d) of this section, the department may offer only the 

10 following optional services: case management and nutrition services for pregnant 

II women; personal care services in a recipient's horne; emergency hospital services; 

12 long-term care noninstitutional services; medical supplies and equipment; advanced 

13 nurse practitioner services; naturopathic services; clinic services; rehabilitative 

14 services for children eligible for services under AS 47.07.063, substance abusers, and 

15 emotionally disturbed or chronically mentally ill adults; targeted case management 

16 services; inpatient psychiatric facility services for individuals age 65 or older and 

17 individuals under age 21; psychologists' services; clinical social workers' services; 

18 midwife services; prescribed drugs; physical therapy; occupational therapy; 

19 chiropractic services; low-dose mammography screenmg, as defined m 

20 AS 21.42.375(e); hospice care; treatment of speech, hearing, and language disorders; 

21 adult dental services; prosthetic devices and eyeglasses; optometrists' services; 

22 intermediate care facility services, including intermediate care facility services for the 

23 mentally retarded; skilled nursing facility services for individuals under age 21; and 

24 reasonable transportation to and from the point of medical care. 

25 * Sec. 16. AS 47.07.900 is amended by adding a new paragraph to read: 

26 (20) "naturopathic services" means services that are furnished by a 

27 person who is licensed to practice naturopathy under AS 08.45.030 or 08.45.035 and 

28 that are within the person's scope of practice under AS 08.45.045. 

29 * Sec. 17. The uncodified law of the State of Alaska is amended by adding a new section to 

30 read: 

31 TRANSITION: REGULA nONS. The Department of Commerce, Community, and 

-7- CSHB 282( ) 
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I Economic Development may proceed to adopt regulations necessary to implement the 

2 changes made by this Act. The regulations take effect under AS 44.62 (Administrative 

3 Procedure Act), but not before the effective date under sec. 21 of this Act. 

4 * Sec. 18. The uncodified law of the State of Alaska is amended by adding a new section to 

5 read: 

6 TRANSITIONAL PROVISIONS APPLICABLE TO ALASKA NATUROPATHIC 

7 MEDICAL BOARD. Notwithstanding AS 08.45.003, as enacted in sec. 4 of this Act, the 

8 terms of the first members of the Alaska Naturopathic Medical Board appointed by the 

9 governor are as follows: (1) one licensed naturopath member, the licensed pharmacist 

10 member, and the physician member shall be appointed for three-year terms; (2) one licensed 

II naturopath member and the public member shall be appointed for two-year terms; and (3) one 

12 licensed naturopath member and the hospital administrator member shall be appointed for a 

13 one-year term. The governor shall specify the term of office of each licensed naturopath 

14 member appointed subject to this section. 

15 * Sec. 19. The uncodified law of the State of Alaska is amended by adding a new section to 

16 read: 

17 TRANSITIONAL PROVISIONS AFFECTING EXISTING LICENSEES. 

18 Notwithstanding AS 08.45.030, as amended by sec. 5 of this Act, and AS 08.45.035(a), as 

19 amended by sec. 6 of this Act, 

20 (1) a license issued under those provisions by the Department of Commerce, 

21 Community, and Economic Development before the effective date of this section is valid for 

22 the period issued until renewal under the provisions of this Act; and 

23 (2) the Department of Commerce, Community, and Economic Development, 

24 without prior approval of the Alaska Naturopathic Medical Board, may issue a license or 

25 renew a license to practice naturopathy on or after the effective date of this section and until 

26 the day before the effective date of the regulations initially adopted by the board setting out 

27 procedures under which license applications and renewals are submitted for board review and 

28 approval. 

29 * Sec. 20. Section 17 of this Act takes effect immediately under AS 01.1 0.070(c). 

30 * Sec. 21. Except as provided in sec. 20 of this Act, this Act takes effect July I, 2010. 

CSHB 282( ) -8-
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 
2010 LEGISLATIVE SESSION Bill Version: CSHB 282 (L&C) 

() Publish Date: 

.,::ld~e~n~tifi~le:!.r.l!(fi~lle=-n~a"m~e:J.):!::H!.:B~2~82~C~S~(!:;L&~C=:')C-C~E,"D~-:;;C:;B~P-=L:::-3~-3,-,1~-1,,0,-________ Dept. Affected: DCCED 
Title Naturopaths RDU Corp, Bus, & Prof Licensing (117) 
~ ____________ ~ __ ~~~~ ________ Component Corp, Bus, & Prof Licensing 
Sponsor Representative Munoz 
Requester ______ -!CH~o~us~e'_L~a:!!b~o~r~a!!nd~C~o:!!m~m~e~r!:ce"__ ______ Component Number 

Expenditures/Revenues 
Note: Amounts do not include inflation unless otherwise noted below. 

OPERATING EXPENDITURES 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 

CAPITAL EXPENDITURES 

Appropriation 
Required 
FY 2011 

28.3 
7.6 
2.0 
0.5 

38,4 

FY 2011 
0.0 
0.0 
0.0 
0.0 

0.0 

(Thousands of Dollars) 

Information 
FY 2012 FY 2013 FY 2014 

28.3 28.3 28.3 
7.6 7.6 7.6 
2.0 2.0 2.0 
0.5 0.5 0.5 

38.4 38.4 38.4 

2360 

F Y 2015 FY 2016 
28.3 28.3 
7.6 7.6 
2.0 2.0 
0.5 0.5 

38.4 38.4 

I I 

CHANGE IN REVENUES 1156) 38.4 0.0 0.0 76.8 0.0 76,8 I 0.0 I 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other: RSS (1156) 

TOTAL 

Estimate of any current year (FY2010) cost: 

POSITIONS 

I 
Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

38.4 0.0 
38.4 0.0 

(Thousands of Dollars) 

38.4 38.4 38.4 38.4 38.4 
38.4 38.4 38.4 38.4 38.4 

0.0 

11 11 

This legislation amends AS 08.45 to establish the Alaska Naturopathic Medical Board and expands th e scope of practice 
of naturopaths. 

The program is required to cover its costs with licensing fees under AS 08.01.065, and revenue gener ated from program 
fees must cover its full operating costs. 

A detailed analysis of costs is attached. 

Prepared by: Jennifer Strickler, Division Operations Manager 
Division Corporations, Business & Professional Licensing 

Approved by: Emil Notti, Commissioner 
Commerce, Community and Economic Development 

(Revised 11I6l2009 OMS) 

7)465-2144 
2212010 1 :OOPM 

Phone (90 
Datemme 031 

Date 313 1/2010 

Page 1 of 2 
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STATE OF ALASKA BILL NO. CSHB 282 (L&C) 

2010 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

Total PERSONAL SERVICES: $28.3 
- One (1) part-time Occupational Licensing Examiner position, Range 13. to staff the Board. A position is needed to 
support Board activities by keeping the official records and providing administrative support to the Board and the 
licensing program. The current licensing program is supported by a position that is assigned ten of the non-board 
licensing programs. Adding requirements to that position in support of a Board is not realistic. 

Total TRAVEL: $7.6 
- The legislation establishes the Alaska Naturopathic Medical Board consisting of 7 members. In accordance with 
Section 4 of the bill, AS 08.45.003(b) requires the Board to meet at least twice a year. The estimated travel costs for 
7 members and 1 staff will cover two meetings, assuming one is held in Anchorage and one is held in Juneau. 

Total CONTRACTUAL: $2.0 
- Contractual costs include public notices of meetings, regulations, legal review of regulations, communications, and 
printing expenses. 

Total SUPPLIES: $0.5 
- Supplies consists of standard operating desk top supplies (paper, etc.) 

REVENUE: Revenue will be generated from license fees. A majority of the fees will be collected biennially during 
the biennial licensing renewal period. The bill is set to take effect immediately upon passage and current naturopath 
licenses are due to expire on March 31, 2010. Therefore, fees for existing licensees will be adjusted prior to the 
March 31, 2012 license renewal period. 

Program costs average $5.9 annually; $11.8 biennially (representing the two-year licensing cycle). CSHB 282 (L&C) 
is expected to increase costs by $38.4 annually, for a total annual program cost of $44.3 ($5.9 + $38.4); $88.6 over 
the biennial licensing cycle. Since fees are adjusted prior to the biennial license renewal, fees will need to cover the 
biennial licensing costs every other year. 

At the end of FY09, there were 40 current licensees. For projection purposes, the 40 licensees can expect to pay 
license fees totaling $2,215 for the biennium ($88.6 divided by 40 = $2,215), in comparison to the present biennial fee 
of $470; an increase of $1,745. Since the next renewal period will not occur until March 31, 2012, the fee analysis 
will be based on actual expenditure and revenue information. 

Page 2 of 2 
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HB282 - Naturopaths Page I ot 1. 

Alaska State House of Representatives 

Interim: 

Phone: (907) 
Fax: (907) 

Sponsor Statement from: 

Session: 
State Capitol, Room 409 
Juneau, AK 99801-1182 
Phone: (907) 465-3744· 

Fax: (907) 465-2273 

Representative Cathy Munoz 
R - District 4 

RELEASED: February 3, 2010 CONTACT: Kendra Kloster, 465-4712 

HB282 N aturopaths 
"An Act relating to naturopaths and to the practice of naturopathy; establishing an Alaska 
Naturopathic Medical Board; authorizing medical assistance program coverage of naturopathic 
services; amending the definition of 'practice of medicine'; and providing for an effective date." 

Status: PREFILE RELEASED» (H) L&C : 2010-01-19 

House Bill 282 creates a Naturopathic Medical Board for the purpose of expanding allowed practices and 
procedures of Naturopathic Doctors (NOs) and regulates the practice of naturopathic medicine. The board 
will consist of three naturopaths, one licensed pharmacist, and one public member. The board will work 
with the Division of Occupational Licensing to issue licenses, and will have authority to investigate and 
discipline as required. In addition, the state will authorize prescription endorsement which will be offered 
for the first time for NOs who have practiced for five years; participated in 60 hours of pharmacology 
education from an approved program; and met all the requirements relating to administration and 
prescription of drugs, vaccinations, hormones, and medical devices. The prescription endorsement must be 
renewed every two years. The bill mandates continuing medical education of 35 hours bi-annually, 15 of 
which must be in pharmacy education. 

Prescribing authority will give flexibility to NOs to provide necessary medical treatment to patients. 
Prescription rights, which are already permitted for advanced nurse practitioners, will allow access to a 
range of commonly prescribed medicines that can be used in correlation with naturopathic treatment to 
improve patient care. 

HB 282 will align the definition of a naturopathic physician with the U.S. Department of Labor which 
released a new definition of naturopathic physician to include job titles of "Naturopathic Doctor, 
Physician, and Doctor of Naturopathic Medicine." This is an important step in recognizing NOs as 
qualified doctors and primary care physicians. 

Naturopathic doctors are highly trained medical professionals. NOs attend a four-year post-graduate 
professional naturopathic medical program and are educated in the same basic sciences as conventional 
medical students. Studies concentrate on holistic and traditional approaches to therapy with a strong 
emphasis on disease prevention and optimization of wellness. Naturopathic doctors take similar rigorous 
professional board exams for licensure and continue educational training each year. 
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As Alaska continues to face shortages in the healthcare professions, HB 282 provides an avenue to help fill 
the gap of primary care physicians. This bill will reasonably expand the services of naturopaths and follow 
the responsibilities set forth by the board while providing the important services for keeping Alaskans 
healthy. 

### 

House Majority Press: http://housemajority.org/spon.php?id=26HB282 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 
2010 LEGISLATIVE SESSION Bill Version: CSHB 282(L&C) 

(H) Publish Date: 3/22/10 

~td~e~n~tifi~le"-r~(fi.!!:'le::..!!!na~m.!!:e:1);!::H"B~2!!8=:2-~C:=E~D::-C~B~P:.!L:::-2;;-~26;:-,!;'0~==-=-________ Dept. Affected: DCCED 
Title NATUROPATHS RDU Corp, Bus, & Prof Licensing (117) 
-=-____________ =-__ ~~~---------Component Corp, Bus, & Prof Licensing 
Sponsor Representative Munoz 
Requester ______ ...!:H~o~us~e~La'!!b~o"_r!!a!!nd~C:!:o!!m!!;m~e!!r~ce=_ ______ Component Number 2360 

Expenditures/Revenues (Thousands of Dollars) 

Note' Amounts do not include 'nflation unless othelWise noted belo I w. 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2011 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 
Personal Services 28.3 28.3 28.3 28.3 28.3 28.3 
Travel 5.6 5.6 5.6 5.6 5.6 5.6 
Contractual 2.0 2.0 2.0 2.0 2.0 2.0 
Supplies 0.5 0.5 0.5 0.5 0.5 0.5 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 36.4 36.4 36.4 36.4 36.4 36.4 

ICAPITAL EXPENDITURES 1 I T 1 1 1 1 

rCHANGE IN REVENUES (1156 ) 36.4 1 0.01 72.81 0.01 72.81 0.01 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other: RSS (1156) 

TOTAL 

Estimate of any current year (FY201 0) cost: 

POSITIONS 

I
Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

(Thousands of Dollars) 

36.4 36.4 36.4 36.4 36.4 36.4 
36.4 36.4 36.4 36.4 36.4 36.4 

0.0 

This legislation amends AS 08.45 to establish the Alaska Naturopathic Medical Board and expands the scope of practice 
of naturopaths. 

The program is required to cover its costs with licensing fees under AS 08.01.065, and revenue generated from program 
fees must cover its full operating costs. 

A detailed analysis of costs is a\tached. 

Prepared by: Jennifer Strickler, Division Operations Manager 
Division Corporations, Business & Professional Licensing 

Approved by: Emil Notti, Commissioner 
Commerce, Community and Economic Development 

(Revised 111612009 OMS) 

Phone (907) 465-2144 
DatelTime 02/25/2010 1 0:45AM 

Date 2/26/2010 
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FISCAL NOTE #1 

STATE OF ALASKA BILL NO. CSHB 282(L&C) 
2010 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

Total PERSONAL SERVICES: $28.3 
- One (1) part-time Occupational Licensing Examiner position, Range 13, to staff the Board. A position is needed to 
support Board activities by keeping the official records and providing administrative support to the Board and the 
licensing program. The current licensing program is supported by a position that is assigned ten of the non-board 
licensing programs. Adding requirements to that position in support of a Board is not realistic. 

Total TRAVEL: $5.6 
- The legislation establishes the Alaska Naturopathic Medical Board consisting of 5 members. In accordance with 
Section 3 of the bill, AS 08.45.003(b} requires the Board to meet at least twice a year. The estimated travel costs for 
5 members and 1 staff will cover two meetings, assuming one is held in Anchorage and one is held in Juneau. 

Total CONTRACTUAL: $2.0 
- Contractual costs include public notices of meetings, regulations, legal review of regulations, communications, and 
printing expenses. 

Total SUPPLIES: $0.5 
- Supplies consists of standard operating desk top supplies (paper, etc.) 

REVENUE: Revenue will be generated from license and endorsement fees. A majority of the fees will be collected 
biennially during the biennial licensing renewal period. The bill is set to take effect immediately upon passage and 
current naturopath licenses are due to expire on March 31,2010. Therefore, fees for existing licensees will be 
adjusted prior to the March 31, 2012 license renewal period. 

Program costs average $5.9 annually; $11.8 biennially (representing the two-year licensing cycle). HB 282 is 
expected to increase costs by $36.4 annually, for a total annual program cost of $42.3 ($5.9 + $36.4); $84.6 over the 
biennial licensing cycle. Since fees are adjusted prior to the biennial license renewal, fees will need to cover the 
biennial licensing costs every other year. 

At the end of FY09, there were 40 current licensees. For projection purposes, the 40 licensees can expect to pay 
license fees totaling $2,115 for the biennium ($84.6 divided by 40 = $2, 115), in comparison to' the present biennial fee 
of $470; an increase of $1 ,645. Since the next renewal period will not occur until March 31,2012, the fee analysis 
will be based on actual expenditure and revenue information. 

Page 2 of 2 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 2 

2010 LEGISLATIVE SESSION Bill Version: CSHB 282(L&C) 

(H) Publish Date: 3/22/10 

Identifier (file name)' HB 282-0HSS-MAA-2-2S-10 Dept. Affected: Health & Social Services 
----~--~--~~--~~--------- ----------------
Title Naturopaths RDU Health Care Services 

----------------------Component -~M~e-d~ic-a~I~As-s~i~st~a-nc-e~A~dm~in~is~t-ra~ti~o-n-

Sponsor 

Requester 

Munoz 

House L&C Component Number -------------------------
Expenditures/Revenues (Thousands of Dollars) 
Note" Amounts do not include inflation unless otherwise noted below 

J-\ppropna Ion 
Required Information 

242 

OPERATING EXPENDITURES FY 2011 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 
Personal Services 
Travel 
Contractual 150.0 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 150.0 

ICAPtTAL EXPENDITURES 

ICHANGE tN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 150.0 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 150.0 

Estimate of any current year (FY2010) cost: 

POStTIONS 

IFull-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

0.0 0.0 0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 

This legislation would require the Medicaid program to cover naturopathy services. The Department does not 
anticipate increased expenditures of Medicaid services because naturopathy services would largely replace other 
covered services, and any increase in total covered services would be offset by payment of naturopaths at a lower 
rate than physicians. However, there would be a one-time cost to make system changes to the MMIS, the 
Department's Medicaid claims processing system. The Department is in the process of replacing its existing MMIS 
with a new system. Because this change would be made to the old system prior to replacement, it would not be 

eligible for matching federal reimbursement. 

Prepared by: William J. Streur, Deputy Commissioner 
Division Health Care Services 

Approved by: Alison Eigee, Assistant Commissioner 
OHSS Finance & Management Services 

(Revlslld 11I6l200901.48) 

Phone 279-7827 
DatelTime 1/28/1012:22 PM 

Date 2/25/2010 

Page 1 of 1 



( 

3541 

(907) 465-3867 or 465-2450 
FAX (907) 465-2029 
Mail Stop 3101 

LEGAL SERVICES 
DtVtSION OF LEGAL AND RESEARCH SERVICES 

LEGtSLATIVE AFFAtRS AGENCY 
STATE OF ALASKA State Capitol 

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

MEMORANDUM March 22, 2010 

SUBJECT: 

TO: 

FROM: 

Sectional Summary of CSHB 282( ) 
(Work Order No. 26-LS 1208\C) 

Representative Cathy Munoz 
Attn: Kendra Kloster 

Alpheus Bullard 1'(1.3 
Legislative Counsel 

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. Adds the Alaska Naturopathic Board to the list of boards and professions to 
which AS 08.01 applies. 

Section 2. Adds the Alaska Naturopathic Board (board) to a list of boards that may 
request that the Department of Commerce, Community, and Economic Development 
(department) provide assistance and treatment to the boards' licensees who abuse alcohol, 
drugs, or other substances. 

Section 3. Provides that the board will tenninate June 30, 2015. 

Section 4. Adds new sections to AS 08.45 (Naturopaths). 

Sec. 08.45.003. Provides for the establishment and organization of the Alaska 
Naturopathic Board. 

Sec. 08.45.005. Provides the duties and powers of the board. 

Section 5. Amends AS 08.45.030 to provide that the board shall request the department 
to issue a license to practice naturopathy to an applicant who has provided satisfactory 
proof of the applicant's educational qualifications and paid the applicable fees. 
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Representative Cathy Munoz 
March 22,2010 
Page 2 

Section 6. Amends AS 08.45.035(a) to provide that the board shalJ request that the 
department, and that the department may, issue a temporary license to practice 
naturopathy to an applicant who has provided satisfactory proof to the board of the 
applicant's qualifications and paid the applicable fees. 

Section 7. Adds a new section to AS 08.45 defining the scope of practice ofnaturopaths. 

Section 8. Amends AS 08.45.050 (restrictions on the practice of naturopathy) to 
(1) alJow a naturopath authorized under AS 08.45.056(6) to be able to prescribe and 
recommend certain substances, engage in minor surgery authorized under AS 08.45.045, 
and use the word "physician" in the person's title and (2) prohibit a naturopath from 
prescribing or recommending a vaccine or hormone (except as may be authorized under 
AS 08.45.045(6)), using general or spinal anesthetics, or administering ionizing 
radioactive substances for therapeutic purposes. 

Section 9. Establishes continuing education requirements for naturopaths. 

Section 10. Amends AS 08.45.100 to provide that both the department and the board 
shalJ adopt regulations to implement AS 08.45. 

Section 11. Adds a new section that provides what fees may be charged by the 
department under AS 08.45. 

Section 12. Adds a definition for "board" to AS 08.45. 

Section 13. Amends the statutory definition of the "'practice of medicine' or 'practice of 
osteopathy'" in AS 08.64 to permit a practitioner of naturopathy to use or publicalJy 
display a title in connection with that person's name that includes the words "doctor of 
medicine" or "physician," if the designation additionalJy contains the word "naturopathy" 
or "naturopathic" in the title. 

Section 14. Adds naturopaths to the list of licensees whose practices are not limited by 
the statutes applicable to pharmacists in AS 08.80, as long as the naturopath is acting 
within the scope of the license or endorsement under AS 08.45. 

Section 15. Adds naturopathic services to the list of services that are eligible for 
Medicaid rcimburscmcnt under state law. 

Section 16. Provides a definition of naturopathic services for AS 47.07 (Medical 
Assistance for Needy Persons). 

Section 17. Adds a provision to uncodified law alJowing the department to adopt 
regulations necessary to implement the Act. 
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Representative Cathy Munoz 
March 22,2010 
Page 3 

Section 18. Adds a provision to uncodified law that provides transitional provISIOns 
governing the terms of the first members of the Alaska Naturopathic Board. 

Section 19. Adds a provision to uncodified law that provides for treatment of 
naturopathic licensees licensed before the effective date of the Act. 

Section 20. Gives an immediate effective date to sec. 17 so that the regulations process 
can start before the rest of the bill takes effect (90 days after becoming law). 

Section 21. Provides that the Act, except as provided in sec. 20, will take effect July I, 
2010. 

TLAB:ljw 
10-200.ljw 
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HEALTHCARE PERSFECTIVES 

The Future of Naturopathic Medicine: 
A Message from Karen E. Howard, Executive Director of 
the American Association of Naturopathic Physicians 

'Ihroughout 2010, the American Association of Naturopathk Physi­
cians (AANP) celebrates its 25th Anniversary. Looking forward in this 
New Year, one must wonder what future the US Congress is divining 
as it struggles to reform our current hcalthcare system. It is likely that 
the Senate and House of Hcpresentativcs will suc.:cessfully (ompil'le a 
conference on healthcare reform legislation and send President Obama 
a bill to sign into law. Will this bill be good for patients. or has compro­
mise forced decisions that will do little to eft'eet changc'~ 

If you have a glass half-full mentality, you understand that the virtue 
of patience can yield amazing opportunities. This can he the first step 
on the road to reform. Perhaps forcing millions more into a failing 
system will accomplish two things. First, people will not be at risk for 
losing life savings, they will no longer avoid going to the doctor for 
life-threatening conditiom, nor will they be forced to rely on their local 
emergency room for health care. Second, in the matter of a few short 
years, the experts who continue to a~scrt that our .~yskm is unsustain­
able might be proven correct. It is likely we will witness a collapse that 
will force legislators into implementing true change. Regardless, the 
public is dt>manding ownership (If their health and a return to wdlncss. 
A final vote in the House and Senate is not likely to quell their voke, 
nor will it fulfill the objectives of th(' American Association of Naturo­
pathic Physicians (AANP). 

The AANP's vision is to transform the health care system from 
disease management to health promotion by incorporating the prin­
Ciples of naturopathic medicine. 'Ihe mission of the AANP is to serve 
our members by advancing the profession of naturopathic medicine 
and preserving its integrity. 'Ihe question of huw the AANP shows up 
in the world, with our long-term commitment to creating sllst<linablc 
health care, lies at the heart of each naturopathic physidan's practice 
and the work of the assodatiun itself. 

While the number of licensed naturopathic physicians continue.~ 
to grow, the AANP is working to further empower our public policy 
cfrorts by developing strong. collaborative rclation.~hips with likc­
minded organizations representing practitioners, patients, products, 
and environmental interests. Our external partnerships <:Ire diwrsc in 
naturt' and universal in intent. 

The power of the AANP'!> rdationships enables pursuit of a broader 
agenda. one more fttting to the naturopathic philusophy. Working with 
likeminded groups adds vuice to a larger, less parochial agenda. By 
teaming with this larger audience, we seek to establish a voice in the 
larger reform effort and the rcengineering of health care reform proposals 
to embudy a wellness model. In partner!-.hip with the <l~s(lciations in tht, 
natural products realm, the AANP actively advocates tor pas~age of"fuod 
stamp legislation and other public health initiatives aimed at significantly 
impacting health status for at-risk populations. As a leader in the Coali­
tion [or Patient Rights, whose member.~hip of 35 organi1.ations repre­
sents more than 3.3 million pftwiders, the AAN P is advancing a lInifll.'d 
message to expand consumer choice and access to qualified providers. 

Our purpose for engaging in partnership is to support the rights 
of consumers to access highly qualified practitioners of their choke. 
·The AANP honors the credentials of each of our partners, and we 
arc strong advocates for practitioners' rights to practice to the full 
extt'llt of their abilities, education, qualifications, and It'gal authority. 
Our commitment to establishing standards for naturopathic medi­
cine is evidenced by our work .to gain licensure in all 50 states and 
our efforts to establish recognition at the federal level. This fall, the 
US Department of l.abor released a new definition of Unaturopathic 
physician" in its Occupational Information Network System (the 
replacement for the old Department of l.abor Dictionary of Occu­
pational Titles). The 2009 Department of Labor custom report for 
naturopathic physicians now defines members of our profession as 
as people who: 

"Diagnose, treat, and help prevent diseases using a system ofprac­
lice that is based on the natural healing capacity ofindividuals. May 
use physiological, psychological or mech.mical methods. May also 
use natural medicines, prescription or legend drugs, foods. herbs. 
or other natural remedies. 

Sample job titles include Naturopathic PhYSician, Naturopathic 
Doctor, PhYSician, and Doctor of Naturopathic Medicint>." (Occu­
pational Information Network. 2009) 

·lhis is a monumental success for the naturopathic profeSSion. 1he 
federal government /lnw officially recognjzc.~ naturopathic medicine as 
one of 965 recognized occupations and defines the key features of this 
"occupation" by using a standardized, measurable set of variables. The 
outdated Department of I.abur definition of "Nilturopathi<.: Doctor" is 
now null and void. ·This independent data will be updated on a regular 
basis for emplo),t'rs, prospective students, and educators. ·Ihe new defi­
nition will stand as a cornerstone for our work to advance the profes­
sion in the follOWing ways. 

Advocating for inclusiun in all federal loan rep<lyment programs, 
on par with graduates of conventional mrdical programs, to 
support naturopathic medical graduates as they pursue opportu­
nities to support underscrvcd populations. Legislation enunwr­
ating inclusion in the Indian Health Service loan repayment 
program is now moving forward in Congress. 
Advancement of state licensing efforts. Eff·orts in Pennsyl­
vania, New York, Massachusetts. and a host of other states will 
continue in 2010 and beyond as we aggreSSively seck regulation 
in all [;0 states. 
Expansion of Scope ofPrac.tice. In the past 2 years several licensed 
jurisdictions have been successful in expanding the naturopathic 
.<;cope of practice, and these efforts will continue. 
inclusion in employer-funded, state-sponsored, and federal 
healthcare programs. 1he expansion of Medicaid, creation of 
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state· based insurance programs with the pending insl1rance 
reform legislation, and the expansion of well ness prugram.~ by 
self-insured employers will creak enormous demand f{n tlw 
skills of naturopathic physicians who are perfectly qualitiC'd 10 

provide primary carc and address the necds of people sufiering 
from chronic disease. 

Each of the individual professions in the field ofintegrativt, i1u!dicioe 
has Similarly worthy and essential legislative and regulatory agendas. 
And we now have a unique opportunity to pursue a paraHeI intcntioll 
that retlects our interconnectedness and vision. lfyou sec till' gla_~s .1'; 

half empty on the eve of passage of"imurancc reform" legislation, you 
might fear we've lost our chance for real reform where eVt'ryolll' has 
uniform, cost· effective coverage for services that will improve their 
health. While very far from perfect, this legislation sets the stage for 
creating the new paradigm we seek-over the long tefln. And while 
we have virtually no control over the result of this effort, ont' thing is 
absolutely certain: Each of us a.~ individuals, our professional associa­
tions, and indeed the collective commitment of our united collabora­
tions have an obligation to be the voice of sustainabll' healthcarl' and 
personal empowerment-for the sake of generations to come. 

Karen E. Howard serves as the Executive 
Director f()r the American Association of 
Naturopathic Physicians (AANP). Howard 
i.~ responSible for overseeing the AANP, the 
nation's only national profeSSional organi­
zation representing licensed naturopathic 
physicians, and ensuring that it fulfills its 
mission. The AANP is committed to changing 
the current healthcare system from one that 
treats disease to one that promotes health. 
In addition, the organization is actively engaged in state and national 
discussions with policy makers and industry experts to affect change. 
Huward has spent almost 25 years working with Congress, statr legis­
latures and health care provider organizations to develop innovatiw 
healthcarc policy and programs fur public and private organizations 
She has also served in a variety of executive pusitions and worked as 
a national lobbyist on Capitol Hill. Her policy experience is in mental 
health, managed care, integrative medicine, and natural medicine. 
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Send This Page to a Frienu 

Overview of Naturopathic Regulation 

Colorado Department of Regulatory Agencies 
October 14, 2005 

The legal status of naturopathy varies from state to state. In some states, the practice of 
naturopathy, though not regulated, is protected through court rulings or attorney general 
opinions. In most states, naturopathic physician status is unprotected or unclear. Two states, 
Florida and Nevada, have repealed regulation of this profession. Nevada ceased licensing 
naturopathic physicians in 1987 (in Nevada naturopathic physicians were required to be 
supervised by medical doctors). Although naturopathic licensing in Florida was discontinued in 
1959, there are still laws and a board regulating those naturopaths still practicing. Florida 
allows naturopathic physicians licensed prior to program termination dates to continue to 
practice. In Tennessee and in South Carolina, the practice of naturopathy is illegal. Tennessee 
law, for example, provides that the practice of naturopathy is a Class B misdemeanor, but 
renders this prohibition inapplicable to "persons who comply with the regulatory laws of the 
state with respect to the practice of the various healing arts." Without a similar textual 
qualification, however, a South Carolina statute prohibits the practice of naturopathy and 
subjects offenders to a fine not to exceed $500 or imprisonment for a period not exceeding one 
year, or both. 

The multiplicity of therapies and techniques that typically comprise the statutory definition of 
naturopathy may often fall within the scope of practice for other professions. The Montana 
Naturopathic Practice Act expressly acknowledges this fact by recognizing that many of the 
therapies used by naturopathic physicians, such as the use of nutritional supplements, herbs, 
foods, homeopathic preparations, and such physical forces as heat, cold, water, touch, and 
light, are not the exclusive privilege of naturopathic physicians, and their use, practice, 
prescription, or administration by persons not licensed to practice naturopathic medicine is not 
prohibited by this practice act. 

Currently, 15 states and the District of Columbia license naturopathic physicians: Alaska, 
Arizona, California, Connecticut, Florida, Hawaii, Idaho, Kansas, Maine, Montana, New 
Hampshire, Oregon, Utah, Vermont, and Washington. In several states, licensed naturopathic 
physicians must also qualify for a certificate to practice natural childbirth, acupuncture, or to 
dispense a natural substance or device. The following highlights the regulatory programs found 
in the 15 states. 

Alaska 

Alaska's law places several restrictions on the practice of naturopathy. A person who practices 
naturopathy may not prescribe a prescription drug, perform surgery, or use the word 
"physician" as a title. There are currently 36 licensed naturopathic doctors in Alaska. 

3546http://www.naturowatch.org/licensure/laws.shtml 3/1/2010 
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Arizona 

Arizona's Naturopathic Physicians Board of Medical Examiners (Arizona Board) was 
established in 1935. Arizona remains the state with the third highest number oflicensed 
naturopathic physicians (400). The Arizona Board has the statutory authority to adopt rules for 
recognizing naturopathic specialties. The Arizona Board has approved training programs in 
four specialty areas and has issued certificates to at least 16 naturopaths in the specialty of 
family medicine. Additionally, the Arizona Board has assembled a formulary of more than 460 
items that naturopathic physicians may dispense including both prescription drugs and some 
controlled substances. In 2000, the Arizona Board underwent a performance audit. The review 
concluded that terminating the Arizona Board would not significantly harm the public's health 
and safety since the practice of medicine would continue to be regulated by the Allopathic 
Board of Medical Examiners. Naturopaths could continue to perform many traditional 
activities, but would no longer be allowed to act as primary medical care providers. However, 
the review further stated that terminating the Arizona Board could harm the public's welfare by 
potentially limiting access to alternative medical care. Subsequently, there was no action taken 
by the Arizona legislature to repeal the Arizona Board. 

California 

California's Bureau of Naturopathic Medicine (Bureau) within the Department of Consumer 
Affairs was established to administer the Naturopathic Doctor's Act and was authorized to 
collect fees and receive license applications beginning January I, 2004. This act authorizes the 
creation of an advisory committee comprised of three licensed naturopathic doctors, three 
licensed physicians, and three public members. The committee's first meeting was convened 
on December 13,2004. Additionally, a naturopathic formulary advisory committee was formed 
and a naturopathic childbirth attendance advisory committee was created to issue 
recommendations concerning the practice of naturopathic childbirth attendance. The scope of 
practice for licensed naturopathic doctors includes diagnosis and treatment of patients, 
including the authority to order lab tests and prescribe most drugs subject to supervision of a 
medical or osteopathic physician. Licensed naturopathic doctors may perform minor 
procedures, such as treating lacerations and removing moles and growths. The program began 
accepting license applications in January 2005. Currently there are 129 licensed naturopathic 
doctors in California. 

Connecticut 

Connecticut's law, which was enacted in 1920, does not allow licensed naturopathic physicians 
to perform minor surgery, prescribe drugs, or practice obstetrics and gynecology. The statute 
requires that naturopathic physicians maintain professional liability insurance. There are 
currently 196 licensed naturopaths in Connecticut. 

District of Columbia 

In May 2004, final approval was given to the Naturopathic Medicine Licensing Amendment 
Act of 2004 to license naturopathic physicians as primary care providers. The act recognized 
naturopathic physicians who have completed four-years of naturopathic medical college 
training and successfully passed the NPLEX. Prior to the passage of this act, the District of 
Columbia had a registration program for naturopaths. A person registered to practice 
naturopathy was entitled to use the title "Doctor of Naturopathy." The only requirements for 
registration were that applicants must be at least 18 years of age and not have been convicted 
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of a crime of moral turpitude that bears directly on the applicant's fitness to be registered. The 
practice specifically excluded the use of x-rays, performing any surgical procedure, injecting 
any substance into a person by needle, or performing any invasive procedure. As of September 
2005, the District of Columbia had not promulgated any rules or issued any licenses. 

Florida 

Florida's licensing authority for naturopathic physicians was abolished in 1959 and licensees 
who were licensed at that time were allowed to continue practicing naturopathic medicine. 
Draft legislation proposed by the Florida Naturopathic Physician Association was introduced in 
2004 to reestablish regulation of naturopathic medicine through licensure and to create the 
Board of Naturopathic Medicine within the Department of Health. A 2004 Sunrise Report on 
Proposed Licensure of Naturopathic Physicians, by the Florida House of Representatives, 
Committee on Health Care, concluded that while there is evidence for support of licensure 
based on the existence of accredited training programs and licensure examinations, there is no 
documented evidence of substantial risk from not licensing naturopathic physicians. Moreover, 
there is potential risk from licensing naturopathic physicians and allowing them to provide a 
broad range of primary care services. 

Hawaii 

Hawaii has regulated naturopathic physicians since 1925. There are currently 81 licensed 
naturopaths. Originally, the Board of Health was responsible for conducting examinations and 
issuing licenses. In 1969, the regulation was transferred to the Department of Regulatory 
Agencies, now the Department of Commerce and Consumer Affairs. The regulation of 
naturopathy was reviewed in 1978 and 1985, with continued regulation recommended in both 
instances. 

Idaho 

Idaho became the 15th state in 2005 to create a licensure program for naturopathic physicians. 
The legislation is a full scope and title protection act. The law requires the creation of a 
formulary council to determine pharmaceutical privileges for naturopathic physicians. 

Kansas 

Kansas passed legislation during the 2002 legislative session to regulate the practice of 
naturopathic medicine. The bill, signed into law in May 2003, provides registration for 
naturopathic doctors, rather than licensing, yet requires educational and testing requirements. 
Naturopathic medicine is defined to include such procedures as venipuncture, naturopathic 
acupuncture, and minor office procedures. Naturopathic doctors may not perform surgery, 
practice obstetrics, administer ionizing radiation or prescribe, dispense or administer any 
controlled substances or any prescription-only drugs except those listed on the naturopathic 
formulary adopted by the Kansas board. 

Maine 

Maine's Board of Complimentary Health Care Providers regulates 19 naturopathic doctors. 
Naturopathic doctors have the exclusive right to the use of the terms "naturopathic doctors," 
"naturopathic," "naturopath," "doctor of naturopathic medicine," "Doctor of Naturopathy," 
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"naturopathic medicine," "naturopathic health care," "naturopathy," and "N .D." Use of the 
term "physician" by a licensee is prohibited. Naturopathic Doctors have a limited scope of 
prescriptive authority. 

Montana 

Montana's Naturopathic Health Care Practice Act was enacted in 1991 to regulate lay 
midwives and naturopathic physicians. Naturopathic physicians are authorized to perform 
minor surgery, attend a natural childbirth if in possession of a certificate of specialty practice, 
and prescribe certain drugs as established by the natural substance formulary list. When the 
program first began there were only five licensed naturopathic physicians in the state, however, 
as of August 2005, there were 66. 

New Hampshire 

New Hampshire's Naturopathic Health Care Practice Act was enacted in 1994. Specialty 
certificates in naturopathic childbirth and acupuncture are offered. Doctors of naturopathic 
medicine with specialty certification in naturopathic childbirth are authorized to use oxytocin 
and pitocin. There are currently 36 licensed naturopathic physicians in New Hampshire. 

Oregon 

Oregon first began licensing naturopathic physicians in 1927, although they were able to 
practice before then under an exemption in the Osteopathic Practice Act. The total number of 
licensed naturopathic physicians in Oregon equals 636, ranking second for licensees in a state. 
Oregon also has the most encompassing law as practitioners are allowed to prescribe drugs, 
perform minor surgery, and practice natural childbirth with a certificate of special competency. 

Utah 

. Utah's Naturopathic Physicians Licensing Board was created in 1996. The board currently 
issues five different categories oflicenses: naturopath, naturopath including surgery/obstetrics, 
naturopathic physician, temporary naturopathic physician, and naturopathic controlled 
substance. In order to perform naturopathic childbirth, a licensee must satisfy the standards of 
the American College of Naturopathic Obstetricians or its successor. 

Vermont 

Vermont's licensed naturopathic physicians may order, prescribe, dispense, and administer 
certain medications of mineral, animal, or botanic origin and must adhere to the Naturopathic 
Physician Formulary Rules promulgated by the Vermont Department of Health. Licensees may 
not practice naturopathic childbirth unless they have obtained a special endorsement that 
requires specific education; training; passage of an examination; and actual childbirth 
assistance, participation, and observation. 

Washington 

Washington has regulated naturopathic physicians since 1919, as part of its law created to 
regulate professions engaged in "drugless healing." The law was substantially amended in 1988 
to reflect the current practice of naturopathic physicians. The total number of licensed 
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naturopathic physicians in Washington is 650, ranking first for licensees in a state. 

This article was extracted from the Sunrise Review of Naturopathic Phvsicians, published by 
the Colorado Department of Regulatory Agencies' Office of Policy, Research and Regulatory 
Reform in October 2005. 

This article was posted on November 20, 2005. 

Make a Donation I Search All of Our Affiliated Sites Home 

Links to Recommended Companies 

• Vonage: Save money on unlimited phone service. Extraordinary value. Free 3~-day trial. 
• Netflix: Free 2-week trial of DVD rentals by mail; over 85,000 titles available. 
• Amazon Books: Internet's leading source of books, electronics, tools, toys, and many other 

consumer goods. 
• Believe: A hilarious movie about multilevel marketing. 
• ConsumerLab.com: Evaluates the quality of dietary supplement and herbal products. 
• Healthgrades: Check your doctors' training, board certifications, and disciplinary actions. 
• Outdoor lighting by Arcadian: Best prices and services on outdoor lighting fixtures. 
• OnlyMyEmail: Award-winning anti-spam services. 
• Herbal Medicine, 3rd edition. Excellent reference book, discount-priced. 
• 10 Types: Website design, development, and hosting with superb technical support. 
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March 3, 201 0 

The Honorable Kurt Olson 

Emily A. Kant', NO LAc 

Naturopathic Doctor 
'\laska Uc~n~e f'jQ 22 

licensed Acupuncturist 
Alaska licensE' w~ 18 

Chair, House Labor and Commerce 
State Capitol Building, Room 24 
Juneau AK 99801 

Dear Representative Olson, 

Thank you for your consideration in hearing HB 282, an act relating to naturopaths, with 
intent to promote improved access for all Alaskans to safe, effective, health promoting 
therapies. Naturopathic Medicine is continuously evolving, deeply wedded to evidence 
based practices, and built on a foundation ofthoroughly trained health scientists. 

I enclose for your review a document comparing MD/DO education and that of 
naturopathic doctors in the 21 st century. Also attached is a book list for students enrolled 
in US DOE-accredited institutions of higher learning which offer the doctorate degree in 
Naturopathic Medicine. 

As you may know, in 2006 the American Medical Association (AMA) undertook a 
massive, well funded, effort to restrict the scope of practice of 10 "ancillary" healthcare 
professionals, including PAs and ANPs. The SOPP document is especially vitriolic, and 
inaccurate, in discussing Naturopathic Medicine. I would like the opportunity to offer 
referenced corrections to many ofthe gross mischaracterizations of Naturopathic 
Medicine in the SOPP document which you recently received from Dr. Brion Beerle. 

I mention Physician Assistants and Advanced Nurse Practitioners because both of these 
mid-level medical professionals have enjoyed expanded scope in Alaska, to no detriment 
to the wellbeing of Alaskans. Please note, moreover, that PAs capture their degree with 2 
years of post-college training, and that ANPs also hold master's level degrees. This is in 
contrast to Naturopathic Doctors, who have doctorate level training (at least 4 years, plus 
a year of preceptors hip - our word for residency) after achieving a bachelor's degree 
from an accredited 4-year undergraduate college. My intention is not to undermine the 
usefulness or training of my mid-level professional colleagues. It is to point out that 
Naturopathic Doctors are highly trained, and there already exist strict standards for our 
practice in Alaska. Further, there exists precedent for Naturopathic Physicians being 
registered with the federal Drug Enforcement Agency, and also for NDs to serve 
Medicaid patients. 

418 Harris Street. Suite 329 Juneau, AK 99801 
IJ hclilf: 9D7·S86·36')S FAX: 90 7, ·"-Q o' -4326 ·l 0 ~ I /u emal: octorUTI(i;,aO .com 
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Page 2/March 32010 letter to Rep Kurt Olson 

In Alaska, however, we are underutilized. Properly trained and licensed NOs (Alaskan 
law does not permit any of the ANMA-variety "traditional" naturopaths to practice here) 
are indeed part of the answer to our failing healthcare delivery system. We have deep 
and broad training in pharmacology not so much because we turn to drugs primarily for 
therapy - we have very effective and generally much safer, less expensive treatment 
modalities - but because we see patients taking multiple prescriptive medications daily. 
Many of these patients are unwell, and we are uniquely positioned to help them transition 
to less dependence on pharmaceuticals which may be undermining, not always 
supporting, their health. We employ the most effective and least harmful therapy to our 
patients at every encounter. Sometimes that means choosing legend drugs, and 
sometimes it means modifying drug use. Naturopathic physicians specialize not only in 
comprehensive and holistic approaches to medicine, but in individualized protocols for 
each and every patient. There is no "one size fits all" fix; each patient is considered in 
their entirety, with all their personal physical and psycho-social history. 

Most of the licensed NDs in Alaska have been serving the constituents for at least a 
decade. I personally have been in practice in Juneau for over 15 years, with over 12 
years of professional affiliation with our regional hospital. Integrated models of 
healthcare are burgeoning all over the country. The consumers are demanding it and in 
response many MDIDOs are actually practicing elements of naturopathic medicine with 
much less training than we receive! Just to be clear - at a national policy level, 
naturopathic physicians welcome integrative care. We share patients with MDs, DOs, 
ANPs, and chiropractors, acupuncturists, massage therapists, etc. One of the most 
important aspects of my job is to "case manage" or help integrate the care of my patients 
with their many providers. 

Thank you for your attention. I look forward to further explaining my training and 
commitment to providing safe, effective, patient-centered, health-promoting protocols for 
all Alaskans. 

Best wishes, 

Dr. Emily A. Kane 
Naturopathic Doctor 
Licensed Acupuncturist 

Attachments: 
I) comparison of medical education MDIDO and ND 
2) representative textbook list for the contemporary ND curriculum 
3) US Department of Labor definition of Naturopathic Physician 2009 
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.. ~~D~ Assuring Safe Naturopathic Medical Practices for Alaskans 
yT' ...... Appendix E: Comparison of Naturopathic and Major Medical Schools 

Basic and Clinical Sciences: 
Anatomy, Cell Biology, Physiology, 
Pathology, Neuroscience, 
Clinical/Physical Diagnosis, Histology, 
Genetics, Biochemistry, Pharmacology, 
Lab Diagnosis, Pharmacognosy, Public 
Health, History, Philosophy, Ethics, 
Research and other coursework. 

Clerkships (1) and Allopathic 
Therapeutics: 
Lecture and clinical instruction in 
Dermatology, Family Medicine, 
Psychiatry, Internal Medicine, Radiology, 
Pediatrics, Obstetrics, Gynecology, 
Neurology, Surgery (2), Ophthalmology 
and Clinical Electives. 
Naturopathic Medicine: 
Advanced Naturopathic Therapeutics 
Ayurvedic Medicine 
Botanical Medicine 

'lerapeutic Nutrition (3) 
;ounseling (4) 

Homeopathy 
Hydrotherapy 
Naturopathic Case 
Analysis/Management (5) 
Naturopathic Manipulative Therapy 
Naturopathic Philosophy 
Oriental Medicine 
Subtotals: 

National Bastyr Southwest 

1548 1639 1419 

2244 1925 1920 

44 20 
22 20 

96 110 120 
144 132 130 
144 143 100 
144 88 140 
48 39 40 

66 120 

156 176 180 
72 55 60 
72 33 200 

876 908 1130 

John 
Hopkins 

1771 

3391 

o 

Yale 

1420 

2891 

o 
Total Reported Hours: 4668 4472 4469 5162 (+Thesis) 

4311 

3553 

I) Clerkships are estimated to be 40 hours of mixed lecture and clinical training. 
2) Naturopathic physicians study minor surgery only. 
3) No dedicated coursework in therapeutic nutrition appears in the college catalogs of Hopkins, Yale 

or Stanford; although they indicate that the subject is addressed in other courses. 
4) Totals for Hopkins, Yale and Stanford included in psychiatry coursework. 
5) Hours which also could be allocated to this category may be included elsewhere for some 

institutions because of terminology differences in the course. 

Sources: 1996-97 Curriculum Directory of the American Association of American Medica/ Colleges 
1995-96 Catalog of National College of Naturopathic Medicine 
1996-98 Catalog of Bastyr University 
1996-97 Catalog of Southwestern College of Naturopathic Medicine and Health Sciences 

AKANP White PaperComparison of Naturopathic and Major Medical Schools Page I of I 

Stanford 

1383 

3897 

o 
5280 
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• Data Collection Program 

• O'NET Academy 

• U.S. Department of Labor 

• Related Sites 

Summary Report for: 
29-1199.04 - Naturopathic Physicians 

Updated 2009 

Diagnose, treat, and help prevent diseases using a system of practice that is 
based on the natural healing capacity of individuals. May use physiological, 
psychological or mechanical methods. May also use natural medicines, 
prescription or legend drugs, foods, herbs, or other natural remedies. 

Sample of reported job titles: Naturopathic Physician, Naturopathic Doctor, 
Physician, Doctor of Naturopathic Medicine 

View report: I Summary I Details • Custom 

Tasks I Tools & Technology I Knowledge I Abilities I Work Activities I Work Context I Job 
Zone I Interests I Work Styles I Work Values I Wages & Employment 

Tasks 

• Interview patients to document symptoms and health histories. 

• Advise patients about therapeutic exercise and nutritional medicine 
regimens. 

• Administer, dispense, or prescribe natural medicines such as food or 
botanical extracts, herbs, dietary supplements, vitamins, nutraceuticals, 
and amino acids. 

• Document patients' histories, including identifying data, chief complaints, 
illnesses, previous medical or family histories, or psychosocial 
characteristics. 

• Educate patients about health care management. 

• Diagnose health conditions based on patients' symptoms and health 
histories, laboratory and diagnostic radiology test results, or other 
physiological measurements, such as electrocardiograms and 
electroencephalographs. 

• Conduct physical examinations and physiological function tests for 
diagnostic purposes. 
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• Maintain professional development through activities such as post­
graduate education, continuing education, preceptorships, and residency 
programs. 

• Order diagnostic imaging procedures such as radiographs (x-rays), 
ultrasounds, mammograms, and bone densitometry tests, or refer patients 
to other health professionals for these procedures. 

• Administer treatments or therapies, such as homeopathy, hydrotherapy, 
Oriental or Ayurvedic medicine, electrotherapy and diathermy, using 
physical agents including air, heat, cold, water, sound, or ultraviolet light to 
catalyze the body to heal itself. 

back to top 

Tools & Technology 

Tools used in this occupation: 

Electrotherapy combination units - Electrical stimulation equipment; 
Interferential electrical stimulation machines 

Galvanic or faradic stimulators - High-voltage galvanic stimulation machines; 
Low-voltage galvanic stimulation machines 

Microcentrifuges 

Ophthalmoscopes or otoscopes or scope sets - Ophthalmoscopes; 
Otoscopes 

Therapeutic heating or cooling pads or compresses or packs - Therapeutic 
cold packs; Therapeutic hot packs 

Technology used in this occupation: 

Accounting software - EZ-Zone Software Alternative Medical Billing 

Information retrieval or search software - Online medical databases 

Medical software - Enova eNatro; NaturaeMed OfficePro; Trigram Software 
AcuBase Pro; ZYTO LSA Pro 

Point of sale POS software 

Spreadsheet software - Microsoft Excel 

back to top 

Knowledge 
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Medicine and Dentistry - Knowledge of the information and techniques 
needed to diagnose and treat human injuries, diseases, and deformities. This 
includes symptoms, treatment alternatives, drug properties and interactions, and 
preventive health-care measures. 

Biology - Knowledge of plant and animal organisms, their tissues, cells, 
functions, interdependencies, and interactions with each other and the 
environment. 

Psychology - Knowledge of human behavior and performance; individual 
differences in ability, personality, and interests; learning and motivation; 
psychological research methods; and the assessment and treatment of 
behavioral and affective disorders. 

Therapy and Counseling - Knowledge of principles, methods, and procedures 
for diagnosis, treatment, and rehabilitation of physical and mental dysfunctions, 
and for career counseling and guidance. 

Customer and Personal Service - Knowledge of principles and processes for 
providing customer and personal services. This includes customer needs 
assessment, meeting quality standards for services, and evaluation of customer 
satisfaction. 

English Language - Knowledge of the structure and content of the English 
language including the meaning and spelling of words, rules of composition, and 
grammar. 

Chemistry - Knowledge of the chemical composition, structure, and properties 
of substances and of the chemical processes and transformations that they 
undergo. This includes uses of chemicals and their interactions, danger signs, 
production techniques, and disposal methods. 

Education and Training - Knowledge of principles and methods for curriculum 
and training design, teaching and instruction for individuals and groups, and the 
measurement of training effects. 

Administration and Management - Knowledge of business and management 
principles involved in strategic planning, resource allocation, human resources 
modeling, leadership technique, production methods, and coordination of people 
and resources. 

Sales and Marketing - Knowledge of principles and methods for showing, 
promoting, and selling products or services. This includes marketing strategy and 
tactiCS, product demonstration, sales techniques, and sales control systems. 

back to top 

Abilities 

Problem Sensitivity - The ability to tell when something is wrong or is likely to 
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go wrong. It does not involve solving the problem, only recognizing there is a 
problem. 

Oral Comprehension - The ability to listen to and understand information and 
ideas presented through spoken words and sentences. 

Inductive Reasoning - The ability to combine pieces of information to form 
general rules or conclusions (includes finding a relationship among seemingly 
unrelated events). 

Oral Expression - The ability to communicate information and ideas in 
speaking so others will understand. 

Deductive Reasoning - The ability to apply general rules to specific problems 
to produce answers that make sense. 

Speech Clarity - The ability to speak clearly so others can understand you. 

Written Comprehension - The ability to read and understand information and 
ideas presented in writing. 

Information Ordering - The ability to arrange things or actions in a certain 
order or pattern according to a specific rule or set of rules (e.g., patterns of 
numbers, letters, words, pictures, mathematical operations). 

Speech Recognition - The ability to identify and understand the speech of 
another person. 

Category Flexibility - The ability to generate or use different sets of rules for 
combining or grouping things in different ways. 

back to top 

Work Activities 

Getting Information - Observing, receiving, and otherwise obtaining 
information from all relevant sources. 

Assisting and Caring for Others - Providing personal assistance, medical 
attention, emotional support, or other personal care to others such as coworkers, 
customers, or patients. 

Making Decisions and Solving Problems - Analyzing information and 
evaluating results to choose the best solution and solve problems. 

Documenting/Recording Information - Entering, transcribing, recording, 
storing, or maintaining information in written or electronic/magnetic form. 

Updating and Using Relevant Knowledge - Keeping up-to-date technically 
and applying new knowledge to your job. 

Identifying Objects, Actions, and Events - Identifying information by 
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categorizing, estimating, recognizing differences or similarities, and detecting 
changes in circumstances or events. 

Establishing and Maintaining Interpersonal Relationships - Developing 
constructive and cooperative working relationships with others, and maintaining 
them over time. 

Interpreting the Meaning of Information for Others - Translating or 
explaining what information means and how it can be used. 

Performing for or Working Directly with the Public - Performing for people 
or dealing directly with the public. This includes serving customers in restaurants 
and stores, and receiving clients or guests. 

Thinking Creatively - Developing, designing, or creating new applications, 
ideas, relationships, systems, or products, including artistic contributions. 

back to top 

Work Context 

Telephone - How often do you have telephone conversations in this job? 

Face-to-Face Discussions - How often do you have to have face-to-face 
discussions with individuals or teams in this job? 

Freedom to Make Decisions - How much decision making freedom, without 
supervision, does the job offer? 

Structured versus Unstructured Work - To what extent is this job structured 
for the worker, rather than allowing the worker to determine tasks, priorities, and 
goals? 

Contact With Others - How much does this job require the worker to be in 
contact with others (face-to-face, by telephone, or otherwise) in order to perform 
it? 

Indoors, Environmentally Controlled - How often does this job require 
working indoors in environmentally controlled conditions? 

Deal With External Customers - How important is it to work with external 
customers or the public in this job? 

Electronic Mail - How often do you use electronic mail in this job? 

Frequency of Decision Making - How frequently is the worker required to 
make decisions that affect other people, the financial resources, and/or the 
image and reputation of the organization? 

Physical Proximity - To what extent does this job require the worker to 
perform job tasks in close physical proximity to other people? 



3559 

back to top 

Job Zone 

Title Job Zone Five: Extensive Preparation Needed 

Education Most of these occupations require graduate school. For 
example, they may require a master's degree, and some require 
a Ph.D., M.D., or J.D. (law degree). 

Related Extensive skill, knowledge, and experience are needed for these 
Experience occupations. Many require more than five years of experience. 

For example, surgeons must complete four years of college and 
an additional five to seven years of specialized medical training 
to be able to do their job. 

Job Training Employees may need some on-the-job training, but most of 
these occupations assume that the person will already have the 
required skills, knowledge, work-related experience, and/or 
training. 

Job Zone These occupations often involve coordinating, training, 
Examples supervising, or managing the activities of others to accomplish 

goals. Very advanced communication and organizational skills 
are required. Examples include librarians, lawyers, aerospace 
engineers, wildlife biologists, school psychologists, surgeons, ( 
treasurers, and controllers. 

SVP Range (8.0 and above) 

back to top 

Interests 

Interest code: IS 

Investigative - Investigative occupations frequently involve working with ideas, 
and require an extensive amount of thinking. These occupations can involve 
searching for facts and figuring out problems mentally. 

Social - Social occupations frequently involve working with, communicating 
with, and teaching people. These occupations often involve helping or providing 
service to others. 

Artistic - Artistic occupations frequently involve working with forms, designs 
and patterns. They often require self-expression and the work can be done 
without following a clear set of rules. 

back to top 
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Work Styles 

Integrity - Job requires being honest and ethical. 

Concern for Others - Job requires being sensitive to others' needs and 
feelings and being understanding and helpful on the job. 

Self Control - Job requires maintaining composure, keeping emotions in check, 
controlling anger, and avoiding aggressive behavior, even in very difficult 
situations. 

Dependability - Job requires being reliable, responsible, and dependable, and 
fulfilling obligations. 

Initiative - Job requires a willingness to take on responsibilities and challenges. 

Attention to Detail - Job requires being careful about detail and thorough in 
completing work tasks. 

Analytical Thinking - Job requires analyzing information and using logic to 
address work-related issues and problems. 

Independence - Job requires developing one's own ways of doing things, 
guiding oneself with little or no supervision, arid depending on oneself to get 
things done. 

Leadership - Job requires a willingness to lead, take charge, and offer opinions 
and direction. 

Stress Tolerance - Job requires accepting criticism and dealing calmly and 
effectively with high stress situations. 

back to top 

Work Values 

Relationships - Occupations that satisfy this work value allow employees to 
provide service to others and work with co-workers in a friendly non-competitive 
environment. Corresponding needs are Co-workers, Moral Values and Social 
Service. 

Achievement - Occupations that satisfy this work value are results oriented 
and allow employees to use their strongest abilities, giving them a feeling of 
accomplishment. Corresponding needs are Ability Utilization and Achievement. 

Independence - Occupations that satisfy this work value allow employs to work 
on their own and make decisions. Corresponding needs are Creativity, 
Responsibility and Autonomy. 

back to top 
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Wages & Employment Trends 

National 

Median wages data collected from Health Diagnosing and Treating Practitioners, All Other. 
Employment data collected from Health Diagnosing and Treating Practitioners, All Other. 

Median wages (2008) $31.67 hourly, $65,880 annual 

Employment (2006) 65,000 employees 

Projected growth (2006- •• Average (7% to 13%) 
2016) 

Projected need (2006- 19,000 additional employees 
2016) 

State & National 

I Select a State 

..Jar­..,'= 

Source: Bureau of Labor Statistics 2008 wage data J'and 2006-2016 employment projections :". 
"Projected growth" represents the estimated change in total employment over the projections 
period (2006-2016). "Projected need" represents job openings due to growth and net 
replacement. 

Send comments Or questions to O*NET Info. 

Rate this Page· Link to Us • Privacy Statement. Disclaimer 

( 
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Appendix B 

BASTYR UNIVERSITY 
SCHOOL OF NATUROPATHIC MEDICINE 
Booklist Academic Year 08-09 (FALL 2009) 
Submitted by Jane Guiltinan, NO, Dean 

FALL 2009 
BC 5104 Biochemistry 1 
Marks' Basic Medical Biochemistry 3" edition- Lieberman 

Required 
Medical Biochemistry at a Glance 2 0

' edition - Salway 
Recommended 

BC 5107 Human Physiology 1 Lee/Lab 
Human Physiology 4 ffi edition - Rhoades 

Required 
Physiology Coloring Book, 2 0

' edition - Kapit 
Recommended 

BC 5110 Histology Lee/Lab 
Netter's Essential Histology - Ovalle 

Required 
Photographic Atlas of Histology - Leboffe 

Required 
Histology Lab Manual- FredericksonlLove 

Required 

Developing Human Bed - Moore 
Required 

BC 5122 Gross Human Anatomy 1 Lee 
Clinically Oriented Anatomy 5&\ Edition - Moore 

Required 
Bates Guide to Physical Exam ination 9 ~ Edition - Bickley 

Required 
Physical Examination of the Spine and Extremities 2"' Ed- Hoppenfield 

Required 
Atlas of Human Anatomy 4 Ih Edition - Netter 

Required 
Gray's Atlas of Anatomy - Drake 

Highly Recommended 
Color Atlas of Anatomy 6th 

- Rohen 
Recommended 

Anatomy Coloring Book 3" ed- Kapit 
Recommended 

Choose one: 
Stedman's Medical Dic~onary 2B th ed 

Highly recommended (·this or Dorland's - see below) 
Dorland's Illustrated Medical Dictionary 31st ed 

Highly recommended ('this or Stedman's - see above) 

BC 5122L Gross Human Anatomy 1 Lab 
Grant's Dissector 14'" ed - Tank 

Required 

11 
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Atlas of Human Anatomy 4 ~ Edition - Netter 
Recommended 

Color Atlas of Anatomy 6th 
- Rohen 

Recommended 

BC 6200 Human Pathology 1 
Robbins and Cotrans Pathologic Basis of Disease 8 ffi ed - Kumar 

Required 
Pocket Companion to Pathologic Basis of Disease 7 th ed - Mitchell 

Optional 

BC 6204 A&B Immunology 
Immune System 3 t' edition - Parham 

Required 

BO 6301 Botanical Medicine 2 
Medical Herbalism - Hoffman 

Required 
Principles and Practice of Phytotherapy - Mills 

Required 
Herbal Medicine from the Heart of the Earth - Tilgner 

Recommended 
Book of Herbal Wisdom - Wood 

Recommended 

BO 7300 Botanical Medicine 4 
Herbal Medicine: Classic edition - Weiss 

Required 
Medical Herbalism - Hoffman 

Recommended 
Principles and Practice of Phytotherapy - Mills 

Recommended 
Medicinal Plants of the Pacific West - Moore 

Recommended 

BO 7300L Botanical Medicine 4 - Lab 
See BO 7300 lecture for textbooks 

HO 6300 Homeopathy 1 
Pocket Manual of Homeopathic Materia Medica and Repertory - Boericke 

Required 
Lectures on Homeopathic Materia Medica - Kent 

Required 
Repertory of the Homoeopathic Materia Medica - Kent 

Required 
Leaders in Homoeopathic Therapeutics:"- Nash 

Required 
Homeopathic Treatment of Children - Herscu 

Recommended 
Lectures on Homoeopathic Philosophy - Kent 

Recommended 

MW 7320 Normal Maternity 
Heart and Hands, Midwife's GT Pregnancy and Birth 4 Ui Ed - Davis 

Required 
Holistic Midwifery, Volumes 1 & 2 - Frye 

12 
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Recommended 
Ina May's Guide to Childbirth - Gaskin 

Recommended 
Varney's Midwifery, 4'" edition - Vamey 

Recommended 
Williams Obstetrics, 23" edition - Cunningham 

Recommended (due 11/13/09) 

NM 5113 Naturopathic Medicine in Historical Context 
Vitalism: History of Herbalism, Homeopathy, Flower Essences - Wood 

Required 
Nature Doctors - Kirchfeld 

Required 
Nature Cure - Lindlahr 

Required 
Energy Medicine - Oschman 

Recommended 
Embracing Mind - Wallace 

Recommended 
Art of Possibility - Zander 

Recommended 

NM 5804 Clinic Entry 
No Textbook 

NM 6210 Clinical Lab Diagnosis 
Clinical Hematology and Fundamentals of Hemostasis 5 th ed - Harmening 

Required 
Manual of Laboratory & Diagnostic Tests, 8 th ed - Fischbach 

Required 
Merck Manual, 18'" edition - Beers 

Required 
Cecil Essentials of Medicine 7th edition - Andreoli 

Recommended 
5-Minute Clinical Consult 2010 - Domino 

Recommended 
Ferri's Clinical Advisor 2010 - Ferri 

Recommended 

NM 62100 Clinical Lab Diagnosis Discussion 
Field Guide to Bedside Diagnosis 2"' edition - Smith 

Required 

NM 6210L Clinical Lab 
Color Atlas of Hematology 3" edition- Theml 

Required 
Color Atlas & Instruction Manual of Peripheral Blood Cell Morphology - O'Connor 

Recommended 
Interpretation of Diagnostic Tests 8th ed - Wallach 

Recommended 

NM 6221 Physical/Clinical Diagnosis 1 Lecture 
Bates Guide to Physical Examination and History 9 th ed - Bates 

Required 
Harrisons Principles of Internal Medicine 17th ed - Fauci 

Highly Recommended 

13 
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Merck Manual 
Recommended 

Ferri's Clinical Advisor 2010 - Ferri 
or 

5-Minute Clinical Consult, 2010 -
Domino 

NM 6221 L Physical/Clinical Diagnosis 1 Lab 
Bates Guide to Physical Examination and History 9 'h Edition - Bickley 

Required 
Orthopedic Physical Assessment 5 'h Edition - Magee 

Recommended 

NM 7302 Gastroenterology 
Naturopathic Gastroenterology -Yarnell 

Highly Recommended 

NM 7307 Ear, Eye, Nose, and Throat 
Natural Approach to Ophthalmology/Otolaryngology 6th ed - Conroy 

Required 
Basic Ophthalmology 8 'h Edition - Bradford 

Recommended 
Essentials of Otolaryngology 5 th Edition - Lucente 

Recommended 

NM 7313 Gynecology 
Berek & Novak's Gynecology 14 Ih Edition - Berek 

Recommended 
Women's Encyclopedia of Natural Medicine 2 e' ed- Hudson 

Recommended 
Contraceptive Technology 19 th ed - Hatcher 

Recommended 
Glass' Office Gynecology 6 'h edition - Curtis 

Recommended 
Women's Gynecologic Health - Schuiling 

Recommended 
Managing Contraception pocket version 2007/2009 edition - Hatcher 

Optional 

NM 8101 Ethics 
Principles of Biomedical Ethics 6'h ed - Beauchamp 

Recommended 
Clinical Ethics 6th ed - Jonsen 

Recommended 

NM 8206 Radiographic Interpretation 1 Lecture 
No Textbook 

NM 8207 Radiographic Interpretation 1 Lab 
Pocket Atlas of Radiographic Anatomy 2"' ed - Moeller 

Required 
Merrill's Pocket Guide to Radiography 6 'h ed - Frank 

Required 
Normal Findings in Radiography - Moeller 

Recommended 

14 
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NM 8303 Geriatrics 
Primary Care Geriatrics 5th ed - Ham 

Required 
Merck Manual of Geriatrics 3rd Ed - Merck 

Recommended(out of print) 

NM 8308 Endocrinology 
Greenspan's Basic and Clinical Endocrinology 8 th Edition - Greenspan 

Required . 
Endocrinology and Naturopathic Therapies 8 th Ed - Powell 

Highly Recommended 

NM 8312 Urology 
Naturopathic Urology and Men's Health - Yarnell 

Required 

NM 8413 Advanced Naturopathic Therapeutics 1 
Adrenal Fatigue: The 21 " Century Syndrome - Wilson 

Recommended 
Hypothyroidism Type 2 - Starr 

Recommended 

PM 7301 Naturopathic Manipulation 2 
Muscle Energy Techniques 3' eel- Chaitow 

Recommended 
Photographic Manual of Regional Orthopaedic and Neu rological Tests 4th ed - Cipriano 

Recommended 

PM 7302 Naturopathic Manipulation 3 
Instructor: TBA 
Chiropractic Technique - Peterson 

Required 

PM 7305 Orthopedics 
Photographic Manual of Regional Orthopaedic and Neurological Tests 4th ed - Cipriano 

Recommended 
Physical Examination of the Spine - Hoppenfield 

Recommended 
Orthopedic Physical Assessment - Magee 

Recommended 

PS 6305 Naturopathic Counseling 1 
Essentials of Intentional Interviewing - Ivey 

Required 

PS 6305L Naturopathic Counseling 1 Lab 
No Textbook 

PS 7200 Psychological Assessment 
DSM IV TR - APA 

Required 

TR 6310 Food Dietary Systems & Assessment 
Healing with Whole Foods - Pitch fond 

Recommended 

15 
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Worlds Healthiest Foods - Ma/eljan 
Recommended 

Omnivore's Dilemma - Pol/an 
Recommended 

TR 7411 A&B Diet & Nutrient Therapy 1 
No Textbook 

WINTER 2009 
BC 5105 Biochemistry 2 
Mark's Basic Medical Biochemistry: A Clinical Approach 2 nd Ed - Smith 

Required 
Metabolism at A Glance 3'" ed - Salway 

Recommended 

BC 5108 Human Physiology 2 Lee/Lab 
Medical Physiology 3,a edition - Rhoades 

Required 
Physiology Coloring Book 2 nd edition - Kapit 

Required 

BC 5112 Embryology 
Developing Human 8th ed - Moore 

Required 

BC 5123 Gross Anatomy 2 
Gray's Mas of Anatomy - Drake 

Required 
Clinically Oriented Anatomy 5th Edition - Moore 

Required 
Bates Guide to Physical Examination 9th Edition - Bickley 

Required 
Physical Examination of the Spine and Extremities - Hoppenfield 

Required 
Anatomy Coloring Book 2 nd edition - Kapit 

Recommended 
Atlas of Human Anatomy 4 th edition - Netter 

Recommended 
Choose one: 
Stedman's Medical Dictionary 28'h ed. 

Highly recommended ('this or Dorland's - see below) 
Do~and's Illustrated Medical Dictionary 31" ed. 

Highly recommended ('this or Stedman's - see above) 

BC 5123L Gross Human Anatomy 2 Lab 
Grant's Dissector 14 th ed - Sauerland 

Required 
Atlas of Human Anatomy 4" ed - Netter 

Recommended 
Color Atlas of Anatomy 6th ed - Rohen 

Recommended 

BC 5142 Fundamentals of Research Design 
Epidemiology 4th edijion - Gordis 

Required 
Clinical Epidemiology & Evidence Based Med - Katz 

16 
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Recommended 

BC 6201 Human Pathology 2 
Robbins and Cotran Pathologic Basis of Disease 7 th Ed - Kumar 

Required 
Lecture Outlines in Human Pathology 2 - Frederickson 

Recommended 

BC 6209 Infectious Disease 
Mim's Medical Microbiology 4 fh edition - Goering 

Required 
Sanford GT Antimicrobial Therapy 2008 - Gilbert 

Required 

BO 6302 Botanical Medicine 3 
Women, Hormones & the Menstrual Cycle 2 0

' ed - Trickey 
Required 

HO 6301 Homeopathy 2 
Leaders in Homeopathic Therapeutics - Nash 

Required 
Desktop Guide to Keynotes & Symptoms - Morrison 

Required 
Repertory of the Homoeopathic Materia Medica - Kent 

Required 
Pocket Manual of Homoeopathic Materia Medica & Repertory - Boericke 

Required 

NM 5114 Funds. of Naturopathic Clinical Theory 
Nature Cure - Lindlahr 

Required 
Organon of the Medical Art (O'Reilly) - Hahnemann 

Required 
Nature Doctors _ Kirchfeld 

Recommended 

NM 5804 Clinic Entry 1 
No Required Textbook 

NM 6211 Clinical Lab Diagnosis 2 
Clinical Chemistry 6th Edition - Marshall 

Required 
Clinical Hematology and Fundamentals of Hemostasis 5 th ed - Harmening 

Required 
Cecil's Essentials of Medicine 7 th edition - Andreoli 

Required 
Color Atlas of Hematology 20d edition - Theml 

Recommended 
Clinical Hematology Mas 3"' edition - Carr 

Recommended 

17 
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Manual of Laboratory & Diagnostic Tests, 8 th ed - Fischbach 
Recommended 

Interpretation of Diagnostic Tests 8th edition - Wallach 
Recommended 

NM 62110 Clinical Lab Diagnosis 2 Disc 
Field Guide to Bedside Diagnosis 2 Od ed - Sm ith 

Recommended 

NM 6211L Clinical Lab Diagnosis 2 Lab 
Manual of Laboratory and Diagnostic Tests 8 th ed - Fischbach 

Required 
Interpretation of Diagnostic Tests 8th ed - Wallach 

Required 

NM 6222 Physical/Clinical Diaonosis 2 
Bates Guide to Physical Examination 9 th ed - Bickley 

Required 
Harrisons Principles of Internal Medicine 17th edition -Fauci/Kasper 

H~hly recommended 
Merck Manual 18 edition - Merck 

Recommended 
5-Minute Clinical Consult 2009 - Domino 

Recommended 

NM 6223L Physical/Clinical Diagnosis 2 Lab 
Bates Guide to Physical Examination 9 th ed - Bickley 

Required 
Orthopedic Physical Assessment 4 th ed - Magee 

Recommended 

NM7101 Environmental Medicine 
Needed Books on reserve at library 

NM7102 Public Health 
Understanding Health Policy 5 th ed - Bodenheimer 

Required 

NM 7115 Naturopathic Clinical Theory 2 
Instructor did not respond to Bookstore 

NM 7142 Critical Evaluation of Medical Literature 
Evidence Based Medicine Toolkit 2 nd ed. - Heneghan 

Recommended 

NM 7304 Dermatology 
Fitzpatrick's Color Atlas/Synopsis Clinical Denmatology, 5 th ed. - Wolff 

Required 

NM 7306 Oncology 
Oncology 2nd edition - Watson 

Required 

NM 7314 Pediatrics I 
Herbal Treatment of Children - Mcintyre 

Required 

( 
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Choose one of these two: 
Nelson's Essentials of Pediatrics 5th Ed - Behrman 

Required or choose 
Current Pediatric DiagnosisfTreatment 18 th ed - Hay 

Required 

NM 8101 Ethics 
Principles of Biomedical Ethics 51h ed - Beauchamp 

Recommended 
Clinical Ethics 6th edition - Jonsen 

Recommended 

NM 8212 Radiographic Interpretation 2 
Chest X-Ray Made Easy 2nd edition - Come 

Optional 
Essential Radiology - Gunderman 

Optional 
Essentials of Skeletal Radiology 2" ed. - Yochum 

Special order 

Essential Radiology 2"' - Gunderman 
Required 

Right Imaging Study - Eisenberg 
Recommended 

NM 8309 Rheumatology 
Integrative Rheumatology - Vasquez 

Required 
Primer on the Rheumatic Diseases 131h ed - Klippel 

Recommended 

NM 8325 Nat Case Analysis 
No Textbook 

NM 8414 Adv, Naturopathic Therapeutics 2 
Adrenal Fatigue: The 21 $I Century Syndrome - Wilson 

Recommended 
Hypothyroidism Type 2 - Starr 

Recommended 

PM 5301 Hydrotherapy/Physiotherapy Lecture 
Evidence Based Guide To Therapeutic Physical Agents - Belanger 

Required 
Lectures in Naturopathic Hydrotherapy - Boyle 

Recommended 
Manual of Hydrotherapy and Massage - Moor 

Recommended 

PM 5305 Hydrotherapy/Physiotherapy Lab 
No Textbooks 

PM 7302 Naturopathic Manipulation 3 
Chiropractic Technique - Bergmann 

Required 

- ---- ----------------
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PM 7303 Naturopathic Manipulation 4 
Chiropractic Technique - Bergmann 

Required 

PM 7341 Sports MedicinefTherapeutic Exercise 
Conditioning for Outdoor Fitness - Musnick 

Highly Recommended 
Clinical Sports Medicine, 3" edition - Bnukner 

Required 

PS 6306 Naturopathic Counseling 2 
Cognitive Therapy: Basics and Beyond - Beck 

Required 
Clinical Handbook of Psychological Disorders 4 th ed - Barlow 

Recommended 
Mindfulness and Psychotherapy - Germer 

Recommended 
Acceptance and Commitment Therapy - Hayes 

Recommended 

PS 7203 Addictions and Disorders 
Uppers, Downers, All Arounders 6 ffi ed- Inuba 

Recommended 

TR 6311 Macro & Micronutrients 
Advanced Nutrition and Human Metabolism 5 " ed- Groff 

Required 
Evidence-Based Approach to Vitamins and Minerals - Higdon 

Required 
Biochemical and Physiological Aspects of Human Nutrition 2"' ed - Stipanuk 

Recommended 

TR 7412 Diet & Nutrient Therapy 2 
Instructor: Brignal/ 
No Textbook 

SPRING 2009 
BC 5106 Biochemistry 3 
Mark's Basic Medical Biochemistry 2"' edition - Smith 

Required 
Metabolism at a Glance 3" edition - Salway 

Recommended 

BC 5124 Gross Human Anatomy 3 Lecture 
Gray's Atlas of Anatomy - Drake 

Required 
Clinically Oriented Anatomy 5th Edition - Moore 

Required 
Bates Guide to Physical Examination 9th Edition - Bickley 

Required 

20 
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Physical Examination of the Spine and Extremities - Hop penfield 
. Required 

Anatomy Coloring Book 2 0d edition - Kapit 
Recommended 

Choose one: 
Stedman's Medical Dictionary 28 th ed. 

Highly recommended ("this or Dorland's - see below) 
Dorland's Illustrated Medical Dictionary 31" ed. 

Highly recommended ("this or Stedman's - see above) 

BC 5124L Gross Human Anatomy 3 Lab 
Grant's Dissector 14th ed - Sauerland 

Required 
Atlas of Human Anatomy 4 ,d ed - Netter 

Recommended 
Color Atlas of Anatomy 6th ed - Rohen 

Recommended 

BC 5129 Neuroscience 
The Human Brain, 6'h edition - Nolte 

Required 
Neuroanatomy Atlas of Structures, Sections, Systems 7'h - Haines 

Required 

BC 5142 Fundamentals of Research Design 
Epidemiology 4th edition - Gordis 

Required 

BC 6202 Human Pathology 3 
Robbins and Cotrans Pathologic Basis of Disease 7'h Ed - Kumar 

Required 

BC 6209 Infectious Diseases 
Mim's Medical Microbiology 4 th edition - Goering 

Required 
Sanford Guide to Antimicrobial Therapy 2009 ed - Gilbert 

Required 

BC 6305 Pharmacology 
Principles of Phanmacology 2 0d edition - Golan 

Required 
Sanford GT Antimicrobial Therapy 2009 ed - Gilbert 

Recommended 

BO 5301 Botanical Medicine 1 
Medical Herbalism - Hoffman 

Required 
Herbal Medicine from the Heart of the Earth - Tilgner 

Recommended 

BO 6303 Bot Med Dispensary Lab 
No Textbook 

BO 7301 Botanical Medicine 5 
Herbal Medicine classic edition - Weiss 

Required 
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Principles and Practice of Phytotherapy - Mills 
Recommended 

Medical Herbalism - Hoffmann 
Recommended 

Herbal Vade Mecum - Skendari 
Recommended 

HO 6302 Homeopathy 3 
Lectures on Homeopathic Philosophy - Kent 

Required 
Lectures on Homeopathic Materia Medica - Kent 

Required 
Pocket Manual of Homeopathic Materia Medica & Repertory - Boericke 

Required 

HO 9303 Homeopathy 6 
Homeopathic Treatment of Children - Herscue 

Required 
Lectures on Homeopathic Materia Medica - Kent 

Required 
Kent's Repertory of the Homoeopathic Materia Medica - Kent 

Required 
Key Notes and Red Line Symptoms - Lippe 

Recommended 
Pocket Manual of Homeopathic Materia Medica & Repertory - Boericke 

Recommended 

NM 5115 Naturopathic Medicine in Global Context 
In Search of the Medicine Buddha - Crow 

Recommended 

NM 5804 Clinic Entry 1 
No Textbook 

NM 6212 Clinical Lab Diagnosis 3 
Clinical Chemistry 6th Edition - Marshall 

Required 
Cecil's Essentials of Medicine 7 th ed - Andreoli 

Required 
Manual of Laboratory Diagnostic Tests 8 th Edition - Fischbach 

Recommended 

NM 62120 Clinical Lab Diagnosis 3 Disc 
Field Guide to Bedside Diagnosis 2"d ed - Smith 

Recommended 

NM 6212L Clinical Lab Diagnosis 3 Lab 
Handbook of Routine Urinalysis - Graff 

Recommended 

NM 6223 Physical/Clinical Diagnosis 3 Lec 
Bates' Guide to Physical Exam ination 9 ih ed - Bickley 

Required 
Differential Diagnosis in Primary Care 4th edition - Collins 

Recommended 

( 
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NM 6223L Physical/Clinical Diagnosis 3 Lab 
Bates' Guide to Physical Examination 9'0 ed - Bickley 

Required 
Orthopedic Physical Assessment 5 to edition - Magee 

Recommended 

NM 6804 Clinic Entry 2 
No Textbook 

NM 7109A Practice Management 1 
Success Signals - Hiler 

Recommended 

NM 71098 Practice Management 1 
12 Months to Your Ideal Practice: a workbook - Grodzki 

Recommended 

NM 7302 Gastroenterology 
Naturopathic Gastroenterology - Yarnell 

Required 

NM 7305 Clinical Ecology 
Food Allergies and Food Intolerance - Brostoff 

Required 
Coping with Food Intolerances 4'" edition - Thom 

Recommended 

NM 7311 Neurology 
Four-Minute Neurologic Exam - Goldberg 

Required 
Neurology for the Non-Neurologist 5 th edition - Weiner 

Recommended 

NM 7315 Pediatrics 2 
Herbal Treatment of Children - Mcintyre 

Required 
Choose one ofthese two: 
Nelson's Essentials of Pediatrics 5 th Ed - Behrman 

Required or choose 
Current Diagnosis and Treatment in Pediatrics 19 th ed - Hay 

Required 
NM 7320 Family Medicine 
No Textbook 

NM 7330 Healing Systems 
No Textbook 

NM 7341 Cardiology 
Pathophysiology of Heart Disease 4 th ed - Lilly 

Required 
Rapid Interpretation of EKGs 6'" ed - Dubin 

Required 

NM 7416 Minor Office Procedures 
No Textbook 
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NM 7417 Medical Procedures 
Plumer's Principles and Practice of IV Therapy 8 th ed - Weinstein 

Recommended 

NM 8102 Jurisprudence 
Primary Care Provider's Guide to Compensation and Quality 2 nd ed- Buppert 

Recommended 

Success Signals - Hiler 
Recommended 

NM 8109B Practice Management 2 
12 Months to Your Ideal. Practice: a workbook - Grodzki 

Required 

NM 8212 Radiographic Interpretation 2 
Essential Radiology 2nd edition - Gunderman 

Required 
Clinical Radiology Made Ridiculously Simple 2 nd ed - Ouellette 

Recommended 
Chest X-Ray Made Easy 2nd edition - Come 

Recommended 

NM 8213 Diagnostic Imaging 
Essential Radiology 2'" edition - Gunderman 

Optional 

NM 8308 Endocrinology 
Greenspan's Basic & Clinical Endocrinology 8'h ed - Gardner 

Required 
Endocrinology & Naturopathic Therapies 8 th ed - Powell 

Highly Recommended 

NM 8314 Pulmonary Medicine 
No Textbook 

NM 8325 Nat Case Analysis & Mgmt 2 
No Textbook 

NM 9562 IV Therapy 
Plumer's Principles and Practice of Intravenous Therapy 8 th ed - Weinstein 

Recommended 

OM 5120 Fundamental Principles of TCM (NO) 
Web That Has No Weaver - Kaptchuk 

Required 

PM 5310 Myofascial Analysis 
Anatomy Trains, 2nd edition - Myers 

Recommended 
Palpation and Assessment Skills 2 nd edition - Chaitow 

Recommended 
Patient Gowns required for the class are located by the lab coats. 

PM 6300 Naturopathic Manipulation 1 
Physical Examination of the Spine - Hoppenfeld 
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Recommended 
Anatomy Trains, 2"" edition - Myers 

Recommended 
Photographic Manual of Regional Orthopaedic/Neurological Tests 4th ed - Cipriano 

Recommended 

PM 7303 Naturopathic Manipulation 4 
Chiropractic Technique 2nd edition - Peterson 

Recommended 

PS 7315 Naturopathic Counseling 3 
Motivational Interviewing - Miller 

Required 
Learning ACT: Training Manual for Therapist - Luoma 

Required 
Cognitive Therapy: Basics and Beyond - Beck 

Recommended 

SUMMER 2009 
AV 9110 Fundamentals of Ayurvedic Medicine 
Textbook of Ayurveda - Lad 

Recommended 

BC 5110 Histology 
Netter's Essential Histology - Ovalle 

Required 
Photographic Atlas of Histology - Leboffe 

Required 
Histology Laboratory Guide - Frederickson 

Required 

Be 5110L A Histology Lab 
See BC 5110 lecture 

Be 5110L B Histology Lab 
See BC 5110 lecture 

Be 5142 Fundamentals of Research Design 
Epidemiology 4 th ed -Gordis 

Required 

Be 6204 Immunology 
Immune System 3'" edition - Parham 

Required 

Be 9505 Laboratory Research Methods 
No Textbook 

BO 6303 Bot Med Dispensary Lab 
Herbal Medicine-Makers Handbook - Green 

Required 
Encyclopedia of Herbal Medicine 2 nd edition - Chevallier 

Recommended 
Herbal Medicine from the Heart of the Earth - Tilgner 

Recommended 
Complex Herbs-Complete Medicines - Brinker 
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Recommended 
Making Plant Medicine 3" edition - Cech 

Recommended 
Phytochemistry and Phanmacy for Practitioners - Yarnell 

Recommended 
Medical Herbalism - Hoffman 

Recommended 
Herbal Recipes for Vibrant Health - Gladstar 

Recommended 

NM 7325 Nat Case Analysis & Mgmt 1 
Clinicians Handbook of Natural Medicine 2 0d ed - Pizzorno 

Required 

NM 7341 A&B Cardiology 
Pathophysiology of Heart Disease 4 ,ded - Lilly 

Required 
Rapid Interpretation of EKGs 6 th ed - Dubin 

Required . 

NM 7416 Minor Office Procedures 
No Textbook 

NM 7417 Medical Procedures 
Plumer's Principles and Practice of IV Therapy - Weinstein 

Recommended 

NM 8206A Radiographic Intem 1 Lecture 
No Textbook 

NM 8207 Radiographic Intem 1 Lab 
Pocket Atlas of Radiographic Anatomy 2 0

' ed. - Moeller 
Required 

Pocket Guide to Radiography 6 th ed. - Ballinger 
Required 

Normal Findings in Radiography - Moeller 
Recommended 

OM 5120 Fundamental Principles ofTCM (NO) 
Web That Has No Weaver - Kaptchuk 

Required 

PM 7301 Naturopathic Manipulation 2 
Muscle Energy Techniques 3rd ed - Chaitow 

Recommended 
Photographic Manual of Regional Orthopaedic and Neurological Tests - Cipriano 

Recommended 

PS 7200 Psychological Assessment 
DSM-IV-TR - APA 

Required 
DSM-IV Made Easy - Morrison 

Recommended 

TR 7412 Diet & Nutrient Therapy 2 
No Textbook 
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March 10,2010 

Governor Sean Parnell 
PO Box 110001 
Juneau AK 99811-0001 

AANP STATE LEGISLATIVE AFFAIRS 
AMA Attempting to Restrict Access to Primary Care 

The American Association of Naturopathic Physicians urges you to support HB 282 and SB 70, 
which would allow comprehensively trained medical professionals the ability to serve all 
Alaskans to the extent of their considerable training. 

Access to quality heaIthcare is fundamental to the wants and needs of Americans. Patients are 
best served when they have a team of heaIthcare professionals who work together to ensure 
overall health and wellness. Currently there is a divisive and coordinated movement led by the 
American Medical Association to restrict valuable services provided by more than 3.3 million 
licensed healthcare professionals who are not DOs or MDs. Known as the Scope of Practice 
Partnership (SOPP), this campaign is designed to limit patient access to safe, high-quality and 
cost-effective heaIthcare. 

What is a Naturopathic Physician? Naturopathic physicians are doctors trained to provide 
family heaIthcare and to emphasize the use of natural therapies to prevent and treat acute and 
chronic illnesses. 

What training is required to become a Naturopathic Physician? Naturopathic physicians 
hold a doctorate in naturopathic medicine from a four-year, graduate-level, federally-recognized 
and accredited naturopathic medical school. These schools train physician-level practitioners in 
diagnosis and scientifically-based treatment with emphasis on natural therapies. There are 
currently five such schools in the United States and two in Canada. 

The NO degree confers the title ofOoctor of Naturopathic Medicine and provides a guarantee to 
the public that the doctor possesses the necessary training to practice naturopathic medicine. The 
doctorate degree prepares naturopathic doctors to offer qualified naturopathic medical care and 
to work together with other medical providers. 

What therapies do Naturopathic Physicians employ for their patients? Naturopathic 
physicians use a variety of natural and non-invasive therapies, including clinical nutrition, herbal 
medicine, lifestyle counseling, homeopathy, physical medicine and hydrotherapy. Naturopathic 
physicians also have expertise in drug / herb / nutrient interactions. Many naturopathic 
physicians receive additional certification in disciplines such as midwifery, acupuncture and 
Oriental medicine. 

Why are Naturopathic Physicians critical for so many patients in Alaska? Naturopathic 
physicians work in private practice or in integrated settings with other medical providers such as 
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conventional medical doctors and osteopathic physicians. The result is a patient-centered, 
comprehensive approach that provides the most appropriate treatment for an individual's needs. 
Naturopathic physicians educate patients about why they are unhealthy and provide them with 
the tools for achieving optimal health. 

Naturopathic medicine affords a high degree of personalized care, a focus on disease prevention, 
lower costs and much lower incidences of harm or malpractice. We ask for your consideration in 
evaluating the outdated and inaccurate claims made by the Alaska branch of the American 
Medical Association. Please also consider that the large majority of MDs and DOs work 
effectively and cooperatively with all the mid-level healthcare professionals targeted by the 
AMA. It is only a few, politically motivated, physicians who insist on pulling outdated and 
inaccurate material to protect their "turf." If successful, the SOPP will place an enormous and 
unnecessary burden on the American healthcare system. 

Naturopathic medicine is one of 10 professions selected for profiling by the AMA. The SOPP 
document, made available to legislators across the county, fails to appropriately define either the 
practice of naturopathic medicine or the training of naturopathic physicians. Following is the 
federal Department of Labor current definition of naturopathic medicine and the responsibilities 
of naturopathic physicians, based on their training. 

DEFINITION NATUROPATHIC MEDICINE: U.S. DEPARTMENT OF LABOR 2009 

Naturopathic Medicine: Diagnose, treat, and help prevent diseases using a 
system of practice that is based on the natural healing capacity of individuals. 
May use physiological, psychological or mechanical methods. May also use 
natural medicines, prescription or legend drugs, foods, herbs, or other natural 
remedies. 

Sample of reported job titles: Naturopathic Physician, Naturopathic Doctor, 
Physician, Doctor of Naturopathic Medicine! 

Department of Labor further defines naturopathic medical practice in 5 areas that follow: 

1. Professional and Public Health Obligations 
• Conduct periodic public health maintenance activities such as immunizations and screenings 

for diseases and disease risk factors. 
• Monitor updates from public health agencies to keep abreast of health trends. 
• Report patterns of patients' health conditions, such as disease status and births, to public 

health agencies. 
• Maintain professional development through activities such as post-graduate education, 

continuing education, preceptorships, and residency programs. 

I Occupational Information Network. (2009). 29-1199.04 - Naturopathic Physicians. 
Retrieved December 1, 2009, from the Occupational Information Network website: 
http://online.onetcenter.orgllink/details/29-1199. 04#Ed ucation 
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2. Patient Intake and Diagnosis 
• Document patients' histories, including identifying data, chief complaints, illnesses, previous 

medical or family histories, or psychosocial characteristics. 
• Interview patients to document symptoms and health histories. 
• Conduct physical examinations and physiological function tests for diagnostic purposes. 
• Diagnose health conditions based on patients' symptoms and health histories, laboratory and 

diagnostic radiology test results, or other physiological measurements, such as 
electrocardiograms and electroencephalographs. 

• Order diagnostic imaging procedures such as radiographs (x-rays), ultrasounds, 
mammograms, and bone densitometry tests, or refer patients to other health professionals for 
these procedures. 

3. Patient Education/Advocacy 
• Educate patients about health care management. 
• Advise patients about therapeutic exercise and nutritional medicine regimens. 
• Administer, dispense, or prescribe natural medicines such as food or botanical extracts, 

herbs, dietary supplements, vitamins, nutraceuticals, and amino acids. 

4. Naturopathic Medical Practice 
• Administer treatments or therapies, such as homeopathy, hydrotherapy, Oriental or 

Ayurvedic medicine, electrotherapy and diathermy, using physical agents including air, heat, 
cold, water, sound, or ultraviolet light to catalyze the body to heal itself. 

• Naturopathic physicians consistently consult with other health professionals to provide 
optimal patient care, referring patients to traditional health care professionals as necessary. 

• Obtain medical records from previous physicians or other health care providers for the 
purpose of patient evaluation. 

• Perform minor surgical procedures, such as removing warts, moles, or cysts, sampling tissues 
for skin cancer or lipomas, and applying or removing sutures. 

• Prescribe synthetic drugs under the supervision of medical doctors or within the allowances 
of regulatory bodies. 

5. Naturopathic Prescribing Practice 
It is well known that overuse of pharmaceuticals has led to thousands of preventable deaths as 
well as antibiotic resistance. While naturopathic doctors preferentially choose natural therapies to 
treat disease, they are also trained to utilize pharmaceutical drugs when in the best interest of the 
patient. This practice is reflected in the Survey data from the Department of Labor. 

"While no naturopathic physicians reported prescribing on an hourly basis, 
32% prescribe on a daily or weekly basis, and 54% prescribe more than once a 
month. " 

According to the Institute for Medicine (lOM) an estimated 15 million adults take herbal 
remedies or high-dose vitamins along with prescription drugs. Naturopathic doctors are the only 
physicians trained in the contraindications of herbs and botanicals with pharmaceuticals. 
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PRIMARY CARE EDUCATION AND TRAINING 

The U.S. Secretary of Education recognizes CNME as the national accrediting agency for 
programs leading to the Doctor of Naturopathic Medicine (ND or NMD) or Doctor of 
Naturopathy (ND) degree. The program is a resident course of at least 4 years and 4620 hours of 
study. Clinical education requirements for, as mandated by accreditation agencies, include a 
minimum of 1200 clock hours in direct patient contact. All licensed naturopathic physicians 
have matriculated from the CNME approved schools, and successfully passed a national exam 
administered by the North American Board of Naturopathic Examiners (NABNE). 

Both the Department of Education and the Carnegie Institute classify the ND degree under 
"doctorate-professional" (clinical) on par with the MD and DO degrees. 

State Legislatures Address Primary Care Shortage 

Six state legislatures designate NDs as primary care givers: Alaska, California, Montana, New 
Hampshire, Utah, and Vermont. Across the country legislatures are expanding scope and access 
to naturopathic medicine. 

• Arizona, Hawaii, Oregon and Washington allow NDs full prescriptive authority. 
• Vermont utilizes NDs in its Medicaid program. 
• Hawaii expanded naturopathic scope of practice to include IV Therapy and minor surgery, in 

( addition to prescribing authority. 
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States are acting to improve health status of its citizens by accessing science and evidenced­
based medicine of highly educated and trained (non-MD and DO) providers of primary care. 

State of Ore~on Naturopathic Physicians Family Nurse Practitioners 

Scope of Practice Can diagnose and treat any condition Can diagnose and treat any condition 

Drugs Can prescribe "Legend" drugs Can prescribe "Legend" drugs 
Controlled Drugs Schedule Il-V Schedule 11-V 

Basic and Clinical Sciences 224.50 credits 64 credits 

Supervised Clinical Practice 1548 hours 760 hours 

Pharmacology 72 hours 45 hours 

The doctor shortage in Alaska and nationwide is no secret; this problem will only increase as the 
population ages. Naturopathic physicians are highly skilled, rigorously trained, licensed health 
care professionals who stand ready to meet the unmet needs of consumers in urban, rural, and 
underserved areas. 

Sincerely, 

Karen Howard, 
Executive Director, American Association of Naturopathic Physicians 
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Re: Support SB 70 and HB 282 

Dear Legislator, 

At the same time Alaska faces a healthcare crisis with a serious deficit in primary 
care physicians there are at least 40 competent doctors already in Alaska eagerly 
waiting to provide care to this underserved population. Naturopathic doctors are 
trained at 4 year accredited medical schools an in most other Northwest states are 
board certified primary care providers. They are proficient in all the basic sciences, 
conventional diagnostics, and management of disease in both Western allopathic 
treatments as well as naturopathic treatment modalities (botanicals, physical 
medicine, etc). This training includes 1 year of pharmacology, minor surgery, and 
complete physical exam and assessment. 

A major challenge in delivering primary care to Alaska is that naturopathic doctors 
are not licensed to practice their full scope of training including prescriptive 
privileges and minor surgery - including mole removals, biopsies, and superficial 
laceration repairs. To be able to provide the most effective and efficient primary 
care to Alaska's diverse patient population, naturopathic doctors must be able to 
prescribe antibiotics if indicated and suture wounds when needed. 

As more mid-levels, such as nurse practitioners, are licensed to prescribed 
medications in Alaska, access to healthcare as well as patient outcomes across the 
state have improved. Naturopathic doctors have been licensed to practice medicine 
in Alaska since 1986, but the legal scope of practice has not kept up with other 
Pacific Northwest states who regulate the same physicians. Granting naturopathic 
doctors the legal ability to practice their full scope will increase the number of 
practitioners able to travel to remote villages, increase availability to specialists 
when they are needed, decrease undue burden on emergency rooms, increase 
access to education, prevention and primary care, and a likely decrease overall 
statewide health care costs. 

The majority of the Westerns states have already passed legislation allowing 
naturopathic doctors to practice their full scope including prescriptive privileges 
and minor surgery. Alaska must act now to pass SB 70 and HB 282 to increase the 
quality and accessibility to healthcare. 

Thank you for your time and I hope you consider endorsing SB 70 and HB 282 to 
increase access to primary care for your constituents and for all Alaskans. 

Sincerely, 

Abby Laing NDc. 
Homer Alaska 
abbylaing@gmail.com 
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Tom Laing 
3.'i035 Lowbush St. Homer. AK 

ta".laiug@gmail."om 

Re: Support for SB 70 and HB 282 

Dear Legislator, 

I am writing to ask for your support of SB70 or HB 282, which would expand the 
scope of practice of Naturopathic Doctors (NO's) in Alaska. As I'm sure you know, 
Alaska has a serious deficit in primary care physicians, which will continue to 
worsen in the foreseeable future. Allowing Naturopathic Doctors to practice their 
full scope of training would greatly help to alleviate this shortage of primary medical 
care. To me, it seems foolish, and a waste of good resources, to not allow any 
professional to do the work they were trained to do whether they be architects, 
lawyers or Naturopathic Doctors. 

Naturopathic doctors have all completed a 4-year university degree plus 4 years of 
an accredited medical school, the same duration as their allopathic counterparts, 
and have passed rigorous board testing. In most Western states, NO's are board 
certified primary care providers. They are trained in, and proficient in all the basic 
sciences, conventional diagnostics, and management of disease in conventional 
allopathic methods as well as naturopathic treatment modalities. This training 
includes 1 year of pharmacology, minor surgery, and complete physical exam and 
assessment. All have clinical experience as part of their training. 

NO's face a huge obstacle in delivering primary care within Alaska since they are not 
allowed to practice using their full scope of training, which including prescribing 
medications such as antibiotics, performing minor surgery (including mole 
removals, biopsies, and superficial laceration repairs). Even nurse practitioners 
who have much less training than NO's have these rights. 

NO's have been licensed to practice medicine in Alaska since 1986, but the legal 
scope of practice does not recognize the full extent of their training. Granting 
Naturopathic Doctors the legal ability to practice to the full extent of their training 
will increase the number of practitioners able to travel to remote Alaska villages, 
increase availability to specialists when they are needed, decrease undue burden on 
emergency rooms, increase access to education, prevention and primary care, and 
likely slow the increase of statewide healthcare costs. 

I urge you to support SB 70 and HB 282 I hope you consider endorsing to increase 
access to primary care for your constituents and for all Alaskans. 

Sincerely, 

'Tom Laino 

Homer, AK 



Kendra Kloster 

Rep. Cathy Munoz 

.0: 
Tuesday, March 09, 20102:53 PM 
Kendra Kloster 

Subject: FW: In support of 5B 70 and HB 282 

For naturopathic bill 

From: Jessica McCord [mailto:mccordjess@gmail.com) 
Sent: Monday, March 08, 2010 6:07 PM 
To: Sen. Dennis Egan; Sen. Bill Wielechowski; Rep. Kyle Johansen; Sen. Lesil McGuire; Rep. cathy Munoz; Sen. Bettye 
Davis; Rep. Beth Kerttula; Rep. Peggy Wilson; Sen. Bert Stedman 
Subject: In support of SB 70 and HB 282 

March 8, 2010 

In support of SB 70 and HB 282 

Dear Legislators, 

There is a severe doctor shortage in Alaska. Many Medicaid patients in the state today are unable to find a 
doctor who accepts Medicaid assignment. Naturopathic physicians, who graduate from federally accredited 
medical schools with doctorate-level training, would like to serve this population without legal barriers. 

C ;Jme of the challenges in delivering more care for less cost can be met by expanding the scope of practice for 
naturopathic physicians, a highly trained group of mid-level health care professionals who currently operate 
under a restricted legal system. 

Consider the benefits Alaskans have enjoyed by legislating increased scope for advanced nurse, dental 
hygienists and optometrists. Chronic, and non-emergency medical, dental and vision problems can now be 
resolved without costly referrals. 

Nurse practitioners were granted prescription endorsement because they made the case that expanding their 
scope of practice would better serve. This has proven to be true. There are, at this time, fewer naturopathic 
physicians in Alaska than ANPs and therefore we have less lobbying power. Nevertheless, naturopathic 
physicians, who have been licensed to practice medicine in Alaska since 1986, have significantly more medical 
training than nurse practitioners (doctorate level natural medical training - whereas advanced nurse 
practitioners hold masters level degrees). 

We would like to bring our laws into line with our training. We see no controversy in this proposal. We are the 
most highly trained experts in preventive medicine. We are critically important in helping to change the 
currently unsustainable model of health care, which is increasingly expensive disease management. 

Naturopathic physicians offer an alternative to drugs as a first choice for medical intervention. We will always 
choose safer, effective therapies (such as diet changes, or plant remedies) before going to drugs or riskier 
interventions. However, it is inconvenient, inefficient and potentially dangerous (because of delay in service) to 
:fer a patient needing minor surgery or a short-term legend drug remedy to another doctor when we are 

~- perfectly capable of effectively providing these services to our patients, usually for significantly less cost. 

1 
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I have a personal interest in returning to Alaska, my home state, to practice medicine. I was in the top my class 
at Bartlett High School in Anchorage, graduated with a B.S. in Zoology with honors from Northern Michigan 
University, and I am now pursuing a doctorate degree in naturopathic medicine at the National College of 

(-- ltural Medicine (a federally accredited college) in Portland, OR. However, the restrictions placed on 
, .• aturopathic doctors in Alaska have provided me with reservations about ever being able to return and practice 

as a physician. I hope that this will change, and that I will be able to consider practicing medicine in Alaska one 
day. 

Thank you for your consideration to endorse SB 70 and HB 282, which will allow holistically oriented 
physicians, with deep and rigorous scientific training and an excellent safety record, to more fully serve your 
constituents. 

Sincerely, 

Jessica McCord 
Naturopathic Medical Student 
Born and raised in Alaska (Hope, Seward and Anchorage) 

2 
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Kendra Kloster 

Crom: Rep. Cathy Munoz 
( nt: Friday, January 22, 2010321 PM 

Kendra Kloster 

( 

.): 

Subject: FW: Thank you for HB 282 

From: cidickess@gcLnet [mailto:cidickess@gcLnetj 
Sent: Thursday, January 21, 2010 11:51 AM 
To: Rep. Cathy Munoz 
Cc: Daniel J. Young 
Subject: Thank you for HB 282 

Dear Representative Cathy Munoz, 

I'm writing to thank you for your interest in natural medicine and for your belief in freedom of choice in health care and 
working creatively towards a solution to our national health care crisis. I want to share with you my personal experience 
with naturopathic medicine with the vested interest in seeing it expand its benefit to me and others. 

I am fortunate to have access to a Naturopathic Physician, Dr. Daniel Young at the Center for Natural Medicine (CNM), 
as my primary care provider. Although I qualify for Indian Health Services through Southcentral Foundation and the 
Alaska Native Medical Center at no cost to me, I have chosen to change my primary care to CNM since August, 2009. The 
difference in the qua lity of care has been worth the $6,000 out of my pocket that I paid to CNM for medical services in 
''109. 

In my experience, naturopathic physicians practice medicine the way it should be practiced-with the patient's needs as 
the driving force, rather than meeting system needs first. For example, as a patient at the Primary Care Center (PCC) run 
by Southcentral Foundation, I was allocated 15 minutes for an office visit, regardless of the presenting issue. I could 
request 30 minutes to be seen for more than one issue, but the visits rarely lasted longer than that. When I see Dr. 
Young, the visits are as long as they need to be to address the issue(s) at hand. At the PCC, for over a year, I never saw 
the same care provider twice and when I was seen, the provider didn't have my chart to reference. Since I started seeing 
Dr. Young in August, he has gotten to know me better than any other provider I've seen since I was a child. The care is 
clearly patient-centered. 

Another positive difference in the quality of care I've received via NO vs. MD or traditional practitioner is that Dr. Young 
listens to what I tell him about my experience with my own body. NO's respect the patient's knowledge of his/her own 
body, whereas the traditional practitioner will follow the results of a lab test regardless of any evidence to the contrary 
provided by the patient. 

There are so many other reasons that I'm supporting the cause of naturopathic physicians to expand their ability to 
practice as they have been trained to do through companion bills SB70 and HB 282, not the least of which is that the 
practice of NO's is ultimately sustainable. NO's promote well ness, which reduces our dependency on late-stage disease 
management. This standard of practice not only saves money and valuable resources, but it also improves the patient's 
quality of life. 

Again, thank you for your forward thinking in expanding access to all qualified health care providers in Alaska. 

\.. >incerely, 
Clarice Stewart 

3586 
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January 31, 2010 

RE: HB 282 

Dear Representative Cathy Munoz: 

Thank you so much for your support of naturopathic care! Over the years, I have had two naturopathic 

care doctors - Dr. Torrey Smith/Anchorage and Dr. Daniel Young/Eagle River. Both have provided 

excellent care. I actually prefer "alternative" care since I do not wish to be on prescription medications 

unless absolutely necessary, but most of all, Dr. Smith and Dr. Young actually listen to my concerns. 

In March of 2008, I started going to Dr. Young. Since my husband and I are both retired teachers, he was 

able to accept my health insurance. Needless to say, I was thrilled! The most wonderful thing was the 

time he spent with speaking with me regarding my health concerns. No hurry-hurry, no rush-rush. Here 

was a doctor who fully listened to my questions and concerns. He asked me questions and had me fill 

out a survey so that he could see me as a "whole" patient. 

At that point, I had two main concerns - an ear problem and what seemed to be something like irritable 

bowel syndrome. I had spent Christmas 2007 a nervous wreck taking Imodium AD to relieve symptoms, 

and I was particularly nervous about flying. 

Before going to Dr. Young, I had gone to 3 different ear specialists. One doctor was extremely rude - so 

rude in fact, I wrote a letter to him to express my dismay with his personal comments during an 

appointment. I was so shocked at his comments that I didn't even speak. By the way, his response to my 

letter consisted of six, hand-written, rambling pages assuring me that he got 1,500 new patients each 

year, and basically said I just didn't understand his sense 0/ humor. Really? 

Dr. Young used acupuncture to treat my ear, but my insurance did not cover acupuncture, so he 

recommended an ear specialist that I now trust and go to regularly. 

As for my other concern, Dr. Young was able to diagnose and help me almost immediately through 

office treatments and herbal formulas. 

Currently I am on Medicare and since he does not accept Medicare, I have to pay Dr. Young out of 

pocket. Even with that, I prefer to go to him because of his excellent, personal care. 

Please, please work to expand access to all qualified health care providers in Alaska. As Alaskans, we are 

so blessed to have their devoted care. 

Thank you so much. 

Sincerely, 

Sharon Sellens/Wasilla 

ssellens2008@gmail.com 



~WELLSPRING 
Integrative Medical Center 

January 21,2009 

Dear Alaskan Legislators: 

I write in support of establishment ofa Naturopathic Medical Board consisting of three (3) Naturopathic 
Doctors (NO), one (I) phannacist and one (I) member of the pUblic. This board is needed to assure the Alaskan 
public of safe naturopathic care complying with the regulations ofND practice in Alaska. 

Wellspring, an Integrative Medical Center, located in Juneau, Alaska, has employed a naturopathic doctor for 
nine years. Patients constantly acknowledge their gratefulness for this option. However, he has been unable to 
fully practice his profession in Alaska because there in no NO Board overseeing the totality of his practice for 
which he was educated for four years, post-baccalaureate degree. 

Please support this NO bill to improve wellness and health care for Alaskans, to increase access to ND care and 
to provide cost-effective options for our communities. 

Please contact me if you have further questions. 

Sincerely, 

C. Trollan, ANP 
Advanced Nurse Practitioner 
Owner 

2231 Jordan Avcnue • Juneau, Alaska 99801 • Phone (907)789-1812 • Facsimile (907)789-7168 

35brr------------------------------------------------------------~ 
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In support of SB 70 and HB 282 

Dear Legislators, 

There is a severe doctor shortage in Alaska. Many Medicaid patients in the state today are unable 
to find a doctor who accepts Medicaid assignment. Naturopathic physicians, who graduate from 
federally accredited medical schools with doctorate-level training, would like to serve this 
population without legal barriers. 

Some of the challenges in delivering more care for less cost can be met by expanding the scope of 
practice for naturopathic physicians, a highly trained group of mid-level health care professionals 
who currently operate under a restricted legal system. 

Consider the benefits Alaskans have enjoyed by legislating increased scope for advanced nurse, 
dental hygienists and optometrists. Chronic, and non-emergency medical, dental and vision 
problems can now be resolved without costly referrals. 

Nurse practitioners were granted prescription endorsement because they made the case that 
expanding their scope of practice would better serve. This has proven to be true. There are, at 
this time, fewer naturopathic physicians in Alaska than ANPs and therefore we have less 
lobbying power. Nevertheless, naturopathic physicians, who have been licensed to practice 
medicine in Alaska since 1986, have significantly more medical training than nurse practitioners 
(doctorate level natural medical training - whereas advanced nurse practitioners hold masters 
level degrees). 

We would like to bring our laws into line with our training. We see no controversy in this 
proposal. We are the most highly trained experts in preventive medicine. We are critically 
important in helping to change the currently unsustainable model of health care which is 
increasingly expensive disease management. 

Naturopathic physicians offer an alternative to drugs as a first choice for medical intervention. 
We will always choose safer, effective therapies (such as diet changes, or plant remedies) before 
going to drugs or riskier interventions. However. it is inconvenient, inefficient and potentially 
dangerous (because of delay in service) to refer a patient needing minor surgery or a short-term 
legend drug remedy to another doctor when we are perfectly capable of effectively providing 
these services to our patients, usually for significantly less cost. 

Thank you for your consideration to endorse SB 70 and HB 282. which "ill allow holistically 
oriented physicians, with deep and rigorous scientific training and an excellent safety record, to 
more fully serve your constituents. 

Sincerely, 

Dr. Emily A. Kane 
serving Juneau since 1995 

' .. ~ ". ' 
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Wayne Aderhold 
353 Grubstake Ave 
Homer, AK 99603 

Testimony to House L&C Committee 
March 10, 2010 
Re: HB 282 

FAX NO. 19072354008 

• I am 60 yrs old, resident of AK since '74 and utilize 
Naturopathic Physicians as my primary care providers since 
approx 1993. I see HB 282 as primarily a benefit to consumers 
like me. 

• There are currently at least 2 practicing NO's on the Kenai 
Peninsula serving many residents of both Homer and 
Kenai/Soldotna with primarY care by traveling between our 
communities on a weekly basis. 

• . There is currently a troubling shortage of primary car~ 
phYsicians both nationwide (ref Newsweek of March 81) and 
statewide (ref current legislation by AK Senate to offer 
monetary incentives to lure primary care physicians to AK) 

• Improvement of primary care is the documented solution to 
containing and even reducing overall healtheare cost to the 
community. 

• HB 282 is the culmination of many year's effort by the NO 
community and others to both increase the services provided 
by NO's and improve their governance structure (via a Board) 
with NO ADDITIONAL COST to the State. It is as close to 
perfection as it can get now. 

• Personally, I could have benefitted from both the prescriptive 
and minor surgical provisions of this bill between '02 and now, 
had it been enacted earlier. Sooner than I might like to admit, 
the Medicare provision will also apply to me. 

• There is no logical reason not to moye this bill forward 
immediately and assure it's passage during this session. 
Doing so, you will be safely increasing the utilization of these 
skilled and dedicated professionals who have already 
committed themselves to serving our community and the State 
of Alaska. Please move HB 282 forward now. 

P. 01 
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A CRITICAL SHORTAGE OF PRIMARY-CARE PHYSICIANS IS 
YET ANOTHER SYMPTOM OF OUR AILING HEALTH-CARE SYSTEM. 

AFTF..R TAhl!\lC· A MONTH TO REGROUP, 

the \Vhite House h~s Pili }u:ahh car~ 
bark at the lOp .. f its abf~nda. a~kjrlg 
Republkans for' new jdt'~\s and tryir)R' to 
r~gain momentum for old nn~t;. nU1 lasl 
wet-k's summit (';},nJe down nwsrJy to thf' 
~me old t~lkin~ points. !'\nd t~vell if flit: 
president dOC'~ m:wagt! to get !innle \'£'r­
sion of hCHlth-insurnnce ITform P;js~;t'd 

.. \. I : i ." . (', 't': i 
. , 

/: ". '. 

BY MARY <:AIIMlCHAEL 

illlht'next few months. he ann tht?COlJ..Jl­
try :lrt" ~tiJl going to he df'Olling \\1th tile 
rdatN:! ~of Arncn('3's doctor slwrt-­
:l~. Primary-PIT pOOrjams famjly dps; 
!.~nl·ral practitioners-whalc>vp.T yuu ('all 
[hem. rht'Y'Tt' thE" countris first Iinc uf 
defemjt', the onts re.spom.iLJt> for pro­
mnring f>ren:'lJtivt' care, rIDding \'\'ars 
to k(~t'p Pt'OpJP. from ~l·tting !>ick in the 

first pl.:!.c.:, ;lud thus hrinr.iJlI{ d()wn 
('{)~I .... l.hrf)ughout tht- sy~;t('m, If l'vt>rr 
:\llwrican \ .... ~nt 10 tint-' of' i b~,l' cioct(H'S 
regul:lrly, lW<l.1th-t:aI'P CCJSffi might com!"" 
dO\\l1 as much :1$ S.1i pl'~rct:nt a YC!otr. SOl\'­
inJl; $67 billion, ::H"'~{)rr!il1g :0 on,.. e:,tl' 

mafl~, Yel We uon't ha\',~ I1c~rIy f'nou~h 
docturs to make that fJ:1rp(~p., and ff'wer 
:tr~ b~i:lg proouf"t'd e,"'l'Y y(-aT. 

. 
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The ann 11'11 number of Ameri· 
can medical students who go 
into primary care baa dropped 
by more than half since 1997-
Irs hard to get on appoilrtme1t 
with the doctors who remain. In 
som. sul"\ll!yS. as lIlaIIy as half 
of prima."."".. providmi ha"" 
stopped taking new patients. 
The other half are Increaslngly 
overworked and harried. Cl.,.rty 
we.....J to find a way to Increase 
their rank&, and both the COn' 

gre!l!llonal health-care bills and 
President Obama'. reform pro· 
pasdmakemcNOllln that dIredlon. 
But those efl"or1ll 'are somewhat 

FAX NO. 190723WJlj.0 j", c:~ 

IN SOliE SURVEYS, 
AS MANY AS HALf 

OF PRIMARY-CARE 
PROVIOERS HAVE 

STOPPED TAKING 

;i:':. the N&UoIWJ Health S~'rvil!e 
Corps, which pays b.,d loans and 
hands out scholarships and sti· 
pend. in ,",chang<' for a few l""""" 
of service in rural areas, where 
the shortage of primary·care pro· 
viders is most acute. Oboma and 
the Senate have both called for 
an expansion of the program in 
their proposals for reform, which 
has already received $~oo mil· 
lion in stimulus funds. Several 
new medical schools, includ· 
ing ""me that focus on primary 
care, have also recently opened. 
But all those changes may not be 
enough to fill the g:>p. "We need 
more than b.'\lf of doctors in thi! 
country doing primnry care,· 
says Hams Berman, interim dean 
of the medical ochool at Tufts. 

limited, and a more comprehen· 
sive solution could be thwarted 
by the same thing thaI's stalled 
the rest of health·care refOl"Ill so 
far, polilics. 

The reason behind America's 
doctor gap Is a IDlltter of money. NEW PATIENTS. '11's a biggo!r problem than we can 

solve with programs like ours, H 

So what else can be done? 

( 

The average iDeOln. In primary 
care i. somewhere in the mid· 
'100,000., which sounds like a lot but 
is I ... than balfwhat specialists such as 
radio)ogista and dermatologists make. 
Given that doctors may graduate with .s much :IS $~oo,ooo in mod ·school 
debt, it's easy to see why primary care 
started hemorrhaging recruJts more 
than a decade ago and wby radiology 
and other weD'paid, high-tech special· 
ties look OfT in popularity. 

The fteld has since entered a vicious 
cycle. As fewer people havl! "Dtered pri. 
!'nary care, the doctors who are left have 

Ii been fol'C<!d by tight schedules to short· 
. ~ change SOJrJe patients, forgoing the long. 
: ~ meandlOlillg chats that used to be • big 
. ~ part of checkups in favor of IS-minute, 
,i checklist·style appointml!rlts. The close !: relationships that grneral practitioner. 
: J once had with patients drew many ideal· 
,~ istic students into the field. Now recruit· 

1 
~ era face an extra·tough sell: they have to 

, Ox ronvlnce bright }'Olmg would·be does to 
! pursue. career that won't pay very well 
if and won't be ;'ts mlotionaUy fulfilling 
:... as it once W:1S. 

I. 

I 
! 
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How can schools entice more aspiring 
doctoro into primary "",""1 The Tufts 
University School of Medicine, to take 
One example, offers a $2S,OOO-per'year 
acllo1arshlp for med students who agree 
to work in primary-care practices in 
rural Maine for much of their training 
period. Students on this Maine Track 
start shadowing doctor. on the third 
day of orientation. This year's program 
drew 257 applicants fur just 36 slots. 

The problem with the Maine Trark is 
that it doesn't actually ""luire med stu" 
dents to enter primary care after they 
graduate. It can't, SOY' Peter Bot .. , chief 
medical officer.t Maine Medic.1 Center. 
which jointly administers [he prog:ram 
with Tufts. "If you're a bright kid witll 
n great future, ht'"iug :old you havp. tv & 
:I family phyr.kian in rura.l Mai..nt" --t'ven 
if that'~ what you want 10 dQ f no\\'j- -
might strikt:' you as rftllfining," Bate-~ 
says. ""\thy \wJlIld you dose down your 
opportunities?" 

Thl"r"e aJ'(" dozrm; IJflr.lintng prog-r;..mls 
like Tuns's around Iht" ("f"Hlmrr, ~~ well 

Lately, _orne policymakers hove 
argued that instead of having 

a primary-care doctor, more. people­
especially young, healthy patients with 
Simple medical needs-should see a 
nurseorpbysician .ssistantwho admin· 
isters routine care and kicks more COm­

plex problems up to 3 doctor wh .... the)' 
ariBe. "If you're just coming in to have 
your blood pressure checked and your 
pulse taken, you reaDy don't need to 
See a doctor:, and you might not need to 
~ a nurse, eithtT," says DAvid Barrett, 
prL'Sident and CEO of the Lahey Clinic 
in Burlington. Mass. "There are three­
stripe military sel"gt"ants with two-year 
degrees who can provide el:celJent pri· 
nmry care. There's 3bsolutP.fy no n'ason 
10 force an prirtlarr~care providers 10 

h,lVt' an M. D." 
ThP Lahey Clinic b n.n ·'infl'r.rakr! 

grolJp practicl'" -- onf' of r'w 1C'J.n:nviJrk· 
(Jrienttod .urg-• .IlJi:l.:l.liOIlS, like th~' :vJayo 
('linic ,1.nd rhe Ch:\'t~);md Clin.ie, that 
havt" beell lautlt-d for currmg {"osts aflO 
diminnting VI'a5h~ in flip. h~alth :>~'~tpm. 

In its fJrint:lry-('a~ s.ervict" a "fP;lm 

(>:Ipra.in" physieiolIJ sUlwrvi~::; nurseS, 

I 
Ii 
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PAs, and other health-care profession· 
als who perfonn tasks like checking 
blood pressure but don't necesSArily 
make (annal di3gnoses on their own. 
The problem with taking this approach. 
nationwidt is that nurses and PAs are 
oubject to the same economic fon:rs that 
drive medical students. Almost hnlfof 
curteot oun;. practitioners and physi· 
cian .ssi5tants work in speOa1ty prac' 
tlees, where the money is, Then Ibere'. 
the tact that the country already has • 
nuning shortage, How are nurses going 
to repla'" doctorsiflberelln'll't enoU£h 
nurses to begin with? 

There" 00. more group of people, 
foreign medical graduates, who could 
theoretically fill in for. the mlssing 
primary·care provid ..... The trouble is, 
they're already doing ·that. M011! than 
a quarter of prinlary''''''''' doetors cur­
rentiypnu:dcingin Ibe Unih!d States havoo 
golten thriT cUplornns abroad. InereaB­
ing thM numbers _uld be problematic 
fur both the left twhich ml&ht object to 
poaclJln,c d«tm'S from developing COun­
tries that need them) and the right (whXh 
would surely object to recrtUtjng non­
Americans 10 do ajob!hat reliably pulls 
in six fi~ especlaDy when unem­
ployment i. high). 

news for p~ri'~c.a.J·e docs: rn(.tS,l of the::­
phY!:i.idans on the ('ommittee that sets 
the reinmUr.if'ment rat~ are speciilists. 
Medicare-and, consequl'ntly. priv3te 
insurance-doesn't reimburse prirn3.ry­
csre doctors as lavishly as it does their 
more specialized counterpans. That's why 
Primary·care incomes are relatively Jow 
in thelirst pl,c •. 

Changing anything about the way 
prirn3.ry-care providers are paid wiU be 
immensely complicated. For one thing. 
rural doctors sometimes perform spe­
ciali.edpro<edures because no one else 
is 3V1Il1able-would they still qualily for 
a r:ris.'! And then, what exactly consti­
tutes a task that should be reimbursed? 
For a high-tech specialist, this Is often 
dear-cut: each scan or <hemical test 
counts. But what about all the things 
primary-care doctors do that don't 
invel"" technology1"You don't get pa;d' 
to talk to peep/eand teD them to stop 
_oking. Nobody values my time to 
do that,· says Joe Gravel, a family phy­
sician lwd chkf medical o1IIeer at the 
Greater Lawrence Family Health Center 
in Mas,;.,chuselts. "They'U pay for the 
lung transplants, but they woo't pay io 
prevent 50 people from needing them.· 

j' O~ 

In)anuary. ML-ditarc raised reimburse­
m~nt rates for some primary-care ser­
\'icesby about 4 pl!1'C',mt. aud ifS payment 
committee wiD call for another small 
increase this week_ That's a good start, 
soys Lori Hein!, president of the Ameri­
<an Academy of Family Physicians, but 
"if you're talking ahout changing the way 
students view primary care, it needs to 
be more IikI> 2S percent, and that'. on the 
low side.· Both the Hou., and Senate 
"'fonn bills also include a slight increa.., 
in primary-oare paym'nts-;; and 10 per­
cent, respectlvely. 

To fund weh a pay raise, Congress 
would either bave to spend more Inoney 
on health c>re or pinch some from the 
8Jlecialists hy lowering their pay rat ... 
Thefirststr.ltegyisclearlycon~­
no one wants to increose health'tare costs 
further. The second. budget-neutral 
strategy is hound to tick o/fthe spectal· 
ian;. Peter Mandell, a .pokesman for the 
Ameri""" Academy of Orthopaedic Sur' 
goons, sent a clear messall" last year whtn 
the Medicare reimbursement committee 
suggested. 10 percent shift in paymento 
toward primary-care docs and away frotn 
specialists. Telling Tbt: New Yont ~that 
his group had ". problem" with the idea. 

Inevitably, then, tho solution to 
the primary-care crisis is going 
to have to involve something 
simpler: paying primary-eare 
providers more, so as to draw 
more bright young physicians 
into the field At least it sounds 

ONE GROUP THAT 
Mandell added, "If there'. les. 
money for hip and knee rep1oce­
ments, fewer-oflhem willho done 
forpeap). who need them." It'S a 
short step from his polite, reason· 
abJe statement to rallies over the 
sp.cter of rationing. 

simpler. But even this turns out 
to be maddeningly complex. 

Most primary-care doctors, lib 
aU other physicians, are paid bit 
by bit for each medical task they 
p<'rfurm (unI .... they work s0me­

where like the Lah"Yor tho Mayo, 
which pay set annual salaries). 
Private itlSW"ml decide how much 
Ihey11 roimbune docs for each 
t.sk parIly by looking to Modi­
""",'s policies for Gllidance. ~­
care, in rum, makes its decitiions 
hy committee. Her~ is the bad 

\ 
J t 

COULD THEORETICAllY 
FilL IN FOR THE 

MISSING DOCS: 
FOREIGN MEDICAL 

GRADUATES. 

So here is the fundamental 
dil= of the primary-care cri­
sis; One of the soJutio~ with the 
btost chance of working is politi-
t:allyunpalarable, and e\'f~n those 
who support it admit it's:} hll.TP~U­
cratic ni~hI0l3rt'. But withollt it, 
we may bt~ heading fnr :m eN'1l 

h~cr difisntlT th~f nuboriy wants. 
Dot's this svund fillllili .. r? Thl' 
('U(p for primary rare, it' tarns 
(JUt. is- lJltimat~Jl g.)illt'. [I) he tht~ 
:~;trut' lhing that's ncedt,o to fix 
th,' r~5t of tht> hpahh·carc~ ~y~. 
tern: p,ditic;ll \-vilI. 
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Please add to file on the bill. 

Rep. Cathy Munoz 
Friday, January 29,20101152 AM 
Kendra Kloster 
FW: HB 282 

From: jacqui yeagle [mailto:jacqui_yeagle@yahoo.com) 
Sent: Friday, January 29, 2010 8:52 AM 
To: Rep. cathy Munoz 
Subject: HB 282 

Dear Rep. Munoz, 

Alaska experiences a critical shortage of primary care physicians, yet excludes naturopathic physicians from 
providing care at the level of training and skill they have acquired. Expanding the scope of care provided by 
these licensed health care practitioners will increase the supply of primary care providers in Alaska. It will also 
ensure that Alaskans have the opportunity to receive medical care from their provider of choice, and possibly 
help reduce overall health care costs. I support HB 282 and SB 70. 

Thank you, 

Jacqui Yeagle 
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Subject: 

Rep. Cathy Munoz 
Tuesday. January 26, 2010 101 PM 
Kendra Kloster 
FW: HB 282 - expand access to naturopathic medicine this session 

Please add to file on naturopathic bill 

From: Juneau Montessori School [mailto:montessori@acsalaska.netj 
Sent: Tuesday, January 26, 2010 10:25 AM 
To: Rep. cathy Munoz 
Cc: dremilykane@gmail.com 
Subject: HB 282 - expand access to naturopathic medicine this session 

Dear Cathy, 

I am writing in support to expand access to naturopathic medicine in Alaska. Companion bills SB70 and 
HB282 

Alaskans deserve to have access to the services of a variety of licensed health care practitioners. I believe 
that in the many areas of the State where primary care medical doctors are scarce or overextended, having 
access to other types of qualified and licensed primary care professionals, including naturopathic physicians 
will be of great service to those people. 

It has been our family's experience that naturopathic care makes sense. After being diagnosed with arthritis by 
medical doctor and prescribed expensive pharmaceuticals with a long list of side effects, that I was expected 

.u take for the rest of my life, I decided to seek naturopathic care. The treatment included mainly changes on 
my diet and lifestyle; which, in a short period oftime, reduced significantly the symptoms and improved my 
overall health. I did not need those pharmaceuticals any more. Other chronic illnesses I suffer since I was a 
teenager have been successfully managed by alternative medicine. So far I have avoided surgery my medical 
doctor anticipated 20 years ago. Since then, my two children, now 18 and 14, have mostly been cared by 
naturopathic and other alternative care professionals, who have worked with our family to promote wellness 
and prevent diseases that run genetically through our family, such as diabetes and heart disease. 

Please ensure that the Alaskan people have freedom of choice in health care by allowing naturopathic 
physicians to be recognized as primary care physiCians by the US Department of Labor and update outdated 
laws in the State of Alaska to allow them to create an Alaska Naturopathic Medical Board; allow Medicaid 
patients to access naturopathic care, and support continuing medical education. 

By recognizing naturopathic physicians the State would also increase the supply of primary care providers and 
reduce overall health care costs. 

Thank you for your continued support for children and families in our State. 

Lupita 

LUPITA ALVAREZ 
401 F Street 
Douglas, AK 99824 

107) 364-2334 
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Statement Supporting SB70 and HB282 

I am testifying as a consumer of health care. For the last 25 years, the 
primary health care providers for my family have been naturopathic doctors. 
We have been successfully treated for numerous ailments, including sinus 
infections, earaches, urinary tract infections, and insomnia. I have worked 
with a number of naturopaths and have found them all to be extremely 
competent and highly professional. 

As far as I am concerned, this legislation should be completely non­
controversial. Every other state on the West Coast has a Naturopathic 
Board. Naturopaths are highly trained health care providers whose focus is 
on wellness, education and prevention. It seems to me that this is exactly the 
kind of health care that we need more of. 

I have heard that some members of the medical community are concerned 
that ND's might practice outside of their area of competence. I think this is 
a red herring. There is no evidence this has been a problem in other states. 
And I am not aware that it has been a problem in Alaska either. 

I can tell you from my own experience that the NOs I have worked with are 
well aware of their limitations, and have referred me to other providers when 
that was appropriate. 

In fact, a few years ago, I came back from a trip to Africa with a bad case of 
what I thought was traveler's diarrhea. I had been staying in a place with 
notoriously bad water and had gotten the runs from drinking the water 
earlier in my trip. 

After several days, I wasn't getting any better and was experiencing 
alternating fever and chills. It was a naturopathic doctor, Emily Kane, who 
recognized that I might have something more serious. So she came over to 
my house during her lunch hour and drew my blood and sent it away to be 
tested for malaria. It came back positive the next day. 

I went to Bartlett hospital and ultimately ended up at the University of 
Washington Hospital in Seattle to be treated for a nasty case of cerebral 
malaria. It was because of Dr. Kane's alert intervention that I was diagnosed 
with a life threatening condition in time to be successfully treated. 
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Two things about this. Number one, it illustrates the highly personalized 
form of medical care that is typical of the naturopathic profession. How 
many doctors do you know who make house calls? Yet Dr. Kane is not the 
first naturopath to make a house call at my house. 

Number two, it is an example of a naturopath making a correct diagnosis and 
referring a patient to appropriate care. Dr. Kane did not suggest that I treat 
my cerebral malaria with colloidal silver or wormwood. She urged me to go 
the hospital and get treated. And when it turned out that Bartlett hospital did 
not have the appropriate drugs or expertise to treat my condition, I was 
transferred to the University of Washington, where I had the good fortune to 
be treated by one of the leading malaria experts in North America. 

ND's clearly have a role to play in our health care system. They are primary 
care providers who can treat many ifnot most of the common conditions that 
people go to a doctor for. The care they provide is personalized, cost 
effective, and prevention oriented. 

Perhaps most important, it is focused on individuals taking responsibility 
for their own wellness. I firmly believe that we will never get medical costs 
under control until we acknowledge that all of us need to start taking better 
care of ourselves. Helping people do this is one thing NDs do best. 

I urge you to support this legislation. 

David Ottoson 
212 West Ninth Street 
Juneau, AK 99801 
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Alaska Pharmacists Association 

March 8, 2010 

Re HB 282 

The Alaska Pharmacists Association represents Alaska Pharmacists, technicians. and others 
interested in improving medication use and advancing patient care. Alaska Pharmacists 
Association members provide care in all practice settings. including community pharmacies, 
hospitals. long-term care facilities, community health centers, managed, care organizations, 
hospice settings, and the military. 

The Alaska Pharmacists Association (AkPhA) would suppert the establishment of an Alaska 
Naturopathic Board with the purpose of regulation of the practice of the Naturopathic Doctors in the 
State of Alaska. We appreciate the inclusion of pharmacists in the development of the Naturopathic 
Board. 

AkPhA appreciates the rigorous education and training many Naturopath Doctors have completed. We 
also understand that all Naturopath Doctors do not complete the same level or quality of training. Our 
hopes are that the development of a Naturopathic Board would develop standards for Naturopathic 
practitioners wtthln the State of Alaska, induding post graduate residency training and mandatory 
continuing education. AkPhA does not view naturopaths as'an alternative to allopathic health care 
providers, but an addition to traditional practice. Naturopathic medicine is not meant as a replacement 
in areas where health care providers are of short supply or where there are not physician& accepting 
Medicare patients. . 

Finally. prescripbon endorsement regulations need to be developed in extensive detail beyond what is 
described in HB282. AkPhA, with the aSSistance of the Board of Pharmacy, is willing to open a dialog 
concerning prescriptive authority guidelines for NaturopathiC Doctors. 

Respectfully, 

p~_~~~U'-
Barry Christensen, RPh 

Co-Chair, Legislative Committee 
Alaska Pharmacists Association 

E-mail: akphrmcy@alaska..net 

203 W. IS" Ave., Suite 100. Anchorage, Alaska 99501. (901) 563-S88O. (907) 563-7880 

tB/Hi! 39\1d A8I1W~Hd aNlllS r L8 tSSz:GLB6 B£:£1: 91131:/69/£B 
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F.M.H'/D.C. MEDICAL STAFF' 
FAIRBANKS MEMO"'A"- HOSPI'J'AL/DENAU CENTER 

1650 COWLES S"rREE1' 

FAIRBANKS, ALASKA 99701 

March 5, 2010 

Via Facsimile: /907) 465-2273 

The Honorable cathy Munoz 
Alaska State Legislature 
State Capitol, Room 409 
Juneau, AK 99801-1182 

RE: H8282 "An Act Relating to Naturopaths" 

Dear Representative Munoz: 

As Chief of Staff of Fairbanks Memorial Hospital, I appreCiate the 
opportunity to present my concerns and the concerns of our medical staff 
regarding House Bill 282, which would give prescribing rights to 
naturopathic physicians. We are convinced that naturopaths do not have 
th e training or the expertise to safely and effectively prescribe medications 
to the public. 

Medical Doctors and Osteopathic Doctors spend a minimum of 7 years in an 
intense academic environment (including both Medical School and 
Residency) learning both the art and the science of mediCine. This process 
includes, but is certainly not limited to, learning both when to use and when 
not to use medications in an appropriate manner. Though the use of 
medicines is just one piece of an enormous therapeutic armamentarium, it 
is not a piece that can easily be mastered without the rest of the fund of 
knowledge that is involved in the intense training that MDs and DOs 
currently undertake. Though medications have a tremendous ability to 
improve the lives of the patients that we care for, they also have equally 
profound ability to cause harm. 

ThiS letter is not meant to serve as an attack on the naturopathic profession. 
There are many health professionals in addition to naturopaths, such as 
chiropractors, phYSical therapists, acupuncturists, and others, who prOVide 

·1· Fwe 907..458-5324 

.Ld3G A8N39Cl3W3 HW" ESSS-8SP 
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benefit and ~are to the health of the publi~. However, we do not believe that naturopath~ possess 
either the training or expertise to prescribe medications in a safe and effective manner for patients. 

Thank you for your time. 

Please feel free to contact me at any time. 

Since~:-=~ 
~ 

Michael R. Burton, MD 
Chief of Staff 
Fairbanks Memorial Hospital 

-2-
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Banner Health 

1001 Noble Street 
Fairbanks, AK 9970 1 
Phone 907-459-3500 
Fax 907 -459-3583 
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Tanana Valley Clinic 

Representative Olson, 

We, the Board of Directors at Tanana Valley Clinic, are writing in opposition of House Bill 282. 

While we find the specific treatments that naturopathic doctors provide patients valuable, we 

do not support any expansion of a naturopath's scope of practice, specifically the designation 

as a 'primary care physician.' 

HB282 proposes that naturopaths are allowed to write and administer prescriptions, perform 

minor surgeries, and enable full primary-care practices for naturopathic doctors. However, it 

does not take into account the distinct differences between the education and training of an 

MD or DO, and a naturopath. This new bill would allow naturopaths to practice well beyond 

the scope oftheir education. To earn his or her degree, an MD or DO must attend a rigorous' 

fo'ur-year medical school, perform a required 3-5 year residency, oftentimes.complete a 3-5 

year fellowship, and pass multiple boards; a naturopath completes a four-year program at a 

naturopathic medical college - many of which are offered online - and passes a licensing exam, 

with an optional residency program for a specialty. The difference between these two 

educational backgrounds is distinct, in both quantifiable time requirements and practical 

experience. Allowing the recipients of both degrees to practice under the same title - 'primary 

care physician' - is not only inappropriate but erroneous. 

This bill also puts forward a state-authorized prescription endorsement; it is our opinion that 

this is not in the best interest of patients. Sixty hours of pharmacology education is not a 

sufficient amount of training to earn prescribing rights, and will allow naturopaths to practice 

beyond their scope. Many states whose licensed naturopaths have prescriptive rights limit 

their abilities (see attachment). We believe that these limits are indicative of proactive checks 

and balances that recognize naturopaths' lack of prescription training, and prevent them from 

causing potential harm to patients. These limitations should be considered before granting 

Alaska's naturopaths prescribing rights under HB282. 

Alaska may be facing a shortage of primary care physicians, but filling these positions with 

under-qualified naturopaths is not the answer. Patients in Alaska have a deserved expectation 
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Tanana Valley Clinic 

that when they visit a 'physician: they are being seen by someone with extensive medical 

training and expertise, Ultimately, the training received by both bodies of providers is not the 

same; allowing naturopaths to have prescribing rights, perform minor surgeries, and be called 

'primary care physicians' would allow them to practice beyond their scope, endangering 

patients and devaluing MDs and 005, We strongly urge you to consider our concerns, and 

oppose HB282, 

Sincerely, 

",~4: ~"1= "'t"tK::) 
. Mishelle Nace, MD 

" " Chairm~?;_~ 
Cr/~~~_, '., 
'. TOdd~strantl DO 

"'. Board ,Meniber 

~,,;. 3-i~lvl.1) 
J. Timothy:Foote, MD 

Board 'Member- .. 

James Shill, MBA 

CEO, Tanana,Valley Clinic 

,/} 
//, /~ Cr.u,) , 

'cia·ifriP,ehorn, DO ' 

, B071t:etLA ~~ ... 
Hunter Judkins"tJVID 
CMO, Tanana j~lIey Clinic 

, ,t 
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Assuring Safe Naturopathic Medical Practices for Alaskans 
Appendix D: States' Prescriptive Authority and Minor Surgery 

Scope for Licensed Naturopathic Doctors 

Rx Minor 
Authority~ 

I II III rv V 
No No 

Controlle~ Snbstances Act SChedules2_j Surgery 

-- - x x ?' ---;:- T Yes _____ Arizona Yes 
yes' California ~ x x x , Yes ------ .--. 

! Connecticut 
I 

No Yes 
- -

Hawaii No No - -

I 
Idaho Yes I Yes - -
Kansas Yes ___ 

-- No - --
Maine Limited' Yes -
Montana Yes x x Yes ---
New Hamp~ire Limited , No 
Oregon Yes x x x x Yes - -
Utah Yes Yes -

Limited' 
--

Vermont ,x x No "---,. 
Washington DC In Progress In Pmgress 

-
Washington State Yes x x Yes - I, " -".'.-- . 

I Puerto Rico No No 

I Prescriptive authority is the ability to prescribe controlled substances as identified in schedules I-N of the 
Controlled Substance Act (21 USC, Sections 801-971). Maine's law refers to the "legend" and "non­
legend" classifications of the official United States pharmacopoeia, rather than to the Controlled Substance 
Act. "Legend" drugs are those for which a prescription is req1tired by federal law. In 2005, Washington 
State added some schedule 3-5 drugs to "legend" drugs that natuIopathic doctors may prescribe. 
2 The schedules of the Controlled Substance Act are available on the US Drug Enforcement Agency's 
website at www.usdoj.gov/dea/pubs/scheduling.html. 
3 Pursuant to California Code §3640.5, NDs may only prescribe controlled drugs under the supervision of a 
medical doctor. 
" In Maine, NDs are permitted to prescribe "non-controlled legend drugs" only after a twelve-month period 
of review by an allopathic physician, Such drugs may only be from the following categories: homeopathic 
remedies, vitamins and minerals, honnunt:sJ local anesthesia and hnmunizations that are designated by rule. 
S Vermont only allows NDs to prescribe only testosterone from schedule III and codeine from schedule IV. 

Sources: 
Burnham, Legis/ative Research Report #05.074, 11612005, pg. 5 

Hough, Dower & 0 'Neil, Portrait of a Profession: Naturopathic Practice, Center for the Health 
Professions, UCSF, 912001, pg. 27. 

SB 1158, State ofldaho, 58"' Legislature, 2005. 

HB 1546, State of Washington, 59"' Legislature, 2005. 

AKANP White PaperStates' Prescriptive Authority and Minor Surgery Scope Page 1 of 1 
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The Honorable Sean Parnell 
Governor of Alaska 
Post Office Box I I 000 I 
Juneau AK 9981 1-000 I 

STATE OF ALASKA 
DEPARTMENT OF 

COMMERCE 
COMMUNITY AND 
ECONOMIC DEVELOPMENT 

Division of Corporations, Business and Professional Licensing 

I March 2010 

Sean Parnell, Governor 
Emil NOt/i, Commissioner 

Lynne S ml/h, Director 

Governor Parnell, the Alaska State Medical Board urges you and your colleagues in the legislature to defeat House Bill 282 
that creates a "naturopathic medical board" and gives certain rights and recognitions to naturopaths in Alaska. 

In a recent Alaska State Medical Board meeting. board members were unanimous in their strong opposition to the 
proposed legislation for a variety of reasons. 

The principles of naturopathy are based on the belief that the body is self-healing, that the patient's "vital force" is restored 
by ridding the body of "toxins." As SCientists, we find this simplistic approach to human ailments to be in direct conflict 
with the science-based knowledge of body physiology and pathology as taught to medical physicians (M.D.s) and osteopathic 
physicians (D.O.s). The danger of this approach is that patients with serious diseases will rely solely on the treatments 
provided by practitioners of naturopathy ignoring the treatments proven to be safe and effective by a science-based medical 
physician. All forms of naturopathic education include concepts incompatible with basic science, and do not necessarily 
prepare a practitioner to make appropriate diagnosis or referrals. 

In 1968, in a report entitled "Independent Practitioners under Medicare," the United States Department of Health, 
Education, and Welfare concluded: 

"Naturopathic theory and practice are not based on the body of basic knowledge related to health, 
disease, and health care which has been widely accepted by the scientific community. Moreover, 
irrespective of its theory, the scope and quality of naturopathic education do not prepare the practitioner 
to make an adequate diagnosis and provide appropriate treatment." 

Doctors of naturopathy, unlike medical and osteopathic physicians, are not required to obtain a minimum level of education 
that includes a bachelor's degree before entering into school to become a naturopath. There is little requirement for 
pharmaceutical education beyond the "natural" products typically used by naturopaths. There is little to no training to 

perform surgical procedures. And yet. naturopaths want to be allowed to perform surgical procedures and to prescribe 
medications for which they have received little or no education or training. 

In a paper entitled "Naturopathy: A Monograph," Kimball C. Atwood, MD, Massachusetts Medical Society for the 
Massachusetts Special Commission on Complementary and Alternative Medical Practitioners, April, 200 I, wrote: 

"licensure offers regulation to protect the public. Regulators must hold health professions to a very high 
standard, since considerable damage can occur as a result of treatment by incompetent practitioners. To 
be considered a health profession, an occupation must be able to demonstrate an objective, scientific, and 
ethical basis. Naturopathy fails to meet this standard. II 

PO Box 110806, Juneau. AK 99811-0806 
Telephone: (907) 465-2550 Fax: (907) 465-2974 Website: www.commerce.state.ak.us/occ 
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Governor Sean Parnell Page 2 March 1,2010 

We are also very concerned with doctors of naturopathy being allowed to call themselves ·'physician." The title of 
physician has been historically reserved for medical doctors and osteopathic doctors. To permit others to use the title will 
serve only to confuse the public into thinking they are receiving care from someone whose education equals that of a 
medical or osteopathic doctor. We urge you to reject this attempt to grant greater recognition to the practitioner of 
naturopathy profession that it is due. The public will not be served. 

As the regulatory body entrusted with the responsibility for the licensure and discipline of physicians in our state, it is our 
opinion that the education and training attained by those who practice naturopathy does not prepare them adequately in 
modern pharmacology nor are they suffiCiently trained and skilled to perform surgical procedures. Contrast the four-year 
education received by the naturopath consisting of two years of didactic training and two years of clinical training against 
the typically eight to twelve years of education and training received by allopathic and osteopathic physicians. 

While some would give the impression that naturopathy is a widely accepted and approved form of health care, only 20 
states license naturopaths in this country. Many of those 20 states do not permit naturopaths to prescribe controlled 
substances or perform surgeries. 

Naturopaths are currendy licensed in Alaska. They are regulated but there is no formal, appointed board that provides 
oversight. With the predominance of remote practice and the lack of on-site supervision or support. it would not serve 
the Alaskan public well to be in the lead for states to expand the scope of practice for other health care practitioners. In 
fact, the board believes that the safety of our patients would be at risk. 

In the best interests of our patients, we urge you, Governor Parnell, and our legislators, to defeat these bills. 

On behalf of the members of the Alaska State Medical Board, and all physicians in the state, thank you, sir, for your support. 

xc: Members, Alaska State Senate 
Members, Alaska State House of Representatives 

H:IWordIMar-20 I 0lHB282 - Naturopathy.doc 

Jean M. Tsigonis, MD, Chair 
Alaska State Medical Board 



3606 

1. Concerns over the unintended consequences of applying the term "Physician" 

a. Quick internet search shows the term "physician" is used 238 times in current 

law. I would like to know what affect applying "physician" to naturopath's has on 

current laws? 

b. Understanding is currently Medicare will not pay for naturopaths. We have a 

shortage of physicians that accept Medicare. This committee just passed a bill to 

provide incentives to "physicians" - will that bill now apply to naturopaths? 

Concern is that we may lose the impact on our Medicare problems. That is just 

an example. Believe a thorough examination of current law needs to be done so 

we know all effects. 

2. Concerns over patient protections. 

a. Is there a difference in the standard of care determination between a 

naturopath and physician? Standard of care being the threshold question for 

liability as to whether the physician acted negligently. 

b. Is there a difference in liability insurances or are they exactly the same? Can we 

get someone to discuss the different insurance requirements for physicians and 

naturopaths and what that means for patients? 

c. Do we have an attorney from legislative legal that can explain the standard of 

care that will be required under this bill? If a physician performs a minor surgery 

or a naturopath will it change the legal standard of care that a court will look at if 

something was done improperly? Same question on a miss-diagnosis that 

prescribes medication - are the standards of care the same? Are naturopath's ok 

with being judged under a "physician" standard of care? Why not? 

d. Believe we should get a memo from legislative legal that fully outlines what differences 
there are for patient protections or recommend this go to Judiciary. 
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April 1, 2009 

Testimony by Patrick Neary, ND to the Alaska Legislature House of 
Representatives', Health and Social Services committee. 

Honorable Representatives, thank you for making time in your busy schedules to hear from us on 
House Bill 282, a bill relating to Naturopathic Doctors. 

This bill will increase choice and access to safe natural healthcare services for the Alaskan people. 

I am Dr. Patrick Neary and I present today in support of passage of House Bill 282. I have lived in 
Juneau with my family for the past 15 years and make my livelihood in service as a Naturopathic 
Doctor. I work at the Wellspring Clinic in collaboration with three Advanced Nurse Practitioners. 

As you know, NOs have been licensed to practice as independent primary care doctors in Alaska since 
1986. 

House bill 282 is a clarification of our Naturopathic licensing statutes. It brings Alaska up to the 
current standard of Naturopathic medical care offered in the other licensed States. 

House bill 282 provides Alaskan families with increased access to care and increased freedom of 
choice in their health treatment while at the same time increasing safety and oversight of our 
profession. 

The provisions of this bill allow for inclusion of Naturopathic Medical services in the Medicaid 
(Denali KidCare program), aligns the prescriptive authority ofNaturopaths in Alaska with the national 
norms for licensed states in keeping with our medical training. This bill also creates a Naturopathic 
Medical board to protect public safety through regulatory and disciplinary powers. 

Shortage of Primary Care Providers in Alaska 
It is no secret that there is a shortage of primary healthcare providers nationally and particularly in 
Alaska. Primary care providers act as the medical home for patients. The provider patient relationship 
aims to improve patient health and avoid the life and financial costs of chronic disease and expensive 
unnecessary emergency room treatment. 

There is a shortage of providers even here in Juneau. Currently in Juneau there is only one medical 
clinic accepting new adult patients and the wait is reportedly three weeks for a first appointment. 

In Alaska, there are now approximately 40 Naturopathic Doctors licensed as primary care providers. 
The average length of practice of the NOs in Alaska is 10 years. We are seasoned care providers, who 
stand ready to assist with the current unmet need for primary health care. 

Will this bill solve the primary care shortage? No. However for patients and families who chose a 
more natural or alternative approach to their health care, HB 282 provides Naturopaths with a safe and 
cost effective scope of practice to offer patients. 
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Although prescription medication will seldom be our first offering, HB282 allows Naturopaths to 
prescribe or adjust the dose of prescription medications without a patient having to wait and reschedule 
with a medical prescriber. This time savings will alleviate physical and financial suffering. 

Our inclusion in the Denali Kid care program will allow low income parents of children with chronic 
health problems access to Naturopathic diet and lifestyle information which may improve the health of 
their child for a lifetime. 

There is resistance to allowing complete scope of practice for all midlevel 
providers. 
The passage of this bill is a free market solution to availability of health care in Alaska. In a capitalist 
society competition is a good thing. It provides freedom of choice, improved quality at lower costs. 

However, professional medical trade unions oppose competition with their monopoly status. They are 
fighting legislative efforts to complete licensing of midi eve I providers across the country. 

The American Medical Association has sent this legislature, copies of its Scope of Practice Campaign 
document against Naturopathy. This document has out dated information and is part of a National 
campaign to thwart the free market competition from 15 classes of midlevel medical practioners. 

The American Medical Association and its state medical associations in 2009 have fought to limit the 
scope of practice legislation of midlevel providers in more than 150 state legislative efforts. 

As you can see on Attachment I, across the country the AMA's Scope of Practice Campaign efforts 
sought to restrict or deny licensure to 15 classes of midlevel providers. Acupuncturists, Advance 
Nurse Practitioners(26), Audiologists, Chiropractors, Dentists, Midwives, Optometrists, Pharmacists, 
Physician assistants, Physical therapists, Podiatrists, Psychologists, Naturopaths (I5), Speech 
pathologists, Surgical assistants These midlevel providers have moved for legislation that allows them 
to practice to the full extent of their training and expertise. 

All of these providers have had their practice licensing efforts targeted by the AMA to fail because 
they are not in the interest of the AMA members. 

Medical dissatisfaction with its own practice 
During the same timeframe, in the Fall of2008 a representative survey of 12,000 Medical Doctors by 
the Physicians Foundation painted a grim picture of primary healthcare. This survey was reported 
nationally and in the Fall 2008 Heartbeat, newsletter from the Alaska Medical Association. 

This survey found that 78% of doctors believe there is a shortage of primary care doctors. 49% of 
Physicians (> 150,000 doctors) said that they plan over the next three years on reducing the number of 
patients they see or stop work altogether. 33% have closed their practices to Medicaid. 45% would 
retire today if they had the resources. 60% of doctors would not recommend medicine as a career to 
young people. 

According to this the primary care shortage is going to become a lot worse. 

Maybe the service provided by the all of the trained midlevel providers mentioned above would reduce 
our growing shortfall in primary care if given a chance. 
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Naturopathic scientific medical education 
Medical doctors claim that the education that Naturopaths receive is not scientifically and clinically 
adequate to allow competent clinical practice. This is patently wrong. 

The current educational standard for a Naturopathic Physician is a 4 or 5 year doctoral program of 
basic and clinical medical sciences on top of a Bachelors degree. My Bachelors of Science degree is in 
Chemical Engineering from the oldest engineering school in the Nation, Rensselaer Polytechnic 
Institute. 

I can personally attest to the rigor of the sciences required in the Bastyr Naturopathic Medical School 
from which I graduated in 1993. Many of our basic science and clinical instructors were PhDs and 
MDs who were also on the teaching staff of the University of Washington, Medical School or had 
taught at other regular medical schools. All of the modem Naturopathic Medical colleges are 
regionally and nationally accredited by appropriate governing agencies. 

Attachment 2 is the curriculum of the Bastyr University. This represents the current National standard 
of the four year study of science based natural medical care leading to an ND degree. The first two 
years encompass approximately 1400 hours of modem basic and clinical diagnostic science. Of note is 
the 55 hours of class time in Pharmacology. Specific instruction in pharmacology and prescribing are 
also presented in each specialization course. Please note that none of the course hours of natural 
medical nature and none of the third and fourth year hours are included in the above total. 

Attachment 3 is the two year Masters Degree curriculum from University of California, San Franciso. 
This degree qualifies Advanced Nurse Practitioners in Alaska to practice independently with full 
prescribing rights. The pharmacology class work for this degree is in the 40 hour range. Please note 
that the total graduate educational hour requirements of the Masters degree Advanced Nurse 
Practitioners are approximately half of those required for a Naturopathic degree. 

Advanced Nurse Practitioners are independently licensed and provide safe, cost effective primary care 
in Alaska. Attachment 4 is an Executive Proclamation issued by our Governor Sean Parnell attesting 
to the excellent service Advanced Nurse Practitioners have provided Alaskans for over 35 years. 

The prescribing abilities of both Naturopaths and Advanced Nurse Practitioners are not meant to be on 
the same par as Medical Doctors. Medical Doctors faster paced practice requires a higher degree of 
skill and experience. Their training prepares them for this. 

Both Naturopaths and Nurse Practitioners and are aware of the limit of our knowledge and training. 
We see fewer patients and spend longer with them. Generally one to three patients an hour is the norm 
for either Naturopaths or Advanced Nurse Practitioners. 

We strive to maintain appropriate, professional referral relationships with our respected Medical 
colleagues. We confer with and refer our patients to Medical Doctors often. 

Naturopathic prescribing a remarkable record of safety 
A committee comprised of three Medical doctors, three Naturopaths, and three Registered Pharmacists 
produced the document Findings and Recommendations Regarding the Prescribing and Furnishing 
Authoritv of a Naturopathic Doctor. This was presented to The California State Legislature in January 
2007 by the California Bureau of Naturopathic Medicine. Attachment 5 is page II of this report. 
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This table shows that of the thirteen states that then licensed Naturopathic Doctors, Alaska was one of 
only three states that did not allow Prescriptive Authority. 

Attachment 6 presents the pristine record of safety that this committee discovered. None of the state 
licensing agencies reported any patient harm or disciplinary action due to NO prescribing nor were any 
agencies aware of any civil actions against NO's. 

The Medical malpractice insurance company NCMIC reported that "In the five years that they had 
been insuring Naturopathic Physicians and the Naturopathic Colleges they had never opened a claim 
against a Naturopathic Physician involving prescriptive medications." Additionally a search of the 
legal data bases of Oregon and Washington the states with the highest number of and years of service 
ofNaturopaths (since 1919 and 1927 respectively) there were no legal cases against Naturopaths for 
prescription negligence or for anything at all! 

Attachment 7 is a quote from my malpractice insurance company NCMIC for the $1 million, $3 
million policy that I carry. This is the level required by Bartlett Hospital that allows me to order 
diagnostic and outpatient services there. Please note that the costs of this coverage in Alaska, 
Washington and Arizona are all very close. In Washington, Naturopaths have a large list of 
prescription drugs which they are licensed prescribe. Arizona allows NOs the almost complete 
prescribing authority available to Medical doctors. This parity of cost demonstrates that the insurance 
market does not recognize any increased risk with Naturopathic prescribing. 

Closing 
Naturopathic Doctors strive to provide freedom of medical choice and access to care for Alaskans. Yet 
the extent of our effort is hampered by our current legislation. 

Naturopathic Doctors are trained in a rigorous 4 year long scientific clinical education to offer a broad 
spectrum of natural and medical primary care. Our training is on par with Advanced Nurse 
Practitioners who offer excellent medical care in Alaska. We strive to work collaboratively with our 
Medical colleagues for the best interest of our patients. 

Naturopaths practicing to the completeness of our training offer safe primary medical service including 
medical prescription. The state agencies who regulate Naturopaths report no problems with 
Naturopaths prescribing medication. The malpractice insurance industry does not realize any 
increased risk ofNaturopaths with prescribing authority. 

House Bill 282 will allow Naturopathic Doctors to safely offer services to the full scope of our 
educational training as true primary care doctors. It will provide increased oversight and 
accountability through formation of a Naturopathic Board. 

Alaskans, especially low income Alaskan families will benefit from more freedom of medical choice 
and access to care. Please support the passage of this important legislation. 

Thank you 
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Scope of Practice Campaign 
Trends for 2009 State Legislative/Regulatory Sessions 

(By state) 

Attachment 1 

Nurses: Certified Nurse Anesthetists: 

authority to prescribe controlled 

and all soft tissue 
structures below the knee governing the function of the foot and 

Speech authority to 

American Medical Association· Advocacy Resource Center 
January 2009 
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Advance Practice Nurses: Certified Nurse Anesthetists: 

Nurses: Nurse Anesthetists: 

Advance Practice Nurses: authority to the use 
fluoroscopic x-ray systems by radiologic technologists and 

Advance Practice Nurses: Certified Nurse Anesthetists: 
authority to perform any medical procedure, including but not 

" . 

Nurses: Certified Nurse Anesthetists: 

of certain 
inj'ectabl.e materials incluciin:g, but not limited to, flourescein 

or 
authority to prescribe certain therapeutic 

to 

American Medical Association - Advocacy Resource Center 
January 2009 

2 



Minnesota 

Nevada 

Nevada 

Nevada 

New Mexico 

New York 

New York 

New York 
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NonDlhvsicillD Providers (generally): Physician employment 

pnlscno'e certain 

gelleral scope of 

Providers (generally): Physician employment 

of POPTS (physician owned 

practice (primary care and 

removal of Board of Medicine oversight 
label 

Nurses: Certified Nurse Anesthetists: 

scope practice expansions within workers' 

Dentists: cosmetic surgery in oral 
to dental health 

American Medical Association - Advocacy Resource Center 
January 2009 

3 



Oklahoma 

Pennsylvania 

Pennsylvania 

Pennsylvania 
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authority - II 

increasing Medicaid reimbursement 

Providers (generally): Physician employment 

Audiologists; treatment, 
and 
Nonphysician Providers (generally): administration of certain 
injectable materials including, but not limited to, flourescein 

American Medical Association - Advocacy Resource Center 
January 2009 

4 



South Carolina 

Tennessee 

Vermont 

Virginia 

Virginia 

Wisconsin 
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Podiatrists: authority to treat the ankle and all soft . 
structures below the knee governing the function of the foot and 
ankle 

Nonphysiciao Providers (generally): administration of certain 
injectable materials including, but not limited to, flourescein 

or Botulinium toxin 

Assistants: lessening of supervision requirements 
and/or DO 

Certified Nurse Anesthetists: 

Advance gives 
state Nursing Board sale authority (0 interpret the practice of 
NPs 

Audiologists: 
and 

melUo,e Ulag~OSIS, treatment, 

American Medical Association - Advocacy Resource Center 
January 2009 

5 
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ACAOEMIC DEGREE PROGRAMS 

Attachment 2 

Curriculum for Doctor of Naturopathic Medicine 2009·2010 
Four-Year Track: Year I 

Quarter Cat. No. Course Title Credits Lee. LlC Tot. 

FaU BC5104 Biochemistry 1 4 4 0 44 
B(S107 Human Physiology 1 Lee/Lab 5.5 4 3 n 
BC5110 Histology" 5 4 Z 66 

8(5122 Gross Human Anatomy 1 4.5 4 55 
BeS1Ul Gross Human Anatomy 1 Lab 0 Z Zl 

NM5113 Naturopathic Medicine in HistoricaL Context Z 1 Z 33 
NMS804 Clinic Entry 1 1 0 2 Zl 

Quarterly Total: 23 17 12 319 

Winter 8(5105 Biochemistry 2 4 4 0 44 
B(5108 Human Physiology 2 Lee/lab 5.5 4 3 n 
BC5112 Embryology 3 0 33 
8(5123 Gross Human Anatomy 2 4.5 4 1 55 
BC5123L Gross Human Anatomy 2 Lab 1 0 2 22 
8(5142 Fundamentals of Research Design" 2 0 22 
NM5114 Fundamenta15 of Naturopathic Clinical Theory 2 2 13 
OMS120 Fundamental Principles of TCM* l 0 II 
PM5301 Hydrotherapyl Physiotherapy Lecture 2 2 0 22 
PM5l05 Hydrotherapy/Physiotherapy Lab" 0 2 22 

Quarterly Total: 28 23 10 363 

Spring 6(5106 Biochemistry 3 4 4 0 44 
BC5109 Human Physiology 3 l 3 0 33 
BC5124 Gross Human Anatomy 3 4.5 4 1 55 
BC5124l Gross'Human Anatomy 3 Lab 1 0 2 22 
6(5129 Neuroscience 5.5 4 n 
805301 Botanical Medicine 1 Lec/Lab 2 1.5 ,., 26.5 
HMS115 Naturopathic Medicine in Global Context 2 1 2 33 
PM5310 Myofascial Analysis 1.5 0 3 33 

QjJarterly Total: 2.3.5 17.5 12 323.5 
°B(5110, B(5142, OMS120: Usually also offered in summer 
·*Two hours every other week times five weeks 

Four·Year Track: Year II 
Quarter (at. No. Course Title Credits Lee. LlC Tot. 
Fall B(6200 Human Pathology 1 4 4 0 44 

8C6204 imm.mology"" 4 4 0 44 
606301 Botanical Medicine 2 2 2 0 22 
H06300 Homeopathy 1 2 2 0 22 
HM6210 Clinical Lab Diagnosis 1 3.5 2 55 
HM6221 Physical/Clinical Diagnosis 1 Lecture 2 2 0 22 
NfA6221L Physical/Clinical Diagnosis 1 Lab 2 1 2 33 
PS6305 Naturopathic Counseling 1 l 3 0 33 
TR6310 Foods, Dietary Systems & Assessment 3 2 2 44 

QjJarterly Total: 25.5 22 7 319 

Winter BC6201 Human Pathology 2 4 4 0 44 

BC6209 Infectious Diseasesu 5 5 0 55 

. 10f4 3/30120103:36 P 
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906302 Botanical Medicine 3 lee 2 2 0 22 

H06301 Homeopathy 2 3 3 0 33 

HM6211 Clinical Lab Diagnosis 2 3.5 2 3 55 

NM6222 Physical/Clinical Diagnosis 2 Lecture 2 2 0 22 

NM6222L Physical/Clinical Diagnosis 2 Lab 2 1 2 33 

PS6306 Naturopathic Counseling 2 3 3 0 33 

1M311 Macro 6: Mkronutrients 3 0 33 

Quarterly Total: 27.5 25 330 

Spring BC6202 Human Pathology 3 4 4 0 44 
NMb100 Successful Charting and Coding 1 1 0 " BC6305 PharmacoLogy" 5 0 55 
H0630Z Homeopathy 3 j j 0 33 
NM6211 Clinical Lab Diagnosis 3 3.5 2 3 55 
NM6224 Physical/Clinical Diagnosis 3 Lecture 2.5 2.5 0 27.S 
NM6224l PhyslcallCtinical Diagnosis J Lab 2 1 2 33 
NM8801 Preceptorshlp 1 1 0 4 44 
PM6300 Naturopathic Manipulation 1 2 2 0 22 

Quarterly Total: 24 20,5 9 324.5 
*6C6204: UsuaUy also offered in summer 
•• 8C6209 and BC6305: Offered in winter and spring quarter 
Eligible to take NPLEX basic science exams after the successful completion of the second year. 

Four·Year Track: Year III 

Quarter Cat. No. Course Title Credits lee. Lie Tot. 
Summer 606303 Botanical Medicine Dispensary lab 1 0 2 22 

NM7325 Naturopathic Case Analysis Ei Mgmt 1 1.5 0 3 33 
N.Y.7341 Cardiology 3 3 0 33 
NM7416 Minor Office Procedures' 3 3 0 33 
NM7417 Medical Procedures' 3 3 0 33 

Quarterly Subtotal: 11.5 9 5 154 
1·2 Clinic Shifts" 2·4 0 ... 44·88 

Fat[ B07300 Botanical Medicine 4 Lee/lab 2 1.5 26.5 
MW7320 Normal Maternity 3 3 0 33 
NM 7302 Gastroenterology UH 2 2 0 22 
NM 7307 EENT 2 0 22 
NM7313 Gynecology 3 0 33 
PM7301 Naturopathic Manipulation 2····· 3 0 33 
PM7J05 Orthopedic~ 2 2 0 22 
psnoo Psychological Assessment 2 2 0 22 
lR7411 Diet ft: NutrIent Therapy 1 3 3 0 33 

Quarterly Subtotal: 22 21.5 1 246.5 
1· 2 Clinic Shifts·· 2·4 0 4-8 44·88 

Winter NM7101 Environmental Medicine 1.5 1.5 0 16.5 
NM7102 Public H@alth 1.5 1.5 0 16.5 
NM7116 Naturopathic Clinical Theory 1 1 0 " NM7304 Dermatology 2 2 0 22 
NM7306 Oncology 2 2 0 22 
NM7314 Pediatrics 1 2 2 0 22 
PM7302 Naturopathic Manipulation 3'·' ••• 3 3 0 33 
PM 7341 Sports Medicine/Therapeutic Exercise 2 2 0 22 
PSn03 Addictions &. Disorders 2 2 0 22 
TR7412 Diet & Nutrient Therapy 2 3 3 0 33 
NM7142 Critical Evaluation of the Medical Literature 2 2 0 22 

Quarterly Subtotal: 22 22 0 242 
1·2 Clinic Shifts·' 2·4 0 4·8 44·88 

Spring 607301 Botanical Medicine 5 lee/lab 2 1.5 1 26.5 
NM6105 Fundamentals of Business Operations 2 2 0 22 
NM730S CUnical Ecology 2 2 0 22 
NM7311 Neurology 2 2 0 22 
NM7315 Pediatrics 2 2 2 0 22 
NM7320 Family Medicine 2 2 0 22 

20f4 3130/20103:36 P 
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NM7330 The Healing Systems 1 1 0 11 

PM7303 Naturopathic Manipulation 4 ... • ...... 3 3 0 33 

PS7315 Naturopathic Counseling 3 2 2 0 22 

Quarterly Subtotal: 18 17.5 1 202.5 

1-2 Clinic Shifts"· H 0 4-8 44-88 

.. NM7341, NM7416 and NM7417: May also be offered in spring 

.. Students are assigned 6 shifts during their first year (4 quarters) in clinic . 

... Two hours every other week times five weeks 

.... NM7302: Offered fall and spring . 

..... - PM7301: One section usually offered in surrvner 
0 ...... PM7302: One section usually offered In fall 

.......... PM7303: One section usually offered in winter 

Four-Year Track: Year IV 

Quarter Cat. No. Course Title Credits lee. Lie Tot. 

Sumrrer NM8201 Radiographic Interpretation 1 Lecture" 2 2 0 22 

NM6115 Goal Setting and Self Motivo!Iitton 0 11 
OR 

NM6120 Professional Speaking and Writing 0 11 

Qparter/y Subtotal: 3 2 33 

3·4 Clinic Shifts 6-8 0 12·16 132·176 

Fall NM8303 Geriatrics 2 2 0 22 

NM8308 Endocrinology" 3 3 0 33 

NM8312 Urology 1.5 1.5 0 16.5 

NM8325 Nat. Case AnalYSIS & Mgmt 2: Grand Rounds"· 1 0 2 22 

NM8413 Adv'd Naturopathic Therapeutics 1 2 2 0 22 

Quarterly Subtotal: 9.5 8.5 2 115.5 

3-4 Clinic Shifts 6-8 0 12·16 132-176 

Winter NM8101 Ethics···· 0 11 

NM8214 Diagnostic Imaging"" .. 3 0 33 

NMB309 Rheumatology 1.5 1.5 0 16.5 

NM8414 Adv'd Naturopathic Therapeutics 2 2 2 0 22 

NM8802 Preceptorship 2 0 < 44 

Quarterly Subtotal: 8.5 7.5 < 126.5 

3-4 Clinic Shifts 6·8 0 132·176 

Spring NM8102 Jurisprudence 0 11 
HM8212 Radiographic Interpretation 2·" •• 3 3 0 33 

NM8314 Pulmonary Medicine 1.5 1.5 0 16.5 

NM880J Preceptorship 3 0 < 44 

NM8W Interim Patient Care·" ... 2 0 < 44 

Quarterly Subtotal: 8.5 5.5 8 1<8.5 
3·4 Clinic Shifts 6·8 0 12-16 132-176 

·NMB201: Offered sumrrer and faU 
uNM8308: Offered fall and spring 
·"NM8325: Offered in faU, winter and spring 
• .. ·NM.81Q1: Offered fall and winter 
.... "i'WI.8212 and NMS214: Both offered winter and spring 
... "·NM8844: Students are required to complete a total of 44 interim clinic hours. (Usually students staff the shifts they are assigned to in the quarter 
just ended.) Students register for and pay for this shift in their last quarter of attendance. 

Summary of Clinic Requirements: Naturopathic Medidne Program 
Quarter" Cat. No Course Title Credits lee. lie Tot. 

variable t-W.7820- 29 Patient Care 1·10 20 0 <0 440 
variable NM8801·3 Preceptorship 1· 3 3 0 12 132 
variable NM883D-36 Patient Care 11-17 1< 0 28 308 
variable NM8844 Interim Patient Care 2 0 < 44 
variable PM7801·2 Physical Medicine 1-2 4 0 8 88 
variable PM8801·2 Physical Medicine 3·4 < 0 8 88 

Clinic Total: <7 0 100 1100 
·Quarter(y shift assignments are based on availability. 

Elective Requirements: Naturopathic Medicine Program 

30[4 3/30/20 I 0 3:36 P 
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Quarter 

variable 
Cat. No. 
variable 

Course Title 
Elective and Special Topics 
Elective Total: 

Credits 

14 

14 

Lee. 

14 

14 

Lie 

o 
o 

Tot. 

154 
154 

Curriculum and course changes In the 2009·2010 Bastyr University Catalog are applicable to students entering during the ZOO9-Z0fO academic year. 
Please refer to the appropriate catalog it interested In curriculum and courses required for any other entering year. 

Total Requirements: Naturopathk Medicine Program 
The (oLLowing requirements apply to aU naturopathic medicfne program tracks. 

Total Core Course Credits and Hours 
Total Elective Credits and Hours 
Total Clinic Credits and Hours 
Total Requirements 

Bastyr University. Copyrtght Cl 2010. AU Rights Reserved . 
.. Back to Bastvr Site 

Credits 
249.5 
14 
47 
310.5 

Lee. 
219.5 
14 
0 
233.5 

LIC 
60 
o 
100 
160 

Total 
3071.5 
154 
1100 
4325.5 
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Attachment 3 
~ University of California, San Francisco I About UCSF I Search UCSF I UCSF Medical etr. 'ad\loncinghealth-world 

S_d19,oJ"oJ.N,ursi-'Jg I abol,l,tth!Ls~J,!Q9J I IHQ..s.R~¢ve ~tJ,lq~nt~ I 1ac!Jlty L~~p_t~. I _mg?,!~rs""~2.~~i~!p,e$ 

research I current students_ I D!!.ws/eyents I ;iI,h .... ",ni J friends I Se~rcl:J tlVursingj I AppJica~o_ns 

Adult Nurse Practitioner (ANP) Master's Specialty Area 

ANP Sample Curriculum (2009-11) 
Note: Curriculum and course scheduling are subject to change without notice. 
Caution: DO NOT file your study list on-line until you speak to your adviser and/or 

clinical faculty during the first week of classes. 

I I 

-~i~~~ QUARTER (2009) -- Units Time ~l~~?!~ ______ _ 

N253 or I Theories of the Policy Process OR 3 Wed 8-10 I Malone/Ca;rieri-Kolhman 
N221.01 Theories ReI. to Nrsg. Care of the Adult' I 

N257 I Asmt./Mgmt. of Common Psych. symptomsl 2 Wed 10-12 I Phoenix 
N270 Advanced Health Assessment 2 Wed 1-3 I Hollinger 

N301.01 I Adv. Health Asmt skills lab I 1 Thu 8-10 or 10-12 ! AN? Faculty 

N236A I Complementary Healing ---1-2 Wed.3-5 _ .!.A"-,b"e'!.rc,-,r~o~m!!:b~ie'---____ -I 
N404.01* I ANP clinical practicum 11Th 12-2 qowk j AN? Faculty 

--N262A--1~~~!~~::~~~-~OL_--_--------j--2--I-w~d8~10- -- --- -- -A. Alk~~ - --------

N245 I Health Protection/Promotion I 2 I Wed 10-12 ! Segovia-Bain 
N232 . Clinical Pharmacology ! 4 Wed 1-3 & web I Macera/Ford 

~;::.g;* i ~~~ ~fi:~a~r~~:~i~~~rotection/Promtn. i __ U_~~~_lt~~~~ ~~~n I ~~;~~::~tJc _________ _ 
. ;~r~~~~=~~:::+:I:::;':;~:::Ji:~;;--- ..... . 
N415.01A*I' ANP Residency (8 hrs/wk + clinical confe.)~ 3 I Wed 11-1 qowk odd I AN? Faculty 
~?~O~esearch in Primary/Complementary Care_ __.?_0Y-,,~1-3 _________ 1anso~ ____________ _ 

--Y::;~-t~:~~e~::~t~~~~s 8: Ma-;'ag~;ent -,--'3--i-MO;Z-:);;;d web ---is-axe------·---------------

N241 I Dimensions in Advanced Practice I 2 I Wed 1·3 1 Sparacino/Levi 
N415.01B*1 ANP Residency + clinical confe. 4 Wed. 3-5 qowk, or I Burgel 

i I Wed 3-5 qowk I Collins-Bride 
I I Weds 3-5 qowk i Stringari 
I ___ Wed 3-5 qowk i Newl~~ _____________ _ 

____________-I\\'I N'f~Rq'f({: _(?Q1_!.L_____ ____ ________ _________________.1.____ __ _______ _ __ ____ _________ ___ _ 
N415.01B·1 AN? Residency plus clinical confe. 4 Wed 10-12 qowk oddl Burgel, Saxe, Stringari 

Wed 5-6 q wk I Newlin 
N247.01 ,Seminar- Adult Pri. Care: Complex Hlth. II 2 Wed 1-4 IOka 

S222 I Probs. 2 Wed 3-5 , Chapman 
j Health Care Economics + Policy I I 
I SPRING QTR. (2011) -~ i-----·----------

-----------,------------------------------------------------- --------------- ------ -- --------- -- --- ----- -1---'------------------------ --- ------- --
N271.01 'I Decision-Making in Adult Primary Care 3 Wed 1-4 q wk Newlin 

N41S.01B*, ANP Residency + clinical caDfe. 4 Wed. 11-1 qawk or 1 Burgel. Saxe, Stringari 

I ~~30-5:30 .~ 
[ Comprehensive Examination! i Graduate Adviser 

Table Revised: 2/19/2010, Subject to Change 

* 1 unit N 400 coursework = 3 hours clinical per week. Clinical conference meets qowk 

(qowk = every other week). 

3130/20105:51 P 
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Note: 2 units ofSocio-Cultural content, Nutrition (Nu2l8, 2 units) in Fall or Winter 
Quarter (web-based), and microscope workshop (part of N415,OlA) are required, 

N259,04 Contraception (1 unit), which is offered in Fall and Winter Quarters as a 
web-based course and in-class meetings, is required for the 
ANP'generalist, ANP,HIV and ANP,ICH students. 

Optional course includes X-Ray (N284, 1 unit), which will be offered in Spring Quarter 
(web-based). 

This curriculum meets the requirements of the ANCC for Adult Nurse Practitioner 
certification. 

Links/Related Web Pages at UCSF School of Nursing 
• AdllltNlIrse Practitioner MS Specialty Area Page 
• Prospective Students 

• Master of Science eMS) Program 
• Information Sessions 

• Application ProcedlWl's 

• Master's Specialty Areas 

• Adult Nurse Practitioner 

o Acute Care Nurse Practitioner 

o Adyanced Community Health and Internatjonal Nllrsju" (ACHIN) 

o CardjoyasCJ!iar NurSing 

o Crjtical Care/TCi!uma Nursing 

o F..am.ilY-..N.!.u:s.eJ~r.act.i.ti!lllf.r 

o .G.1::.[Qut.olQg.icalllilrs.ia£ 
o Health Policy N!trsing 

o I cadcrshin (Administratjon 

o Nllrs.c._.M.i.li~ 

o Occupational & Environmental Health Nrsg 

o Qucology Nursing 

o Pedl;:nrlc Nursing Adyanced..(i-i!.ill{;~. 

o r...wnata! NU!"5jruw~J.iYilOO~lli"c 

o ~.chlatrittM.cnta1J:iea1J: h NI! rs j n g .. P.d_V.C.J~.rac.tkc. 

• Current/Incoming Students Info.J:IDatiJUI page 

More In/ormation/Contact: inf2.@n.UI'.singLllcsfedu 

Revised: Feb,2010 
© Copyright 2010 University of California Regents, All Rights Reserved, 

3/30/20105:51 P 
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Executive Proclamation 
by 

Sean Parnell, Governor 
/_~:: ·:f~:",,·,: 

1~;',!:t;;;'~there ue more than 12.5,000 licensed N~s~'.Praccirioners (NPs) in the United State~ ~-ith mole than 650 
~ providing high-quality, cost-effective, pCl.Sonalized healthcue to Alaskans fer mote than 35 years; and 

;! '"·rIERE"'~;,.'",,;ka has Qae of the highest numbers .of ,t-..TpS pel: C1Pllil. of L'ly State in the naticD; and 

~;:!!,~~~~'~::~ro ach.iC\<"e :ldvanced educ:ation. mOst hold m:l~teI'S degrees, and mall)' hold doctontes - including 
: beyoDd r:heir initial Iegistued DursC ptepat:atioD; and 24 percent of p=ticing !\.'Ps in Alas.b have 
""~,="ct",,u gr.adU2.tc nutSing educlulon through the University of .-\.luka's Family Nurse Ptteririoner Progr=; 2lld 

'i ;~~~~;~:~~"'P~~, :lIe panners in the bealthC'Mt of tlt.e,iI: pari=t5, so that, ill addition to clinical ~t;e$, NPs focus on 
I!: . dise1I.Se preveJlrion, and health ed~:.tion and counseling, guiding ptuients to adopt smutC:I health and 

choices; and i" 

~ IHlElREAS, NPs can provide cxcclknt, skilled, cost-dfecri..-c cue; and 

\'\-HERE.AS, NPs .offer sc:nices in the areas of family praetice, women's health, pediatric~, geriatrics, psycbatric mental 
health, mid",,"iiel)' sen;ees. and other ~peoalcies; and 

W'HEREAS, N'Ps provide bc2lmcaLe to people of all ages throughout the State of .-\laska, and in djv~:[$C healthcarc: settings 
,. community cliIlics, health ciepartmc::nt clinics, public beuth cenren, schools, university student health centets, 

practice, emergency dep:utnent$, home health care, loag-tenn cue facilirie~. and hospitals; and 

W1-!ERE.AS, about -f0 p=ent of NPs ill Alaska ptactice in rural settings. an estimated 35 percent pnccice ia medically 
undersclVC'd ucas of Ala.ska, and nearly ten p=m, are the sole licensed providers in their communities; and , 

: "'HE!l:&\$, NPs bring II. unique pcupcctivc: to haith_care setvice deli,·e:t}-, b}' emplusizing both nursing md medical care, 

", ~ ,-o';:;(i:" , 
" THEREFORE, 1, Sean Pound!, Governor of'ilie'~tare of.Alaska, do haeby proclaim November 8-14, 2009 as; 

Alaska Nurse Practitioner Week 

Ah:.b, and enco\lJ:2ge ;lliskans to recognize the many contributions dut this dedicated group of healthcare 
pmfe$siona.ls make5 TO the health and well-bc:U1lj of the ~eople in the communiti.es they serve. . , 

~4c~ 
S eaTl P arnell/GOvtrnor 
who hPJ also o.NthoriZtd the 
seal rif the S /ale of AiaJL ro 
be ~d t() this proclamation. 

Attachment 4 
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Attachment 5 

COMMITIEE FINDINGS 

Formulary Laws from Other States 

As the scope of practice for NOs varies from state to state, so do the laws and 
regulations regarding prescribing. Of the 13 other states that license NOs, 9 of 
those states allow NOs to prescribe independently, without any MO supervision 
or protocol. Only one state, Kansas, which instituted licensure in 2003, requires 
MO supervision, and Maine requires collaboration with a physician for one year 
prior to independent prescribing. 

NO Licensure # of Current Prescriptive 
MO 

State Supervision 
Enacted Active NOs Authority Required 

Alaska 1986 40 No No 
Arizona 1935 375 Yes No 
Connecticut 1920 210 No No 
Hawaii 1925 85 Yes No 
Idaho 2005 8 Yes No 
Kansas 2003 11 Yes Yes 
Maine 1995 27 Yes 1 year 
Montana 1991 67 Yes No 
New Hampshire 1994 57 No No 
OreQon 1927 715 Yes No 
Utah 1997 18 Yes No 
Vermont 1995 117 Yes No 
WashinQton 1919 802 Yes No 

The formularies for each state vary greatly. A brief summary is given below. The 
actual formularies may be viewed in the Appendix. 

Arizona has the broadest formulary in the nation. Arizona NOs are allowed to 
independently prescribe all classes of prescription drugs, with 4 exceptions: 

• IV medications (except vitamins, chelation therapy, and drugs used in 
emergency resuscitation and stabilization, which are allowed). 

• Controlled substances listed as Schedule I or II (except morphine is allowed). 
• Cancer chemotherapeutics classified as legend drugs. 
• Antipsychotics. 

To support this broad prescribing authority, Arizona passed HR 2028 in 2002. 
This bill required, as of January 1, 2005, that all NOs complete a 60-hour series 
of pharmacy courses and pass an examination. After that date, only NOs who 
have completed the additional training and passed the test in 

11 
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Attachment 6 

Safety Record of NO Prescribing 

In preparation for this report, the Bureau contacted the licensing agencies for 
each of the states that allow NDs to prescribe. None of the states reported any 
patient harm or disciplinary action due to ND prescribing. In addition, the states 
were not aware of any civil actions against NDs for prescribing. 

The Bureau also contacted NCMIC Insurance Company. NCMIC insures NDs in 
all of the licensing states and also insures the naturopathic medical schools. In a 
letter to the Bureau dated June 7, 2006, NCMIC stated: "In the five years that 
NCMIC has been insuring Naturopathic Physicians and the colleges, we have 
never opened a claim against a Naturopathic Physician involving prescription 
medications." [See Appendix.) 

Additionally, the Committee contacted Jury Verdicts Northwest (JVN) to see if 
there were any civil actions filed against a licensed ND. JVN covers both Oregon 
and Washington, the two states with the greatest number of NDs and that have 
been licensing NDs for a considerable length of time (since 1919 and 1927, 
respectively). JVN responded "Upon reviewing cases contained in Jury Verdicts 
Northwest's database we found no cases against naturopaths for prescription 
negligence, or for that matter our database contained no cases against 
naturopaths at all." [See Appendix.) 

Why Do NOs Need to Prescribe? 

The NIH National Center for Complementary and Alternative Medicine considers 
naturopathy a "major Western whole medical system" that "involves complete 
systems of theory and practice that have evolved independently from or parallel 
to allopathiC (conventional) medicine." In 1987, the American Association of 
Naturopathic Physicians (AANP) began work on a consensus definition of 
naturopathic medicine for the modern era. The definition, unanimously adopted 
by the AANP's House of Delegates in 1989, focused on the guiding naturopathic 
principles and philosophy rather than specific therapeutic modalities or 
treatments. The definition reads: 

"Naturopathic medicine is a distinct system of primary health care - an 
art, science, philosophy and practice of diagnosis, treatment and prevention 
of illness. Naturopathic medicine is distinguished by the principles which 
underlie and determine its practice. These prinCiples are based upon the 
objective observation of the nature of health and disease, and are continually 
reexamined in the light of scientific advances. Methods used are consistent 
with these principles and are chosen upon the basis of patient individuality. 
NaturopathiC physicians are primary health care practitioners, whose diverse 
techniques include modern and traditional, scientific and empirical methods." 

13 
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Attachment 7 

FAX NCMIC 
14001 University Avenue, Clive, Iowa 50325-B258 

To: Patrick Neary, ND 
Company: 

Mailing Addres~: P.O. Box 911S 
Des Moines, Iowa 50306-9118 

Fax: 907-789-7168 

From: Erika Boone 
Fax: 800-996-2642 

Phone: 800-952-9935 

[: ~i"'t:::\\'ED • " ".OY C f If 

MAR 29 2010 

Pages including cover: 01 
'lELLSPRif'.J(1 INC. 
. "=u_ HEJlLT' ;"]TEFl 

Sent: Monday, March 29, 201012:33:42 PM. 

NOTES: 

Dr. Neary. 

Per your request, below are the malpractice insurance annual rates 
for each state you are considering to practice in: 

AK: (Full Time) $3,703.00 or (Part Time) $1,666.00 (this currently 
includes a Claims Free discount) 

AZ: (Full Time) $4.293.00 or (Part Time) $2,147.00 

WAc (Full Time) $3,595.00 or (Part Time) $1.798.00 

Please let me know if you have any questions or if there is anything 
else I can do for you. 

Thank you for your business. 

Erika Boone 
NCMIC Client Representative 

PLEASE DELIVER WHEN RECEIVED 
This facsimile contains PRIVILEGED AND CONFIDENTIAL INFORMATION intended only for the use of the 
addressee{s) named above. If you are not the intended recipient of this facsimile, or the employee or agent 
responsible for delivering It to the intended recipient, you are hereby notified that any dissemination or copying of 
this facsimile is strictly prohi::lited. If you have received this facsimile in error, please notify us by telephone 
immediately. 
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ALASKA STATE LEGISLATURE 

REPRESENTATIVE NANCY DAHLSTROM 
REPRESENTATIVE LES GARA 

REPRESENTATIVE BOB HERRON 

House Bill 284 

"An Act requiring the Department of Health and Social Services to accept federal 
prescription drug benefits or to provide comparable benefits for residents of the Alaska 

Pioneers' Home. including residents eligible for discount or free benefits from the United 
States Department of Veterans Affairs or the Indian Health Service ofthe United States 

Department of Health and Human Services," 

In April of this past year, Veterans residing at Pioneer Homes across Alaska were caught in the 
middle of a bureaucratic dispute. Officials at the Pioneer Homes could not accept prescription 
drugs from the Veterans Administration because of safety concerns with how those drugs were 
delivered. The V A refused to change how they sent drugs to the Pioneer Homes. Veterans who 
were unable to self-administer drugs had to pay the Pioneer Homes' pharmacy out-of-pocket for 
drugs they needed, prescriptions that they would otherwise receive for free from the VA. 

A joint effort between the Department of Health and Social Services, the Department of Military 
and Veterans Affairs, local public veterans' advocates and legislative involvement appear to 
have fixed the problem at the policy level with the Dept. ofHSS. State administrators found a 
solution to safely administer prescription drugs from the V A and veterans began to receive their 
free drugs once again. 

House Bill 284 would stop this from happening again. Administrators could only prevent 
residents from receiving Federal prescription drug benefits if there was a safety concern. If they 
did prevent residents from receiving those drug benefits, the Pioneer Homes would step in to 
cover the value ofthe denied benefit. 

This bill would protect not only Veteran residents, but all Pioneer Home residents receiving 
Federal prescription drug benefits, including benefits from Indian Health Services. The Pioneer 
Homes have always worked with residents eligible for IHS benefits to receive their prescription 
drugs. However, if something changes in the future with the distribution of IHS drugs, the 
Homes could stop accepting them but would need to cover the cost to affected residents. 

With the passage of House Bill 284 veterans and other groups who have earned Federal drug 
benefits will no longer have to worry about not receiving their much needed prescription 
medications because bureaucrats are unable reach, what should be, a simple agreement. 
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ALASKA STATE LEGISLATURE 

REPRESENTATIVE NANCY DAHLSTROM 
REPRESENTATIVE LES GARA 

REPRESENT A TIVE BOB HERRON 

"8284 

Sectional Analysis 

Section 1: Amends AS 47.55.01O(c);maintenance and operation of Alaska Pioneers' Home and 
Alaska Veterans' Home, to require the Department of Health and Social Services to accept 
Federal prescription drug benefits earned and due to Pioneers' Home residents. 

Section 2: Adds a new subsection to AS 47.55.020, admission to home, to provide the 
Department of Health and Social Services the option of providing comparable prescription drug 
benefits to pioneers and veterans. 
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ALASKA STATE LEGISLATURE 

REPRESENT A TIVE NANCY DAHLSTROM 
REPRESENTATIVE LES GARA 

REPRESENTATIVE BOB HERRON 

House Bill 284 

Departments Effected 

Department of Health and Social Services 

January-May: State Capitol. Juneau, AK 99801-1182. (907) 465-2647. Fax (907) 465-3518 
June-December: 716 W. 4th Avenue. Anchorage, AK 99501. (907) 269-0106. Fax (907) 269-0109 

Representative _ Les _ Gara@legis.state.ak.us 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: HB284 
() Publish Date: 

Health & Social Services Identifier (file name): HB284-DHSS-PH-03-05-10 Dept. Affected: 
----~--~--~--~~~~~----- ----------------

Pioneers Home RX Drug Benefit RDU Alaska Pioneer Homes Title 
--------------------Component ---~P~i-on-e-e-r7H~0-m~e~s----

Gara Sponsor 

Requester House HSS Component Number 
----------~~-----------

Expenditures/Revenues (Thousands of Dollars) 
Note: Amounts do not include inflation unless • noted below. 

Required Information 

2671 

URES FY 2011 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 
I i 

ITravel 

I", nli' 
Equipment 
Land & Structures 

IGrants & Claims 
I 
TOTAL G 0.' 

ICAPITAL EXPENDITURES 

iCHANGE IN REVENUES ( 

FUND ~nIID"'C 

11002 Federal i 
1003 GF Match 
1004 GF 
1005 GFfProgram Receipts 
1037 GF/Mental Health 
IOther I 

TOTAl 0.0 

Estimate of any current year (FY201 0) cost: 

POSITIONS 

IFull-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page If necessary) 

0.0 0.0 0.0 0.0 O. 

; of Doll ars) 

0.0 0.0 0.' 0.0 0.0 

HB 284 ensures that eligible Pioneer Home residents will continue to have access to federal prescripton drug 
benefits available from the Veterans Administration or Indian Health Services. There is no fiscal impact to this bill 
as the Pioneer Homes are already allowing residents to access their federal prescription benefits. 

Prepared by: Dave Cote, Director 
Division Alaska Pioneer Homes 

Approved by: Alison Elgee, Assistant Commissioner 
DHSS Finance & Management Services 

(ReVIsed 11/612009 OMB) 

Phone 465-5737 
DatelTime 1121/1012:00 AM 

Date 3/5/2010 

Page 1 of 1 

0.0 

0.0 



David Theriault 

From: 
Sent: 
To: 
Cc: 

Subject: 

Cote, David D (HSS) [david.cote@alaska.gov] 
Saturday, October 17, 2009 9:37 PM 
Hogan, William H (HSS); Rep. Les Gara 
Sen. Bill Wielechowski; Rep. Nancy Dahlstrom; David Theriault; Laughlin, Wilda J (HSS); 
Hefley, Patrick B (HSS) 
RE: Disabled Veterans Prescription Drug BenefiVPioneer Home Problem - a heads up 

Thank you all for your interest in this. I hope we can put our heads together to find a solution that works for everyone. 

-----Original Message----­
From: Hogan, William H (HSS) 
Sent: Sat 10117/2009 7:42 AM 
To: Gara, Les (LAA); Cote, David D (HSS) 
Cc: Wielechowski, Bill (LAA); Dahlstrom, Nancy (LAA); Theriault, David C (LAA); Laughlin, Wilda J (HSS); Hefley, Patrick B 
(HSS) 
Subject: Re: Disabled Veterans Prescription Drug BenefitlPioneer Home Problem - a heads up 

Thanks everyone. We have been trying to make this work, but with little success so far. We would be glad to problem solve with you. 
Can you work with Wilda Laughlin on our end to set up a meeting? Thanks, Bill 

From: Rep. Les Gara 
To: Hogan, William H (HSS); Cote, David D (HSS) 
Cc: Wielechowski, Bill (LAA); Dahlstrom, Nancy (LAA); Theriault, David C (LAA) 
Sent: Fri Oct 16 09:04:18 2009 
Subject: Disabled Veterans Prescription Drug BenefitlPioneer Home Problem - a heads up 

Hi Bill and Dave. I hope all's well. I just want to give you a heads up on the attached letter you'll receive from me, Rep. Dahlstrom & 
Sen Wielechowski. A number of folks in that veterans community have also agreed that we should send the letter, as the prescription 
drug benefit issue we've tried to work on this summer for our disabled veteran constituents remains unresolved. 

Rather than taking an unjustifiably acerbic approach that the Pioneer Homes are doing terrible things (we do understand your 
concerns, and have been trying to working around them), we have been careful and purposeful in keeping the letter (and a press 
release we've sent) conciliatory. OUf point, and we perceive your point - is that there has to be a solution out there that addresses the 
Homes' safety and other concerns, the relative non-cooperation by the V A, and the interest in honoring the right of disabled veterans 
to their hard-earned free prescription medicine benefit. 

We've proposed a few alternative solutions, which we'd like to work with you to settle upon. When you have had the time to analyze 
the approaches, we'd like to sit down with you soon to figure out a plan of action to solve the problem. 

Thank you for all your work. I know we may presently disagree about some of the issues, but hope we can work towards a timely 
solution. We don't plan on taking an aggressive stance against the Pioneers Homes if the press follows up on the story - just that we 
believe there is a solution, and want to achieve it. 

Thanks. I'll call. Les 
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From: David Theriault 
Sent: Friday, October 16,20099:02 AM 
To: Rep. Les Gara 
Subject: 

3632 
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ALASKA STATE LEGISLATURE 

REPRESENTATIVE LES GARA 
SENATOR BILL WIELECHOWSKI 

REPRESENTATNE NANCY DAHLSTROM 

David Cote, Director 
Alaska Pioneer Homes 
Central Office, P.O. 110690 
Juneau, AK 99811-0690 

October 16, 2009 

Re: Veterans at the Pioneer Homes Who Cannot Receive Their Free VA Prescription Drug 
Benefit 

Dear Mr. Cote: 

We are writing to recommend a solution to the problem facing disabled Veterans at 
Alaska's Pioneer Homes. As you know from work with our offices, we are concerned that the 
Pioneer Homes will not administer prescription drugs veterans receive for free from the Veterans 
Administration. As a result, Veterans entitled to no-cost prescription medicine have to purchase 
it from the Pioneer Homes pharmacy. So far in correspondence, and work on the maUer, we 
have not found a solution that is acceptable to the Pioneer Homes. However, we are writing 
because we do believe a solution can be achieved, and will present some recommendations. Our 
hope is that you will agree to support one or more of them, and we would like to work with you 
on what you determine is the best solution to this problem. 

We've attached the correspondence, and legal memoranda between the Pioneer Homes 
and Rep. Gara's Office, as it may help you. And we do respect the difficulties the Homes face, 
including the lack of cooperation from physicians and staff in the V A system that Pioneer Homes 
staff have experienced (sometimes physicians do not accept concerns from Pioneer Homes Staff 
about the appropriateness of prescriptions; the VA won't send prescriptions in blister packages). 

The basic problem is that the Pioneer Homes like to administer all a patient's medicines 
in a blister package, rather than from prescription bottles. The Pioneer Homes like to do this for 
safety reasons, and current law does not let the Pioneer Homes repackage bottled drugs into a 
blister package. Here are some proposed solutions. We will work with you to implement one, or 
accept a separate proposal from the Pioneer Homes. But the current status - that veterans who 
are entitled to free prescription medicine are not allowed to use that benefit - begs a solution. 

716 W. 4th Avenue. Anchorage, AK 995010 (907) 269-0106. Fax (907) 269-0109 
Representative _ Les _ Gara@legis.state.ak.us 
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1. Change in the law. We will write the Board ofPhannacy to change the regulations to 
allow the Pioneers Homes to repackage medicine into blister packages. If they decide 
not to allow this, we will write legislation to achieve this. 

2. Alternatively, under current law, the Pioneer Homes may re-package medicine ifit 
receives a "manufacturers license". We would ask that the Pioneer Homes look into 
detennining whether achieving this license is feasible. 

3. Alternatively, the Pioneer Homes could ask for the staff you have advised us you 
would need to safely administer prescription medicine in the fonn it comes in from 
the Veterans Administration. That is, the Homes have a safety concern about 
administering medicine from drug canisters. While nursing staff are certainly 
qualified to administer medicine from a bottle, you have advised us you may need 
additional staff to make sure this can be done safely, and that you are too short on 
staff to do this safely with current personnel. If this is the approach you would like to 
take, let us know. 

4. Finally, it just might be less expensive, given the small number of affected patients, to 
adopt a policy as follows, that would require no change in staff or packaging: To 
provide free prescription medicines to any Pioneer Home resident who qualifies for 
free medicines that the Pioneers Home decides it cannot administer. That is, if you 
do not accept medicines from another institution that are provided to the resident for 
free, then the Pioneer Homes would have to supply that resident free medicine at cost 
to the Pioneer Home. 

5. We will consider legislation that allows Pioneer Home repackaging, and that allows 
the Pioneer Homes to choose the most acceptable method for providing free 
prescription medicine to those who would otherwise qualify for it. 

Thank you for working with us. So far we have not been able to find a solution that is acceptable 
to you. This letter expresses our intention that we continue to work to find one that will work as 
soon as practicable. We look forward to your response. 

B;S~~S, 

cfU (L.'----

Rep .. Les Gara 

Cc: Governor Parnell 
Comm. Hogan 

Sen. Bill Wielechowski 

Alaska Board ofPhannacy 
Alaska Veterans Advisory Council 

Rep. Nancy Dahlstrom 
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adn.com 
Anchorage Dally News 

Veterans in Pioneer Homes will get their medicines from VA 
FREE OR LOW COST: Issue of distribution safety resolved. 

By ROSEMARY SHINOHARA 
rshinohara@adn.com 

(11/14/0902:47:41) 

The state announced Friday that it has found a solution that will allow veterans who live in state­
run Alaska Pioneer Homes to get the free or low-cost medicines they are entitled to from the VA, 
but have been denied in recent months. 

The state will also refund the money the affected veterans had to pay to fill prescriptions through 
the Pioneer Homes pharmacy, according to officials from the state Department of Health and Social 
Services. 

The Pioneer Homes quit accepting medicine from the VA last April for veterans who need help from 
staff to take their pills. The decision affected about a dozen veterans in the Anchorage Pioneers' 
Home, and perhaps a couple of veterans at the Palmer home. . 

Pioneer Homes director Dave Cote said the VA medicine wasn't packaged in the right kind of packs 
to make sure staff could safely distribute it. The Pioneer Homes wanted the medicine to come in 
blister packs labeled with the patient's name, with foil on one side and plastic on the other and 
each pill ready to be popped out individually. That way it would be easy to tell if the pill had been 
administered. 

But Cote said after a high-level meeting with Veterans Administration last week, it became clear 
"they could not be flexible .... There was not anything they were going to do on their side of 
things." 

Ken Strum, pharmacy chief for the Veterans Administration in Anchorage, said the VA doesn't have 
equipment needed to package medicine in blister packs as the Pioneer Homes wanted. And, Strum 
said, it would be against state regulation for the Pioneer Homes pharmacy to repackage in blister 
packs medicine it receives from the VA pharmacy. 

So Cote and the Pioneer Homes nurses instead figured out the safest way to distribute VA medicine 
from the bottles it comes in, Cote said. Basically, they're going to be more careful. 

The Pioneer Homes nursing staff will keep the pills in the original bottles, instead of transferring all 
of a veteran's pills into a pill box where all meds to be taken at a time would be mixed together. 
That's to prevent a problem in case certain prescriptions are discontinued, which happens often 
with older folks, Cote said. 

Also, instead of allowing aides to dispense VA pills, nurses will do it, he said. 

The dispute between the VA and the Pioneer Homes gained attention this fall after Bea Combs, 
stepdaughter of Pioneers Homes veteran Melvin Ertwine, went to a legislator's office seeking to get 
the free or low-cost medicines re-instated. 

http://www.adn.comlfrontlv-printer/story/1012357.html 1127/2010 
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State Reps. Les Gara of Anchorage and Nancy Dahlstrom of Eagle River and Sen. Bill Wielechowski 
of Anchorage began sending letters and meeting with state administrators about it. 

"I think it's a great solution," Wielechowski said Friday. "It was sort of two large bureaucracies 
clashing with each other. Somebody had to give." 

The state was able to be "a little more nimble," he said. "One reason we were able to do it is it's a 
small number of people." 

Find Rosemary Shinohara online at adn.com/contact/rshinohara or call her at 257-4340. 
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February 5, 2010 
Representative Gara 
REF: HB284 

Rep Gara: 

Din Service to Americo B 
ALASKA STATE COUNCIL 

As one of the Veteran Service Organizations that worked through a number of meetings last year with you 
and other Members of our State Legislature including Rep Les Gara and Rep Nancy Dahlstrom and staff, I 
wanted to ensure each of you know how appreciated for your efforts and your willingness to step up for our 
veterans is as they face ongoing issues in relation to their care both at our State Pioneer Homes and the 
Alaska Veterans Home. 

Each of you became intimately aware of the knot veterans face with differing government agencies 
attempting to untie their regulatory webs to meet the real day-to-day needs of our veterans. It was difficult, 
complex, and troubling. The leadership of this team of Legislators and the Commissioner of Health and 
Social Services in finding a solution was most welcome and appreciated. It will be remembered. 

We are delighted you have decided to formally codify this new understanding in state law by the introduction 
of HB284. We have read the bill and discussed it with your staff and others and wanted you to know that 
you have the full support and appreciation of the veterans of Alaska, and specifically those Vietnam Veterans 
we represent here in Alaska and nationally. We will be forwarding Utis bill to other states that also face 
sintilar challenges. 

I hope to be able to testify in support of this bill when it is before the various committees, but travel and work 
may keep me away. Please advise the members of any comntittee this bill is heard before that HB284 has 
our strong support and is listed as one of our top state legislative priorities for 2010. 

If there is anything we can do to assist in moving this bill through this session, just ask. 

3705 Arctic Blvd #415, Anchorage, Alaska 99503 
907 222 6945 907 222 6933 fax 907 229 5328 Chainnan's Cell 907 748 1722 Ex Dir 
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OHOUSE COMMITTEE REPO 

(7) 
Date Referred to Committee: January 19,2010 FURTHER REFERRALS: Finance 

Date of Committee Action: M~ b ?- '\, ,u) t () 

The HEALTH AND SOCIAL SERVICES Committee considered: liB 309 

HOUSE BILL NO. 309 
"An Act prohibiting health care insurers that provide dental care coverage from selling a minimum age for receiving dental 
care coverage, allowing those insurers to set a maximum age for receiving dental care coverage as a dependent, and 
prohibiting those insurers from setting fees that a dentist may charge for dental services not covered under the insurer's 
policy." 
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AMENDMENT #1 

Offered in : House Health & Social Services Committee 

By: 

To: HB 309 work draft 26-LS l3l5\C 

Page 1, Line 14 

After (2) 

Insert "not" 
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 309( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY 

OfTered: 
Referred: 

Sponsor(s): REPRESENTATIVE THOMAS 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS 13151C 
Bailey 

3/24/10 

"An Act prohibiting health care insurers that provide dental care coverage from setting 

2 fees that a dentist may charge under a preferred provider contract for dental services 

3 not covered under the insurer's policy, and relating to preferred provider contracts 

4 between insurers and dentists." 

5 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

6 * Section 1. AS 21.42.392(c) is amended to read: 

7 (c) A health care insurer that provides coverage for dental care may 

8 ill reimburse a covered person at a different rate because of the 

9 person's choice of a dentist if the dentist is not a part of the covered person's dental 

10 network or preferred provider organization agreement; the [. THE) covered expense 

II for non-network providers may not be less than that allowed to a network provider, 

12 although the covered expense may be reimbursed at a lower percentage or with higher 

13 deductibles than if the service had been provided within the networki 

14 (2) limit a fee set by a dentist for a service unless the service is 

15 covered under the insurer's plan or contract. except as pro\'ided under (3) of this 

-1- CSHB J09( ) 
New Tex t Unde r 1 ined (DELETED TEXT BRACKETED J 
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12 
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14 
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WORK DRAFT WORK DRAFT 26-LS 1315\C 

subsection; and 

(3) offer a dentist the option of entering into a preferred provider 

contract with the insurer that provides a fee schedule for covered services only or 

a fee schedule for both covered and uncovered services; under this paragraph. 

(A) the health care insurer may not 

CSHB 309( ) 

(i) take an action against the dentist based on the, 

dentist's refusal to enter into a contract with an insurer; 

(m fail to list a dentist who does not enter into a 

contract with an insurer in the insurer's marketing materials; or 

(iii) take action against the dentist during the 

management or administration of a contract based on the dentist's 

choice of contract; 

(8) the terms or provisions of the contract 

(i) may not violate AS 45.50.562 -45~6; and 
n ~( ("~"'r.(bA.h· y-U:::·d ·.. t' II aut raze t e Insure .... to provl e Inlorma Ion 

to the insured describing the dentist's choice of contract and fee 

schedules; 

(e) "covered service" means a health care service for which 

a health care insurer pays a benefit for all or part of the service. including 

a benefit that is available but limited by deductible. coinsurance. or 

frequency terms under the contract between the insurer and the insured. 

-2-
New Text Underl ined {DELETED TEXT BRACKETED] 
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CS HB 309 26LS131S\C 

Bailey 3/24/10 

Page 1. Line 2 and 3 

DELETE All 

Page 1. Line 4 

DELETE "Insurers from setting" 

Page 1. Line 4 

after "for" INSERT "under preferred provider contract" 

Page 1. Line 5 

After "policy" INSERT ", and relating to preferred provider contracts between insurers and dentists" 

DELETE ALL 

INSERT "; (2) limit a fee set by a dentist for a service unless the service is covered under the insurer's 

plan or contract, except as provided under (3) of this subsection; and 

(3) offer a dentist the option of entering into a preferred provider contract with the insurer that 

provides a fee schedule for covered services only or a fee schedule for both covered and uncovered 

services; under this paragraph, 

(A) the health care insurer may not 

(i) take an action against the dentist based on the dentist's refusal to enter into 

a contract with an insurer; 

(ii) fail to list a dentist who does not enter into a contract with an insurer in the 

insurer's marketing materials; or 

(iii) take action against the dentist during the management or administration of 

a contract based on the dentist's choice of contract; 

(6) the terms or provisions of the contract 

(i) may not violate AS 45.50.562 - 45.50566; and 
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(ii) may authorize the insurer to provide information to the insured describing 

the dentist's choice of contract and fee schedules; 

(C) "covered service" means a health care service for which a health care insurer pays a 

benefit for all or part of the service, including a benefit that is available but limited by deductible, 

coinsurance, or frequency terms under the contract between the insurer and the insured." 
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LEGAL SERVICES 
DtVISION OF LEGAL AND RESEARCH SERVICES 

LEGISLATIVE AFFAIRS AGENCY 
(907) 465·3867 or 465-2450 
FAX (907) 465-2029 

STATE OF ALASKA State Capitol 
Juneau, Alaska 99801-1182 

Deliveries to: 129 6th St., Rm. 329 Mail Stop 3101 

MEMORANDUM March 9, 20 10 

SUBJECT: Does AS 21.42.345 cover dependents for dental care? 
(HB 309, Work Order No. 26-LS 1315\R) 

TO: Representative Bill Thomas 
Attn: Cecile Elliott 

FROM: Dennis C. Bailey f!I3 
Legislative Counsel 

You have asked whether AS 21.42.345, which requires an insurer to insure the children 
of an insured under a policy with dependent coverage, would override the proposed 
provision of HB 309, which would prohibit insurers from setting a minimum age under 
which a child would not receive coverage for dental care. This memorandum reviews the 
terms of AS 21.42.345 and the proposed change to AS 21.42.392 in HB 309 and 
concludes that the two provisions conflict. 

AS 21.42.385. 
AS 21.42.345 provides: 

Sec. 21.42.345. Required provision for coverage of dependents. 
(a) A health care insurance plan providing coverage for a dependent of a 
covered individual shall, as to the dependent's coverage, also provide that 
the health care insurance benefits applicable for dependents shall be 
payable with respect to 

(I) a newly born child of a covered individual from the moment of 
birth; 

(2) a child adopted by a covered individual from the date of 
adoption; 

(3) a child placed with a covered individual for adoption from the 
date of placement for adoption; and 

(4) a spouse from not latcr than the first day of the first month 
beginning after the date the request for enrullment is received. but the 
insurer may require that a request for enrollment be received within 31 
days of the date of marriage. 

(b) The coverage for a newly born child under this section shall 
consist of coverage of injury or sickness, including the necessary care and 
treatment of medically diagnosed congenital defects and birth 
abnornlalities. 
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Representative Bill Thomas 
March 9, 2010 
Page 2 

To paraphrase, AS 21.42.345 requires that a health care insurance plan that provides for 
dependent coverage must include coverage for newborn children, adopted children, and 
new spouses. This section only applies to policies that provide dependent coverage, and 
would not apply, for example, if a group plan sponsored by an employer either did not 
provide coverage for an employee's dependents or allowed the insured to elect coverage 
without dependent benefits. 

AS 21.42.345, however. does not state whether dental care is included in the required 
coverage for dependent children. That question is answered by AS 21.12.050. which 
defines health care insurance as follows (emphasis added); 

Sec. 21.12.050. Health and health care insurance defined. 
(a) Health insurance is insurance of human beings (I) against bodily 
injury, disablement, or death by accident or accidental means; (2) against 
the resulting expenses of the injury, disablement, or death; (3) against 
disablement or expense resulting from sickness or childbirth; (4) against 
expense incurred in prevention of sickness: (5) for dental care; and 
(6) including every insurance that applies to injury, disablement, or death. 
Transaction of health insurance includes disability insurance and stop-loss 
insurance but does not include workers' compensation insurance. Health 
care insurance described in (b) of this section is a type of health insurance 
under this subsection. 

(b) Health care insurance means that part of health insurance that 
provides benefits for medical care whether provided directly, through 
reimbursement. or other method. 

Under subsection (a), the meaning of that health care insurance includes coverage for 
dental care. Also, under subsection (b), health care insurance includes coverage for 
"medical care." The definition of "medical care" includes amounts paid for "diagnosis, 
care, mitigation, treatment, or prevention of disease, or amounts paid for the purpose of 
affecting any structure or function of the body." See. AS 21.90.900(30). Under these 
definitions, it is reasonable to conclude that health care insurance would include dental 
services. 

In summary, one may conclude that AS 2 1.42.345 rcquires coverage, including dental 
coverage, lor newborn and adopted children under a health care insurance plan that 
covers dependents.' 

AS 21.42.385 requires a health care insurer to offer a plan sponsor or individual 
minimum dental coverage "not less than the dental ... coverage provided on January I, 
2009, to an individual entitled to medical benefits under AS 39.35.535 (public employees 
retirement system of Alaska)." AS 39.35.535 identifies who is eligible for the coverage 
but does not describe the coverage provided as of that date. 
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Representative Bill Thomas 
March 9, 2010 
Page 3 

AS 21.42.392. 
HB 309 proposes amendments to AS 21.42.392 to prohibit a health care insurer who 
provides coverage lor dental care from setting a minimum age for receiving dental care 
coverage in a health care insurance plan. Under this prohibition, a health care insurer 
presumably would not be allowed to limit coverage based on an age set by an insurer and 
could not restrict coverage for newborn children, the lowest age limit possible. 
Therefore, the proposed amendment prohibiting a health care insurer from setting a 
minimum age for dental care coverage conflicts with AS 21.42.345. 

Keep in mind, though. that AS 21.42.345 only applies to a plan that includes dependent 
coverage. Conversely, if the plan did not provide dependent coverage, an insurer is not 
obligated to provide coverage for newborn children, adopted children, and new spouses 
and the conflict would not longer exist. 

The last question presented is whether the date of coverage for dependents begins at birth 
or at the time of adoption. Coverage for a newly born child is required from the moment 
of birth and, for an adoption, from the date of adoption under AS 21.42.345(a). 

If I may be of further assistance, please advise. 

DCB:ljw 
1O-142.1jw 
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The Honorable Bill Thomas 
State Capitol Building 
Juneau, Alaska 99801-1182 

Dear Representative Thomas: 

NFIB 
The Voice of Small Business· 

RE: HB 309 Proposed Committee Substitute 

March 25, 2010 

On behalf of the National Federation ofIndependent Business/Alaska, I wish to respectfully 
remove our opposition to House Bill 309. The National Federation ofIndependent Business is 
the largest small-business advocacy group in Alaska. 

We want to express our appreciation of your willingness to address our previous concerns and to 
propose a committee substitute that eliminates the portion of the bill that we opposed. 

Thus, the NFIB/AK no longer has any concerns with House Bill 309. 

".-Ioli· n .. ce~rely yours, 

~iSL.::::J -
Alaska State Di~ 
Cc: NFIB/AK Leadership Council 

House Health & Social Services Committee 

National Federation of Independent Business - ALASKA 
P. O. Box 34761.Ju"00U, AK 99803-4761.907723 6667.www.NFIB.com 
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CS FOR HOUSE BILL NO. 309(HSS) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

OfTered: 
Referred: 

Sponsor(s): REPRESENTATIVE THOMAS 

A BILL 

FOR AN ACT ENTITLED 

I "An Act prohibiting health care insurers that provide dental care coverage from setting 

2 fees that a dentist may charge under a preferred provider contract for dental services 

3 not covered under the insurer's policy, and relating to preferred provider contracts 

4 between insurers and dentists." 

5 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

6 * Section 1. AS 21.42.392(c) is amended to read: 

7 (c) A health care insurer that provides coverage for dental care 

8 ill may reimburse a covered person at a different rate because of the 

9 person's choice of a dentist if the dentist is not a part of the covered person's dental 

10 network or preferred provider organization agreement; the [. THE] covered expense 

II for non-network providers may not be less than that allowed to a network provider, 

12 although the covered expense may be reimbursed at a lower percentage or with higher 

13 deductibles than if the service had been provided within the network .. 

14 (2) may not limit a fee set by a dentist for a service unless the 

IS service is covered under the insurer's plan or contract, except as provided under 

-1- CSHB 309(HSS) 
L New Text Underlined {DELETED TEXT BRACKETED} 
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(3) of this subsection; and 

(3) may offer a dentist the option of entering into a preferred 

provider contract with the insurer that provides a fee schedule for covered 

services only or a fee schedule for both covered and uncovered services; under 

this paragraph. 

(A) the health care insurer may not 

(j) take an action against the dentist based on the 

dentist's refusal to enter into a contract with an insurer; 

(m fail to list a dentist who does not enter into a 

contract with an insurer in the insurer's marketing materials; or 

(ili) take action against the dentist during the 

12 management or administration of a contract based on the dentist's 

13 choice of contract; 

14 (8) the terms or provisions of the contract 

15 (j) may not violate AS 45.50.562 - 45.50.566; and 

16 (m must require both the insurer and the dentist to 

17 provide information to the insured describing the dentist's choice 

18 of contract and fee schedules; 

19 (e) "covered service" means a health care service for· which 

20 a health care insurer pays a benefit for aU or part of the service. including 

21 a benefit that is available but limited by deductible. coinsurance. or 

22 frequency terms under the contract between the insurer and the insured. 

CSIIB 309(IISS) -2-
L New Text Underlined {DELETED TEXT BRACKETED} 
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26-LS 1315\R.l 
Bailey 
3/6110 

AMENDMENT 

OFFERED IN THE HOUSE 

TO: HB 309 

Page I, lines I - 5: 

2 Delete all material and insert: 

BY REPRESENTATIVE KELLER 

3 "" An Act prohibiting health care insurers who provide dental care coverage from 

4 setting fees that a dentist may charge for dental services not covered under the insurer's 

5 policy and allowing those insurers to set a maximum age for receiving dental care 

6 coverage as a dependent."" 

7 

8 Page 2, line 1, following "i": 

9 Insert "~" 

10 

II Page 2, line 2: 

12 Delete all material. 

13 

14 Renumber the following paragraph accordingly. 

L -1-
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 309( ) 

fN THE LEGIS LA TURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY 

Offered: 
Referred: 

SpODsor(s): REPRESENTATIVE THOMAS 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS l3l5\S 
Bailey 

2!16!10 

"An Act prohibiting health care insurers that provide dental care coverage from setting 

2 a minimum age for receiving dental care coverage, allowing those insurers to set a 

3 maximum age for receiving dental care coverage as a dependent child, and prohibiting 

4 those insurers from setting fees that a dentist may charge for dental services not covered 

5 under the insurer's policy." 

6 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

7 * Section I. AS 21 .42.392(a) is amended to read: 

8 (a) A health care insurer who provides coverage for dental care may not 

9 include in the health care insurance plan or contract a provision that 

10 (I) prohibits a covered person from obtaining dental care services from 

II a dentist of the person's choice, including a specialist; 

12 (2) restricts a covered person's right to receive full information from 

13 the person's dentist regarding the care or treatment options that the dentist believes are 

-1- CSIIB 309( ) 
New Text Underlined {DELETED TEXT BRACKETED} 



.' 

L 
3653 

WORK DRAFT WORK DRAFT 26-LS 13151S 

in the best interests of the person,;. 

2 (3) sets a minimum age for receiving dental care coverage; or 

3 (4) permits an insurer to limit a fee set by a dentist for a service 

4 unless the service is covered under the insurer's plan or contract. 

5 * Sec. 2. AS 21.42.392(c) is amended to read: 

6 (c) A health care insurer that provides coverage for dental care may 

7 ill reimburse a covered person at a different rate because of the 

8 person's choice of a dentist if the dentist is not a part of the covered person's dental 

9 network or preferred provider organization agreement; the [. THE] covered expense 

10 for non-network providers may not be less than that allowed to a network provider, 

11 although the covered expense may be reimbursed at a lower percentage or with higher 

12 deductibles than if the service had been provided within the network; and 

13 (2) set the maximum age for a person to receive coverage for 

14 dental care as a dependent child. 

CSIIB 309( ) -2-
New Text Underlined (DELETED TEXT BRACKETED) 
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REPRESENTATIVE BlLL THOMAS 
ALASKA STATE LEGISLATURE DISTRICT 5· 
I..·mail: Rl'rn:Sl'll!alivc. Bill Th(lJlla\'1n~'l!i~, 'tak,ak,lIs 
\\ enpage: www.akrl.'publicans.!lrgllhllll1as/ 

State Capitol 

Juneau AK, 9980 I-I 182 

907-465-3732 

888-~61-3732 

FAX 907-~65-2652 

HB 309 prohibits insurance companies from setting fee limits on noncovered procedures and also 
prevents them from setting age I imitations for covered services. 

A national trend has developed where dental managed care insurance plans are setting caps on dentist's 
fees for services that are not covered by the insurance plan. Dental managed care plans offer a service 
providing consumers with dental care at reduced rates. The insurance company sets a fee limit for a 
service and the consumer knows upfront how much will be covered and how much he or she will have to 
payout of pocket. The problem arises when an insurance carrier tries to set fee limits on services that are 
!1!!!. covered. Insurance companies have begun setting fee limits for certain noncovered services, forcing 
dentists to reevaluate their decision to participate in the insurance plan thus decreasing the number of 
dentists participating in the managed care plan. This leaves consumers with fewer dental care options, 
which usually ends up costing the consumer financially as well as in quality of care. 

A second, more recent trend in dental managed care plans is minimum age restrictions. Before benefits 
are allowed, some insurance companies require that a child be at least four years old. This presents a 
huge problem in young children obtaining necessary dental care. Dental cavities in very young children 
continue to be a problem in Alaska and arbitrarily setting minimum age requirements will handicap 
etlorts to restore dental health to this vulnerable population. Tooth decay is highly preventable through 
early and sustained home care and regular professional preventive services. In May 2003, the American 
Academy of Pediatrics issued a policy statement urging dental exams for very young children. The policy 
recommends that infants receive an oral health assessment from a health care professional by six months 
and be referred to a dental health professional by one year. This important statement recognizes that oral 
health problems can begin long before a child reaches the age of three. 

HB 309 goes a long way towards preventing the above mentioned problems and will ensure that Alaskans 
continue to receive the dental care that they need. I strongly urge your support of liB 309. 
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REPRESENT A TlVE BlLL THOMAS 
ALASKA STATE LEGISLATURE DISTRICT 5 
C.-mail: Rt.!H~· .. ~·nlalin .. BiIl.Thnmas.!-l.kgio.; ... I:lt~·.:lI.:.us 
\\cbpagc: \, ww_akn:publ icans.org/t1wmas/ 

List of Departments Affected by AD 309 

State Capitol 

Juneau AK, 99801-1182 

907-465-3732 

888-461-3732 

FAX 907-465-2652 

I.) Department of Commerce, Community, and Economic Development - Division of 
Insurance 

2.) Department of Health and Social Services 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: HB309 
() Publish Date: 

.;;ld"e",n",tifi.:o:,ee.r",(fi",lle:cn",a",m",e:L):c.!H.!!B:::3",0:::9--,C"E",D:::-!!:IN"'S"'-2"'-".S-"'1"'0=='-===-_______ Dept Affected:::.: ___ -'D"'C:::C"'E::;D':==-___ _ 
Title Dental Care Insurance RDU Insurance === _________ =====-==::-______ component Insurance 
Sponsor Representative Thomas 
Requester ___ -'-'H:::ou"'s"'e'-!H.!!e"'a"'lth=an~d~S~o"'c:!!ia:!.I:=S"'e'"'rv.!!:ice"'s~C~om=m",itt~e",e ___ Component Number 3S4 

Expenditures/Revenues (Thousands of Doliars) 

Note' Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Infonnation 

OPERATING EXPENDITURES FY 2011 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
100S GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 

Estimate of any current year (FY201 0) cost: 

POSITIONS 

I 
Full-time 
Part-time 

Temporary 

ANALYSIS: (Attach 8 separate page jf necessary) 

0.0 0.0 0.0 0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 0.0 

None 

This bill would prohibit health care insurers that provide dental care coverage from setting a minimum 
age for receiving dental care coverage, allow those insurers to set a maximum age for receiving 
dental care coverage as a dependent, and prohibit those insurers from setting fees that a dentist may 
charge for dental services not covered under the insurer's policy. 

The department does not expect additional operating expenses as a result of this legislation. 

Prepared by: LInda Hall, Director 
Division .!ClnC!:s~u:!ra",n",ce,,--_____________________ _ 

Approved by: Emil NoW, Commissioner 
Department of Commerce, Community and Economic Development 

(Revised 111612009 OMS) 

Phone 907-269-7900 
DatelTime 2/5/102:22 PM 

Date 2/S/2010 

Page 1 of 1 
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Alaska Dental Society, Inc. 
9170 Jewel Lake Road, Suite 203 
Anchorage, Alaska 99502·5390 
(907) 563·3003 • FAX: 563·3009 

akdental@alaska.net 

HB309 

HB309 will prohibit dental managed care insurance plans from setting fee limits on 
noncovered procedures and setting minimum age limitations for covered services. A 
national trend has developed where dental managed care insurance plans are setting caps 
on dentists' fees for services not covered by the insurance plan. Dental managed care 
plans offer a service providing consumers with dental care at reduced rates in exchange 
for limitations on the numbers of dentists who participate and services that are covered. 
The insurance companies' actions are causing dentists to reevaluate their decision to 
participate in plans due to philosophical opposition to insurance companies dictating fee 
levels for services not covered and the economic impact on their practices. The result is 
increasing numbers of dentists stopping their participation in managed care plans leaving 
the consumers with fewer choices for participating providers. Patients could then lose the 
benefit provided and either have to pay more to stay with their dental home, or seek care 
from another practitioner causing disruption to treatment. 

A second, more recent, trend is dental managed care plans setting minimum age 
restrictions before benefits are allowed. Dental cavities in very young children continue 
to be a problem in Alaska and arbitrarily limiting the age dependants receive covered 
benefits will handicap efforts to restore dental health to this vulnerable population. 

The insurance companies are requiring state plans to amend provider contracts in a way 
that allows the managed care plans to control what dentist's charge, even for services 
they DO NOT cover. The contract amendment says that dentists serving covered patients 
will not be able to charge the patient a fee in excess of the managed care plans prescribed 
fee for the non-covered service. [t should be noted the two services that fee caps have 
been set for are orthodontics and veneers, services that are generally discretionary and 
rarely covered under any insurance plan. 

The managed care plans decision to set fee limitations for noncovcred services raises 
questions about the sincerity of their most recent approach to lowering costs. Managed 
care plans artiticially capping a dentist's fce without providing a concurrent benefit for 
the patient amounts to a subsidy from participating dentists for the insurance companies 
marketing. At the outset, the reduced fees help the insurer attract customers and, 
therefore improves the insurer's bottom line. Dentists front the costs of this marketing 
approach and have a tough decision to make when faced with a contract amendment that 
caps the non-covered fees 
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Alaska Dental Society, Inc. 
9170 Jewel Lake Road, Sui Ie 203 
Anchorage, Alaska 99502-5390 
(907) 563-3003 • FAX: 563-3009 

akdental@alaska.net 

HB309 

• Encourages increased access to dental care 
• Prevents insurance companies from intruding on patient-dentist 

relationship 
• Ensures at risk children will continue to receive dental benefits 
• Prohibits insurance companies from setting fees on services they do 

not provide dental benefits for 
• Insures dental plans work for the patients best interest not the 

insurance companies best interest 
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Alaska Dental Society 
9170 Jewel Lake Road, Suite 203 
Anchorage, Alaska 99502-5390 
(907) 563-3003 • FAX: 563-3009 

info@akdental.org 

20 January 2010 

To whom it may concern: 

On behalf of the members of the Alaska Dental Society [urge the swift passage ofl-ID309 
HB309 will prohibit clentalmanaged care insurance plans from setting fee limits on 

l1oncovered procedures and setting minimum age limitations for covered services. A national 
trend has developed where dental managed care. insurance plans are setting caps on dentists' fees 
for services not covered by the insurance plan. Dental managed care plans offer a service 
providing consumers with dental care at reduced rates in exchange for limitations on the numbers 
of dentists who participate and services that are covered. The insurance companies' actions are 
causing dentists to reevaluate their decision to p.,1icipate in plans due to philosophical opposition 
to insurance companies dictating fee levels for services not covered and the economic impact on 
their practices. The result is increasing numbers of dentists stopping their pal1icipation in 
managed care plans leaving the consumers with fewer choices for pal1icipating providers. 
Patients could then lose the benefit provided and either have to pay more to stay with their dental 
home, or seek care from another practitioner causing disruption to treatment. 

A second, more recent, trend is dental managed care plans setting minimum age restrictions 
before benefits are allowed. Dental cavities in very young children continue to be a problem in 
Alaska and arbitrarily limiting the age dependants receive covered benefits will handicap efforts 
to restore dental health to this vulnerable population. 

The insurance companies are requiring state plans to amend provider contracts in a way that 
allows the managed care plans to control what dentist's charg~, even for services they DO NOT 
cover. The contract amendment says that dentists serving covered patients will not be able to 
charge the patient a fee in excess of the managed care plans prescribed fee for the non-covered 
service. It should be noted the two services that fee caps have been set for are orthodontics and 
veneers, services that ai'e generally discretionary and rarely covered under any insurance plan. 

The managed care plans decision to set fee limitations for non covered services raises 
questions about the sincerity of their most recent approach to lowering costs. Managed care plans 
al1ificially capping a dentist's fee without providing a concurrent benefit for the patient amounts 
to a subsidy from participating dentists for the insurance companies marketing. At the olltset, the 
reduced fees help the insurer attract customers and, therefore improves the insurer's bottom line. 
Dentists Ii'ont the costs of this marketing approach and have a tough decision to make when faced 
with a contract amendment t!lat caps the non-covered rees 
Sincerely, 

Ylor (I ~peJ£A-
Gary A. Moeller, DDS 
President, Alaska Dental Society 

l.-________________________________________ _ 
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Noncovered services: House supports legislative 
action to counter trend 

Posled Nov. 12. 2009 

By Arlene Furlong 

Honolulu-Seeking legislative action to prevent dental plans from capping the amount dentists can 
charge for services a plan doesn't cover, the 2009 House of Delegates adopted Resolution 59H-
2009. 

Dental plans began implementing contract provisions holding dentists to maximum allowed fees for 
services for which no benefit is available with increasing frequency last year. 

Many dentists fear such provisions limit access. 

"'Why should insurance companies be able to charge for things that aren't even in their benefit 
packages?" asked Dr. Robert Plage, chair of the ADA Dental Benefit Information Service. "If dentists 
aren't reimbursed for services, the insurance companies won't suffer but the public may. Exercising 
this contract provision doesn't cost insurers a dime." 

ADA News has heard.from insurers on the issue. Insurers say including a maximu.m allowable fee as 
part of the benefit or plan design allows patients access to services that otherwise would not be 
covered. They also say the competition is doing it-a reason for employing the provision. 

In its first provision, Res. 59H-2009--Maximum Fees for Noncovered Services-establishes ADA 
policy supporting legislative action to stop the capping of fees for nonscheduled dental services. It 
resolves that 

• as a matter of policy, the American Oental Association opposes any third-party contract provisions 
that establish fee limits for nonscheduled dental services. 

"The importance of having ADA policy calling for legislative action on this is to let the insurance 
companies and our members know exactly where we stand on this," said Or. Plage. 

The second resolving clause says the ADA will continue to actively pursue federal legislation to 
prohibit ERISA covered plans from applying such provisions (ERISA supercedes state plans) and 
the third directs the ADA to encourage individual states to pursue legislation to prohibit insurance 
plans from applying non covered services provisions. (In June, Rhode Island passed a bill preventing 
dental plans there from capping the amount dentists can charge for services the plan doesn't cover.) 

The Employee Retirement Income Security Act of 1974 is a federal law that sets minimum standards 
for retirement and health benefit plans in private industry. 

The second and third clauses of Res. 59H-2009-Maximum Fees for Noncovered Services­
resolves as follows: 

• that the American Dental Association continue to actively pursue passage of federal legislation to 
prohibit ERISA covered plans from applying such provisions; 

• that the American Dental Association encourage constituent dental societies to work for the 
passage of state legislation to prohIbit Insurance plans from applying such prOVIsIons. 

36 6 Rllp:llww\V.ada.llrg/prlllfrcsourccs/puos/adanc\Vs/adanc\Vsarlidc.asp'!artickid= 3812 1119/1010 
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The Council on Dental Benefit Programs prioritizes the noncovered services issue as one of dentists' 
top concerns and is working with the Council on Government Affairs to introduce federal legislation 
that would get directly at the issue for ERISA plans (federally regulated plans). State legislatures 
cannot effect changes to ERISA. 

"This resolution accomplishes a lot," commented Dr. Plage. "It formally establishes our policy, while 
giving our members and our respective state dental societies direction on what to dO." 

Copyrtght 1995·20!)9 Amencan Dental ASSOc/R\lon 
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Hom .. ! CUn!.I{! i L04'" 

NOIl·O)wn.'d Servin's 

Non-Covered Services Talking Points 

WSDA has proposed legislation for the 2010 session which would prohibit dental Insurers from limiting fees for 
services not Included In dental beneflt plans. 

Why Is legislation necessary? 

In July 2009 Washington Dental Services, the state's largest dental insurer, announced new provider contract 

provisions, allowing it to limit fees charged by its contracted dentists for services that are not covered by the 
insurer's dental plans. WDS said it was doing so to stay competitive with other insurers implementing similar 

provisions, however WDS also indicated it disagreed with this policy and was forced to implement it due to its 
alliance nationally with the Delta Dental system. 

Unless prohibited by insurance law, these provisions constitute an unjust interference in the financial affairs 
of dental practices. 

Some dental insurers have also added contract provisions to force dental practices to reduce charges when 
pdtients reach annual benefit maximum limits. 

Non-covered services vary by insurer and include such Items as use of nitrous oxide to control dental fear 
and anxiety, implants, and posrerior composite restorations. While a complete list from WDS is not yet 
available, WSDA understands these will likely be elective procedures that are consented to by the patient 
after discussion with the dentist. 

Limiting fees for non-covered services will force dental practices to cost shift. This will result in higher fees 
charged to uninsured patients and reduced participation in low-reimbursement plans, such as a Medicaid. 

Rhode Island enacted a prohibition on non-covered fee limits in June 2009. 

The National Conference of Insurance Legislators is now considering model legislation to prohibit non­

covered service fee limits. Federal legislation is also being pursued to prohibit this practice by ERISA plans 
not regulated under state laws. 

This directory does not yet (ontain any files. 

366 Qlllp:l!\\'\\ IV. IVsda.org/non-<:ovcn:d-s<:rvice's/ 1119120 I 0 
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Putting Caps on Fees for Non-Reimbursed Services 
Several major dental benefits carriers are adding language to provider participation agreements to allow 
them to set fees for dental services that they do not pay for, i.e., non-covered services. That is, if a dentist 
agrees to the contract language, he or she will be required to charge the patient what the carrier has told 
him or her to charge even when the carrier will not pay for the service. 

To enact a fee cap on non-covered services, a dental benefits carrier must amend the current contract it 
has with its existing providers. Here's an example of such an amendment: 

Dentist may bill a Member for non-covered services (which are defined as any service for which no 
payment is made under the applicable plan or arrangement for any reason, including but not limited to, 
services in excess of contractual maximums, services not covered under plan design, and services 
denied due to contractual limitations). Dentist's charge to Member for non-covered services may not 
exceed the Maximum Allowable Charge for the applicable CDT code as specified in the most current 
Maximum Allowable Charge schedule. Fees for all non-covered services will be collected from the 
Member, and not billed to the Carrier. 

Note that this is just one of many variations of such a provision that you may find in your participation 
contract. The provider then has the choice of signing the new contract, thus accepting the new fee caps, 
or terminating his or her contract. If the provider elects not to sign, then he or she will be excluded from 
the provider networks presented to patients by that carrier's dental plans. 

What are the non-covered services? 
Non covered services are those services that a patient's dental plan has chosen not to pay for. Note that 
a carrier may offer numerous dental plans. Often however, dental plans without coverage for expensive, 
cosmetic, or other dental services are cheaper for employers to purchase for their employees. This is 
especially attractive to employers in the current economic climate. Each dental plan may have a different 
list of non-covered services, and therefore one cannot specify any particular services as universal "non­
covered services." 

Scope of the issue 
Because dental benefits carriers can fall under the protection of the Employee Retirement Income 
Security Act of 1974 (ERISA), this is both a national and state issue. ERISA is a federal law that sets 
minimum standards for retirement and health benefit plans in private industry. Insurers that cover large 
employee groups who self-insure will more likely fall under ERISA. Some state laws do not exempt 
dentists from ERISA dental insurance plans that want to implement this policy change. 

Rationale of carriers enacting such policy 
To stay competitive with one another, dental benefits carriers use the argument of market pressure or 
gaining a marketing advantage as one of the reasons they are implementing this policy. Market need, the 
carriers assert, is being driven by patients who can save money on services not covered by their dental 
benefits plan and see value in limiting their out-of-pocket expenses. However, limiting dentists' charge to 
patients for non-covered services allows these carriers to market their dental plans as costing patients 
less without bearing any of the financial risk of the discount; that is, these carriers gain the marketing 
advantage by shifting the risk to the providers. Therefore, the market trend will drive all carriers to 
implement similar restrictions in order to avoid a competitive disadvantage. Accordingly, any legislation 
enacted against the practice of fee-capping for non-covered services must be sufficiently broad to prevent 
all carriers from engaging in this practice. 



3664 

'Supplied by Academy.of General Dentistry: http://www.agd.orglissuesadvocacylhotissueslcasonfeesl 

Impact to Patients and the Practice of Dentistry 
As primary care providers of oral heallh care, general dentists strive first and foremost for access to 
quality care for all as the ultimate goal of the profession. However, to serve its patients, a dental office 
must be viable and sustainable. Today, more patients than ever rely upon dental insurance to be able to 
afford oral health care. Studies have shown that, without dental insurance, far fewer persons will choose 
to see a dentist. Understandably, in the present economy, each of us must make cutbacks to our 
expenses in order to survive. Public awareness and understanding of the impact of oral health on 
systemic health issues such as diabetes and cardiovascular afflictions is still at its fledgling stages. 
Therefore, out-of-pocket expenses for oral health are often among the first to be avoided by the public. 

Concurrently, businesses including those of dental benefits carriers and employers are also seeking 
cutbacks. Carriers striving to maintain or increase their revenues and marketshare in this economy offer 
employers cheaper plans for their employees by covering fewer services and paying less than true 
market value even for those services they cover. However, by covering fewer services, carriers compel 
patients to pay for more services out-of-pocket, which they may be unable or unwilling to do. Second, by 
paying less for the services they do cover, carriers compel dentists to function at a net loss when 
providing these covered services. 

Therefore, today's dentist must often rely upon billing at market rates for non-covered services to 
compensate for the loss he or she absorbs in accepting paltry fees from carriers for covered services. 
However, unlike the carriers' actions of limiting services they cover, the dentists' actions do not impose an 
undue burden upon patients. Here's why. In the absence of fee-caps for non-covered services, dentists 
work with each patient on a case-by-case basis to charge what each patient may be able to afford with an 
understanding that some patients may be able or willing to afford more than others. 

Fee capping takes away this opportunity! If fees for non-covered services are capped across the board 
without regard to what each patient can afford, the practice of the participating dentist may become 
unsustainable. The result may be two-fold. He or she may no longer be able to offer that specific service 
to that carrier's patients, thus limiting the patients' treatment options. In some markets, providers may feel 
compelled to stop participating with certain carriers in order to survive. In either case, the patients would 
face decreased access care. 
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Oral Health 2000: Facts and Figures 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

The oral health of children has improved significantly over the past few decades. 

Today most American children enjoy excellent oral health, but a significant subset suffers a 
high level of oral disease. The most advanced disease is found primarily among children 
living in poverty, some racial/ethnic minority populations, disabled children, and children 
with HIV Infection. 

We know enough about health promotion and disease prevention measures to improve the oral 
health and well-being of all children. 

Tooth decay remains one of the most common diseases of childhood - 5 times as common as 
asthma and 7 times as common as hay fever. 

More than half of children aged 5-9 have had at least one cavity or filling; 78 percent of 17-year­
olds have experienced tooth decay. 

By age 17. more than 7 percent of children have lost at least one permanenttooth to decay. 

Each year, 8,000 babies are born with cleft lip and/or cleft palate, making these among the most 
common birth defects. Cleft lip and cleft palate interfere with normal appearance, eating, and 
speech. 

Injuries to children, intentional and non-intentional, often involve trauma to the head, neck, and 
mouth. The leading causes of oral and head injuries are sports. violence, falls, and motor vehicle 
crashes. 

Tobacco-related oral lesions are common in teenagers who use spit (smokeless) tobacco. The 
lesions occur in 35 percent of snuff users and 20 percent of chewing tobacco users. 

One in four American children are born into poverty (annual income of $17,000 or less for a family 
of four). Children and adolescents living in poverty suffer twice as much tooth decay as their more 
affluent peers, and their disease is more likely to go untreated. 

Children from families without medical insurance are 2.5 times 
less likelv than insured children to receive dental care. Children 
from families without dental insurance are 3 times more likelv 
than insured children to have unmet dental needs. 

-
For every child without medical insurance, there are 2.6 who 
lack dental insurance. 

Fewer than one in five Medicaid-covered children had a 
preventive dental visit during a recent year-long study. 

The daily reality for children with untreated oral disease is often persistent pain, inability to eat 
comfortably or chew well, embarrassment at discolored and damaged teeth, and distraction from 
play and learning. 
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• More than 51 million school hours are lost each year because of dental-related illness. 

• Pregnant women should get prenatal care and eat a healthy diet that includes folic acid to prevent 
neural tube defects and possibly cleft lip/palate. During pregnancy avoid tobacco and alcohol, 
and check with a doctor before taking any medications. 

• Put only water in your baby's bottle at bedtime or naptime. Milk, formula, juices, and other drinks 
contain sugar. Prolonged exposure to sugary drinks while baby sleeps - when saliva flow is 
reduced - increases the risk of tooth decay. 

• Take your child for an oral health assessment between ages 1-2. 
and every six months thereafter. 

• Protect your child's teeth with fluoride. Use a fluoridated toothpaste, putting only a pea-sized 
amount on your child's toothbrush. If your drinking water is not fluoridated, talk to a dentist or 
physician about the best way to protect your child's teeth. 

• Encourage your children to eat regular nutritious meals and to avoid frequent between-meal 
snacking. 

• Talk to your child's dentist about dental sealants, which protect teeth from decay. 

• Make sure your child wears a helmet when bicycling and uses protective headgear and mouth 
guards in other sports activities. 

• The nation's oral health is the best it has ever been, yet oral diseases remain common in the 
United States. 

• The burden of oral diseases is spread unevenly throughout the population. Many more poor 
people and some racial/ethnic minority groups have untreated oral disease than does the 
population as a whole. 

• Safe and effective measures for preventing oral disease are underused. These include water 
fluoridation, dental sealants, and regular professional care, as well as tobacco cessation. 

• Tooth decay is one of the most common childhood diseases-5 times as common as asthma and 
7 times as common as hay fever in 5-to-17-year-olds. 

• 18 percent of 2-to-4-year-old children have experienced tooth 
decay. and 16 percent have untreated decay. 

• Only 23 percent of 8-year-old children have at least one dental sealant on their molar teeth. 

• By age 17, 78 percent of young people have had a cavity. and 7 percent have lost at least one 
permanent tooth. 

• Among adults aged 35 to 44 years, 69 percent have lost at least one permanent tooth. 

• Among adults aged 65 to 74, 26 percent have lost all their natural teeth. 



3667 

·Surgeon General fact sheet on oral health Children's Oral Health, National Center for Chronic 
Disease Prevention and Health 

• Untreated tooth decay remains a problem. About one-third of persons across all age groups have 
untreated decay. 

• Among adults aged 35 to 44, 48 percent have gingivitis, and 22 percent have destructive gum 
disease. Tobacco use increases the risk of gum disease. 

• In the U.S., 30,000 people are diagnosed with mouth and throat cancer each year, and 8,000 die 
of these cancers. 

• Mouth and throat cancers are the sixth most common cancers in U.S. males and the fourth most 
common in African American men. 

• Oral clefts are one of the most common birth defects in the United States. The prevalence of cleft 
lip/palate in the general population is about 1 per 1,000 births. 

• Community water fluoridation reaches over 144 million people, or 62 percent of Americans on 
public water supplies. One hundred million Americans do not have fluoridated water. 

• In 1998, a total of $53.8 billion was spent on dental care-48 percent was paid by dental 
insurance, 4 percent by government programs, and 48 percent was paid out-of-pocket. 
Expenditures in the year 2000 are expected to exceed $60 billion. 

• More than 108 million Americans do not have dental insurance. For every child without medical 
insurance, there are 2.6 without dental insurance. 

Division of Oral Health, MS F·1Q 
4770 Buford Highway, NE 
Atlanta, GA 30341 
1-888-COC-230f3 
http://wv.wCdc,gov 

Centers for Disease Controllnd Prevl!ntlon 
National C~n!l!r for Chronic Oisl!;J5e Prevention and Health Promotion 
DiviSIon of Oral Health, MS F-ID 
4770 Buford Highway, NE 
Allarlta, GA 30341 
1-868-COC-2306 
http"/fWWVo'cdcgOvNation .. llnstltuteofDentaland Crllnlof.clal Rnearch 
National Institutes of Health 
Buildinl4S, Room 4AS-19 
4S Center Drive MSC 6400 

StIllest», MD 20892-6400 
http"/lWWoN nidq nih goy 

4770 Buford HIghway. NE 
Atlanta, GA 30341 
1·888-COC·230a 
http://www,edc.goy 

Conlent scurce: DiVision of Oral 14ealth, National Center to( ChronIC Disease Pre~entlon and Health Promollon 
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February 18, 2010 

The Honorables Bob Herron and Wes Keller 
Co-Chairs, House Health & Social Service Committee 
The Alaska State Legislature 
Capitol Building 
Room 106 
Juneau, Alaska 99801 

Dear Chairmen Herron and Keller; 

The National Association of Dental Plans (NADP) would like to comment on Alaska House Bill 309 
regarding oral health, specifically Section 1 (a) (4) on dental non-covered services. The bill is on 
the agenda to be discussed by the House Health & Social Service Committee on February 11, 
2010. 

NADP is the largest non-profit trade association focused exclusively on the dental benefits 
industry, i.e. dental HMOs, dental PPOs, discount dental plans and dental indemnity products. 
NADP's members provide dental benefits to over 82% of the 176 million Americans with dental 
benefits, including 282,000 consumers with private policies in the state of Alaska. Our members 
include major commercial carriers, regional and single state companies, as well as companies 
organized as non-profit plans. 

HB 309 prohibits a dental plan from requiring a dentist to accept a negotiated fee set by the 
dental plan unless the dental plan compensates the dentist for such services. This type of 
payment agreement is common in many dental carriers' provider contracts, a standard aspect of 
their contractual relationship that serves to defray the cost of dental care for plan enrollees 
when they need services that the purchaser or employer may have chosen not to cover in the 
interest of keeping their group dental premium affordable. Dentists knowingly enter into 
contracts with these prOVisions in return for the increased patient volume that comes with 
joining a dental plan network. 

NADP respectfully opposes the HB 309, and encourages the Health & Social Service Committee 
to fully investigate the ramifications this bill may have on their constituents and employers in the 
state. 

l' Consumers' out-of-pockets expenses may increase due to the loss of the discounts on 
certain dental procedures. 

l' Employers may experience complaints due to employee dissatisfaction at increased costs 
for non-covered services. 

Nntinnni A(c:nr.intinn nl l)IP-ntnl Plnnc: 

OfFICERS & DIRECTORS 

Chainnan 
BRUCE il:. HENTSCHEl. 
CLU, FLMI. HIA, ALHC 

Principal Financial Group 
Des Moines,lA 

Vice Chair 
KAREN M. GUSTlN, lllF 

Amentas life 
Insurance Corp. 

Lincoln, NE 

Secretary 
DOYLE C. WILliAMS, DDS 

OentoQuest 
Boston. MA 

Treasurer 
BRENT WILLIAMS 

Dental Select 
Salt lake City. ur 

JEff ALBUM 
Delta Dental of 

CA, NY. PA & Affiliates 
San Francisco, CA 

JUliA BAKER 
Ameriplan Corp. 

Plano, TX 

FORREST FLINT 
HealthPartners 

Minneapolis, MN 

JEANNE HENSEL 
Humana Specialty Benefih 

Insurance Co. 
Green Bay. WI 

JIM KNOX 
Citizens Security 

Life Insurance Co. 
LouisviBe. KY 

Executive DirectOf 
EVElYN F. IRElAND, CAE 

National Assodation 
of Dental Plans 

Dallas, TX 

• • 



. I 

" .' 

,~ 

, . 
'.' . .•.. ' .' 

". 

-. 

3669 



3670 

Page 2 012 

Background: 
• Dentists choose to join a dental network and accept the contracted fees in return for increased 

access to patients who are customers of the dental carrier. 
• While most policies cover the majority of frequently utilized procedures, a range of dental benefit 

plans, with appropriately varied premium ranges, is available in the marketplace to meet employer 
and employee budgets. 

• Employers' demand for flexibility and affordability means not every dental plan design covers every 
single procedure on a dentist's contracted fee schedule. Often, the insurer pays SO')6 and the 
insured pays 20')6 of the contracted fee for a category of procedures that is selected and specified 
by the purchaser, in consultation with a benefits broker, consultant or the dental carrier. For other 
categories of specified services, the insurer pays 100')6 and the insured pays 0')6 of the contracted 
fee. Non-covered services are those for which the insurer pays 0')6 and the insured pays 100')6. The 
value of having dental coverage when choosing these services lies in the lower rate the dentist has 
agreed to when collecting 100')6 of the contracted fee. 

In short, prohibiting contracted discounts for non-covered services is financially harmful to the consumer, 
leads to higher costs and ultimately is confusing for individuals and families. 

Attached is a detailed overview of non-covered services which was developed for the National Conference 
of Insurance legislators as they deliberated a non-covered services draft model last November. The draft 
model was tabled until this March due to voiced concern from several legislators on the interference of 
business contracts by the draft model. This legislation is a stated priority of organized dentistry at state and 
national levels, with the primary purpose to increase dentist income which ultimately raises out of pocket 
costs directly from consumers. In Virginia, opposition has been heard from state groups such as the local 
chamber of commerce, AFl-CIO, the state employees, and more. 

NADP greatly appreciates the opportunity to share our views, and we are available to answer any of the 
Committee's questions. In addition to the NCS summary, we have also attached our Alaska State Fact Sheet 
for your review. Please feel free to contact me directly at 972.4SS.699Sxll1 or khathaway@nadp.org. 

Sincerely, 

~ ... ~ 
Kris Hathaway 
Director of Government Relations 

cc: Representative Wilson, Vice Chair 
Representative Lynn 
Representative Seaton 
Representative Cissna 
Representative Homes 

Notional Association of Dental Pions 
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An Overview of Dental Non-Covered Services 

NeOll is considering an Act that would prohibit a dental insurance plan from requiring a contracted dentist to accept a 
payment fee set by the dental plan unless the dental plan compensates the dentist for such services. While prohibiting 
discounts on non-covered services does not impact the plan's revenue, it will have a direct and lasting negative impact on 
a consumer's out-at-pocket costs. 

Dental plans cover a wide array of dental services; however, most have an annual maximum benefit per plan year. After 
the annual maximum amount is met, consumers can continue to benefit from insurance coverage when discounts are 
afforded to them through contracted fees between their dental plan, and that plan's contracted dentists. 

~ Prohibiting contracted discounts for non-covered services Is financially harmful to the consumer and leads to 
higher costs and confusion for Individuals and families. 

Minimizing American's out-ot-pocket health costs is one of the primary goals for federal health care reform. Dental 
consumers, dental plans and dentists have a responsibility to work together to offer competitive costs for dental services. 
Dentists who contract with a dental plan may agree to accept the fees for dental services specified in the contract, 
regardless of the payment source. The dental plan pays for covered services in part or in Whole, and the consumer pays 
for non-covered services. Regardless of the payment source, the total the dentist receives is the agreed upon contracted 
fee, thus providing benefits to the consumer and the employer as described below: 

• Contracted Fees - Benefits to the Consumer: 

• 

• 

o Consumers receive the contracted fee even if the service is not covered by their insurance plan. Without the 
contracted fees, consumer costs for non-covered services are generally higher. 

o Cost of dental care is predictable for the consumer when the same contracted fees are applied to needed 
services even after the annual maximum is met. Dental plans and consumers can better calculate expected 
costs up front when a single fee schedule is adopted for all services, covered or not, and this helps avoid 
surprised Usticker-shockR that might otherwise result from non-contracted fees for dental services. 

o Cost savings realized when consumers receive non-covered services at a contracted fee encourages them to 
seek treatment in a timely manner and not delay care due to cost restraints. Paying a higher, non-contracted 
fee can put significant financial strain on individuals and families. 

Contracted Fees - Benefits to the Employer: 
o Due to rising medical premiums, employers are faang hard choices with their health care benefit options. A 

dental plan's ability to offer a single contracted fee schedule for all services under a group employer dental 
plan increases the scope of benefits without increasing premiums, thereby increasing the overall value of the 
program for employees. 

o Employers review their employees' utilization and customize their dental plan selection accordingly. The 
design of the dental policy selected by the employer dictates what services are covered under a plan. This 
allows the employer to offer a plan at an affordable cost to both the employer and the consumer. Dental 
plans contract fees with dentists, and offer multiple policies based on the contracted fee. The Act being 
considered by NeOll would limit employer flexibility, and reduce their product choices. 

Contracted Fees - Dentist Topics: 
o Dentists may be initially in favor of prohibiting discounts on non-covered services; however, there is little 

evidence to support increased revenue by supporting this measure. A recent study by Delta Dental Plans 
Association of all Delta plans showed only a .44 percent difference in total approved claims costs are even 
affected. Dentists can do their part in health care reform by holding their costs to the contracted fees 
already agreed to for patients covered by dental Insurance. 
n ....... +irfor h~ ..... +h ... ,.h .... i,..... +,.. i .... i .... ~ .-I ....... +~I .... I~ .... 'r ....... "., ......... ~".-I .............. + +h ... ,. ....... + ... .-+ ... .-1 f_ r f ...... h ...... h ,. ...... ' ..... 0.-1 ", .... .-1 
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National 
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-of-
Dental 
P I a n s 

National Dental Benefit Enrollment Trend 
(InmUllom) 

2004 2006 

In 2007, at least 57% of all Americans had some 
form of dental benefits. 

2007 National Dental Benefit Funding 
.Group • Individual iii Riders 

Discount 

Dental 
Indemnity 

DPPO 

DHMO 

Nearly all enrollment in dental benefit plans is 
through group-sponsored plans while Discount 
Dental plans are offered more often directly to 
indiViduals. 

ABOUTNADP 

STATE 

In 2007, the estimated population of Alaska 
was 683,478.' NADP represents 35 plans 
operating both directly and indirectly in Alaska. 

AK Residents with Commercial BenefitsZ 

~Dental ~Medical 

366,166 3n,730 

:-3011,098 
2D9,82S 

2005 2007 

The chart below compares the prevalence of 
dental plan types based on total enrollment 
nationally and in Alaska. 

2007 Dental Benefits Market 
iii National IIAiaska 

..,. .. " 

The National Association of Dental Plans (NADP), a nonprofit corporation with headquarters in Dalias, Texas, is 
the "representative and recognized resource of the dental benefits industry." NADP is the only national trade 
nrcJ'~.,i.,~tin" th~t inrl" ...... r .. he full cnA ..... r" ..... ,..of rf ... ".~1 h.anof:itc ...... """~"iaC' n"Ar~.i"(7 in the Iinit-a'" «:'t~t ... C' 
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I'aE:B ~T~~o~ Alaska Dental Benefit Fact Sheet 
-

PROVIDERS & NETWORKS 

To be adequately served there should be 3.33 
practicing dentists per 10,000 population. 1 

There are 490 dentists actively practicing in 
Alaska or 7.17per 10,000 population.2 

Alaska Dental Providers by Plan Type 

163 

3 

DHMO DPPO Discount ue"ta", 

When was your last dental checkup? 

iii National II West 

5" 

In total, Alaska consumers have access to an 
estimated 3 dental HMO providers, 163 dental 
PPO providers and 24 discount dental 
providers. 

• 0.04 Alaska dentists provide services 

through a Denta I HMO per 10,000 

population statewide compared to 1.03 

per 10,000 population nationally 

• 2.39 Alaska dentists provide services 

through a Dental PPO per 10,000 

population statewide compared to 3.42 

per 10,000 population nationally 

• 0.35 Alaska dentists provide services 

through a Discount Dental Plan per 

10,000 population statewide compared to 

2.34 per 10,000 population nationally 

The ratio of dentists to population may vary 
by community. 

How often do your children visit the dentist 
for routine cleanings and exams? 

II National IIWest 

..,. 63" 
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LEGAL SERVICES 
DIVISION OF LEGAL AND RESEARCH SERVICES 

LEGISLATIVE AFFAIRS AGENCY 
(907) 465-3867 or 465-2450 
F~(907)465-2029 

STATE OF ALASKA State Capitol 
Juneau. Alaska 99801-1182 

Deliveries to: 129 6th St" Rm. 329 Mail Stop 3101 

MEMORANDUM February 24, 2010 

SUBJECT: Limiting dental insurer policy (HB 309) 
(Work Order No 26-LS13 I 5\R) 

TO: Representati ve Bill Thomas 
Attn: Cecile Elliott 

FROM: Dennis C. Bailey.tfl;· 
Legislative Couns~l 

You have asked whether the provision in HB 309 that prohibits an insurer who provides 
coverage for medical care from setting a fee for a service that is not covered under the 
insurer's policy violates art. I, sec. 15 of the Alaska Constitution. 

Article I, sec. 15, provides: 

SECTION 15. Prohibited State Action. No bill of attainder or ex post 
facto law shall be passed. No law impairing the obligation of contracts, 
and no law making any irrevocable grant of special privileges or 
immunities shall be passed. No conviction shall work corruption of blood 
or forfeiture of estate. 

I assume that you are concerned with the "contracts clause," which states that "no law 
impairing the obligation of contract ... shall be passed." 

The contracts clause prohibits the passing of a law that changes an existing contract. The 
rule is based on preventing retroactive changes to contracts already in place. See, 
Hageland Aviation Servs. v. Harms, 210 P.3d 444 (Alaska 2009) (retroactive removal of 
existing contract rights ... violated the contracts clause). Several Alaska cases have 
interpreted the contracts clause. I 

See Slepanov v. Homer Elec. Ass'n, Inc., 814 P.2d 731, 736 (Alaska 1991) 
(rejecting the claim that a state commission's cffective revision of the 
claimants' contracts violated the Alaska and federal contract clauses); 
Wien Air Alaska v. Arant, 592 P.2d 352, 363 (Alaska 1979) (dismissing 
the argument that the maximum rate table of a workers' compensation law 
impairs obligations under the claimant's insurance contract in violation of 
the Alaska and federal contract clauses), overruled on other grounds by 
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Representative Bill Thomas 
February 24,2010 
Page 2 

The state commonly regulatesthe contents of insurance policies in AS 21. The effect of 
changes to the law are usually prospective not retrospective in order to avoid impairment 
of existing policies. A statute is prospective unless it is expressly made retrospective. 
AS 01.10.090. 

In my opinion, the change in AS 21.42.392(a) that prohibits an insurer that provides 
dental insurance from limiting a fee set by a dentist for a service unless the service is 
covered by the policy would not violate art. I, sec. 15 of the Alaska Constitution. The 
provision has a prospective effect and does not impair or affect an existing contract. 

Although not required, in order to emphasize the prospective effect of the change, you 
could add an applicability clause similar to the following: 

*Sec .... The uncodified law of the State of Alaska is amended by adding a new section 
to read: 

APPLICABILITY. The amendments to AS 21.42.392 enacted in sees. I and 2 of 
this Act apply to an insurance plan, contract, or policy that is offered, issued for delivery, 
delivered. or renewed on or after the effective date of this Act. 

If I may be of further assistance, please advise. 

DCB:ljw 
10-1 29.1jw 

Fairbanks N. Star Borough Sch. Dist. v. Crider, 736 P.2d 770 (Alaska 
1987). 

lJage/and Aviation Servs. I'. Harms, 210 P.3d 444, 452, n. 30 (Alaska 2009). 
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.OUSE COMMITTEE REP4 

Date Referred to Committee: February 5, 2010 FURTIIER REFERRALS: Finance 

Date of Committee Action: M o..'t"c.l.-,. I b, ?-0 I 0 
i 

The IIEALTH AND SOCIAL SERVICES Committee considered: liB 328 

HOUSE BILL NO, 328 
.. An Act establishing a traumatic or acquired brain injury program and registry within the Department of 
lIealth and Social Services; and relating to medical assistance coverage for traumatic or acquired brain injury 
services. It 

liB 328-TRAUMATIC BRAIN INJURY:PROGRAM/MEDICAID 

Recommends it be replaced with I I HCS or I ~CS for,---=-+J./ ....... l3'-:-~3'-~.:.......:g=--______ ,(c.......JHu.",.SbS......,) 
For Senate Bills with new title: I I Technical Title I J New Title: HCR,___ I Same Title I I New Title 

[ 1 attach amendments 
[ 1 add new referral to ___ -=-_Committee 
[ 1 Letter of Intent Committee 
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ALASKA STATE LEGISLATURE 
Interim: Session: 

716 West 4r~ Avenue, Suite 640 
Anchorage. Alaska 99501 
"hone (907) 269-0200 

State Capitol, Room 126 
Juneau, Alaska 

99801-1182 
Phone (907) 465-4993 

Fax (907) 465-3872 
Fax (907) 269-0204 

Rep.Craig.Johnson@legis.state ah IJS 

REPRESENTATIVE CRAIG JUHNSON 
HOlJ~I·: DISTI~ I( T 18 

Sponsor Statement for HB 328 

House Bill 328 establishes a traumatic or acquired brain injury program and' registry in the 
Department of Health and Social Services. Alaska has rio program specifically to deal with 
brain injury and yet Alaska has one of the highest rines in the nation. Annually, there are 800 
Alaskans hospitalized with a traumatic brain injury each year resulting from falls, car crashes, 
domestic violence, All Terrain Vehicle crashes, and snowmachine crashes, among others. 
There are an approximately equal number of A.laskans suffering from acquired brain injuries 
resulting from stroke, aneurism, or rumors. 

Alaska urban and rural residents, including military arc being discharged to their homes with 
litde understanding of brain injury or access to in-state rehabilitation, severely impacting 
their families. Limited educatlon about the injury, learning to cope with a person who has 
changed, overwhelming stress from insurance, bureaucracy, and financial burdens and 
change in family roles may render families dysfunctional. 

With appropriate and available care, rehabilitation, community and family support, even the 
individual who is most severely injured can live at home, rerum to s~hool or work, or engage 
in meaningful and productive lives. 

Funding a Traumatic or Acquired Brain Injury (T/AB!) Program gives authority to the 
department to collect data on the injured, positioning the state to access Medicaid funds for 
T I ABI. Medicaid services for T I ABI will be matched 50% by federal funds. The bill a Uows 
for streamlining department services and activities that arc unique to T I ABI. This would 
better assist families and individuals with T/.\BJ in knowing how to access services and 
supports. 

Early treatment may reduce future medical and social costs. \Vithout appropriate services, 
some individuals with T I ABI may pose a threat to themselves or others. Without assistance, 
individuals with TBI often end up homeless, in jailor in nursing homes. Service 
coordination, rehabilitation, and appropriate supports can help to minimize these risks. 

February 8. 2010 26-1.S1355\E 
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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 February 9, 2010 

SUBJECT: 

TO: 

FROM: 

Sectional Summary (HB 328 (Work Order No. 26-LSI35S\E» 

Representative Craig Johrison 
Attn: Jeanne Ostnes 

Jean M. Mischel
oal
'/ ~ 

Legislative Coun~ 

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. Adds longitudinal data on traumatic or acquired brain injury from the registry 
established under sec. 5 of the bill to the list of databases that the Department of Health 
and Social Services is authorized to collect, analyze, and maintain. 

Section 2. Adds case management services for traumatic or acquired brain injury to the 
optional services provided to recipients of state medical assistance (Medicaid). 

Section 3. Defines "case management services for traumatic or acquired brain injury" 
and "traumatic or acquired brain injury" for purposes of the optional services added by 
sec. 2 of the bill. 

Section 4. Requires the Department of Health and Social Services to provide medical 
assistance services under a waiver if approved by the federal government and if the 
legislature appropriates necessary funding for the services. 

Section S. Establishes a statewide traumatic or acquired brain injury program in the 
Department of Health and Social Services to evaluate the effectiveness and availability of 
information and services for the prevention and treatment of traumatic or acquired brain 
injury in the state. Requires consultation and collaboration with public and private 
entities to fulfill a list of programmatic requirements including development of a 
statewide service delivery plan and registry of information and evaluation of current laws 
and standards pertaining to traumatic or acquired brain injury. 

JMM:plm 
10-058.plm 
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March 5, 2010 

'LIN~nsorship of House Bill 328, which would establish a 
re r Traumatic or Acquired Brain Injury (TAB!) and 
provid s or the in usi n of case managernent services to the Alaska list of 
optional Medicaid s Ices. The reporting and data collection of Alaskans with 
these injuries is long overdue and would be of great benefit. 

Cook Inlet Tribal Council (CITC) is about People, Partnership, and Potential. We 
serve 13,000 participants annually, administering 85 grants and contracts funded 
by federal, state, and private agencies. Our programs address many of the social, 
economic, and educational challenges faced by Native people in Anchorage and 
in the Cook Inlet Region. One of our main departments is Recovery Services. 
CITC provides outpatient services and also operates the Ernie Turner Center for 
residential care pertaining to alcohol and drug treatment. 

CITC can attest to the high level of TAB! cases in Alaska. Statistics from 2009 
indicate that about 37% of our participants seeking intervention services 
(including brief treatment and outpatient recovery) report head trauma or have a 
history of TAB!. From a sampling of 552 individuals seeking admission last year 
to the Ernie Turner Center (for detox or residential treatment), 46% of them had 
experienced some type of brain injury in their past. 

If I can provide any further assistance with passage of this measure through the 
legislative process, please let me know. I would be willing to testify on the 
impact of T ABI and the need for this bill to be enacted. On behalf of Cook Inlet 
Tribal Council and the many participants we serve, you have our full support for 
HB 328. 

Sincerely, 



3682 

The Honorable Craig Johnson 
House of Representatives 
Alaska State Capitol, Rm 126 
Juneau, Alaska 9980 I 

Dear Representative Johnson, 

~
~ "'1.1 @~1J:oo 

brain injury 
networl< 

3745 Community Park Loop, Ste. 140 
Anchorage, Alaska 99508 

office: (907) 274-2824 fax: (907) 274-2826 
www.alaskabraininjwy.net 

Thank you for introducing lIB 328, the act which relates to medical assistance coverage for traumatic or acquired 
brain injury services and which will establish a traumatic or acquired brain injury program and registry within the 
Department of Health and Social Services. 

The Alaska Brain Injury Network, Inc (ABIN) is a non-profit organization dedicated to Alaskans whose lives 
have been changed by brain injury. ABIN's eigbteen member board represents all regions of Alaska and at least 
50 percent are TBI survivors or family members. 

The primary ABIN mission is to educate, plan, coordinate, and advocate for a comprehensive service delivery 
system for the survivors of traumatic brain injury and their families. ABIN also serves as a statewide resource 
navigation agency specializing in information and referral for brain injury services and supports available in 
Alaska. ABIN has heard from 600 Alaskans requesting brain injury services since 2007. In addition, ABIN has 
heard public testimony from hundreds of Alaskans from Anchorage, Juneau, Fairbanks, Kenai, Barrow, Nome, 
Kodiak, Dillingbam, Bethel, Copper River Basin, Tok, Ketchikan, Sitka, and more. 

In the past several years, ABIN has worked collaboratively with the State of Alaska, Alaska Mental Health Trust 
Authority, the Alaska Native Tribal Health Consortium, Alaska Federal Health Care Partnership, major hospital 
providers, community providers, and many more agencies to coordinate the development of brain injury services 
in Alaska. We have coordinated meetings with these agencies to identitY: 

I. the services we have available in the State, 
2. the services we do not have available, 
3. which providers have the capacity to develop different segments in the continuum of care, 
4. barriers; and 
5. solutions for the development of this care. 

The agencies participating and the findings are depicted in a document titled "Demonstrating the Need for 
Community-Based Rehabilitation." 

Barriers to treating brain injury include: 
• Brain injury as a medical condition versus a long-term condition: Patient often enters an injury-based 

medical model to treat what may become a manageable, chronic condition. 
• Post-acuterrreatrnentlRehabilitation funding for those who are Medicaid eligible: Currently, Medicaid 

funding is available for acute care, but does not cover brain injury specialty residential and day programs, 
often resulting in a higber level of care (more expensive) than what is needed. 

• Workforce capacily- Alaska is too small of a state, with a strong yet limited workforce, to support 
separate brain injury systems of care in each service sector: military, tribal, and civilian. 

Page 1 of 2 
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HB 328 Letter of Support 

• Screening/assessment in all state programs and primary care clinics- appropriate identification begins 
with screening and then assessment. Behavioral Health is the only state program that includes brain 
injury screening questions. 

HB328 provides many direct and indirect opportunities to resolve these barriers: 
Creates longitudinal data on persons with brain injury to identify demographics, cause of injury, severity, 
diagnosis, treatments, medical and social costs which will help determine future policy and budget 
recommendations. 

o Increases access to case management for those who are Medicaid eligible. 
o Evaluates the need for and scope of acute, post-acute, long-term, and community treatment, care, and 

supports. 
Positions the state to identify the best 'menu' of brain injury services to include under a Medicaid Waiver. 
Positions the state to access federal funding for TBI services and for targeted case management. 
Encourages a seamless transition from acute settings to transitional and community settings. 
Establishes standards and recommendations for improvement of prevention, assessment, treatment, and 
care. 

Indirect Opportunities 
o Many Alaskans with undiagnosed or unrecognized brain injury currently access State of Alaska services 

and supports. The T/ABI program encourages screening and identification, as well as development of 
and access to appropriate treatment. 

o A T/ABI program may create cost savings in acute care costs and existing state programs budgets, 
including behavioral health, juvenile justice, corrections, homeless initiatives, and long-term care in 
institutional facilities. 

o Research shows, Medicaid funding specifically for brain injury services supports the growth of 
community-based rehabilitation programs Cresidential and day programs). 

o Provides framework for the Department of Defense (DoD), Alaska Veterans Affairs Health System, 
Alaska Tribal Health System, State of Alaska, and private/non-profit entities to coordinate planning and 
implementation of rehabilitation and community re-entry programs. 

o Development of these programs increases access for all Alaskans with a variety of pay sources, including 
insurance, private pay, and federal health care. 

o Research shows early treatment and access to appropriate brain injury services may reduce future medical 
and social costs. 

The Alaska Brain Injury Network has worked diligently to create a 'framework' for successful 
development of a seamless system of care for Alaskans with brain injury, including the development of a 
comprehensive plan and the coordination of the many key providers that will build the system. The State 
of Alaska T/ABI program will be the 'foundation' that will allow the 'entire state system' to develop and 
grow. The State T/ABI Program, the 'foundation', is the first step to resolving the barriers, so providers 
can act, and Alaskans will have an opportunity for a more successful and positive life. 

The Alaska Brain Injury Network appreciates your ongoing support of this important legislation. 

Our organization is made up of many professionals, providers, and specialists. If you have any questions I would 
be happy to answer them or connect you to someone with that knowledge. 

Sincerely, 

Page20f2 
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Attachment: ABIN Letter of Support for SB 219IHB 328 

Why hrain injury hegins as an emergency medical condition and often becomes a social 
catastrophe? 
Several decades ago brain injury was viewed solely as a medical condition, more specifically a 
life or death injury. Because of the advances in emergency medical services and intensive/acute 
care, more people are surviving very severe brain injuries. These advances have created an 
entire new system of care, a brain injury continuum of care. This system of care is essential 
because of the long-term cognitive effects caused by the injury. After 30 years of state and 
federal government recognition, research, and longitudinal studies, it is now understood that 
'brain injury begins as an emergency medical condition, and often becomes a social catastrophe.' 
Because of the potential for many different social challenges, it is essential that those who 
survive brain injuries receive timely, appropriate services and ongoing supports. 

How did other states develop brain injury programs? 
In addition to the local networking, ABIN is well connected to many state brain injury programs 
(public and private) outside of Alaska. Through conferences and ongoing dialogue, ABIN has 
learned the role legislation (in other states) has played in developing a seamless, comprehensive 
service system for after hospital care for brain injury. In 1980 the first appropriation for brain 
injury funding for case management was accomplished in Missouri. Legislation for a T/ ABI 
program soon followed. 2005 data shows at least 44 states had a formal T/ ABI program in their 
state government or funded brain injury specific programs. 

The following is an example of the order in which legislation and funding has progressed in 
other states. 

Step I: Establish a T/ABI program in statute 
Step 2: Approve general funds for case management, position state to access federal funds to 
expand this service to more people (targeted case management). 
Step 3: Approve a Medicaid brain injury waiver (50% Federal match) 
Step 4: Prevention and concussion management legislation. 
Step 5: Screening and case management for military 

HB 328/SB 219 gives Alaska the opportunity to not only 'catch up' developmentally with other 
States, but it also positions Alaska to become a national leader in providing brain injury case 
management and treatment to rural and remote citizens across service sectors (military, tribal, 
civilian). 

How do other states fund and sustain a T/ABI Program? 
States use a variety and combination of funding streams for planning, policy, prevention and 
research activities, and to serve individuals with brain injuries and their families who have no 
other access to needed care or supports. Medicaid, Home and Community-Based Services and 
Medicaid Waivers, and Federal Block Grant programs are used to serve individuals with 
disabilities and special health care needs including people with brain injury. At the State level, 
common non-Federal funding sources for TBI service delivery include trust funds, general 

Page 1 of 2 
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revenue and special revenue. Often when two or more sources exist, funds from one are used to 
leverage funds from the other. 
There are 24 States that have a Brain Injury Medicaid Waiver (2006). There are 20 states that 
have General Revenue or Special Revenue specific to brain injury (NASHIA 2005). 

Medicaid waivers targeted to individuals with brain injuries operate in half of the states and are 
small when compared to waivers targeting other groups. These waivers provide significant cost 
savings, on average $30,000 annually per person, when compared to institutional facility-based 
services (Rutgers 2008). 

These waivers have been successful both programmatically and financially. In addition to cost 
savings, these waivers have provided other significant benefits. The existence of these waivers 
supports the growth of community non-profit brain injury agencies. There is clear evidence of 
the desirability of home and community-based services among those directly affected by brain 
injury: there has been growth of these waivers that has resulted in a doubling of the number of 
persons served over five years; in addition, there is a visible role played by advocates in 
encouraging states to develop these waivers. These waivers, over time, have contributed to 
states' efforts to create and grow an in-state service capacity to provide services to individuals 
with brain injuries. I 

'Hendrickson, L. & Blume, R. (2008). Issue brief: A survey of Medicaid brain injury programs. Rutgers Center for 
State Health Policy 

Page 2 of 2 
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5l1at-Su J{eaftfi Services, Inc. 

February 25, 2010 

The Honorable Craig Johnson 
120 4th St, State Capitol, Room 126 
Juneau, AK 99801 

Dear Representative Johnson: 

I am writing in support of House Bill 328, an act concerning traumatic or acquired brain 
injuries. As a health care professional who administers an agency that provides both primary 
health care and behavioral health care I and my Agency are well acquainted with the 
devastating consequences of even a mild brain injury can have on individuals and their 
families. The bill you have sponsored, if passed, will enable the State to take important, 
concrete steps that are necessary in creating evidence based, coordinated and effective 
services to this group of citizens in need. The creation of an operational defmition, the 
development and tracking of important incident data, the promotion of waiver services and 
the building of case management capacity are all important first steps. 

Sin~erCL! 
d- /' [,{>----. v 

Kevin Munson 
CEO 

1363 WestSp11lCe)lve, WasilUl,)l'l( 99654 IPfi: 907-376-2411 • 'F1l:{; 907-352-3363 

:Mem6er )lgeney Vnited 'Way 
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The Honorable Craig]ohnson 
Alaska State Representative 
Alaska State Capitol, Room 126 
Juneau, Alaska 99801 

Th!TRUST 
The Alaska Mental Health Trust Authority 

Re: Letter of Support for HB 328 

Dear Representative Johnson, 

February 10, 2010 

The Alaska Mental Health Trust Authority (lbe Trust) is pleased to support HB 328, an act establishing a 
traumatic or acquired brain injury program and registry within the Department of Health and Social Services 
(DHSS); and relating to medical assistance coverage for traumatic or acquired brain injury services. This bill 
is a significant step forward and will bolster the existing statewide efforts of a diverse and active committee 
which has been focused on brain injury services for several years. 

The Trust is a state corporation that administers tbe Alaska Mental Health Trust, a perpetual trust managed 
on behalf of Trust beneficiaries who include individuals with mental illness, developmental disabilities, 
chronic alcoholism and those with dementia or other related disorders; many also have a co-occurring 
traumatic brain injury. Our goal is to partner with the Department of Health and Social Services as well as 
other state departments and branches of government, as a catalyst for change towards the improvement in 
Alaska's mental bealth continuum of care. The Trust has and will continue to partner with DHSS and the 
aforementioned statewide committee to ensure a system of care for Alaskans with brain injuries is developed. 

It is an unfortunate reality that Alaska bas one of the highest rates ·of TBI in the country. Upwards of 800 
Alaskans are seriously injured or die from a TBI annually. It is estimated that at least 10,000 Alaskans are 
currently living with TBI in our communities, some with support services, most undoubtedly without. This 
bill will assure the development and implementation of services for Alaskans with brain injuries; specifically, it 
provides direction to the Department of Health and Social Services to assess prevalence, service gaps, and the 
development services in a targeted, effective, and fiscally responsible manner. Thereby, increasing and 
improving access to much needed services and supports for these Alaskans. Furthennore, this bill places the 
State of Alaska in position to access federal dollars for payment of tbese services through grants and 
Medicaid. 

The Trust appreciates your leadership on this very important issue. Please let us know if there is anything we 

can do to further support your efforts and the successful passage of this bill. 

! 

\jeff]eS,' 

3745 Community Park Loop, Suite 200 Anchorage, Alaska 99508 Tel: 907-269-7960 Fax: 907-269-7966 www.mhtrust.org 
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February 11, 2010 

To Whom It May Concern: 

I worked for years as a Care Coordinator for people experiencing 

Alzheimer's and/or mental illness. As a professional in this field I 

helped many people find services and information. I didn't realize 

I'd be the one needing assistance so soon. For an unknown reason, 

I've lost my eyesight over the last couple of years. I'm in my 30's. 

While struggling to learn to live with a visual impairment, I lost my 

job. One of the dangers of living with a visual impairment that I had 

not anticipated was the numerous concussions I have experienced. 

The most serious of these was when my weed-whacker fell on my head causing a mild brain injury. It 

took me at least five to six months to feel "normal" again after that. I believe many people experiencing 

visual impairments are suffering brain injuries at a rather high rate. 

Just as it is important for those with Alzheimer's to have access to services and information through a 

Care Coordinator, it is also important for those experiencing brain injury to have assistance. Accessing 

services is very difficult when your brain isn't functioning at its' best. Each person who has experienced 

a brain injury should be linked to a care coordinator so that they have help accessing services. It's hard 

enough for me to find the help with a visual impairment, it is even harder when I've suffered yet another 

concussion and can't remember who to call or don't know what services will help. 

It's imperative that people with brain injuries have a good advocate. It can be very hard to access 

services even when they are available. Often times a person with a brain injury has difficulty 

remembering things, making phone calls, knowing how to ask the right questions to get an appointment, 

etc. Having strong advocates such as Alaska Brain Injury Network and a Care Coordinator is necessary 

for a good recovery. 

I encourage you to please support Senate Bill 219 presented by Senator McGuire and House Bill 328 

presented by Representative Johnson. Having a brain injury program as they describe would benefit 

many Alaskans currently struggling on their own. There is also $350,000 currently in the budget for 

brain injury. Please support the bill and leave the funding that is in the budget there. Thank you for 

your support. This is something that mattered to me as a provider and now it matters to me on a 

personal level. 

Sincerely, 

Fay Nakamura 

2746 W 42nd Place Apt #1 

Anchorage,AK 99517 

Note: I had assistance writing this letter. 



Dave Eubank 
9527 Victor Rd. 
Anchorage, AK 99515 

.00d afternoon: 
My name is Dave Eubank and I approve this message. A few long years 

ago I sustained an acquired brain injury, not to be confused with traumatic; it was 
pretty traumatic to me but acquired? I didn't ask for any of this but it seems as 
though it was required because I see life through a different set of eyes and have 
been blessed with a different set of values. I, as well as a host of many others, have 
had to work twice as hard to get back half of what I lost but I appreciate life more 
than twice as much so in a sense, ... doesn't that make me twice the person I once 
was? 

Just for starters I have an awful lot of admiration for the people who are in 
the health care industry for the support, care, and understanding they provide to 
others who are less fortunate than you. The T.B.I. Resource Navigator allows 
access to monitor a wealth of information for this silent minority. The DHSS 
provides additional funding for thankful services to a thankful people. I am not 
thankless; I am thankful, I am thankful I do not require such needful things but I 
know. I know exactly what it's like to be on the inside looking out and I know 
exactly what it's like to have the ability to absorb the incoming information but not 
having the capability to process it and I know exactly how frustrating that can be 
and for some people there is no way out and I know that too. 

************** 
You see, once upon a time, in a land far, far, away, I collapsed as the result of a life threatening, death defying, 

brain aneurysm; grade 5. You name it and [ did not have it but in comparison to what I had lost, I have gained a whole lot 
more and what it was that I really lost, really was not even worth having and I am thankful for the things I have gained 

•
ather than being resentful over the things I have lost but it literally turned my life upside down yet here I am ... 10 years 

post, standing right side up and sitting right side down, still there are an awful lot of questions and not many answers; 
however: 

Would a T.R.I. Care Coordinator have been helpful in my own recovery? Absolutely! We all have to crawl 
before we can walk and we seem to forget all about that but not me because in the bitter end of this past century I tried to 
walk before I could crawl and I fell flat on my face. But when I went down, I got up and when I got up, I woke up, and 
when I woke up, I got a grip and I can see much more clear this second time around but instead of taking my life, it gave 
me a life however; I may have gotten it a whole lot quicker with a T.B.I. Care Coordinator. 

Would the funding for T.R.I. Care Coordination and Case Management have been helpful in my situation? 
Absolutely! I as well as a host of many others often felt like beating my head up against a brick wall but soon discovered 
that there was nobody home but suddenly on one bright, sunny, and cheerful summer day, a light bulb went off, BING!!! 
And as I wondered my way through this maze of uncertainty, I realized that I could not change people. I could not change 
anything about them. The only thing I could change was myself and when I changed myself? Poofl!! It was magic because 
I would change the perception of how others perceived me. A T.B.I. survivor is scarred for life and even though it may 
not be the kiss of death, there is a distinction and it is not a real good one but, ... By choosing the path of least resistance 
and combining the elements of good with that of the bad, you rise above the distinguished height of an unjust society and 
you still embrace it (Martin Luther King) ............................................................................................ and yet it works. 

Do I have any regrets on how I've approached and sidestepped the obstacles that have obstructed my most 
difficult challenges? Absolutely not! Very few of us get out of here alive without being rudely slammed down by some 
sort of adversity but there's an old saying that adversity has a peculiar way of introducing you to yourself. Welcome to my 
world; we all make choices in life but I really don't know anyone who chose to walk a path which has no end and for 

.,.ome people there is no end but for others who wish to boldly go where many have gone before, with careful 
wr,>nsideration of care coordination and case management there is. You probably think it's pretty easy for me to discuss 

this stuff; it's not easy, ... it's not easy at all. That's it, my work is done here. 

Thank you 
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To Whom It May Concern: 

Apx 3years ago I was a Flight Attendant with Alaska Airlines. Now I dont swim, drive or 
do ANYTHING because overnight my life was CHANGED. Basically I had an 
ARYCHNOID CYCST which the Doctors watched, at Providence Hospital, since I was a 
teenager (although I was born with it) and suffered horrendous headaches. Noone ever 
told me that it could change my life so. In any case, I have two kids with Autism, 11 and 
12 and a 15yr old with ADD so my life has been in shambles for quite sometime in any 
case. As for Providence, the commercials they put on TV are GREAT however noone 
ever tells you the BAD SIDE of things. I underwent surgery to no avail. There was NO 
PROBLEM until I came down with STAFF INFECTIONS that the doctors couldnt stop it. 
Needless to say, There was NOTHING in Alaska for me then and I was medivacked to 
Seattle after suffering Staff Infections but where the doctors only do ONE TYPE of 
surgery, basically up here it is OK if you have a broken arm or something but Brain 
Injury is nothing you want to MESS WITH. Needless to say I was put in OT, PT and 
SPEECH services and the only thing to come out of it all was that I had BRAIN INJURY! 
I couldnt, or still cannot, walk a straight line, I lost my job, what good is a F/A who 
cannot walk a straight line, I wear Prisms in my glasses now as well as DARK 
GLASSES, the sun hurts my eyes, I am in a Wheelchair and I was destined to live a 
life of NO DRIVING! Not even to the Grocery Store. Because I was married it was 
ASSUMED that my husband could work all day, do all the housework and watch the 
kids. I had three kids and he had Three kids and the BRADY BUNCH IT WASNT! In any 
case, my marriage has ended in divorce because of many different reasons however 
Brain Injury was NOT the least of the worries I had come to deal with! Only recently 
there is a hospital up here that deals with Brain Injury, at the Bases. It is HARD to find a 
doctor who knows ANYTHING about Brain Injury, much less a PCA (Personal Care 
Attendant) who knows anything about Brain Injury. I have had two PCA's quit on me and 
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am on my third, mainly because they are UNTRAINED in the needs of TBI. They were 
good as PCA's however NOT at Brain Injury and finding a doctor is a FIASCO because 
no doctors know about Brain Injury either. In any case, I was set to retire and "lost" my 
job and cannot get another one without alot of work and someone who knows about 
TBI. Brain Injury is EXPENSIVE to say the least and I am on Medicaid and Medicare 
due to all the tests I have to have done and all the medication I am on. For years I 
advocated for my kids with Autism however that was NOTHING COMPARED to what I 
go through now. I have managed to get around my house and take my own showers. 
Needless to say, even as a CONSUMER now there are certain things I will NOT, I am 
too proud, to let people do for me. Help me go to the bathroom is one of them but it is 
HARD and I rely on my BARS in the bathroom plus a toilet that is up a little higher. I am 
destined to be in a Wheelchair and flying, I am the Chair of the Governors Council now 
and need someone to go with me WHEREVER I GO! My life has CHANGED to say the 

least and I dont have the ability to be SELF SUFFICIENT in any case, I used to go to 
Prince Willian Sound Halibut fishing and owned a TimeShare in Puerto Vallarta where I 
cought a WORLD RENOWNED SailFish. THANK GOD FOR THOSE DAYS AND 
THOSE MEMORIES of which I have to look at pictures or have to be TOLD to 
remember, remember I have TBI so those d~nt come NATURALLY to me! Those times 
are all but over for me and even though I still love Fishing, I HATE THE WATER so 
fishing and I dont go together so well. In any case, I used to advocate for my kids and 
AUTISM, which I still do, but now I am a CONSUMER FOR BRAIN INJURY which has 
opened my eyes big time. I still go to Key Campaign and am on the BOD (Board of 
Directors) of the Key Coalition which deals with Legislatures on an ongoing basis and 
am a founding mother for LINKS in the Mat-Su. We are a Community PTI and work very 
closely with MATSU SCHOOL DISTRICT, and am past Chair of the EIC (Early 
Intervention Committee) of the Gov. Council, however that will not take away my 
problems and makes being involved very difficult for me. THANK GOD also for the 
Flight Attendants of Alaska Airlines because without them my kids wouldnt have had a 
Christmas! I can only say my life has taken a TURN and Brain Injury only takes a 
SECOND but can ruin your ENTIRE LIFE! This is something I will live with EVERY DAY 
and not something that will ever GO AWAY! In closing. I can say that life DOESNT END 
HERE! I have taken the "bull by the horns" so to speak and have become quite the 
advocate of Brain Injury on top of it all. I joke about Disabilities and it was my own 
mother who said she thinks I AM GEDING BEDER! When I asked WHY she said 
BECAUSE I CAN JOKE ABOUT IT NOW where before I could NOT. 

Please oh please take this to heart. It can happen in an instant and take your entire life 
away from you. PLEASE CONSIDER what you can do to help not only people with 
BRAIN INJURY but to also get the word out that this EFFECTS THE REST OF YOUR 
LIFE! It is EXPENSIVE MONETARILY and HARD ON FAMILIES and ON THE 
CONSUMER AS WELL. Thank you for your time. 

Donna Swihart, MAT-SU, ABIN ADVOCATE AND CONSUMER 
5450 N. Rhonda Drive 
Palmer, AK 99645 
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Health 
'¢Il}"icE:~s, Inc. 

4020 Folker Street· Anchorage. Alaska 99508·907-563-1000· (Fax) 907·563-2045· e-mail: acmhs@.acmhs.cQm· website: www.acmhs_com 

17 February 2010 

The Honorable Craig Johnson 
Alaska State Capitol, Room 126 
Juneau, Alaska 99801 

Dear Representative Johnson: 

First, thank you for your interest in traumatic or acquired brain injury. Second, thank you for 
supporting the development of specific services addressing traumatic or acquired brain injury. 

Anchorage Community Mental Health Services serves a number of clients impacted by brain injury. 
Some have been impacted by stroke while others have injuries resulting from accidents. The long 
lasting impact of brain injury results in some of our clients having great difficulty in adapting to 
normal life. Issues include things like being able to maintain housing, being able to work and self 
care. Additional focus on developing community based brain injury rehabilitative services will be 
invaluable to this population and their families. 

So, thank you for introducing House Bill 328. Let us know if we can be assistance in promoting 
passage. 

Sincerely, 

ohn Fugett, MA, LPC 
Director, Adult Services 

Co.~IinLled c.n, 
~;j! TudOl Rd. 

56~·7900 
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Christine A. DeCourtney 
6920 Gemini Dr. 
Anchorage AK, 99504 
February 15, 2010 

The Honorable Lesil McGuire 
Alaska State Capitol, Rm 125 
Juneau, Alaska 99801 

Dear Senator Lesil McGuire: 

I am writing to request your support of Senate Bill 219: An Act establishing a traumatic or acquired brain injury 
program and registry within the Department of Health and Social Services; and relating to medical assistance 
coverage for traumatic or acquired brain injury services. I wish 10 speak from !wo views: 

1) I have worked in the healthcare field ever since I graduated from university 

2) I have suffered !wo Traumatic Brain Injuries (TBI) and major surgery for a brain tumor in the lasl five years 

I have worked in heallhcare for many years, including ten years at Ihe Bristol Bay Area Health Corporation in Dillingham and 
Ihe past seven years at the Alaska Native Tribal Health Consortium. As such, I slrongly believe Ihal not only are there many 
people living in remote communities who have suffered a brain injury with no trealment available, I also believe that there 
are many people who have physical, mental and emotional problems as a result of an undiagnosed brain injury. The 
Trauma Registry only counts those that are hospitalized. It is critical that the people of Alaska have better access to brain 
injury prevention, treatment and rehabilitation services. 

I suffered head and severe facial injuries from a bicycle fall in 2004. Though I spent many hours in the Emergency Room 
having many tests and 50 facial stitches, I received no information about head injuries. Eight months later, I was at a stop 
sign in downtown Anchorage and was hit in the driver's side by a van that came around the corner. This time I did not 
experience visible injuries. However, I suffered neck injuries and another TBI. It is not healthy to have another TBI so soon 
after the first one. It is also "easier" to have an injury that people can "see." 

In spite of the fact that I am gainfully employed and insured, I have spent a great deal of out-of-pocket funds to try to "get 
beUer." While my insurer was quite willing to pay for physician visits and medications, which did not help me a great deal, 
they were not willing to pay for other therapies that have helped me. When I had out-of-state major neurosurgery !WO years 
ago, once again therapy modalities that helped me return to work and function at the level I am expected to by my 
employer, were denied. 

My injuries and experiences are minor compared to some of the people in Alaska who now face a lifetime of problems so 
different from those that they had pre-TBI. The people of Alaska need to have prevention, treatment and rehabilitation 
services that can help increase awareness of preventing TBI's; treatment provided regardless of location or insurance 
availability and rehabilitation services that incorporate all programs and services that give the patient the best quality of life 
possible. 

I never expected to be in a position of fighting to explain my difficulties as a result of a TBI or trying to find care that helped 
me get better. After all, being now defined as "average" should be ok. Right? 

On behalf of myself and all the patients, families and providers who work to prevent TBI's, provide treatment and care for 
patients, I urge you to support S8 219. 

Respectfully, 

Christine A. DeCourtney 
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:( • ','j'" .. Lll'CraigJohnson 
'I" -,1,1\,' '.".pitol, Rm126 

',,,". " ,! ~.; .. ! Q980] 

TI.,ll11< YOIl for introducing the House Dill, establishing a traumatic or acquired brain injury program 
,'Illi ""glstry within the Department of Health and Social Services: and relating to medical assistance 
,'overage (Dr traumatic or acquired brain injury services, 

At St. Elias Special Hospital, we treat and assist many patients who are affected by brain injury, Our 
p~lli ents' stories are personal to them and to us, But the outcomes of their injuries effect us all.­
,,'eqlltntly, lIlany patients who have suffered from a brain injury will come to 51. Elias on a 
,<,,,lItil,,t(H' ann will be unable to speak. eat or walk. We have been fortunate to be. able to watch 
"i,lI,), p"lif'nl~. walk out of the hospital. Others have suffered significant injuries and are not that 
lUI i<y \','", 1lJ'(' very,concerned about the resources available to our patients after they leave 51. 
F!i;_h. 

Nf'. ,;I -'il. [lias '"pport the House Bill because it would provide a mechanism to better track the 
,(,,"111,,;;,' ill'"", injury patients in Alaska. It would also identify services lacking for patients post 
''',.sp,t"1 dis,--}','1I'ge. Sadly, some of our patients and their families are being required to leave the 
""Ie fl ,. 'o"g term rehabilitative care because services are not always available in Alaska. This puts' 
',"''1.'.,,1;,. ,II,' f'lIalicial hardship on the families and patients both emotionally and financially and is 
liso, ''Si h' I" I h" state. This House Bill would serve all Alaskans better by combining TBI reporting 

,,!i C'»' ,t:, , ,wluding those that are for profit and non-profit, including military and native 

I, i :,,'" '/" ".-icy Hospital is expanding its programs to better serve patients with traumatic and 
.• 1,1'-',': , .'" ',,,,,ries: however, this house bill could help us provide a better discharge plan for 

.. ', i'Tain injury, thereby allowing the patients to continue their recovery and lead 

, "I • "dld help TBI patients get early treatment and keep the patients healthier and 
"'itS .,ould become productive, contributing members of the Alaskan community. 

; ';'Ilson, thank you so much for your support, consideration and concern for this 
"'" state, hospitals and most importantly our patients. 

<>'''f\", . '<'<"'L~/'/ 
.,;lj,d, ,;':IJ .... ,!-'lii:: . (j 
! :,I(ll·d{,,~;\'-\.!iTicE'r 

::1 ! ii {: .... 1" ",-11':> lIospital 

';'\OiI1 "),j, ... ! '·;""'l.\nchorage. AK 99503. Phone: 907.561.3333. Fax: 907.561.3332. \\Wv ... st-eliashospital.com 



From: 
Sent: 
To: 
Cc: 
Subject: 
Attachments: 

,ean & Dee Murphy 
5745 Greece Dr. 
Anchorage, AK 99516 
Feb 3'd. 2010 

Murphy, Sean [Sean.Murphy@asrcenergy.com] 
Thursday, February 04,20109: 19 AM 
Jeanne Ostnes 
j ill@alaskabraininjury.net 
FW SB 219 
TBI Accidentpdf 

. Dear Representative Craig Johnson: 

First, I wouid like to thank you for introducing the bill titled: An Act establishing a traumatic or acquired brain 
injury program and registry within the Department of Health and Social Services; and relating to medical 
assistance coverage for traumatic or acquired brain injury services. 

My name is Sean Murphy and I am recovering from a traumatic brain injury from a skiing accident two years 
ago at Whistler/Blackcomb B.c. I hit a tree at nearly 30 MPH head first, thankfully I was wearing a helmet or 

. the recovery process could have been much worse. I was air lifted down the mountain to the clinic at W/B 
where they kept me on life support until the second air medivac was available to transport me to Vancouver 
General Hospital. Three days later I awoke from my coma and my wife realized she would have to raise 
another child (husband) since I could not talk, walk or even feed myself. 

The bill gives the Department of Health and Social Services many specifics to help address issues related to TBI 
'"hich are all necessary here in Alaska. However, the main reason for writing you today is not for me or the 
.eatment and support from my injury; but the needed support for family members dealing with TBI patients. 

TBI patients often have emoiional issues that impact the entire family. It was extremely difficult to obtain any 
information, a single agency to assist in identifying resources, support groups, etc. would have been most 
beneficial for families in this situation. 

As I found out weeks or understood months later, was the amount of stress that my wife had to endure. From 
first, being out of the country, then in Seattle and then again in Anchorage my wife had to continually start the 
processes over again to get me needed treatment. Again, having case management services to assist would have 
been extremely helpful in finding a neurologist, physical therapist, and the resources needed to aide in the 
recovery process. While researching these types of injuries, my wife and I noticed that the m~ority of states 
have facilities to assist people in obtaining the information and contacts needed. We could not find this in the 
state of Alaska. With the many outdoor activities and amount of highway accidents in Alaska we were surprised 
to find that this was the case. . 

Anached is a letter my wife wrote from my injury and the stress she endured and difficulties she encountered 
along the way. 

Sincerely. 

<"an Murphy 

3695 



3696 

My husband Sean and I spent a week in Whistler/Blackcomb, BC. Sean was 
skiing expert terain all week. On the last day of the trip, he and his buddies stopped 
for a bowl of soup before heading home. After lunch, he got into his skis and picked 
a casual groomed ski trail to head down the mountain. He was the first one back in 
his skis as they started down the mountain. When his friends started down the trail, 
they saw him veer across the trail over an embankment into the tree line. To this 
day, having lunch is the last thing that he remembers.They both called down to see· 
if he. was ok, when he doesn't respond, one friend came down to check on him and 
found that he was not conscious. The second friend began stopping .others for 
assistance. A doctor and nurse happened to ski near the accident and began CPR and 
a ski instructor stopped and contacted ski patrol. Ski patrol arrived within minutes 
and provided an open airway and artificial respiration while packaging Sean for 
transport -to a helicopter arriving. We believe that due to preparation for the 
Olympics, the response time of the ski patrol and helicopter was extremely quick, 
within minutes, Sean was transported to the clinic at the base of the mountain, 
examined and prepped for another helicopter ride to Vancouver.General Hospital. 

Our friends and·I packed and drove from Whistler to Vancouver only to 
discover that he had still not awaken and they might have to drill into his brain to 
release some of the pressure due to swelling caused from severe bruising and 8 sub 
dermal hematomas. The good news was that after a full body CAT scan to determine 
the extent of his injuries, other than the head injury, he had a broken finger. After 
three unconscious days in the ER Sean finally came out of a coma. The doctors asked 
if he knew what happened, he shook his head no, he asked if he knew who was next 
to him. All he could do was say wife, but that was more than enough considering we 
were told that his long term memory would probably be affected by the injury. 

On the evening of the third day, Sean was transferred to the Neurological 
Intensive Care Unit. He was unable to speak coherently, sit up, walk, and other basic 
motor functions. The doctors informed me that the recovery process would more 
than likely take months and that we would need to stay in Vancouver until the 
pressure on his brain decreased considerably and he was able to walk with 
assistance. The Neurologist stated that if he hadn't been wearing a helmet he would 
not be here today. In fact, his helmet was used during several meetings to encourage 
the use of helmets with the staff at VGH. 

Sean began the process of recovery, and I began the process of notifying 
employers and family of our situation. Luckily for me, two of the friends that were 
on vacation with us offered to stay in Vancouver for support. I was surprised to find 
out that Canada does not accept health insurance, so having to figure out how to pay 
for this care, and my stay in Vancouver and trying to keep our daughter from 
knowing how serious the injury was since she was alone in Anchorage was almost 
more than I could tolerate. To this day, I cannot thank our friends enough who 
stayed with us in Vancouver. 
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The days following consisted of me massaging his legs and arms, little 
stretches to keep him from stiffening up and numerous trips to the nurse's station 
trying to reach the Doctor for an update. I was told that he did not see patients 
during visiting hours because time was allotted for surgeries. The only care provide 
for the first two days in NICU were hourly vitals check by the nursing staff and my 
attempts to do stretches with him lying in bed. After 3 days in the NICU, and dozens 
of requests to see the doctor, he finally stopped in to provide im update. He stated 
that the bruising was improving, but had not decreased enough for air travel and 
that air travel could cause further damage to his brain. I asked about road travel so 
that we could get back to the US, he indicated that since he was barely able to feed 
himself, had not walked yet, and could not speak more than a word or two when 
responding to questions, that we needed to realize that long term hospital care and 
physical therapy was required. I asked when physical therapy would begin, and ,he-' 
indicated that the physical therapist would be by to see us that day. 

I increased our efforts to get him to do more on his own. I asked that he feed 
himself; even though he wore more of the food then he ate. I got him to stand next to 
the bed with me and our friend on either side to see if he was able. He was not able 
to take a step or stand on his own, but it strengthened my resolve to get him walking 
again. Later that date, the PT examined Sean and gave us stretches that we could do 
to help him improve and that we could attempt to get him to stand periodically 
throughout the day. We followed the regiment for two days, than were given 
approval to see if he could walk. We began walking him to the restroom, which was 
only about 8-10 steps from the bed. The following day the Physical Therapist was 
surprised to see how much he had improved. Much less food on his clothes, able to 
speak short sentences and could walk with assistance to the restroom. She then 
gave us permission to walk the halls as long as our friend and I were with him at all 
times. We began this trek immediately after she left and continued every hour if he 
was awake. Day 8, he can walk two times around the NICU floor and we attempt the 
stairs without the PT's knowledge. He was able to take two steps. We continued to 
walk as often as possible so that he could build up his strength and improve his 
balance. The following day, I asked that he be examined again to see if the bleeding 
and swelling had gone down. It had, I then ask the PT if we can attempt the 5 steps 
so that we could travel to Washington by car. Sean climbed 5 stairs with Danny and 
me on either side. The PT consulted with the doctor and they gave us authorization 
to travel to Washington after resting at the hotel for 1-2 days to ensure that he is 
able to travel. I asked that they provide a CD of his cat scan and all medical records; 
they indicated that they would fax the reports to the doctor in Seattle and would 
provide the CD prior to checkout. So with a stop by accounting, I paid the bill by 
check and credit card. (/ had contacted our credit card company earlier in the week 
and told them of the situation. They agreed to increase our limit enough to cover the 
hotel and hospital bill). Sean rested in the hotel and our friends from Seattle came to 
pick us up. I felt we were one step closer to getting home. 

In Seattle, I made numerous calls to Neurologists, but none would take a new patient 
without a referral. After several calls to Vancouver General and little success in 
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getting help, our friend jane said she had an appointment and we could go with her, 
so we did. We explained to her doctor why we were crashing jane's appointment, 
and to our surprise, she examined jane in 10 minutes a'nd the remainder of the 
appointment was Sean's. She was astounded that this accident was less than two 
weeks prior and immediately contacted a Neurologist that she knew and had an 
appointment for Sean the following day. Again, we were told that it would be several 
weeks before we could travel and were surprised that we were given approval to ' 
leaveVancouver as there were still several areas still swollen and bleeding on the 
brain. Three times a week, Sean and I went to see the Neurologist. They worked 
motor skills and did brain teasers and each visit seemed to be better than the last. At 
the end of the third week, we were given the green light to travel. home to 
Anchorage. 

I thought the process would be much easier in Anchorage, only to find out we had to 
start the process all over again. Neurologists and Physical Therapists require a' 
referral:We went to !lur family physician and were referred. My Dad agreed to come 
to Alaska to help care for Sean since he could not be left alone and I needed to get 
back to work since we had used all of our vacation time and all that coilld be done 
now FMLA, which is family medical leave without pay. Without both our incomes, 
this was not an option. 

Sean could not be left alone, could not cook, could not take stairs on his own, etc. So I 
was so thankful that my Dad was with me to care for him because I needed to get 
back to work at least part time. As I finish this letter, I have a tough time keeping my 
composure, I rellect on the stress that I had to endure due to Sean's accident and the 
fact there wasn't someone I could talk to that understood what we were going 
through. The angry outburst from Sean which are typical of head injuries, the fact 
that he was basically having to develop mentally and physically, newborn through 
adult hood all over again. 

After two years, there are still outburst, but they are less frequent, and his short 
term memory has been affected where he must keep more detailed notes. But on a 
positive note, the recovery was much quicker than anyone thought it would be and 
physically he is in the best shape of his life. He is running under 6 minute miles now 

,and he continues to improve emotionally, mentally and physically. 



Jeanne Ostnes 

From: 
Sent: 
To: 
~ubject: 

Andi Nations [nationsa.silc@gmail.com] 
Monday, January 25, 2010 12:34 PM 
Rep. Craig Johnson 
Traumatic Brain Injury Service Coordination 

Thank you for sponsoring a House Bill.relating to an act establishing a traumatic (or acquired) brain injury 
program. This legislation will make great strides towards providing needed services for Alaskans who have 
been impacted by brain injuries. We look forward to working with you on this important issue . 

. Andi Nations 
Statewide Independent Living Council of Alaska 
1057 W. Fireweed Lane # 206 

. Anchorage, AK 9<)503. 
nationsa.silc@gmail.com 

907-263-2092 (V /TTY) 
907-244-1496 (cell) 
907-263-2012 (Fax) 

w",w.alaskasilc.org 
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Contact: Jill Hodges at (907) 274-2824 or jillfalaiaskabraininjury.net. 

FOR IMMEDIATE RELEASE: Personal Stories and HB 328 and SB 219 

March 2010 is Brain Injury Awareness Month! 

Anchorage, Alaska -

March 2010 will mark the commencement of Brain Injury Awareness Month! The Alaska Brain Injury 
Network, Inc. (ABIN) encourages you to develop stories to raise awareness of "the silent epidemic." 

Brain injury can affect anyone of us ... in an instant. Not only are the personal stories gripping, but the impact 
on the family can often end up inspiring or devastating. Families that endure life after brain injury need 
acknowledgement. Many of the strongest family units are tom apart after a traumatic injury. Why do Alaska 
families and communities end up devastated, tom apart, and defeated? Is this a personal issue or a system's 

issue? Often times it is both, but who is to blame families when the state does not have a single program 
specificallY to deal with brain injury treatment, rehabilitation, and support? There are very few in-state 
resources to help individuals learn to live again and to support families through this often lifelong process. 
Alaskans deserve better. 

~BIN is connected to hundreds of Alaskans and their families that have been affected by brain injury: Alaska 
.atives, military, urban residents, children, adults, CEO's, nurses, teachers, and more. If you are looking for a 

heart-wrenching and news worthy story, we can connect you to these individuals and families across the State. 

In addition to personal stories, there are two companion bills in the legislature that will build state capacity to 
develop brain injury specialty programs. House Bill 328, sponsored by Representative Craig Johnson, and 
Senate Bill 219, sponsored by Senator Lesil McGuire, establishes a traumatic or acquired brain injury (T/ABI) 

program and registry within the Department of Health and Social Services. 

HB 328 and SB 219 provides the leadership and incentive to create a service delivery system where children, 
adults, and service members who sustain a brain injury and their families, will have the opportunities that all 
Alaskans desire; to learn, love and be loved, and find meaningful work or activities. 

Statistics: The Alaska's Department of Health and Social Services show that traumatic brain injury is a leading 
cause of death and disability among children and young adults in the State of Alaska; an estimated 12,000 
people in the State of Alaska have suffered a traumatic brain injury; approximately 800 people in the State of 
Alaska report traumatic brain injuries each year; the number of Alaskans with a traumatic brain injury is 
increasing significantly as military service members injured overseas return home to Alaska; 20 percent of 
traumatic brain injuries result in death; many people who suffer traumatic brain injuries live with permanent 
disabilities; most cases of traumatic brain injury are preventable; and the lack of public awareness is so vast that 

traumatic brain injury is known in the disability community as the nation's "silent epidemic" 

.or general information or media information, contact Jill Hodges at (907) 274-2824 or 
jill@alaskabraininjury.net. 

## 
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TBI in Alaska, 1995-2005 Hospitalization greater than 24 hours 

Gender Ethnicity 

.Male 

• Female 

• Alaska Native 

.American 
Indian 

• Black 

• Hispanic 

Figure 1: Males sustain TBI at twice the rate of females 

Figure 2: TBl's are sustained primarily by White and Alaska Native populations 
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TBI Population versus Alaska Population 

White Alaska Native Other (American 
Indian, Asian, 

Black, Hispanic, 
Pacific Islander, 

unknown) 

• lBI Population 

• General Alaska Population 

Figure 3: Alaskan Natives and rural residents sustain TBI at disproportionate rates compared to census data 
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lBI in Alaska, 1995-2005 Hospitalization greater than 24 hours 

Age 
2000 
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Figure 4: Highest incidence rates are among 15-24 year old males. The highest prevalence rates are among Elders who fall. 

AK Trauma Registry, 1996-2005, TBI, All Ages, AK 
Residents - Hospital Admissions (24hrs or more) 

.29% Anchorage Municipality 

.13% Mat-Su Borough 

.12% Southeast Alaska 

.10% Kenai Peninsula Region 

_9% Fairbanks North Star Borough 

C 6% Yukon-Kuskokwim Region 

.4% Interior Region 

.3% Copper River/Prince William Sound 

03% Northwest Arctic Borough 

.3% Norton Sound Region 

_2% North Slope Borough 

02% Bristol Bay Region 

02% Kodiak Island 

01% Unknown 

01% Aleutian Pribilof 

Updated 6/1/08 

Figure 5: Highest incidence rates are among Anchorage. Mat-Su, and Southeast regions. The highest prevalence rates are in 
the Yukon-Kuskokwim Region. 
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IBI in Alaska, 1995-2005 Hospitalization greater than 24 hours 

Acute Care Payer 
35% 

32% 

iii 30% 
.... 
~ .'" 25% 11 
~ 

"iii 

" .., 
:~ 

20% 
.., 
.E - 15% 
0 .. 
bO .. - 10% c .. 
u 
~ .. 
"- 5% 

0% 
0% 

Pay Source 

Figure 6: Acute care costs are paid by major payers. Inpatient and post-acute rehabilitation is limited. There is not a post­

acute rehabilitation facility in-state. 
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TBI in Alaska, 1995-2005 Hospitalization greater than 24 hours 

Home, Health Care 

Skilled Nursing 

Inpatient 

Home Rehab 

Other 

Home, No Assistance 

Discharge Information 

III Acute Care (8.8%) 

D Expired (7.2%) 

D Home, No Assistance (71.6%) 

III Home Rehab Outpatient (1.0%) 

D Inpatient Rehab (6.3%) 

D Skilled Nursing (2.0%) 

D Home, Health Care (.7%) 

D Other (2.7%) 

Figure 7: 72% of TBI survivors are sent home with no assistance. 1% of TBI survivors have access to rehab once they return 
home. 
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Alaska 
Alaska Scorecard and TBI Dashboard -

Males age 15-19 

Traumatic Brain Inlury Numbers 

TBI hospitalizations/year 

TBI deaths/year 

Est. TBI-related Emergency Department Visits 

Alaska Trauma Registry 2001-2005 - Non-fatal TBI hospitalizations 
I.a Alaska Trauma Registry 1996-2005 - Non-fatal TBI hospitalizations 
I.b Alaska Trauma Registry 2006 - Non-fatal TBI hospitalizations 
2 HRSA TBI Implementation Grant 

Source 

200.9 1 

640 1.b 

150 1.b 

2953 2 

Alaska Trauma Registry records those who are hospitalized for more than'24 hours. This 
does not include the number of people who visit the emergency department and are sent 
home in the same day. This does not include the number ofretuming service members with 
traumatic brain injury. 
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worse 

I 
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Vocational Rehabilitation 

Number of TBI cases 

Number of TBI cases closed employed 

are Trust 
'f dO bTl" 

Dashboard: Employment 

Number of TBI cases closed with plan for employment 

AveraQe waQe at closure 

(O):ffi:flfu~ ~ 

~DO'~ 

Number of baselinesllmPACT) 

Number of studenUathletes seen in program (ImPACT) 

- .- 0-0. -
Patients given the diagnosis of "head injury" or "concussion in 
Emergency Department in 2006 
% of TBI-related ED visits that led to hospitalizations 

% of ED visits that are Pediatric 

~I!lj)i<:!f ~ [illjj}j) Il:ifi!Iiw ~ 
m~OO§gl~ 

Est. Board Member Volunteer hours/year @ 
Board Member Participation in Quarterly Board Meetings 

Ex-officio participation in quarterly board meetings 

% of survivorsifamily members on TBI board 

% Board Members who give a financial contribution 

WJJ~~ 

Average new consumer contacts per month @ 

Average unique visitors/month to ABIN website @ 

Number of people on Alaska Brain Matters Listserve @ 
3 AKAIMS 7 DIVISIOn of VocatIOnal 
4 Suicide Follow-back Study Rehabilitation (FY07) 
5 h!!Q:llwW\\I.eed.state.ak IlsLsrntsl 8 Providence Neuroservices 
6 TrustlDOC Study 07 9 Alaska Brain Injury Network 

42% 6 

167 7 

17 7 

11 7 

$12054 7 

57 8 

25 8 

547 8 

1% 8 

15% 8 

1054 9 

83% 9 

65-80% 9 

55% 9 

100% 9 

30 9 

750 9 

100+ 9 



Traumatic Brain Injury: 
A Guide for Criminal Justice Professionals 

Many prison and jail inmates are living with 
traumatic brain injury (TBI)-related problems 
that complicate their management and 
treatment while incarcerated. Because 
most inmates will be released, these 
problems also pose challenges when they 
return to the community. The Centers for 
Disease Control and Prevention (CDC) 
recognizes TBI in prisons and jails as an 
important public health problem. 

What is Traumatic Brain 
Injury? 

• A traumatic brain injury (TBI) is 
defined as a blow or jolt to the head 
or a penetrating head injury that 
disrupts the function of the brain.' 

• Not all blows or jolts to the head 
result in a TBI. The severity of such 
an injury may range from "mild," with 
a brief change in mental status or 
consciousness, to "severe," with an 
extended period of unconsciousness 
or amnesia after the injury.' 

• A study of young adults found that 
those with a TBI were at risk for 
sustaining another,2.3 and that a 
history of multiple TBls is associated 
with slower recovery. 4 

How many people have TBI? 

• Each year, on average 1.4 million 
people in the United States sustain 
a TBI. Of this number, 50,000 die, 
235,000 are hospitalized, and 1.1 
million are treated and released from 
an emergency department.' 

• At least 5.3 million Americans are 
living with TBI-related disabilities.' 

• The number of people with TBI 
who are not seen in an emergency 
department or who receive no care 
is unknown.' 

What are the causes of TBI? 

• The leading causes of TBI are falls, 
motor vehicle-traffic crashes, struck 
by or against events, and assaults.' 

• Blasts are the leading cause of TBI 
among active duty military personnel 
in war zones.' 

What are the long-term 
consequences of TBI? 

• A person with a TBI can experience 
short- or long-term problems, 
requiring help in performing activities 
of daily living.'·' 

• A TBI can cause a wide range of 
problems in thinking, sensation, 
learning, language, behavior, and/or 
emotions'·" 

• Persons with TBI may experience 
mental health problems such as 
severe depression,12 anxiety,13 
difficulty controlling anger" and 
alcohol or substance abuse."·16 
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• TBI can also cause epilepsy and increase 
the risk for both Alzheimer's and Parkinson's 
diseases and other brain disorders associated 
with increasing age' 

What is known about the extent 
of TBI and related problems 
within the criminal justice system? 

General: 

• According to jail and prison studies, 25-87% 
of inmates report having experienced a head 
injury or TBI17-19 as compared to 8.5% in a 
general population reporting a history of TBI. 20 

• Inmates who reported head injuries are more 
likely to have disciplinary problems during 
incarceration. 21 

• Inmates with head injuries may have 
seizures'9 0r mental health problems such 
as anxiety" or suicidal thoughts and/or 
attempts. ".23 

• Studies of inmates' self-reported health 
indicated that inmates with one or more 
head injuries have significantly higher levels 
of alcohol and/or drug use during the year 
preceding their current incarceration." 

• The U.S. Department of Justice has 
reported that 52% of female and 41 % of 
male offenders were under the influence of 
drugs, alcohol, or both at the time of their 
arrest," and that 64% of male arrestees 
tested positive for at least one of five 
illicit drugs (cocaine, opioids, marijuana, 
methamphetamines, or PCP)." 

• Although more than half of prison inmates 
have a lifetime history of drug use disorders,2. 
fewer than 15% receive substance abuse 
treatment services while in prison. 27 

Women and Families: 

• Female inmates who are convicted of 
a violent crime, are more likely to have 
sustained a pre-crime TBI and/or some other 
form of physical abuse. 28 

• Children and teenagers who have been 
convicted of a crime are more likely to have 
sustained a pre-crime TBI29 and/or some other 
form of physical abuse.29-31 
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• Among male inmates, a history of TBI is 
strongly associated with perpetration of 
domestic violence and other kinds of violence 
during their lifetimes32 

Corrections and Law Enforcement Officers: 

• Corrections personnel and law enforcement 
officers are at risk for head injury or fatal head 
trauma.33.34 

• Interactions with suspects prior to arrest and 
with inmates during their incarceration are 
considered high risk situations for injury or 
death due to head trauma 3S 

How might inmates with TBI and 
others be affected by TBI-related 
problems? 

Within the correctional setting, TBI can contribute 
to situations that lead to disciplinary action. Here 
are some common TBI problems and strategies for 
management: 

• Attention deficits may make it difficult for 
the inmate with TBI to focus on a required 
task or respond to directions given by a 
corrections officer. Either situation may be 
misinterpreted, thus leading to an impression 
of deliberate defiance on the part of the 
inmate. 17.3• 

o Management strategies: 
• Ask the inmate to repeat what 

you have said to confirm that 
he or she has heard and 
understood your directions 

• Encourage the inmate to write 
down steps for the task 

• Allow extra time for the task to 
be done 

• Clear or reduce environmental 
distractions 

• Memory deficits can make it difficult to 
understand or remember rules or directions, 
which may lead to disCiplinary actions by jail 
or prison staff. 21 

o Management strategies: 
• Explain rules or directions 

slowly, step-by-step 
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• Ask the inmate to repeat 
the steps and encourage 
him or her to write down the 
information 

• Provide examples and ask the 
inmate to provide his or her 
own 

• Teach the inmate to ask 
questions when he or she 
doesn't understand 

• Slowed verbal and physical responses may 
be interpreted by corrections officers as 
uncooperative behavior,36,37 

o Management strategies: 
• Give directions, or ask 

questions, slowly; repeat if 
necessary 

• Allow the inmate additional 
time to respond 

• Irritability or anger may be difficult to control 
which can lead to an incident with another 
inmate or corrections officer, Such incidents 
can lead to further injury for the inmate with 
TBI and others,37,38 

• 

o Management strategies: 
• Avoid arguing with the inmate 
• Try re-phrasing the problem, 

breaking it down into parts 
• Reinforce positive behaviors 

Uninhibited or impulsive behavior, including 
unacceptable sexual behavior, may provoke 
other inmates or result in disciplinary action 
by jail or prison staff, "," 

o Management strategies: 
• Tell the inmate calmly that the 

behavior is unacceptable 
• Seek assistance from mental 

health professionals 

How can the problem of IBI in 
prisons and jails be addressed? 

A recent report from the Commission on Safety and 
Abuse in America's Prisons recommended increased 
health screenings, evaluations, and treatment for 

• 

inmates and development of partnerships with 
community health providers to assure continuity of 
care and case management for released inmates" 
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In addition, TBI experts and some prison officials 
have suggested the following: 

• Routinely screen jail and prison populations to 
identify a history of TBI".42 

• Screen inmates with TBI for possible 
alcohol and/or substance abuse and 
provide treatment for these co-occurring 
conditions,25.43,44 

• Conduct additional evaluations to identify 
specific TBI-related problems and determine 
how they should be managed," Special 
attention should be given to impulsive 
behavior, including violence," sexual 
activity," and suicide risk if the inmate is 
depressed's 

How should IBI-related problems 
be addressed after release from 
jails and prisons? 

Lack of treatment and rehabilitation for inmates 
with mental health and substance abuse problems 
while incarcerated increases the probability that 
they will again abuse alcohol and/or drugs when 
released,25," Persistent substance abuse can lead to 
homelessness," return to illegal drug activities," re­
arrest," and increased risk of death4' after release, 
As a result, criminal justice professionals and TBI 
experts have suggested the following: 

• Community re-entry staff should be trained 
to identify a history ofTBI and have access 
to appropriate consultation with other 
professionals with expertise in TBI. 2',41,42 

• Transition services should be capable of 
accommodating the effects of an inmate's 
TBI upon their release and return to the 
community,29,41,42 

• Released inmates with mental health and/or 
substance abuse problems should receive 
case management services and assistance 
with placement into community treatment 
programs,4O,43,49 

CDC supports new research to develop better 
methods for identifying inmates with a history of TBI 
and related problems and for determining how many 
are living with such injury, 

3 
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Traumatic Brain Injury (TBI): 
CDC, National Center for Injury Prevention and Control 
www.cdc.gov/ncipcltbifTBI.htm 

This site provides information for professionals and the general public regarding TBI. Topics include 
prevention, causes, outcomes, and research. Data reports on TBI in the United States and many free 
publications and fact sheets can be downloaded. Materials are available in English and Spanish. 

Health Issues in Correctional Settings: 
CDC, National Center for HIV, STD, and TB Prevention 
www.cdc.gov/nchstp/od/cccwg/default.htm 

This site provides information for public health and criminal justice professionals about health topics with an 
emphasis on infectious diseases in the correctional setting. It also includes materials for the general public 
with links to related organizations. 

Intimate Partner Violence (IPV): 
CDC, National Center for Injury Prevention and Control 
www.cdc.gov/ncipc/factsheets/ipvfacts.htm 

This site provides information for professionals and the general public regarding IPV. The site contains 
an overview and fact sheet about IPV, prevention strategies, links to other IPV organizations, and a list of 
current CDC publications. 

Legal Issues of Persons with TBI within Correctional Settings: 
National Disability Rights Network 
www.ndrn.org/aboutus/consumer.htm 

This site provides information about the laws protecting the civil and human rights of people with disabilities 
including those with TBI. Inmates with disabilities or their families can receive help from the Network about 
inmates' legal rights, access to mental health services and/or medication, and restoration of benefits upon 
release. 

Substance Abuse: 
Substance Abuse & Mental Health Services Administration 
www.samhsa.gov 

This site provides information for professionals and the general public regarding treatment resources for 
persons with, or at risk for, mental health and/or substance abuse problems. It also has materials for specific 
populations and age groups and hotlines . 
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Overview 
Increasingly. state legislatures and govemors are 
calling for state leadership in providing outreach. 
information and resources to retuming troops. 
veterans and their families w~h regard to traumatic 
brain injury (TSI). post traumatic stress disorder 
(PTSD) and related issues. 

In July 2007. Illinois Govemor Rod R. Blagojevich 
and the Director of the Illinois Department of 
Veterans' Affairs announced a first-of-its-kind 
program 10 screen every retuming Illinois National 
Guard member for TBI and to provide a 24-hour toU­
free psychological assistance for veterans suffering 
from PTSD. Similar efforts are beginning in other 
states. Below is a summary of legislation that has 
passed over the past two years pertaining to these 
and other eflbrts as reported in Siale Watch 
produced by the Federal HRSA TBI Program's 
Technical Assistance Center at NASHIA. 

Study Commissions 
NH - On June 26. 2008. Governor John Lynch 
signed H.B. 1335 establishing a commiSSion to 
study the effects of PTSD and TBI suffered by New 
Hampshire soldiers and veterans retuming from Iraq 
and Afghanistan. 

NJ - In August 2007, Governor Jon Corzine signed 
!'-.'L.~";>'~.l requiring state officials to study 
commun~-based care aHernatives for the state's 
disabled veterans to avoid placement in a nursing 
home or other long-term care facil~. 

WV - Legislators passed [Len 75 requesting the 
Joint Committee on Government and Finance to 
make a study of the needs of soldiers and veterans 
who have been injured in the Iraq/Afghanistan wars 
for the purpose of making recommendations on how 
the State of West Virginia can assist in getting them 
Ihe care they deserve. The Division of Veterans 
Affairs. West Virginia Congressional Delegation and 
the National Guard are to help with the study and 
recommendations. 

Screening and Outreach 
CA - On September 30. 2008. Governor Arnold 
Schwarzenegger signed S.B. 1401. requiring the 

Department of Veterans Affairs and the Mil~ary 
Department to develop outreach plans to National 
Guard members or veterans returning to Cal~omia 
trom combat and assist them in obtaining a 
screening for PTSD and TBI. The bill takes effect 
January 1. 2009 

MI - On May 28. 2008 Govemor Jennifer M. 
Granholm signed S.B. 731. that requires the 
Department of Military and Veterans Affairs to 
administer a PTSD and a TSI questionnaire to an 
officer or enlisted person serving in the National 
Guard who has returned from Operation Iraqi 
Freedom or Operation Enduring Fneedom, unless he 
or she has compteted similar questionnaires 
approved by the US Departments of Veterans Affairs 
or Defense. 

Referral, Counseling. Services and Coordination 
MN - On May 29, 2008. Govemor Tim Pawfenty 
signed H.B. 1812 appropriating $500.000 for 
casewor1< services for veterans. including in-home 
counseling. The bill also directed the veterans' 
agency to design a treatment program for veterans 
~ TBI within the State Veterans Homes. 

Other budget ~ems included funding for the Linkvet 
telephone line service for veterans; a grant to the 
Minnesota Assistance Council for Veterans for their 
work in helping veterans and their families affected 
by homelessness; for the veterans claims office for 
outreach and training to improve serviceS and 
benefits; a pilot program for peer -to-peer counseling 
among combat veterans; and for an intergovern­
mental and veterans strategic planning study for the 
Minnesota Veterans Homes. wrth special emphasiS 
on exploring anemative models to help veterans to 
live more independently. 

In addrtion. the Department of Military Affairs 
received permanent funding tor a 'State Navigator to 
coordinate state agency programs and activ~ies to 
support and assist soldiers and their families during 
and after the reintegration process. The "State 
Navigator" position is viewed as an extension of the 
nationally recognized "Beyond the Yellow Ribbon" 
program . 
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VA - The Virginia General Assembly appropriated 
$4.5 million for wounded warrior legislation passed 
to provide assistance for soldiers wrth TBI. On 
March 12.2008. GovemorTlm Kaine signed H.B. 
ill and on March 12. 2008. he signed S.B. 297. 
that requires the Department of Veterans Services. 
in cooperation wrth the Department of Mental HeaHh. 
Mental Retardation and Substance Abuse and the 
Department of Rehabilrtative Services to establish a 
program to monitor and coordinate mental heaHh 
and rehabilitative services suPport for Virginia 
veterans. members of the Virginia National Guard 
and Virginia residents in the Armed Forces Reserves 
not in federal service. The program is to also support 
family members affected by covered military 
members' service and deployments. 

The purpose of the program is to ensure that 
adequate and timely assessment, treatment and 
support for stress-related injuries and TBI resutting 
from service in combat areas are available to 
veterans, service members and affected family 
members. Subject to the availability of public and 
private funds appropriated for them. these services 
include case management services, outpatient, 
family support and other appropriate behavioral 
heatth and brain injury services necessary to provide 
individual services and support to milrtary service 
members and their families. 

VT - Govemor Jim Douglas signed H.B. 691. May 
20. 2008. creating the Traumatic Brain Injury Fund 
10 serve Vermontelll wilh TBI, including residents 
who have served intheAmned Forces in Operation 
Iraqi Freedom and OperaJion Enduring Freedom. 

TX - On June 15. 2007. Govemor Rick Perry signed 
S B i 058. relating to reintegration counseling 
services and related resources for milrtary 
servicemembers. The legislation enabled veterans in 
parts of Texas that are served by the Texas 
Information and Referral Network (2-1-1) to call that 
service to receive information on services for 
veterans and milrtary personnel. S. B. 1058 requiras 
a comprehensive array of governmental agencies to 
identify state. local and private or government 
resources-medical, social and economic-that are 
available to military personnel and their immediate 
families. 

Suicide Prevention and Mental Health Services 
CA - On September 30. 2008. Governor Amold 
Schwarzenegger signed A.B. 3083 to extend mental 
heatth services provided by the Aduft and Older 
Adutt Mental Heatth System of Care Act to include 
veterans. and requires counties to provide mental 
heaHh services to veterans to the extent such 
services are available to other adults. The bill takes 
effect January 1. 2009 

MN - On May 4. 2007. Govemor Tim Pawlenty 
signed H.B. 2227. an appropriations bill that 
appropriated $50.000 to fund a study on the mental 
heatth needs of retuming servicemen and women to 
be conducted by the National Guard Adjutant 
General and the Commissioner of Veterans Affairs. 
and $30.000 to create a telephone hoUine to refer 
veterans to available mental heatth services. 

Resolutions 
Several state legislatures have adopted resolutions 
to express grat~ude for the sacrifices made by 
veterans who have sustained medical or mental 
heaHh conditions or TBls as the resutt of serving in 
the United States Armed Forces; and have urged 
Congress to ensure adequate funding for veterans' 
heatth care. 

These states include Alaska ( S.J.R. 11) ; 
Louisiana IH.C.R. 23); Vermont IH.J.R. 57); Texas 
(SR 594' H C R 1) in 2007; and Michigan (H R 
175) also in 2007. 

Vermont 1awmakens also urged the US Department 
of Defense to screen all milrtary personnel leaving a 
combat theater for traumatic brain injury, uryed the 
US Department of Veterans Affairs to creata a 
traumatic brain injury registry; a comprehensive 
program to provide long-term traumatic brain injury 
rehabilitation; and a pilot program in Vermont to 
deliver traumatic brain injury screening, 
readjustment counseling. mental heatth services. 
and benefits outreach to rural veterans through 
mobile Vet Centers. 

For copies of these cited bills or resolutions please 
contact the National Association of State Head In!ury 
Administrators at: 

4330 East West Highway. Suite 301 
Bethesda, MD 20814 
301~56-3500 (Phone) 

30H56-3530 (Fax) 
nashia@nashia.org 

Kenneth H. CUrrier, executive Director 

Prepared by Susan L. Vaughn. Director of Public 
Policy 

·VASHIA assl.':::!S :it;de U(J\/pmmf~"11n ;}'''!II, Jtlri'./ 

!laftn~Jr.5;';lOs :UlcJ hwhfing -sy:::tems to ';iI;'e~ 
:17e !l1~'c!;15 ,)f i!'f.fi-.-:r.1U[ifS \"::/i; ,1Jriill: :njl,f.'US 1[1(: -!:"I 

,':jlll/lles 



W 
--J 
I-' 
--J • 

Traumatic Brain Injury and 
Domestic Violence Facts: 
. '.~ • _. .I~' .....':; • ..!' "Co.' 1-. _ _ " 

\Vhat is Traumatic Rrain Injur)'? 

A traumatic hrain ir"!jury ITBI) is an injury t() the head that results from a blow to the head of sufficient force to Cmlte 

bllUlt trauma. such as being hit in the head with a baseball bator having one's head slammed against& hard object, 
the result ortrauma secondary to a penetrating object into the brain itsdf. for example. a bullet 
entering the brain or the result afrapid movement of~ brain within the skull. e,g . repetitive ~ 
,hokingofth,hodylhud. ~ _ 

What is I>omt.·stic Viol('ncc? 
Oomestic violence is a ckl iberate pattern of abusive tactics used by one partner in an intimme relationship to obtain 
and maintain power and conuol over the other. (Alabama CoaiitionAgainsl Domestic Violel'lCl!) 

I-tow arc Tr.lUmatir Brain Injul")' and Domestic Violcncf',link('d'! 

Research studit!S 00 the incidence of traumatic brain injury in domestic violence cases. have revealed: 
greater than 9O%(lfall injuries secondary to domestiC violence occur to the head. neck or face region 
(MonohanandO'Lt:ary Imt.lna 1998 study by Jackson and Phillips of 53 women living in a domestic 
violence shelter on average tht women exp.:rit::nce fi\'c (5) brain injuries in the pnoryear. Aimos130"/ .. reponed 
10 irUuriell the prioryear Valera, in 2003, found that of the 99 battered women he studied. 75% sustained al 
leastone partner related brain injury and 5O%sustained multiple partner-related injunes 

Unfortunately rept"ated brain injury is typical of ongoing domestic \'ioleno: leading to increased thinking, physical 
and emotional dysfunction overtime. with the most disabling problems in thethinking process 

Itow do [)oR1t'stic Violence \'ictims become Rrain In.jured'! 

For victims of domestic violence. physical assault and/or use of violeno: are the asswned major causes of traumatic 
brain injury. 1he followingaresome ways in which v~timsof domestic violence sustain a brain injury 

• Blow to the head with any object 
• Pushed against a wall or any other solid surface 
• Punched in the face or head 
• Strenuous shaking of the body 
• Fal1ingandhittingyourhead 
• Beingstr.rngled 
• Near drowning 
• Being shot in the face or head 

t..-
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How docs a Rrain Injur~' and Ilnmestic Violence incr~a~e the victim's risk of 
contintu'd h~lrm? 

Abused Individualll typically lack the knowledge ofw long-tenn consequences of a brain injury and therefore do 
nol s«k specialized services. In addition service providers are often unaware ofthe high risk ofa tra.umatic hrain 
injury in viclims. As a result professionals fail [0 link the psychodynamic issues presented bytheviclims and the 
chaUengesemcrging from an Wldiagnose<l brain i'1iwy. Without linkingdome:stic vioience and brain injury. they fail 
to recogni2e bram injury 1\0 are unable to refer for appropriate brain injury services and related rehabiht.:ltion 
services. Thus the lack of knowledge about brain injUl)' serves to increase the likelihood offailure in intervention 
and rehabilitation success, In addition, once indIviduals experience one mlthe)' have an increased risk of having 
another ruT. Several things may happen after a TBl: the person's reaction time may he slower. Judgement may 
be oil she may be more impulsive and inattentive to \vhat might IT\crease her likelihood ofa second injury. T~ 
risk of repeated TBI is even greaterfor individuals whoare victims of domestic \'iolence since the most common 
target of abuse is the head, neck, and face Repeated bram miuries increa.'\C symptoms Each time the domestIC 
violen~'e vktim comes into the shelter they may be a less functional a~ a resultofa rraumatic brain i'1iury 

'Yhat are tht symptoms ofa Brain Injury? 

An indh'idual sustaining a bl1un injury generallyexpenences a period of altered mental state or a briefloss of con-­
sciousness following the blowto the head Someofthe common initial symptoms are as follows 

• Headaches 
• Dl7Zmess 
, Slowed processing of infonnatlOn 
• Forgetfulness 
• Fatigue 
• Sensitivftytonoiseandlights 

Mostofthc symptoms will disappear after a perioo oftime 

'What are th(" mo~t common Ilrohlem ... ;t vj(.'tim of I)nmcstic Violence and '1 

Brain Injury might exhihif'! 

The person may be more difficult to engage in planning, and show poorer follow-through on tasks She may have 
greater diiliculty adjusting In group living with shared responsibilities. She may be more likely 10 "nol remember" 
prior discussions or routines She may exhibilgreater behavioral CQntro! issues, TIleS<! thing can result in the pe~on 
having dilliculry profiting from a shelter program 

\Vhat are the most common problt.·ms aftfr ... lirain In,iur~"! 

Physical Changes: Specific physical changes are more frequently reponed after a TBI These changes include 

Page: 

• Owrall s/o'Wing'Clrnnsiness-- A person can have motor difficulties, meaning that they have trouble 
moving their anns.legs. and so forth, This rniIY bea generalized weakno::ssor [t can be very specific to one 
part of the body, In most cases motor difficulties tend to improve fa[rly quickly. 
~c"asedvis/Onihearl1lglsl1lell-AII can be atTectetJ by a T8I 

• Di==mess- A person can experieoce signtficarn di7Ziness as a result ofa head injUly caused hy U'auma to 
the inner ear. 

• Headaclws- A fa[rly common problem among people with traumatic brain iniur)' and can per.;ISt for 

• 
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many weeks or months 

• Fatijple-It is not uncommon forpeoplev.lth lJaumatic brain injury 10 havesigniflCafll fatigue 10 the extent 
that they lire very quickly. Things Ihat are easy for us to do physIcally may require much more effon lor 
them, 
/nC"Qud sensitivity 10 no;.!e or to hrighllighrs 

The most common and persistent complaints are headache and excessive fatigue. 

Thinking Changl'5: Reduced attention and processing speed are two common changes after a TBI 
• Anennonprob/emJ- ditticulties with ooocenlJation. paymgattention to visual details. and dividmg one's 

attention between two differing tasks. 
• Pnx;ening speed- A person may repon that all actions have slowed down. moving, talking, thinking 

and reading. They often feel that they are in slow motion 
• Communication- People may complain ofprobkms with ""'Ord tindrngund having trouble staying orga­

nized when talking with others 
• Learnmgand memory.. These are almost universal problems after abram inJIlI)'. Informallon learned 

before !he TBI remains inlact. however Olema/)" for new information after the TBI is impaired. 

EXe('utive Functioolng: A person often has an impaurnent in various rombinalinmofthe follOWIng lhatcreatethe 
most diffICulty in day-to-day functiomng 

• ditlicul!y planning and setting goals 
• ditliculty Oeingorganized 
• difficulty being flt:x.ible 
• difficulty problem solving 
• diffICUlty prioritizing 
• decreased awarenessof!hinking changes in self 

,I I 

~-
The individual may still function under the i~a of who ttK-y were belore the injury without the same functioning 
ahtIity 

EmotionaVBehaviorallSocial chaoges: The most common emotional changes following a brain injury are de­
pression and anxiety. These an: sometimes exhibited as sadness. loss of interesl feelings of ""'Orthlessness and 
hopelessness. These may he the result of difficulties in reasoning asa result of the TBI. If an individual is no longer 
able to do things they took lor grnnted after a TBI!hey can become frustrated and even depressed. In addition. if an 
individual can't reason their way out ora situation they may become anxious 

After a brain injury an individual may have difficulty with sell:monitoring. This may result ina rapid Iossofemotional 
control. As adults the emotions we all feel, but not alMysexprcss, are under control because of a gating mecha­
nism. We may leel certain emotions: butnot necessarilycx:hi'oitthem. When somebody has a SIgnificant brnm injury, 
the gating mechanisms keeping those emotions under control areotlen disrupted. The gates are knocked askew and 
things come out that the person used to be able to control. Hentt their emotiuns are displayed very readily. ThIS can 
extend to the pointorbeing irritable. . 

Other changesafiera bruin injwy may include 
• Diffkultywith selt:initiation 
• Impatience 
• I nabil ity to get along with others 
• Increased risk taking 
, Increased impulsivi~' 
• Irritability or agitation 
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• Intolerance 
• Socially inappropriate behavior 

Ho", do' recognize ifm~' client expf"ricnced a Rrain In.iu~··! 

A "Brief Screening for Possible Brain Injury" was developed for use by domestic violence shelter staff as a tool 10 
pre-screen suM\lOrs who may haw e.\perienced a brain inju~' during the course or a domestic violence incident 
This tool is the first step. Part 1 questions the victim about events where a blow to the head may have occurred 
Part 2 concerns common post T81 symj)1oms If the screening results are positil.·e you should consider refma! 
to the Alabama Helld lnjuT}' Foundation at I·R00-4}3-&OOl for further assessments 

\\-'hat approach .should be used to ;.address ch'lllcn~es ofrcs-ulling from'l TRI'! 
Depending on the specific symptoms your chent is experiencing. there are a nwnberofthmgs you can do to hdp 
them compensate forltle brain i'1iury. Examples of compensations tor chall~nges indi\'iduals with a brain inJury may 
experience are as follows: 

Physical-
• Allowextra timeforyourdienttoget from place 10 place 
• Keepthe environment quiet with noises and bright lights toa minimwn 
• Keep sessions with the d ient shon 
• Schedule rest periods and breaks from planned activities ~-

Thinking-
• \\fork on one task al a lime. 
• Meetinaquietroom to limitdistraLtions 
• Have dient become active in discu.'\Sions and plan development. m:heck ing to ensure comprchensi(ln 
• Slow down your speed of discussion to allo\1itime tordient to process what you are saying 
• Allowthe client additional time to provide ""Titten and/or \'erbal respons.=-s 
• Encourage client wprepare an "agenda" roryourmertings inach'ance, when issues/questionsoccUflo her 
• Cue client ifshe is experiencingdilTiculty finding the words toexpress her ideas or thoughts 
• Provide v .. Titten docwnentationlinfonnation to supplement verbal discussions 
• Encourage client to write down instructionslinfonnation in a notebook she keeps \vith her 
• Present infonnation in factual maMer. a\'oidabstract concepts 
• Provide several solutIons to the problem and encourage client to make the best choice 
• Hdpclient to prioritize and organize tasks 

EmolionallBf!hal'ioral-
• Minimize anxiety ,,"1th reassurance. education and structure 
• Provide neutral. but dira:t reedback if client beha"es inappropriately. 

Where can I go for hdp in scn'ing my client who ;lc(luires;, bnlin injur:\'? 

(fyou suspect your client may have acquired a traumatic brain injury your lirs! point of contact should be the. 
Alabama Head Injury FoundatIOn 

Helpline \-800-433-8002 
This statewide team orfamily resource coordinators serve all ages affected hy brain injury. 
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OVERVIEW 

Every 15 seconds someone sustains a traumatic brain injury (TBI) in the U.s. Thirty years ago, only half of all people with brain 
injury survived ... now 78 percent survive. This means that many individuals now live with significant disability requiring a full 
range of services. 

Every year the Alaska Department of Health & Social Services reports about 800 traumatic brain injury (TBI) cases resulting in 
hospitalization or death. The CDC estimates that almost 3,000 Alaskans visit the emergency department each year with a mild 
TBI. There are an estimated 10,000 plus Alaskans currently living with a disability due to theirTBI. 

Of recent significance and currently unknown, is the number of Alaskan service members returning with diagnosed and 
undiagnosed TBI. 

TBI PYRAMID 

Known 800 hospitalized or fatal TBI/year 

• Unknown About 3,000 Emergency VisilS wilh mild TBI per year 

• 

Estimated 10,000+ Alaskans living with TBI 

Unidentified Symptoms not recognized as TBI 

ALASKA TRAUMA REGISTRY NON-FATAL TBI HOSPITALIZATIONS 
OF ALASKA RESIDENTS, 2001-2005 
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The three top causes ofTBI among those 
admitted to a hospital from 2001-2005 were 
falls, motor vehicle traffic crashes and assaults. 

Off-road motor vehicle crashes, snow machine 
and ATV combined, ranks a close fourth. 

The rate ofTBI injury for males is nearly twice 
that of females. The male rates are significantly 
higher in all age groups and for all major injury 
categories . 

Data show that alcohol was involved in 
one-third of the TBI events. 
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• 

OVERVIEW 

The highest rates ofTBI are among Alaska Natives, residents of rural Alaska, youth age 15-19 in motor vehicle crashes, and 
elder falls. The crude rate of non-fatal hospitalized TBI in Alaska forthe five year period (2001-2005) was 98.6 per 100,000. 

Non-Fatal TBI Hospitalization Rate per' 00,000 
All Alaskans.............. . ..... 98.6 
Males age 80+ ..... . ...... 30l.3 
Females 80+.......... . ...... 217.2 
Males age 15-19 ................ 215.7 
Males age70-79........ .200.9 

Males 15-19 Males and females 80+ Hospitalized for TBI 

TBI's among Alaska Natives and rural Alaskans are overrepresented. The Alaska Native population comprises about 16 percent 
of the population; however, the TBI population is 34 percent Alaska Native. Similarly, highest rates ofTSI occur to the residents 
of the regions of the Northwest, North Slope, Norton Sound, and the rural Interior Region. 

Alaska Native Atlas of Injury Morbidity and Mortality 
Injury Deaths 1999-2005, and Injury Hospitalizations 1991-2003, reports the following statistics: 

Injuries (unintentional and intentional combined) were the leading cause of death among Alaska Natives. 
Unintentional injuries alone were the third leading cause of death. The rate was twice that of all Alaskans and three 
times greater than the rate among the U.s., all races, population. 
Falls were the leading cause of injury hospitalization and suicide attempt the second leading cause among Alaska Natives. 
70 percent of all injury hospitalizations for Alaska Natives were among young persons (age 0-39). 
80 percent of all injury hospitalizations for Alaska Natives 70 years of age or older were caused by falls. 
13.5 percent of injury hospitalizations were for traumatic brain injury (TSI). The most common causes ofTSI were falls, 
motor vehicles, assault, ATVs, and snow-machines. 
Alcohol was a factor in 69 percent of the assault injury hospitalizations. 
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SUCCESS HIGHLIGHTS 

THE RATE OF TBI HAS FLUCTUATED OVER TIME BUT APPEARS TO BE DECLINING SINCE 2001. 

The State of Alaska initiated programs to 
improve TBI awareness and services in 
the late 1990's. 

ALASKA RATE OF HOSPITALIZED TBI BY YEAR 
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eTHE TBI RATE DUE TO MOTOR VEHICLE CRASHES ON THE HIGHWAY HAS DECREASED 38 PERCENT FROM 2001 TO 2005. 

Primary Enforcement Seatbelt Law 
On May 1, 2003 Alaska passed a law 
to change their seatbelt law from 
secondary to primary enforcement, ie. 
a vehicle can be stopped solely for seat 
belt non-use by an occupant. A study 
of Alaska has seen a steady increase in 
seatbelt use in the last decade. In 2007, 
the percent use as seen in the annual 
observations study was 82.4 percent. 
The national rate is 82 percent. The 
NHTSA goal is 95 percent use. 

SEATBELT USE OBSERVATION 
STUDIES ALASKA 
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HOSPITALIZATION TBI BY YEAR DUE TO MOTOR VEHICLE CRASH 
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States with primary seatbelt laws on average had seat belt use rates about 10 
percentage paints higher than States without primary laws in 2005. Wearing 
a seat belt is the best defense for an occupant in a motor vehicle crash and 
the single most effective measure to prevent serious traumatic brain injury. 56 
percent of Alaskans with TBI resulting from motor vehicle crash on the highway 
were not wearing seat belts. If every state with a secondary seat belt law 
upgraded to primary enforcement, about 1,000 lives and $4 billion in crash costs 
could be saved each year. 
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SUCCESS HIGHLIGHTS 

BICYCLE HELMET USE INCREASES WITH HELMET ORDINANCES 

Bicycle helmets are 85~88 percent effective in mitigating head and brain injuries. Every dollar spent on a bike helmet saves 
$40 in direct medical costs and other costs to society. (NHTSA) 

A baseline observation survey of bicycle rider's helmet use was conducted during the summer of 2000 by the Alaska Injury 
Prevention Center in nine communities and then repeated in 2006 in 12 communities. The mean average of bicycle helmet 
usage rate for all the communities surveyed was 39 percent, compared to 31 percent in 2000. 

Four of the twelve communities surveyed in 2000 and in 2006 had recently passed ordinances requiring helmet use for 
children. The average change for bicycle helmet use in the "helmet ordinance" communities was +56 percent, while the 
communities with no ordinance had an average change of + 17 percent. 

[Alaska Bicycle Helmet Use Observational Surveys May~August 2006, Ron Perkins, Alaska Injury Prevention Center] 

• BICYCLE CRASH 

Every dollar spent on a bike helmet 
saves $40 in direct medical costs 
and other costs to society. 

HOSPITALIZATION TBI BY YEAR DUE TO BICYCLE CRASH 

6.-----~--------------------------------__, 

• 

PEDESTRIAN INJURY 

There is no clear trend in pedestrian 
injuries. 
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CHALLENGES TO ADDRESS 

FALLS 

Falls are the leading cause of TBI 
among the elderly. Programs which 
emphasize a multidisciplinary 
approach for prevention have 
been found most effective. These 
programs address strength and 
balance conditioning, treatment 
of medical conditions, prescription 
evaluation, and modifYing the 
environment. 

ASSAULTS 

.Data shows that alcohol was 
involved in one third ofTBI events. 

• 

ATVCRASHES 

In rural Alaska helmet use is not 
always culturally or traditionally 
accepted and changes in behavior 
are the most challenging injury 
prevention model. Many programs 
have been piloted and implemented 
using role models, incentives, 
TBI advocates, local helmet use 
ordinances, and helmet clinics . 
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HOSPITALIZATION TBI BY YEAR DUE TO ASSAULT 
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• 

• 

CHALLENGES TO ADDRESS 

SNOW MACHINE CRASHES 

Helmets must be warm and fog-free 
to meet the needs of Alaskans. 
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Centers for State Health Issue Brief: A Survev of Medicaid Brain March 2008 

Waiver year Number I Expenditures (GF and Average Length of 
State Serviced Federal matchl I Annual Per 

Connecticut 2006 

Wisconsin 2006 334 $20,095,110 $60,165 

New Jersey 2006 276 $18,374,797 $66,575 

South Carolina 2006 497 $12,247,128 $24,642 

New Hampshire 2006 140 $11,487,626 $82,054 

Iowa 2006 825 $10,883,459 $13,192 

Colorado 2006 293 $9,027,736 $30,811 

2005 152-324 $6,897,762 $45,380 

2005 98 $6,532,587 $66,659 

Kansas 2006 269 $6,289,071 $23,379 

Florida 2006 283 $5,903,410 $20,860 

Massachusetts 2006 90 $4,883,813 $54,265 

2006 137 $3,940,878 $28,766 

Indiana 2006 131 $3,390,758 $25,884 

Utah 2006 91 $2,079,141 $22,848 

d 2006 23 $1,489,321 $64,753 

Idaho 2006 19 $1,133,542 $59,660 

North Dakota 2006 29 $797,371 $27,496 

Nebraska 2006 26 $733,247 $28,202 

$150,000 FYlO MHTAAR for brain injury case management-OHSS 50S Administration 
Blue states have been identified has Waiver programs that may meet Alaska's needs (more up to date funding levels needed) 
Yellow areas are Waiver programs that have a rehabilitation focus and long-term care option 

• • 
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• Brain Injuries in Alaska 
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• Traumatic Brain Injury in Alasl{a ~g;~f~'1!njury 
What is traumatic brain injury (TBI)? network 
TBI is a jolt, blow to the head, or penetrating head injury that disrupts the function of the 
brain. (TBI has many names: concussion, head injury, head trauma, bump on the head, 
bell rung, and hit my head and saw stars). 

What are the top 5 causes of hospitalizations 
due to brain injury in Alaska? (highest to 
lowest incidence) i 

I. Falls 
2. Motor Vehicle Crashes 
3. Domestic Violence/Assault 
4. ATV /Snowmachine crashes 
5. Bicycle crashes 

Did you know? 
I • Brain injury is the leading cause o{death and 

disability among children and youth in the 
nation and the world. ii 

• Alaska has no program specifically to deal 
with brain injury. 

• Only 1% o{Alaskans have access to brain 

• 

injury rehabilitation, and that is often outside 
the state. iii 

• Alaska's annual brain injury rates are more 
than new diagnoses tor breast and lung 
cancer combined. iv 

How many brain injuries occur statewide each 
year? 
• An estimated 3,000 visit ERs and go home. v 

• An additional 800 are hospitalized due to 
severe TBI. vi 

• An estimated 22-32% of returning war­
wounded have TBI. vii 

Can the brain recover after a brain injury? 
• With mild brain injuries, 80-90% of 

individuals recover fully. 
, • With moderate to severe injuries, recovery 

and relearning is possible with intensive 
treatment and rehabilitation. 

, • Long-term recovery is often a life-long 

• process . 

.. _____ ~1 
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How is brain injury treated? 
Once a severe brain injury occurs, 

rehabilitation greatly increases the probability of 
recovery. 

Brain injury treatment includes a 
multidisciplinary array of services including 
cognitive, speech, occupational, and physical 
therapy; medication management; educational! 
vocational services; and counseling. 

There is nowhere in the state to receive 
these services in a coordinated manner. 

What other problems often result from 
untreated TBI? 
People with TBI often have cognitive, behavioral, 
and emotional impairments. These can lead to 
short-term memory loss, aggressive social 
interactions, job loss, divorce, substance abuse, 
bankruptcy, incarceration, and homelessness. 

How does brain injury affect families? 
Alaskans are being discharged to their homes 
with little understanding of or access to 
rehabilitation. Alaskan families are often tom 
apart after brain injury because of limited access 
to in-state services, limited education about the 
injury, learning to live and cope with a person 
who has changed, change in family roles, and 
overwhelming stress from insurance, forms, 
bureaucracy, and financial burdens. 

Can brain injury be prevented? 
Some brain injuries can be prevented. TBI from 
motor vehicles crashes has decreased due to use 
of seat belts. Using helmets when riding A TV, 
snowmachines, and bicycles is having a positive 
effect. 

Brain injuries caused by unforeseen accidents 
will continue to occur. Brain injury can happen 
to anyone, in an instant. 

____ i 
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: Next steps will need State of Alaska ! 

.___ _____ ~~pp_ort_!I!ld I~ad~~~!!.~ ______ : 

• 

• 

We ask that Policy Makers ... 

• Support SB 219 and HB 328 related to a 
Traumatic/Acquired Brain Injury Program 

• Support $350,000 in FYII Governor's 
Operating Budget for Brain Injury Service 
Coordination 

• Provide feedback on the planning efforts and 
the lOY ear Plan for TBI in Alaska. 

• Partner with Alaska Brain Injury Network and 
the various military, tribal, and private/public 
providers in determining TBI rehabilitation 
options including funding levels, eligibility, 
and how to best support military members. 

TBI Program may consist of the following: A 
TBI Program will provide services and create a 
multiplier effect for additional funding and 
service providers. 

• Pilot brain injury rehabilitation options: 
Adult NeuroRehabilitation, Adult 
NeuroBehavioral, Supportive Living, 
Adolescent Integration, and Host Home. 

• Change Medicaid program and waivers to 
include residential TBI rehabilitation. 

• Support and expand case management to 
support and educate families concerning 
available services and funding options. 

• Establish brain injury screening across 
existing programs, i.e. emergency rooms, 
primary care, schools, juvenile justice, and 
corrections. 

• Direct other Departments and Divisions to 
coordinate planning and service delivery. 

• Support existing information and referral 
services. 

• Support brain injury prevention and public 
awareness, including mandating sports 
concussion training. 

• Improve workforce ability to identify TBI 
and provide appropriate treatment. 

Results of funding a TBI Program 
~ Medicaid services for TBI will be matched 

50% by federal funds by FY12. 

~ In addition to cost savings, brain injury 
waivers have provided other significant 
benefits. The existence of these waivers 
supports the growth of community non-profit 
brain injury agencies. 

~ Department of Defense, Alaska Veteran 
Affairs Health Systems, Alaska Tribal 
Health System, and private providers will 
have the opportunity to coordinate 
planning and implementation of 
rehabilitation and community re-entry 
programs. 

~ Alaska Veterans, Active Duty, National 
Guard members, civilian children/youth, 
adults, and Alaska Native/rural residents 
will be able to obtain coordinated, and 
much needed, brain injury education, 
screening, assessment, and treatment, 
without leaving the state . 

~ Alaskans with brain injury will have 
increased opportunity to return to work 
and school, maintain family roles, and 
positively participate in their community. 

~ Early treatment may reduce future medical 
and social costs. 

~ Potential cost savings in acute care, 
existing state programs; behavioral health, 
juvenile justice, corrections, homeless 
activities, and long-term care in 
institutional facilities. 

~ Prevention funding and public awareness 
efforts may help reduce the future 
escalation of costs for the TBI Program 
over time. 

_____________________________________________ 2 _________ _ 
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I What planning has been completed to better 

• 
meet the needs of Alaskans with brain injury? 

i 1 996-State of Alaska, DHSS, Public Health 
identifies traumatic brain injury has a public 
health crisis. Public Health applies for, but is 
unsuccessful in receiving, the Health Resource 
Services Agency TBI Planning Grant. 

1999- State of Alaska, DHSS, Mental Health 
Developmental Disabilities (now Behavioral 

I Health) applies for and is awarded the HRSA TBI 
Planning Grant (3 year grant). 

2000-Alaska Traumatic Brain Injury Advisory 
Board is formed. 

2001-Formal TBI Needs Assessment completed 

2002-State TBI Action plan developed 

2003_2nd TBI Needs Assessment completed (283 
pages of information) 

2004-2009 Senator McGuire sponsors resolution 
for Brain Injury Awareness Month. 

•

' 2004- DBH receives HRSA TBI grant (additional 
3 years) 

2005- Behavioral Health mandates brain injury 
screening and data collection for all grantees. 

2006-TBI Consumer Satisfaction Survey 
completed. 

2007- AMHTA funds TBI information and 
referral 

2007- ABIN organizes TBI Partnership to include 
all military partners in Alaska. 

2008- $100,000 for brain injury funding included 
in FY09 Governor's Budget, but moved to and 
approved in the MHT AAR budget 

2008- Senior and Disabilities Services becomes 
lead agency for brain injury for State of Alaska 

i .--------~-----------------~-------. 
; : 2008- The" 10 Year Plan for TBI in Alaska" was I 
i i developed by ABIN in conjunction with the I 
, ; Department of Health and Social Services, the 
• : Alaska Mental Health Trust Authority, and ! 

• ..numerous public an_d tribal partne~ ________ ! 

----------

As a result of the "10 Year Plan for TBI in 
Alaska," 2009 activities have focused on brain 
injury rehabilitation 

Senator McGuire and Senator Paskvan sponsor 
Senate Bill 118, Medicaid: Traumatic Brain 
Injury Services 

2nd TBI Consumer Satisfaction Survey 
completed. 

AMHTA (the Trust) funds TBI Care 
Coordination demonstration project. 

Senior and Disabilities Services works with 
ABIN and consultant to develop TBI Care 
Coordination programs including policies and 
procedures manual. 

Senator McGuire, Representative Johnson and 
ABIN host "Roundtable Discussion on Brain 
Injury Rehabilitation" with a focus on military 
research and programs. 

ABIN hosts the Directors of the Defense and 
Veterans Brain Injury Center and the National 
Intrepid Center for Excellence for Psychological 
Health and Traumatic Brain Injury. 

ABIN meets with Alaska Federal Health Care 
Partnership. 

Senior and Disabilities Services applies for 
Federal HRSA TBI Implementation grant 
program. 

10 Year Plan for TBI recognized by the North 
American Brain Injury Society as a model for 
other states to follow. 

Received input from highest officials in Alaska 
and in the field of brain injury: Col. Michael 
Jaffee, Dr. James Kelly, Col. Paul Friedrichs, Mr. 
Alex Spector, Don Kasheveroff, Commissioner 
Bill Hogan, AMHT A Trustees and CEO. 

ABIN researches other state brain injury 
programs, sustainable funding options, including 
Medicaid and grant programs. 

ABIN drafts options for Governor Parnell's 
review and recommendations. 

________________________________ 3_.~ ___ _ 
---------~ .----~-------------~ 
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: Projected savings when brain injury 
• rehabilitation is available in-state 

*Emergency Room and Acute Care Savings, 
length of stay and # visits v;;; 

I Because there is not a post-acute rehabilitation 
program in-state, Alaskans are using acute care beds 
longer than needed. 

Also, Alaskans with brain injury are returning to 
I emergency rooms and acute care more often than the 

general public because there are no community 
programs to support them. 

• i 

• 
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The following information relates to TBI patients 
held in an acute care hospital due to non­
availahility of a rehabilitation facility. 

Average Highest Lowest 

Costs $143,000 $276,000 $34,000 

Hospital 43 days 123 days II days 
Stay 

*State Budget Savings 

When programs specific to brain injury are not 
available other state programs are burdened. 

Untreated or undiagnosed TBI may lead to 
individuals becoming functionally disabled in the 
society, and may fall into other state programs as their 
lives decline. 

The following programs may see cost savings if a 
TBI Program were funded 

State of Alaska As re lates to Funding lX 

TBI 

Corrections' 25-87% TBI GF$212.2 
history million 

Juvenile Significant GF $52.5 
Justice X

; portion million 

Behavioral 32% TBI GF $66.3 
Health';; history million 

Homeless 53%XIll $8 million total 

*Long-Term Care SavingsxiV 

Brain injury waivers provide significant cost savings, 

on average $30,000 annually per person, when 

compared to institutional facility-based services. 

.. _ _ _____ _ ___ .. _________ . ______ .. _______ -4-

Costs associated with providing continuum of 

brain injury rehabilitation programs" 

Continuum of Range: Annual Costs 
Rehabilitation Per Diem for eight 
Program (Residential) Costs participants 

(high range) 

Adult $450- $2.3 million 
NeuroRehabilitation $780 

Adult $450- $2.3 million 
NeuroBehavioral $780 

Supported Living $300- $1.8 million 
$595 

Adolescent $600 $1.8 million 
Integration 

Host Home (no $163- $600,000 
therapies included) $198 

Total $8.8 million 

National Medicaid Brain Injury Program Facts"; 

# of States participating 24 states have a brain 
injury Medicaid 
program 

Funding range $80.0 million-$800,000 

Numbers Served 3,600-26 

Annual per capita costs $82,000-$12,000 

Per diem costs $247-$45 

Current State of Alaska Fundin!! Levels"u 

Programs Prev- GF Funds 
alence 

Seriously Mentally III 21,754 $11.6 
million 

Behavioral Health (Grants) 17,000 $13.7 
million 

Behavioral Health $52.8 
(Medicaid) million 

Severely Emotionally 12,725 $11.6 
Disturbed Youth million 

Developmental Disabilities 12,185 $13.7 
(Grants) million 

Traumatic Brain Injury 12,000 $0.00 
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I 
Alaskans share their story 

• William Barrington, teenager, Anchorage 

I 
I , 

• Memorial Day weekend - State Motocross 
Races - Kincaid Park, wearing all protective 
equipment including a helmet 

• Set of triples - hit 2nd, headfirst into 3'd 

• Unresponsive - rushed to Providence 

•
' • 3 hour surgery - bleeding and clotting in the 

brain - no external injuries 

I • Diagnosis - TBI - due to weakened blood 
I vessels bursting in the brain , 
, • Cause of weakened blood vessels? Multiple 

sports inj uries 

First 47 days in the hospital 

• Day 1-12 Medicated Coma 

• Day 13 Sign language!whiteboard 

A' . 
~ , .. ' 

l . 
r • 
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• Day 14 Learning to swallow 

• 

• 

Day 19 First real food and water 

Day 23 First sounds! Day 24 words at a 
whisper 

• Day 32 Walked with walker 

• Day 46 First movement in arm system 

• Day 47 Discharged from hospital 

Life after hospital- Family search for 
resources takes one full year! 

Will's schedule one year after injury 

• Monday - 4 classes-West High, pickup by 
Dad-to Sylvan,3:30 I take to Counseling, 5-
Acupuncture 

• Tuesday - 4 classes at West High, pickup by 
uncle Nate-to Sylvan, 2pm mom takes to 
physical and speech therapy 

• Wednesday - 4 classes-West High, pickup by 
Dad to Sylvan, 3:30 mom takes to wheelchair 
basketball 

• Thursday - 4 classes-West High, pickup by 
Uncle Nate to Sylvan, 2pm mom takes to 
occupational therapy 

• Friday - 4 classes-West - in office until 2, 
rides bus home, 3:30 mom takes to 
Acupuncture, 6 to wheelchair soccer 

• Sunday - Youth group at church 

is next? 

Family is looking for new therapy ideas for 
Will's hand 
Will is in his senior year of high school. 
Preparing for college - studying for 
SAT!ACT; utilizing Accuplacer and King 
Career Center 
Will is deciding where to go for College -
Possibly UAA or a college with wheelchair 
basketball? 
Will is learning to drive - preparing to get his 
driver's license 

i 
I 
i 
I 
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The Barrington Family 

Why did their journey after brain injury have advantages as compared to the majority of I 
Alaskans? 

. 

Advantage Why is this .... I'vua'"' 

Will was unconscious; Within hours of the injury, there is an accurate diagnosis, focus on prevention of 
I no doubt he had an further injury, focus on minimizing the severity of the injury. 

i injury to the brain. Many brain injuries go undiagnosed leading to further injury. lack of understanding 
I , I 

of changes, and inappropriate or no treatment. I 
i 

I I Family had Lessthan 6% of Alaskans hospitalized with TBI have access to inpatient 
comprehensive rehabilitation. If there is a physical disability, it is easier to qualify for inpatient 

I insurance, no question in rehabilitation as compared to only a cognitive disability. 
i receiving acute intensive Few Alaskan families are able to access the neurorehabilitation unit because of ! , I 

care. financial limitations (restricted or lack of insurance). I 
I 

Access to inpatient He was into adult nel' .k program even though he was 14 years old. I 
rehabilitation was There are no inpatient neurorehabilitation programs for children/youth in Alaska. 

I 

I challenged but allowed, 
I 

due to Will's age. Families that do go out of state often have to be separated and bear greater financial 
burden maintaining two households. Only I % of Alaskan families have access to 
outpatient rehabilitation. , 

I J Will had mom to Many AI do not have a person to make this "UI'I'~" for them. Nature of their 
advocate and coordinate injury prevents them from doing it on their own. 
treatment, educational Mom starting from scratch. Took over a year to find resources that were appropriate I 
resources, emotional and available in-state for Will. , supports, and 
community support Brain injury rehabilitation program would have had all the resources coordinated and 

! , 
services delivered soon after the injury which is when these services are most important. 

, 
I , Will had access to some There is not a .... uw program Iy for brain injury in Alaska 

outpatient rehabilitation. (children, adults, or service members) • 
I 

, 
I Had to be creative to get outpatient services at the level needed to support his I 
: , 
i recovery. Limited to 75 visits/year. Insurance was exhausted only 4 months into his 
! rehabilitation. Had to find alternative treatments until the beginning of the calendar 
I year when he could resume much needed therapies I 

Will had the best insurance there is, and he was still limited in getting what he 
I 

needed to recover. 

Will's injury was not a Didn't have the personality change, mood swings, that many people with brain injury 
frontal lobe injury. It have. 
was a deep bleed in the Brain injury treatment teaches individuals and families how to recognize and cope 

, temporal lobe (side of with the cognitive, emotional, and behavioral changes after brain injury. 
the brain). 

, 
Will had/has lots of Depression is often an outcome after brain injury. Both individual and family need 
community support and the support to keep moving forward with life after brain injury. 
faith-based family. There are many families that take care of their loved one with a TBI. With 

rehabilitation, treatment, and natural supports, individuals can get better. 

Families need access to these programs to support their efforts; brain injury is a 
lifelong process. n 
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Alaska organizations ready to see State of 
• Alaska take a leadership role in brain injury 

rehabilitation 

Department and Health and Social Services-
, Senior and Disability Services and Behavioral 

Health 

, Department of Labor- Vocational Rehabilitation 

Alaska Mental Health Trust Authority 

Alaska Federal Health Care Partnership 

Elmendorf, 3'd Medical Unit 

Alaska V A Health Systems 

Alaska National Guard 

I ServicelFamily Resource Center -Warrior 
, Transition Battalion 

Alaska Vet Centers 

Representati ves for the Marines 

Alaska Native Tribal Health Consortium 

•

: Alaska Native Medical Center 

. Southcentral Foundation 

Providence Alaska Medical Center 

St. Elias Specialty Hospital 

Mat-Su Health Services 

I Natural Health Center 

• 

Anchorage Community Mental Health Services 

Alaska Brain Injury Network 

Governor's Council on Disabilities and Special 
Education 

Alaska Commission on Aging 

Alaska Mental Health Board/Advisory Board on 
Alcoholism and Drug Abuse 

Statewide Independent Living Council 

Disability Law Center 

Rural/Tribal Hospitals and Clinics 

ABIN has heard from over 1000 Alaskans 
directly affected by brain injury 

Alaska Communities ABIN has visited, who are 
asking for brain injury services and education 
include: 

Anchorage, Atmautluak, Barrow, Bethel, 
Dillingham, Fairbanks, Galena, Juneau, Kenai 
Peninsula communities, Ketchikan, Kodiak, 
Kotzebue, Nome, Palmer, Prince of Wales, Sitka, 
Tok, and Wasilla. 

For more information, contact Jill Hodges, 

Executive Director, Alaska Brain Injury Network 

(ABIN), www.a/askabraininjllrv.nel or call (888)-
574-2824. 

I AK OHSS Division of Public Health, Section of Injury Prevention and 
EMS, Alaska Trauma Registry (email correspondence with T. All, 2009) 
ii World Health Organization (WHO), www.projectbrain.org 
ill Alaska Trauma Registry, TBI hospitalizations 1995-2005 
i. Cancer Incidence and Mortality in Alaska 1996-2004 
http://www.hss.state.ak.us/d phi ch ronicl cancer I assets/ ca ncerR 
egistry1996-2004.pdf 
v National Association of State Head Injury Administrators State 
Fact Sheet 
., Alaska Trauma Registry, 2006 
vii RAN D Study 

.1Ii January, 2001- June, 2004 Alaska Trauma Registry Data on 13 
Patients 
i, Alaska FYlO Budget 

~ CDC, TBI in Prisons and Jails: An Unrecognized Problem 
xl Virginia Study for Joint legislative Audit Committee 
,Ii AKAIMS, Alaska Behavioral Health 2006 

"II Stephen W. Hwang, MD MPH, et al. The effect of traumatic 
brain injury on the health of homeless people. CMAJ; October 7, 
2008; 179 (8). 
Kiv Rutgers Center for State Health Policy, Issue Brief 

~ MentorABI, Tori Harding email correspondence 11/8/09 
XVI Rutgers Center for State Health Policy, Issue Brief: Medicaid 
Brain Injury Programs, March 2008 
)(Vii Alaska FYIO Budget 

i 
i .--- .-.- ------ --__________ ___ L ____ _______________________ . ___ : 
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• I 
At A Glance ... 

Who is ABIN? 
The Alaska Brain Injury Network, Inc (ABIN) is a non­
profit organization dedicated to Alaskans whose lives have 
been changed by brain injury. 

ABIN's Board of 18 directors represents all regions of 
Alaska, and at least 50 percent are TBI survivors or family 
members. 

The ABIN vision encompasses a lifetime of care and 
services, which are both affordable and close to home. 

The ABIN mission is to educate, plan, coordinate, and 
advocate for a comprehensive service delivery system for 
the survivors of traumatic brain injury and their families. 

History 
Alaska's Division of Public Health received funding from 
the U.S. Centers for Disease Control and Prevention to 
initiate traumatic brain injury (TBI) surveillance beginning 
in 1998. This funding began to systematically quantify 
what had previously been believed anecdotally to be a 

• significant and growing public health problem. 

i In 1999, the State of Alaska, Department of Health & 
Social Services, Division of Mental Health & 
Developmental Disabilities, now known as Behavioral 
Health (DBH), successfully applied for HRSA TBI 
Planning & Implementation Grants. DBH held the grant 
for 9 years. In 2009, Senior and Disabilities Services 
transitioned to the lead agency role. 

• 

The original HRSA grant required that Alaska fulfill the 
following: 

o Identify a State Lead Agency: The State of Alaska, 
Department of Health and Social Services, Division of 
Behavioral Health (then DMHDD) 

o Establish a Statewide Advisory Board: Alaska Brain 
Injury Network, Inc., (Formerly, the Alaska 
Traumatic Brain Injury Advisory Board) 

• Conduct a statewide needs and resources assessment 
o Craft an implementation plan (completed March 2003) 

The Alaska Traumatic Brain Injury Advisory Board 
(A TBIAB) was formed in 2000 to fulfill the requirements 
of the grant and conduct business as an advisory board, 
holding quarterly board meetings and inviting public 
comment. ATBIAB earned non-profit status in 2003 and 
changed its name to the Alaska Brain Injury Network. Inc. 
in 2006. 

·---------------------1 

Current Program Activities 
ABIN has two primary functions: TBI Advisory Board and 
TBI Resource Navigation Agency. 

Advisory Board 
o Visit both urban and rural communities, and listen to 

the stories that the public shares about the issues facing 
Alaskans with brain injuries. 

o Collaborate with our partner boards to affect changes 
in policies to improve programs and services. 

o Advocate for safety legislation, in-state brain injury 
rehabilitation, and TBI Waiver services. 

o Bring TBI professional training to Alaska. 
• Conduct 'needs assessment' surveys of survivors, 

family members, and health workers. 
• Maintain up to date infonnation on emerging issues 

identified through callers, public testimony, and the 
media. 

Resource Navigation (Information and Referral) 
• Respond to requests for assistance, information, 

resources, and referral. 
• Distribute a brain injury resource directory with 

statewide and local resources and supports available to 
individuals, families. friends, professionals, caregivers 
and the general public. 

o Work to establish a TBI hotline and brain injury 
support groups. 

• Distribute educational and informational resources to 
the public. 

Accomplishments 
TBI Advisory Board 

o Visited 15 Alaska communities since 2003, hosted 
public comment 27 times, and heard public comment 
from an estimated 300 Alaskans. 

o Developed the Comprehensive "10 Year Plan for TBI 
in Alaska". 

• Increased brain injury awareness in the state. 
o Advocacy efforts resulting in Alaska Mental Health 

Trust Authority Authorized Receipts and Authority 
Grant Funding approved: 

-TBI Advisory Board (FYOI-FYII) 
-TBI Resource Navigation (FY07-FYI I) 
-TBI Training (FY09-FYII) 
-TBI Care Coordination (FYIO-FYII) 

o Organized the TBI Partnership with Military including 
3'd Medical Unit, Elmendorf; Veteran Affairs; Vet 
Centers; National Guard; and Marines. 

o Instrumental in the Comprehensive Integrated Mental 
Health Plan, Alaska Scorecard highlights traumatic 
brain injury prevalence. 

I 
i 
I 

I 
I 

_____ . ___________ .8 ________________ ... '_.' ____ . __ . ____ ._ 
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. Accomplishments 

• 
TBJ Resource Navigation 

. • Developed Statewide TBI Resource Directory. 

, • 

• 

• Provided information and referral to 500 Alaskans. 

• Developed a 'hospital packet' ofTBI information; 
distributed to 34 Alaska hospitals. 

• Developed online discussion group for brain 
injury; 130 Alaskans participate. 

• Organized more than 30 trainings, workshops, 
forums about brain injury. 

• Provided technical assistance to six (6) head injury 
support groups. New support group organized in 
Mat-Su. 

Resource Navigation Success Stories 
A woman of approximately 48 years old called ABIN. She 
was "couch surfing" and had been living under a bridge and 
at the Brother Francis Shelter for several years. She had 
maintained a career as a nurse until multiple brain injuries 
left her unable to work or drive. Due to several referrals 
that ABIN's Resource Navigator made, she has now been 
connected with services that have significantly improved 
her life. She is now on disability with a payee assisting 
her; has bought a house with a friend who is helping look 
out for her; has PCA services; and has started her own 
business in her home with the help of Nine-Star. 

AB IN received an email through the website from a woman 
in distress. The first line read "I am so alone - please help. 
5 concussions I TBI's in the last 3 years have changed who 
I am. 1 have come to realize that my isolation will only 
increase without serious intervention .. ," After she joined 
the online discussion group, Alaskan Brain Matters and 
received lots of support and good ideas her email read: "It's 
only been 4 days since I contacted ABIN my life is already 
improving and becoming less stressful. I am so grateful!" 
Since then, with the help of the referrals from ABIN's 
Resource Navigator, she is now on social security disability 
income and her situation is improving. 

A woman and her caregiver called. Due to a brain injury 
from many years ago, she developed a seizure disorder that 
needs further medical treatment. She was told she would 
need to travel to Seattle for the necessary treatment. The 
travel arrangements had been lingering on for a year since 
she lives in a remote part of Alaska where she could only 
get to a phone about once a week. ABIN's Resource 
Navigator assisted by passing detailed messages between 
the caregiver and the person arranging the treatment and 
transportation. The situation was finally resolved by mid 
April 2008 . 
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ABIN Funding 

Alaska Mental Health Trust Authority 
State of Alaska, Department of Health and Social Services, 

Division of Senior and Disabilities Services via 
Federal HRSA TBllmplementation Grant 

Alaska Native Tribal Health Consortium 
State of Alaska, Department of Commerce, Community, 

and Economic Development 
U.S. Department of Health and Human ServiceslHRSA­

Special Congressional Initiative 
Individual Donors 

To learn more about ABIN: 
visit our website: www.alaskabraininjury.net 
email: contact@alaskabraininjury.net 

3745 Community Park Loop, Suite 140 
Anchorage, Alaska 99508 

Phone: (907) 274-2824 

Toll-Free: (888) 574-2824 
Fax: (907) 274-2826 
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• Regional Traumatic Brain Injury Information 
"<,O",@;\r,;;)11 
'.1Jt;@~lr~ I 
brain injury i 
network I 

, 

i~-TBI in Southcentral Alaska 
i How many South central Alaskans are 
I hospitalized due to a brain injury? 

I 

TBI in Southeast Alaska 
How many Southeast residents are 
hospitalized due to a brain injury? 

I Reports show over 2300 residents have Reports show nearly 430 residents have 
! I been hospitalized over a 7 year period been hospitalized over a 7 year period 
, (An average of 338 residents/year). I (An average of 61 residents/year). 

I What are the top 3 causes of brain injury i I What are the top 3 causes of brain injury 
in Southcentral Alaska? I in Southeast Alaska? 

• Motor Vehicle Accidents I I· Falls 
• Falls I I .Motor Vehicle Accidents 

I • Assault I .Assault 

l I Did you know? Did you know? .1 
lOver a 7 year period, over 200 people in 
I Southcentral Alaska were hospitalized with 
I a TBl due to assault. 

In Southeast Alaska over a 7 year period, 
there were almost twice as many TBl 

1 I 

I hospitalizations from falling (162) as for 
12'BI due to motor vehicle accidents (92). 

LI ___ _ ___________ ~ 

• 
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TBI in Southwest Alaska 
How many Southwest Alaskans are hospitalized due to a brain injury? 

Reports show over 450 residents have been hospitalized over a 7 year period. (An 
average of 64 residents/year). 

What are the top 3 causes of brain injury in Southwest Alaska? 

• ATV/Snowmachine 
• Falls 
• Assault 

I Did you know? 

l 

I The Southwest region of Alaska has the highest prevalence rates of traumatic brain 
I injury (TBI), per capita, in the state. 
I 10 ---..J 

I 



• 

• 

-------1 r-----

'
I 

How many Interior Alaskans are hospitalized due to a brain injury? 

I 

TBI ill Interim" Alasl,a 

Reports show over 450 Interior Alaskans have been hospitalized over a 7 year period 
(An average of66 residents/year). 

What are the top 3 causes of brain injury in Interior Alaska? 

• Motor Vehicle Accidents 

• Falls 
• Assault 

I Did you know? 

I

I Over a 7 year period, the Interior region of Alaska had the second highest incidence rate 
of hospitalizations due to TBI. 

L ___ ~ 
i . TBI in Far North Alaska ~ 

How many Far North region Alaskans are hospitalized due to a brain injury? I 

Reports show nearly 250 Far North Alaskans have been hospitalized over a 7 year 
period. (An average of 35 residents/year). 

What are the top 3 causes of brain injury in the Far North region of Alaska? 

• ATV /Snowmachine 
• Falls 
• Assault 

I Did you know? 
I 
I 

i Over a 7 year period, the Far North region of Alaska had more TBls caused by 
! ATV/Snowmachine accidents (100) than falls and assault combined (98). 

I 

i 

e L 

.. 1 t ___ _ 
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Executive Su mm a ry 
Introduction 

Brain injury has created serious challenges for 
both the Department of Defense and the 
Department of Veterans Affairs; these challenges 
exist because brain injury has been, and continues 
to be, a critical health care problem in America. 

Survivors, family members, and professionals all meet 
with a number of barriers that impede best practices in 
brain injury treatment and create debilitating hardships. 

This report addresses those barriers, and calls for uni­
fied efforts between civilian and military systems, agen· 
cies, and organizations. Today, more than 5.3 million 
American civilians face challenges resulting from a 
brain injury. Additionally, 19.5 % of US servicemembers 
who have returned from Afghanistan and Iraq report 
experiencing a traumatic brain injury during deploy­
ment.' 

As recently as 2006, an Institute of Medicine report 
stated: 

" ... many people with TBI experience per­
sistent, lifelong disabilities. For these indio 
viduals, and their caregivers, finding need· 
ed services is, far too often, an overwhelm­
ing logistical, financial, and psychological 
challenge. Individuals with TBI-related dis· 
abilities, their family members, and care­
givers report substantial problems in getting 
basic services, including housing, vocation­
al services, neurobehavioral services, 
transportation, and respite for caregivers. 
Yet efforts to address these issues are 
stymied by inadequate data systems, insuf­
ficient resources, and lack of coordination. 
TBI services are rarely coordinated across 
programs except in some service sites. 
Furthermore, in most states, there is no sin· 
gle entry point into TBI systems of care." 

Brain injury is also a leading cause of death and dis­
ability among Americans. Data indicates that approxi· 
mately 1.6 million Americans sustain a brain injury 
each year, and 125,000 are permanently disabled.2.3 

Economically, the total impact of direct and indirect 
medical and other costs in 1995 dollars is reported to 
exceed $56 billion.' Despite the prominence of affects 
of brain injury in the United States, it remains one of 
the least understood and recognized health care issues 
in our nation. 

Addressing the Challenge of Brain Injury in America 

History 

On November 2, 2007, more than one hundred of the 
nation's most respected authorities on brain injury con­
vened in Washington D.C. to highlight accomplish­
ments in brain injury treatment and to provide recom­
mendations where barriers to care exist. Called the 
Brain Injury Consensus Conference, the two-day work­
group produced the groundwork for Barriers and 
Recommendations: Addressing the Challenge of 
Brain Injury in America. 

Participants included members from: 

·Department of Defense (DOD), 
-Department of Veterans Affairs (VA) 
-Defense and Veterans Brain Injury 
Center (DVBIC) 

·Brain Injury Association of America (BIAA) 
-North American Brain Injury Society (NAB IS) 
-National Association of State Head Injury 
Administrators (NASHIA) 
-American Neuropsychiatric Association (ANPA) 
-Over 30 other civilian public and private 
organizations 

This report represents the results of an authoritative, 
cross-systems assessment on the state of brain injury 
in America. It addresses the treatment of all survivors 
across the continuum of care, from the point of injury 
through lifelong needs. It also includes the input of a 
number of other brain injury professionals who were 
unable to attend the conference. 

This report Is a free, publicly available document 
intended for multiple applications. It can be used as an 
advocacy tool, an informational resource, and a call to 
action. It was created to draw attention to the chal­
lenges that face Americans with brain injury, for the ulti­
mate purpose of creating better identification of brain 
injury, access to care and overall bettering of their 
lives. 

The civilian sector, the military, and the VA have made 
considerable strides in dealing with brain injury, and 
their focus and energies are to be applauded. 
However, brain injury in America remains a larger prob· 
lem than anyone entity can manage alone; it is only 
through a renewed spirit of collaboration that the fol­
lowing barriers can be managed effectively. 

For more information on this report. visit: www.nabis.org 
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Barriers & Recommendations 
BARRIER ONE ===== 

Screening protocols for brain injury are not consis­
tent across military, civilian, and public systems, 
and each system poses the risk for various gaps in 
the identification and assessment of brain injury. 
Currently, no initiatives have been put forward to 
remedy this disparity in injury screening. 

Recommendation 

The screening of brain injury to date is based on a 
detailed account of the injury event and the resultant 
alteration in consciousness. To accurately assess brain 
injury, this screening should offer a standardized, thor­
ough, historical account of the injury event. This is par­
ticularly important because the individual involved may 
have altered perception, and lack insight into the injury 
sustained. A neurocognitive assessment such as the 
Standardized Assessment of Concussion is helpful in 
determining the extent of injury at the point of injury, 
but limited thereafter. 

We recommend the further development of screening 
tools to be used to screen for TBI in diverse popula­
tions. Individuals who screen positive should then 
undergo further diagnostic testing including: neuro­
imaging studies, neuropsychological evaluation and 
neurophysiologic studies. 

Furthermore, for populations who are occupationally at 
increased risk, having a regular baseline cognitive 
testIs) is of benefit for comparison if risk of injury is 
present or sustained. Finally, we recommend an evalu­
ation for assistive technologies and compensatory aids 
and strategies. 

===== BARRIER TWO ===== 
The current classification of brain injury as Mild, 
Moderate, and Severe are inadequate to describe 
various and complex sequelae resulting from a 
brain injury. 

Recommendation 

There is much confusion as to the extent of the actual 
injury severity. Various cognitive impairments can 
improve or diminish over a period of time. Although 
gradual improvements can follow the injury event, 
impairments can manifest even after other symptoms 
of brain injury have resolved. Confusion is introduced 
by the fact that years later, debilitating life-long residual 
effects may exist, yet the results of that injury may be 
mistakenly diagnosed based on initial trauma. 

Addressing the Challenge of Brain Injury in America 

Repetitive concussions are dangerous and result in 
cumulative brain injury. The classification of traumatic 
brain injury should sufficiently demonstrate residual 
functionality at various periods of time beyond the ini­
tial injury, and incorporate the understanding of brain 
injury as a disease process.s 

===== BARRIER THREE ===== 
Persons accessing mental health services, special 
education services or imprisoned may have undi­
agnosed brain injury and the identification/screen­
ing for such would help identify effective treatment 
or placement alternatives. "Unidentified TBI is a 
major unrecognized cause of social failure: in edu­
cational, vocational and economic arenas. Complex 
barriers often prevent people with mild TBI from: 
(a) self-Identifying as having a brain injury that is 
seen as the cause of the disabling symptoms they 
experience, (b) gaining access to help and (c) 
addressing long-term, TBI-related problems that 
affect their quality of life." (Gordon & Brown, 2008). 

Recommendation 

All m'ental health organizations that offer screening 
services should also screen for brain injury. 

BARRIER FOUR 

While a variety of best practices and evidence­
based guidelines exist for the treatment of brain 
Injury, there remain no comprehensive national 
guidelines for best practices in brain injury treat­
ment. 

Recommendation 

Currently, the guidelines for best practices in brain 
injury treatment vary widely. It is recommended that a 
national guideline for best practices in brain injury 
treatment be created in order to ensure consistent, 
quality treatment across all systems.6 We acknowledge 
the excellent work toward this goal achieved by the 
Brain Trauma Foundation (BTF), in which an independ­
ent analysis of their guidelines on TBI outcomes and 
cost savings by the Centers for Disease Control and 
Prevention (CDC) found that that "if the BTF guidelines 
were used more routinely, there would be a 50% 
decrease in deaths, improved quality of life, and a sav­
ings of $288 million a year in medical and rehabilitation 
costs.'" We also call for the identification, develop­
ment and refinement of additional best practices in 
brain injury disease management. 

2 
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Barriers & Recommendations 
===== BARRIER FIVE ===== 
Persons with brain injury often have difficulty 
accessing the necessary type of services needed 
due to finances, geography or a failure to provide 
best practices. 

Recommendation 

We recommend the development of system·wide 
access to treatment and support protocols to ensure 
the right treatment at the right time. This includes enti· 
tlement to post·acute active rehabilitation incorporating 
best practices including cognitive rehabilitation, inde· 
pendent living skills training, vocational rehabilitation 
and leisure therapy. This also includes access to grad· 
uated levels of support in the community, in·home, or 
24·hr. supported living, allowing for efficient episodes 
of treatment across the lifespan in order to ensure 
retention of skills and enhanced quality of life. Until 
comprehensive guidelines in brain injury disease man­
agement are available, we recommend adherence to 
the Brain Injury Medical Treatment Guidelines of 
Colorado.· 

Treatment and supports are needed to address the 
complexity of individuals with brain injury including sub­
stance issues, Post Traumatic Stress Disorder, psychi­
atric and significant behavioral issues. 

Development of geographically disperse rehabilitation 
and support options are necessary to address the 
needs of persons in rural settings. Collaboration with 
civilian and public partners may be needed for service­
men and women to access timely, appropriate levels of 
care closer to home. 

Benefits packages provided by TRICARE, the VA and 
Medicaid must be reviewed in order to ensure optimum 
uniform coverage including providing same payment 
for same services, access to levels of care including 
post-acute and cognitive rehabilitation and extension of 
active duty benefits to reimburse necessary atter-hospi­
tal treatment. 

With respect to cognitive rehabilitation, the effective­
ness of cognitive rehabilitation has unfortunately 
proven difficult to study due to several factors, includ­
ing the heterogeneity of subjects, interventions and 
outcomes studied, as well as the difficulty involved in 
attempting to control for spontaneous recovery. 

Clinical consensus, along with widespread professional 
opinion, must be taken into account, in addition to the 
research evidence attesting to the efficacy of cognitive 
rehabilitation.-

Addressing the Challenge of Brain Injury in America 

Civilian and military coverage plans must be sufficient 
to rehabilitate patients and return them to productivity. 
Moreover, cognitive therapy is an essential component 
of the rehabilitation process for persons with brain 
injury and should also be a covered therapy. 

BARRIER SIX 

Advances In brain Injury care are Implemented too 
slowly between systems. Currently, any current 
cross·system coordination efforts do not Include 
strategies for effectively supporting person with 
brain injury over the lifespan. Additionally, case 
managers/care coordinators are commonly unfa­
miliar with protocols and practices outside their 
respective system, causing unnecessary complexi­
ty for the survivor who moves between systems. 
No formal body exists which coordinates an effec­
tive communication between systems. 

Recommendation 

As the military continues to make advances in the area 
of brain injury treatment, a vehicle for sharing of infor­
mation must occur between systems. The advances 
learned from the resultant military experience from the 
effects of blast, particularly primary blast, from helmet 
sensors to balance tables, from screening with stan­
dardized assessment tools at point of injury to post 
deployment health assessment (PDHA), must be 
shared with other systems in order to allow for more 
effective brain injury trauma care for all Americans. 

Veteran's Administration and Department of Defense 
hospital data are not included in the states' trauma sys­
tem data. We recommend coordination and communi­
cation between Department of Defense, Veteran's 
Administration, and civilian agencies, allowing the civil­
ian system to accurately anticipate the impact of 
wounded veterans as they return to their communities. 
Seamless coordination should not only occur between 
military systems, but between military, public, and pri­
vate systems as well. 

Military and civilian case managers must have opportu­
nities to learn each other's systems of care, funding 
mechanisms, treatment programs, community 
resources, and communicate with one another. We 
encourage the DoD, the VA, and the public/private sec­
tor to jointly engage in educational and training semi­
nars that allows each entity to benefit from the other's 
successes and to learn from their challenges. 

Continued on next page 
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Barriers & Recommendations 
We also recommend the formation of a Federal Brain 
Injury Council, established in statue for the purpose of 
communication and system coordination. Members 
may include representatives from Federal agencies, 
advocacy organizations, professional associations/soci­
eties, and others. 

The Council may be an effective mechanism to foster 
successful collaborations such as those currently in 
place between the Centers for Disease Control and the 
Social Security Administration as well as formal 
Memoranda of Understanding as are in place between 
DoD and VHA for the Office of Seamless Transition 
and for spinal cord injury care and neuro-optometric 
rehabilitation. The proposed Federal Brain Injury 
Council will use a variety of mechanisms to facilitate 
and foster ongoing communication, collaboration, and 
system coordination among its members. Since the 
Commission on Accreditation of Rehabilitation Facilities 
(CARF) is actively engaged with many of the members 
of the proposed Council, the standards that address 
the use of feedback from stakeholders for program 
development, strategic planning, resource planning and 
performance improvement can be used as innovative 
practice tools for members to foster these relation­
ships . 

In the interim, it is suggested that civilian sector advi­
sors be added to the Senior Oversight Committee for 
DoDNA Wounded, III and Injured. Further, it is recom­
mended that VHA conduct a formal gap analysis, publi­
cize its needs, as appropriate, and outreach to private 
sector to obtain assistance in meeting those needs. 

===== BARRIER SEVEN ===== 
Brain injury care does not receive research funding 
on parity with other disease processes_ 

Recommendation 

In 2007, the Federal AIDS budget was $22.8 billion dol­
lars. Parkinson's disease received $250 million dollars. 
The HRSA Traumatic Brain Injury Program was allotted 
$8.5 million dollars in 2007, and in 2008 President 
Bush proposed eliminating the funding. We recom­
mend that brain injury treatment receive funding on 
parity with other disease processes 

=====BARRIER EIGHT ===== 
Following brain injury, family members and case 
managers (care coordinators) are not effectively 
incorporated into treatment, particularly in the 
acute phase of care. The family often becomes the 
primary support unit. Families are typically iII­
equipped to respond to the complexity of issues a 
person with brain injury may experience. 

Addressing the Challenge of Brain Injury in America 

Recommendation 

Encouraging family members to participate in education­
al programs and follow-up appointments is important to 
ensure an accurate account of the patient. 

Case Managers are helpful in tracking and supporting 
those requiring follow up care. We recommend that all 
brain injury care providers provide educational and case 
management services from the moment of injury. When 
home placement is advised, family members should be 
trained in maintaining quality care at home. 

BARRIER NINE ====== 
There are few or no support systems that consis­
tently monitor care and patient satisfaction through­
out the continuum of care. 

Recommendation 

Programs should be a collaborative effort; as much as 
possible, the program should be directed by the person 
with the brain injury, but there must also be an adequate 
support system that monitors, advocates, and intervenes 
on that person's behalf as necessary. 

Moreover, mental health supports are also needed, with 
personnel trained in and knowledgeable about the 
effects of brain injuries. This level of support should 
include a continuum of care from a brief counseling ses­
sion, to an ongoing, in-depth counseling program, to an 
intensive crisis intervention by a mobile crisis response 
team. Police departments, the criminal justice system, 
and emergency health care providers must be trained to 
prevent the inappropriate placement of an individual with 
brain injury in psychiatric hospitals or jail. 

BARRIER TEN 

Across the lifespan, brain Injury programs do not 
address all aspects of treatment. Instead, only spe­
cific symptoms receive care. 

Recommendation 

Brain injury programs must address every area of the 
person's life, including physical, financial, emotional, 
intellectual, vocational, recreational, and spiritual. The 
effect of holistic treatment is synergistic, with small 
efforts in many areas combining to have a large impact 
on overall success. We recommend adherence to the 
United Nations Standard Rules on the Eqlialization of 
Opportunities for Persons with Disabilities, as supported 
by the World Health Organization. IO These rules govern 
areas that span Medical Care, Rehabilitation, Support 
Services, Accessibility, Education, Employment, Income 
Maintenance and Social Security, Family Life and 
Personal Integrity, Culture, Recreation and Sport, and 
Religion." 

4 
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Barriers & Recommendations 
===== BARRIER ELEVEN 

Respite care services are difficult for most family 
members and caregivers to access, leading to 
caregiver burnout, compassion fatigue, and overall 
lack of quality of care. 

Recommendation 

Respite care should be a regular and accessible servo 
ice for family members and caregivers. 

For mentors and life coaches, a delicate balance is 
required to provide necessary daily structure to ensure 
health and safety, while simultaneously fostering inde­
pendence. 

===== BARRIER TWELVE 

Over the lifespan, offers of independent living and 
life-skills training are arbitrary, and sometimes 
unsupported. 

Recommendation 

Independent living and life skills training must be 
offered on a regular basis. As the person with a brain 
injury works to re-enter the community and rebuild his 
or her life, he or she will need to be trained in inde­
pendent living and life skills.12 

=====BARRIER THIRTEEN===== 

Treatment plans for brain injury do not include 
strategies for dealing with aging-related issues, nor 
do they anticipate that brain injury is disease­
causative and disease-accelerative. 

Recommendation 

Aging issues must be addressed by case 
managers/care coordinators in the treatment plan. As 
the person's condition changes, he or she may need 
additional care including physical, occupational, 
speech, or recreational therapies, cognitive remedia­
tion, psychiatric interventions, or pre-vocational servic­
es. We recommend new treatment plans that allow for 
brain injury disease management. 

====BARRIER FOURTEEN ==== 

Long-term, supervised housing and other residen· 
tial programs for persons with brain injury are reg· 
ularly denied services under most funding sys­
tems. 

Addressing the Challenge of Brain Injury in America 

Recommendation 

Access to affordable housing with associated services, 
physical access, and support must be financially attain­
able. Individuals may need long-term, supervised resi­
dential programs with related support care sensitive to 
their specific needs. Others may require a day-treat­
ment program, where they can participate in super­
vised, meaningful activities. In conjunction with such 
programs, we recommend the provision of life care 
planning services such as financial resource manage­
ment, legal arrangements for durable power of 
attorney and healthcare, wills, family and/or personal 
estate planning, health insurance purchase and avail­
ability, life insurance purchase and availability, and 
family member life insurance as a financial planning 
tool. 

Moreover, we recommend a coordinated approach to 
state and federal assistance programs that are avail­
able for housing, food stamps, maternal assistance 
programs, child nutrition programs, Meals on Wheels, 
independent living programs, caregiver resources pro­
grams, public transportation assistance options, Social 
Security, aid to dependent families assistance, public 
utility relief programs, Medicare and Medicaid eligibility 
and pharmaceutical assistance programs. 

===== BARRIER FIFTEEN 

Transportation issues plague survivors of brain 
injury the duration of their lives. 

Recommendation 

While some individuals will be completely independent 
in their transportation needs, others will require assis­
tance with accessing public transportation. Still others 
will be unable to access or deal with public transporta­
tion. Life care planners, case managers, and long-term 
care providers are encouraged to advocate within the 
community for supportive transportation services. 

===== BARRIER SiXTEEN 

Across all systems, case management services are 
not consistent. In military and VA settings, case 
management and care coordination services may 
be complicated, confusing survivors and family 
members; in the private sector they are either diffi· 
cult to access or unavailable. 

Continued on next page 
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Barriers & Recommendations 
(Barrier 16 Cont'd) Recommendation 

We encourage all case managers, care coordinators, 
and case management organizations who are experi­
enced, trained and certified in disease management of 
brain injury to participate in collaborative initiatives to 
form guidelines that ensure care that offers a particular 
focus on the many personal needs of survivors of brain 
injury. 

Where services are absent, we call on state healthcare 
officials to conduct an assessment of needs report 
detailing the challenges that face their respective popu­
lation of survivors. We encourage the National 
Association of State Head Injury Administrators to facili­
tate dialogue and actions that promote the use of case 
management services where needed, and programs 
which help individuals access the service. 

==== BARRIER SEVENTEEN ==== 
Despite the complexity of brain injury, there Is no 
national certification or training for brain injury 
case management. Few organizations outside 
direct care providers encourage personnel to 
receive certification as a brain injury specialist 
(eBIS). 

Recommendation 

We encourage the Case Management Society of 
America, the Commission for Case Management 
Certification, and the American Academy of Certified 
Brain Injury Specialists to collaborate and create an 
effective credential that educates and empowers case 
managers involved in the treatment of brain injury. 

Furthermore, we recommend that institutions such as 
mental health centers, community colleges, veterans 
centers, the criminal justice system, and social service 
systems all designate individuals who can serve in the 
capacity of a certified brain injury specialist. 

BARRIER EIGHTEEN 

For brain injury survivors under 21, case managers 
are underutllized or uninvolved in the creation and 
development of Individualized Education Plans 
(IEPs). 

Recommendation 

In the case of individuals with TBI under the age of 21, 
case managers should provide input to school districts 

Addressing the Challenge of Brain Injury in America 

to develop Individualized Education Plans (IEP) specif­
ic to brain injury issues and educational goals. '3 

The 1975 Federal Public Law 94-142 (Disabilities 
Education Act- IDEA) maintains that states and school 
districts must develop and implement annual Individual 
Educational Plans (IEP) on all individuals with disabili­
ties. Community case managers are an asset to the 
patient's school district in this process. 

BARRIER NINETEEN 

Survivors of brain injury do not typically receive 
special accommodations for their cognitive deficits 
in state and federal courts. 

Recommendation 

Self-advocacy and self-representation in court are 
basic needs that can be thwarted by cognitive deficits. 
Most courts currently accommodate language and 
physical disabilities with the necessary supports. We 
recommend additional cognitive deficit accommodation 
by the court system, particularly in matters involving 
the social agency interactions and medical decision­
making transactions. 

BARRIER TWENTY ===== 
Throughout all systems, there is a well·document· 
ed personnel shortage of health care professionals 
that provide valuable services to survivors of brain 
Injury.1. 

Recommendation 

We recommend that university health science pro­
grams incorporate brain injury treatment into their cur­
ricula and actively recruit healthcare professionals for 
the purpose of specialization in brain injury. We also 
suggest that community-based organizations, profes­
sional societies, and schools of higher education pro­
vide continuing education opportunities on the topic of 
brain injury. 
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Barriers & Recommendations 
CONCLUSION =========== 
The Department of Defense, the Department of 
Veterans Affairs, and numerous organizations in the 
public and private sector have made tremendous 
strides in the treatment and care of brain injury, and 
they have demonstrated outstanding abilities to meet 
their responsibilities. 

By addressing the barriers to brain injury care, we 
hope to encourage these different systems to renew 
their efforts to form collaborations, and to address gaps 
in service where they exist. 

With respect to TBI survivors from Operation Iraqi 
Freedom and Operation Enduring Freedom, members 
of the media have been an extremely positive influence 
in raising public awareness and understanding of TBI 
and in garnering altruistic feelings for survivors, espe­
cially service members, and their and families. 

The efforts of military, veteran and civilian advocacy 
organizations are currently synergized into a political 
will for TBI care that is unmatched in U.S. history. It is 
incumbent upon the leaders in civilian, military and vet­
erans' systems to work cooperatively to build on 
strengths and minimize weaknesses to improve the 
quality of research, treatment and life-long living for all 
individuals with brain injury. 
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Acquired Brain Injury 

Functional and cognitive deficits resulting from injuries ~o the main and 
associated structures that: 

1) Are results from injury post partum 
2) Are not a result of a congenital disorder 
3) Are not a result of a deteriorating disorder related to age (i.e. 

dementia, picks, etc) a 

And fall within in the broad categories: 

a. Hypoxic or Anoxic events 
b. Chemical induced except alcohol related 
c. Medical accidents (i.e. stroke, aneurysm) 
d. Viral, bacterial or parasitic attack 
e. Radiation poisoning 
f. Medication effects (prescribed) 
g. Idiopathic causes 

The deficits must be long-standing, significantly below baseline, impact 
productivity in the three areas, school, work, relationship, and affect the life 
trajectory of the individual 



Supporting information for HB 328 

• 
State of Alaska, Department of Health and Social Services 
Alaska Waiver and Service Options for Alaskans with Congenital and Degenerative Brain Injury 

According to state law (AS. 47.80.900 (7). the term developmental disability (DO) means a severe, chronic disability 
that: Is attributable to a mental or physical impaimlent or combination of mental and physical impairments: is manifested 
before the individual attains age 22: is likely to continue indetinitely; 

• results in substantial fUllctionallimitations in three or more of the follO\ving areas of major life activity: 

o sel f care 

o receptive and expressive language; 

o learning; 

o mobility: 

o self direction; capacity for independent living; 

o economic sclf .. sufticiency~ 

• and retlects the person's need for a com billation and sequence of special. inte.rdisciplinary. or generic assistance, 
supports or other services that are of lifelong or extended duration and are individually planned and coordinated. 

Examples of type, of developmental disabilities are mental retardation, cerebral palsy, autism, and seizure disorder. 
Mental iJlness and Fetal Alcohol Syndrome may also be developmental disabilities, However, the disability must 
result in substllntial t'unctionallimitations and meet the other criteria in the definition in order to qualify as a DO, 

F ASD : FETAL ALCHOL SPECTRUM DISORDERS 

88 possible slots: 10 currently on waiver, 8 in the works, 70 open slots 

• Definition: Congenital brain injury- the youth's mother consumed alcohol during pregnancy. 

• 

Eligibility: Youth must be: 

• Under age 21 years 
• Eligible for Medicaid 
• Have an evaluation by a psychiatrist within 60 days of admission to the program, that identifies a need for the 

level and intensity of services provided in a Rcsidential Psychiatric Treatment Centcr (RPTC) 

• Have a diagnosis of Fetal Alcohol Spectrum Disorder. (If a youth is suspected of having an FASD. but has not yet 
received a diagnosis. the youth lllay receive all FASD diagnosis as part of the screening process) 

• Want to receive services in community based services in Alaska instead of in an RPTC. 

Waiver services include: 
I. Mentoring Services 
2. Daily and hourly respite 
3. Residential habil itation 
4. Day habilitation 
5. Supported employment 
6. Training and Consultative services 

The Plan of care will be tailored to the specific needs of each individual program participant 

Page 1 of 2 
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ADRD: ALZEIMER'S DISEASE AND RELATED DISORDERS 

• 
Definition of Alzheimer's disease: Degenerative 

Because Alzheimer's disease and Related Disorders (A ORO) is so difficult to diagnose, the U.S. Department of 
Health and Social Services Advisory Panel on Alzheimer's disease recommends that ADRD be defined by 

• 

• 

functional impairment and dependency rather than diagnosis or the causes ofthe disease. The current 
working definition of ADRD used by Alaska Commission on Aging grantees, reviewed and refined at a grantee 
meeting in October 1996, reflects this recommendation. 

For the purpose of this report an ADRD includes: 
Alzheimer's, Dementia (any type), Parkinson's, Lewy Body, Creutzfeld-Jacob, Hungtington, Pick's, Wemicke-Karsakof, 
Cerebral degeneration. 

AS of 2/24/20 I 0 from Joann Gibbens, 
Senior and Disabilities Services 
Total number ofOA, APD or PCA individuals with Alzheimer's or dementia in their most recent diagnosis 

with 
ADRD TOTAL 

Older Adults (OA)only 416 775 
Adults with Physical Disabilities 
(APD) only 61 413 
Personal Care Attendant (PCA) 
only 172 2271 
PCA with (OA or APD) 263 1697 
Unduplicated count 
(PCA, OA or APD) 912 5156 

under 60 60-64 

I APD, OA or PCA 69 

Older Alaskans Waiver (OA) 
Eligibility: Over 65 years of age and nursing 
home level of care. 

OA Waiver Services: 

Page 2 of 2 

I, Adult day services 
2. Care Coordination 
3, Respite 
4. Chore 
5. Environmental modifications 
6, Meals 
7. Residential Supported living 
8. Specialized medical equipment and 

supplies 
9. Specialized private nursing duties 
10. Transportation 

40 

non 
ADRD 

359 

352 

2099 
1434 

4244 

70- SO-
65-69 79 S9 90-99 100+ TOTAL 

52 237 373 136 5 912 

Alaskans With Physical Disabilities (APD) 
Eligibility: Ages 21 -64, disabled meeting 
nursing level of care 
APD Waiver Services: 

I. Adult Day Services 
2. Care Coordination 
3. Day Habilitation 
4. Residential Habilitation 
5. Respite 
6. Supported Employment 
7. Chore 
8. Environmental modifications 
9. Intensive Active Treatment 
10. Meals 
II. Residential Supported Living 
12. Specialize Medical Equipment 
13. Specialized Private Nursing Duty 
14. Transportation 
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D MHDD awarded Federal 
Grant-systems 
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, State of Alaska 
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CFTE) 
.. Advisory Board 
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Intro to TBI Course 
Advance Brain Injury 
Workshop 
Vocational Rehabilitation 
Counselors 

Legislation " -

LJ 8B 118 introduced-medical 
assistance for TBI 

Medicaid Funding: Waivers 

o Preliminary research on 
Medicaid Waivers 

o Targeted Case Management 
Treatment 

• After Hospital/Post-Acute 
Site Visits 

AK Providers 'Coal;;" -

"Mjli tary !Tr jJ)(liJ?_~r~Ti I: r :~ !, )f" . 
5Qllght -

r~ 
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,r System Planning-, ' 
created framework 
and foundation for ' 
action 

• Next step: 
operationalize 

• General Funds or 
GF jMH essential 

, Phases 1-4 (1990-200,5) 
. " ,'" , .-\i t ,\. \:. \. . ~. l' i .: j : • j 1 ~ ! , 

"')f'I'P"l<'::II'lU '\>,V'\ ,'\:e, 11', ' .. I. _ ,-, '--...(. ,,-) b { \ ~' . , .... 

• Phases 5-6 (20°5-2009): 
Direct'serviee:--.': 

. info and referral; 

. case management 

Workforce developl\;': 

• Phase 7 - 10 (2010-2020) 

1.,:ase ,Management' 

'Treatment: Fundin;.: " ' 
H,J~sidential and Dw i 'i', 'c:. ,i, 

vVorkfon> 

i' 
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SB 219 and HB 328 

'i. t 

Gives statutory authority to 
develop/improve program. 

Establishes standards for 
treatment and services. 

. Defines t)rain injury, 

Develop" cost; longitudinal 
data 

Planning for Medicaid 
Waiver/Targeted Case 
Management 

Opportunities 
Positions the state to access federal 

.. funding for TBI services, 

• The existence of brain injury waivers 
supports the growth of community­
based rehabilitation programs. 

• DoD IVAITribal/State coordinate 
planning and implementation of 
rehabilitation and community re-entry 
programs. 

• Early treatment may reduce future 
medical and social costs. 

• Potential cost savings in acute care, 
existing state programs; behavioral 
health, juvenile justice, corrections, 
homeless activities, and long-term 
care in institutional facilities. . 

i' 

/ 
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" TBI as a beneficiary group 
(late 1990'S) 

.. Trust role: planning, 
demonstration 

.. Maximize collaboration 

.. Alaska too small of a state to 
have separate TBI treatment 
systems of care (VA, DoD, 
Tribal, State) 

.. Treatment: General Fund 
commitment 

., 
/'l 

" 

Past 10 years, Trust has invested 
. '. 

$2.8 million in brain injury 
systems development 

.• Trust FY09 Funding specifically for 
brain injury program: $628,000 

Core Services Deve/opl1;"·:' . 

;" 

Information and Referr;l i 
. Case Management 

Technical Assistance f(n 
planning treatment 

'-;ysteins Development 
Public Awareness-anti stiglll ,I 

'. Workforce development. 
Statewide planning- TRl 
Advisory Board 
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, " '." -' .... of Health and Soc: I:: 

Se f\ll c: e::, R,cJ l e,· Pat Hefle'y 
" Development, now 

operationalizing. 

• 44 States use General Revenue 
and Medicaid Waivers for 
brain injury treatment/ 

• servIces. 

• TBI folks are already in the 
system - need to move them 
into specialty programs in 
order to see results. 

• Appropriately staged 
incremental GF /MH budget 
requests. 

, 

Upcoming 2010 Activities 

• Federal Grant- $250.0/year 4 
years . 

lead agency: Senior .... : . 
Disabilities Service: 

• State of Alaska T / ABI program 
Case Management 
Research federal tlnli i:;·. 
Dpportunities:, Med:., 
\.Vaiver/Targeted 5..' ;.;( 
Management 

• Data/Prevention: regional 
study, Alaska Native and Non­
Native 

r 
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Martha lVloore: ABIN Chair 
t j' ,-l '. I .' " , 

" I,.' l 

;.< .. 1('"1 )~ ~; . \ : l ,! ,1' i;:! rl,~ ! ~; i) b l)i, )S~Yl)h~/-' 
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1 Alaska providers: readiness to 
partner- TBI post-acute 
programs 

Or. Lester, St, t':lia:­
Margaret Carlom, ,., ', . 
Nurse, ANMC 

• Shannoil- Juneau resident, 
experienced TBI 

THl treatment weq­

i,'ami!v SlJPport 
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been askea and answered by other Sta'(e~l 

• Alaska can learn from 30 years of.state 
system experience; and 

• treatment research by the Federal 
Government, State experiences, military 
advances 

,1 
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(~uestIOf'IS arid Solutlons 

Is brain injury 
impacting 
State 
government? 

1980 findings ... 
• Uninsured or underinsured 
• Unemployment 
• Trauma/EMS 
• Long-term care and support 

needs 
• Family Support 
1990 findings ... , 

• Educational System, 
• Vocational Rehabilitation 
2000 findings ... 
• Criminal Justice ' 
• Behavioral Health 
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iQ.uestJOI ~ drtd SotutlorlS 

How will State' 
Gov'tknow 
how to develop 
TBI systems? 

TBI Act of 1996 , 
• Federal Statute 

i 

. i-_i'<'flncd Tn i in Fcd(-'r(,l i ':'d_;\~: P' 

"·.1"!-!::)i'I/,-,(\ h\l:din~~ !-,-\ t-'H;'-: 

')!)-[1<;ll,,},i TEl' ')l'("IU"'l';" '1-:;' . . . - ... ,. , t, .. '-.' (. ',. . 

'.: .rt·,~ltcd State g,rani pn),~r~-l!l! ' ':" 

4 State experience has 
broadened program definition 
to ABI - same service needs. 

• National Association of State 
Head Injury Administrators 
(1990) 

• TBI Technical Assistance 
Center-specifically for state 
administrators (since 1996)' 
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(~uestJCH: arld Solutions 

Is recovery 
possible after a 
TBI? 

Does treatment 
work? 

• Feds fund TBl model systems . . 
since 1987, over 20 years of 
longitudinal data- yes with 
specialized support, recovery / 
independence is possible 

• Research at acute/medical 
levelled to need for' 
community reentry programs 

• Military funding is supporting 
research of community reentry 
programs and Mild TBl 
assessment and treatment 



w 
--.] 

0'1 
(Jl 

''''.', ,'J'" ,I t . . \ ' , . ~,.~~ .. ~f'~ f! .,.. f)' \,... '" ,...[ u e s\. /",:' :j." d ~ .. 0 l U 10 n S 

How will States 
pay for brain 
• • • 
Injury 
treatment? 

It 1990'S, Centers for, 
Medicare/Medicaid 
Services (CMS) developed 
TBI HCBS Waiver 
prototype 

• IDEA 1990 added TBI as 
disability to report 

• State General Funds 

• TBI Trust Funds 
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How will states 
develop treatment 
and prepare a 
specialty' 
workforce? 

" Many providers have ,30 years 
of experience. 

Utilize existing n1O(1I ; 

tnpdical, communil: ". 
\'iubhoust:, and Ion,: :. . , 

h·Lng,. 

• . TEl specific workforce will 
build as TEl programs are 
operationalized. 

Prntnss'l'()Tl'll' /1')"'"::''' ,. '. _ \ ... A '"' c _ .. ... d} '.' 

irofessiOlB.i sptx·n 1, .•. ~_" •• 1.. ...... , ,c.... '-'. .' .(_ " ), 

''in theiob training,]> 
take special educati~,u·::. 
training. 
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How will rural 
residents have 
access to these 
treatment and 
services? 

,. Military and a few states 
utilize telemedicine for 
treatment. 

• Opportunity for' 
Alaska to become the 
national leader in 
providing care to 
rural areas? 
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Quest-I(»;~: dfld .Arlswer 

What type of 
legislation 
is/has been 
successful? 

'. 

• Resolutions- awareness 
l .;1sl· t"I"IL> \'e~a' "'. 1_ ,,_ ~... . \.... ,I , 

• Prevention 
,J< prirnary scatbe!! i;·)\\ 

.""f('IT / ho()<;;tpr s "", \ ItJ, _ .- '.;: _ '. _ ,t,f.~ .. 

• T / ABI Program into 
Statute, 

.<, f; :,~! 9 ,Ill d I-UI C)l11 P (j . 

• Interagency Taskforce 
• Prevention-concussion 

management 
• Military-screening 
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Jt\taskd fj,as an opportunity:! 

.,. Alaska can operationalize at a faster rate .. 
• Alaska can become the leader in rural TBI 

treatment and supports 

i 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: HB328 

o Publish Date: 

~ld::e::.o::ti~fie::'.:(::.fil.:e::.o.:a::.m::e::.):::.H::8::3.:2.:8-::D::.H::S::S::.-S.:D.:M=S::.-0::3::.-1::5::.-1::.0=-_______ Oept. Affected: _____ --=H.:ea::11::.h::.&:...:S.:oc::.ia::.I::.S::e::.rv::.ice::::s ___ _ 

Title ____ T_'a_u_m_a_ti_C_B_ra_io_lo::.jU_ry::.:_P_'_09::.'_a_m_'_M_e_di_ca_i_d ___ RDU Senior and Disability Services 
_________________________ Component Senior and Disability Medicaid Services 

Sponsor Johnson 

Requester _________ H::.o::.u::.se=-H::.S::.S ________ Component Number 2662 

No;;;:- 'dooot;oc~ 'os 

'~eq, i •• d 

~r FY2011 
.1 Services 

IT,avel 

'qu,p 

I~~~t~ Structu,es 
& Claims 12720 

I 
ToTAL 1.272,0 

'CAPITAL EXPENDITUR , 
rCHANGE IN REVENUES I 

FUND SOURCE 
1002 Federal Receipts 777.4 
1003 GF Match 494.6 
1004 GF 
1005 GF/Program Receip 
1037 GFlMental Health 
Other Interagency Receip 

TOTAL 1,272,0 

Estimate of any current year (FY2010) CI 

POSITIONS 

rUIl-1ime 
Part·time 
Temporary 

ANALYSIS: (Attach 8 separate page if nece: 

,of Dollars) 
, ooted below. 

Information 

FY 2011 FY 2012 FY 2013 FY 201. FY 2015 FY 2016 

1,221, 1 2~,n- 12390 1.248. 1,257.0 

0,0 1,221 1,230-0 ,239,0 1.248,0 1,257,0 

, , 
I I , 

Thousands of Dollars} 
610.5 615.0 619.5 624.0 628.5 
610.5 615.0 619.5 624.0 628.5 

0,0 1,221_0 1,230,0 1,239,0 1,248,0 1.257,0 

HB 328 requires the Department of Health & Social Services (DHSS) to establish a traumatic or acquired brain injury (TABI) 
program and to provide Medicaid coverage for TBI services. 

Section 2 amends the Medicaid statutes to include case management services for individuals with TABI to the list of optional 
Medicaid services. The provision adding TABI case management services to Alaska's optional Medicaid services has the 
potential to increase Medicaid utilization. This would necessitate an amendment to the state Medicaid Plan. 

(continued on page 2) 

Prepared by: William J. Streur, Deputy Commissioner 
Division Health Care Services 

Approved by: Alison Eigee, Assistant Commissioner 
DHSS Finance & Management Services 

(Revised 11~ OMS) 

FISCAL NOTE 

Phone 269·7827 
DatefTime 3/15/104:25 PM 

Date 3/15/2010 

Page 1 of2 

, 
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STATE OF ALASKA BILL NO. HB328 ----------------
2010 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

Assumptions: 
The Alaska Brain Injury network estimates approximately 1,300 new hospital discharges per year due to TAB!. The 

department estimates approximately 20% of new TABI discharges would be on Medicaid, which is the same prevalence of 
Medicaid enrollees in the general population. Also the number of new TABI cases is expected to grow with the population at 

1% per year. 

1,300 • 0.20 = 260 new cases in FYll 
260·1.01=262.6, rounded to 263 new cases in FY12, and 50 on 

Case management services, based on an examination of simitar services covered by Medicaid, is estimated to cost 

$250/month for new TABI cases. 

New Case Cost for FY12: 263*(12*250)=789,000 

In addition, there were approximately 9,200 hospital discharges due to TABI from 2001-2007 and it is estimated that 30% of 

these discharged individuals are stlilliving with TABI related effects. It is estimated that 30% of people living with disabilities 
or effects from past TABI (existing cases) are currently on Medicaid. This estimate is somewhat higher than the general 

population due to a higher prevalence of disability, unemployment and lower income in this group. 

9,200 past discharges· 0.30 living with effects from TABI = 2,760 
2,760·0.30 on Medicaid = 828 existing TABI cases 

It is expected that approximately half of those cases would continue services. For existing cases - Medicaid currently has 

about 100 persons on waiver due to TABI (see below). 

828 - 100 on waiver = 728 

This would mean approximately 360 existing cases using case management services in FY11. Although it is anticipated that in 

the first year there would be a higher demand for services that in following years meaning an additional 50 cases in FY11. 
Future years the demand would level at about 360 continuing cases each year. 

It is estimated that these existing cases would use services, but at a lower level than new cases, so S100/month for 12 

months. 

Continuing Case Cost for FY12: 360*(12*100) = 432;000 

Total FY12 Case Management Costs Estimate: 432,000+789,000= 1,221,000 

For 2011, Title XIX services are expected be reimbursed at 61.12%, in further years, the federal reimbursement rate is 

estimated at 50%. 

The department will also be required to either develop a new TBI Medicaid waiver or modify an existing waiver to 
accommodate the needs of TABI survivors. Federal regulations require that in order for individuals to be eligible for home­

and community-based waivers, they must meet the state's criteria as needing an institutional level of care. Currently, those 
individuals with TABI who meet this level of care are already being served under the current waiver program. As of February 

1,2010 that number is 102 individuals. An increase in the cost of waiver service is not expected with this bill. 

Page 2 of2 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: HB328 

() Publish Date: 

_Id_e_n_ti_fie_r..:(fi_'le_na_m_e..:)_: _H_B3_2...;8_-D_H_S.:..S.:..-...;S_D_S_A_-0_3_-t_6-_1_0 ________ Dep!. Affecte_d: ____ H_e_a_lth_&_S_O_Ci_al_S_e_rv_ice_s_ 

Title Traumatic Brain Injury: Programl Medicaid RDU Senior and Disabilities Services 
-----------------------------___________________________ Component ____ ~A~d~m~in~is~tr~a~tio~n~ ___ _ 

Sponsor 

Requester 

Johnson 

House HSS Component Number -----------------------------
Expenditures/Revenues (Thousands of Dollars) 
Note' Amounts do not include inflation unless otherwise noted below 

I Appropnallon 
Required Information 

2663 

OPERATING EXPENDITURES FY 2011 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 0.0 

ICAPtTAL EXPENDITURES 

ICHANGE tN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other InteraQencv Receipts 

TOTAL 0.0 

Estimate of any current year (FY2010) cost: 

POSITIONS 

IFull-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page ff necessary) 

0.0 0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 

This bill will establish a Traumatic or Acquired Brain Injury (TABI) Registry; establish a TABI case management 

program within the Division of Senior and Disabilities Services; and add case management services for people 
with TABI to the list of optional Medicaid services available in Alaska. 

0.0 

0.0 

Two positions will be tasked with implementing the proposed legislation: a TABI Program Manager who will 
supervise data collection and analysis, coordinate services to people with TABI, evaluate standards and laws 
related to TABI, assess the availability of and evaluate acute and long-term care community services, investigate 
model community services, and coordinate funding of TAB I care; and a Research Analyst to develop procedures 
for the collection of TABI information statewide, design and present statistical data, construct and modify 
research procedures and instruct others in their proper use. Current resources within the Division of Senior and 
Disabilities Services are sufficient to meet program needs. 

Prepared by: Rebecca Hilgendorf. Director 

Division Division of Senior and Disabilities Services 

Approved by: Alison Elgee. Assistant Commissioner 
DHSS Finance & Management Services 

(Revised 11/612009 OMB) 

Phone 269-2083 

DatefTime 3116/102:10 PM 

Date 3ft 6/201 0 

Page 1 of 1 
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OFFERED IN THE HOUSE 

TO: HB 328 

Page 4, lines 7 - 8: 

AMENDMENT 

26-LSI3551E.I 
Mischel 

3/1/10 

BY REPRESENTATIVE JOHNSON 

2 Delete "and laws pertaining to the prevention of traumatic or acquired brain injury 

3 and" 

4 Insert "pertaining" 

L -1-
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Conceptional Amendment No., ___ _ 

To House Bill 328 

Proposed by: Representative Keller 

Offered in the House 

Amendment to Page 2, line 25 -page 3 line 6 

Delete all material. 

26-LS 1355\E. WK2 

2 Insert "services furnished to assist individuals who reside in a community setting or who 

3 are transitioning to a community setting to gain access to needed medical, social, 

4 educational, and oher available services," 

New Text Underlined LDELETED TEXT BRACKETEDI 



3778 

(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 February 9, 2010 

SUBJECT: 

TO: 

FROM: 

Sectional Summary (HB 328 (Work Order No. 26-LS I 355\E» 

Representative Craig Johnson 
Attn: Jeanne Ostnes 

Jean M. Mischel "_,;I _ 
Legislative counr 

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. Adds longitudinal data on traumatic or acquired brain injury from the registry 
established under sec. 5 of the bill to the list of databases that the Department of Health 
and Social Services is authorized to collect, analyze, and maintain. 

Section 2. Adds case management services for traumatic or acquired brain injury to the 
optional services provided to recipients of state medical assistance (Medicaid). 

Section 3. Defines "case management services for traumatic or acquired brain injury" 
and "traumatic or acquired brain injury" for purposes of the optional services added by 
sec. 2 of the bill. 

Section 4. Requires the Department of Health and Social Services to provide medical 
assistance services under a waiver if approved by the federal government and if the 
legislature appropriates necessary funding for the serVices. 

Section S. Establishes a statewide traumatic or acquired brain injury program in the 
Department of Health and Social Services to evaluate the effectiveness and availability of 
information and services for the prevention and treatment of traumatic or acquired brain 
injury in the state. Requires consultation and collaboration with public and private 
entities to fulfill a list of programmatic requirements including development of a 
statewide service delivery plan and registry of information and evaluation of current laws 
and standards pertaining to traumatic or acquired brain injury. 

JMM:plm 
10-058.plm 
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Amendment request for HB 328 and or SB 219 

Page 4 line 7 and 8 

06 (3) evaluation of standards [and laws pertaining to the prevention of 

07 traumatic or acquired brain injury 1 and to the treatment, care, and support of persons 

08 with traumatic or acquired brain injury; 
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~laska ~tatl' 1Ll'gislatutl' 

Representative Anna Fairclough - House District 17 

House Bill 361 
"An Act requiring 911 dispatchers to be trained in cardiopulmonary resuscitation; and providing 

for an effective date" 

Currently in Alaska State Statute there is no provision requiring 911 dispatchers to be certified in 

cardiopulmonary resuscitation (CPR). Most people are told that during an emergency you should 

call 91 I immediately and someone will be able to help you. In the event that the caller does not 

know how to perform CPR, is unsure or panicking during the 911 call the operator should be 

able to not only calm the person down, but also be able to walk the caller through the process 

while help is on the way. 

Most of the 911 dispatchers in the state are certified as Emergency Medical Dispatchers (EM D) 

which covers CPR. But for those remote regions in the state that don't have certified EMDs or 

dispatchers trained in CPR the passage of this bill may ultimately save lives. 

Thank you for your consideration and I urge your support on the passage of legislation. 

Session: Alaska State Capitol· Juneau. AK 99801 ·907-465-3777 • Fax 907-465-2819 
Interim: 10928 Eagle River Road, Suite 238 • Eagle River, AK 99577·907-694-8944· Fax 907-694-8945 

Representative_Anna _ F airclough@legis.state.ak.us 
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WORK DRAFT WORK DRAFT 

CS FOR HOUSE BILL NO. 361( ) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY 

Offered: 
Referred: 

Sponsor(s): REPRESENTATIVES FAIRCLOUGH, Dahlstrom 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS14781R 
LuckhauptJMischcl 

3/11/10 

"An Act moving the statewide 911 coordinator position to the Department of Public 

2 Safety; requiring 911 dispatchers to be trained in cardiopulmonary resuscitation; and 

3 providing for an effective date." 

4 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

5 * Section I. AS 18.60 is amended by adding a new section to read: 

6 Article 13. Statewide 911 Coordinator. 

7 Sec. 18.60.870. Statewide 911 Coordinator. A statewide 911 coordinator is 

8 established in the Department of Public Safety to coordinate and facilitate the 

9 implementation of 911 systems throughout the state. The 911 coordinator shall 

10 

II 

12 

13 

14 

(I) participate in efforts to set uniform statcwide standards for 

automatic number identification and automatic location identification data 

transmission for telecommunications systems; 

(2) make recommendations as necessary for implementation of basic 

and enhanced 9 J J service; 

-1- CSHB 361( ) 
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(3) facilitate and monitor the training of emergency dispatchers in 

2 cardiopulmonary resuscitation; in this paragraph, "dispatcher" has the meaning given 

3 in AS 29.35.132. 

4 * Sec_ 2. AS 29.35 is amended by adding a new section to read: 

5 Sec. 29.35.132_ Training of emergency dispatcher_ A municipality shall 

6 require that emergency dispatchers on the 911 system be trained and currently 

7 certified in cardiopulmonary resuscitation. In this section, "dispatcher" has the 

8 meaning given the term "call taker" in AS 29.35.131(k). 

9 * Sec_ 3. AS 26.23. 1 70(b) is repealed. 

10 * Sec. 4. This Act takes effect September I, 2010. 

CSHII 361( ) -2-
L 

3783 



3784 

Carson City 911 dispatcher gives instructions to save baby 
BY F.T. NORTON 

A Carson City dispatcher likely saved a ncwlwrn's life Wednesday morning. 

When a call came in to emergency dispatch at 8:2~ a.m .. communications supervisor Cindy iVlcrrcll henrd tl distraught 
mother, harking dogs and a crying toddler. Rut what anyone else would have missed in tht' cm:ophony was what the 
woman said between screams -~ "lv1y baby's not hn:a1hing.!" rV\crrell heard it right away. 

"The baby's not breathing," the veteran emergency dispatcher can be heard repeating 011 the 911 call recording. 

t\:1errell said she llIrncd to coworker Liz Hertz and relayed the information. Hertz called out medics. Then Mern.:!l, herself 
a mother orfaur and grandmother of six. wenl to work. She opened flip cards and tried to get the woman's attention. 

"I'm going to help you," rvlerrell shouted over the din. ""' need you to calm down so we can help your baby. OK!" 
When the mother responded that she understood, rvlerrdl began giving her directions. '" need you to put your baby on a 
flat surface," said ).1crrcll. "Tilt the head back imd st:c ifh~'s breathing." 

The '''''oman wail~d as a toddlcr could be heard in the background crying. 
"I want you to breathe t\\'O puffs of air into the baby's lungs. just enough to make the chest rise," said Merrell. 
The line became silent as the mother did as she was told. Then the woman can be heard crying. "Oh my God. :-dy son's 
dead, my son's dead." 

"Don't give up," said Merrell. "I need you lO hdp the baby." She instructed the mother to do I.:hesl compressions. Through 
the line Merrell could hear the thumping as the woman did as she was told. 

Everyone in the dispatch center became Ihated on \.vhat \.\'as unfolding, including John t\.·fason. a system technician with 
AT&T, who hours later was still in a\"'l! o1'wl1at he'd witnessed, "It \ .... asjust so amazing." hc said, 

ivlerrell worried the mother was going to stop because she kepi repeating her son was dead. 
"Don't give up. Just keep going until the medics get th~rc, Keep going, Kc~p going," I\krrell said. "I need you to help the 
baby. Don't give up." 

For six minutes. j\.·lerrcll remained calm while tht.: frantic mother ' .... ailed, the dogs barked and a toddler cried. 
And then, rVlerrel1 heard a weak cry. 
"Oh. he just staJ1ed crying," the mother yelled, 
When paramedics arrived. Mcrn:1I hung up. 

Tile baby's family dedined 10 comment. According to Renov,,'n Regional \ll'dical Center in ((('111). the 3-week-old infant is 
in good condition, 

"It's absolutely amazing -- Cindy staying (J1l the phonc, calming the lady down and talking. her through it, probably saved 
the baby's life," said Sheriff Ken Furlong. "Cindy doesn't get rattled. She's an amazing woman." 

Merrell said normally aHei' an emotional call, she ,viII get up from her desk'and go into ~lJ1other room to cry. 
''But John Mason 'vas in the room." she said with a laugh. "I tllrn around :md hc's gOI these tears. and Liz has got these 

tears, so I had to be like. '011. it's just a job"" 

r:'or 1\-'1a50n. however. the experience was unforgettable. 
"I got to just sit there and listen to this dispatchcr and the way she took control of the situation and aellJall)' savcd tht" 
baby's life," said \-lason. a former Marinc. "I've scen a lot ofSlllffthat didn't affect illC'. This actually touched me. When 
that baby coughed \ve were (cheering). 

"Wr were just overwhelmed with joy that one life was saved by the training and composure of this pal1icular dispatcher:' 
Mason said. "1 think she's a hero." :'-.·1errell was more humble about hrr actions. 

,,' was just glad that the baby was alive and I could help the mom." said ;vkrrcll. 

hI Ip:l /"'W\\I, nevadaappeal. com/appslpbcs.d II/art i c Ie? 
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Brookline 911 dispatcher praised for 
helping to save a life 
E-maillLinklCommenls (0) Posled December 18. 200912:01 PM 

By Brock Parker, Globe Correspondent 

Authorities in Brookline are praising the work of a rookie 911 dispatcher who helped a local 
man perform CPR on his wife last month until emergency medical technicians arrived. 

The woman survived, and now Emergency Dispatcher Siobhan Mcintyre, who has been on 
the job since May, has received a commendation from police for her efforts. 

"There's nothing like it," Mcintyre said. "I saved a life. I had a hand in this." 

David Connolly, the chief emergency dispatcher for Brookline, said Mcintyre was working 
on Nov. 13 at 5:22 a.m. when a Brookline man called 911 because he'd found his wife 
unresponsive in their home. 

The woman, who asked to remain anonymous, was in cardiac arrest and her husband did 
not know how to perform CPR, Connolly said. 

"He asked me numerous times: "What do I do? What do 1 do?" Mcintyre said. "I was just 
trying to calm him down. It was frightening to say the least." 

McIntyre began walking the man through the steps to perform CPR. She instructed him 
about how to breathe into his wife and how to perform chest compressions, which he did. At 
that point, emergency responders arrived and used a defibrillator to revive the woman, 
Connolly said. 

Connolly said McIntyre gets the credit for helping to save the woman's life because she was 
able to stay calm, get emergency responders in route and help talk the man through 
performing CPR all at the same time. 

"And she's only been on the job since May," Connolly said. 

Mcintyre, 26, said that while she started in May, she had been training v.~th a partner until 
she began working on her own in October. 

While she is happy to have helped save a life, Mcintyre said she's hoping the situation won't 
arise again any time soon. 

"I hope it's a while," she said. "You never want to be in that position again." 
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INTRODUCTION TO CPR 

IMPORTANT ANNOUNCEMENT: In March 2008 the American Heart Association published an 
advisory statement outlining "hands-only" or "compression-only" CPR. This statement is a clarification 
addendum to the 2005 AHA Guidelines for CPR and ECC which dictates that lay persons who are 
unable or unwilling to provide rescue breaths may perform hands-only CPR. This updated 
recommendation does lllll apply to first responders and/or medical personnel with access to CPR 
barrier or a mechanical respirator; unwitnessed cardiac arrest, cardiac arrest in children and infants, or 
cardiac arrest presumed to be of non-cardiac origin (drowning, trauma; airway obstruction, acute 
respiratory diseases, drug overdose, etc). AHA study concedes that when performed correctly, 
conventional CPR continues to prove a more effective rescue method for victims of cardiac arrest and 
as such we will continue to educate our students in ventilation as well as compressions. 

Recent statistics suggest that sudden cardiac arrest is rapidly 
becoming the leading cause of death in America. Once the heart 
ceases to function, a healthy human brain may survive without 
oxygen for up to 4 minutes without suffering any permanent 
damage. Unfortunately, a typical EMS response may take 6, 8 or 
even 10 minutes. 

It is during those critical minutes that Cardio Pulmonary 
Resuscitation can provide oxygenated blood to the victim's brain 
and the heart, dramatically increasing his chance of survival. And if 
properly instructed, almost anyone can learn and perform CPR. 

HOW CPR WORKS 

The air we breathe in travels to our lungs where oxygen is 
picked up by our blood and then pumped by the heart to 
our tissue and organs. When a person experiences cardiac 
arrest - whether due to heart failure in adults and the 
elderly or an injury such as near drowning, electrocution 
or severe trauma in a child - the heart goes from a normal 
beat to an arrhythmic pattern called ventricular fibrillation, 
and eventually ceases to beat altogether. This prevents 
oxygen from circulating throughout the body, rapidly killing 
cells and tissue. In essence, cardio (heart) Pulmonary 
(lung) Resuscitation (reVive, revitalize) serves as an 
artificial heartbeat and an artificial respirator. 

9' .,,~ •• , ."~ •. ,, 

CPR may not save the victim even when performed 
properly, but if started within 4 minutes of cardiac arrest 
and defibrillation is provided within 10 minutes, a person 
has a 40% chance of survival. L-________ "--__ 

CPRToday! Inc. © All Rights Reserved 
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Invented in 1960, CPR is a simple but effective procedure that allows almost anyone to sustain life in the 
first critical minutes of cardiac arrest. CPR provides oxygenated blood to the brain and the heart long 
enough to keep vital organs alive until emergency equipment arrives. To make learning CPR easier, a 
system was devised that makes remembering it as simple as "ABC": 

• Airway 
• Breathing 
• Circulation 

WHEN TO DIAL 9-1-1 

It is critical to remember that dialing 9-1-1 may be the most important step you can take to save a life. If 
someone besides you is present, they should dial 9-1-1 immediately. If you're alone with the victim, try to 
call for help prior to starting CPR on an adult and after a minute on a child. Before we learn what to do in 
an emergency, we must first emphasize what NOT to do: 

• DO NOT leave the victim alone. 
• DO NOT try to make the victim drink water. 
• DO NOT throw water on the victim's face. 
• DO NOT prompt the victim into a sitting position. 
• DO NOT try to revive the victim by slapping his face. 

Always remember to exercise solid common sense. When faced with an emergency situation we may act 
impulsively and place ourselves in harm's way. Although time should not be wasted, only approach the 
victim after determining that the scene is safe: always check for cars, fire, gas, downed electrical lines, and 
any other potential hazards before attempting to perform CPR. 

CPRToday! Inc. © All Rights Reserved 
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ADULT CPR 

Definition 
Because there is no single anatomic or physiologic characteristic that distinguishes a "child" victim from an 
"adult" victim and no sCientific evidence that identifies a precise age to initiate Adult rather than Child CPR 
techniques, the ECC scientists made a consensus decision for age delineation that is based largely on 
practical criteria and ease of teaching. However, American Heart Association's guidelines dictate that Adult 
CPR is performed on any person over the age of approximately 10 to 14 years (or post-adolescence, as 
defined by the presence of secondary sex characteristics). 

Assessing the situation 
If you suspect that the victim has sustained spinal or neck injury, do not move or shake him. 

1 person CPR 
• Verify that the victim is unresponsive by shaking the victim gently and shouting "Are you okay?" 
• Ifthere is no response, dial 9-1-1 
• Retrieve an AED if one is available 
• Begin CPR and use the AED as appropriate 

2 person CPR 

• Verify that the victim is unresponsive by shaking the victim gently and shouting "Are you okay?" 
• A trained rescuer should remain with the victim to begin CPR 
• Second rescuer telephones 9-1-1 and, if available, retrieves an AED 
• Continue CPR and use the AED as appropriate 

A-B-C of CPR 

"A" is for AIRWAY. If the victim is unconscious 
and is unresponsive, you need to make sure that 
his airway is clear of any obstructions. The 
breaths may be faint and shallow - look, listen 
and feel for any signs of breathing. If you 
determine that the victim is not breathing, then 
something may be blocking his air passage. The 
tongue is the most common airway obstruction in 
an unconscious person and it may be necessary 
to perform a finger sweep in order to move the 
tongue or any other foreign object away from the 
air passage. With the victim lying flat on his 
back, firmly hold his chin with one hand while 
using the finger of your other hand in a sweeping 
motion. Once the airway is unblocked, place your 
hand on victim's forehead and your other hand 
under the tip of the chin and gently tilt his head 
backward. In this position the weight of the 
tongue will force it to shift away from the back of 
the throat, opening the airway. If the person is 
still not breathing on his own after the airway 
has been cleared, you will have to assist him 
breathing. 

1-- .---------------

'-_______________ ~ ___ J 

CPRToday! Inc. © All Rights Reserved 
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"B" is for BREATHING. With the victim's airway clear 
of any obstructions, gently support his chin so as to 
keep it lifted up and the head tilted back. Pinch his nose 
to prevent air from escaping once you begin to ventilate. 
Take a full breath, place your mouth tightly over the 
victim's (use a shield barrier if one is available) and blow 
until the victim's chest rises. Maintain a tight seal around 
his mouth and be careful not to over-inflate his lungs as 
this may force air into the stomach, causing him to 
vomit. If this happens, turn the victim's head to the side L~ ___ ~ ~_ 
and sweep any obstructions out of the mouth before 
proceeding. Between each breath allow the victim's 
lungs to relax - place your ear near his mouth and listen 
for air to escape and watch the chest fall as he exhales. 
If the victim remains unresponsive (no breathing, 
coughing or moving), check his circulation. 

c 
i~ ~ '), , -~ 

! ' .• 

"C" is for CIRCULATION. In order to determine if the victim's heart is beating, place two fingertips on 
his carotid artery, located in the depression between the windpipe and the neck muscles, and apply slight 
pressure for several seconds. If there is no pulse then the victim's heart is not beating, and you will have 
to perform chest compressions. 

Chest compressions 

When performing chest compressions, proper hand 
placement is very important. Place two fingers on the 
victim's sternum and then put the heel of your other 
hand next to your fingers. Now you need to place your 
hand on top of that hand and interlace the fingers. 
Lock your elbows and using your body's weight, 
compress the victim's chest. The depth of 
compressions should be approximately 1 V2 to 2 inches 
- remember: 2 hands, 2 inches at a rate of 100 
compressions per minute. If you feel or hear slight 

CPRToday! Jnc. © All Rights Reserved 
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cracking sound, you may be pressing too hard. Do not become alarmed and do not stop your rescue 
efforts! Damaged cartilage or cracked ribs are far less serious then a lost life. Simply apply less pressure as 
you continue compressions. 

1 person CPR 

Count aloud as you compress 30 times at the rate of 
about 3 compressions for every 2 seconds. Finish the 
cycle by giving the victim 2 breaths. This process 
should be performed 5 times - 30 compressions and 2 
breaths - after which remember to check the victim's 
carotid artery for pulse (for no longer than 10 seconds) 
and other signs of consciousness. If you definitely not 
feel a pulse within 10 seconds, you should begin cycles 
of chest compressions and ventilations. Continue until 
an advanced airway is in place or victim regains 
consciousness. 

2 person CPR 

Count aloud as you compress 30 times at the rate of 
about 3 compressions for every 2 seconds. Finish the 
cycle by giving the victim 2 breaths. To prevent fatigue 
and deterioration in quality and rate of chest 
compressions the rescuers should change compressor 
and ventilator roles every 2 minutes - the switch should 
be accomplished as quickly as possible to minimize 
interruptions in compressions. Continue until an 
advanced airway is in place or victim regains 
consciousness. 

L-_________________________ _ 

,-------~==-=~-------

" . 
---------------------------------
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911 Claims Operators Don't Need to Know CPR 
A Shocking Revelation by the Today Show Reveals 18 State Behind the Curve 

By Ryan Christopher DeVault 

Page 1 of 1 

Close Window 

The 911 system in this country is broken, and the Today Show showed us just how broken it is. In a Today Show 
investigation of the 911 system, it was revealed that 18 states around the country do not require that their operators know 
CPR to be on the job. It seems that one of the reasons that the story was being done in the first place was that a city 
manager in Murphy, Texas said that his operators didn't know CPR because they weren't required to know it. Does this 
sound like a good excuse? Or does it sound like laziness where the city could be putting its residents at risk by not actually 
taking on training that could save lives? 

Let's all just agree that knowing CPR is an important tool and that when someone takes the initiative to actually learn CPR 
that they are working towards the greater good. The fact is that nobody does CPR to help themselves out because 
obviously CPR is a tool you use to help out someone else in need. Those who go through the training to help save the 
lives of other people are commendable, and it creates more and more people that are capable of helping people with a 
medical emergency. With that in mind shouldn't anyone that could be placed in a position to use CPR go through the 
training simply because they can? 

If you haven't learned CPR, and your child is suddenly having trouble breathing, who do you call? We are all told that you 
should call 911 immediately, but what are you expecting when you call 911? As a parent I would hope for immediate help 
with the situation, but there are 18 states (listed on page 2) around the country that don't care enough to make sure that 
the callers can receive help from their operators. I am of the opinion that it is important for parents to learn CPR, but if they 
haven't had the money to pay for the training, what are their options in those 18 states where you can't rely on 911 to help 
you out? I wish I had the answer to that question. 

The reason that the city of Murphy, Texas is being brought up in this article is that they had a woman whose child had 
stopped breathing call into their 911 dispatch to receive help with CPR. The operator couldn't help, and the excuse that the 
city is giving is that they aren't required to know how to do CPR in Texas, and that they did nothing wrong. Maybe they 
learned their lesson in Murphy though, because the claim by the city manager of Murphy (to the Today Show) is they are 
now going to train their operators. It won't bring back the child that died in the sad case, but maybe it can be a warning sign 
for residents to take up the cause in their states for 911 operators to be required to know CPR. Unless you can answer for 
me the following question, "who do I call for help with CPR while in the middle of trying to save a life?" 

States that DON'T require CPR Training for 911 Operators 

Idaho 
Nevada 
Colorado 
South Dakota 
Nebraska 
Kansas 
Oklahoma 
Wisconsin 
Michigan 
Indiana 
Arkansas 
Mississippi 
Alabama 
Florida 
New York 
West Virginia 
Alaska 
Hawaii 

Source: 

Today Show Video 

2010 © Associated Content, All rights reserved. 
Privacy Policy I Terms of Use 

http://www.associatedcontent.com/pop _print. shtml ?content_ type=article&contenctype _id=... 3/1/2010 



( 

3792 



L 

3793 

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 

-1- CSHB 392( ) 
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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-
New Text Underlined {DELETED TEXT BRACKETED] 



L 

3795 

WORK DRAFT WORK DRAFT 26-LS 15281S 

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 

-3- eSHB 392( ) 
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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 

L 
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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 

-5- CSHB392( ) 
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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 
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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 
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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." 

FY 2016 
89.3 
6.0 

2.742.4 
2.0 

2,839.7 

2,036.2 
124.7 
678.8 

2,839.7 

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) 

Prepared by: William J. Streur, Deputy Commissioner 
Division DHSS Healtt1 Care Services 

Approved by: Alison ElQee, Assistant Commissioner 
DHSS Finance & Management Services 

FISCAL NOTE 

Phone (907) 269·7827 
DatefTime 3115/108:00 AM 

Date 3/1812010 

Page 1 of_2 

I 



3808 

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 



3810 

Alaska's AHEC UNIVERSIIT ofAlA~KA ANCHOMGE 

August 2007 
". --.~.-¥:- '~'"7-'--c __ ; _:' _ ~-_~--.-__ ~ __ '~ __ ~\ ", __ --'o----f<-'i~V ''':'''' __ > -.t',' _;.,,_-:-Z_,";<-::<'J,-.'--;_-c;-.~-;:-'--_~'--

, .. 2007 .Maska HeaItbWorkforce V\ac·@c¥"Sr!i.QYlte,s(,\II:j:~IWSliIp.mill~Y. 
-- -""'--~-'-~--~-------"-~------""""'- ! -. • 

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. 
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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) 
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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% 
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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 --
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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 
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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 
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tors as much as private health insurance (Figure 4 ). 

3815 



WHERE ARE THE MEDICARE PATlENTS?--------
_ AI",.,/" 7(10,(, "f """.fllntj",, .. I\"I'>"t:{ /i,,1'> in A" ... hn ...... 'M thn AAnt_(" Q"Ynl/"h 
• 11\.1.11'1 I v IV VI IIVI/ 111.1 tI ~ \...J V~LI VJ 1/ n. '" nl fI.//V/ U~J'.' II '" n/VI .IV UVI '"''"'!:j''1 

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. 

3816 

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 
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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 
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Figure 8. Medicare and Patient Payments to Private 
Doctors and Anchorage Neighborhood Health (enter, 2009 
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• 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 
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Source: Alaska Department of Health and Social Services, Alaska Health (are Data Book 2007 

Figure 11. Non-Native Alaskans 65 and Older 
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1980.8,193 
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.Pr.0e.ct.ed .......... .. 2020. 86,112 
Sources: u.s. Bureau of the (en5us; ISER estimates baSt'd on census data; Alaska 
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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 



3820 

Health Care Professions 
Loan Repayment Program 

Concept Proposal 

Submitted by 
Pat Carr, Chief 

Health Planning & Systems Development 
Department of Health & Human Services 

State of Alaska 

on 
September 11 th, 2007 

VIa 
PCC Workforce Subcommittee 

to 
Alaska Primary Care Council 

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



3821 

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. 
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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. 

P·OO95· HCPLRP· Concept Proposal· 07·09·II(d).doc, pg 5 of 22 



3825 

• 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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State-Level Offices: Service-for-Support Programs 

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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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 
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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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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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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 
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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. 
tm,p,,;,. ~~_W.f1'ii,..'<\lah: .. l!~,.us acoa;~Q~llm~!1J~ ~1_:}"h:p'I'<Vl':inalrYQ8_~Y 1.L.p.~J. 

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 



Nikoosh Carlo 

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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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 

3854 http://www.adn.coml2010/02/15/v-printer/1140689/group-advocates-incentives-to.html 3111/2010 



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 

3857 

-- ---' -------



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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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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SESSION ADDRESS: 
Alaska State Capitol 
Juneau,AJaska 99801 
Phone: (907) 465-3743 
1-800-565-3743 
Fax: (907) 465-2381 

DATE: 

TO: 

FROM: 

SUBJECT: 

Alaska State Legislature 

Representative Carl Gatto 

April 1, 2010 

Rep_ Wes Keller 

Rep_ Carl Gatto 

HB 423 The Alaska Health Freedom Act 

INTERIM ADDRESS: 
600 E Railroad Avenue 
Wasilla, AK 99654 
Phone: 907-376-3725 
Fax: (907) 376-4768 

The mission of the Liberty Caucus, as articulated by Representative Kelly at its 
inception, is to fight government overreach "at the expense of personal liberty and 
state's rights_" The recently passed federal Patient Protection and Affordable Care 
Act is the most egregious example of such overreach in a generation, if not in a 
century_ Accordingly, the enclosed members of the Liberty Caucus stand in resolute 
opposition to this unprecedented usurpation of individual freedom and disregard 
for the popular will, 

The Alaska Health Freedom Act, offered by the House Judiciary Committee at the 
request of Representative Carl Gatto, affirms the right of all Alaskans to choose their 
own "mode of securing health care services_" It also bars state officials from 
imposing fines or fees on any Alaskans who choose not to participate in the federal 
government's unconstitutional health care experiment Finally, it compels the 
Attorney General to stand up for the Tenth Amendment ofthe U.s_ Constitution and 
the sovereignty of the State of Alaska_ 

As members ofthe Liberty Caucus, we insist that federal law can only be supreme if 
it is indeed constitutional. The myriad of unnamed rights reserved to the States and 
the people are equally important to our system of government as the relatively few 
powers constitutionally granted to the federal government_ People across this 
nation have begun to stand up for individual freedom, limited government, and an 
end to generational debt We ask the members of the committee to join us in 
standing with them and asserting that, at least in Alaska, we still believe in 
government "of the people, by the people, and for the people_" 



Alaska State Legislature 

SESSION ADDRESS: INTERIM ADDRESS: 
600 E Raiiroad Avenue 
Wasilla, AI< 99654 
Phone: 907-376-3725 
Fax: (907) 376-4768 

Alaska State Capitol 
Juneau, Alaska 99801 
Phone: (907) 465-3743 
1-800-565-3743 
Fax: (907) 465-2381 
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Representative Carl Gatto 

Sponsor Statement HB 423 

March 29, 2010 

For over a year, this nation has been locked in a battle over health care. Roughly 
55% of the public, and the entirety of Congressional Republicans, opposed the 
passage of so-called "health reform" and would like to see the recently-passed 
health care legislation overturned. 1 Opponents of the health care initiative point 
to the bill's hidden costs, special exemptions for certain states, and the nineteen 
point gap between those who strongly support the plan and the larger group that 
strongly opposes it. Accordingly, I am proposing the Alaska Health Freedam Act. 
The bill is modeled after Idaho HB 391 (and a similar package of legislation in 
Virginia), which became the first statute enacted by a state legislature to directly 
challenge the provisions of federal health care "reform." 

The Alaska Health Freedom Act would: 

• Argue that the power to regulate or require a person's health care delivery 
choices is not found in the U.S. Constitution and is therefore reserved to 
the people and the States by the 9th and 10th Amendments, respectively 

• Establish that every Alaskan "has the right and is free to choose or decline 
any mode of securing health care services." 

1 Rasmussen. Scott. "Health Care Refonn." Politics. Rasmussen Reports. 21 Mar. 2010. 
<http://www.rasmussenreports.comipublic_contenUpolitics/current_events/healthcare/september_2009/health_care_r 
eform> 

Rasmussen. Scott. "55% Favor Repeal of Health Care Bill." Politics. Rasmussen Reports, 05 Mar. 2010. 
<http://www.rasmussenreports.comlpublic_ contenUpolttics/currenC eventslhealthcare/march_201 0/55_favor _repeaL 
oC health _ care_bill> 
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• Require the Attorney General to actively protect the aforementioned right 
to choose a mode of health care services 

• Bar public employees and officials from enforcing, imposing, implementing, 
or collecting any penalty for resisting government-run healthcare. 

The four main tactics being employed among states that oppose the federal 
government's health care overreach are2

: 

• Legislative Discontent Model: under this plan, states would pass a 
resolution discouraging the federal government from implementing 
nationalized medicine; the recent passage of the federal Patient 
Protection and Affordable Care Act makes mere statements of the 
Alaska Legislature's disapproval fairly moot. 

• Constitutional Amendment Model: following this model, state 
legislatures would offer a constitutional amendment to the voters that 
would enshrine the right of individuals to make their own health care 
determinations in the state's constitution; the constitutional 
amendment model, pursued through Alaska HJR 35, has not garnered 
sufficient support in the legislature, particularly given the time-sensitive 
nature of this issue. 

• Statutory Model: in the statutory model, states enact statutes through 
the regular legislative process that either establish the freedom to make 
one's own health care decisions as a right or discount the so-called 
"right of universal healthcare;" these bills also prohibit state officials 
and agencies from enforcing, collecting, or implementing fees imposed 
under the new federal health care plan and direct the state's Attorney 
General to actively defend the provisions of the bill in court 

• Nullification Model: finally, states following the nullification model to 
oppose nationalized health care would enact legislation declaring the 
Patient Protection and Affordable Care Act unconstitutional and null and 
void within the state's jurisdiction. 

2 "Health Care Freedom Act." Legislative Tracking. The Tenth Amendment Center. 29 Mar. 2010. 
<http://www.tenthamendmentcenter.com/nullification/health-carel>. 
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The problems with the legislative discontent model now that Congress has 
actually passed health care "reform" are readily apparent. In addition to 
the issues mentioned above, the constitutional amendment model is 
problematic because of the Supreme Court's general hesitation to hear 
conflicts between the federal and state constitutions (Le. gay marriage in 
MA, CAl. The nullification model is the most popular alternative, but seems 
inherently flawed. There is little-to-no chance the federal courts would rule 
that states can pass legislation with a simple majority and overturn duly 
enacted federal law. Unlike the nullification model, the statutory model 
challenges the constitutionality of the new federal health care statute 
without limiting our attorney general to a nullification argument. The 
Alaska Health Freedom Act does not presume to overturn federal 
legislation, but instead adopts a distinct public policy for Alaska under the 
reasoning that the Patient Protection and Affordable Care Act misinterprets 
the Constitution. If universal health care is a "right," shouldn't the freedom 
to make one's own health care decisions be protected from government 
intrusion? Also, is there no limit on Congress' power under the Commerce 
and General Welfare clauses? If Congress can mandate the purchase of any 
private commodity it so chooses, then what control does an individual 
really have over their own "pursuit of happiness?" 

I hope that this sponsor statement effectively communicates the urgency 
and practicality of the Alaska Health Freedom Act. Questions or concerns 
can be directed to my staffer, Thomas Reiker, at 465-3163 or 
Thomas.Reiker@legis.state.ak.us. I thank you for your time and 
respectfully request a hearing for HB 423. 

Sincerely, 

Representative Carl Gatto 
Alaska House of Representatives 
District 13 
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The Health Care Freedom Act: 
Questions & Answers 

by Clint Bolick, Litigation Director, Goldwater Institute 

The Health Care Freedom Act will appear as a proposed constitutional amendment on 
Arizona's 2010 election ballot, and similar measures are under consideration in more than 30 
other states. With the possibility that Congress will enact some sort of national health insurance 
legislation, questions are being raised about the scope of the Health Care Freedom Act and its 
effect should a federal bill become law. In the following pages, Clint Bolick, who helped to 
author the Health Care Freedom Act, answers frequently asked questions. 

Q: What is the Health Care Freedom Act? 

A: The Health Care Freedom Act is a proposed amendment to the Arizona Constitution 
that would preserve certain existing rights that individuals have regarding health care. It was 
initially proposed by two Arizona physicians, Dr. Eric Novack and Dr. Jeffrey Singer, with 
drafting assistance from the Goldwater Institute. The measure qualified as a voter initiative on 
the 2008 ballot, and despite a well-financed opposition campaign, it was defeated by less than 
one-half of 1 percent of the vote. Changes were made to address concerns raised by the 
opponents, and the Arizona Legislature voted to refer the revised version to the 2010 ballot. 

The American Legislative Exchange Council adopted model legislation based on the 
Arizona measure, and activists and legislators in at least 35 additional states are pursuing 
constitutional amendments or statutes based on the Arizona model. 

Q: What are the key provisions? 

A: Although the precise language varies from state to state, the Health Care Freedom Act 
seeks to protect two essential rights. First, it protects a person's right to participate or not in any 
health care system, and prohibits the government from imposing fines or penalties on that 
person's decision. Second, it protects the right of individuals to purchase-and the right of 
doctors to provide-lawful medical services without government fine or penalty. The Health 
Care Freedom Act would place these essential rights in the state constitution (or, in some states, 
it would protect them by statute). 

• • 
Goldwater Institute - www.goldwaterinstitute.org- (602) 462-5000 
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Q: What motivated the Health Care Freedom Act? 

A: No one questions the need for serious health care reform. However, the proponents of 
the Health Care Freedom Act believe that regardless of how such reform is fashioned, either at 
the state or federal level, the essential rights protected by the Health Care Freedom Act should be 
preserved. Many advocates of a larger government role in regulating or providing health 
insurance support a mandate that would compel individuals to join a government-approved 
health insurance plan, whether or not they can afford it and whether or not the system best fits 
their needs. In some countries in which government plays a large role in providing health 
insurance, medical services are rationed and individuals are prevented or discouraged from 
obtaining otherwise lawful medical services. Supporters of the Health Care Freedom Act have a 
variety of perspectives on the form that health care reform should take. But they agree that no 
matter what legislation is passed, it should not take from Americans their precious right to 
control their own medical affairs. 

Q: By what authority can states pass the Health Care Freedom Act? 

A: It is well-established that the U.S. Constitution provides a baseline for the protection 
of individual rights, and that state constitutions may provide additional protections-and all of 
them do. For instance, some states provide greater protections of freedom of speech or due 
process rights. Because the Health Care Freedom Act offers greater protection than the federal 
constitution, states are allowed to enact it. 

Q: Does it matter whether the Health Care Freedom Act is passed as a statute or as a 
constitutional amendment? 

A: A state constitution is the organic law of the state, reflecting the most fundamental 
values shared by the citizens of the state. Moreover, a state constitutional amendment will ensure 
the state legislature can never infringe upon the protected rights. So a constitutional amendment 
is preferable, especially to protect against legislative tinkering. However, for purposes of a 
federalism defense against excessive federal legislation, it should not matter whether the people 
of the state have acted through their constitution or by statute. 

Q: Does the Health Care Freedom Act attempt to "nullify" federal health insurance 
legislation? 

A: Absolutely not. Iffederallegislation is enacted, individuals would still have the option 
to participate in federal health insurance programs. This act simply protects a person's right not 
to participate. 

Goldwater Institute - www.goldwaterinstitute.org - (602) 462-5000 
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Q: To the extent that the Health Care Freedom Act conflicts with provisions of federal 
legislation, isn't the state law automatically preempted by the Supremacy Clause of the U.S. 
Constitution? 

A: No. In any clash between state and federal provisions, at least four federal 
constitutional provisions are relevant. The Supremacy Clause establishes the Constitution as the 
supreme law of the land and provides that federal laws prevail over conflicting state laws where 
Congress has the legitimate authority to enact the legislation and where it does not impermissibly 
tread upon state sovereignty. The federal government will have to demonstrate that its legislation 
legitimately is derived from congressional authority to regulate interstate commerce. It will also 
have to show the legislation does not violate the 10th Amendment, which reserves to the states all 
government power not expressly delegated to the national government; and the II th Amendment, 
which protects states from being used as mere instrumentalities of the national government. This 
constitutional construct is known as federalism. 

Q: Are certain provisions of proposed federal health care legislation vulnerable to 
constitutional challenge even without the Health Care Freedom Act? 

A: Yes, in at least three ways. First, to the extent that the legislation purports to regulate 
transactions that do not directly affect interstate commerce, such as mandating insurance for 
individuals, Congress may lack authority to do so under the Commerce Clause. Several relatively 
recent decisions by the U.S. Supreme Court have invalidated federal legislation on this basis. In 
Us. v. Lopez (\ 995), the Court struck down federal laws that restricted guns in school zones; 
and in us. v. Morrison, it struck down a federal statute involving violence against women. In 
both cases, the Court found the subject matter of the federal laws did not "substantially affect" 
interstate commerce, so Congress had no power to regulate it under the circumstances presented. 

Second, to the extent the legislation interferes with the individual's right to choose health 
insurance providers, doctors, or lawful medical services, it may violate the right to medical self­
determination recognized under the u.S. Constitution. As the Court declared in Griswold v. 
Connecticut (\965), "We have recognized that the special relationship between patient and 
physician will often be encompassed within the domain of private life protected by the Due 
Process Clause." Several of the early abortion cases involved what Justice William o. Douglas, 
concurring in Doe v. Bolton (\ 973), described as the "right to seek advice on one's health and 
the right to place reliance on the physician of one's choice." Whether or not one agrees with 
those abortion rulings, they establish a strong basis for challenging certain federal and state 
intrusions. 

Third, several recent decisions have invalidated federal laws that "commandeer" state 
governments to do their bidding. In New York v. United States (1992), for instance, the Court 
struck down federal rules requiring states to take ownership of certain radioactive waste and to 
expose themselves to liability. Speaking for the Court, Justice Sandra Day O'Connor ruled that 
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"no matter how powerful the federal interest involved, the Constitution simply does not give 
Congress the authority to require the States to regulate." Tellingly, she added "the Constitution 
protects us from our own best intentions: It divides power among sovereigns ... precisely so that 
we may resist the temptation to concentrate power in one location as an expedient solution to the 
crisis of the day." To the extent that federal health insurance legislation forces states to 
implement its provisions, it could be subject to robust constitutional challenge. 

Q: Could the Health Care Freedom Act provide additional protection against federal 
health insurance legislation that violates protected rights? 

A: Yes. Although the federal government usually prevails in federalism clashes, the 
current U.S. Supreme Court is the most pro-federalism Court in decades. There are no cases 
precisely on point, but the Court under Chief Justice John Roberts has sided with the states in at 
least three major recent federalism clashes. In the case most closely on point, Gomales v. 
Oregon (2006), the Court upheld the state's "right-to-die" law, which was enacted by Oregon 
voters, over the objections of the U.S. Attorney General, who argued that federal law pre-empted 
the state law. Applying "the structure and limitations offederalism," the Court observed that 
states have great latitude in regulating health and safety, including medical standards, which are 
primarily and historically a matter of local concern. Holding that the attorney general's reading 
of the federal statute would mark "a radical shift of authority from the States to the Federal 
Government to define general standards of medical practice in every locality," the Court 
interpreted the statute to allow Oregon to protect the rights of its citizens. 

Horne v. Flores (2009) considered a measure adopted by Arizona voters to require 
English immersion as the state's educational policy for students for whom English is a second 
language. Lower federal courts had imposed an injunction based on a finding that Arizona was 
failing to comply with federal bilingual education requirements. The Supreme Court held that 
injunctions affecting "areas of core state responsibility, such as public education," should be 
lifted as quickly as circumstances warrant. It observed that "federalism concerns are heightened 
when ... a federal court decree has the effect of dictating state or local budget priorities." The 
Court remanded the case to lower courts to reconsider the injunction. 

In Northwest Austin Municipal Utility District No.1 v. Holder (2009), the Court 
examined a challenge to section 5 of the Voting Rights Act, which places certain states and 
localities in a penalty box, requiring them to obtain "pre-clearance" by the U.S. Department of 
Justice for any changes that impact voting. The Court was sharply critical of the "federalism 
costs" imposed upon the covered jurisdictions. It avoided the constitutional question by applying 
the federal law in a way that allowed the utility district to "bailout" from pre-clearance 
requirements under section 5. 

In each of these cases, the Court sided with states in federalism disputes with the federal 
government. 
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Q: Will the Health Care Freedom Act affect future state legislation regarding health 
insurance? 

A: Yes. If it is passed as a constitutional amendment, it would prevent any future 
legislation that infringes upon the rights protected by the amendment. 

Q: Won't this be really expensive for the states to defend in court? 

A: The Goldwater Institute has offered to defend the constitutionality of the Health Care 
Freedom Act at no cost to any state. Because legal challenges would involve purely 
constitutional issues and would not require expensive trials, to the extent that states become 
involved in litigation, they should be able to do so within existing Attorney General litigation 
budgets. Moreover, depending on the details of national health insurance legislation, the cost of 
federal mandates is likely to far exceed the cost of litigation. 

Q: Even if the states and individuals did not prevail in a challenge to intrusive federal 
health insurance legislation, would there be reasons to support the Health Care Freedom Act? 

A: Yes. First, if these rights are given additional protection under state constitutions, they 
will create an absolute barrier to future state legislation that violates those rights. Moreover, 
efforts to enact the Health Care Freedom Act send a powerful message to our nation's capitol 
that people at the grassroots take these rights very seriously and intend to protect them. 

Q: Does the Health Care Freedom Act impair drug laws? 

A: Absolutely not. It protects the right to purchase or provide "lawful" medical services. 
It does not limit the power of any government to determine what constitutes lawful medical 
servIces. 

Q: Does the Health Care Freedom Act affect the issue of abortion? 

A: No. Again, to the extent that states may regulate abortion under applicable 
constitutional doctrine and state or federal law , this measure would not alter that power in any 
way. The Health Care Freedom Act does, however, prevent the government from forcing 
individuals into health care systems against their will, and matters of conscience may influence 
such individual decisions. 
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Q: Does the Health Care Freedom Act affect Veterans' Administration programs, 
workers' compensation, Medicare, Medicaid, or state health-care systems? 

A: Generally, no. The Health Care Freedom Act leaves intact any rules and regulations 
that were in place as of January I, 2009. The only way such programs could be affected is if they 
are changed in the future in ways that violate the freedom of choice protected by the Health Care 
Freedom Act. 

Q: Will this restrict the government from limiting the choice of providers or imposing 
other limits for the people who do opt-in to a government health care system? 

A: No and yes, respectively. If a person voluntarily joins a government health care 
system, the government may set the terms and conditions, including choice of 
providers. However, the government cannot prevent a person from purchasing, or a health care 
professional from providing, lawful medical services outside that system. 

Q: Is the Health Care Freedom Act supported financially by insurance companies? 

A: No. Many insurance companies support an individual mandate (requiring individuals 
to buy health insurance or face government fines), which the Health Care Freedom Act would 
prohibit. An individual mandate guarantees a customer base to the insurance industry. It is 
present in some legislative proposals as a means to subsidize health insurance for others. If 
insurance companies playa role in the battle over the Health Care Freedom Act, we expect they 
will oppose it, possibly with significant resources. 

Q: Are there other ways in which freedom advocates can use state constitutions to protect 
their liberties? 

A: Absolutely. State constitutions are full of provisions unknown to the U.S. Constitution 
that are designed to protect individual liberty and limit the power of government, such as the 
line-item veto, anti-monopoly provisions, prohibitions against corporate subsidies ("gift 
clauses"), constraints against earmarks ("special law clauses"), and the like. Citizens and 
legislatures can amend their state constitutions to add additional protections; and taxpayers can 
enforce their state constitutional rights in state courts. State constitutions were intended to be the 
first line of defense in protecting the freedoms of the people. As the power of government grows 
at every level, we need to use whatever tools are available to us to safeguard our rights. For more 
on how state constitutions can protect liberty, see the recent Goldwater Institute report, "50 
Bright Stars: An Assessment of Each State's Constitutional Commitment to Limited 
Government." 
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Who's Supreme? The Supremacy Clause Smackdown I Tenth Amendment Center Page 2 of24 

Brion McClanahan 

When Idaho Governor c.L. "Butch" Otter signed H0391 into law on 17 March 2010, the "national" 
news media circled the wagons and began another assault on State sovereignty. The bill required the 
Idaho attorney general to sue the federal government over insurance mandates in the event national 
healthcare legislation passed. The lead AP reporter on the story. John Miller, quoted constitutional 
"scholar" David Freeman Engstrom of Stanford Law School as stating that the Idaho law would be 
irrelevant because of the "supremacy clause" of the United States Constitution. 

In his words, "That language is clear that federal law is supreme over state law, so it really doesn't 
matter what a state legislature says on this." Now that Barack Obama has signed healthcare legislation 
into law, almost a dozen States have filed suit against the federal government, with Idaho in the lead. 
Battle lines have been drawn. Unfortunately, the question of State sovereignty and the true meaning 
of the. "supremacy clause" may be swallowed up in the ensuing debate. 

Engstrom's opinion is held by a majority of constitutional law "scholars," but he is far from correct, 
and Idaho and the thirty seven other States considering similar legislation have a strong case based on 
the original intent of the powers of the federal government vis-a-vis the States. 

The so-called "supremacy clause" of the Constitution, found in Article 6, states, "This Constitution, 
and the Laws of the United States which shall be made in Pursuance thereof; and all Treaties made, 
or which shall be made, under the Authority of the United States, shall be the supreme Law of the 
Land; and the Judges in every State shall be bound thereby, any Thing in the Constitution or Laws of 
any State to the Contrary notwithstanding [emphasis added]." 

The key, of course, is the italicized phrase. All laws made in pursuance of the Constitution, or those 
clearly enumerated in the document, were supreme, State laws notwithstanding. In other words, the 
federal government was supreme in all items clearly listed in the document. 

A quick reading of the Constitution illustrates that national healthcare is not one of the enumerated 
powers of the federal government, so obviously Engstrom's blanket and simplistic statement is 
blatantly incorrect, but his distortion of the supremacy clause goes further. 

The inclusion of such a clause in the Constitution was first debated at the Constitutional Convention 
on 31 May 1787. In Edmund Randolph's initial proposal, called the Virginia Plan, the "national" 
legislature had the ability to "legislate in all cases to which the separate states are incompetent. .. " and 
"to negative all laws passed by the several states contravening, in the opinion of the national 
legislature, the Articles of Union .... " John Rutledge, Pierce Butler, and Charles Pinckney of South 
Carolina challenged the word "incompetent" and demanded that Randolph define the term. Butler 
thought that the delegates "were running into an extreme, in taking away the powers of the states ... " 
through such language. 
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Randoiph repiied that he "disclaimed any intention to give indejlnite powers to the national 
legislature, declaring that he was entirely opposed to such an inroad on the state jurisdictions, and that 
he did not think any considerations whatever could ever change his determination [emphasis added)." 
James Madison, the author of the Virginia Plan, was not as forthcoming as to his sentiment. 
Ultimately, Madison preferred a negative over State law and wished the national legislature to be 
supreme in call cases. But he was not in the majority. 

The Convention again broached a federal negative on State law on 8 June 1787. Charles Pinckney, 
who presented a draft of a constitution shortly after Randolph offered the Virginia Plan, believed a 
national negative necessary to the security of the Union, and Madison, using imagery from the solar 
system and equating the sun to the national government, argued that without a national negative, the 
States "will continually fly out of their proper orbits, and destroy the order and harmony of the 
political system." Such symbolism made for a beautiful picture, but it belied reality. 

To most of the assembled delegates, the national government was not the center of the political 
universe and the States retained their sovereignty. Hugh Williamson of North Carolina emphatically 
stated he "was against giving a power that might restrain the states from regulating their internal 
police." 

Elbridge Gerry of Massachusetts was against an unlimited negative, and Gunning Bedford of 
Delaware believed a national negative was simply intended "to strip the small states of their equal 
right of suffrage." He asked, "Will not these large states crush the small ones, whenever they stand in 
the way of their ambitious or interested views?" 

When the negative power was put to a vote, seven States voted against it and three for it, with 
Delaware divided (and Virginia only in the affirmative by one vote). Roger Sherman of Connecticut 
summarized the sentiment of the majority when he stated he "thought the cases in which the negative 
ought to be exercised might be defined." Since the negative did not pass, such a definition was 
unnecessary . 

Thus, the federal government was supreme only in its enumerated powers and it did not have a 
negative over State law. Supremacy had limits. 

By the time the Constitution was debated in the several State ratifying conventions in 1787 and 1788, 
the "supremacy clause" galvanized opponents of the document. The Constitution, they said, would 
destroy the States and render them impotent in their internal affairs. The response from proponents of 
ratification illuminates the true intent of the clause. William Davie, a delegate to the Constitutional 
Convention from North Carolina and proponent of the Constitution, responded to attacks levied on the 
"supremacy clause" by stating that: 

This Constitution, as to the powers therein granted, is constantly to be the supreme law 
of the land. Every power ceded by it must be executed without being counteracted by the 
laws or constitutions of the individual states. Gentlemen should distinguish that it is not 
the supreme law in the exercise of power not granted. It can be supreme only in cases 
consistent with the powers speciaUy granted, and not in usurpations [emphasis added). 

Davie wasn't alone in this opinion. Future Supreme Court justice James Iredell of North Carolina 
argued that, "This clause [the supremacy clause) is supposed to give too much power, when, in fact, it 
only provides for the execution of those powers which are already given in the foregoing articles .. . .If 
Congress, under pretence of executing one power, should, in fact, usurp another, they will violate the 
Constitution [emphasis added)." 
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FunhernlOre, in a foreshadowing of nullification, Iredell argued that, "It appears to me merely a 
general clause, the amount of which is that, when they [Congress 1 pass an act, if it be in the execution 
of a power given by the Constitution, it shall be binding on the people, otherwise not [emphasis 
added]. Other ratifying conventions had similar debates, and proponents of the Constitution 
continually reassured wavering supporters that the Constitution would only be supreme within its 
delegated authority. 

Most bought their assurances, though to staunch opponents, the Constitution still vested too much 
power in the central authority. The States would lose their sovereignty, they argued, and as a result, 
these men demanded an amendment to the Constitution that expressly maintained the sovereignty of 
the States and placed limits on federal power. Even several moderate supporters of the Constitution 
embraced this idea. 

Ultimately, the three most powerful States in the Union, New York, Massachusetts, and Virginia, 
demanded that a bill of rights be immediately added to the Constitution; near the top of those 
recommended amendments on every list, a State sovereignty resolution. These ultimately became the 
Tenth Amendment to the Constitution, which reads, "The powers not delegated to the United States 
by the Constitution, nor prohibited by it to the States, are reserved to the States respectively, or to the 
people." 

Clearly the intent of this amendment was to mitigate any design the federal government had on 
enlarging its powers through the "supremacy clause." If the power was not enumerated in the 
Constitution and the States were not prohibited by the Constitution from exercising said power, then 
that power was reserved to the States. 

Several other constitutional "scholars" have weighed in on the debate in the last week, and each has 
invoked the "supremacy clause" to defend their opposition to State action against healthcare. Duke 
Law Professor Neil Siegel went so far as to suggest that the States are not reading the Tenth 
Amendment correctly. In perhaps the most outlandish statement of the debate, he also said, "Any talk 
of nullification bothers me because it's talk oflawlessness." 

I guess Mr. Siegel has failed to consider that Idaho bill H039! was passed by a legitimate legislative 
body elected by the people of the State. That would make it lawful. 

,-, _ .... - -- - ---,-- _ .... 
• • .... • • .. • • • • • ......... • ., , 1 

course, this debate ultimately boils down to loose interpretation verses 
strict construction. Thomas Jefferson had the best line on this issue. When asked to read between the 
lines to "find" implied powers, Jefferson responded that he had done that, and he "found only blank 
space." 
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The original intent of both the "supremacy clause" and the Tenth Amendment indicate that Idaho and 
the other States challenging Obamacare are justified and correct and that the legal profession is either 
in the tank for the federal government or has not read either the debates of the Constitutional 
Convention and/or the State ratifying debates. This should make people like Engstrom and Siegel, 
rather than legitimate State law directed at unconstitutional authority, irrelevant. 

Brion McClanahan holds a Ph.D in American history from the University of South Carolina and is 
the author of The Politically Incorrect Guide to the Founding Fathers (Regnery, 2009). 
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Indiana joins 13 
states to challenge 
health reform 

13 other states raise constitutional 
questions about the new legislation 

By Bill Ruthhart 

Posted: March 30, 2010 

Indiana became the 14th state Monday to 
challenge the constitutionality of the 
federal health-care legislation, but legal e 
xperts warned the lawsuit faces an 
uphill climb against previous court 
rulings. 

After reviewing the sweeping health-care 
reforms, Indiana Attorney General Greg 
Zoeller announced he would join a 
lawsuit already filed jointly by 13 other 
attorneys general in a Florida federal 
court. 

At the core of Zoeller's decision to join 
the suit is the charge that Congress does 
not have the power to force Americans to 
buy health insurance coverage or require 
... f':, ,,,.. f'o"', A, 

Advertisement 

'." ' 

http://www.indystar.comlfdcpI?1270045796645 

"It's really critical that we have these 
questions asked and answered," he said, 
"so that the Supreme Court's final word 
as to whether the new reach of the 
federal government in this statute meets 
constitutional muster. " 

Zoeller also argued that the new reforms 
impinge on states' sovereignty by 
requiring states to set up health 
insurance exchanges for their residents 
to purchase coverage. 

Democrats immediately accused Zoeller 
of playing politics. Of the 13 other 
attorneys general who have joined the 
lawsuit, 12 are Republicans. 

"This is purely politics, nothing but," 
said Indiana Democratic Party Chairman 
Dan Parker. "The legal argument is weak, 
the political argument is weak. It's all 
based on false information, and the 
opponents of this couldn't stop it, so 
they're grasping at straws and this is the 
final straw to grasp." 

Zoeller's announcement came after Gov. 
Mitch Daniels said Friday he had 
encouraged Zoeller to join the suit, even 
though Daniels said he was skeptical of 
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its chances for success. The attorney 
general said Monday he made the 
decision based on the case's merits and 
independent from any political input. 

"It's unfortunate that the entire subject 
matter has been politicized," Zoeller said, 
"but that was done in Washington before 
we ever joined (the lawsuit)." 

Parker declared the suit a waste of 
taxpayer dollars. 

Zoeller said he could not give an estimate 
of how much the lawsuit would cost but 
said he has no plans to hire outside 
counsel. He said the state's initial cost 
would be its undetermined share of a 
contract capped at $50,000 with a 
Washington, D.C., law firm hired to 
handle the case. 

Indiana Republican Party Chairman 
Murray Clark said the lawsuit has merit. 

"I think it's the right decision," he said. 
"Clearly, there's some constitutional 
questions that need to be asked and 
answered in light of one of the largest 
federal government overreaches we've 
seen in a long time." 

The key question the lawsuit raises is 
whether the new law's requirement that 
all Americans carry health insurance 
coverage or be forced to pay a penalty 
should serve as a new test to the 
Constitution's commerce clause, which 
gives Congress the power to regulate 
business. 

http://www.indystar.comlfdcpI?1270045796645 

Over the past several decades -- starting 
in the 1930s -- constitutional law 
experts say, the courts and lawmakers 
have broadly interpreted that clause, 
giving Congress wide-ranging regulatory 
power. 

Most legal scholars think those 
precedents would make it difficult for 
the Supreme Court, or any other, to rule 
that Congress does not have the power to 
add the new insurance regulations, said 
Carl Tobias, a constitutional law expert 
at the University of Richmond in 
Virginia. 

Furthermore, he said, backers of the bill 
will defend the prospective fine for those 
who don't buy insurance under the 
taxing power that the Constitution gives 
Congress. 

"The precedents all favor 
constitutionality," Tobias said. "There's 
nothing exactly the same as this 
challenge, but the relevant precedents, if 
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you analogize from them, lead you to the 
conclusion that this challenge won't 
succeed." 

But that's not to say the lawsuit isn't a 
worthy one, he said. 

"I think it might have merit, but I just 
don't think it's going to win," Tobias 
said. "I think the best argument is about 
the individual mandates, but I think a 
fair number of constitutional scholars, 
and I agree, think that it's probably going 
to withstand the challenge." 

Charles Rice, a constitutional law expert 
at the University of Notre Dame, said the 
case certainly is worth litigating. 

"I think it's a legitimate thing to do. The 
outcome is not certain," Rice said. "It's 
really interesting, because it brings in 
precedents from a lot of the cases 
involving the Social Security Act and 
things like that, and it could provide the 
opportunity, ifit gets to the Supreme 
Court, for the case to go either way." 

Key to its outcome could be how the 
American public views the new law in the 
future, said Gerard Magliocca, a 
constitutional law professor at Indiana 
University School of Law-Indianapolis. 

"This likely wouldn't be decided for two 
years, and a lot will depend on what 
people think of the health-care bill," 
Magliocca said. "If it's very unpopular, 
the courts are more likely to find a 
reason to declare it unconstitutional 

http://www.indystar.com!fdcpI?1270045796645 

than if it turns out to be popular." 

Parker, the state Democratic Party 
chairman, said Zoeller's decision would 
cost the attorney general in his next 
election in 2012, when he will have to 
explain why he fought against a bill that 
reformed the insurance industry to the 
benefit of so many Hoosiers. "Greg Zoeller 
is going to be on the wrong side of 
history on this one," Parker said. 

Zoeller countered that almost everyone 
agrees the new law has raised fresh 
constitutional issues that the courts need 
to resolve. 

"There aren't many people who say there 
isn't a new question here, because this is 
the fitst time the federal government has 
required people to purchase a commercial 
good, a commercial product," he said. 
"This is an insurance product that 
everyone, as a condition of being a 
citizen of the United States, will be 
required to purchase under the threat of 
penalty." 
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In the end, Magliocca said, he gives the 
lawsuit a 25 percent chance of success. 

"There is a plausible argument for saying 
this is unprecedented," he said. "It has a 
chance, but I think most everybody, most 
legal scholars, think it's unlikely this suit 
will succeed." 
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HEALTH CARE REFORM: WHO WINS AND WHO LOSES 

Ideas Changing the World 

Oaily Policy Digest 

Health Issues 

Mard'l 24. 2010 

HEALl'H CARE REFORM: WHO WINS AND WHO LOSES 

While the health care bill is not as sweeping as many had once hoped (or others had feared). make no mistake: 
The new legislation win dramatically change the nation's health care system. 

So who wins and who loses? -The people who gain the most are low-income people who do not gel health 
insurance from an employer," says John Goodman, president, CEO and the Kenya Wright Fellow of the National 
Center for Policy Analysis. M Just about everybody else loses.~ 

Groups thai wiU especially bear the burden include: 

Generation Y: Most of the 19 million uninsured Americans between the ages of 18 and 34 will be forced to buy 
coverage -- coverage likely more expensive than they might have othelWise chosen. 
Anyone who eams more than $200,000: WOrXers earning more than $200,000 a year or couples with a 
combined income over $250.000 will pay an additional 0.9 percent in federal income tax to help fund Medicaid 
expansion starting in 2013, and wililikefy pay a new 3,8 percent Medicare tax on all investment Income. 
IndiViduals with so~lIed Cadillac health insurance: A 40 percent tax will be levied on plans with premiums of 
$10.2000( more per person. 

Goodman also notes that "as many as 8.5 mimon seniors could lose their MedIcare Advantage coverage 
altogether" under government plans 10 reduce benefits offered under the program. 

Advocates of the legislation argue that winners indude anyone with a preexisting condition, recent college 
graduates whO can now gel coverage through their parents, small businesses who wiJl have access to insurance 
pools and doctors whO will get paid for seeing uninsured paUents they were treating for free. 

In addition, individuals aged 60 to 64· the oldest age demographic nol eligible for Medicare· will paY,no more Ihan 
three times the cosl of the premium paid by a healthy 20-something, BUI as Goodman notes, ~People who are 60 
to 64 are going to pay lower premiums than they otherwise would because people who are 20 to 24 are going to 
pay higher premiums.-

Source: Catherine Holahan, "Health Care Reform: Who Wins and If.Iho Loses:' CBS MoneyWatch, March 22. 
2010. 

link to text: 

http IImoneywatr1T .bne! C()m!Hconl)mie-nerysiartidelheailh-r..are-f"!!form...summary_who-wifls..and-who-lose&l4062791 

For more on Heallh Issues: 

http 1/www.flcpa.orgtsubldpd/lndex.php?Anicte_Category"'6 
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8 WAYS THAT HEALTH REFORM WILL AFFECT YOU 

The health care legislation could ~ha\le an eHect on almost every cWzen.M according to Kaiser Health News. So 
what should you expect? 

Within six months after the bill is signed into law: 

Health insurers will no longer be allowed to impose lifetime caps on coverage. 
Parents who have insurance through their employers will be aHowed to continue coverage for their unmarried 
dependents up to age 26. 
Health insurers will tie required to cover certain preventive services like osteoporOSiS screening rOf women over 
65, smOKing cessation counseling and interventions, and screenings for diabetes and sexually transmitted 
diseases. 

• And /aler this year, people with seriOll~ health conditions Ihal have prevented them trom Obtaining coverage will 
be eligible to purchase a policy (rom a high.rlsk pool in a government·subsidized exchange at a cost similar 10 
healthy individuals' premiums. 

Individuals will also be require(!' 10 obtain health insurance or face a fine. Governmenl subsidies will be available 
on a sliding scale for people making up to 543.000 per year (or neany $90.000 per year for a family of four), but 
those who don't qualify for govemment subsidies should expeclla pay abaut $5.000 a Vesr far a policy on the 
exchange. while families should expect 10 pay about $15.000, says John Goodman, president, CEO and Kellye 
Wrighl Fellow of the National Center for Policy Analysis. 

The penalty starts In 2014 at $95 or up to 1 percent of income for individuals, whichever is greater, and rises to 
$695 by 2016 or 2.5 percent of income, whichever is greater. Families pay heftier fines· $2.085 or 2.5 percent of 
income by 20t6. 

Other changes: 

Insurers won't be able to deny coverage based on preexisting conditions. 
• Maternity support will be increased for women in the workplace. 
• Additional. less expensive insurance options will be available when you lose or quit your job. 

IncreaSing the number of insured individuals. however, will also mean longer waits to see a new doctor. In 
Massachusetts. fat example, where heaUh insurance is universal, Boston residents have to wait about twice as 
long to see a doctor as people In any other U.S. city, says Goodman. 

Source: Deborah Katz. 'B ways Hearth Reform WIll Affect You," U.S. News and World Report, March 22. 2010 

For text; 

http ·/twww.u5news.comihealthimanaglng.your.healChcarelinsurance!artJdes/2010103l22/B.l..-ay$-heaut ... re-form-w.JI-aHect·you hlmJ 

For more on Health Issues: 

ht11l/1www ncpa or!}fsubldpdlinde~ ptlp?A/hdl'_ Calego'Y"16 
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20 WAYS OBAMACARE WilL TAKE AWAY OUR FREEOOMS 

It is worthwhile to lake a comprehensive look at the freedoms we will lose under ObamaCare. says blogger David 
Hogberg. Amortg them: 

You are young and don'l want health insurance? You are staning up a small business and need to minimize 
expenses. and one way to do that is to forgo health insurance? Tough. You have to pay $750 annually for the 
"privilege," (Section 1501). 
You are young and healthy and wan! to pay for insurance thai reflects that status? Tough. You" have 10 pay for 
premiums that cover not only you, but also the guy who smokes three packs a day, drinks a gallon of whiskey 
and eats chicken fat off the floor. That's because insurance companies will no longer be able to underwrite on 
the basis of a person's health status. (Section 2701) 
You're a single guy without children? Tough, your policy must cover pedialric services. You're a woman who 
can', have children? Tough, your policy must cover matemity services. You're a teetotaler? Tough, your policy 
must cover substance abuse treatment. (Add your own violation of personal freedom here.) (Sedion 1302). 
You are an employer in the smaJl~roup Insurance market and you'd like 10 offer policies with deductibles higher 
than $2.000 ror individuals and $4.000 (or families? Tough. (Section 1302 (C) (2) (A)). 
If you are a physiCian and you don't wanl the government rooking over your shoulder? Tough. The Secretary of 
Health and Human Services is authorized to use your claims data to iSsue reports that measure the resources 
you use, provide infonnation on the quality of care you provide, and compare the resources you use to Ihose 
used by other physicians. Of course, this will all be just for informational purposes. It's not like the government 
wiU ever use it to intervene in your practice and patients' care. Of course not (Section 3003 (i)). 
You will have to pay an additional 0.5 percent payroll lax on any dollar you make over $250.000 if you file a 
joint return and $200,000 if you fila an individual return. lJIhlal? You think you know how to spend the money 
you eamed better than the government? Tough. (Section 9015). That amount will rise to a 3.8 percent tax in 
2013 and will also apply to investment income, estates. and trusts. You think you know how 10 spend the 
money you earned bener than the government? Like you need to ask. (Section 1402). 

Source: DaVId Hogberg. "20 Ways ObamaCare Vv1tJ Take Away our Freedoms." Investors Business Daily. March 
22.2010. 

For lext: 

nup -I/l)Iogsjnv&'Stors_c.om/capitalh,llI1o<1elt php1homeIJS·politic$investing/1563-20-wayJ.<lbamacar~wm·lake-away.guf ·rreedoms 

For more on Health Issues: 
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Bonnie Gruening 

From: 
Sent: 
To: 
Subject: 
Attachments: 

Jen Oen@conservativepatriotsgroup.orgl 
Monday, March 29,20108:14 PM 
Rep. Carl Gatto 
CPG Health Care Repeal Petition 
Petition1.pdf 

There are 700 names and more are coming. For your information. Jen 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill, America Is teetering toward tyranny. A mandate requiring all individuals to purchase heah:h Insurance is an unprecedented form of federal action 
A legal challenge by the Stlltes appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are instituting legal action to challenge the constltutionanty of the health care reform bill. Alaska should take its place in this list of States and join in the legal fight. 
Sy signing this petition yau are demanding the Governor and Attomey General join in the legal action to repeal the Health Care Bill. 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform eill, America is teetering toward tyranny. A mandate requiring all individuals to purchase health insurance Is an unprecedented form of federal action. 

A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 

At least fifteen states are Instituting legal adion to challenge the constitutionality of the health care reform bitL Alaska should take its place in this list of States and join in the legal fight. 

By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Bill. 

Print Name ISlgnature Address Phone No. email 
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PETITION DEMANDING AlASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill. America is teetering toward tyranny. A mandate requiring all indMduals to purdlase health Insurance is an unprecedented form of federal action 
A legal challenge by the States appears to be the onlv hope of protecting the American people from this unprecedented attack on our system of government. 
At least flheen states are instituting legal actIon to challenge the constitutionality of the health care reform bill. Alaska should take its place In this list of States and join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General jOin In the legal action to repeal the Health Care Bill. 

Print Name ISign...... IAddress IPhone No. email 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE Bill 
With the passage of the Health Care Reform Bill, America is teetering toward tyranny, A mandate requiring all individuals to purchase health Insurance is an unprecedented form of federal action 
A legal challenge by the States appears to be the onlv hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are Instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place 'n this list of States and }oJn in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join In the legal action to repeal the Health Care Bill. 

Print Name ISllnJture-- ----IAddreu Iphone No. lemall 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Cilre Reform Bill. America is teetering toward tyranny. A mandate requiring all individuals to purchase health Insurance is an unprecedented form of federal action 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our s.ystem of government. 
At least fifteen states are Instituting leRal action to challenge the constitutionality of the health care reform bill. Alaska should take Iu place in this list of States ilnd join in the legal fight. 
By signing this petition you are demanding the Governor and Attornev General join In the legal action to repeal the Health Care Bill. 

Return to: Conservative Patriots Group, Inc. 1830 E. Parks Hwy. A-113 #535, Wasilla, AK 99654 PH: 907-354-8360 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill, America is teetering toward tyranny. A mandate requiring all individuals to purchase health insurance is 3n unprecedented form of federal action. 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are Instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place in this list of States and join in the legal fight. 

By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Bill. 
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PETITION DEMANDING AlASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform 8111, America is teetering toward tyranny. A mandate requiring al! individuals to purchase health insurance is an unprecedented form of federal action. 
A legal challenge by the States appears to be the onlV hope of protecting the American people from this unprecedented attack On our system of government, 
At least flheen states are Instituting legal action to challenge the constitutionality of the health care reform bill: Alaska should take its place In this tist of States and join in the legal fight, 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Bill. 

Print Name Signature IAddress Phone No. email 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Refor'm Bill, America is teetering toward tyranny. A mandate requiring all individuals to purchase health insurance is an unprecedented form of federal action 
A legal challenge by the States appears to be the onlv hope of protecting the American people from this unprecedented attack on our system of govemment. 
At least fifteen states are Instituting legal action to challenge the constitutionality of the health care reform bilt. Alaslca should take tts place in this list of States and join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join In the legal action to repeal the Health Care Bill. 

PrInt Name SiBF\ilture :Address Phone No. email 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill, America is teetering toward tyrannv. A mandate requiring all individuals to purchase health Insuranc.e Is an unprecedented form of federal action 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are Instituting legal action to challenge the constitutionality of the heatth care reform bill. Alaska should take its place In this list of States and join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health eare Bill. 

Print Name ......-tSlgnature IAddress IPhone No. lemall 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform 8111, America is teetering toward tyranny. A mandate requiring all individuals to purchase health insurance is an unprecedented form of federal action 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen nates are Instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place In this list of States and join in the legal fight. 
Sy signing this petition you are demanding the Governor and Attorney General Join in the legal action to repeal the Health eare 8111. 

Print Name Sianature IAddress IPhone No. email 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage ofthe Health Care Reform Bill. America is teetering toward tyranny. A mandate requiring all individuals to purchase health insurance is an unprecedented form offederal action 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government, 
At least fifteen states are Instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place in this list of States and join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Bill. 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Car~ Reform Bill, America Is teetering toward tyranny. A mandate requiring all Individuals to purchase health Insurance Is an unprecedented form of federal action 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government, 
At least fifteen states are Instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take Its place in this list of States and Join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join In the legal action to repeal the Health Care Bill. 

Print Name ~ature Address Phone No. email 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE Bill 
With the passage of the Health care Reform 8i1.I, America Is teetering toward tyranny. A mandate requiring all individuals to purchase health insurance is an unprecedented form of federal action 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attac.k on our system of government. 
At least fifteen states ilre instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take tts place In this list of States and join in the legal fight. 
8y signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Bill. 

Phone No. email 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill. America is teetering towar'd tyranny_ A mandate requiring all individuals to purchase health insurance is an unprecedented form of federal action 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are instituting legal action to challenge the constitutionality of the health care reform bUt Alaska should take Its place In thiS list of States and join In the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the,Health Care Bill. 

IPrlnt Name ISl.njlture_.......-. tAddress iPhone No. lemall 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill, America Is teetering toward tyr.mny. A mandate requiring all Individuals to purchase health insurance is an unprecedented form of federal action. 

A legal challenge by the States appears to be the onlV hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are Instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place in this list of States and join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Bill. 

Print Name Signature Address PhotleNo. email 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Olre Reform SJll, America Is teetering toward tyranny. A mandate reCluirlng all individuals to purchase health insurance is an unprecedented form of federal action. 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented anack on our system of government. 
At least fifteen states are instituting legal action to challenge the constitutionality of the health care reform hill. Alaska should take its place in this list of States :md join in the legal fight. 
By signing this petilion yOll are demanding the Governor and Attorney General join in the legal action to repeal the Health eare Bill. 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill, America is teetering toward tyranny. A mandate requiring all individuals to purchase health Insurance is an unprecedented form of federal action. 

A legal challenge bV the States appears to be the only hope of protecting the American people from this unprecedented attack on our system 01 government. 
At least fifteen states are instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place in this list of States and join In the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care BliL 

Print Name Signature Address Phone No. email 
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PETITION DEMANDING AlASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill, America is teetering toward tyranny. A mandate requiring aU individuals to purchase health Insurance is an unprecedented form of federal action. 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place in this list of States and join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Bill. 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage ofthe Health Care Reform Sill, America is teetering toward tyranny_ A mandate requiring all individuals to purchase health insurance is an unprecedented form of federal action. 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are Instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take Its place in this list of States and Join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Bill. 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform aill, America is teetering toward tyranny. A mandate requiring all individuals to purchase health insurance is an unprecedented form of federal action. 

A legal challenge by the States appears to be the only hope of protecting the American people from tills unprecedented attack on our system of government. 

At least fifteen states are instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place in this list of States and join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Bill, 

Print Name Signa~Y:tJf! Address Phone No. email 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill. Amenca is teetering toward tyranny. A mandate requiring all Individuals to purchase health Insurance Is an unprecedented form of federal action. 

A legal challenge by the St.ates appe3rs to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take Its place In this list of States and join in the legal fjght. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Sill. 

PrlnYName Sign tture (\ Address Phone No, email 
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PETITION DEMANDING AlASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform 8i11, America is teetering toward tyranny. A mandate requiring all indIviduals to purchase health insurance is an unprecedented form of federal action. 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are instituting legal action to challenge the constitutionality of the health care reform blii. Alaska should take its place in thiS list of States and join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General Join in the legal action to repeal the Health Care Bill. 
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PETITION DEMANDING AlASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Sill. America Is teetering toward tyranny. A mandate requiring all individuals to purchase health insurance is an unprecedented form of federal action. 

A legal challenge bV the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are institutinB legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place in this list of States and join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Bill. 
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PETITION DEMANDING AlASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill. America is teetering toward tyranny, A mandate requiring all individuals to purchase health insurance is an unprecedented form of federal action. 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are instituting legal action to challenge the constitutionality of the health care reform bill. Alaska ShOllld take its place in this Jist of States Clod join in the legal fight, 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Sill. 
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PETITION DEMANDING AlASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bilt, America is teetering toward tyranny. A mandate requiring all individuals to purd\ase health insurance is an unprecedented form 0" federal action. 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states afe instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place in this list of $tates and join in the legal fight. 
By signIng this. petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Sill. 

Print Name Signature ,Address Phone No. lemall 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill, America is teetering toward tyranny. A mandate requiring all individuals to purchase health insurance is an unprecedented form of federal action. 

A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are instituting legal action 10 challenge the constitutionality of the health care reform bill. Alaska should take its place in this list of States and join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Bill. 

'Print Name ISlgnature IAddress (Phone No. lemall 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BilL 
with the passage of the Heafth Care Reform Bill, America is teetering toward tyranny. A mandate requiring all individuals to purchase health insurance Is an unprecedented form of federal action. 
A legal challenge bv the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fjfteen states are instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place in this list of States and join in the legal fight. 
By signing this petition you are demanding the Governor ind Attorney General join in the legal action to repeal the Health Care Bill. 

Print Name ISlgnature IAddress IPhone No. email 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill, America Is teetering toward tyranny. A mandate requiring all individuals to purchase health insurance is an unprecedented form of federal action. 
A legal chalJenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our s.ystem of government. 
At least fifteen states are instituting legal action to challenge the constitutionallty of the health care reform bill. Alaska should take its place in this list of States and join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action 10 repeal the Health Care Bill. 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill, America is teetering toward tyranny, A mandate requiring all individuals to purchase health insurance is an unprecedented form of federal action. 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 

Alleast fifteen states are instituting legill action to challenge the constitutionality of the health care fe-form bill. Alaska should take its place in thIs list of States and JOin in the legal fight. 
By signing this pethion you are demanding the Governor and Attorney General join in the legal action to repeal the Health Cafe Bill. 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage- of the Health Care Reform Bill, America is teetering toward tyranny. A mandate requiring all indIviduals to purchase health in'iurance is an unprecedented form of federal action. 
A legal challenge by the States appear~ to be the only hope of protecting the American people from this unprecedented attack on our system 01 government. 
At least fiheen states are instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place in this list of States and join in the legal fight. 
By signing this petition \l01J are demanding the Governor and Attorney General join in the legal action to repeal the Health Care 8i11. 

Print Name Signature Address Phone No. email 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Heatth Care Reform Bill, America is teetering toward tyranny. A mandate requiring all individuals to purchase health Insurance is an unprecedented form of federal action. 
A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 

At least fifteen dates are instituting legal action to challenge the constitutionalitv of the health care reform bill. Alaska should take its place in this list of States and join in the legal fjght. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Cafe 8i11. 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill, America is teetering toward tyranny. A mandate requiring all Individuals to purchase health insurance is an unprecedented form of federal action 
A legal chal/enge bV the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. • 
At least fifteen states are Instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take Its place In this list of States and join In the legal fight. 
By signing this petitIon you are demanding the Governor and Attorney General join in the legal action to repeal the Health Cafe Bill. 
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Return to: Conservative Patriots Group, Inc. 1830 E. Parks Hwy. A-113 #535, Wasilla, AK 99654 PH: 907-354-8360 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform 8111, America Is teetering toward tyranny. A mandate requiring all Individuals to purchase health Insurance Is an unprecedented form of federal action 

A legal challenge by the States appears to be the only hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are Instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take Its place In this list of States and join in the legal fight. 
BV signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health eare 8i11. 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passagE! of the Health Care Reform 8111, America Is teetering toward tyranny. A mandate requiring all Individuals to purchase health Insurance Is an unprecedented form of federal action 
A legal challenge by the States appears to be the only hope of protecting the AmeriCAn people from this unprecedented attack on our system of government. 
At least fifteen states are instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place In this list of States and Join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join In the legal action to repeal the Health Care 8i11. 

Print Name Signature Address • Phone No. email 
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Return to: Conservative Patriots Group. Inc. 1830 E. Parks Hwy. A·113 #535, Wasilla, AK 99654 PH: 907-354·8360 
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PETITION DEMANDING ALASKA JOIN IN LEGAL ACTION TO REPEAL HEALTH CARE BILL 
With the passage of the Health Care Reform Bill. America is teetering toward tyranny, A mandate requiring all indJviduals to purchase health insurance Is an unprecedented form of fedenl action 
A legal challenge by the States appears to be the onlv hope of protecting the American people from this unprecedented attack on our system of government. 
At least fifteen states are Instituting legal action to challenge the constitutionality of the health care reform bill. Alaska should take its place in this list of States and join in the legal fight. 
By signing this petition you are demanding the Governor and Attorney General join in the legal action to repeal the Health Care Bill, 
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CS FOR HOUSE JOINT RESOLUTION NO. 10(HSS) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

Offered: 
Referred: 

26-LS0313\P 

Sponsor(s): REPRESENTATIVES GUTTENBERG, Kawasaki, Salmon, Kerttula, Gruenberg, Cissna, Lynn 

A RESOLUTION 

1 Urging the United States Congress to improve health care for veterans. 

2 BE IT RESOLVED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

3 WHEREAS the Veterans Health Administration in the United States Department of 

4 Veterans Affairs, the gateway to veterans' health care, is backlogged because of inadequate 

5 resources; and 

6 WHEREAS the Partnership for Veterans Health Care Budget Reform is composed of 

7 the American Legion, AMVETS, Blinded Veterans Association, Disabled American 

8 Veterans, Jewish War Veterans, Military Order of the Purple Heart, Paralyzed Veterans of 

9 America, Veterans of Foreign Wars, and Vietnam Veterans of America; and 

10 WHEREAS the Partnership for Veterans Health Care Budget Reform has found the 

II current funding mechanism for veterans' health care to be unreliable and vulnerable to 

12 political posturing, cost cutting, and budget gimmickry; and 

13 WHEREAS the number of veterans increases every day as members of the military 

14 return from overseas and re-enter civilian life; and 

IS WHEREAS the medical needs of returning veterans, especially those suffering from 

16 traumatic brain injury, post-traumatic stress syndrome, and other combat-related 

-1- C8HJR 10(888) 
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1 psychological injuries, must be met; and 

2 WHEREAS the Veterans Affairs Healthcare System facility in Anchorage, the 

3 Veterans Affairs Community-based Outpatient Clinics at Fort Wainwright and in Kenai, and 

4 the soon to open facilities in the Matanuska-Susitna Borough, Juneau, and Homer provide 

5 outpatient services for Alaska's veterans; and 

6 WHEREAS the Veterans Health Care Budget Reform and Transparency Act of 2009, 

7 introduced in the III th Congress, allows for a two-fiscal-year budget authority for veterans' 

8 health care programs and requires the Comptroller General of the United States to conduct a 

9 study on the adequacy and accuracy of baseline model projections for veterans' health care 

10 expenditures of the United States Department of Veterans Affairs; and 

11 WHEREAS the Partnership for Veterans Health Care Budget Reform endorses the 

12 Veterans Health Care Budget Reform and Transparency Act of2009; 

13 WHEREAS veterans of the United States-led wars in Afghanistan and Iraq are 

14 entitled to five years of health care without charge from the United States Department of 

15 Veterans Affairs regardless of the priority group to which they are assigned, but are 

16 reimbursed for the cost of traveling to access that care only if they meet the eligibility criteria 

17 in the travel regulations of the United States Department of Veterans Affairs; and 

18 WHEREAS United States Senator Lisa Murkowski conducted a hearing under the 

19 auspices of the Senate Committee on Indian Affairs in November 2007 which established that 

20 veterans of the wars in Afghanistan and Iraq who live in rural Alaska have limited, or no 

21 access to their earned United States Department of Veterans Affairs health benefits and that 

22 the Alaska Native health system and Community Health Centers, which are severely under 

23 funded, are providing care to these veterans without reimbursement from the United States 

24 Department of Veterans Affairs at the expense of the Native health system's and Community 

25 Health Centers' primary missions; and 

26 WHEREAS the Secretary of Veterans Affairs "CARES Decision" states, "Medical 

27 care is a key component of the benefits and services enacted by Congress in recognition of the 

28 service, and sometimes the sacrifice, of the men and women whose military service preserved 

29 and protected America's freedoms."; and 

30 WHEREAS in written testimony to the United States House Committee on Veterans 

31 Affairs, Andy Behrman, Rural Health Policy chair of the National Rural Health Association, 

CSHJR 10(OSS) -2-
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I asserted that "The disproportionate numbers of rural Americans serving in the military has 

2 created a disproportionate need for veterans' care in rural areas and yet rural areas are less 

3 likely to have VA services available to them," that "time and distance prevent many rural 

4 veterans from getting their healthcare benefits through a VHA facility," and that other 

5 approaches are "readily available in the V A system and in the rural health landscape that 

6 could improve this situation"; and 

7 WHEREAS the written testimony of the National Rural Health Association also 

8 stresses the problem that "Federally Qualified Community Health Centers (CHCs) serve 

9 millions of rural Americans, but most veterans cannot ~se their V A health benefits to receive 

10 care at these CHCs" because a "national policy advocating VHA-CHC collaboration has not 

II emerged in an effective way"; and 

12 WHEREAS the written testimony of the National Rural Health Association 

13 emphasizes that a "limited number of collaborations between the VHA and CHCs already 

14 exist and have proven to be prudent and cost-effective solutions to serving eligible veterans in 

15 remote areas" and that this "model of collaboration between VHA and CHCs might do well in 

16 other rural states and with other rural· providers and systems of care and should be 

17 implemented further"; and 

18 WHEREAS a report written by David R. Selig, Chief Executive Officer of the 

19 Community Care Network of Virginia, provides a concrete proposal of collaboration between 

20 community health centers and the United States Department of Veterans Affairs by 

21 suggesting that community health centers "serve as a vehicle for increasing access to primary 

22 care for Veterans" and presents a model where community health centers "function as a 

23 Community Based Outpatient Clinics (CBOCs) as defined by the Department of Veterans 

24 Affairs"; and 

25 WHEREAS the existing Community Health Centers and tribal health organizations 

26 infrastructure in Alaska should be used to its full potential to provide access to cost-effective, 

27 quality care for Alaska Veterans whether through a Community Based Outpatient Clinic 

28 arrangement, a network arrangement, or individual arrangements with individual Community 

29 Health Centers or tribal clinics; and 

30 WHEREAS Community Health Centers and tribal health organizations provide 

31 comprehensive primary care and mental health and substance abuse services to medically 

-3- CSHJR 10(HSS) 
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1 underserved areas and populations, including veterans who do not reside near a VA health 

2 care facility; 

3 BE IT RESOLVED that the Alaska State Legislature urges the United States 

4 Congress to provide adequate funding and resources to enable the Veterans Health 

5 Administration to properly care for the health care needs of all veterans by adopting a method 

6 similar to that proposed in the Veterans Health Care Budget Reform and Transparency Act of 

7 2009; and be it 

8 FURTHER RESOLVED that the Alaska State Legislature urges the United States 

9 Congress to provide the United States Department of Veterans Affairs with sufficient, timely, 

10 and predictable funding for veterans' health care programs; and be it 

11 FURTHER RESOLVED that the Alaska State Legislature urges the United States 

12 Congress to ensure that health care services follow veterans to where they live and work so 

13 that veterans are not obligated to search for the veterans' services to which they are entitled; 

14 and be it 

15 FURTHER RESOLVED that the· Alaska State Legislature urges the United States 

16 Congress to increase funding for research into traumatic brain injuries; and be it 

17 FURTHER RESOLVED that the Alaska State Legislature urges the United States 

18 Congress to encourage the Veterans Health Administration to improve its electronic claims 

19 filing process and its ability to use information contained in military records; and be it 

20 FURTHER RESOLVED that the Alaska State Legislature supports federal and state 

21 funding and other efforts to ensure that veterans across the state have access to quality health 

22 care at Community Health Centers, community mental health centers, substance abuse 

23 treatment centers, tribal health organizations, and other appropriate local providers in the 

24 outlying areas where the United States Veterans Administration does not have clinics. 

25 COPIES of this resolution shall be sent to the Honorable Barack Obama, President of 

26 the United States; the Honorable Joseph R. Biden, Jr., Vice-President of the United States and 

27 President of the U.S. Senate; the Honorable Robert C. Byrd, President Pro Tempore of the 

28 U.S. Senate; the Honorable Nancy Pelosi, Speaker of the U.S. House of Representatives; the 

29 Honorable Daniel Akaka, Chair of the U.S. Senate Committee on Veterans' Affairs; the 

30 Honorable Bob Filner, Chair of the U.S. House Committee on Veterans' Affairs; the 

31 Honorable Eric K. Shinseki, United States Secretary of Veterans Affairs; the Honorable 

CSHJR 10(HSS) -4-
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I Michael B. Donley, United States Secretary of the Air Force; the Honorable Pete Geren, 

2 United States Secretary of the Army; and the Honorable Lisa Murkowski and the Honorable 

3 Mark Begich, U.S. Senators, and the Honorable Don Young, U.S. Representative, members of 

4 the Alaska delegation in Congress. 

-5- CSHJR 10(llSS) 
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To: 

Vistrict 8 

MEMO 

eller, Co-Chair 
'I1tfll~~ron, Co-Chair 

IS ·ces Committee 

From: Representative 

Date: -March 2, 2009 

Re: Hearing request for CS HJR 10, resolution urging the United States Congress to improve 
health care for veterans. 

I respectfully request that CS HJR lObe scheduled for a hearing in the House Health and Social 
Services Committee at your earliest Convenience. 

Included you will find: 
• The current version of CS HJR 10 
• Sponsor statement 
• Letters of support 

I look forward to discussing the merits of this resolution in the House Health and Social Services 
Committee. My staff, Chris Reid, is assigned to this legislation if there are any questions, 465-
4457. Any additional materials we wish to place before the committee will be submitted no later 
than 24 hours prior to the scheduled hearing. 

5lmferson • Cantwe[[· cfzena • 'Denail Par/(' 'Ester· Ijeist • ljoldStream • Jfea!y • Pi/(g 
'UniVersity Campus· 'University Jfiffs • 'University 'West 
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ALASKA STATE LEGISLATURE 

Sponsor Statement 
SESSION. 
Alaska State Capitol, Room 418 
Juneau, AK 9980 I 
(907) 4654457 Office 
(907) 465-3519 Fax 
(800) 928-4457 Toll Free 

Representative David Guttenberg 

INTERIM: 
1292 Sadler Way, Suite 304 

Fairbanks, AK 99701 
Office (907) 456·8172 

Fax (907) 456-2490 

"A Resolution urging the United States Congress to improve health care for veterans" 

The United States government has a responsibility to all veterans for their service to our 
state and nation. HJR- 10 urges the United State Congress to live up to that responsibility by 
providing veterans with adequate and improved health care. Alaska has the highest per capita 
population of veterans in the nation. 

The Partnership for Veterans Health Care Budget Reform (a non profit whose mission is 
to support sufficient, timely and predictable funding for veteran health care) has found the 
current funding mechanism for veterans' health care to be unreliable and vulnerable to political 
posturing, cost cutting, and budget gimmickry. Our veterans deserve better than that. Along with 
the increasing number of veterans is the increasing number of traumatic brain injury and combat­
related psychological injuries. 

, - - Without a 'streamlined and comprehensive health care system, veterans are being denied -
the health care they are entitled to. This house joint resolution sceks to establish the voice of the 
26th Alaska State Legislature in favor of better health care reform for all veterans. 

Representative.David.Guttenberg@legis.state.ak.us 
http://guttenberg.akdemocrats.org 



FISCAL NOTE 

STATE OF AI.ASKA Fiscal Note Number: 

2009 LEGISI.ATIVE SESSION Bill Version: CSHJR 10(MLV) 

(H) Publish Date: 2/25/2009 
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Title CSHJR 10 VETERANS' HEALTH CARE RDU 

------~~~~~~~~~~~~~~~-----Component---------------

Representative David Guttenberg Sponsor 
Requester _____ ~M~i~tit~ary~a~n~d~V~e~te~r~a~ns~'~A~ff=a~irs~C=o~m~m~il~te~e'--____ ComponentNumber 

Expenditures/Revenues 

Note' Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required 

OPERATING EXPENDITURES FY 2010 FY 2010 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 

'CAPITAL EXPENDITURES 

(CHANGE IN REVENUES ) 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF IProgram Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I 
Full,Ume 
Part-time 
Temporary 

ANALYSIS: (Attach a separate pago " necessary) 

0.0 , 
I 

0.0 

Prepared by: House Military and Veterans' Affairs Committee 
DiviSion 

Approved by: Represtative Can Gatto 
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0.0 

, 

(Thousands of Dollars) 

Information 

FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
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( I I J 

(Thousands of Dollars). 

0.0 0.0 0.0 0.0 0.0 
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Date/Time------------

Dale 2/24/2009 
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Alaska Commission on Aging 

February 23, 2009 

The Honorable Carl Gatto 
House Military and Veterans' Affairs 
Alaska State Capitol, Room 108 
Juneau, Alaska 99801-1182 

Subject: Support for HJR 10 

Dear Chair Gatto: 

/ SARAH PALIN, GOVERNOR 

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

The Alaska Commission on Aging (ACoA) encourages support for HJR 10 sponsored by Representative 
Guttenberg, Representative Kawasaki, Representative Salmon, Representative Kerttula, Representative 
Gruenberg, and Representative Cissna that encourages the United States Congress to improve health care 
and access for veterans, ACoA supports this resolution and its intent for Congress to provide sufficient, timely, 
and stable funding for veterans' health programs and to improve service delivery, 

Health care is a key benefit of the services provided to persons who served in the armed forces, The number 
of veterans returning from military duty, in addition to veterans who are aging, is increasing along with the 
associated health care expenses, Although Alaska has the highest per capita population of veterans in the 
nation, our state remains as one of three states in the nation without a veterans' hospital that provides acute 
care inpatient services, ' 

Moreover, Alaskan veterans come from all areas of the state, Veteran clinic facilities are located only in 
Anchorage, Fairbanks, Juneau, and Kenai. If a veteran lives outside of these areas and his/her medical 
condition is not 51 % or more service-related, that individual is responsible for paying their own travel 
expenses, The Commission on Aging supports the Resolution's recommendation of a speCial "Heroes Health 
Card" to provide veterans access to health care in communities where they live, including those without 
veteran clinic facilities, by coordinating care provided by local medical providers and community health care 
facilities with care provided by military doctors and medical facilities, 

ACoA supports HJR 10 and believes that veterans who served our country deserve decent health care, It is 
our responsibility and obligation to provide quality and accessible health care for veterans who joined the 
armed forces to serve and protect our nation, Please feel free to contact Denise Daniello, ACoA's executive 
director (465-4879), should you have any questions regarding our position, Thank you for your consideration, 

Sin~ ,.../~ 
~~-t?/...£. 

Sharon Howerton-Clarll 
Chair, Alaska Commission on Aging 

Cc: 

3942 

Representative Harris 
Representative Olson 
Representative Such 

Sjncerely,---~, ' . 
( \ // 

, 31,11--" V(J?&Jty 
Oenise Daniello, 
ACoA Executive Director 

Representative Lynn 
Representative Ramras 
Representative Kawasaki 
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DEPT. OF HEALTH AND SOCIAL SERVICES 
ADVISORY BOARD ON ALCOHOLISM AND DRUG ABUSE 

and ALASKA MENTAL HEALTH BOARD 

Representative David Guttenberg 
Alaska State Capitol, Room 418 
Juneau, Alaska 99801 

February 10, 2009 

/ 
/ 

Re: Support for HJR 10 

Representati ve Guttenberg: 

SARAH PALIN, GOVERNOR 

P.O. BOX 110608 
431 N. Franklin Street, Suite 200 
JUNEAU, ALASKA 99811-0608 
PHONE: (907) 465-8920 
FAX: (907) 465-4410 
TOLL FREE: (888) 464-8920 

The Advisory Board on Alcohol and Drug Abuse and the Alaska Mental Health Board 
appreciate your recognition of our nation's responsibility to our returning veterans and military service 
members. We support HJR 10 calling for a comprehensive national response to our service members' 
health care needs and offer our assistance in helping to pass this important resolution. 

We respectfully recommend the inclusion of a specific provision to address the behavioral 
health needs of veterans and returning service members. We also recommend specifically including 
tribal health organizations as an important resource in the coordination of care for returning service 
members, since many Alaskan veterans return to rural communities served exclusively by tribal health 
organizations. We also would strongly recommend that any expansion of veterans' health care services 
be carefully constructed so as not to result in a reduction of services already being provided to veterans 
with service-connected disabilities. 

We respectfully offer the following language to be considered as a possible amendment to the 
resolution: 

27 FURTHER RESOLVED that the Alaska State Legislature encourages the United 
28 States Department of Veterans Affairs to create a special health pass or "heroes health card" 
29 to provide veterans with health care in local communities by coordinating care provided by 
30 local doctors, [and] community health care facilities, community mental health centers and 
31 substance abuse trcatment centers, and tribal health organizations with care provided by 
32 military doctors and medical facilities. 

We appreciate your advocacy on behalf of our military service members and look forward to 
working with you on this issue. 

Sincerely, 

I.onnie Walters, Chair 
ABADA 

Debi Keith. Chair 
AMHB 



Chris Reid 

From: 
Sent: 
To: 
Subject: 

Thomas E. Kopaceski 

99687-1116 

k8819tejk@netscape.net 
Friday, February 13, 2009 5:53 AM 
Chris Reid 
Leeter of Agreement 

February 13, 2009 P. O. Box 871115 Wasilla, Ak. 

Dear Representative David Guttenberg, 

Since I am a Viet Nam veteran, I have reviewed HJRIO Resolution. I am in total support of 
HJH10. 

Sincerely, 

Thomas E. Kopaceski 
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Alaska Commission on Aging 
March 4, 2009 

The Honorable Bob Herron 
The Honorable Wes Keller 
House Health and Social Services 
Alaska State Capitol, Rooms 415 and 13 
Juneau, Alaska 99801-1182 

Subject; Support for CSHJR 10 (MLV) 

Dear Chair Herron and Chair Keller: 

SARAH PAUN, GOVERNOR 

P.O. BOX 110693 
JUNEAU, ALASKA 99811-0693 
PHONE: (907) 465-3260 
FAX: (907) 465-1398 

The Alaska Commission on Aging (ACOA) supports CSHJR 10 sponsored by Representative Guttenberg, 
RepresentatIve Kawasaki, Representative Salmon, Representative Kerttula, Representative Gruenberg, 
Representative Lynn, and Representative Cissna. ACoA concurs with this resolution and Its petillon to 
Congress to Improve heaHh care and access for veterans by providing sufficient, timely, and stable funding for 
their health programs and enhanced service delivery. 

Health care Is a key benefit of the services provided to persons who served in the armed forces. The number 
of veterans ratumlng from military duty, In addHlon to veterans who are agIng, is increasing along with the 
associated health care expenses. 

Alaskan veterans come from ali areas of the state. Veteran clinic facilities are located only In Anchorage, 
Fairbanks, Juneau, and Kenai. If a veteran lives outside of these areas and his/her medical condition is not 
51 % or more service-related, that individual is responsible for paying their own travel expenses. The 
Commission on Aging supports the Resolution's recommendation of a special "Heroes Health Card" to provide 
veterans access to quality health care in communities where they live, including those without veteren clinic 
facilities, by coordinating care provided by local medical provIders, community health care facilities, mental 
health centers, substance abuse treatment centers, tribal health organizations, and other appropriate providers 
with care provided by military doctors and medical facilities. In addition, ACoA supports the Resolution's 
request for Congress to Increase funding for research into traumatic brein injuries and to Improve Its electroniC 
claims filing process. 

ACoA supports CSHJR 10 and believes that veterans who served our country deserve decent health care 
where they live. It Is our responsibility and obligation to provide quality and accessible health care for veterans 
who Joined the armed forces to serve and protect our nation. Please feel free to contact Denise Daniello, 
ACoA's executive director (465-4879). should you have any questions regarding our position. Thank you for 
your consIderation. 

SincerejY<J ,-,(k-.c.. 
·~~~·'-'&;&Y-iCo""j!!..o' - ; 

Sharon Howerton-Clark 
ChaIr, Alaska Commission on Aging 

Cc: Representative Coghill 
Representative Seaton 
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(J;W~ 
Denise DaniellO, 
ACoA Executive Director 

Representative Lynn 
Representative Cissna 

Representative Holmes 



Alaska Primary Care Association 
·· ... uncompromising in the pursuit of access to primary care for all Alaskans," 

Honorable Carl Gatto, Chair 
Housc Military and V cterans Affairs Committee 
State Capitol, Room 108 
Juneau, Alaska 99801 

February 24, 2009 

Re: Support of HJR 10 Veterans' Health Care 

Dear (H)MVA Chair, Representative Gatto, 

The Alaska Primary Care Association (APCA) works to promote primary care access for all Alaskans and is 
strongly in support of HJR 10 Veterans' Health Care. Many of the veterans in Alaska reside in medically 
undcrserved areas; with the current funding levels and criteria for V A sponsored health care, many of our 
Alaskan veterans do not have adequate primary care access. When the medical condition is not service-related 
and does not exceed a certain degree of disability, these veterans in outlying areas have primarily three choices: 
I) cover their own expenses to fly in to Anchorage or Fairbanks to access V A care; 2) go without care; or 3) 
access services at a non-VA clinic, very likely to be one of the 141 COl11l11unity Health Center (CHC) sites in the 
state. 

For those veterans who opt for the third choice above, often, the CHC does not receive reimbursement because 
the veteran did not file the necessary paperwork in advance. The CHC typically eats the cost. The APCA is 
working at this time with the Alaska V A Health Care System to increase access for all the veterans who live in 
areas outside of the vicinity of the V A clinics, including all the veterans who have gone without but need care 
and all those who have had limited care because of the cost of travel. 

It is very important that Congress adequately fund V A health care so that veterans from every comer of Alaska 
have appropriate access - all veterans, those returning from the current conflict with pressing issues as well as 
those who served previously and arc experiencing increasing health care needs as they age. The APCA urges 
congress to utilize the CHC infrastructure across Alaska rather than duplicate services by establishing new V A 
clinics where there is already a CHC. 

The Alaska Primary Care adamantly supports HJR 10 and appreciates the Alaska State Legislature working to 
promote health care acceSs for veterans throughout the state by passing this important resolution in order to 
communicate this priority to the U.S. Congress. 

Supporting health care for Alaska's veterans, 

Regan Mattingly 
State Affairs Coordinator 

Alaska Primary Care Association 
903 W Ncrthcrn Lights Blvd, SUite 200 

394 6 Ancno,age, AK 99503 

Shelley S. Hughes 
Govenlmcnt Affairs Director 

Marilyn Kasmar 
Executive Director 

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

www.alaskapca.org 



3947 

~~&~~ (6)~ &~£~~& I 
DEPT. OF HEALTH AND SOCIAL SERVICES I 

ADVISORY BOARD ON ALCOHOLISM AND DRUG ABUSE 
and ALASKA MENTAL HEALTH BOARD 

Representative David Guttenberg 
Alaska State Capitol, Room 418 
Juneau, Alaska 99801 

Representative Guttenberg: 

March 6, 2009 

Re: Support for CSHJR 10 

SARAH PALIN, GOVERNOR 

PO. BOX 110608 
431 N. Franklin Stieet, Suita 200 
JUNEAU, ALASKA 99811-0608 
PHONE: (907) 465-8920 
FAX: (907) 465-4410 
TOLL FREE: (888) 464-8920 

The Advisory Board on Alcohol and Drug Abuse and the Alaska Mental Health Board 
appreciate your recognition of our nation's responsibility to our returning veterans and military service 
members. We support CSHJR 10 calling for a comprehensive response to our service members' health 
care needs, including the behavioral health needs of veterans and returning service members. 

We support expanded cooperation between the _ Veteran's Administration and Alaska's_ 
community health care providers to increase access for returning veterans with service-connected 
disabilities. Many veterans are returning to rural communities. The most effective and efficient way for 
them to access needed health care is through community mental health centers, substance abuse 
treatment centers, community health centers, and tribal health organizations. By expanding 
partnerships between the Veteran's Administration and local health care providers, we can insure that 
veterans with service-connected disabilities receive the health care they need as close to home as 
possible. 

We appreciate your advocacy on behalf of our military service members and look forward to 
continuing work with you on this issue. 

Sincerely, 

Lonnie Walters, Chair 
ABADA 

Debi Keith, Chair 
AMHB 
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Honorable Wes Keller, Co-Chair 
Honorable Bob Herron, Co-Chair 
House Health and Social Services Committee 
State Capitol 
Juneau, ·Alaska 99801 

March 6, 2009 

Re: Support of CSHJR 10 (MLV) Veterans' Health Care 

Dear (H)HSS Co-Chairs Keller and Herron and Members of the House Health & Social Services Committee, 

The Alaska Primary Care Association (APCA) works to promote primary care access for all Alaskans and is 
strongly in support of CSHJR 10 (MLV) Veterans' Health Care. Many of the veterans in Alaska reside in 
outlying areas where they are unable to access VA health care facilities. When their medical conditions are 
not service-related and do not meet certain criteria, these veterans in outlying areas have three choices: 1) 
cover their own expenses to travel to access VA care; 2) go without care; or 3) access services at a non-VA 
clinic, very likely to be one of the 141 Community Health Center (CHC) sites in the state. 

For those veterans who opt for the third choice above, often, the CHC does not receive reimbursement 
because the veteran did not file the necessary paperwork in advance. The CHC typically eats the cost 
Although the APCA has been working with the Alaska VA Health Care System to increase access for all the 
veterans who live outside the vicinity of the VA clinics, little progress has been made due to federal barriers 
within the VA system. Currently, veterans cannot readily use their VA health benefits to receive care at 
CHCs because a national policy advocating VA-CHC collaboration has not emerged in an effective way. 
CSHJR 10 (MLV) would encourage such collaboration. 

The APCA urges the VA system to utilize the CHC infrastructure across Alaska rather than duplicate services 
by establishing new VA clinics where CHCs already exist. CHCs are well-positioned to provide access to 
cost-effective, quality care for Alaska's veterans whether through a CBOC arrangement, a network 
arrangement, or individual arrangements with individual CHCs 

Lastly, it is very important that Congress adequately fund VA health care so that veterans from every corner 
of Alaska have access - all veterans, those returning from the current conflict with pressing issues as well as 
those who served previously and have increasing health care needs as they age. 

The Alaska Primary Care adamantly supports CSHJR 10 (MLV) Veterans' Health Care and appreciates the 
Alaska State Legislature working to promote health care access for veterans throughout the state by 
passing this important resolution in order to communicate this priority to the U.s. Congress. 

Supporting health care for Alaska's veterans, 

Shelley S. Hughes 
Government Affairs Director 

Phone 907 929 "} In Fa~ 90/·92~·2134 

SUlk ,00 Anchor. 
AK Primary Care 
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Alaska Primary Care Association 
Board of Directors 

RESOLUTION 2009-10 

Veteran Access to Health Care (State and Federal) 

WHEREAS the mission of the Alaska Primary Care Association is to improve access to primary 

care for all Alaskans by supporting Community Health Centers (CHCs) and safety net providers 

throughout the state; and 

WHEREAS CHCs provide comprehensive primary care services to medically underserved areas 

and populations including but not limited to uninsured and underinsured individuals, low 
income families, Veterans, seniors, seasonal workers, non-English speaking individuals; and 

WHEREAS a National Rural Health Association (NRHA) Written Testimony by Andy Behrman, 

NRHA Rural Health Policy Board Chair, prepared for the Health Subcommittee of the House 
Committee on Veteran's Affairs, asserts, "The disproportionate number of rural Americans 

serving in the military has created a disproportionate need for veteran's care in rural areas and 
yet rural areas are less likely to have VA services available to them;"l and 

WHEREAS the above mentioned written testimony states that "time and distance prevent 

many rural veterans from getting their healthcare benefits through a VHA facility" and that 
approaches, including CHCs, are "readily available in the VA system and in the rural health 

landscape that could improve this situation;'" and 

WHEREAS the written testimony also stresses the problem that "Federally Qualified Community 

Health Centers (CHCs) serve millions of rural Americans, but most veterans cannot use their VA 

health benefits to receive care at these CHCs" because a "national policy advocating VHA-CHC 
collaboration has not emerged in an effective way;"J and 

WHEREAS the NRHA written testimony emphasizes that a "limited number of collaborations 

between the VHA and CHCs already exist and hJve proven to be prudent and cost-effective 

solutions to serving eligible veterans in remote areas" and that this "model of collaboration 

between VHA and CHCs might do well in other rural states and with other rural providers and 

systems of care and should be implemented further;'" and 

WHEREAS a report written by OJ'/id R. Selig, Chief Executive Officer of the Community Care 

NL'tworr. of 'Iireinia. provides a concrete proposal of w/laboration bet,'Jcen CHCs dnd the '1;\ by 

·.'--Ji~H'--";tipg th~Jf (Hes "SC'(IJC as J vehicle for inue.]sing .lCCCS5 to primdr',' Glr(, for '/etcr.lns" ,Ind 
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Military Order of the 

ffwtpfe 
Department of Alaska 

Date: March 6, 2009 

The Honorable Carl Gatto 
House Military and Veterans Affairs 
Alaska State Capitol, Room 108 
Juneau, AK 99801·1182 

Subject: Support for HRJ 10. 

Dear Chairman Gatto, and other sponsors/supporters of HJR 10. 

The MOPH, Department of Alaska, Is In full support of HJR 10 and its Intent to provide the 
best health care available to our veterans. Those who answered the call to defend our 
country have fully earned the right to have the country be there for them In their time of 
need. 

As the current military conflict continues there wiU be an ongoing need to care for those 
who will stand among others who served previously. It Is only fair for our nation to 
provide the care and assistance that our veterans have rightfully earned. Reasonable 
access to that health care Is equally Important, especially to those who suffer the most 
and often need special assistance just to get to the location providing that health care. 
While many veterans are fortunate to be able to drive to and walk to the point of health 
care assistance, it Is Important to not forget about those who need wheel chairs or other 
special assistance. The need to reach out to provide adequate care can be stated like 
this "LET NO VETERAN BE LE" BEHIND" and that responsibility falls on the system 
charged with providing the health care that has already been paid for by our nations 
veterans. 

HRJ 10 Is a commendable approach In proving that Alaska truly cares about its veteran 
population. As such HRJ 10 has the support of the MOPH, Department of Alaska • 

.-€...&:de& 
Ron Siebels 
MOPH, Department Commander, Alaska 

3950 
MOPH Alaska 
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Jill Hodges 
Alaska Brain Injury Network 
3745 Community Park Loop #140 
Anchorage, Alaska 99501 
March 6, 2009 

Representative David Guttenburg 
Alaska State Legislature 
State Capitol Building 
Juneau, Alaska 99801 

Dear Representative Guttenberg: 

f~ ~~~~njury 
~ network 

Thank you for your continued concern for returning service members in Alaska, as well as 
traumatic brain injury research. The Alaska Brain Injury Network supports HJR 10 - Veterans 
Health Care. 

The Alaska Brain Injury Network is a non-profit SOl (c) 3 whose mission is to educate, plan, 
coordinate, and advocate for a comprehensive service delivery system for survivors of traumatic 
brain injury and their families. 

ABIN supports the need for traumatic brain injury research; yet also requests the committees 
take into consideration equal access to rehabilitation and ongoing support programs for all 
Alaskans with cognitive disabilities. 

Recent studies show at least 20% of service members will return from war with a traumatic brain 
injury. Additionally, there are 800 Alaskans each year hospitalized for more than 24 hours with a 
moderate to severe traumatic brain injury (Alaska Trauma Registry). There is an estimated 3000 
Alaskans that visit the Emergency Department each year (CDC). Falls, motor vehicle crashes, 
assault, A TV/Snowmachine and bicycle crashes are the leading causes of traumatic brain injury in 
Alaska. The Alaska Brain Injury Network, "10 Year Plan for TBI in Alaska" highlights the many 
recommendations needed to provide information and referral, case management, acute and post­
acute rehabilitation, educational supports, vocational supports, and long-term care to all Alaskans 
with brain injuries. (http://www.alaskabraininjury.orgldocuments akbrainllO%20Year''1020TBI%20Plan.pdf) 

It is important to understand brain injury affects Civilians and Military Members alike. The health 
care issue is a matter of access, as well as availability of services locally and payment for those 
serves. Currently the Alaska V A Health Systems and the Department of Defense, 3rd Medical 
Unit are developing TBI clinics, polytrauma clinics and brain injury rehabilitation and ongoing 
support services which will benefit both active duty and veterans; however these programs are 
being built with little coordination among the state and community providers. At the same time 
Alaska community providers are planning the development of brain injury residential programs 
because currently there are civilians who are not receiving the care they need to recover andlor 

I 
AK Brain Injury Network 
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best iearn to iive with their cognitive disability. Alaska does not have the workforce to operate 
three separate brain injury service delivery systems (including the Tribal system). 

ABIN Activities Promoting Coordination among Military, State, Tribal, and Community 
ABIN has been meeting with military partners since October 2007 for the purposes of 
determining the impact of returning service members with brain injuries and the impact it will 
have on state and community providers and resources. Participants have included 3rd medical 
unit, Elmendorf, TBI Clinic; Alaska VA Health Systems Polytrauma and Neuropsychology 
program; National Guard; Service and Family Assistance Center-Warrior Transition Battalion; 
Marines; Vet Center representatives; and Alaska Federal Health Care Partnership. We have 
learned that we can share outreach and awareness resources, but with program planning and 
implementation there has been little collaboration. 

Potential Challenges 
It is important to recognize how service members with brain injury may have challenges without 
the proper services and supports and are at risk for additional brain injuries. Highest rates of 
brain injury in civilians are among rural Alaskans and Alaska Natives. Many national 
guardsmen/women live in rural Alaska. A risk factor for a brain injury is history of brain injury; 
i.e. A national guardsperson is in an lED blast in Afghanistan. He/she returns to Alaska and may 
have challenges with balance, memory, attention, etc. He is riding his snowmachine and crashes, 
no helmet or maybe even with a helmet, he sustains an additional brain injury. There is potential 
for an influx of brain injuries in the next 5-20 years; a coordinated TBI prevention program and 
service delivery system would benefit all Alaskans. 

Recommendations 
The leadership and collaboration among State Government, Tribal Systems, Military and 
Veterans, and Community Providers is key to developing appropriate, timely, and 
coordinated brain injury services in Alaska. 

If we do not have the essential brain injury awareness and treatment in Alaska 
• Alaskans are at risk for bankruptcy, homelessness, divorce, or institutional care. 
• This impacts State and local behavioral health, corrections, and educational systems greatly. 

The Alaska Brain Injury Network encourages coordination in planning and implementation of 
brain injury programs in-state, as well as a state funding source to support the payment of brain 
injury rehabilitation and long-term care for both military and civilians. 

The Alaska Brain Injury Network supports HJR la-Veterans Health Care. We also support 
collaboration efforts in the planning and implementation of the services that are needed in both 
rural and urban Alaska to support veterans and civilians. 

Sincerely, 

Jill Hodges 

Page 2 of2 
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Juneau 
State Capitol Bldg., Rm. 513 
Juneau, AK 99801·1182 
Phone (907) 465·4976 
Fax (907) 465·3883 
Toll Free 866·465·4976 

Alaska State Legislature 

Representative Mike Kelly 
House District 7 

SPONSOR STATEMENT 

Fairbanks 
1292 Sadler Way, Ste 323 

Fairbanks, AK 99701 
Phone (907) 452·6084 

Fax (907) 452·6096 

Member 
House Finance Committee 

HJR 35 - HEAL THCARE FREEDOM ACT 

"Proposing amendments to the Constitution of the State of Alaska prohibiting passage of 
laws that interfere with direct payments for health care services and the right to purchase 

health care insurance from a privately owned company, and that compel a person to 
participate in a health care system." 

HJR 35 would give Alaskans the opportunity to vote on a Constitutional Amendment prohibiting 
the passage of laws that would force any person or employer to participate in a particular 
health care system or plan. Similar measures are under consideration in 35 states. 

The Health Care Freedom Act seeks to protect two essential rights. First, it would protect a 
person's right to participate or not in any health care system, and it would prohibit the 
government from imposing fines or penalties because of that person's decision. Second, it 
would protect the right of an individual to purchase - and the right of doctors to provide­
lawful medical services without government fines or penalties. HJR 35 would place these 
essential rights in the state constitution. 

Few Alaskans question the need for effective health care reform to improve access, quality and 
affordability while ensuring that personal health care is patient-driven. Advocates of a larger 
government role in regulating and providing health insurance and care support forcing 
individuals to join a government-approved health insurance plan, whether or not they want it, 
can afford it, or it best meets their personal needs. But the overwhelming majority of Alaskans 
oppose this mandate. 

If the federal government adopts nationalized health care and a significant block of states 
change their constitutions to protect their citizens, a legal clash may well be winnable for the 
states. This United States Supreme Court may just be in the mood to protect individual liberty 
and state sovereignty in such a private matter as personal health care. 

26-LSI063\R Page 1 2/9/2010 
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Juneau Fairbanks 

1292 Sadler Way, 5te 323 
Fairbanks, AK 99701 

Phone (907)452-6084 
Fax (907) 452-6096 

State Capitol Bldg., Rm. 513 

Juneau,AK 99801-1182 
Phone (907) 465-4976 
Fax (907) 465-3883 
Toll Free 866-465-4976 

Member 

House Finance Committee 
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DATE: February 8, 2010 

TO: Representative Kelly 

FROM: Derek Miller 

Representative Mike Kelly 
House District 7 

MEMORANDUM 

RE: Sectional Analysis for HJR 35 
(26-L51063\R) 

A sectional summary of a bill should not be considered an authoritative interpretation of the 
bill. 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. 
Proposes to amend Article 1, Section 15 of the State of Alaska Constitution by inserting (a) 
before the clause. 

Section 2. 
Proposes to amend Article 1, Section 15 of the State of Alaska Constitution by inserting a new 
section that would prohibit the passage of laws that prohibit a person or penalize a person for 
making direct payments to a health care provider for tendering health care services or prohibit 
or penalize the purchase of health care insurance from a privately owned health care insurance 
company. The section also prohibits the passage of laws that compel a person, employer, or 
health care provider to participate in a health care system or that penalizes a person, employer, 
or health care provider for declining to participate in a health care system. The section 
exempts a health care system that provides indemnity and medical benefits to injured workers. 

-----------
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Section 3. 

Places the amendments proposed by this resolution before the voters of the state at the next 
general election in conformity with Article 13, Section 1 of the Constitution of the State of 
Alaska and the election laws of the state. 
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Juneau 

State Capitol Bldg., Rm. 513 

Juneau, AK 99801-1182 
Phone (907)465-4976 

Fax (907) 465-3883 

Toll Free 866-465-4976 

DATE: February 15, 2010 

Alaska State legislature 

Representative Mike Kelly 
House District 7 

MEMORANDUM 

TO: Representative Mike Kelly 

FROM: Derek Miller 

RE: Answers to Questions @ 2/9/10 HESS Hearing 

Fairbanks 

1292 Sadler Way, Ste 323 
Fairbanks, AK 99701 

Phone (907)452-6084 
Fax (907) 452-6096 

Member 
House Finance Committee 

1) Does HJR 35 prevent the State of Alaska from initiating a new tier to the state retirement 
system? How would this constitutional amendment impact future changes to the current 
State of Alaska retirement system? 
This resolution does NOT prevent the State from initiating a new tier to the state retirement 
system. Changes can be made to the retirement system as long as those changes aren't a 
mandate on individuals or employers to purchase insurance. The state would also be 
prohibited from passing. laws that penalize or fine individuals or employers from choosing not 
to purchase coverage. 

2) Does this resolution prevent the federal government from making changes to Medicare, 
Tricare, Indian Health Services, etc ... ? 
This resolution does NOT preclude the federal government from doing anything. Individuals 
would still have the option to participate in the federal health insurance program. This act 
simply protects a person's right not to participate. 



3958 

3} How does this legislation address the problems the HESS committee has looked at? Example: 
Access, quality, affordability? Are there any fixes in the bill? 
HJR 35 prevents a one-size-fits-all universal coverage system. Alaska legislators must work on a 
targeted set of policy solutions to cover the uninsured and there are reforms that will advance 
this goal, along with HJR 35. 

4} Does this bind future legislatures from adopting the program the federal government comes 
up with? 
Yes, if that program includes mandating individuals and employers to purchase insurance or 
penalizes individuals for choosing not to purchase insurance. Individuals however, would still 
have the option to participate in the program. 

S} Does this amendment prevent the state from implementing a plan if it penalized employees 
and employers for not purchasing health insurance? 
Yes. 

Source: 

Christie Herrera 
Director, Health and Human Services Task Force 
American legislative Exchange Council 
1101 Vermont Avenue, N.W., 11th Floor 
Washington, D.C. 20005 
Direct: 202-742-8505 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: HJR35 
o Publish Date: 

~ld;;;e:;,n",ti",fie::;r"(",li:::le,-,n,,a::;m.;;:e:.l.);': ,:-H::;J'iR,;.-0",3",5,,-O"i0::,G::,.:-D~0::,Ec:-:=2,,-9;---,,1 O=:.=====-,.,.===,--_Dept. Affected: OOG 
Title Constitutional amendment prohibiting passage of laws that RDU Elections 

"'==,--_-"in"te::;rf.:;e"r=e::w.;;:it'6h,;:diiire=-ct'i7"p:;;a~ym.;;:;;e";nts;:;,:;lo:::r:",h"e:;a"lt",h",ca::;r"e"s:::e",rv",ic",e;;;s':;"ii;;;=:-_component .-'E"le"'c"ti"o"'ns"-________ _ 
Sponsor Reps. Kelly, Keller, P. Wilson, Gatto, Ramras, T. Wilson 
Requester ______ !..!H~ou~s':::e:cHc:e"'a::lt~h~&!.-"S"oc"'ia"'I'"'S:::e::.rv!!i::::ce::.:s~ _____ Component Number 21 

Expenditures/Revenues 
Note" Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required 

OPERATING EXPENDITURES FY 2011 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 0.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
100S GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 0.0 

Estimate of any current year (FY2010) cost: 

POSITIONS 

I
Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

FY 2011 

1.S 

1.5 

1.S 

1.5 

(Thousands of Dollars) 

Information 
FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 

0.0 0.0 0.0 0.0 0.0 

(Thousands 01 Dollars) 

0.0 0.0 0.0 0.0 0.0 

The passage of this resolution would require the constitutional amendment to appear on the 2010 general election ballot. 
The cost of providing information about the constitutional amendment in the Official Election Pamphlet, as required by AS 
15.58 is $1.5. Should the addition of this question require printing an 8-112 by 18 inch ballot. the cost will increase to 
$22.0. 

Prepared by: Gail Fenumiai, Director 
Division Division of ElecUons 

Approved by: Linda Perez, Director 
Division of Administrative Services 

(Revised 1011312009 OMS) 

Phone 46S-4611 
Datemme 2/9/10. 8:S3am 

Date 2/9/2010 

Page 1 of 1 
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AMERICAN LEG~IvE"It~GE COUNCIL 
V ~. I J I .J'-I 

To: 
From: 
Re: 
Date: 

ISSUE AI ERT 
Alaska ALEC Members 
ALEC's Health and Human Services Task Force 
Alaska House Joint Resolution 35 
Febrmuy 9,2010 

It has come to our attention that Alaska Joint Resolution 35 will be heard by the House Health and Social 
Services Committee today. HJR 35 would preserve in the Alaska Constitution the right of patients to make 
their own health care choices, and is modeled after ALEC's own Freedom of Choice in Health Care Act. In 
total, 36 states have either filed, pre filed, or have announced their intentions to file this legislation. 

ALEC applauds HJR 35 and urges all Alaska ALEC members to consider the following key points 
about this legislation: 

HJR 35 Ensures Access to Health Services-Without Waiting Lists 
Single-payer systems, like in Canada, make it illegal for citizens to go outside of the government's health 
care plan and contract for their own medical services. HJR 35 would make this fundamental provision of 
single-payer health care unconstitutional. Citizens should have the right to pay directly for health care 
services with their own money. When government controls the dollars, they make treatment decisions based 
on what is best for government, not what is best for the patient. 

HJR 35 Stops Health Mandates That Don't Work 
It is important for people to have health insurance coverage, but a government requirement to purchase 
health insurance is ineffective, bureaucratic, and costly. In Massachusetts, a state that has imposed an 
individual and employer mandate since 2006, more than 1/3 of the uninsured still don't have coverage; 
health insurance costs 40% more than in the rest of the country; it's harder for the newly-insured to see a 
doctor; and legislators expect a $2-4 billion shortfall over the next decade. 

An individual mandate would harm patients, and an employer mandate would threaten our fragile economy. 
HJR 35 would protect Alaska from these threats. 

HJR 35 May Help Shield Alaskans from a Federal Individual Mandate 
HJR 35 would render any state attempt to require an individual to purchase health insurance---or to forbid 
an individual from securing medical care outside of the required health care system-unconstitutional. HJR 
35 may also cause a federalism clash if Congress passes a law with either of these provisions. 

This is a legal battle that has been fought before and won before. ALEC recognizes that the Supremacy 
Clause renders federal law as the law of the land. However, states may provide stronger protection of 
individual freedoms than the U.S. Constitution allows, and the federal government has limited recourse in 
violating those protections. In the case of federal-state conflict, courts must balance the competing 
interests-and recent Supreme Court cases have upheld the power of states to protect individual freedoms. 

Thank you for your attention in this matter. Should you have any questions on HJR 35, please contact the 
director of ALEC's HHS Task Force, Christie Herrera, at 202-742-8505 or christie@alec.org 
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GoLDWATER 
N S T T U T £ 

The Health Care Freedom Act: 
Questions & Answers 

by Clint Bolick, Litigation Director, Goldwater Institute 

The Health Care Freedom Act will appear as a proposed constitutional amendment on 
Arizona's 20 I 0 election hallot. and similar measures are under consideration in more than 30 
other states. With the possihility that Congress will enact some sort (if national health insurance 
legislation. questions are heing raised ahoutthe scope (if the Health Care Freedom Act and its 
effect should a/ederal hill hecome law. In the/allowing pages. Clint Bolick. who helped to 
author the Health Care Freedom Act. answers frequently asked questions. 

Q: What is the Health Care Freedom Act? 

A: The Health Care Freedom Act is a proposed amendment to the Arizona Constitution 
that would preserve certain existing rights that individuals have regarding health care. It was 
initially proposed by two Arizona physicians, Dr. Eric Novack and Dr. Jeffrey Singer, with 
drafting assistance from the Goldwater Institute, The measure qualified as a voter initiative on 
the 2008 ballot, and despite a well-financed opposition campaign, it was defeated by less than 
one-half of I percent of the vote. Changes were made to address concerns raised by the 
opponents, and the Arizona Legislature voted to refer the revised version to the 20 I 0 ballot. 

The American Legislative Exchange Council adopted model legislation based on the 
Arizona measure, and activists and legislators in at least 35 additional states are pursuing 
constitutional amendments or statutes based on the Arizona model. 

Q: What are the key provisions? 

A: Although the precise language varies from state to state, the Health Care Freedom Act 
sceks to protect two essential rights. First, it protects a person's right to participate or not in any 
health care system, and prohibits the government from imposing fines or penalties on that 
person's decision. Second, it protects the right of individuals to purchase-and the right of 
doctors to provide-lawful medical services without government fine or penalty. The Health 
Care Freedom Act would place these essential rights in the state constitution (or, in some states, 
it would protect them by statute). 

• 
Goldwater Institute - WW\\'.goldwaterinstitute.org - (602) 462-5000 
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Q: What motivated the Health Care Freedom Act? 

A: No one questions the need for serious health care reform. However. the proponents of 
the Health Care Freedom Act believe that regardless of how such reform is fashioned. either at 
the state or federal level. the essential rights protected by the Health Care Freedom Act should be 
preserved. Many advocates of a larger government role in regulating or providing health 
insurance support a mandate that would compel individuals to join a government-approved 
health insurance plan. whether or not they can afford it and whether or not the system best fits 
their needs. In some countries in which government plays a large role in providing health 
insurance. medical services are rationed and individuals are prevented or discouraged from 
obtaining otherwise lawful medical services. Supporters of the Health Care Frcedom Act have a 
variety of perspectives on the form that health care reform should take. But they agree that no 
matter what legislation is passed, it should not take from Americans their precious right to 
control their own medical affairs. 

Q: By what authority can states pass the Health Care Freedom Act? 

A: It is well-established that the U.S. Constitution provides a baseline for the protection 
of individual rights, and that state constitutions may provide additional protections-and all of 
them do. For instance, some states provide greater protections of freedom of speech or due 
process rights. Because the Health Care Freedom Act offers greater protection than the federal 
constitution, states are allowed to enact it. 

Q: Does it matter whether the Health Care Freedom Act is passed as a statute or as a 
constitutional amendment? 

A: A state constitution is the organic law of the state. reflecting the most fundamental 
values shared by the citizens of the state. Moreover, a state constitutional amendment will ensure 
the state legislature can never infringe upon the protected rights. So a constitutional amendment 
is preferable. especially to protect against legislative tinkering. However, for purposes of a 
federalism defense against excessive federal legislation, it should not matter whether the people 
of the state have acted through their constitution or by statute. 

Q: Does the Health Care Freedom Act attempt to "nullify" federal health insurance 
legislation? 

A: Absolutely not. If federal legislation is enacted, individuals would still have the option 
to participate in federal health insurance programs. This act simply protects a person's right not 
to participate. 

• 
Goldwater Institute - www.goldwaterinstitute.org - (602) 462·5000 
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Q: To the extent that the Health Care Freedom Act conflicts with provisions of federal 
legislation, isn't the state law automatically preempted by the Supremacy Clause of the U.S. 
Constitution? 

A: No. In any clash between state and federal provisions, at least four federal 
constitutional provisions are relevant. The Supremacy Clause establishes the Constitution as the 
supreme law of the land and provides that federal laws prevail over conflicting state laws where 
Congress has the legitimate authority to enact the legislation and where it does not impermissibly 
tread upon state sovereignty. The federal government will have to demonstrate that its legislation 
legitimately is derived from congressional authority to regulate interstate commerce. It will also 
have to show the legislation does not violate the 10th Amendment, which reserves to the states all 
government power not expressly delegated to the national government; and the II th Amendment, 
which protects states from being used as mere instrumentalities of the national government. This 
constitutional construct is known as federalism. 

Q: Are certain provisions of proposed federal health care legislation vulnerable to 
constitutional challenge even without the Health Care Freedom Act? 

A: Yes, in at least three ways. First, to the extent that the legislation purports to regulate 
transactions that do not directly affect interstate commerce, such as mandating insurance for 
individuals, Congress may lack authority to do so under the Commerce Clause. Several relatively 
recent decisions by the U.S. Supreme Court have invalidated federal legislation on this basis. In 
u.s. v. Lopez (1995), the Court struck down federal laws that restricted guns in school zones; 
and in u.s. v. Morrison, it struck down a federal statute invoiving violence against women. In 
both cases, the Court found the subject matter of the federal laws did not "substantially affect" 
interstate commerce, so Congress had no power to regulate it under the circumstances presented. 

Second, to the extent the legislation interferes with the individual's right to choose health 
insurance providers, doctors, or lawful medical services, it may violate the right to medical self­
determination recognized under the U.S. Constitution. As the Court declared in Griswold v. 
Connecticut (1965), "We have recognized that the special relationship between patient and 
physician will often be encompassed within the domain of private life protected by the Due 
Process Clause." Several of the early abortion cases involved what Justice William O. Douglas, 
concurring in Doe v. Bolton (1973), described as the "right to seek advice on one's health and 
the right to place reliance on the physician orone's choice." Whether or not one agrees with 
those abortion rulings, they establish a strong basis for challenging certain federal and state 
intrusions. 

Third, several recent decisions have invalidated federal laws that "commandeer" state 
governments to do their bidding. In New York v. United States (1992), for instance, the Court 
struck down federal rules requiring states to take ownership of certain radioactive waste and to 
expose themselves to liability. Speaking for the Court, Justice Sandra Day O'Connor ruled that 

Goldwater Institute - W\vw.goldwaterinstitute.org - (602) 462·5000 
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"no matter how powerful the federal interest involved. the Constitution simply does not give 
Congress the authority to require the States to regulate:' Tellingly. she added "the Constitution 
protects us from our own best intentions: It divides power among sovereigns ... precisely so that 
we may resist the temptation to concentrate power in one location as an expedient solution to the 
crisis of the day:' To the extent· that federal health insurance legislation forces states to 
implement its provisions, it could be subject to robust constitutional challenge. 

Q: Could the Health Care Freedom Act provide additional protection against federal 
health insurance legislation that violates protected rights? 

A: Yes. Although the federal government usually prevails in federalism clashes, the 
current U.S. Supreme Court is the most pro-federalism Court in decades. There are no cases 
precisely on point. but the Court under Chief Justice John Roberts has sided with the states in at 
least three major recent federalism clashes. In the case most closely on point, Gonzales v. 
Oregon (2006), the Court upheld the state's "right-to-die" law, which was enacted by Oregon 
voters, over the objections of the U.S. Attorney General, who argued that federal law pre-empted 
the state law. Applying "the structure and limitations of federalism," the Court observed that 
states have great latitude in regulating health and safety, including medical standards, which are 
primarily and historically a matter of local concern. Holding that the attorney general's reading 
of the federal statute would mark "a radical shift of authority from the States to the Federal 
Government to define general standards of medical practice in every locality," the Court 
interpreted the statute to allow Oregon to protect the rights of its citizens. 

Horne v. Fiores (2009) considered a measure adopted by Arizona voters to require 
English immersion as the state's educational policy for students for whom English is a second 
language. Lower federal courts had imposed an injunction based on a finding that Arizona was 
failing to comply with federal bilingual education requirements. The Supreme Court held that 
injunctions affecting "areas of core state responsibility, such as public education," should be 
lifted as quickly as circumstances warrant. It observed that "federalism concerns are heightened 
when ... a federal court decree has the effect of dictating state or local budget priorities." The 
Court remanded the case to lower courts to reconsider the injunction. 

In Northwest Austin Municipal Utility District No.1 v. Holder (2009), the Court 
examined a challenge to section 5 of the Voting Rights Act. which places certain states and 
localities in a penalty box, requiring them to obtain "pre-clearance" by the U.S. Department of 
Justice for any changes that impact voting. The Court was sharply critical of the "federalism 
costs" imposed upon the covered jurisdictions. It avoided the constitutional question by applying 
the federal law in a way that allowed the utility district to "bailout" from pre-clearance 
requirements under section 5. 

In each of these cases, the Court sided with states in federalism disputes with the federal 
government. 

Gold".'ater Institute ~ W\\'w.goldwaterinstitute,org - (602) -1.62-5000 
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Q: Will the Health Care Freedom Act affect future state legislation regarding health 
insurance? 

A: Yes. I f it is passed as a constitutional amendment, it would prevent any future 
legislation that infringes upon the rights protected by the amendment. 

Q: Won't this be really expensive for the states to defend in court? 

A: The Goldwater Institute has otTered to defend the constitutionality of the Health Care 
Freedom Act at no cost to any state. Because legal challenges would involve purely 
constitutional issues and would not require expensive trials, to the extent that states become 
involved in litigation, they should be able to do so within existing Attorney General litigation 
budgets. Moreover, depending on the details of national health insurance legislation, the cost of 
federal mandates is likely to far exceed the cost of litigation. 

Q: Even if the states and individuals did not prevail in a challenge to intrusive federal 
health insurance legislation, would there be reasons to support the Health Care Freedom Act? 

A: Yes. First, if these rights are given additional protection under state constitutions, they 
will create an absolute barrier to future state legislation that violates those rights. Moreover, 
efforts to enact the Health Care Freedom Act send a powerful message to our nation's capitol 
that people at the grassroots take these rights very seriously and intend to protect them. 

Q: Does the Health Care Freedom Act impair drug laws? 

A: Absolutely not. It protects the right to purchase or provide "lawful" medical services. 
It does not limit the power of any government to determine what constitutes lawful medical 
servIces. 

Q: Docs the Health Care Freedom Act affect the issue uf abortion? 

A: No. Again, to the extent that states may regulate abortion under applicable 
constitutional doctrine and state or federal law, this measure would not alter that power in any 
way. The Health Care Freedom Act does, however, prevent the government from forcing 
individuals into health care systems against their will, and matters of conscience may influence 
such individual decisions. 

Goldwater Institute - www.goldwaterinstitute.org - (602) 462-5000 
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Q: Does the Health Care Freedom Act affect Veterans' Administration programs, 
workers' compensation, Medicare, Medicaid, or state health-care systems? 

A: Generally; no, The Health Care Freedom Act leaves intact any rules and regulations 
that were in place as of January 1,2009, The only way such programs could he affected is if they 
are changed in the future in ways that violate the freedom of choice protected by the Health Care 
Freedom Act. 

Q: Will this restrict the government from limiting the choice of providers or imposing 
other limits for the people who do opt-in to a government health care system? 

A: No and yes, respectively. If a person voluntarily joins a government health care 
system. the government may set the terms and conditions, including choice of 
providers. However, the government cannot prevent a person from purchasing, or a health care 
professional from providing, lawful medical services outside that system. 

Q: Is the Health Care Freedom Act supported financially by insurance companies? 

A: No. Many insurance companies support an individual mandate (requiring individuals 
to buy health insurance or face government fines). which the Health Care Freedom Act would 
prohibit. An individual mandate guarantees a customer base to the insurance industry. It is 
present in some legislative proposals as a means to subsidize health insurance for others. If 
insurance companies playa role in the battle over the Health Care Freedom Act, we expect they 
will oppose it, possibly with significant resources. 

Q: Are there other ways in which freedom advocates can use state constitutions to protect 
their liberties? 

A: Absolutely. State constitutions are full of provisions unknown to the U.S. Constitution 
that are designed to protect individual liberty and limit the power of government, such as the 
line-item veto, anti-monopoly provisions, prohihitions against corporate subsidies ("gift 
clauses"), constraints against earmarks ("special law clauses"). and the like. Citizens and 
legislatures can amend their state constitutions to add additional protections; and taxpayers can 
enforce their state constitutional rights in state courts. State constitutions were intended to be the 
first line of defense in protecting the freedoms of the people. As the power of government grows 
at every level, we need to use whatever tools are available to us to safeguard our rights. For more 
on how state constitutions can protect liberty, see the recent Goldwater Institute report, "50 
Bright Stars: An Assessment of Each State's Constitutional Commitment to Limited 
Government. " 

Goldwater Institute - www.goldwaterinstitute.org - (602) 462-5000 
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Questions and Answers: ALEC's Freedom of Choice in Health Care Act 
For more information, contact Christie Herrera, director of ALEC's Health and Human Services 

Task Force, at (202l 742-8505 or christie@alec.org. 

Why does my state need the Freedom of Choice in Health Care Act? 
Efforts in our state capitol, and in Washington, are gaining steam to put complete control over 
your health care in the hands of government bureaucrats and appointed "experts." 
Government control means you will have less freedom to make the health care choices that are 
best for you and your family. The Freedom of Choice in Heolth Care Act will protect your health 
care freedom from these threats. 

What does the Freedom of Choice in Health Care Act do? 
The Freedom of Choice in Health Core Act will preserve and protect your right to make your 
own health care and health insurance choices. Specifically, it would protect your right to pay 
directly for medical care, and it would prohibit any individual or employer from being penalized 
for not purchasing government-defined health insurance. 

Why should my state's constitution protect the right of patients to pay directly for medical 
care? 
Single-payer systems, like in Canada, make it illegal for citizens to go outside of the 
government's health care plan and contract for their own medical services. The Freedom of 
Choice in Health Care Act would make this fundamental provision of Canadian-style, single­
payer health care unconstitutional. 

Patients should have the right to pay directly for medical services with their own money. When 
consumers control the dollars, they make the treatment decisions. When the government 
controls the dollars, they make treatment decisions based on what's best for the government, 
not what's best for the patient. 

The consequences of government making medical decisions are often dire, and sometimes 
deadly. In New Zealand, breast cancer patients were blocked from accessing the lifesaving drug 
Herceptin because it cost too much. In Sweden the wait for heart surgery can be as long as 25 
weeks. In Canada more than 800,000 patients are currently on waiting lists for medical 
procedures. 

Questions. and Answers: ALEC's Freedom of Choice in Health Care Act 

For more information, contact Christie Herrera at (202) 742-8505 or christie@alec.org 
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The Freedorn of Choice in Ncalth Care Act will ensure that patients, not gOV€iiiment 
bureaucrats, decide which doctor to see or what medical treatments to get. 

More information about the consequences of single-poyer health core can be found in: 

• Michael Tanner, "The Grass Is Not Always Greener: A Look at National Health Systems 
Around the World," Cato Institute Policy Analysis No. 613, March 18, 2008: 
http://www .cato .org(pubs(pas(pa-613 .pdf. 

• John C. Goodman, Linda Gorman, Devon Herrick, and Robert M. Sade, Health Care 
Reform: Do Other Countries Have the Answers?, National Center for Policy Analysis, March 
10,2009: http://www.ncpa.org/pdfs/sp Do Other Countries Have the Answers.pdf. 

• http://BigGovHealth.org: A website with "single-payer horror stories" and fact sheets on 

the U.S. and worldwide infant mortality/life expectancy statistics; whether the U.S. 

Veterans Administration is a model for health reform; and much more. 

Why should my state's constitution block penalties for individuals or employers who don't 
purchase health insurance? 
It is important for people to have health insurance coverage, but a government requirement to 
purchase health insurance is ineffective, bureaucratic, and costly. The Freedom of Choice in 
Health Care Act would strike at heart of individual and employer mandates-implemented in 
Massachusetts, Hawaii, and elsewhere-that just don't work. 

In Massachusetts-a state that imposed an individual mandate and an employer mandate in 
2006-more than 1/3 of their uninsured still don't have coverage; health insurance is 40% more 
expensive than in the rest of the country; it's getting harder to see a doctor since before 
"reform" was enacted; and legislators expect a $2-$4 billion shortfall over the next decade. 

The Massachusetts mandate didn't just affect the uninsured. The Massachusetts government 
actually told 20% of its already-insured citizens to buy more health insurance, because their 
existing coverage wasn't "good enough." When the government enforces a requirement for 
people to buy health insurance, they need to define what "insurance" is. The Cato Institute 
estimates that a federal individual mandate will force 100 million Americans to drop their 
existing plans and buy more expensive health insurance that is "good enough" for bureaucrats. 

Employer mandates don't yield universal coverage and are harmful for consumers and workers. 
Hawaii has had a "payor play" employer mandate for 35 years, and yet the number of 
uninsured has remained the same because employers shifted jobs to (exempt) part-time 
employees. And when the government forces businesses to buy health insurance for their 

'" ". " ".9lLE<:> ,,, "" 
Questions and Answers: ALEC's Freedom of Choice in Health Core Act 
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'vvorkcrs, it really means higher taxes and fewer jobs. VJhen businesses face cost increases, 
they'll pass on those costs in the form of increased prices, job cuts, or wage freezes. 

An individual mandate would harm patients, and an employer mandate would threaten our 
fragile economy. The Freedom of Choice in Health Care Act would protect our citizens from 
these threats. 

More information about the consequences of individual and employer mandates can be 
found in: 

• Michael Tanner, "Massachusetts Miracle or Massachusetts Miserable: What the Failure of 
the 'Massachusetts Model' Tells Us About Health Reform," Cato Institute Briefing Paper No. 
112, June 9, 2009: http://www.cato.org/pubs/bp/bp112.pdf. 

• Michael F. Cannon, "All the President's Mandates: Compulsory Health Insurance Is A 
GovernmentTakeover," Cato Institute Briefing Paper No. 114, September 23,2009: 
http://www.cato.org/pubs/bp/bp114.pdf . 

• James Sherk and Robert A. Book, "Employer Health Care Mandates: Taxing low-Income 

Workers to Pay for Health Care," Heritage Foundation WebMemo No. 2552, July 21, 2009: 

http://www.heritage.org/Research/HealthCare/upload/wm 2552.pdf. 

Does supporting the Freedom of Choice in Health Care Act mean that I favor "free riders" who 
choose to not purchase health insurance and then show up in the emergency room? 
Free riders do present a cost-shifting problem as uncompensated care costs are borne by the 
already-insured-although researchers estimate uncompensated care to be just 2-3% of overall 
health costs. The Massachusetts data reveal that at best, an individual mandate didn't affect 
ER visits at all-and at worst, an individual mandate actually increased ER usage by 17%. 

The Massachusetts example shows that an individual mandate alone will not decrease ER 
usage. One Massachusetts survey reported that although the newly-insured had "insurance 
coverage" on paper, 90% of them did not have access to care from a non-ER provider. Other 
reports indicate that average wait times to get appointments with doctors in Boston ranged 
from 21 days for cardiologists to 70 days for obstetrician-gynecologists. And the 
Massachusetts Medical Society reports that the average wait to see a primary care doctor is 36 
days. 

lawmakers cannot artificially create a growing demand for care without other policies 
(encouraging "minute clinics," enacting medical liability reform to encourage more doctors to 
practice, loosening scope of practice laws, etc.) to encourage health care supply. And those 
reforms can be achieved without a bureaucratic, ineffective, and costly requirement to 

Questions and Answers: ALEC's Freedom of Choice in Health Care Act 
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More information about the why an individual mandate won't solve the "free rider" 
problem can be found in: 

• Minna Jung, "What Massachusetts Teaches Us About Emergency Departments and 
Reform," Robert Wood Johnson Foundation's User's Guide to the Health Reform Galaxy 
Blog, October 5, 2009: http://rWjfbIOgs.typepad.com/healthreform/2009/10/What­
massachusetts_teaches_us_about_emergenCY_departments_and_reform.html. 

• Liz Kowalczyk, "ER Visits, Costs in Massachusetts Climb," Boston Globe, April 24, 2009: 
http://www.boston.com/news/local/massachusetts/articles/2009/04/24/er visits costs in 
mass climb/. 

Does the Freedom of Choice in Health Care Act only benefit insurance companies? 
The Freedom of Choice in Health Care Act prohibits the forced purchase of private health 
insurance plans. This benefits patients, not insurance companies. 

How will the Freedom of Choice in Health Care Act affect Medicaid, SCHIP, or Medicare? 
The Freedom of Choice in Health Core Act will not in any way impact the funding of, or 
functioning of Medicaid, SCHIP, or Medicare. The language "This section does not affect laws 
or rules in effect as of January 1, 2009" clarifies this matter. Citizens will be free to participate 
in any safety net program (Medicaid, Medicare, SCHIP) to which they are entitled, as well as 
participate in any proposed programs (the public option or the national health insurance 
exchange) as they do today. The Freedom of Choice in Health Core Act simply ensures that 
citizens are not forced into these programs. 

Does the Freedom of Choice in Health Core Act enable my state to block any kind of federal 
health reform? 
No. The Freedom of Choice in Health Core Act would not attempt to block implementation of 
any federal law as long as the federal law does not require an individual/employer mandate, or 
forbid patients from paying directly for medical services. 

Congress is still debating health reform. Doesn't this solve a problem that doesn't yet exist? 
Two hundred and twenty years ago, some founders questioned the need for the Bill of Rights to 
be included in the u.s. Constitution. Eventually, they realized that the Bill of Rights was 
essential in protecting the people from a powerful central government. Today, the First 
through Tenth Amendments preserve our freedoms~and the Freedom of Choice in Health Core 
Act will protect our right to health care freedom in the same way. 

h"l<I·~":'~·LEG'~'-·,·,·",,, 
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But this is more than an issue of federal encroachment. Thrctits of s:ngle-payer hea~th care, Oi 

of an individual/employer mandate, also exist at the state level. In 2009, 14 states introduced 
legislation to enact state-based, single-payer health care. Countless other states have proposed 
requirements for individuals or employers to purchase health coverage or else pay a fine to the 
state. The Freedom of Choice in Heolth Care Act would make these state-based assaults on 
patients' rights unconstitutional. 

Does supporting the Freedom 0/ Choice in Health Care Ad mean that I am against health 
reform? Doesn't this tie our hands with future reforms? 
No'. The Freedom of Choice in Health Care Act simply states that the cornerstone of any future 
health care reform must be the preservation and protection of patients' rights. 

### 

Questions and Answers: ALEC's Freedom of Choice in Health Care Act 
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Pti h." I ,,'L111 

January 13, 20IU 

'n", Hunullible l.isa Murkowski 
l1nitc..i States Senate 
709 Han Senate Office Building 
Washington, DC 2051 () 

The Honorable Don YoWlg 
V niled States Co!lgl'C'!S 
2111 Rayburn I louse Office Building 
Washington, DC 20515 

Governor Scan Parnell 
STi\T[ or ALASK/\ 

1be Honorable Mark Begich 
enitcd State:! Sellate 
144 Russell Senate Office Building 
Wasbington, DC 20510 

D<w Senators :\(urkm"ski and Bcgich and C..ongxessman Young. 

'JP\h>l-lI, ·"".!/l:,;1 'llIl 

\:\( l:,!r.t}.~· \I.(\.>..! 'I'! llli 

')\1': 'I," '1\0 

!:l' ,}{,.: !i,'j 'It, I 

,~\'.\\' ~.\n .'!.1.J..... ~.I\ 
{;,IH'!:I"I" :),d.J~I..1 t~d' 

A. C:ungrc'SS conlt!mplatCll final pa.sage of the pRlposc:d health care rcfnrm Icgislation, I ask that )'OU 
consider the concern.. raisc.-d by mr adminismuion un behalf of AIa<ka's raidents. As I haw prc'\-iously 
cClmmwUated ro you, both publicly, and through my staff, the curtC!lt federal proposal does lime to 
adclr""" the nWn health care issues facing Alaskans - COSt and aCCL'SS. 

'(he =t hC21th care reform legishnion before Congress is troubling on sevcru b·cls. For the many 
:\.Iukans currently unable to afford inSW':UIcc, the propos:tl, as outlincd by Congn..'<S, "ill do nothing but 
mandate they purchase it, while increasing the insurance p,erniwn.<. I am particularly concemc-d with the 
inCrl'USC in COSIli by the pending Icgislation for Alaska's senior.!, families, small businesses, and physicians. 
Jk'yond rhis burden, ,,:hich is placed squarely on the shoulders of Alaskans, rhe 1cgi.<latioD "ill put a 
significant sttain on the St2tc of Alaska's General fund budget. 

In addition to the c:nonnou.< cost Alaskans would fiIce, !he proposal docs little to address • \laska's hC21th 
aue "'otkforce shortage; requiring individuals to pwcbasc health insurance docs not guarantee that peop'" 
will have accCSll [0 health care. 

lX:yond the prncticaJ concerns abour !he bc:nefus of !his Icgisbtion that I ha,'C raised, I am concerned 
about !he constirutionaJity of forcing Amerians to pun:/wc heaJlh insurance. :\s you know, 1 haw 
directed Alaska's :\nome)' Gc:ncml to conduct a I'C\-i=o of !he reform lcgisIatiun, including !his 
requirement. 

So thar you arc fully '''':lrC of the St2tc of .-\la:ska's concerns, I am including 1\1.'0 supplementary 
docwnenrs provided 10 you 0\'17 the COUISC of !he hC2lth = reform debate. '!be first document updan:s 
a pm-iously submitted policy m-icw of !he hcaJlhare qislarion passed by the Senate. Thc second 
<loa !!Dent prm';des . \laska's perspective on !he S<H:aIIed "Nebraska C.ompromise" whereby the cost of 
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'1hc Honomble Lisa }.Iurkowski 
1he Honomble ~Iark Ikgich 
TI'le ! !onorab!~ Don Y uung 
January 13,20tO 
Page 2 

l\kilicaid expansion in Nebruh will be indefulltcly supported by the f.-dcul gm-emrnenL :\s rou will 
note, thi_ expansion will cost :\lashns $700 million over the first 20-),= window of implemenmrion 
while Nebraskans .... -ilI not be responsible for pa~ing anything. 

Finallr. I ask that rou consider securing a tOO·percent federal MediCall\ssistance Percentage for scrvicL"S 
rendered [0 Native Americans and ;\lash Nath'es outside of Tribal facilities. Such a provision would be 
adrnnmgcous to ,\lash and other sUtcs with large Native populations. Supporting docurnmts outlining 
this request ha\'. pre\-iously been submitted [() you. 

'Thank rou for your serious co"-_idcl'lIrion of my concerns regarding the proposed legislation. I look 
fOIWaro to continue to ,,'ork with rou [() L'IISure that Alaskans arc treared fairly, and that the health care 
needs of the citiz"'ll< of this great stllte are adequatr~' mL'!. 

Scan Parnell 
C;(}VCnlOr 

I,nclosures 
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The Honorable Harry M. Reid 
Majority Leader 
United States Senate 
Washington, D.C. 20510 

The Honorable Nancy Pelosi 
Speaker 
U.S. House of Representatives 
Washington, D.C. 20515 

January 13,20 I 0 

The Honorable Mitch McConnell 
Minority Leader 
United States Senate 
Washington, D.C. 20510 

The Honorable John Bochner 
Minority Leader 
U.S. House of Representatives 
Washington, D.C. 20515 

Dear Senator Reid, Senator McConnell, Speaker Pelosi, and Representative Boehner: 

As governors, we believe the reform of the health care system can be very beneficial to 
our nation's economic future and the well-being of our citizens; however, the current 
health care bills are a lost opportunity to improve the lives of Americans, create a 
sustainable system of health care and help stabilize both our state and national 
economIes. 

Health care reform should be about fixing our broken Medicaid and Medicare systems; 
instead, the current health care bills entitle 15-20 million more people to Medicaid. While 
providing health care to low income individuals is important, the net result of this 
entitlement expansion will be a significant cost shift to those privately insured around the 
country. According to the Congressional Budget Office (CBO), the unfunded mandate to 
states and territories is $25 billion; although many states disagree with that figure. For 
example, Texas costs are estimated to be $21 billion over ten years. 

The National Association of State Budget Directors (NASBO) has demonstrated 
states/territories are in no position to comply with the maintenance of effort provisions 
found in the bills or to accept any increased costs or additional administrative burdens to 
expand Medicaid. State general fund expenditures have dropped for the second year in a 
row. The Deccmber 2009 survey shows that the budget situation faced by states truly is 
unprecedented. Many states cannot afford their current share of the Medicaid program, 
and they will also have to face a funding cliff whenever the stimulus-enhanced FMAP 
dollars are exhausted. States have already been forced to cut vital services with 30 states 
cutting education, 29 states cutting Corrections, and 28 states already cutting Medicaid. 

Current federal proposals would strip the states of our ability to negotiate Medicaid 
provider rates, and we believe that states and·territories should be allowed to negotiate 
Medicaid provider rates as found in current law. The pending bills cause states and 
territories to lose money through the bills' treatment of the prescription drug rebate 
provisions. States and territories also should not be asked to forego a share of the savings 
from any new Medicaid rebates collected for the dual eligible population receiving 
prescription dmgs through the Medicare Part D program. 
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These bills also impose a one-size-tits all federally-designed health insurance exchange 
and the insurance rating rules tie states' and territories' hands. Health insurance 
exchanges desired by any state should be state-based and state-designed to ensure 
maximum state flexibility to design and operate exchange mechanisms that facilitate the 
purchase of insurance. Utah should not be forced to replicate Massachusetts' exchange, 
and vice versa. In the same vein, the health insurance rating rules should account for the 
existing variation in state and territory statutes and the state and territory should retain the 
authority to provide oversight and adopt tighter rating bands if necessary. 

In order to pay for the bills, the legislation cuts Medicare $571 billion in the House bill 
and $466.7 billion in the Senate bill. Also included are far-reaching massive tax increases 
which will impact American individuals and families at all income levels. From employer 
mandates and taxes on high-value insurance plans to taxes on both branded and generic 
drugs and medical devices, these bills are funded, and thereby the bills' costs are 
lowered, by taking more from taxpayers and reforming the health care system less. In 
particular, the Senate's $6.7 billion insurance premium tax will be passed directly to 
consumers and will impose new costs on Americans who already have coverage. The 
unfunded mandates to states likely will require many states to necessarily raise taxes, too. 

Although CBO has scored the Senate bill at $842 billion and the House bill at $1.3 
trillion both bills are full of budget gimmicks. The bills delay spending until the fourth 
year and ex elude the costly "Doc Fix" which ignores the over $200 billion price tag 
associated with stopping the unavoidable cuts to physicians under the Medicare program. 

Governors agree we should work to enhance the quality of health care while making it 
more affordable and efficient. Unfortunately, the opportunity to truly lower the cost of 
care has been lost in the rush to try to finish health reform. Both CBO and the Chief 
Actuary of the Centers for Medicare and Medicaid Services have warned the current 
legislation will increase the overall costs of health care. The federal government and the 
states should refocus efforts to lowering the cost of care which will in tum increase 
coverage, but simply increasing the number of individuals on the public plans without a 
plan to improve the public programs for participants is irresponsible. 

At this juncture, small businesses, seniors, states and territories, and taxpayers have 
anxiety about Congress' pending health care legislation and rightfully so-- one-sixth of 
our GOP is at stake. As Republican Governors, we believe in a system which eliminates 
rcd tape, empowers consumers to engage in making good health care decisions in the 
private market, and guarantees affordable coverage for patients with preexisting 
conditions. Missing from this important legislation is real medical liability refoml and 
provisions which protect seniors' Medicare benefits and access to care. Several states 
have already implemented medical liability reform with good results; no real medical 
reform can be accomplished without tort reform. Instead, premiums arc increased and 
small businesses arc faced with onerous mandates rather than given the power to pool 
together and offer health care at lower prices, just as corporations and labor unions do. 
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Along with the majority of Americans and as leaders of 20 states and territories, we arc 
disappointed with the lack of transparency. We urge you not to circumvent the normal 
committee process and to conduct an open, fully-bipartisan negotiation. It is time to slow 
down and pass meaningful health care reform, not hastily prepared partisan legislation 
which omits reform and saddles American taxpayers for generations to come. 

Sincerely, 

Governor Bob Riley, Alabama Governor Jan Brewer, Arizona 

Governor Sean Parnell, Alaska Governor Charlie Crist, Florida 

Governor Sonny Perdue, Georgia Governor Felix Camacho, Guam 

Governor Linda Lingle, Hawaii Governor c.L. "Butch" Otter, Idaho 

Governor Mitch Daniels, Indiana Governor Bobby Jindal, Louisiana 

Governor Tim Paw!cnty, Minnesota Governor Haley Barbour. Mississippi 

C);~_. rfi.) 
p~' x: i£,.<-.t/'...I-rht4..j 

Governor Jim Gibbons. Nevada Governor John Hoeven, North Dakota 



Governor Don Carcieri, Rhode Island Governor Mark Sanford, South Carolina 

Governor Mike Rounds, South Dakota Governor Rick Perry, Texas 

Governor Gary Herbert, Utah Governor-clect Bob McDonnell, Virginia 
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ALASKA 

The Honorable Mike Kelly 
Room 513 
State Capitol 
Juneau, Alaska 99801-1182 

Dear Representative Kelly 

RE: HJR 35 

..... ..... ... 
The Voice ofSrna.llBusiness· 

January 19,2010 

On behalf of the National Federation of Independent Business/Alaska, I wish to express our 
support for House Joint Resolution 35. The National Federation of Independent Business! Alaska 
is the largest small-business advocacy group in our state. 

HJR 35 provides for placing an amendment to Alaska's Constitution before voters during the 
next general election making explicit the individual right to health care free choice. The 
constitutional amendment would prohibit passage of laws that compel any person or employer to 
participate in a particular health care system. The proposed constitutional change will also permit 
the purchase of private insurance and allow Alaskans to pay their own health care provider 
directly. 

NFlBl AK is critically concerned about the cost and access to health care for Alaskans. The 
current versions of health care reform that have passed the U.S. House and U.S. will not address 
those issues. The mandates they include clearly impose unreasonable burdens on Alaskans and 
Alaskan businesses. These mandates cannot address the needs of Alaskans. 

This proposal will protect Alaskans from the unconstitutional federal mandates to purchase 
health insurance that may not meet their needs. It will protect small businesses from being taxed 
for not providing health insurance designed by the federal government that may not meet the 

;:;::-:; .. ~ ;t1l/J--
, ~ /t1!--/.-- La: / / 
Dennisl.. DeWitt 
Alaska State Director 

Cc: NFIB/AK Leadership Council 

Hatioft. F.d ••• d ...... of Indape .... , BusInes.s - ALASKA 

P. O. Boll J,476t.JuIMaa, AI( 9'9803-4761..g(J] 723 ~-www.NflB.com 
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To: Members of the Alaska House of Representatives 

RE: HJR 35 (Kelly, Keller, Gatto, P. Wilson)--Oppose 

On behalfofthemembers of AARP in Alaska, we encourage you to opposeHJR 35, authored by 
Representatives Mike Kelly, Wes Keller, Carl Gatto and Peggy Wilson, and co-sponsored by 
Rc:presentatives Tammie Wilson, Bob Lynn, Jay Rainras and Bill Stoltze. 

In an attempt to stall or halt health care refonn efforts at the national and/or state levels, legislators 
in several states have introduced legislation or resolutions to limit, alter, Or oppose certain state or 
federal actions, including mandates that would require people to purchase insurance. HJR 35 is one 
of these. 

HJR 35 would keep the purchase of health insurance optional and prohibit the "interference" in an 
individual's medical services choices. 

Let's be hOJJest about what HJR 35 actually is. 

This is not just a. simple resolution of protest to what Congress paSsed nor is it a simple political 
gesture. 

HJR 35 seeks to change the Alaska Constitution. 

Once we change it, we must live with the unintended consequences for a long time. 
Amending our state constitution is an inappropriate vehicle to show concern over national health 
care reform. 

If passed, HJR 35 could tie the hands of current legislators as well as future ones. While the 
resolution's intent is to address a very specific issue of a non· existent federal health care law, if 
passed it could lead to a constitutional amendment that would be permanent for Alaska. It could 
block the ability of current and future lawmakers to fully tackle Alaska's health care issues and 
prevent them from accessing a ful! array of options. 

Can the supporters ofHJR 35 tell us what the impact wit.1 be? 

The language is so vague and will be open to so many interpretations that it can only f\:sult in costly 
litigation for the slate. 

This movement across.the nation in Alaska and other states is designed to create litigation and to 
challenge the US Constitution's supremacy clause. Supporters opeuly share this strategy on their 
various websites. 

HEAlJH I FINA~CES J CONNECTING I GIVING I ENJOYJNG 

Jennie Chin Hansen, President 
William D. Novelli, Chief Executivs OffIcer 
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Our health care should not end up in litigation-that's nobody's idea of freedom of choice. 

Congress has passed health care reform and, if we amend our Constitution as HJR 35 intends, it is 
entirely possible that existing programs could also be jeopardized including Medicaid matching 
funds and Denali KidCare. 

This resolution could also impact the private sector too. it could result in insurance companies 
raising pretniUlllS, deductibles and co-pays----driving up already skyrocketing health care costs for 
individuals and businesses. Physicians and other providers, including our netwoJk of community 
health centers, hospitals and nursing homes, could lose future Medicaid reimbursement and would 
find themselves serving even more uninsured patients. 

HJR 35 is a risky gamble. It is more than a political gesture to Washington, DC. HJR 35 raises too 
many unanswered questions and unintended consequences. Why bet Alaska's health care on an 
unproven idea? 

AARP is worked with Congress to ensure that, with the passage of health care reform; the 
implementation improves the state's ability to deliver health care for its citizens. Health care for 
our citizens is too important to become a turf war between the state and federal govemment 

AARP requests an "NAY" vote on HJR 35. 

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 yl1llI consideration. 

Sincerely, 

Marie Darlin, Coordinator 
AARP Capital City Task Force 
415 Willoughby Avenue, Apt. 506 
Juneau, AK 99801 
586-3637 (voice) 
463-3580 (fax) 
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REPRESENTATIVE MIKE CHENAULT 
SPEAKER OF THE HOUSE 

SPONSOR STATEMENT 

HOUSE RESOLUTION 14: Urging the United States Congress to opposefederal health 

care reform bills. 

House Resolution 14 requests the Alaska Congressional delegation to vote against current health 
care reform bills and to develop health care reform that is affordable and accessible to all legal 
residents. It also requests the Governor to review the constitutionality of the Nebraska 
Compromise that gllaranteed Nebraskans would receive a break to pay for expanded access to -
Medicaid benefits. This exemption was granted in order to obtain Senator Ben Nelson's vote in 
order to get the 60 votes needed to send the health care reform legislation to the Senate floor. 
Vermont, Florida and Louisiana also received special deals in order to get Senators' votes to 
reach the 60 vote threshold. 

As noted in the letter from the Republican Governors Association (RGA), "health care reform 
should be about fixing our broken Medicaid and Medicare systems; instead, the current health 
care bills entitle 15-20 million more people to Medicaid .... the unfunded mandate to states and 
territories is $25 billion." 

Also noted by the RGA was the fact that the health care reform bills "impose a one-size fits all 
federally-designed health insurance exchange." Alaska, as well as the other states, needs the 
flexibility to design and operate mechanisms to purchase insurance. Alaska and the rest of the 
states will face increased health care entitlement costs every year if this legislation passes. 

The proposed health care reform legislation is also opposed by small businesses around the state 
and country. NFIB/ Alaska states "it fails to address fundamental small business priorities. It 
does not make health insurance more accessible or affordable to small businesses .... this 
legislation actually increases the overall costs of doing business for small businesses." 

Renresentative Mike Chf'!n:U11t@Jlp.d'l!1;:.!I;:h'~t.~.~k~":.c. _____________ _ 



A RESOLUTION 

I Urging the Attorney General of Georgia to begin preparations to challenge the 

2 constitutionality ofH.R. 3590, the federal "Patient Protection and Affordable Care Act"; and 

3 for other purposes. 

4 WHEREAS, recently, the United States Senate passed H.R. 3590, the "Patient Protection and 

5 Affordable Care Act"; and 

6 WHEREAS, H.R. 3590 expands citizens' eligibility to receive Medicaid services if they earn 

7 less than 133 percent of the federal poverty level; and 

8 WHEREAS, in Georgia alone, this expansion of Medicaid is estimated by the Georgia Senate 

9 Budget Office to add $1 billion to state health care entitlement costs every year; and 

10 WHEREAS, the impact ofH.R. 3590 on Georgians is enormously costly and could be a risk 

II to maintaining many essential state programs; and 

12 WHEREAS, in order to obtain the 60 votes required to send the legislation to the Senate 

13 floor for a vote and final passage, the United States Senate leadership included an 

14 unprecedented special exemption called the Nebraska Compromise to obtain Senator Ben 

15 Nelson of Nebraska's key 60th vote to pass the bill; and 

16 WHEREAS, the Nebraska Compromise guaranteed Nebraskans that they would never have 

17 to pay for their citizens' expanded access to Medicaid benefits included in H.R. 3590; and 

18 WHEREAS, the Nebraska Compromise violates the principle that federal legislation must 

19 have a legitimate national interest and cannot benefit anyone state over another; and 
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23 WHEREAS, H.R. 3590 also creates a federal mandate requiring all Americans to participate 

24 in one national health insurance program; and 

25 WHEREAS, this unprecedented Congressional mandate threatens our individual liberty and 

26 many legal experts believe that this federal mandate is unconstitutional; and 

27 WHEREAS, the members of this body realize that Georgia does not yet have standing to sue 

28 until President Obama signs H.R. 3590 into law; however, in light of the questionable 

29 validity of this legislation and its potential negative effects on the budget of the State of 

30 Georgia, it would be prudent to begin preparations now for a potential legal action 

31 challenging this legislation should it become law by completing the necessary legal research 

32 and preparing to join with what is reported to be at this time over a dozen other states to 

33 challenge the constitutionality of this bill. 

34 NOW, THEREFORE, BE IT RESOL YEO BY THE SEN A TE that the members of this body 

35 respectfully request the Attorney General of the State of Georgia to initiate a formal 

36 investigation into the constitutionality of the special exemption set forth in the United States 

37 Senate's version of this national health care legislation and explore the availability of all other 

38 legal challenges that Georgia could pursue to oppose this unconstitutional provision as well 

39 as research the federal mandated health care provisions in H.R. 3590. 

40 BE IT FURTHER RESOL YEO that the members of this body ask the Attorney General of 

41 Georgia to join with the other state attorneys general who have publicly stated they intend 

42 to investigate and collectively and individually sue to challenge the legality of any national 

43 health care legislation that contains either the Nebraska Compromise or the federal 

44 single-payer mandate. 

45 BE IT FURTHER RESOL YEO that the members of this body request that the Attorney 

46 General of Georgia report to this body regarding how the Attorney General intends to address 

47 this constitutionally flawed legislation which will financially harm every Georgian and 

48 advise the members ofthis body when and ifthe Attorney General intends to sue the federal 

49 government on behalf of the people of this state. 
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O>USE COMMITTEE REPOO 

(7) 
Date Referred to Committee: March 10,2010 FURTHER REFERRALS: Finance 

Date of Committee Action: ~<"CJ.",- sO I d-Ol 0 

The HEALTH AND SOCIAL SERVICES Committee considered: HOUSE BILL NO. 361 

"An Act requiring 911 dispatchers to be trained in cardiopulmonary resuscitation; and providing for an 
effective date." 

HB 361-CPR TRAINING FOR 911 DISPATCHERS 

Recommends it be replaced with I I HCS 0' I I cs ro'_--=-,----,------,------\(---,---..) 
For Senllte Bills with new title: I / Technicill Title I / New Title: HCR,___ J Same Title I I New Title 

I J attach amendments 
[ 1 add new referral to ___ --=-_Committee 
[ J Letter of Intent Committee 

NEW FISCAL NOTES List of 
Abbrev 
for 
Depts.: 

*Assia ed by Chief Clerk's Office 

ADM 
CEO 
COR 
CRT 
EEO 
DEC 
OFG 
GOV 
OHS 
LWF 
LAW 
LEG 
MVA 
ONR 
OPS 
REV 
OOT 
IJA 

List bv Deull,): 

C/ / I ," 

*FN# 

"'--'-\() ,Ie "'" '0'--"1 _..(J J1L\_v""-

1 

• !/f!ln 
Chair: 

Chair: 

v 
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State Legislation Opposing Certain Health Reforms, 2009-
2010 
Upated: March 11, 2010 - subject to additions 
by: Richard Cauehl, Program Director, NCSL Health Program 

States have an extensive and complicated shared power relationship with the federal government in 
regulating various aspects of the health insurance market and in enacting health reforms. 

As part of state-based responses to federal health reform legislation, individual members of at least 36 state 
legislatures are using the legislative process to seek to limit, alter or oppose selected state or federal actions, 
including single-payer provisions and mandates that would require purchase of insurance. In general the measures 
seek to make or keep health insurance optional, and allow people to purchase any type of coverage they may 
choose. The individual state language varies. 

Constitutional amendments: In 26 of the states, the proposals include a proposed constitutional amendment by 
ballot question. In a majority of these states, their constitution includes an additional "hurdle" for passage - requiring 
either a "supermajority of 60% or 67% for passage, or requiring two affirmative votes in two seprate years, such as 
2010 and 2011. 

Changing state law: In 13 states proposed bills would amend state law, not the state constitution. These require a 
simple majority vote and action by the governor; they also can be re-amended or repealed by a future state law. So 
far in 2010, 

Virginia became the first in the nation to enact a new statute section titled, " Health insurance coverage not 
required." It became law on March 4,2010; see S8 283 and related bills below .... 
A bill in Utah has passed both chambers and was enrolled on March 9; another bill in Idaho also passed both 
chambers and was enrolled on March 9. liN 

Unfunded mandates: New Hampshire has a bill that would prohibit any Medicaid expansion unless paid for by the 
federal government or approved by the NH Legislature. 

Based on actions initially in Arizona, several states propose or may propose state constitutional amendments, using 
language such as: 

"To preserve the freedom of all reSidents of the state to provide for 
their own health care ... A law or rule shall not compel, directly or 
indirectly, any person, employer or health care provider to 
participate in any health care system ... A person or employer may 
pay directly for lawful health care services and shall not be required 
to pay penalties or fines for paying directly for lawful health care 
services ... n 

[see full text in Appendix 11 

Arizona voters are scheduled to cast ballots on this 
constitutional amendment in November 2010. If adopted by voters, it 
could block future state health reforms and at least raise questions about 
some features within future federal health reforms. 

According to The New York Times, "Conservatives and libertarians, 
mostly, have been advancing the theory lately that the individual 
mandate, in which the government would compel everyone to buy 
insurance or pay a penalty, is unconstitutional." (NY Times, 9/26/09) A 
current Massachusetts law, passed in 2006, includes an individual 
mandate, although it was written to be conSistent with both state and 
federal constitutions. To the extent that congressional proposals provide 
for state opt-out or opt-in features, these proposals to restrict "reform" 
could well become more widely discussed. 
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36 States with :£009-2010 i..egisiation Opposing Cen:ain Heaiin Reiorn'ls (map updated 
3/5/10) 

'0 

" .... 
III-\) 

IIIIl...cgislatim. signed, 2010 

o lc:gislolim filed for 2009 or 2010 
O!"CSL 3IYlO10 o l.c:gisl.otim ~51..'d: requires SUltewidi:: \'011: in futllrc year 

II Lcgisl81im dd nOI pass in 20091 Nfl did nol PlUS in 2010 

As of early March, formal resolutions or bills had been filed in Alabama, Alaska, Arizona, Arkansas, California, 
Colorado, Florida, Georgia, Idaho, Indiana, Iowa, Kansas, Kentucky, Louisiana, Maryland, Michigan, 
Minnesota, Mississippi, Missouri, Nebraska, New Hampshire, New Jersey, New Mexico, North Dakota, 
Ohio, Oklahoma, Pennsylvania, South Carolina, South Dakota, Tennessee, Utah, Virginia, Washington, 
West Virginia, Wisconsin and Wyoming. Up to three additional states were reported in media or association 
articles to have discussed future action or intentions; examples are listed below. 

Laws: On March 4, 2010 a Virginia law passed both Senate and House, was amended by the Governor and became 
law, becoming the first such statute in the nation.,! 
Passed bills: None of the other proposals listed have been finally approved; Arizona's resolution of June 2009 was 
the first measure to have passed the legislative process; Idaho and Utah bills have passed their initial chamber. 
Constitutional resolutions have advanced through initial steps in Florida and Georgia. 

States with discussions but no known legislation are listed separately; information in the examples list below is based 

on media statements by individual legislators or legislative associations.ill 

The issue has garnered state-level interest in part due to the American Legislative Exchange Council's (ALEC) .r:IlQQgl 
"Freedom of Choice in Health Care Act," which was described as "How Your State Can Block Single-Payer and Protect 
Patients' Rights." The ALEC-endorsed language mirrors Arizona Proposition 101, which was narrowly defeated in 
2008. 

Several legal experts have expressed opinions on the validity of this approach. [See ADDendix 2 for comment and 
quotes.J 

Table 1: 
Filed Bills and Resolutions for 2009-2010 

Table 1 indicates 1) Activity and status for measures 
filed; 
2) the percentage of affirmative votes in the legislature 
required for approval; 
3) the earliest date that a proposed constitutional 
amendment can appear on the statewide ballot. Timing 
and parliamentary steps vary among states. 

STATE ACTIVITY/LEGISLATION 

3987 . 
http://www.ncsl.orgldefault.aspx?tabld=18906 

The Constitutional process: 
In 35 states, the legislature can enact a proposed 
constitutional amendment during a single session. 
[Appendix 3J This would allow passed measures to 
appear on the state ballot in 2010 or later. In 12 
states the legislature must enact a proposed 
constitutional amendment during two sessions, 
which would make 2012 the earliest date for voter 
decisions. 

REQUIRED FOR 
PASSAGE 
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Alabama ItiIl&by Rep. Bentley; HB 47 by Rep. Gipson 160% both 

Would propose a constitutional amendment to prohibit any person, employer, legislative 

or health care provider from being compelled to participate in any health chambers 

care system. + 
(Prefiled 11/5/09 for 2010 session; sent to Health Committee 1/12/10) 2010 ballot vote 

Alaska HtW ~ by Rep. Kelly filed for 2010 session 2/3rds both 

Would propose a state constitutional amendment prohibiting passage of laws legislative 

that interfere with direct payments for health care services and the right to chambers 

purchase health care insurance from a privately owned company I and that + 
compel a person to participate in a health care system. 2010 ballot vote 

(Filed & sent to Health & Human Services Comm. 1/19/10) 

Arizona IResolution HCR 2014 of 2009 by Rep. Barto 50% both 
(2009) Refers to the November 2010 ballot a proposed amendment to the State legislative 

Constitution "which provides that no law or rule shall compel any person or chambers 
employer to participate in any health care system, a person or employer may (Passed) 
pay directly for lawful health care services and shall not be required to pay 

2010 ballot vote 
penalties or fines for doing so, a health care provider may provide directly 
purchased lawful health care services; prohibits the terms or conditions of a 

Arizona health care system from imposing certain mandates or limitations." [full text 
(2010) "'" in Aopendix 1 below] 

(Filed 1/16/09; passed House 6/11/09; passed Senate 6/22/09) Also see 
2(}{}f1 halj d;. "historv. below. 

HB 2443 by Rep. Burges Proposed 
Would add by state statute the Health Care Freedom of Choice Act requiring statute: 
Arizona to exercise its option to decline the public health care plan if majority both 
authorized by the federal government. legislative 
(Filed and sent to committees 1/26/10) chambers 

Arkansas~ ISP 2009-204 by Rep. Glidewell (Interim Study Proposal for 2010 Proposed 
Fiscal Session)Would add a state statute to "ensure freedom of choice in statute: 
health care" for state reSidents; "to prevent involuntary enrollments in health majority both 
care insurance programs" and providing that an "individual or an employer legislative 
may make direct payment for lawful health care services and shall not be chambers 
required to pay penalties or fines" for making direct payment for health 
services. 
(Filed 12/17/09 for 2010 session) 

California ':'£W SCA 29 by Sen. Strickland 2/3rds both 

Would propose a state constitutional amendment prohibiting the effectiveness legislative 

or enforcement of a state or federal program that (1) requires individuals to chambers 

obtain health care coverage, (2) requires health care service plans or health + 
insurers to guarantee issue contracts and policies to all applicants, (3) 2010 ballot vote 

requires employers to either provide health care coverage to their employees 
or pay a fee or tax to the state or the federal government in lieu thereof, (4) 
allows an entity created, operated, or subSidized by the government to 
compete with health care service plans and health insurers in the private 
sector, or (5) creates a Single-payer health care system, unless the program 
is approved by the electorate by ballot measure. 
(Filed 2/19/10) 

Colorado ICW HJR 10-1009 by Rep Acree 50% both 

Rssolution stating the intent of the General Assembly, to "Reserve the legislative 

opportunity and ability of the State of Colorado and its citizens, under the chambers 

state's and the people's Tenth Amendment rights, to opt out of any 
obligations due or participation required in any new federal health care 
legislation. 
(Filed and sent to committees 2/5/10) 
~ separate citizen initiative application was filed with Secretary of State. See 
footnote below 

Florida !:!JR.lZ (joint Resolutions filed for 2010) by Rep. Plakon; 39 co-sponsors; 60% both 
SJR 72 by Sen Baker. legislative 
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Georgia 

Idaho. tIN. 

Indiana 
(2009) 

Indiana tIN 

(2010) 

I~:\~~$t ~~Si~I!~~~~~;'~~~;~~~~S:n~ ~~ar~~;',O~~~~~~~~~~~:~I~~~~r~ ~~::i~~~~~ I~hambers 
participate in any health care system; permits person or employer to purchase 2010 ballot vote 
lawful health care services directly from health care provider, and permits 
health care providers to accept direct payment from a person or employer for 
lawful health care services. 
(HJR 37 prefiled 7/27/2009 for 2010 session; 
sJR 72 prefiled 10/5/09; sent to 3 committees 12/9/09; favorable comm. 
report 3/4/10) 

2010 resolutions: HR 1086 by Rep. Calvin Hill; HR 1107 by Rep. Mills; 2/3rds both 
~ by Sen. Hill; ~ by Sen. Harp. legislative 
Would propose an amendment to the Constitution so as to provide that no law chambers 
or rule or regulation shall compel any person, employer, or health care provider + 
to participate in any health care system and to authorize persons and 2010 ballot vote 
employers to pay directly for lawful health care services without penalties or 
fines; would provide for submission of the amendment for ratification or 
rejection. 
SR 795 would provide that residents would not be subject to penalties or fine 
for not having health insurance. 
(Prefiled 11/23/09 for 2010 session; sR 795 favorable report by Senate 
udiciary 2/2/10; Senate 2nd Reading 2/3/10) 

(sR 794 Senate 2nd reading 2/11/10) 
~ and ~ by Sen. Hill. 
Resolutions would direct the Attorney General to "initiate a formal investigation 
into the constitutionality of the special exemption set forth in the United States 
Senate's version of this national health care legislation and explore the 
availability of all other legal challenges. 
(Filed 1/15/10; Senate Judiciary 2/2/10; Senate 2nd reading 2/11/10) 

~ by State Affairs Comm. . 
Would amend and add to existing law to establish the Idaho Health Freedom 
Act, stating in part, "that every person within the state of Idaho is and shall be 
free to choose or decline to choose any mode of securing health care 
services without penalty or threat of penalty." 
(Filed 1/19/10; passed House s2y-8n, 2/9/10; amended; passed Senate 24y­
lOn & enrolled, 3/9/10) 

~ by Sen. Waltz; SJR.21 by Sen. Waltz; SJR.11l by Sen. Waltz (Advisory 
resolutions for 2009) 
SJR 91: Resolved, "That the Indiana General Assembly must ensure that all 
residents of Indiana may enter into private contracts with health care 
providers for health care services and may purchase private coverage for 
health care services. That the Indiana General Assembly should not require an 
individual to participate in a health care system or plan or impose on an 
individual a penalty or fine of any type for choosing to obtain or decline 
coverage for health care services or participating in a particular health care 
system or plan." 

(sR 65 - filed 4/7/09 - did not pass by end of session; sR 91 - filed 4/27/09 -
did not pass by end of session; sR 111 - filed 4/28/09 - did not pass by end of 
session; Indiana does not carry over bills or resolutions to 2010) 

Sl!U1 by Sen. Krause, HR 6; also non binding resolution SQUQ 
Would propose a state constitutional amendment stating, "A person, an 
employer, or a health care provider shall not be compelled, directly or 
indirectly, to participate in any health care system. A person or an employer 
may pay directly for lawful health care services and shall not be subject to 
penalties or fines for paying directly for lawful health care services. A health 
care provider may receive direct payment for health care services from a 
person or an employer and shall not be subject to penalties or fines for 
accepting direct payment from a person or an employer." 
(Filed 1/11/10) 

Resolutions; 
majority vote 

Proposed 
statute: 
majority both 
legislative 
chambers 

Non-binding 
resolutions 

50% both 
legislative 
chambers 
+ 
2012 ballot 
vote 
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IIowa ICW 

Kansas,1CW 

Kentucky,HtW 

Louisiana :ICW 

Maryland "'" 

Michigan 

IHlR 2007 by Rep Upmeyer 
Would propose a state constitutional amendment prohibiting passage of laws 
that interfere with direct payments for health care services and the right to 
purchase health care insurance from a privately owned company, and that 
compel a person to participate in a health care system. 
(Filed for 2010 session) 

Iso% both 
legislative 
chambers 

+ 
2012 ballot vote 

IHF 2214 by Rep. Upmeyer Proposed 
Would establish by statute that the people of Iowa have the right to enter into statute: 
contracts with health care providers for health care services and to purchase majority both 
private health care coverage. In addition, the general assembly cannot require legislative 
any person to participate in any health care system or plan, or impose any type chambers 
of penalty or fine on any person for choosing to obtain or declining to obtain 
health care coverage or for participating or declining to participate in any 
particular health care system or plan. 
(Filed 1/26/10; motion to expedite failed 44y-53n, 2/12/10; pending in 
committee) 

SCR 1626 by Sen. Pilcher-Cook 
Would propose a state constitutional amendment providing that "A law or rule 
shall not compel, directly or indirectly, any person, employer or health care 
provider to participate in any health care system or purchase health insurance. 
'(2) A person or employer may pay directly for lawful health care services and 
shall not be required to pay penalties or fines for paying directly for lawful 
health care services. 
(Filed & sent to committees 2/2/10, 2/17/10) 

!:!.!UQZ by Rep Moore 
Would prohibit by statute any other law "from requiring any individual to 
participate in any health care system or plan, or to impose a penalty or fine 
regarding participation; permit an individual or an employer to pay directly for 
health care services and a health care provider to accept direct payment 
without penalties or fines. Also would prohibit the state executive branch 
from "participating in or complying with any federal law, regulation, or policy 
that would compromise the freedom of choice in the health care." 
(Filed 1/21/10; sent to Banking & Insurance Comm. 1/26/10) 

:.!!_ by Sen. Crowe 
Would prohibit by statute any other law requiring a "person, employer, health 
care provider to participate" in a health system or insurance system; also 
would prohibit compelling participation in any health care system or health 
insurance plan. Would establish a misdemeanor offense and penalty ($500 or 
five day in prison) for any state or local official who "attempts to coerce any 
individual to purchase health insurance." 
(Measure drafted; to be filed for 2010 session) SA 

~ by Sen. Pitkin 
Would propose a state constitutional amendment limiting the regulation of 
health care in the state; prohibiting a law from compelling residents to 
participate in any health care system; prohibiting residents from being required 
to pay penalties or fines for not participating in health insurance; specifying 
that the purchase or sale of specified health insurance may not be prohibited by 
law; authorizing residents to pay directly or accept direct payment for specified 
health care services. 
(Filed and sent to committee 1/29/10) 

~ of 2009 by Sen. Kuipers; !::!!R.Q; by Rep. Calley; l:lJR.Z of 2009 by Rep. 
Amash 
Would propose a state constitutional amendment "to affirm the right to 
independent health care." Includes a statement that "a person or employer 
shall not be required to pay penalties or fines for paying directly for lawful 
health care services. 
(Filed 8/1/9/09, 8/29/09 and 9/9/09; pending in Committee on Health Policy; 
no floor vote in 2009; carried over to 2010) 

2/3rds both 
legislative 
chambers 
+ 
2010 ballot vote 

Proposed 
statute: 
majority both 
legislative 
chambers 

Proposed 
statute: 
majority both 
legislative 
chambers 

60% both 
legislative 
chambers 
+ 
2010 ballot vote 

2/3 both 
legislative 
chambers 

+ 
2010 ballot vote 
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ItlEill by Rep. Emmer. 5325 by Sen. Koch. 5J.282 bv Sen. Hann 
Minnesota Would propose an amendment to the Minnesota Constitution stating that "no 

law shall be passed that restricts a person's freedom of choice of private health 
care systems or private health plans of any type. No law shall interfere with a 
person's or entity's right to pay directly for lawful medical services, nor shall 
any law impose a penalty or fine, of any type, for choosing to obtain or decline 
health care coverage or for participation in any particular health care system or 
health plan." 
(Filed 1/22/09, 3/9/09; did not pass committee by end of 2009 session; 
subject to carryover to 2010) 

Mississippi ,tCW HCR 17 by Rep. Monsour 
Resolution, would propose a constitutional amendment to prohibit laws 
compelling any person, employer or health care provider to partiCipate in any 
health care plan. Would provide that a "person or employer may pay directly 
for lawful health care services and shall not be required to pay penalties or 
fines for paying directly." 
(Filed; sent to Committee on Constitution 1/7/10) 

Missouri :HEW l:!!R.1l! by Rep. Davis; HJR 50 by Rep. Ervin; HJR 57 by Rep. Jones Ti; 
SJR 25 by Sen. Cunningham 
Joint resolutions, would propose a constitutional amendment which would 
prohibit compelling a person to partiCipate in any health care system. "Upon 
voter approval, this proposed constitutional amendment prohibits any person, 
employer, or health care provider from being compelled to partiCipate in any 
health care system. Individuals and employers may pay directly for lawful 
health care services, and health care providers can accept payment for health 
care services from individuals or employers without being subject to fines or 
penalties. The purchase or sale of health insurance in private health care 
systems cannot be prohibited by law or rule. 
(Prefiled 12/1/09 , 12/4/09 & 1/6/10 for 2010 session) 1, 10 

Nebraska HEW LR 289CA by Sen. McCoy 
Proposed constitutional amendment stating "no law shall be passed that: (1) 
Restricts a person's freedom of choice of private health care systems or private 
health plans of any type; (2) Interferes with a person's or an entity's right to 
pay directly for lawful medical services; or (3) Imposes a penalty or fine of any 
type for choosing to obtain or decline health care coverage." 
(Filed & sent to Health & Human Services Committee 1/13/10) 

New [rAm 10 of 2010 by Rep. Renzullo 
Hampshire·iCW Would propose a state constitutional amendment to establish a right stating, 

"People may enter into private contracts with health care providers for health 
care services and to purchase health care coverage." Also would prohibit the 
state legislature from requiring health insurance or imposing any fine or penalty 
for not having coverage. 
(Filed 1/6/10; negatiive report; did not pass as "inexpedient to legislate" 
2/3/10) 

Also see Finiuu;;ing category below 

New lersey ACR 109 by Assemblymember Mchose; SCR 81 by Sen. Doherty .-
Would propose a state constitutional amendment to prohibit state or federal 
law or regulation from compelling a person to obtain, provide, or partiCipate in 
health care coverage. 
(New Jersey's constitution requires a three-fifths vote in each chamber at one 
session [2010], or majority vote in each chamber for two successive sessions 
[for 2012]) 
(Filed 2/25/10) 

New Mexico ~ of 2009 by Sen. Sharer/ ill.!UQ of 2009 by Rep. Gardner 
Proposed constitutional amendment stating, "No law shall be enacted that: A. 
restricts a person's freedom of choice of a private health care system or 
plan; B. interferes with a person's right to pay directly for lawful medical 
services; or C. imposes a penalty or fine of any type on a person for choosing 
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150% both 
legislative 
chambers 
+ 
2010 ballot vote 

2/3 both 
legislative 
chambers 
+ 
2010 ballot vote 

50% both 
legislative 
chambers 
+ 
2010 ballot vote 

60% both 
legislative 
chambers 
+ 
2010 ballot vote 

60% both 
legislative 
chambers 
+ 
2010 ballot vote 
with 2/3rds 
popular vote 

--

Both legislative 
chambers 
+ 
ballot vote 
(see note) 

50% both 
legislative 
chambers 
+ 
2010 ballot vote 
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I 

.. __ ._ .. -_. - -,--- .. _. r--' o. , . -- -

I 
(SJR 1 filed 1/21/09; HJR 10 filed 1/28/09; failed to pass by end of session; no 
carryover) 

Ito obtain or to decline health care coverage or for participation in a particular 
ht=>~lth r~"t=> <:v<:tt=>m n,. nl~n" I Fi<:('.:.1 lmMrt Rpnort 

North Dakota HCR 3010 by Rep. Kasper (joint Resolution), a proposed 2010 constitutional 50% both 
amendment based on Arizona language. legislative 
Would propose an amendment to the State Constitution; relates to freedom of chambers 
choice in health care; prohibits laws that restrict an individual's choice of +. 
private health care systems or private plans, interfere with a person's right to future year 
pay for lawful medical services, or impose a penalty or fine for choosing to ballot 
obtain or decline health care coverage or for participation in any health care vote 
system or plan. 11 

(Filed 1/14/09, failed to pass House 3/4/09 by end of 2009 session; no regular 
session in 2010) 

Ohio :s.nu. of 2009 by Sen. Coughlin; SJR..Z by Sen. Grendell; HJR 3 by Rep. Maag 60% both 
Joint resolutions for a proposed constitutional amendment to state, " The legislative 
people of Ohio have the right to enter into contracts with health care chambers 
providers ... and to purchase private health care coverage" Would prohibit state + 
laws requiring coverage or imposing fines. For "obtaining or declining" 2010 ballot vote 
coverage. 
(SJR 2 filed 2/24/09; pending in Senate committee as of 10/29/09) 
(SJR 7 filed 9/29/09; sent to Senate Insurance, Commerce Comm.) 
(HJR 3 filed 8/26/09; sent to Insurance Comm. 9/15/09; no floor votes in 
2009; carried over to 2010) 

Oklahoma ICW HJR 1054 by Rep. Ritze 50% both 
Joint resolution for a proposed constitutional amendment stating, "A law or rule legislative 
shall not compel, directly or indirectly, any person, employer or health care chambers 
provider to participate in any health care system; _andA person or employer + 
may pay directly for lawful health care services and shall not be required to pay 2010 ballot vote 
penalties or fines" for lack of insurance. 
(Filed 12/22/09; sent to Rules Comm. 2/2/10) 

Pennsylvania HB 2053 by Rep. Baker Proposed 
Proposed statute "providing for the rights of individuals to purchase private statute: 
health care insurance and prohibiting certain governmental action." States, majority both 
"The people shall have the right to enter into private contracts with health care legislative 
providers for health care services and to purchase private health care coverage. chambers 
he legislature may not require any individual to participate in any health care 

system or plan, nor may it impose a penalty or fine, of any type, for choosing 
to obtain Or decline health care coverage or for participation in any particular 
health care system or plan." 
(Filed and sent to Insurance Committee, 10/21/09; no floor vote in 2009; 
carried overto 2010) 

South HJR 4181 by Rep. Scott; SJR.2!!Q by Sen. Bright; sJR 1010 by Sen. Rose. 50% both 
Carolina Resolution for a proposed constitutional amendment, "prohibiting any law, legislative 

regulation, or rule to compel an individual, employer, or health care provider to chambers 
participate in a health care system, by allowing individuals and employers to + 
pay directly for lawful health care services without penalties or fines for these 2012 ballot vote 
direct payments, by providing that the purchase or sale of health insurance 
in private health care systems must not be prohibited by law, regulation, 
or rule." 
!The resolution title states, " ... to preempt any federal law or rule that restricts 
a person's choice of private health care providers or the right to pay for medical 
services. " 
(HJR 4181 filed for 2010 session; sent to Committee on Labor, Commerce and 
Industry, 11/17/09) 
(SJR 980 and SJR 1010 filed; sent to Senate Judiciary Committee 1/12/10) 

South Da kota HJR 100_1 by Rep. Jensen 50% both .... 
Resolution for a proposed constitutional amendment, stating "The Legislature legislative 
may not enact a law that restriCts an individual's freedom of choice of private chambers 

3992 . 
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Tennessee ,HEW 

Utah .ocw 

Virginia ·101 

Washington 

Ihealth :=ar~ ,systems 0; priv,at; PI~nS,. 0; anY-,.ty~e; a I,aw that in,terf:~e~ ~ith a 
pe(so.-. S (IY(lt to pay ui(E:clIY 10'- laW I ur .neUied, sei-vices; or a law lIldL imposes 
a penalty or fine of any type for choosing to obtain or decline health care 
coverage or for participation in any particular health care system or plan." 

(Filed 1/28/10; sent to committees 2/10/10) 

ISB 74QO by Sen. Black; I:!!U2Z2 by Rep. Lynn 
Would amend state law by adding a "Tennessee Freedom of Choice in Health 
Care Act." 
(Filed for 2010 session) 

p..2Z for 2010 session by Rep. Wimmer 
Would amend provisions related to the state's strategic plan for health system 
reform to respond to federal reform efforts; prohibits a state agency or 
department from implementing any provision of the federal health care reform 
without first reporting to the Legislature: whether the federal act compels the 
state to adopt the particular federal provision; consequences to the state if the 
state refuses to adopt the particular federal provision; and impact to the 
citizens of the state if reform efforts are implemented or not implemented; 
would require any agency of the state not to implement any part of 
federal health care reform passed by the US Congress after March 1, 2010, 
unless the department or agency reports to the Legislature and the Legislature 
passes legislation "specifically authorizing the state's compliance or 
participation in, federal health care reform." 
(PrefiledI2/23/2009; passed House amended, 53y-20n, 2/11/10; passed 
Senate 22y-7n; enrolled 3/9/10) News articles!!, Z 

llLZ by Del. Marshall 
Resolution for a proposed constitutional amendment, to protect "an individual's 
right and power to participate or to decline to participate in-a health care 
system or plan; prohibiting any law that will infringe on an individual's right to 
pay for lawful medical services and prohibiting the adoption of any law that 
imposes a penalty, tax, or fine upon an individual who declines to enter into a 
contract for health care coverage or to participate in a health care system or 
plan. 
(Filed for 2010 and sent to committee 12/9/09) [Also see bills below] 

Proposed 
statute: 
majority both 
legislative 
chambers 

Proposed 
statute: 
majority both 
legislative 
chambers 

50% both 
legislative 
chambers 
+ 
2012 ballot vote 

S6 263 by Sen. Quayle; S6311 by Sen. Martin; SB 417 by Sen. Holtzman Proposed 
Vogel, HB 10 by Del. Marshall. statute: 
Amends state law by adding a section, "Health insurance coverage not majority both 
required. No resident of this Commonwealth, regardless of whether he has or is legislative 
eligible for health insurance coverage under any policy or program provided by chambers 
or through his employer, or a plan sponsored by the Commonwealth or the 
federal government, shall be required to obtain or maintain a policy of 
individual insurance coverage. No provision of this title shall render a resident 
of this Commonwealth liable for any penalty, assessment, fee, or fine as a 
result of his failure to procure or obtain health insurance coverage." 
It does not apply to Medicaid and CHIP coverage. 
(Filed for 2010 session 1/13/10; SB 283, SB 311 and SB 417 passed Senate 
23y-17n, 2/1/10; passed House 67y-29n, 2/12/10; sent to governor; 
became law 3/4/10) ocw 
* Under Virginia law, the Governor excercised his option to return the bill to the 
legislature with a formal recommended amendment. Both branches of the 
legislature voted to accept the Governor's recommendation, at which point the 
bills beame law without requiring the Governor's signature. 
[news articles: VA 211012010: Boston Globe 3/8/20107 

IHB 2669 by Rep. Hinkle 
Would amend state law by adding a provision that the state "shall not directly 
or indirectly compel any person, employer, or health care provider to 

Proposed 
statute: 
majority both 

'-_____ -'participate in any health care system." and that" A person or employer may 
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pencuty, lint, Or' olnersar'lI.:ti(m lur IJdyillY uiredry lur IdWIUI Iredrln edft::: LlldllluerS 

services. 
(Filed & sent to Health & WeI/ness Comm. 1/12/2010) 

West Virginia ~ by Rep. l. Miller Proposed 
The "Health Care Freedom Act" states, ''The people have the right to enter into statute: 
private contracts with health care providers for health care services and to majority both 
purchase private health care coverage. The Legislature may not require any legislative 
person to participate in any health care system or plan, nor may it impose a chambers 
penalty or fine, of any type, for choosing to obtain or decline health care (Did not pass) 

West Virginia coverage or for participation in any particular health care system or plan." 
(2010) .... (Filed 3/9/09; failed to pass by end of session; cannot carry over to 2010) 

HlR 103 by Rep. l. Miller Vote in both 
A proposed 2010 Constitutional amendment prohibiting compulsory legislative 
purchases in healthcare and providing choice and in payment for health chambers 
services. + 
(Filed 2/5/10; motion to discharge postposed 2/25/10) 2010 ballot vote 

Wisconsin,~ ~ by Sen. Leibham 50% both 
A proposed 2012 Constitutional amendment legislative 

(Filed 2/22/10) [U,!iJ chambers 
+ 
2012 ballot vote 

Wyoming rSJR.J., by Sen. Pres. Hines 2/3 both 
(2009) A proposed 2010 Constitutional amendment based on Arizona language, "that legislative 

protects individuals, employers and health care providers from having to chambers 
participate in any health care system." Provides for "freedom of choice in + 
health car; prohibits laws interfering with freedom of choice in health care" 2010 ballot vote 

Wyoming ,liN 
(Filed 1/20/09; died in Senate committee 3/3/09; no carryover) 

(2010) ~ by Sen. Pres. Hines; Hl 12 by Rep. Lubnau 2/3 both 
Resolution for a proposed 2010 constitutional amendment for "Health freedom legislative 
of choice," stating, "the federal government shall not interfere with an chambers 
individual's health care decisions." Also would call for "prohibiting any penalty, + 
fine or tax imposed because of a decision to participate in or decline health 2010 ballot vote 

" 
insurance, or to pay directly or receive payment directly for health care 
services." 
(Filed 1/26/10; did not pass introduction 18y-12n, 2/9/10; HJ 12 did not pass 

Proposed 
introduction 38y-19n, 2/10/2010) (news article I 

statute; 2/3 
~ by Sen. lennings required for 
Resolution would direct the attorney general to investigate the state and consideration in 
federal constitutional effects of federal health care or health insurance reform budget session 
legislation; requiring a report within 60 days of any future federal enactment; 
providing for the attorney general to seek legal remedies. 
(Filed 2/3/10; did not pass introduction, 18y-12n, 2/9/10) 

States Opposing Health Reform Financing and Unfunded Mandates 

State Activity /Legislation 
Required for 

New S!l.lli by Sen. Bradley 
Hampshire Would amend state law to prohibit the expansion of the Medicaid program if .... Congress passes a national health insurance plan unless the expansion is 

approved by the NH Legislature or is paid for by the federal government. 
(Filed and sent to Senate Finance Committee 1/6/10; did not pass; voted as 
"inexpedient to legislate" , 14y-10n, 3/3/10) 

Sources: NCSL research; StateNet 
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Proposed statute: 
majority both 
legislative 
chambers 

311112010 



State Legislation Opposing Certain Health Reforms, 2010 

Tabie 2 
Examples of states with reported interest or pre-legislative steps toward a 
proposed constitutional amendment or statute. 

No formally filed legislation was reported in these three 
states as of February, 2010. NCSL provides links or 
references to third-party articles and information as a 
convenience. NCSL is not responsible for the accuracy or 
completeness of such material. Local news and opinion 
sources are listed as background only. 

Montana s. (next regular session in 2011) 

Rhode Island> [updated 2/12/10) 
Texas, S:Q..Y..[Q! (next regular session in 2011) 

Other states have not taken any action in the 2009-2010 session as of February 2010. 

Recent News and Articles 

"Health Lobby Takes Fight to the States" New York Times, 
12/29/2009. http://www.nvtimes.comI2009112129Ihealth/oolicvI2910bby.html 

"Florida attorney gene@!' healthcare reform unconstitutional?" CS Monitor, 12/30/2009. 

"Some foes of health-care bill hope courts will stop legislation" Washington Post, 1/3/2010. 

Page 10 of 14 

"Another Health-care Obstacle Awaits in States" - article; includes NCSL Citation. Wall Street Journal, 1/20/2010. 

Virginia "Bill stating that no one can be forced to buy health insurance advanced." The Roanoke Times, 1/26/2010. 

"Virginia Closer to Banning Insurance Requirement" - NY Times, 2/2/2010. 

"States Look to Forstall Hyoothetical Mandate" -.article; includes NCSL citation. NY Times, 2/8/2010 

"Bill to tell feds to back off health care fails in Wyo Senate" - Cowboy State Free Press (WY), 2/9/2010 "'" 

"can the States Nullify Health care Refonm?" - New England Journal of Medicine - 2/10/2010 

'Va. health bill could foil Obama proposal: State questions constitutionalitv." - Boston Globe, 3/8/2010-

APPENDIX 1 - The Arizona Proposed Constitutional Amendment 

House Engrossed 
State of Arizona, House of Representatives 
Forty-ninth Legislature, First Regular SeSSion, 2009 

HOUSE CONCURRENT RESOLUTION 2014 

A CONCURRENT RESOLUTION 

PROPOSING AN AMENDMENT TO THE CONSTITUTION OF ARIZONA; AMENDING ARTICLE XXVII, BY ADDING 
SECTION 2, CONSTITUTION OF ARIZONA; RELATING TO HEALTH CARE SERVICES. 

Be it resolved by the House of Representatives of the State of Arizona, the Senate concurring: 

1. Article XXVII, Constitution of Arizona, is proposed to be amended by adding section 2 as follows if approved by 
the voters and on proclamation of the Governor: 

2. Health care; definitions 

section 2. A. To preserve the freedom of Arizonans to provide for their health care: 

1. A law or rule shall not compel, directly or indirectly, any person, employer or health care provider to participate 
in any health care system. 

2. A person or employer may pay directly for lawful health care services and shall not be required to pay penalties 

3995 . 
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or fines for paying directly for lawful health care services. A health care provider may accept direct payment for lawful 
hearth care services and shall net be required to pay penalties or fines fer accepting direct payment from a perser: or 
employer for lawful health care services. 

B. Subject to reasonable and necessary rules that do not substantially limit a person's options, the purchase or 
sale of health insurance in private health care systems shall not be prohibited by law or rule. 

C. This section does not: 

1. Affect which health care services a health care provider or hospital is required to perform or provide. 

2. Affect which health care services are permitted by law. 

3. Prohibit care provided pursuant to article xviii, section 8 of this constitution or any statutes enacted by the 
legislature relating to worker's compensation. 

4. Affect laws or rules in effect as of January 1, 2009. 

5. Affect the terms or conditions of any health care system to the extent that those terms and conditions do not 
have the effect of punishing a person or employer for paying directly for lawful health care services or a health care 
provider or hospital for accepting direct payment from a person or employer for lawful health care services. 

D. For the purposes of this section: 

1. "compel" includes penalties or fines. 

2. "direct payment or pay directly" means payment for lawful health care services without a public or private third 
party, not including an employer, paying for any portion of the service. 

3. "health care system" means any public or private entity whose function or purpose is the management of, 
processing of, enrollment of individuals for or payment for, in full or in part, health care services or health care data 
or health care information for its participants. 

4. "lawful health care services" means any health-related service or treatment to the extent that the service or 
treatment is permitted or not prohibited by law or regulation that may be provided by persons or businesses 
otherwise permitted to offer such services. 

5. "penalties or fines" means any civil or criminal penalty or fine, tax, salary or wage withholding or surcharge or 
any named fee with a similar effect established by law or rule by a government established, created or controlled 
agency that is used to punish or discourage the exercise of rights protected under this section. 

2. The article heading of article XXVII, Constitution of Arizona, is proposed to be changed as follows if approved by 
the voters and on proclamation of the Governor: 

The article heading of article XXVII, Constitution of Arizona, is changed from "REGULATION OF PUBLIC HEALTH, 
SAFETY AND WELFARE" to "REGULATION OF HEALTH, SAFE1Y AND WELFARE". 

3. The Secretary of State shall submit this proposition to the voters at the next general election as provided by 
article XXI, Constitution of Arizona. 

Arizona 2008 History/Action: In 2008, Arizona Proposition 101 appeared on the ballot, referred to by proponents as 
the "Freedom of Choice in Health Care Act." If it had passed, it would have added the following language to the 
Arizona Constitution: "Because all people should have the right to make decisions about their health care, no law shall 
be passed that restricts a person's freedom of choice of private health care systems or private plans of any type. No 
law shall interfere with a person's or entity's right to pay directly for lawful medical services, nor shall any law impose 
a penalty or fine, of any type, for choosing to obtain or decline health care coverage or for partiCipation in any 
particular health care system or plan." Proposition 101 failed to pass by a vote of 1,048,512 in favor and 1,057,199 
opposed, a difference of 8,687 votes. Arizona's Proposition 101 language from 2008 has served as the basis for 2009 
legislative language drafted by the American Legislative Exchange Council (ALEC). 
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Arizona Opinions: ALEC article: "Arizona Poised to Block Single-Payer Health Care" 
http://www alec.org/am/pdflInside July09 pdf 
The 2009 legislative resolution was approved "along party lines." "I certainly would expect it would go to the courts as 
a states' rights issue," says Bert Coleman, manager of the Arizona campaign. Coleman adds that proponents of the 
efforts chose to go through the legislative route rather than a much slower citizen petition (as in 2008) process in 
order to be part of the ongoing discussion over health reform. "We wanted to be part of the debate now," Coleman 
stated to Inside Health Policy. "Will it influence the debate? I certainly hope so." 

APPENDIX 2: 
Some Legal and Legislative Opinions on Anti-Reform State Actions 

Rep. Nancy Barto, chairwoman of the Arizona House's Health and Human Services Committee, sponsored the bill that 
led to the ballot referendum. Her basic argument is that "there is no place for government between someone and 
their doctor," said Becky Blackburn, communications director for the Republican Caucus of the Arizona House of 
Representatives. 

Rep. linda Upmeyer, Iowa State Representative and the chair of ALEC's Health and Human Services Task Force 
stated, "Federal health care reform efforts may include a requirement that individuals purchase health insurance, and 
a so-called 'public option' which will result in less choices for consumers and new government mandates." 

Thomas Miller, resident fellow at the American Enterprise Institute, stated that lawsuits are likely to challenge the 
mandate as an unprecedented violation of inherent individual rights under the U.S. Constitution in enforcing the 
purchase of a product "with no other reason other than the fact that you are just living in the country. "There's no 
clear Supreme Court precedent suggesting that this is going to be overturned constitutionally," he said. However, 
"give me the right five justices and anything's possible. Enforce it in a particularly onerous, all-encompassing, unfair 
manner and then it's more politically viable for judges to have problems with the way it comes out. "ill 

The New York Times cited several legal experts who said "they saw little room for such a challenge:" 

Mark A. Hall, professor of law and public health at Wake Forest University, says states don't have the power to 
override or "opt out" of, or not participate in the mandate. The debate is "a flash in a pan" set off by libertarians who 
say "Washington, D.C. shouldn't be telling us what to do," he said. "There is no way this challenge will succeed in 
court," adding that the state measures seemed more "an act of defiance, a form of civil disobedience if you 
will." ill Hall has studied the constitutionality of mandates that people buy health insurance, for the O'Neill Institute at 
Georgetown University. 

Timothy Stoltzfus Jost, a health law expert at Washington and Lee University School of Law, concludes that "States 
can no more nullify a federal law like this than they could nullify the civil rights laws by adopting constitutional 
amendments." [3, l!l 

Randy E. Barnett, a Georgetown law school professor who has written about what he views as legitimate constitutional 
questions about health insurance mandates, seemed doubtful. "While using federal power to force individuals to buy private 
insurance raises serious constitutional questions," Professor Barnett said, "I just don't see what these state 
resolutions add to the constitutional objections to this expansion of federal power." I.6.l 
Ruth Marcus, a legal analyst writing for the Washington Post (November 26, 2009),"Constitubon no bar to health 
reform," seeks to make a detailed case that the latest federal proposals are constitutional. She states, 

"Is Congress going through the ordeal of trying to enact health-care reform only to have one of the main pillars -­
requiring individuals to obtain insurance -- declared unconstitutional? An interesting debate for a constitutional law 
seminar. In the real world, not a big worry. . .. it's worth explaining where the Constitution grants Congress the 
authority to impose an individual mandate. There are two short answers: the power to regulate interstate commerce 
and the power to tax. The (Commerce) clause empowers Congress "to regulate commerce ... among the several 
states," which may not sound terribly far-reaching. But since the New Deal, the Supreme Court has interpreted this 
authority to cover local activities with national implications . 

... But the individual mandate is central to the larger effort to reform the insurance market. Congress may'not be 
empowered to order everyone to go shopping to boost the economy. Yet health insurance is so central to health 
care, and the individual mandate so entwined with the effort to reform the system, that this seems like a different, 
perhaps unique, case. Congress clearly has authority to, in effect, require employees to purchase health insurance 
for their old age by imposing a payroll tax to fund Medicare. 
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trhe individual mandate is to be administered through the tax code: On their forms, taxpayers will have to submit 
eVidence of adequate insurance 0[, unless they qualify for a hardship exemption, pay a penaity. 

See full text 2!!!iru:. 

Sources: NCSL provides links or references to third-party articles and information as a convenience. NCSL is not 
responsible for the accuracy or completeness of such material. 

ill American Legislative Exchange CounCil (ALEC) as quoted in article of August 12, 2009 and NCSL interview with 
Christie Herrera, ALEC Health Director, August 17, 2009. 

ill Insurance NewsNet: Legal Analysts: "Suits May Challenge Constitutionality of Individual Mandate in U.S. Health 
Reform," October 8,2009. 

ill New York Times "Health Care Overhaul and Mandatory Cove@ge Stir State' Rights Claims," September 29, 2009 

[4] CNS News.com, a subsidiary of the Media Research Center. "Nineteen States Move to Defend Individual Health care Choice," 
Tuesday, October 27,2009 

[5] Inside ALEC: "Arizona Poised to 810ck Single-Paver Health care." Page 11, July 2009. 
ALEC web site, accessed 1/31/2010. 
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APPENDIX 3: 
Number of Sessions During Which Legislative Enactment Is Required 

In the following 35 states, the legislature enacts a proposed constitutional amendment during only one session. 

Alabama Louisiana North Dakota 
Alaska Maine Ohio 
Arizona Maryland Oklahoma 
Arkansas Michigan Oregon 
California Minnesota Rhode Island 
Colorado Mississippi South Dakota 
Florida Missouri Texas 
Georgia Montana Utah 
Idaho Nebraska Washington 
Illinois New Hampshire West Virginia 
Kansas New Mexico Wyoming 
Kentucky North Carolina 

In the following 12 states, the legislature must enact a proposed constitutional amendment during two sessions. 

Delaware ** 
Indiana 
Iowa 
Massachusetts 

Nevada 
New York 
Pennsylvania 

South Carolina 

3998 
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Tennessee 
Vermont 
Virginia 

Wisconsin 
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** Delaware does not require a public vote once a proposed amendment passes two consecutive sessions by a 2/3 
vote. 

In the following three states, the vote total determines the number of sessions during which a proposed constitutional 
amendment must be enacted. 

Connecticut New Jersey Hawaii 

Source for Appendix 3: Brenda Erickson, NCSL Legislative Man"agement memorandum, 2009. 

Related NeSL Resource Pages: State Health Reform I Federal Health Reform 

Denver OffIce Washington Office 

Tel: 303-364-7700 I Fax: 303-364-7800 I 7700 
East First Place I Denver, CO 80230 

Tel: 202-624-5400 I Fax: 202-737-1069 I 444 North Capitol 
Street, N.W., Suite 515 I Washington, D.C. 20001 

©2010 National Conference of State Legislatures. All Rights Reserved. 
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Twenty Republican governors and governors-elect sent a letter to Congressional leaders today urging 
them to refocus and pass "meaningful health care reform, not hastily prepared partisan legislation 
which omits reform and saddles American taxpayers for generations to come." 

"Governors of both parties have said for months how bad this bill is for the states and our nation," 
said RGA Chairman Haley Barbour. "Now is the time for leaders in Congress to finally listen and 
restart this process so they can get health care reform right." 

The governors criticized the lack of transparency in the legislative process and called the current 
health care bills "a lost opportunity to improve the lives of Americans, create a sustainable system of 
health care and help stabilize both our state and national economies." 

The governors highlighted that the House and Senate bills fail to fix the broken Medicaid and 
Medicare systerns and instead entitle 15-20 million more people to Medicaid. The net result of this 

http://www .rga.orglhomepage/republican-governors-health-care-bills-omit -reform! 211112010 
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further damage already hurting state budgets. 

They also criticized the inflexibility forced upon states in the current bills. The governors write that 
the current proposals would eliminate the ability of states to negotiate Medicaid provider rates and 
force the states into a one-size-fits-all, federally-designed health insurance exchange. 

Last, the governors urged Congress to take steps to create a system, which "eliminates red tape, 
empowers consumers to engage in making good health care decisions in the private market, and 
guarantees affordable coverage for patients with preexisting conditions." 

Full text of the letter can be found below: 

Dear Senator Reid, Senator McConnell, Speaker Pelosi, and Representative Boehner: 

As governors, we believe the reform of the health care system can be very beneficial to our nation's 
economic foture and the well-being of our citizens; however, the current health care bills are a lost 
opportunity to improve the lives of Americans, create a sustainable system of health care and help 
stabilize both our state and national economies. 

Health care reform should be about fixing our broken Medicaid and Medicare systems; instead, the 
current health care bills entitle 15-20 million more people to Medicaid. While providing health care 
to low income individuals is important, the net result of this entitlement expansion will be a 
significant cost shift to those privately insured around the country. According to the Congressional 
Budget Office (CBO), the unfonded mandate to states and territories is $25 billion; although many 
states disagree with that figure. For example, Texas costs are estimated to be $21 billion over ten 
years. 

The National Association of State Budget Directors (NASBO) has demonstrated states/territories are 
in no position to comply with the maintenance of effort provisions found in the bills or to accept any 
increased costs or additional administrative burdens to expand Medicaid. State general fond 
expenditures have dropped for the second year in a row. The December 2009 survey shows that the 
budget situation faced by states truly is unprecedented. Many states cannot afford their current share 
of the Medicaid program, and they will also have to face a fonding cliff whenever the stimulus­
enhanced FMAP dollars are exhausted. States have already beenforced to cut vital services with 30 
states cutting education, 29 states cutting Corrections, and 28 states already cutting Medicaid. 

Current federal proposals would strip the states of our ability to negotiate Medicaid provider rates, 
and we believe that states and territories should be allowed to negotiate Medicaid provider rates as 
found in current law. The pending bills cause states and territories to lose money through the bills' 
treatment of the prescription drug rebate provisions. States and territories also should not be asked 
to forego a share of the savings from any new Medicaid rebates collected for the dual eligible 
population receiving prescription drugs through the Medicare Part D program. 

These bills also impose a one-size-jits all federally-designed health insurance exchange and the 
insurance rating rules tie states' and territories' hands. Health insurance exchanges desired by any 
state should be state-based and state-designed to ensure maximum state flexibility to design and 
operate exchange mechanisms that facilitate the purchase of insurance. Utah should not be forced to 
replicate Massachusetts' exchange, and vice versa. In the same vein, the health insurance rating 
rules should account for the existing variation in state and territory statutes and the state and 
territory should retain the authority to provide oversight and adopt tighter rating bands if necessary. 

htto://www.rga.org/homeoage/reDublican-governors-health-care-bills-omit-reform! 2/1112010 
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In order to pay for the bills, the legislation cuts }",fedicare $571 billiori in the House bill and $466.7 
billion in the Senate bill. Also included are far-reaching massive tax increases which will impact 
American individuals and families at all income levels. From employer mandates and taxes on high­
value insurance plans to taxes on both branded and generic drugs and medical devices, these bills are 
fonded, and thereby the bills' costs are lowered, by taking more from taxpayers and reforming the 
health care system less. In particular, the Senate's $6.7 billion insurance premium tax will be passed 
directly to consumers and will impose new costs on Americans who already have coverage. The 
unfonded mandates to states likely will require many states to necessarily raise taxes, too. 

Although CBO has scored the Senate bill at $842 billion and the House bill at $1.3 trillion both bills 
are full of budget gimmicks. The bills delay spending until the fourth year and exclude the costly 
"Doc Fix" which ignores the over $200 billion price tag associated with stopping the unavoidable 
cuts to physicians under the Medicare program. 

Governors agree we should work to enhance the quality of health care while making it more 
affordable and efficient. Unfortunately, the opportunity to truly lower the cost of care has been lost in 
the rush to try to finish health reform. Both CBO and the Chief Actuary of the Centers for Medicare 
and Medicaid Services have warned the current legislation will increase the overall costs of health 
care. The federal government and the states should refocus efforts to lowering the cost of care which 
will in turn increase coverage, but simply increasing the number of individuals on the public plans 
without a plan to improve the public programs for participants is irresponsible. 

At this juncture, small businesses, seniors, states and territories, and taxpayers have anxiety about 
Congress' pending health care legislation and rightfUlly so- one-sixth of our GDP is at stake. As 
Republican Governors, we believe in a system which eliminates red tape, empowers consumers to 
engage in making good health care decisions in the private market, and guarantees affordable 
coverage for patients with preexisting conditions. Missing from this important legislation is real 
medical liability reform and provisions which protect seniors' Medicare benefits and access to care. 
Several states have already implemented medical liability reform with good results; no real medical 

reform can be accomplished without tort reform. Instead, premiums are increased and small 
businesses are faced with onerous mandates rather than given the power to pool together and offer 
health care at lower prices, just as corporations and labor unions do .. 

Along with the majority of Americans and as leaders of 20 states and territories, we are disappointed 
with the lack of transparency. We urge you not to circumvent the normal committee process and to 
conduct an open, folly-bipartisan negotiation. It is time to slow down and pass meaningfol health 
care reform, not hastily prepared partisan legislation which omits reform and saddles American 
taxpayers for generations to come. 

Sincerely, 

Governor Bob Riley, Alabama Governor Jan Brewer, Arizona 

Governor Sean Parnell, Alaska Governor Charlie Crist, Florida 

Governor Sonny Perdue, Georgia Governor Felix Camacho, Guam 

Governor Linda Lingle, Hawaii Governor c.L. "Butch" Otter, Idaho 

Governor Mitch Daniels, Indiana Governor Bobby Jindal, Louisiana 

Governor Tim Pawlenty, Minnesota Governor Haley Barbour, Mississippi 

httn://www.rlla.om/homenalle/renuhlican-Ilovemor,-health-"are-hill~-nmit_refnrml ? 11 11?1111l 
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Governor Jim Gibbons, lvevada Governor John Hoeven, llart/;, Dakota 

Governor Don Carcien, Rhode Island Governor Mark Sanford, South Carolina 

Governor Mike Rounds, South Dakota Governor Rick Perry, Texas 

Governor Gary Herbert, Utah Governor-elect Bob McDonnell, Virginia 
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FOR IMMEADIA TE RELEASE - November 18, 2009 Contact: Blair Latoff 
202-463-5682 

U.S. Chamber Poll Shows Alaskans Opposed to 

Current Health Care Reform Proposal 

WASHINGTON, D.C.-The U.S. Chamber of Commerce today released a public 
opinion poll showing that 55% of Alaskans oppose the health care reform plan 
currently being discussed in Congress while only 31 % support it. The poll 
of 500 registered voters was conducted November 8-10 by Ayres, McHenry & 
Associates to gauge support for health legislation currently being proposed. 

"Polling clearly shows that Alaskans overwhelmingly oppose the current 
direction of health care legislation," said Bruce Josten, executive vice 
president of government affairs at the U.S. Chamber of Commerce. "The 
Chamber has been a strong advocate for reforms that improve access to 
quality care and lower costs but, like Alaskans, we are very concerned about 
the increased costs that would result from the legislation." 

The Chamber commissioned polls in seven key states - Alaska, Arkansas, 
Indiana, Louisiana, Nebraska, North Carolina, and Virginia - all of which 
showed voters.in those states oppose current legislation, with substantial 
majorities saying it will increase the federal deficit and raise the cost of 
their health care. 

Highlights of the Alaska poll findings include: 

Overall 
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Question Wording and State Results for Statewide Snrveys on Health Care Reform 
November 8-10, 2009 

Results are based on 600 respondents each in AR, IN, LA, NE, NC, and VA (Margin of Error ± 4.00 percent). 
Results are based on 500 respondents inAK (Margin ofError±4.38 perceru). 

Percentages may not equal 1 00 percent due to rounding. 

Which priority do you think the country should focus on f"IrSt (ROTATE: improving the quality of health 
care, lowering the costs of health care, or covering more of the uninsured)? 

AX AR IN IA NE NC VA 
Quality 19% 25% 22% 35% 22% 24% 24% 
Costs 42% 45% 49% 41% 52% 41% 39% 
Uninsured 23% 16% 19% 14% 16% 22% 22% 
Don't Know 16% 14% 10% 10% ll% 12% 15% 

One of the proposals suggested to address health care reform is to create a "puhlic option," with the federal 
government seiling health insurance. Do you support or oppose a government-run health insurance plan? IF 
SUPPORT/OPPOSE, ASK: Would that he strongly (support/oppose) or jost somewhat (support/oppose)? 

AX AR IN IA NE NC VA 
Strongly Support 21% 16% 17% 19% 15% 22% 23% 
Somewhat SuPPOrt H% 11% 12% 14% 12% 15% 12% 
Somewhat Oopose 8% B% 12% 9% ll% 9"/0 8% 
Strowv 00.",." 47% 55% 52% 51% 56% 44% 44% 
Don't Know 12% 8% 8% 7% 7% ll% 12% 

Thinking about the overall health eare reform pIan being discussed in Congress, wonld yon say yon generally 
support or oppose that reform plan? 

AX AR IN IA NE NC VA 
SUPPOrt 31% 29% 31% 36% 29% 40% 40% 
Oppose 55% 60% 59% 55% 63% 49"/. 48% 
Dou'tKnow 14% 12% B% 9"/. 9"/. 12% 12% 

Do you agree or disagree with each of the following statements about health care reform being discussed in 
Congress? (RANDOMIZE) IF AGREE OR DISAGREE, ASK: Would that be strongly (agree/disagree), or 
just somewhat (agree/disagree)? 

A government-run public option will raise my health care costs. 

AX AR IN IA NE NC VA 
Strongly Agree 39"/. 47% 42% 43% 47% 42% 38% 
Somewhat Agree 15% 14% 17% 13% 17% 15% 17% 
Somewhat Disagree 12% 14% 15% 12% 14% 14% 14% 
Strongly Disagree 22% 17% 19"/0 26% 16% 21% 21% 
Don't Know B% 7% 8% 7% 7% 9"/. 10% 

The reforms being discussed will raise my health care costs. 

AX AR IN IA NE NC VA 
Strongly Agree 38% 50% 40% 45% 46% 40% 39% 
Somewhat Agree 15% 14% 19"10 14% 19% 16% 15% 
Somewhat Disagree 12% 12% 16% 13% 15% 14% 17% 
Strongly Disagree 19% 19% 16% 22% 13% 20% 20% 
Don't Know 15% 6% 9% 7% 6% 10% 9"/. 

Ayres, McHenry & Associates, Inc. 
Page 1 
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The reforms being discussed will increase the def"1Cit 

AI( AR IN LA NE NC VA 
Strongly Agree 56% 58% 56% 52% 62% 53% 50% 
Somewhat Agree 15% 16% 20% 14% 18% 14% 18% 
Somewhat 9% 8% 9"10 12% 8% 13% 13% 
StroDJdv Disamee ll% 13% 9"/. 15% 8% 13% 11% 
Don't Know 9% 6% 7% 8% 4% 7% 9% 

The reforms being discussed will £ause my taxes to go up. 

AI( AR IN LA NE NC VA 
Strongly Agree 54% 57% 56% 53% 62% 53% 51% 
Somewhat Agree 16% 15% IS% 14% 18% 16% 19% 
Somewhat 9% 8% 9"/. 11% 9"10 10% 11% 
Strongly Disaroee 12% 15% 11% 18% 7% 16% 13% 
Don't Know 9% 5% 6% 4% 4% 6% 6% 

The reforms being discussed win expand government £onlrol over bealth £are. 

AI( AR IN LA NE NC VA 
Strongly Agree 51% 56% 53% 51% 55% 51% 51% 
Somewhat Agree 20% 17% 20% 15% 22% 21% 21% 
Somewhat Disagree 8% 8% 9"10 9% 9"10 10% 1l% 
StronglyD' 11% 15% 13% 20% 10% 13% 11% 
Don't Know 9% 5% 5% 6% 5% 5% 7% 

Any new taxes and fees cllarged 10 bealtb £are rompanies will get passed on and will mean higber health care 
costs for me. . 

AI( AR IN LA NE NC VA 
Strongly Agree 45% 54% 52% 50% 51% 48% 46% 
Somewhat Agree 17% 16% 20% 11% 20% IS% 19% 
Somewhat Disagree 12% 1l% 10% 13% 11% 13% 12% 
Strongly_Disagree 16% 15% 1l% 21% 11% 17% 15% 
Don't Know 11% 4% 7% 5% 6% 7% 7% 

The 400 billion donars in rots being proposed for Medicare wiD harm health care for seniors. 

AI( AR IN LA NE NC VA 
Strongly Agree 41% 51% 43% 50% 47% 45% 43% 
Somewhat Agree 13% 16% 17% 12% 18% 15% 15% 
Somewhat Disagree 11% 10% 14% 11% 14% 14% 13% 
Strongly Disamee 17% 15% 13% 20% 13% 15% 17% 
Don't Know 18% S% 13% 7% 8% 10% 12% 

A government-run pub6£ option wiD cause employers to drop bealtb inSUI1lDtt coverage and move their 
employees into the government-run plan. 

Stronglv Agree 
Somewhat Agree 
Somewhat Di!>llgree 
Strongly Disagree 
Don't Know 

AI( AR IN LA 
34% 42% 42% 41% 
20% 19% 20% 15% 
13% 1l% 13% 13% 
15% 18% 14% 25% 
18% 11% 11% 7% 

Ayres, McHemy & Associates, Inc, 
Page 2 

NE NC VA 
41% 37% 36% 
20% IS% 16% 
14% 15% 17% 
15% 17% 17% 
1l% 13% 14% 
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Methodology 

'These seven statewide smveys were conducted November 8-10, 2009 by telephone with live intervieweIS, with 600 
respondents in Arkansas, Indiana, Louisiana, Nebraska, North Carolina, and Virginia, and 500 respondents in 
Alaska. All respondents were selected randomly from a list of registered voters in the state, and confirmed their 
registration Quotas were set by race, gender, and geography consistent with previons elections. 

'The margin of error for responses with an even split - 50 pen::ent for one response and 50 percent for another 
response - is pIns or minus 4.00 percent for 600 respondents and plus or minus 4.38 percent for 500 respondents. 
'The'margin of error is smaller when one response receives a higher level of snppon. For example, the margin of 
error when 75 percent of respondents choose one response and 25 percent choose another response is pIns or ruinus 
3.46 percent for 600 respondents and is pins or ruinus 3.80 percent for 500 respondents. 

Ayres, McHemy & Associates, Inc. 
Page 3 
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AlASKA 

The Honorable Mike Chenault 
State Capitol Building 
Juneau, Alaska 99801-1182 

RE: House Resolution 14 

Dear Representative Chenault: 

NFIB 
The Voice of Small Business-

February 17,2010 

On behalf of the National Federation ofIndependent Business! Alaska, I wish to respectfully 
share our support for House Resolution 14. The National Federation of Independent Business is 
the largest small-business advocacy group in Alaska. 

NFIB has vigorously opposed the current federal health care reform bill because it fails to 
address fundamental small business priorities. It does not make health insurance more accessible 
or affordable for small business. In fact, through new taxes, fees and government regulation, this 
legislation actually increases the overall costs of doing business for small businesses. 

We join you in asking the Alaska Congressional delegation to vote against the current health care 
reform bills and to develop health care reform that is affordable and accessible to Alaska 
residents. 

Sincerely yours, 

Alaska State Director 

Cc: NFIB!AK Leadership Council 
-"l'!ouse Health and Social Services Committee 

National federation of Independent Business - AlASKA 
P. O. Box 347610Juneau, AK 99803-47610907723 6667owww.NFIB.com 
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ALASKA 

The Honorable Mike Chenault 
State Capitol Building 
Juneau, Alaska 99801-1182 

RE: House Resolution 14 

Dear Representative Chenault: 

NFIB 
The Voice of Small BusineSS" 

February 25,2010 

On behalf of the National Federation of Independent Business/Alaska, I wish to respectfully 
share our support for House Resolution 14 opposing current health care bills being considered in 
the U.s. Congress. The National Federation of Independent Business is the largest small­
business advocacy group in Alaska. 

No one has a larger stake in this. Small businesses have so much to gain yet so much to lose too. 
In economic times like these we must tread lightly and always remind our leaders in Washington 
to continuously check their policies by asking: Will this hurt or harm small business? Thus far, 
the bills passed hurt, rather than help, small businesses. 

NFIB and its members have been constructive participants in the reform debate. We have 
worked to help our leaders understand the struggles small business owners face owning and 
operating their business. We have been, and will continue to be, committed to offering real 
solutions to real small business owners' problems. From pooling ideas to the optional free choice 
voucher we have pushed to be creative and constructive throughout the process. 

The following are highlights ofNFID concerns with the federal bills: 

Employer Mandate 
Economic research has shown time and again that mandates are a "one-two punch" where the 
cost is first borne by the employer, but is ultimately paid by the employee - through job loss and 
lower wages. While we have strong concerns that the employer mandate in the Senate-passed bill 
will most greatly harm low-wage and entry-level workers, the approach in the House-passed 
legislation is even worse. A pay-or-play approach tied to payroll tax is exceptionally onerous 
because profitable and unprofitable small employers are forced to pay this tax. In addition, 
because the exemption thresholds in the House-passed bill are not indexed for inflation, the 
exemption will become a healthcare equivalent of the alternative minimum tax, hitring more and 
more employers until there is no one exempted at all. 

Small Business Health Insurance Tax 
Though small business has repeatedly called for reducing the cost of health insurance, the 
Senate-passed bill includes a devastating new $60 billion dollar tax that will fall almost 

National Federation of Independent Business -:- AlASKA 
, P. O. Box 34761oJuneau.AK 9980~7610907 723 6667owww.NFIB.com 

", ." 0, , _ .,_ 
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Representative Mike Chenault 
February 25,2010 
Page 2 

exclusively on small business. Today, 87 percent of small business owners purchasing insurance 
can only buy plans in the fully-insured market. They will actually bear the full weight of this 
"fee" through premium increases or face the possibility of forgoing insurance altogether. Early 
estimates indicated that this new tax could increase premiums by nearly $500 per year for a 
family off our. Additionally, as a result of the changes made in the Manager's Amendment to the 
Senate bill, the exemptions to self-insured businesses and certain not-for-profit insurers will 
further increase those costs. These exemptions, meant to pacify and garner support from big 
business and to secure votes from specific state delegations, are a devastating blow to the very 
popUlation the bill was purported to help: small business. 

Construction Mandate 
The recently-released December 2009 jobs report reinforces what so many in the construction 
industry already know: job loss is at historic levels. In December, 53,000 of the 85,000 jobs lost 
were in the construction industry. This narrowly-focused provision singles out one industry and 
excludes them from the small business exemption. This is an unprecedented assault on the 
construction industry. Worst of all, this mandate will kill jobs and is nothing more than a 
political payoff designed to make it easier for big unions to grow their membership rolls. In an 
industry where the national unemployment rate is exceeding 22 percent, this is NOT the reform 
our nation's construction industry needs or can afford. We strongly encourage you to support the 
removal of this arbitrary and onerous provision. 

Paperwork Mandate 
Both bills enact a new tax-compliance paperwork burden on all small businesses. The "corporate 
reporting" provision is an expansion on reporting requirements (for transactions of more than 
$600), which increases the cost of operating a small business and diverts resources away from 
growing and creating jobs. 

Medicare Payroll Tax 
Since its creation, payroll taxes that fund Medicare programs have not been wage-based and 
have been dedicated specifically to funding Medicare. The Senate-passed bill increases the 
Medicare payroll tax and uses the additional revenue to pay for non-Medicare programs, creatirig 
a dangerous precedent to use payroll taxes to pay for more non-Medicare programs in the future. 

Cc: NFIB/AK Leadership Council 
House Health and Social Services Committee 

National Federation of Independent Business - ALASKA 
P. O. Box 34761.Juneau, AI( 99803-4761.907 723 6667.www.NF/B.com 



February 24, 2010 

The Honorable Harry Reid 
Majority Leader 

The Honorable Nancy Pelosi 
Speaker 

United States Senate 
Washington, D.C. 20510 

U.S. House of Representatives 
Washington, D.C. 20510 

Dear Leader Reid and Speaker Pelosi: 

On behalf of the country's largest, oldest and most respected associations in the small business and self­
employed communities, the Small Business Coalition for Affordable Healthcare is writing to reaffirm our 
dedication to developing responsible solutions that will constrain healthcare costs and improve access to 
quality, affordable healthcare. As Congress reassesses its role in the healthcare reform discussion, we 
urge you to listen closely to the input of those on Main Street in towns and cities across the United States 
of America - our small businesses. 

Regardless of political party or philosophical persuasion, there is overwhelming agreement that small 
business owners and their employees are trapped in a broken insurance marketplace with no choices and 
high costs. For more than a decade these men and women have been some of the most active and vocal 
advocates for reform - but not just any reform. They have specifically sought reforms that lower costs, 
increase competition, and expand choice. While they have expressed opposition to both the House­
passed "Affordable Health Care for America Act" (H.R 3962) and the Senate-passed "Patient Protection 
and Affordable Care Act" (H.R 3590), they remain steadfast in their commitment to continue advocating 
for policy solutions that lower health care costs, but do not increase the overall cost of doing business. 

America's small business community has supported various incremental reform efforts and has worked 
to include similar provisions in comprehensive reform proposals. Healthcare reform that improves 
access to quality, affordable health care includes: 
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• New opportunities for small businesses to pool together and purchase insurance across 
state lines 

• Balanced and responsible insurance market reforms 
• Streamlined benefit packages 
• Much-needed choices like SIMPLE cafeteria plans 
• Tax equity for our nation's self-employed 
• Meaningful liability reform 

These types of proviSions open the door to many potential benefits for small business. However, if the 
price for these benefits increases the cost of doing business, small businesses will not support the overall 
legislation. Our small business owners remain deeply concerned that if new taxes, new mandates and 
new government programs are used to finance healthcare reform, those costs would quickly erase any 
savings that could have been realized from the reforms outlined above. Simply put, healthcare reform 
that improves access to quality, affordable healthcare should not include: 

• New taxes on small business health insurance 



• An employer mandate that encourages job cuts, not job creation, including mandates 
targeted at specific industries 

• Union and big business carve-outs 
• Increases in Medicare payroll taxes 
• New paperwork burdens and costs for small businesses 
• New taxes specifically targeted at the small business community 
• Prohibitions on HSAs, FSAs and HRAs that limit employer and employee flexibility and 

choice 

For more than a decade, our nation's entrepreneurs in the small business and self-employed communities 
have called on Congress to address the most critical problem they face - high healthcare costs. Our small 
business owners remain focused on finding solutions and the Small Business Coalition for Affordable 
Healthcare remains a resource to those in Congress committed to advancing policies that make access to 
quality, affordable healthcare a reality for the men and women who drive the engine of our economy -
small business. 

Sincerely, 

Aeronautical Repair Station Association 
American Bakers Association 
American Farm Bureau Federation 
American Hotel & Lodging Association 
American Veterinary Medical Association 
Associated Builders and Contractors 
Associated Equipment Distributors 
Associated Food and Petroleum Dealers 
Associated General Contractors 
Association of Ship Brokers & Agents 
Automotive Recyclers Association 
Bowling Proprietors Association of America 
California Tire Dealers Association 
Chesapeake Automotive Business Association (CABA) 
Commercial Photographers International 
Electronic Security Association 
Gasoline and Automotive Service Dealers Association 
Gasoline & Repair-Shop Association of New York, Inc. 
Independent Electrical Contractors,lnc 
Independent Office Products & Furniture Dealers Association 
International Franchise Association 
International Housewares Association 
International Sleep Products Association 
Mid-America Tire Dealers Association 
National Association of Home Builders 
National Association of Manufacturers 
National Association of Theatre Owners 
National Association of Wholesaler-Distributors 
National Club Association 
National Community Pharmacists Association 
National Federation of Independent Business 
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National Newspaper Association 
National Retail Federation 
National Roofing Contractors Association 
National Tooling and Machining Association 
National Utility Contractors Association 
New England Service Station & Auto Repair Association 
New York State Association of Service Stations and Repair Shops 
New York Tire Dealers Association 
North Carolina Tire Dealers and Retreaders Association (NCTDRA) 
Ohio Tire and Automotive Association 
Petroleum Retailers and Auto Repair Association (PRARA) 
Precision Machined Products Association 
Precision Metalforming Association 
Printing Industries of America 
Professional Golfer's Association of America 
Professional Photographers of America 
Repair-Shop & Gasoline Dealers Association 
Service Station & Repair-Shop Association of Central New York, Inc. 
Service Station Dealers of America and Allied Trades 
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Small Business & Entrepreneurship Council 
Society of American Florists 
SOciety of Sport and Event Photographers 
Stock Artist Alliance 
Tennessee Tire Dealers Association (TTDA) 
Textile Rental Services Association 
Tire Industry Association 
U.S. Chamber of Commerce 
Virginia Automotive Association 
Washington Maryland Delaware Service Station and Automotive Repair Association (WMDA) 

CC: Senate Minority Leader Mitch McConnell, House Minority Leader John Boehner 



The White House's Web site has a section where you can "fmd out what health insurance refonn 
would mean for you and your family." It then asks you to pick your situation (e.g. "I am a small 
business owner") and walks through a Q and A. The answers provided by the president for small 
businesses don't exhibit what we believe is a fair representation of the facts and real impact on small 
business owners. Below are the real answers you need to know to those questions. 

What Will the President's Proposal Mean for You? 
(and The Real Answers) 

Q: Will I be required to provide coverage that I can't afford? 

A: President's answer: No. 

The real answer: Yes. 

Many businesses that have 50 or more workers consider themselves (and run their operations as) small 
businesses. These businesses will now have to pay a penalty of $2,000 per worker if they do not offer 
healthcare coverage and have workers who access the exchanges. This penalty has nothing to do with 
affordability and everything to do with punishing businesses for something the government has 
decided businesses should be forced to provide. Worse, with new mandates like these, what incentive 
is there for a finn to grow any bigger than 50 employees when it means employers may face such stiff 
fmes? This approach is the exact opposite of a recipe for incentivizing job growth. 

Q: Why would it be easier to provide coverage than it is today? 

A: President's answer: Reform will provide at least three tangible benefits that will make it 
easier and cheaper for small businesses to provide coverage ... 

The real answer: The only thing that will make it easier to provide coverage is to make it 
less expensive. Cost is the No.1 problem facing small businesses. 

The real issue that the president needs to focus on is controlling costs, this is the only way to make 
purchasing insurance "easier" for small business. Frankly, small business owners aren't interested in 
placing a $1 trillion bet on a proposal that can't assure them that their costs won't go up. 

The proposal ignores ideas that small business supports that will first and foremost reduce costs, which 
will make it less expensive and easier for businesses to offer coverage. One real and immediate 
solution the president could have provided to small businesses was something we have brought up 
frequently but wasn't included in his proposal. It is called the Optional Free Choice Voucher. This 
would allow employers to give pre-tax dollars to their workers and let the worker purchase the plan 
that best fits their needs. This idea creates choice, portability and puts the consumer in the driver's seat, 
a win-win for employers and workers. 

Q: Will I be able to pool with other small businesses to buy coverage? 

A: President's answer: Yes. 

The real answer: Not in a way that is any different than you do today, and not across 
state lines. 

Current law already requires each insurer to pool small businesses (small-group plans) together at the 
state level. But any small business that has received a premium increase knows that doesn't lower their 
costs because the pools are too small to bring about savings. But if they could pool across state lines 
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the pools would be bigger and the savings significant. However, the president's proposal does not 
allow pooling across state lines. If the president wants to give greater purchasing power to small 
businesses, he would let them pool their own risk together across state lines to purchase insurance just 
like big business and unions do today. 

Q: Will my employees be able to buy coverage if! cannot afford to provide it? 

. A: President's answer: Yes. 

The real answer: Yes. But you will still be paying for it 

Healthcare coverage is not free. Someone is going to pay if there are requirements on individuals and 
businesses to pay into the healthcare system. As the employer, if your employees go into the exchange, 
you'll be left footing a portion of that bill to help cover your workers, whether or not you can afford to 
provide health benefits. 

One of the most common refrains in the healthcare debate is that there will be plenty of tax credits to 
help small businesses and individuals afford coverage. Tax credits seem to have become the magic 
elixir that cures all that ails small business and their employees. But not everyone will receive a tax 
credit. Tax credits for employees (individuals and families) are only available if you meet strict income 
level requirements. 

Q: Will my taxes go up to pay for the cost of covering the uninsured? 

A: President's answer: No. 

The real answer: Yes, your taxes will go up. 

A nearly $1 trillion bill that the president says "will not add one dime" to the deficit has to be paid for 
somehow and that means taxes. The President's proposal includes even higher taxes and fees than the 
Senate bill, and they fallon small businesses, including a new $60 billion tax on health insurance, 
increased Medicare payroll taxes and a new Medicare tax on investments. 

The new $60 billion tax on health insurance is an especially egregious tax, since it directly and 
specifically hits small businesses and individuals. Big businesses and unions were specifically 
exempted. The penalties of $2,000 per worker levied on small businesses with more than 50 workers 
who can't afford to provide healthcare (and who have workers accessing the exchange) is another 
indirect tax, but a fee no less. Medicare payroll taxes will also be increased by .9 percent as well as a 
brand new 2.9 percent Medicare tax on non-wage income like dividends, interest and capital gains. 

Q: What are you going to do about all the confusing forms I have to fill out? 

A: President's answer: Make it simple. 

The real answer: We'll have to wait and see •.• 

But when have you known bureaucrats in Washington to ever make things "simpler?" The fact is that 
the cost of complying with onerous paperwork is especially burdensome to small businesses, who lack 
in-house finance departments and experts. For example, the cost of tax compliance is 66 percent higher 
for small businesses compared to large businesses. And their isn't a good track record on this, the 
recently-passed Senate bill added a new reporting requirement that will be levied on small businesses 
as a pay-for for healthcare reform. Sadly, the president did not exclude this pay-for in his proposal. 
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FOXNews.com 

- March 11,2010 

Senate Health Bill Would Up Costs for 
Millions in Middle Class, Analysis Finds 
A nonpartisan study is casting new doubt on President Obama's campaign pledge not to raise 
taxes on the middle class. 

The Senate health care bill crucial to saving President Obama's signature domestic initiative will 
hit the wallets of a quarter of all Americans making less than $200,000 per year, according to an 
analysis by the nonpartisan Joint Tax Committee that assessed the way the bill would hit 
taxpayers directly through new taxes and fees and indirectly through taxes levied on health care 
providers and passed on to consumers. 

The committee also determined that the bill would subsidize insurance premiums for 7 percent of 
taxpayers -- about 13 million people -- while some 73 million people would face higher costs 
from the new fees and taxes. 

The potential tax increases in the bill could pose significant problems for the president as he 
makes his final push for health care reform because he promised to protect middle-class 
Americans from any tax hikes. Republicans already are pouncing on the committee's analysis. 

"For every family that gets some benefit from this program, in other words, a premium subsidy, 
three families are going to get a tax increase and those three families obviously include the bulk 
of people you'd call middle class America," Sen. Chuck Grassley, R-Iowa, told Fox News. 

Democratic leaders are scrambling to gather enough votes to pass the bill in the House later this 
month so that changesHouse members want can be added in the Senate through reconciliation, 
an unusual tactic that allows a simple majority in the Senate to counteract a filibuster by the 
minority. The steps are part of Obama's final push to pass a comprehensive health care reform 
bill. 

But the projection could be undermined by future spending needed to administer parts of the bill, 
including up to $10 billion for the IRS, up to $20 billion for Health and Human Services and up 
to $50 billion for "grant programs and other provisions." 
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The new analysis highlighting the tax burdens ofthe Senate bill could undercut the president's 
push. 

There's a long list of taxes in the Senate bill, including some paid directly by consumers. Other 
taxes are on providers who will simply pass it on to consumers. 

"It has imposed a lot of taxes and fees on the drug companies, on the medical device 
manufacturers, on the insurance companies," said economist Doug Holtz Eakin. "All of that is 
going to show up in higher sticker prices for those that have health insurance." 

And then there is the proposed tax on high-cost insurance plans, which was pushed back but will 
result in significantly higher tax payments by tens of millions of Americans who have generous 
insurance plans through their workplace. 

Also, there would be a brand new Medicare tax on dividends and capital gains, which haven't 
been taxed before. 
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Analysis of Reid Health Bill with eBO Highlights 

COST: The CBO Scores Reid's Bill at $849, Republicans say the cost of the bill is $2.5 
trillion over 10 years of full implementation: The Republicans estimate is based on the true 
bill implementation date of2014 (for ten years), rather than 2010, when revenues start being 
collected, but coverage doesn't occur until FOUR YEARS LATER. This results in a 
significantly higher score than that estimated by the CBO. 

COVEAGE: Reid's bill will extend coverage to 31 million uninsured Americans covering 
94% of the nation's population: According to the CBO, this still leaves 24 million nonelderly 
residents uninsured, about 1/3 of whom are undocumented immigrants. Currently 84% of the 
nation's population has health insurance. 

ABORTIONS: The bill extends current law that prohibits federal funds from being used for 
abortions by requiring those funds be segregated by private insurers that offer abortion coverage. 
The bill does, however, allow the Health and Human Services Secretary to determine if the 

. government plan will cover abortions. It would allow the public option to cover elective 
abortions as long as it uses money collected as premiums - not subsidies - to pay for the 
procedure, and as long as the government does not bear any "insurance risk" for the coverage. 

INDIVIDUAL MANDATE: Penalties reaching $750 per person for noncompliance by 2016. 
The penalties start in 2014. 

Single Single +1 Single 
+2< 

2014 $95 $190 $285 
2015 $350 $700 $1050 
2016 etc. $750 $1500 $2250 

EMPLOYER MANDATE: According to the CBO, "Employers with 50 or more workers that 
do not offer coverage would have to pay afine of$750for eachfoll-time worker if any of their 
workers obtained subsidized coverage through the insurance exchanges. This dollar amount 
would be indexed, and thus will increase as health care costs rise. If a foll time worker is offered 
coverage through his employer, he would not be eligible for subsidies though the exchanges 
unless the worker had to pay more than 9.8 percent (in 2014, but indexed over time) of their 
income for employer insurance, in which case the employer would be penalized. " CBO estimates 
a cost savings of $28 billionll 0 years. 

MEDICARE PAYROLL TAX INCREASE: There will be an increase in the Medicare payroll 
tax of 1.95% (vs. the current 1.45%) for individuals making $200,000 or more and couples 
earning $250,000 or more to 1.95 percent. The income thresholds triggering the 0.5 percent 
increase in the Medicare payroll tax are not indexed for inflation, meaning it will trap more 
people each year. CBO estimates this raises $54 billionllO years. 
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Wages Self-Employment 
(Employer/Employee) Net Income 

Current Law and New 
Rate on First $200,000 1.45%/1.45% 2.9% 
($250,000 MFD 
New Rate on Amount 
Which Exceeds 1.45%/1.95% 3.4% 
$200,000 ($250,000 
MFD 

The 0.5% new rate addition is not deductible for the self-employment tax adjustment. 

NEW TAXES: 

Tax on high-cost "Cadillac" insurance plans: Plans valued at $8,500 for individuals and 
$23,000 for families will be subject to taxation. The Baucus plan had high-cost plans at $8,000 
individual and $21,000 family. States with high health costs will get a $3,000 increase in the 
thresholds. The CBO estimates this raises $149 billion/I 0 years, which means the lion's share of 
paying for this bill is on the backs of those with robust health plans. Beginning in 2013, these 
Cadillac plan would be subject to a 40 percent excise tax. After 2013, those amounts would be 
indexed to overall inflation plus 1 percentage point. 

Medical Device Tax: $2 billion per year. This has been cut in half (from an annual amount of$4 
billion/year) to appease Minnesota, Indiana and Massachusetts senators. 

Insurers Tax: $6 billion per year. 

Pharma Tax: $2 billion per year. 

Medicine Cabinet Tax: No longer allowable to use health savings account (HSA), flexible 
spending account (FSA), or health reimbursement (HRA) pre-tax dollars to purchase non­
prescription, over-the-counter medicines (except insulin). Raises $5 billion/l0 years. 

HSA Withdrawal Tax Hike: Increases additional tax on non-medical early withdrawals from an 
HSA from 10 to 20 percent, disadvantaging them relative to IRAs and other tax-advantaged 
accounts, which remain at 10 percent. Raises $1.3 billion/I 0 years. 

FSA Cap: Imposes cap on FSAs of$2,500 (now unlimited). Raises $14.6 billion/I 0 years. 

Raises Medical Itemized Deduction from 7.5% to 10% of AGI: Waived for 65+ taxpayers in 
2013-2016 only. Raises $15.2 billion/tO years. 
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MEDICARE CUTS: 

Medicare Cuts: $464.4 billion. The CBO says "[the Reid bill} substantially reduces the growth 
of Medicare's payment rates for most services. The Medicare provisions that result in the largest 
budget savings include: permanent reduction in the annual updates to Medicare payment rates 
for most services in the fee-for-service sector (other than physicians' services) yielding budget 
saving of$192 billion over 10 years. The other cuts come from Medicare Advantage ($118 
billion over 10 years) and reducing Medicaid and Medicare payments ($43 billion) to hospitals 
that serve a large number of low-income patients, known as disproportionate share hospitals 
("DSH") (pronounced DISH). 

Independent Medicare Advisory Board (lMAB): Will be established to recommend changes 
to the Medicare program, in order to limit the rate of growth in that program's spending. These 
recommendations go into effect automatically unless blocked by subsequent legislative action, 
similar to BRAC. IMABs recommendations will focus on reductions in subsidies for Medicare 
Advantage plans and changes to payment rates or methodologies for services furnished in the 
fee-for-Servicesector by providers other than hospitals, physicians, hospices and suppliers of 
durable medical equipment. Its first set of recommendations will be in 2013 for implementation 
in 2015. The CBO estimates savings would be $23 billion over the 2015-2019 period. 

DEFICIT REDUCTION: 

Reduces the deficit by $118 billion/l0 years and by $640 in the out years (2019-2028): The 
CBO however says the following: "In the subsequent decade (2019 and beyond), the collective 
effect of [the Reid bill} provisions would probably be small reductions in the federal budget 
deficits if all of the provisions continued to be folly implemented. Those estimates are subject to 
substantial uncertainty. " 

NEW MANDATORY/ENTITLEMENT SPENDING: 

Medicaid: The non-elderly at or below 133 percent of FPL would be made eligible for 
Medicaid. According to the CBO, "The federal government would pay all of the costs of 
covering newly eligible enrollees through 2016; in subsequent years the share offederal 
spending would vary somewhat from year to year but ultimately would average about 90 
percent. Beginning in 2014, states would receive higher federal reimbursement for SCHIP 
beneficiaries, increasingfrom an average of 70 percent to 93 percent." 

CLASS Act: The bill includes a long-term insurance program known as the CLASS Act that 
some senators have concerns with, saying its early savings would eventually be eaten up by 
benefits paid to enrollees. Reid has attempted to appease thern by not applying the $75 billion in 
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savings from the program to the offsets. The CBO and the Obama Administration's Chief Health 
Actuary have both said that the CLASS Act will run significant budget shortfalls outside the 10 
year budget window. CBO wrote that under the current benefit structure, "the program would 
add to future federal budget deficits in large and growing fashion." 

• Sen. Kent Conrad (D-N.D.) Chairman of the Senate Budget Committee, called the CLASS 
Act "a Ponzi scheme of the first order, the kind of thing that Bernie Madoff would have 
been proud of," and he vowed to block its inclusion in the Senate bill. 

• In its review of the House legislation, the Administration's Chief health Actuary said the 
CLASS Act would result "in a net Federal cost in the longer term." The Chief Actuary 
also determined that the program faces "a significant risk of failure" because the high costs 
will attract sicker people and lead to low participation. 

• The Congressional Budget Office agreed, saying that "the CLASS program included in the 
bill would generate net receipts for the government in the initial years when total premiums 
would exceed total benefit payments, but it would eventually lead to net outlays when 
benefits exceed premiums .... In the decade following 2029, the CLASS program would 
begin to increase budget deficits." 

• The Washington Post called the CLASS Act a "gimmick" "designed to pretend that health 
care is fully paid for." The Post goes on to say that"." the money that flows in during the 1 0 
year budget window will flow back out again. These are not 'savings' that can honestly be 
counted on the balance sheet of reform." 

Medicare SGR: According to the CBO, "[Under this bill] Physicians reimbursement rates will 
increase for 2010 but would be reduced by about 23 percent for 2011 and then remain at 
current-law levels for subsequent years. According to CBO, the legislation includes a number of 
provisions that would constrain payment rates for other providers of Medicare services. In 
particular, increases in payment rates for many providers would be held below the rate of 
inflation. " 

Prevention and Public Health Fund: This is a Harkin pet project that was included in the 
HELP bill. The Reid bill provides mandatory appropriations of $15 billion to establish this fund. 
CBO estimates that outlays of these funds would total $13 billion over ten years. 

Key Talking Points: 
• Effective Dates: 

o The effective date of the Reid bill for the mandates and penalties to individuals 
and employers has been delayed by four years, to January 1, 2014 to take in 
people's money for four full years, before ever having to pay for health care 
coverage. This essentially means this bill would collect money for four years, and 
pay our benefits for six years, under the current CBO score. Moving back the 
effective date is a transparent budget gimmick designed to push spending outside 
the 10-year window. 

o Is our job here to do things for optics or are we here to implement changes to 
help struggling Americans, particularly in this time of economic downturn, be 
able to purchase health insurance despite a pre-existing condition? 
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o Keep in mind, taxes and penalties will increase before your health benefits start in 
2014. 

• Medicaid Expansion: 
o The provisions in this program would require states to expand their Medicaid 

programs but what if states aren't able to continue covering those lives after the 
federal match money decreases? Will our states beforced to push those lives off 
the Medicaid program or will states have to further reduce Medicaid 
reimbursement rates, and diminish access to patients? 

• Premium Increases: 
o Premera Blue Cross Blue Shield of Alaska estimated that premiums will likely rise 

by 60-161% ($1,500 - $2,500 annually) (similar to the Senate Finance Committee 
passed bill) because of the increased requirement of a higher level of insurance 
coverage (65% actuarial value.) 

• Medicare Tax Increase: 
o Nearly half a trillion in cuts to Medicare and no reform of the flawed SGR 

formula to ensure updates to doctors and nurses for caringfor Medicare patients. 
• Junk Lawsuit Reform: 

o This bill contains NO provisions to address what the CBO estimates would save 
nearly $60 billion/10 years and independent studies have estimated could save 
between $100-200 billion a year in limiting the cost of defensive medicine that 
affects our overall health care costs and premiums as well as the cost to the 
patients. 
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What ISER - the Institute for Social Economic Research at the 
University of Alaska Anchorage - has said about Medicare in Alaska 

• Seniors in Low Paying Medicare States Will Be Forced to Wait In Line: Independent 
of the doc fIX, in Alaska, the remainder of seniors are at risk of long lines to see a 
primary care doctor and overflowing to community health centers and hospital 
emergency rooms where existing capacity is highly like to be quickly overwhelmed and 
long wait times become increasingly common 

• Additional New Insured Patients Will Hurt Medicare Beneficiaries in this Low 
Paying Federal Health Program: Federal health care reform applied to Alaska likely to 
exacerbate an already very challenging access situation for Alaska's seniors as baby 
boomers age in to Medicare andfind themselves waiting in line behind a rapidly 
expanding line of better paying private plans. 

• In Alaska's Largest City, with the Highest Number of Seniors in Alaska, the 
Medicare Shortages Are Most Severe: 17% of Primary Care Doctors - only 5 are 
accepting new Medicare patients in Anchorage. The five are at the Anchorage 
Neighborhood Health Center - a community health center that should be for those who 
are uninsured or poor, but are being utilized by seniors and the disabled who are on 
Medicare because these patients simply don't have access to a primary care doctor. 

o 42% of all non-native Alaskans 65 and older live in Anchorage and 38% of 
all Alaska 65 and older are in Anchorage. 

o Due in large part to baby boomers (those born between 1946 and 1964) 
hitting Medicare age, one in four Alaskans is a baby boomer. 

o In 2008, there were 49,455 Alaskans 65 and over -- by 2015 - in 5 years, the 
number is expected to increase 50% to almost 75,000 by 2015. 

o By 2020, in just 10 years, the estimate is projected to increase to over 86,000 
in Anchorage. 

• Yet, we have fewer and fewer primary care doctors willing to accept 
Medicare patients and we're looking to cut half a trillion from Medicare to 
pay for a new government entitlement. . 

• Medicare Patients Are Being Pushed Out of Doctors Offices Because of Low 
government Reimbursement Rates: The numbers of patients 65 and older at 
Anchorage Neighborhood Health Center (ANHC) and Anchorage's VAfacilities have 
jumped on the order of50% within afew years. TheANHC saw twice as many Medicare 
patients in 2007 as in 2001. 

o Older Alaskans have also been visiting the emergency room at Providence 
Hospital in growing numbers. Through early 2009, visits by older 
residents were growingjust slightly -less than 3% a years over the past 
five years. But from May 2008 to September 2009, the number of visits 
increased at an annualized rate of 12%. 
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ISER Report on Medicare in Western States as Compared to Private 
Insurance Rates: 

• According to a recent GAO study from 2006, the percentage of Medicare 
beneficiaries having "big problems" rmding a personal doctor were most acute in 
states such as Alaska, Oregon, Nevada, Colorado and New Mexico. (*percentage 
indicates the number of Medicare beneficiaries reporting "big problems" finding a 
personal doctor) 

o Alaska: 15% (One in 10 doctors surveyed has opted out of the Medicare program, 
and most are in Anchorage) 

o Oregon; Colorado; New Mexico; Nevada: 8-15% 
o Washington and Idaho: 6-8% 
o Utah; Arizona:4-6% 

• While we have growing problems in the Western part of the United States 
with fewer andfewer primary care doctors willing to accept Medicare 
patients, this health care bill before the Senate today seeks to cut half a 
trillion from Medicare to pay for a new government entitlement. 

• Medicare versus Private Insurance Reimbursement for Physicians Services in 2008-
2009: 

o Wyoming and Alaska: Medicare ranks "substantially behind" both private 
insurance and Medicaid 

o Montana, Idaho, Arizona and New Mexico, Washington, Oregon, Utah and 
Colorado: Medicare ranks behind private insurance 

• While we have already low reimbursement rates under Medicare in the 
Western part of the United States, this health care bill before the Senate 
today seeks to cut half a trillion from Medicare to pay for a new 
government entitlement. 

• Why Primary Care Providers Won't Accept New Medicare Patients: 
o Of the 142 primary care doctors in Alaska, 98% reported "Inadequate 

reimbursement" as the reason for not accepting Medicare. While this is 
Alaska specific, if your state is one of the states where your Medicare 
beneficiaries are facing major problems rmding a primary care doctor, you 
can bet this statistic applies to your state as well. 

• So instead of addressing a long-term fix for how we reimburse primary 
care doctors under the Medicare program, this bill completely ignores the 
problems facing seniors throughout this country, and particularly in the 
western part of the Us., by bringing to the Senate floor a health care bill 
that seeks to cut half a trillion from Medicare to pay for a federal 
expansion of health care and a new government entitlement program. 
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Obama wants side deals out 
of bill 
By: Carrie Budoff Brown 
March 10. 2010 08:11 PM EST 

President Barack Obama is pushing Senate 

Majority Leader Harry Reid to go further than 
Obama has previously disclosed to strip 
the final health care reform bill of the narrow 
deals aimed at appeasing specific 
senators. 

The president wants to eliminate more than 
just Sen. Ben Nelson'S "Cornhusker Kickback" 
and Sen. Bill Nelson's agreement to shield 
800,000 Florida seniors from Medicare 
Advantage cuts, the White House told 
POLITICO Wednesday in response to 
questions about other deals in the bill. 

Obama has asked Reid to strike provisions 
requested by senators from at least five 
other states, in an unusual move that 
accentuates the culture clash between the 
president's rhetoric on changing the ways 
of Washington and the Senate leader's 
needs to exercise the old-fashioned tools 
of Congress to pass laws. 

"We've removed many of the special 
provisions that initially found their way into 
the legislation, and we've made it clear to 
the Senate that the president's position is 
that the final bill shouldn't include any 
earmarks or provisions that would favor a 
single state or district over the rest of the 
country," White House spokesman Reid 
Cherlin said in a statement Wednesday. 

Reid spokesman Jim Manley said the 
decision on what to keep in the bill rests 
with congressional leaders and that no 
determinations have been made. 

Senators whose deals have been targeted 
- some of whom did not know the deals 
might be in danger - said they would fight 
to maintain them, arguing they are in no 
way as egregious as the Corn husker 
Kickback. 

"We have defended it, and we will defend 
it," said Sen. Bernie Sanders (I-Vt.), whose 
state picked up $600 million in extra 
Medicaid funding for having already 
expanded its coverage of low-income 
individuals. 

But ever since last-minute deal making 
helped sour voters on the Senate bill that 
passed on Christmas Eve, any provision 
identified by Republicans or the media as 
benefiting a single state or a small number 
of states has sat on shaky ground. 

Obama tried to publicly distance himself 
from the deals, saying he wasn't in the 
room when they were struck, even though 
some of his aides were. The president 
rankled Reid and House Speaker Nancy Pelosi 

by criticizing them for doing what 
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generations of their predecessors have 
done: cut deals. And in the process, he 
may have made it entirely untenable for 
them to deploy one of the tried-and-true 
methods for muscling major reforms 
through Congress. 

"Legislators need pork to make things 
happen," Julian Zelizer, a Princeton 
University professor of history and public 
affairs, wrote in POLITICO Wednesday. "It is 
unrealistic to expect that legislative leaders 
won't use one of the few tools at their 
disposal to get things done." 

Zelizer noted that then-Senate Majority 
Leader Lyndon B. Johnson promised the 
construction of a federal dam in exchange 
for votes for the Civil Rights Act of 1957 
from a group of Western Democrats. 

In a letter to congressional leaders last 
week, Obama targeted the Nebraska and 
Florida deals for elimination. (The Florida 
provision could also shield some seniors in C 
alifornia, New York, New Jersey and P 
ennsylvania, according Sen. Bill Nelson's 
office.) But in response to questions from 
POLITICO, the White House detailed other 
provisions that the president wants to see 
removed. 

The so-called Louisiana Purchase is still safe, 
according to the White House, since the 
provision requested by Sen. Mary Landrieu (D­
La.) would apply to any state in which all 
the counties have been declared a disaster 
zone. The Medicaid funding formula fix is 
worth $300 million to Louisiana, according 
to Landrieu. 

But Obama has asked Reid to strike a 
provision that would send $1.1 billion in 

extra Medicaid funding to Massachusetts 
and Vermont - states that have already 
expanded Medicaid coverage but would 
otherwise not be reimbursed at the same 
level as states that would boost their 
Medicaid populations for the first time 
under the bill's mandate. 

"What I told Harry Reid is that Vermont 
does the right thing, and I don't want 
Vermont to be penalized for doing the right 
thing," Sen. Patrick Leahy (D-Vt.) said in a 
statement. 

Through a spokeswoman, Sen. John Kerry (D­
Mass.) said he, too, was working with the 
president "to make sure Massachusetts's 
past investment to expand health coverage 
to low-income individuals is recognized in 
health reform." 

The president is also asking Reid to "look 
at removing" a $100 million hospital grant 
program requested by Sen. Chris Dodd (D­
Conn.), who has acknowledged that the 
University of Connecticut would qualify for 
the money. 
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But the senator's aides added that 
university teaching hospitals in a dozen 
states would also qualify and that the 
program is not an earmark, since the 
money would be awarded on a competitive 
basis through the Department of Health 
and Human Services. 

Another provision the president has asked 
Reid to consider removing was promoted 
by Senate Finance Committee Chairman Max 

Baucus (D-Mont.) on behalf of residents of 
Libby, Mont. 

The bill includes language that would allow 
people who have been exposed to 
asbestos from a vermiculite mine in the 
town to receive Medicare assistance, 
although a Baucus aide said the language 
would apply to victims of any government­
declared public health emergency. The 
language would fulfill the government's 
responsibility, first codified in a 1980 law, 
to provide health care to victims of public 
health emergencies, the aide said. 

Libby was the first town to receive the 
emergency declaration, and implementing I 
anguage is needed to finish the process, 
the aide said. 

"The Senate bill meets the responsibility 
that was established in 1980, so I can't 
understand why anyone would want to 
make it impossible to meet our statutory 
obligation to address disasters of this 
magnitude, where more than 290 people 
have died from asbestos-related disease," 
Baucus said in a statement. "This type of 
tragedy could happen to any town, 
anywhere across the country, and all 
Americans deserve to have this protection." 

The aide added: "The public health 
emergency provision is not a special deal." 
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Phone: (907) 269-0144 
Fax: (907) 269-0148 

Alaska State Legislature 

Senator Bettve Davis@legis.state.ak.us 
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Senator Bettye Davis 

SB 10 - Cancer Clinical Trials 

Session: (Jan. - May) 
State Capitol, Suite 30 

Juneau, AK 99801-1182 
Phone: (907) 465-3822 

Fax: (907) 465-3756 
Tol/free: (800) 770-3822 

"An Act requiring health care insurers to provide insurance coverage for medical care received by a patient during certain 
approved clinical trials designed to test and improve prevention, diagnosis, treatment, or palliation of cancer; directing the 
Department of Health and Social Services to provide Medicaid services to persons who participate in clinical trials; relating to 
experimental procedures under a state plan offered by the Comprehensive Health Insurance Association; and providing for an 
effective date. " 

SPONSOR STATEMENT 

Clinical trials are research studies that test how well new medical approaches work in patients. 
Each study answers scientific questions and tries to find better ways to prevent, screen for, diagnose, or 
treat disease_ Patients who take part in cancer clinical trials have an opportunity to contribute to the 
knowledge of, and progress against cancer. They also receive state-of-the art treatment from experts in 
the field. The National Cancer Institute, as part of the U.S. National Institutes of Health, reports 6,000 
cancer trials in the United States anyone time. They include trials in prevention, screening, diagnosis, 
treatment, quality-of-life, and genetic studies. 

SB 10 removes important barriers to the participation of patients in cancer clinical trials in Alaska. 
It requires that applicable health care plans, including Medicaid, cover routine patient care costs for 
patients enrolled in all phases of clinical trials, including prevention, detection, treatment, and palliation 
(supportive care) of cancer. Medicare, the VA and military insurance already cover the benefits that SB 
10 provides. Currently Alaska health plans may exclude coverage for routine patient-care costs while a 
patient with cancer is enrolled in a clinical trial. Providers of health care plans often conclude that money 
is saved by excluding care while patients participate in clinical trials. But these patients, if not enrolled in 
clinical trials, will continue to receive conventional therapy at roughly the same or slightly increased 
costs. 

Over 2600 Alaskans are diagnosed with cancer each year. In FY 2007 an estimated 4,600 patients 
received cancer treatments through Alaska's Medicaid program at a cost of $21.5 million. The average 
payment per beneficiary was about $4,675. The federal government reimburses the state at about 50% of 
the total costs. Without in-state facilities and support of clinical trials participants in Alaska currently 
have to travel out of state, increasing the cost of non-emergency transportation which is about 3% of total 
Medicaid costs. 

SB 10 Sponsor Statement 
Rev. 3-11-2010 
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Studies have shown that only 2% to 3% of adult cancer patients and less than 0.5% Medicare 
patients enroll in clinical trials of the approximately 20% who are eligible -largely due to fear of 
denial of insurance. A recent study found only slight increase in treatment costs for adult clinical trial 
patients compared to nonparticipants, $35,418 versus $33,248 or about 6.5% increase in costs for clinical 
trial participants compared to nonparticipants. Even if enrollment was increased to the full 20%, it is 
unlikely that these numbers will significantly impact overall costs to health plans. See National 
Conference of State Legislatures, "Clinical Trials: What are States Doing? February, 2009 Update," 
www.ncsl.org/programslhealthlclinicaltrials.htm. 

Twenty-three or more states have passed legislation or instituted special agreements requiring 
health plans to pay the cost of routine medical care patients receive while participating in clinical 
trials. Passage of SB 10 will result in more successful outcomes in cancer treatments in Alaska, increase 
retention of patients in Alaska for their cancer care, and also, after full implementation, result in cost 
savings in the short and long term. 

A description of "The Access to Cancer Clinical Trials Act of 2009" H.R. 716, I11tb Congress 2009-
2010, (Rep. Sue Myrick) per "The Hill's Congress Blog" January 30, 2009 sums up to a large extent what 
SB lOis attempting to do: 

"Clinical trials are so critical for patients and or medical research, yet many patients find that their 
health insurance won't cover the rest of their routine cancer treatment if they decide to enroll in 
clinical trials. We're not asking insurance companies to pay for clinical trials. This bill simply states 
that insurers must continue to pay for routine treatments - that they would be paying/or regardless 
- if patients enroll in a clinical triaL 

No patient should ever have to fear exploring all treatment options at the cost of losing coverage. We 
should be encouraging participation in clinical trials, not discouraging it by removing coverage/or 
routine care. Were it notfor patients who have enrolled in past trials, the medical advancements we've 
experienced toward finding a cure for cancer would not be possible. " 

SB 10 Sponsor Statement 
Rev. 3-11-2010 
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MEMORANDUM April 17, 2009 

SUBJECT: 

TO: 

FROM: 

Mandatory health care insurance coverage for clinical trials for 
cancer (CSSB !o(HSS), Work Order No. 26-LS0073\S) 

Senator Bettye Davis 
Attn: Thomas Obenneyer 

Dennis C. Bailey b.h 
Legislative Counsel 

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. 

Section 1. Requires health care insurers to cover approved clinical trials for cancer if 
there is no clearly superior noninvestigational treatment alternative, and available clinical 
or preclinical data provide a reasonable expectation that the treatment in the clinical trial 
will be at least as efficacious as any noninvestigational alternative; identifies the items 
that must be included in and excluded from the required coverage; makes coverage for 
clinical trials subject to standard policy provisions that are applicable to other benefits; 
and defines the meaning of an approved clinical trial. 

Section 2. Allows the state health insurance plan provided by the Comprehensive Health 
Care Insurance Association to include clinical trials related to cancer in its minimum 
standard benefits. 

Section 3. Requires the state Medicaid program to cover clinical trials related to cancer. 

Section 4. Gives the Act a January 1,2010, effective date. 

DCB:ljw 
09-262.ljw 
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FISCAL NOTE 

STATE OF ALASKA 
2010 LEGISLATIVE SESSION 

Fiscal Note Number. 

Bill Version: 
() Publish Date: 

CSSB10 (HSS) 

.;;ld~e;:n",tifi::.:e::.r.>:(fi::.:le::.:n::.:a::.:m::.:e:L):,-,S::.:B::..lc::O;;::C;:;S~(H:i's"'s'f,)-Cii::E;::D"'-::;IN:::s:.,:-3::,-2:=:-c=:1=0=====:-___ Dept. Affected::.:: ___ -.:::D::,:C'::C:::;E=.:D::-,.=:--__ _ 
Title Medicaid/Insurance for cancer clinical trials RDU Insurance (116) 

~=;:-;:::------------;<:==n:=---------Component Insurance 
Sponsor Senator Davis 
Requester _____ --=S.:;e"na::;t.:;e..:.H"'e.:;a"'lth=an"'d=-S.:;o::.c"'ia::;I~S:.:e""rv"'ice=s'_ ____ Component Number 354 

Expenditures/Revenues (Thousands of Dollars) 
Note· Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Infomnation 

OPERATING EXPENDITURES FY 2011 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 

iCAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I
Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

0.0 0.0 0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 

This bill requires companies that offer health care insurance in Alaska cover routine patient care costs incurred by a 
patient enrolled in an approved clinical trial related to cancer. The coverage provided must include the costs of 
prevention, diagnosis, treatment, and palliative care of cancer. The health care insurer is required to provide coverage 
under this section only if the patient's treating physician determines that there is no clearly superior non-investigational 
treatment alternative; and available clinical or preclinical data provide a reasonable expectation that the treatment 
provided in the clinical trial will be at least as efficacious as any non-investigational alternative. 

Prepared by: linda S. Hall, Director 
Division .!In"'s"u"'ra"'n.::ce:::... ______________________ _ 

Approved by: Emil R. Notti, Commissioner 
Commerce, Community, and Economic Development 

(Revised 911012008 OMS) 

Phone 907-269-7900 
Datemme 3/2110 10:48 AM 

Date 31212010 

Page 1 of 1 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: SB 010 

o Publish Date: 

Identifier (file name): SB010-DHSS-MS-02-11-o9 Dept. Affected: Health & Social Services 
Tide Medlcaid/lnsurance For Cancer Clinical Trials RDU Health Care Services 

Medicaid Services 

2077 

ExpendituneslRevenues (Thousands of Dollars) 
Note' Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Infonnatlon 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAl OPERATING 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GFlProgram Receipts 
1037 GFlMental Health 
Other Interagency Receipts 

TOTAL 

estimate of any current year (FY2009) case 

POSITIONS 

I
Fun-tlme 
Part-time 
Temporary 

0.0 

0.0 

ANALYSIS: (Attach a separate page H necessary) 

0.0 0.0 0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 

0.0 

SB 010 amends the Medicaid statute (AS 47.07.030) to add a new subsection (e) that requires the program to pay 
for Medicaid covered services for Medicaid reCipients even when provided as part of an approved clinical trial 
related to cancer. 

The bill would be effective on January 1, 2010. It is not expected to result in an increase in Medicaid expenditures 
as Medicaid already covers these services. 

Prepared by: Vv'IlIlam J. Streur. Deputy Commissioner 
DMsion Health Care Services 

Approved by: Alison Eisee. Assistant Commissioner 
DHSS Finance Management Services 

(Reo.Mea iJ1012008 OMB) 
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FISCAL NOTE· 

STATE OF ALASKA - Fiscal Note Number: 
2009 LEGISLATIVE SESSION Bill Version: S810 

() Publish Date: 

~ld~e~n~ti~fie~r~(~fil~e~n~am~e~):~S~8~1~0~~E=~~I~N~S~-2~-~4-~0~9~~~~~"-"-~~r--_______ Dept.Affected~: ______ -=D~C=C~E~D~«<~ ____ __ 
Title Medicaid/Insurance for cancer clinical trials RDU Insurance (116) 
-;;:=~ ____________________ ---,====:-_______________ Component Insurance 
Sponsor Senator Davis 
Requester _________ -'S"'e"'n"'a"'te:.:H-::e"'a"'lth=a:..:nd"-"'S:;::oc::ia"'I.;:S:::e:..:rv"'ice=" ______ Component Number 354 

Expenditures/Revenues (Thousands of Dollars) 

Nots" Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Infannatto" 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grents & Claims 
Miscellaneous 

TOTAL OPERATING 

iCAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Progiam Receipts 
1037 GFlMental Health 
Other Interagency Receipts 

TOTAL 

Estimate of any current year (FY2009) cost: 

POSITIONS 

/

FUIl-tlme 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necesS8fY) 

0.0 0.0 0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 

This bill requires companies Ihat offer health care insurance in Alaska cover routine patient care costs incurred by a 
patient enrolled in an approved clinical trial related to cancer. The coverage provided must include the costs of 
prevention, diagnosis, treatment, and palliative care of cancer. The health care insurer is required to provide coverage 
under this section only if the patient's treating physician determines that there is no clearly superior non-investigational 
treatment alternative; and available clinical or preclinical data provide a reasonable expectation that the treatment 
provided in the clinical trial will be at least as efficacious as any non-investigational alternative. 

Prepared by: linda S. Hall. Director 
Division .:;In",s:.:u:..:ra::.n~ce=-_______________________ _ 

Approved by: Emil R. NoW, Commissioner 
Commerce, Community. and Economic Development 

Phone 907-269-7900 
Datemme 214/09 10:48 AM 

Date 214/2009 
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LEGAL SERVICES 
DIVISION OF LEGAL AND RESEARCH SERVICES 

LEGISLATIVE AFFAIRS AGENCY 
(907) 465-3867 or 465-2450 
FAX (907) 465-2029 

STATE OF ALASKA State Capitol 
Juneau, Alaska 99801-1182 

Deliveries to: 129 6th SI., Rm. 329 Mail Stop 3101 

MEMORANDUM March 9, 2010 

SUBJECT: Clinical trials; fratemal benefit societies (CSSB 10(HSS)) 
(Work Order No. 26-LS0073\S) 

TO: Senator Bettye Davis 
Chair of the Senate Health and Social Services Cornmittee 
Attn: Thomas Obermeyer 

("', 

FROM: Dennis C. Bailey)}t/) 
Legislative Counsel 

You asked for an explanation of a fraternal benefit society, which is excluded from the 
application of proposed sec. 21.42.410 under sec. 2 I .42.410(f). 

A fraternal benefit society is described and regulated under AS 21.84. A fraternal benefit 
society is defined in AS 21.84.900, which provides: 

(7) "fraternal benefit society" means an incorporated society, order, or 
supreme lodge, without capital stock, including one exempted under 
AS 21.84.700(a)(2), whether incorporated or not, that is conducted solely 
for the benefit of its members and their beneficiaries and not for profit, 
that is operated on a lodge system with ritualistic form of work, that has a 
representative form of government, and that makes provision for the 
payment of benefits under this chapter; 

The following highlight the statutory sections relating to fraternal benefit societies. A 
fraternal benefit society: 

• Must have a representative form of government. AS 2 1.84.005. 
• Operates for the benefit of its members and their beneficiaries providing (I) death 

benefits, (2) endowment benefits, (3) annuity benefits, (4) temporary or 
permanent health care benefits, (5) hospital, medical, or nursing benefits, 
(6) monument or tombstone benefits, and (7) certain life insurance benefits. 
AS 21.84.015, AS 21.84.201. 

• Operates for a social, intellectual, educational, charitable, benevolent, moral, 
fraternal, patriotic, or religious purpose for the benefit of its members or others. 
The purposes may be carried out directly or through subsidiary or affiliated 
corporations. AS 21.84.015. 

• Must have 500 initial applicants (AS 21.84.080 and 21.84.090) and must maintain 
400 members. AS 21.84.530. 
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Senator Bettye Davis 
March 9, 2010 
Page 2 

• Applicants pay premiums for the benefits. AS 21.84.090. 
• May be converted to a mutual life insurance company under certain 

circumstances. AS 21.84.195. 
• Shall issue a benefit contract to the contract owner describing the benefits 

provided. AS 21.84.255. 
• Is subject to many of the laws applicable to insurance companies. AS 21.84.335. 
• Are included in the definition ofa health care insurer. AS 21.54.500. 

Fraternal benefit societies are excluded from many of the mandatory health care benefits 
set out in AS 21.42. I do not know the reasons for these exclusions, but I presume the 
decision is a policy decision to treat fraternal benefit societies differently because they 
are non-profit organizations, they are relatively small in number and in size, and they 
provide benefits only to their members. 

I routinely recommend that sponsors of bills that regulate insurance confer with the 
Division of Insurance to take advantage of the division's expertise. The division may 
have additional information concerning the workings of fraternal benefit societies. 

If I may be of further assistance, please advise. 

DCB:ljw 
10-141.1jw 
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States Requiring Coverage 
of Clinical Trial Costs 

Posted: '7f'Of'!J!)' 

A growing number of states have passed legislation or instituted special agreements requiring health plans 
to pay the cost of routine medical care you receive as a participant in a clinical trial. 

Links on this page 

Use this ~ or this alphabetical Jist. 
Overview of the issue. 
Other resources. 

Map (click on a blue-highlighted statellocation to see: the law Of agreement and its key provisions) 

• 

Infonnation by State (All States) 

Alabama 
Alaska 
Arizona 
Arkansas 
Califomia 
Colorado 
Connecticut 
Delaware 
Florida 
Georgia 
Hawaii 
Idaho 
Illinois 

Overview of the issue 

Indiana 
Iowa 
Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michioan 
Minnesota 
Mississippi 
Missouri 
Montana 

Nebraska 
Nevada 
New Hampshire 
New Jersev 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Puerto Rico 

Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
Washington D.C. 
West Virginia 
Wisconsin 
lNyoming 

"Routine patient care costs" are the usual costs of medical care, such as doctor visits, hospital stays, 
clinical laboratory tests, x-rays, etc., that you would receive whether or not you were participating in a 
clinical trial. Some health plans don't cover these costs once you join a trial, even though studies have 
shown that they are not appreciably hIgher than costs for patients who are not enrolled in trials. (See Cost 
of Clinical Trials.) 
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Lack of such coverage is a significant barrier to many patients who might othefWise enroll in a trial. Lack of 
coverage also makes it harder for researchers to successfully conduct trials that could improve prevention 
and treatment options. 

These laws and agreements do not cover the research costs associated with the conduct of the trial, such 
as tests purely perfonned for research purposes. In most cases, such costs would be paid for by the group 
sponsoring the trial, such as the National Cancer Institute or a pharmaceutical company. 

For more of an overview, see Clinical Trials and Insurance Coverage: A Resource Guide. 

Other Resou rces 

To find specific trials in PDQ - the National Cancer Institute's database of ongoing cancer clinical trials 
- go to the PDQ search page. 
To understand the basics of clinical trials, please see the variety of articles listed in the Educational 
Materials About Clinical Trials section of this Web site. Of particular interest might be What Is a Clinical 
Trial? 
Another resource is NCl's State Cancer Legislative Database Program. 

A Back to Top 

NCI Home I Text-Only Version I Contact Us I Policies I Accessibility I RSS I Viewing Files I FOIA I Site Help I Site Map 

A Service of the National Cancer Institute 
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Clinical Trials 
Primer 

Clinical trials are essential gateways to developing better tools for cancer prevention, detection, treatment and care. The 
research conducted through clinical trials helps move scientific discoveries from the laboratory into new therapies that 
can be used at the bedside to improve the quality of patient care. Yet consistently low enrollment of adults in clinical 
trials, particularly among racial and ethnic minority groups and low income groups, delays our progress. 

r ........ · .......... ·· .... ·· .... o~~~3~;~~~~f~~d~ii~·~~·~~~j~~it:~~f~~~~J~~~~~~~·~i~~~~~!~i·i~·;:~~~~~·~:· ...... · .... ·· .... ·· .... ·· .. · .... 1 

I. ........................................................................................................................................................................................................................................................................... 01 

What is a clinical trial? 

A clinical trial is a research study that answers specific questions about the safety and effectiveness of new drugs and treatments 
developed to address serious illness like cancer. Carefully conducted clinical trials are the fastest and safest way to fmd new 
vaccines, early detection tests, treatments, and therapies that support improved quality oflife. There are no placebos in clinical 
trials for cancer treatment. Typically. researchers use trials to compare a new approach or agent to the most effective, standard 
therapy. Clinical trials may take place at a local hospital, university, cancer center, military or veteran's hospital, or even a 
physician's office. 

Who sponsors clinical trials? 

There are many different potential sponsors of clinical trials, including the federal government and drug or medical device 
companies. Many different agencies within the federal government such as the National Institutes of Health, the National Cancer 
Institute, and the Department of Veteran Affairs sponsor clinical trials. 

Who is eligible for a clinical trial? 

Each clinical trial has established protocols that identify patient eligibility requirements, all.ofwhich depend on the purpose of the 
particular study. Patients whose standard therapy is ineffective or patients for whom standard therapy may induce serious health 
risks may wish to seek treatment in a clinical trial. 

Who pays for a clinical trial? 

The trial sponsor (e.g., a drug company) generally pays for the investigational drug/treatment and any research-related costs such 
as data collection and analysis. Therefore, the only portion of the clinical trial that is not pald for by the sponsor is patient care 
costs-the costs for the care that a patient would receive whether they were receiving standard care or care provided through a 
clinical trial. Insurance coverage for patient care costs in clinical trials varies considerably across the country. 

Why do so few patients enroll in clinical trials? 

While about 20% of cancer patients in any given year meet eligibility requirements for participation in active clinical trials, fewer 
than 5% of all adult cancer patients actually enroll in a clinical trial. People with low income, the elderly, racial/ ethnic minorities, 
women, and those living in rural areas represent the smallest percentage of clinical trials participants. 

Many barriers to trials participation have been identified, including: 

• Concerns about health insurance coverage for patient care costs in clinical trials 

• Insufficient information, education and outreach directed toward healthcare professionals and their patients regarding 
the availability and location of cancer clinical studies 

• Patient or family misunderstanding or fear about participating in a clinical trial 

• Doctor does not recommend clinical trial participation to patient 
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What is the clinical trials process? 

Traditionally. there are four phases of 
clinical trials. In phases one through 
three. the clinical trial enrolls 
progressively more participants­
phase one trials involve only a 
handful of participants while phase 
three trials may involve thousands of 
individuals at multiple trials sites. 
New drugs or treatments must 
progress through each phase to 

Clinical Trials 
Primer 

CUNICAl, sruDlES 

AT lEAST 5 YEARS 7.YEARS establish safety and efficacy before 
they can be approved for broad use in 
the market. The fourth phase of a L.... ________ _ 

POSTMARlCEllNG 
SURVEtLlANCE 
'_10< 

ild>leQ't !Wa1QIU, 

.proq~de~ -..• '~' . 

.~ 
... ,-~~,' 

'-'- - _._-
ONGOING 

clinical trial takes place after the new drug or treatment has been released to the general public to continue monitoring the 
product and its effects in the broader population. 

Are there different types of clinical trials? 

Yes. There are four main types of cancer clinical trials: prevention, detection, treatment. and those focused on symptom 
management and other aspects of care supporting quality-of-life. Prevention trials are designed to evaluate cancer-causing 
l:>ehavior or anti-cancer development. Detection trials test new methods for detecting cancer in the disease's earliest stage. 
Treatment trials. the most common type of cancer clinical trial. test new and emerging therapies for cancer patients. Lastly. 
quality-of-life trials look at ways to increase the comfort and well-being of cancer patients. 

How can patients find the right clinical trial for them? 

They can contact the American Cancer Society at 1-800-ACS-2345 or by visiting www.cancer.orgto get assistance in finding trials 
for which they may be eligible through its clinical trials matching service. The Society and the Coalition of Cancer Cooperative 
Groups joined forces to provide information to patients seeking clinical trials. After providing some demographic. clinical. and 
geographic information. the Society can provide information about available trials. 

Why are some patients afraid of participating in a clinical trial? 

One huge misconception about cancer clinical trials is that trial participants are treated like "guinea pigs." This is not true. Just 
as with standard care, individuals may have side effects or experience complications from treatments in trials, but great care and 
consideration goes into the health and safety of clinical trial participants in trial design and implementation. Participants also 
may drop out of the study at any time if they chose to do so. 

Sponsors of clinical trials are monitored by several federal agencies to ensure participant safety. including the Office of Human 
Research Protections (OHRP) and the Food and Drug Administration (FDA). Trials are monitored closely at all times. For 
example. each Phase III trial is required to have a Data Safety Monitoring Board. which has the power to prematurely terminate a 
trial should the experimental therapy prove more effective than the standard therapy. or alternatively halt the trial immediately if 
significant adverse events arise. Each trial is responsible for meeting the Code of Federal Regulations for the Protection of Human 
Subjects and ensuring the safety of clinical trial participants. In order to do this. the trial must receive approval from an 
institutional review board (IRE). 

How has clinical trial research help us win the cancer fight? 

Cancer clinical trials have been dramatically successful in delivering progress for childhood cancer survival rates. Since 1960. 
,nortality rates for all children with cancer have decreased 62%. Specifically. the survival rate for children with acute lymphocytic 
leukemia. the most common leukemia in children. has increased from 4% to approximately 80%. 

February 2010 
4040 

2 



" " 

Clinical Trials 
The Costs of Patient Care 

Numerous studies show that patient care in clinical trials costs approximately the same as care delivered in standard 
therapy. In some cases, because the third-party payer is not billed for the drug or treatment under investigation, care in a 
clinical trial can actually cost less than the care delivered in standard therapy. 

L:::~~:~~::~~:i.~~!:i.~~:i.~~~::~:~~~:i~~~::~:~::~::i.~:~~:ii.~i::~:~i~L~:~~::~i.~~:~:~~~:~~:.~i.:~~~::~:i.~~::i.~::~~:~~:i.~~::~~:~~~:~~~:::] 
Several studies on the costs of cancer clinical trials have been published in respected peer-reviewed 
publications. 

• A pilot study conducted by the American Association of Cancer Institutes (AACI) showed that the total mean direct 
medical charges for patients enrolled in a clinical trial were less than the charges for patients receiving standard therapy.' 

• A December 2001 Journal ofCfinicaI Oncologyarticle similarly found that some clinical trials may actually result in lower 
patient care costs. In addition. in cases where trials resulted in modest increases in patient care costs. the authors 
concluded that these costs were justified by the benefits that clinical trials bring to all patients' 

• The Mayo Clinic has found that the cost of care for patients enrolled in clinical trials is often little more than for patients 
who received standard therapy.' 

• Authors of a study conducted at Kaiser Permanente found that the cost of medical care for enrollees in clinical trials 
without bone marrow transplant were no higher than for patients who were not enrolled in a trial Kaiser further states, 
"Kaiser has been participating in cancer clinical trials without substantial increases in the direct costs of medical care:>4-

• The most comprehensive study yet, published in 2003, also confirmed that there are only slightly higher patient-care 
costs associated with treating patients in cancer clinical trials compared to treating similar patients outside oftrials.5 

Some esteemed hospitals and universities have also conducted cost analysis studies. 

• A study at Memorial Sloan-Kettering Cancer Center in New York City showed that the overall average cost of treating 
clinical trial patients was 17% less than treating patients receiving standard care.6 

• A study conducted at the Karmanos Cancer Center in Detroit showed that the 6-month costs for treating advanced lung 
cancer were an average $1,400 less for patients enrolled in a clinical trial? 

The Institute of Medicine has also concluded that the cost impact of providing coverage for routine patient 
care costs is likely to be "quite smaiL"· According to 10M, this is because: 

• Reimbursement costs are limited to the cost of "standard care" which would be covered if the patient were not enrolled 
in the trial. 

• Approximately 20% of adult cancer patients are eligible to participate in a clinical trial and approximately 3% of cancer 
patients actually do. Even if enrollment increased to the full 20% of eligible patients, it is unlikely that this would 
significantly impact overall costs to health plans. 

• Through clinical trials, we will be able to also identify ineffective treatments, which could save health plans money and 
will benefit the nation as a whole. 

Mandating coverage of routine care costs in clinical trials causes premiums to increase by less than 1 %. 

In general, mandates can potentially raise premiums. However, each mandate is different. Mandating that insurers pay for rou­
tine care costs in clinical trails has a minute effect on premiums. For instance, the Council for Affordable Health Insurance found 
that mandating coverage of routine care costs in clinical trials increased health insurance premiums by less 1 %. There are several 
reasons for this. 

• A small number of people enroll in clinical trials-roughly 3% of adult cancer patients. 
• Routine care costs have been found to be, at most, marginally higher than care costs associated with standard treatment. 
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Clinical Trials: What are states Doing? 
February 2009 Update 

is a Clinical Trial? 

rag~ 1 U1 I 

clinical trial is a research study on human patients to test the safety and effectiveness of new treatments. These 

I offer patients access to new and potentially life saving drugs and cures. 

The dramatic progress made In treating childhood cancers In recent years, is attributable, in part, to clinical trials, 

because 60 percent of all children with cancer are enrolled in some kind of trial. A ten percent drop in breast cancer mortality for 

women under the age of 50 Is said to be the result of clinical trials research conducted In the 1970's. 

Who Enrolls in Clinical Trials? 

Only two to three percent of eligible adult patients enroll in clinical trials. For cancer patients, clfnlcal trials are often the last resort after 
exhausting all other approved means of treatment. 

Only a small percentage (approximately 20%) of cancer patients are eligible to participate in a clinical trial and very few (approximately 

3% of cancer patients and less than O.S% of Medicare patients) currently enroll. Even if enrollment was Increased to the full 20 percent, 

it is unlikely that these numbers will significantly Impact overall costs to health plans;l 

Insurance Coverage for Clinical Trials 

Typically, when a patient enrolls In a clinical trial, the cast of tests, procedures, drugs and any research activity directly associated with 
the investigation, are covered by the group sponsoring the trial, such as a pharmaceutical company or the National Cancer Institute. 
However, because some health plans define clinical trials as "experimental" or "investigational, n health insurance coverage mayor may 

not include some or all of the costs of "routine patient care, n such as the doctor visits, hospital stays, tests and x-rays, that a patient 

would normally receive whether or not they were enrolled In a trial. 

A gro.wing number of states have passed legislation or instituted special agreements requiring health plans to pay the cost of the routine 
medical care a patient receives as a participant In a clinical trial. 

Advantages: 

For cancer patients, properfy designed and conducted clinical trials represent an important therapeutic option, as well as a critical meanS 
of advancing medical knowledge. lack of insurance coverage is a barrfer to patients who might otherwise participate. Sixty percent of 

patients in one survey cited fear of Insurance denial as a major reason for not partiCipating in clinical trials. And finally, a recent study 

found only a slight Increase in treatment costs for adult clinical trial patients ·compared to nonpartldpants--$35,418 vers~s $33,248. 2 

Some large HMOs have computed costs aSSOCiated with patients in clinical trials. Kaiser Permanente discovered the cost of medical care 

for enrollees In clinical trials that haven't had bone marrow transplant were no higher than for patients who were not enrolled in a trta!. 

The Kaiser report further states, "Kaiser has been participating In cancer clinical trials without substantial increases In the direct costs of 

medical care. ,,3 

Researchers at the Mayo Clinic found that patient care costs for those enrolled in clinical trials is only slightly more than for patients who 

received standard therapy protocols. 4 

The InstItutes of Medicine has also found the following: 

-The reimbursement costs are limited to the cost of "standard care" which would be covered If the patient were not enrolled in the trial; 1 

-Only a small percentage (approximately 20%) of cancer patients are eligible to participate In a clinical trial and very few (approximately 

3% of cancer patients and less than 0.5% of Medicare patients) currently enroll. Even if enrollment was increased to the full 20 percent, 

it is unlikely that these numbers will significantly Impact overall costs to health plans; 1 

-Through clinical trials, we will be able to identify ineffective treatments, which CQuid save health plans money and will benefit the natlon 

as a whole. 1 

Disadvantages: 

Even though the same recent study found only a slight increase in treatment costs, the 6.S percent increase between participants and 
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nonparticipants in clinical trials translated into an additional $16 million In 1999 spent on treatment costs for the 19,000 adult patients 

enrolled in National Cancer Institute-sponsored clinical trials.2 These additional insurance costs, like other mandated benefits and 

r seNlcest may result In higher Insurance premium rates, which are often cost-shifted onto workers in the form of higher deductlbles and 
, copayments. 
, 

For states without insurance mandates, It is possible that some physicians may enroll patients In clinical trials but not inform the 

patients' insurance companiesl bypassing the reimbursement issue for the patient and potentially the physiclan. 5 

It may also be possible to encourage participation In clinical trials by working within networks of health care providers and Industry, 

research facilities, patient groups, as well as major media outlets, without enacting a state wide insurance mandate. 

Sources: 

1. Aaron HJ, Gelband H, editors. Extending Medicare reimbursement in clinical trials. Washington, DC: National Academy Press; 2000. p 
13. 

2. Goldman OP, Berry SH, McCabe M, et al. Incremental Treatment Costs in National Cancer Institute-Sponsored Clinical Trials. JAMA. 
2003;289(22):2970-2977 (dol: 10.1001/jama.289.22.2970) http://jama ama-assn.oro/cgj/repdntl289/22/29Z0 pdf 

3. Fireman BH, Fehrenbacher L, Gruskin EP, Ray GT, Cost of care for patients In cancer clinical trials. ) Natl Cancer lnst 2000;92: 136-42, 

4, Wagner JL, Alberts SR, Sloan JA, et al. Incremental costs of enrolling cancer patients in clinical trials: a population-based study.} Natl 
Cancer lnst 1999;91:847-53, 

S. McBride G, More States Mandate Coverage of Clinical Trial Costs, But Does It Make a Difference?, JNCI Journal of the Natlonal Cancer 
Institute 2003 95(17):1268-1269; dol:l0.l093/jnci/95.17.1268 . 

Definitions of Phases: 

A clinical trial study is conducted In four phases. 

Phase I: Research Is conducted on a small group of volunteers (20 to 80 people) for the first time to evaluate its safety, determine a 
safe dosage range and identify side effects. 

~ Phase II: The experimental drug or treatment is given to or a procedure is performed on a larger group of people (100 to 300 

~"- individuals) to further measure Its effectiveness and safety. 

Phase III: Further research Is conducted to confirm the effectiveness of the drug, treatment or procedure, monitor the side effects, 
compare commonly used treatments and collect information on safe use. Phase III trials are typically conducted on 1,000 to 3,000 
individuals. 

Phase IV: After the drug, treatment or medical procedure Is marketed, Investigators continue testing to determine the effects on various 
populations and whether there are side effects associated with long-term use, 

Summary of State Laws as of December 2008 

Table One provides a summary of the 23 states and District of Columbia that have enacted laws regarding mandated coverage of 

cUnlcai trials. 

Table One 
Clinical Trials Laws 

State Who is Required to What Services or Benefits are Other Key Criteria: 
Year of Pay? Covered? 

Enactment 

Bill Number 
and/or 

Citation 

IAnzon. fHOSPital or medical fatlent costs associated with participation In Itrrail must be reviewed by an Institutions 

2000) ervlce corporations, :lPhase I through IV cancer clinical trials. Review Board in AZ. 

lSenate 6111 1213 eneftt insurers, health ~ealth professional must agree to accept I>n_,.,,. are service [lrelmbursement from insurer as payment in 
rganlzationst disability Wull. 

nsurers, group disability Ipnly covers trial when no clearly superior 
nsurers and !~onivestigational treatment exists. 
ccountable health plans rail must be in AZ. 
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f:allfomia l/AII California Insurers, Routine patient care costs associated with Phase May restrict coverag"e to services in CA. 
(2000) . Including Medicaid and through IV cancer clinical trials. 
~pn'te RiI' 37 other medical assistance 

programs". , 
connecticut rl vate insurers, Routine patient care costs associated with cancer reventlon trials are covered only in Phase 
(2001) Individual and group linlcal trials, II and only If Involve therapeutic 
Senate Bill 325 ~ealth plans nterventlon. 
p"h'l" Ar> "'_ nsurer may require documentation of the 

IUt ikellhood of therapeutic benefit, informed 

!consent, protocol information and/or 
~ummary of costs. 

Delaware Every group of blanket Routine patle!1t care costs for covered persons rial must have therapeutIc intent and 
(2001) Senate policy. IncludIng policIes ~ngaglng in clinical trials for the treatment of life ~nroll individuals diagnosed with the 
Bill 181 lor contracts Issued by jrt,reatenlng diseases under specified conditions. ~Isease. 

health service frrial must .not be desIgned exclusively to 
!corporations est toxicity or disease pathophysiology. 

District of [Ail Insurers in the Routine patient care costs for people in clInIcal Routine patient care costs shall not include 
!columbia District lutals undertaken for prevention, early detection, ests or measurements conducted 
(2008) reatment, or monitoring of cancer and approved !primarily for the purpose of the clinical 
1";'1 "-4<0 (D.C. lor funded In full or in part by one of the jtnal involved. 
Law 17-166) following: 

National Institutes of Health or one of Its ervlces or products provided solely for 

Icooperatlve groups or centers, Centers for ~ata collection and analysis purposes. 

Disease Control and Prevention, Agency for 
ervlces or products customarily provIded 

Health Care Research and Quality, Centers for 
Medicare and Medicaid Services, U.S. Food and 

ree of charge to trial particIpants by the 

Drug Administration (FDA). U.S. Department of 
esearch sponsors. 

Defense, U.S. Department of Veterans Affairs, 

[u.S. Department of Energy, nongovernmental 
!research entity that has been awarded a National 
Irancer Institute support grant. 

~eorgia* nsurers and the state !Routine patient costs incurred in Phase II and III or the treatment of cancer that generally 
(1998) IIhealth plan Io'f prescription drug clinical trial programs for the rst manifests Itself In children under the 
1;',_" :<0 , !treatment of children's cancer. ge of 19. 

IIInols HMOs and Routine patient care If the individual participates (::overage benefit can have annual limit of 

(1999) ndivldual/group n an approved Phase II through IV cancer $10,000. 
House Bill 1622 Insurance policies to esearch trial. Ih-rial must be conducted at multiple sites In 

(amended 2004) ~ coverage to the !lstate. 
Senate SUI 2339 /applicant or policyholder Primary care MO must be Involved In 
Io"hllo'..r Nn. (2004 amendment: Qordlnatlon of care. 
1';,_, noo Plans may not be Researchers must submit results of trial 

20 tLCS anceled or non for publication in nationally recognIzed 
1405/56.3** renewed based on an ~cientiftc literature. 

ndlviduaJ's participation 

n a qualified clinical 

itrral) 

Louisiana IHMOS, PPOs, State Patient costs incurred in Phase IT through IV !pnly covers costs when no cleariy 

;I~~::)'" . Employee Benefits ~ancer cHnlcal trials. uperior, non Investigational approach 
!Program and other !exIsts. 

pecified insurers V'vallable data must support reasonable 

]expectation that the treatment will be as 

)effective as the nonlnvestigatlonal 
Itematlve. 

!Patient must sign an Institutional Review 

!soard-approved consent form. 

Maine jM'anaged care Routine patient care costs associated with clinical /Participation must offer meaningful 
2000) Iorganizatlons and itnal. /Potential for significant clinical benefit. 
21-A-4J1C r1vate insurers Referring physlctan must conclude that 

, ~al partiCipation is appropriate. 

r 
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Maryland*** Private Insurers and Patient costs for Phase I through IV cancer ~ere is no clearly superior, 
(1998) !other specified managed treatment, supportive care, early detection, and nonlvestlgational alternative. 

Chap 146-15- are organizations. prevention trials. Phase II through IV for other !fhe data provIde a reasonable expectation 

827 ife-threatening conditions, with Phase I that the treatment will be as least as 
onsldered on a case-by-case basis. effective as the altematlve. 

lMassachusetts II health plans Issued atrent care services associated with all phases nsurers must provide payment for 

(2002) or renewed after Jan. 1, of qualified cancer clinical trials. ervlces that are consistent with the usual 

!chao 176A Sec 2003 and customary standard of care provided 

~ under the trial's protocol and that would 

be covered If the patient did not 
partiCipate In the trial. 

Missouri II health benefit plans Routine patient care costs as the result of Phase There must be Identical or superior 

(2002) operating in the state I, III or IV clinical trials for the prevention, early nonlvestigatlonal treatment altematives 
117~ <OQ etectlon, or treatment of cancer. vailable before providing clinical trial 

treatment, and there must be a reasonabl 
2006)- Phase II expectation that the trial will be superior 

SB 567 & 792 a the alternatives. 
Requires coverage of FDA·approved drugs 

nd devices even if they have not be 

pproved for use In treatment of patient's 
articular condItion. 

New Hampshire Private Insurers and !Medically necessary routine patient care costs !Coverage for Phases I or II decided on . 

(2000) peclfled managed care ncurred as a result of a treatment for Phase I fase-by.case basis. 
§15: 18 plans hrough IV cancer clinical bial or trial for a IIfe- !coverage Is required for services needed 

~reatening disease. Ita administer drug or device under 

!evaluation. 
!coverage is required for routine patient 

!care associated with drugs or devices 
which are not subject of trial, as long as 
they have been approved by FDA. 

Nevada All health Insurance Patient costs associated with Phase I through nJ Healthcare facUlty and personnel must 

(2003) ,nsu rers, medical service ancer or chronic fatigue clinical trial /have experience and training to provide 

(amended 2005) orporations, HMOs and Ithe treatment in a capable manner, 

~95G.173 
managed care ~ere must be no medical treatment 

prganlzations !available which is considered a more 

appropriate alternative medical treatment 

Ithan the medical treatment provided in the 

~Inical trial. 
~ere must be a reasonable expectation 
~ased on clinical data that the medical 

reatment provided in the clinical trial or 

[stUdy will be at least as effective as any 
~ther medical treatment. 

iAmendment revises type of medical 

~eatment covered, 

New Mexico A health insurer; a ~outine patient care costs Incurred as a result of Must be undertaken for the purposes of 

(2002) nonprofit health service the patient's participation in a phase II, III or IV ithe preventIon of reoccurrence of cancer, 
(amended 2004 provid eri a HMO i a ancer dlnical trial. ~ar1y detection or treatment of cancer for 
o delay repeal managed care twhlch no equally or more effectIve 

until July 1, rganizatlon; a provider ~andard cancer treatment exists. 

~009) ervlce organization ~ or f'1ust not be designed exclusively to test 

59A-22-43 the state's medical oxlclty or disease pathophysiology and it 
ssistance program. has a therapeutic intent. 

Must be provided as part of a SCientific 

Study of a new therapy or intervention and 

s for the prevention of reoccurrence, early 

etection, treatment or palllatfon of cancer 
n humans and in which includes specifiC 

proviSions of SCientific study, 

New Mexico private insurers, outlne patient care costs incurred as result of ffective through July 1, 2004. 
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(2001) ~pecified managed care Phase I through IV cancer clinIcal trial. Trial must have therapeutIc intent. 
159A-22-43 plans, and Medicaid and Reasonable expectation that 

!other state medical Investigational treatment will be at least as 
iasslstance programs ffectlve as standard treatment. 

North Carolina All health Insurance Medically necessary costs of health care services atfents suffering from a life-threatening 
(2001) plans and teachers' and ~SSociated with Phase n through IV of covered Isease or chronic condition may designate 
? 5B-3-255 state employees' Ifnlcal trials. specialist who is capable of coordinating 

~omprehenslve major their health care needs. 
medical plan. 

Ohio All health benefit plans fMedlcally necessary costs of health care services rial must be approved by NIH or another 
(2008) Including those for associated with any stage of clinical trial. group under HHS, FDA, DOD or VA. 
ORe Ann. publIC employees. May exclude coverage for service or 
1751.01 (2008) product that Is part of the investigative 

rial, item or procedure used only for data 
Follection for the trlal, item not approved 
~y FDA, and transportation, lodging and 
ood related to travel for participation in 
~e trial. 

Rhode Island Private Insurers and L.overage for new cancer therapies if treatment (5 

1994,1997) specified managed care provided under Phase II through IV cancer 
94-~ 26BR plans IInlcal trial. 
97-5 lA am 

ennessee Poll health benefit plans Rputine patIent care costs related to Phase I Treatment must Involve drug that is 
(2005) through IV cancer clinical trial. exempt under federal regulations from a 
HB R37 new drug application, or approved by: 

NIH, FDA in form of new drug application, 
DOD, or VA. 

~ermont IAII health insurance outlne patient care costs incurred during the Providers and insurers required to 
(2001) policies and health artlclpatlon in a cancer clinical trial. participate in a cost analysis to determine 
(amended 2005 benefit plans, Including mpact of the program on health insurance 

ito remove Medicaid premiums. 
March 1, 2005 Amended law allows for participation In 

~unset trial outside of Vermont if patient notifies 
provision) health benefit plan prlor to participation, 

~JUll1 nd no clinical trial is available at Vermont 
? .nBRb or New Hampshire cancer care providers. 
!::!I!..§. 

Virginia Private insurers, Patient costs incurred during the participation In There must be no clearly superior, 

1999) pecified managed care Phase II through IV cancer clinical trials. onivestlgatlonal alternative. 
• 'R.2-341BB plans, and public fcoverage provided on a case-by-case basis for Data must provide a reasonable 

employee health plans Phase I. xpectation that the treatment will be at 
least as effective as the alternative. 

West Virginia ndlv/dual and group Patient costs associated with the partiCipation in aciJIty and personnel providing the 
(2003) nsurers, health service Phase II through IV clinical trial for treatment of Itreatment are capable of doIng so by 
?0-2-12 orporatfons, health care ife-threatening condition or the prevention, early irtue of their experience, training and 

orporatlons, HMOs, detection and treatment of cancer. Ivolume of patients treated to maintain 
public employees expertise. 
nsurance agency, mere must be no clearly superior, 

Medicaid and the jnoninvestIgatlonal treatment alternative. 
hildren's health Data provide a reasonable expectation tha 
nsurance program [the treatment will be more effective than 

Itne noninvestfgatlonal treatment 
Itematlve. 

!wisconsin Any health Insurance Routine patient care costs incurred during the rial must meet all criteria: 

~B 617 Ian offered by the partldpation in all phases of a cancer clinical 1. The purpose is to test whether the 
(2006) state, any self-Insured trial. nterventlon potentially Improves the trial 
lo.ct 194 lans No policy, plan, or contract may exclude J:,:larticipant's health outcomes. 

overage for the cost of any routine patient care 2. The treatment provided as part of the 
that is administered to an insured in a cancer !tnal Is given with the intention of 
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Jc"nical trial satisfying the criteria under par. (c) mprovlng the trial participant's health 

~nd that would be covered under the policy, putcomes. 
plan, or contract jf the insured were not enrolled 3. The trial has therapeutic intent and Is 
n a cancer clinical mal. loot designed exclusively to test toxiCity or 

~isease pathophysiology. 

~. The trial does one of the following: 

~. Tests how to administer a health care 

~ervice, item, or drug for the treatment of 
ancer. 

~. Tests responses to a health care 

ervlee, item, or drug for the treatment of 

ancer. 
c. Compares the effectiveness of health 

care services, items, or drugs for the 

itreatment of cancer with that of other 
~ealth care services, items, or drugs for 
~e treatment of cancer. 
d. Studies new uses of health care 
ervices, items, or drugs for the treatment 

tof cancer. 
5. The trial is approved by one of the 
ollowlng: 

a. A National Institute of Health, or one o.f 
its cooperative groups or centers, under 

the federal department of health and 
human services; federal food and drug 

dmlnistration; federal department of 
defense; federal department of veterans 

ffalrs. 

Wyoming All health insurance RoutIne patient care for a person enrolled in a rial must also be approved by NIH, FDA, 

SF 024 jPolicies, contracts, and Phases II- rv clinical trial. Inc/udes a medical Dept. of Defense, or Dept. of Vetera~s 
2008 budget certificates providing ervlce or treatment that is a benefit under a Affairs. The medical treatment must be 

ession) overage to any resident health plan that would be covered If the patient provided by a licensed health care provide 

pf this state. were receiving standard cancer treatment; or peratlng within the scope of his/her 
drug provided to a patient during a cancer Icense in a facility whose personnel has 

Unical trIal, other than the drug that Is the the experience and training necessary to 
ubject of the· clinical trial, if the drug has been provide the treatment in a competent 

approved by the federal food and drug manner. 
dmlnistration for use in treating the patient's The clinical trial partidpant must have 

particular condition. igned an informed consent document 

rior to starting the trial. 

*In 2002, all major Insurers In Georgia agreed to cover routine patient care costs assOCiated with Phase I, II, III, or IV cancer clinical 

trials. Trials include those that involve a drug that is currently exempt under federal regulations from a new drug application or those 

that are approved by specified federal agencies or a iocallnstltutlonai review board. The agreement also provides for the coverage of 

cancer screens and examinations in accordance with the most recently published guidelines and recommendations established by any 
nationally recognized health care organization (see below). 

**lIIlnols Executive Branch Administrative Code (20 IlCS 140S/140S-20) required the Department of Insurance to conduct an analYSis 

and study of costs and benefits derived from the Implementation of the coverage reqUirements for Investigational cancer treatments. 
The study covered the years 2000 through 2002 and included an analysis of the effect of the coverage requirements on the cost of 

insurance and health care, the results of the treatments to patients, the mortality rate among cancer patients, any improvements in care 

of patients, and any improvements In the quality of life of patients. 

***A 2003 Maryland law (5 128) repealed a reporting requirement for insurers, nonprofit health service plans, and HMOs to submit a 

report that described the trials covered during the previous year. 

Sources: National Cancer Institute, Health Policy Tracking Service. 

Summary of Other Actions 

Table Two summarizes the special agreements some states have arranged with insurance companies to voluntarily provide coverage for 

40 4 ~ttp:llwww.ncsl.org/programs/health/clinicaltrials.htm 211812009 
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clinical trials. 

Table Two 
Special Agreements 

State Who is Required What Services or Benefits Other Kev Criteria: 
(Year to Pay? are Covered? 
Agreement 
Became 

Effective) 

Georgia All major Insurers Routine patient care costs Trials include those that Involve a drug that Is currently exempt 
(2002) associated with Phase r under federal regulations from a new drug application or those 
Georgia Ciim!:e:r through IV cancer clinical that are approved by specified federal agencies or a local 
Coalition trials. institutional review board. 

ProvIdes for the coverage of cancer screens and examinations In 

accordance with the most recently published guidelines and 

recommendations established by any nationally recognized 

health care organization. 

Michigan Prlvate Insurance Routine patient care costs Coverage for Phase I trials is under consideration. 
(2002) plans, HMOs and associated with Phase II and 
Michigan Medicaid III cancer clinical trtals. 
Consensus 

IAgreement 

New Jersey All Insurers Routine patient care costs 
(1999) associated with all phases of 
New Jersg)! cancer clinical trials. 

CQ[)S;!il:OSIIS 

Ag[~g:rne[!t 

Ohio State employees Routine patient care costs Preauthorlzation is required for clinical trial participation. 
(1999) on Ohio Med Plan associated with Phase II and 

QblQ Med eli:! D III cancer treatment clinical 
trtals. 

Federal Activity 

In 2000, Medicare began coverfng beneficiaries patient care costs in clinical trials. While many state Medicaid programs have no legal 
requirements to cover clinical trials costs, many do cover all or some of the costs. 

Additional Resources 

American Cancer Society, National Government Relations memo on Clinical Trials. 
http·/Iwww.lndlanacancerora/doqJmentj/factsheet ACS cllnlcal%2Qtdals.pdf 

National Cancer lnstltue, States That Require Health Plans to Cover Patient care Costs In Clinical Trials. lnfonnatlon and 
Overview: http'lIwww cancer,govlc!!nlcaltrjals/ctJaws·home 

To legislators and legislative staff: For more informatlon please contact Karmen Hanson at health·info@ncsl.org 

TMs web page is supported In pari by an award from the American cancer Society's Cancer Action Network, 2009. 

© 2009 National Conference of State Legislatures, All Rights Reserved 

Denver Office: Tel: 303-364·7700 I Fax: 303·364·7800 I 7700 East First Place I Denver, CO 80230 I Map 
Washington Office: Tel: 202·624-5400 I Fax: 202-737·1069 I 444 North Capitol Street, N.W., Suite 515 I Washington, D.C. 20001 
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POSITION PAPER ON HEALTH PLAN COVERAGE FOR PATIENT CARE COSTS IN 
CANCER CLINICAL TRIALS 

Sponsored by the Denali Oncology Group, the Alaska State Affiliate of the American Society of 
Clinical Oncology 

February 14, 2009 

BACKGROUND: 

I. Clinical trials for cancer patients provide state-of-the-art treatment for patients with life­
threatening diseases. Cancer patients and their physicians typically look to clinical trials 
as an option when the investigational treatment offers as much or more benefit than 
standard treatment. 

2. Currently, in Alaska, health plans can exclude coverage for routine patient care costs 
while a patient with cancer is enrolled on a clinical trial. 

3. Since 2000, Medicare has provided coverage for beneficiaries for routine costs associated 
with cancer clinical trial enrollment. Results have shown increased enrollment, while no 
increase in cost has been identified. 

4. Twenty-four states in the United States plus the District of Columbia have passed 
legislation or instituted special agreements requiring health plans to pay the cost of 
routine medical care a patient receives while participating in a clinical trial. 

S. Some health plans mistakenly think that money is saved by excluding care when patients 
participate in clinical trials. However, ifnot enrolled on a clinical trial, these patients will 
continue to receive conventional therapy. Studies have shown that there are not 
significant differences in cost of care for patients enrolled on clinical trials compared 
with patients on conventional therapy. 

6. Results of clinical trials lead to more rational use of cancer treatment and more successful 
outcomes, resulting in short-term and long-term cost savings. 

PROPOSED LEGISLATION: 

We propose that the Senate and House of the State of Alaska pass a bill requiring that all health 
care plans, including Medicaid, cover routine patient care costs for patients enrolled in all phases 
of clinical trials, including prevention, detection, treatment and palliation (supportive care) of 
cancer. 

BENEFITS: 

I. Passage of this bill wiJI remove an important barrier to the participation of patients in 
cancer clinical trials. It will result in physicians more often recommending patient 
participation and in patients having greater desire to enroll in clinical trials. 

2. Greater participation by Alaskans in cancer clinical trials will result in improved care of 
our patients in the short- and long-term, improved doctor-patient relationship, increased 
patient satisfaction with treatment, and increased retention of patients in Alaska for their 
cancer care. 

3. Alaska will be in the forefront in making meaningful progress in providing care for 
cancer and other life threatening conditions. 

Page I of2 
2/1612009 
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The Honorable Bettye Davis 
Alaska State Senator 
District K 
Capitol Building Room 30 
Juneau, AK 99801-1182 

Dear Senator Davis: 

ASC~)" 
American Society of Clinical Oncology 

February 17, 2009 

The Denali Oncology Group and American Society of Clinical Oncology are pleased to offer 
support for your legislation to require insurance coverage for people who participate in clinical 
trials. Our organizations represent physicians specializing in cancer treatment and clinical 
research, and clinical research is a vital mission of our membership. 

Clinical trials are critically important because they offer the promise of new cancer treatments. 
As you know from personal experience, they also provide an essential, state-of-the-art treatment 
option for current cancer patients. Therefore, insurance coverage of the routine patient care costs 
associated with clinical trials is vital for cancer patients. 

For many people with cancer, participation in a clinical trial is often their best treatment option. 
Yet, as you know, many third-party payers take the position that routine patient care costs should 
be denied to anyone who enrolls in such trials. We believe such policy deprives beneficiaries of 
the value of their health insurance, wrongly restricts their treatment options, and inhibits medical 
progress against serious and life-threatening diseases. DOG and ASCO believe that insurers 
should cover all routine care costs for patients who are enrolled in cancer clinical trials. Your 
legislation is the key to making this happen. 

DOG and ASCO applaud your leadership in pursuing legislation that provides this essential 
element of quality cancer care. We are eager to work with you to ensure passage. Please do not 
hesitate to contact Suanna Bruinooge, ASCO's Director of Research Policy, at 571-483-1613 or 
suanna.bruinooge@.asco.org, or Dr. Mary Stewart at mstewartonc@yahoo.com or 907-279-3155. 

Sincerely, 

Mary Stewart, MD 
President, Denali Oncology Group 

~S', 1.?~~~ 
~ph {~les, MD 
Chair, ASCO Government Relations Council 



(' ASC~' 
I. American Society of Clinical Oncology 

PRESIDeNT 

Richard L. Schilsky. MD 

''''MEDIATE PAST PRtSIDENT 

Nancy E. Davidson. MO 

PAESIDIENT-tLECT 

DOl.l(~Jas W. Blayney, MO 

TRe;.uUREA 

Bruce J. Roth, MO 

CHIEF EXECUT'VE orneu 
Allen S. Lichter; MD 

DIRECTORS 

Dean F. BaJorin. MD 

Monica M. BertaQnolll. MO 

Howard A. Burris, m. MO 

Waun Ki Hono. NO 

Bruce £. Johnson, MD 
Robert M. lanqdon. Jr .. MD 

Thomas 4. Marsland. MO 

~ 
Robert S. Miller. MO 

J. Plccart-Gebhart MO, PhD 

C
." Kathleen I. Pritchard. MO 

_ GreQory H. Reaman. MO 
Deborah Schf8Q. MD. MPH 

Sandra M. Swain, MO 

Joel E. Tepper, MO 

~t8 Mill Road, Suite 800 
~ AI.'Ondria, VA 2U14 
. '-. T: 571-483-1300 

4052 

F: 571-366-9530 
..ww.asco.o<q 

American Society of Clinical Oncology 
Statement In Support of Insurance Coverage for Clinical Trials 

With more than 26,000 members worldwide, ASCO is the leading medical 
society for physicians involved in cancer treatment and research. Engagement 
in clinical research is a vital mission of ASCO members. Unfortunately, many 
cancer patients have limited curative treatment options and enrollment in a 
clinical trial may offer hope for a response to a new drug or other intervention. 
Oncologists want their patients to consider enrolling in clinical trials, not only 
because of potential treatment benefits for the individual patient but also 
because it is through these trials that general progress against cancer is 
achieved. Patients are usually eager to participate if given the opportunity. 
ASCO considers the opportunity to participate in cancer clinical trials as an 
essential element of quality cancer care. 

Unfortunately, participation in clinical trials is significantly deterred by the 
prospect that insurance coverage may be withheld on the ground that 
treatment provided in trials is "experimental" or "investigational." This 
position has been effectively discarded by the federal Medicare program, as 
well as by the Department of Defense health care system, and by many states. 
ASCO strongly supports state and federal efforts to ensure that patients 
enrolled in clinical trials receive coverage for the routine health care costs that 
would be covered if they did not participate on a trial. It is a basic issue of 
fairness, and it will help ensure that we continue to improve treatment options 
for cancer patients and learn about this devastating group of diseases. 

What is a Clinical Trial? 

Clinical trials are research studies involving people. Clinical trials are 
designed to evaluate whether a new treatment is safe, effective, and better than 
the current standard of care. These interventions can include new drugs, new 
combinations of existing therapies, new approaches to radiation therapy or 
surgery, new methods of treatment, complementary or alternative therapies, 
and new prevention methods. Cancer clinical trials are designed to compare an 
investigational therapy with the standard treatment regimen being used at the 
time. Placebo-controlled clinical trials in cancer research are rare, but are used 
when there is no effective, standard treatment available. 

Cancer clinical trials have led to scientific advances that have increased 
doctors' understanding of how and why tumors develop and grow. The 
knowledge gained has helped scientists and doctors develop new ideas on how 

. Making a world of difference in cancer care 
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to slow, halt, and even prevent the development of the disease. Clinical trials 
are the most reliable route to definitive answers and are the only accepted 
scientific method to determine if a new treatment works better than the current 
standard of care. 

Clinical trials undergo rigorous review prior to opening and involve regular 
oversight during and after a trial to protect the safety and rights of the 
participants involved. Each clinical trial follows a set of rules called a 
protocol. A protocol describes inclusion and exclusion criteria; the schedule of 
tests, procedures, medications, and doses; and the length of the study. While 
in a clinical trial, participants are seen regularly by the research staff to 
monitor their health and determine the safety and effectiveness of the 
treatment. 

Precedents for Clinical Trials Coverage 

For more than two decades, the cancer community has expressed its concerns 
about the negative impact of restrictions on coverage of clinical trials by third­
party payers, both public and private. Such restrictions are harmful not only 
to individual patients but also to overall progress against cancer. In 1999, 
public authorities began to respond favorably to these arguments and to 
reform their coverage policies with respect to clinical trials. 

Pursuant to a negotiated agreement between the National Cancer Institute 
(NCI) and the Department of Defense (000), the DoD's TRICARE health 
care plan commenced coverage ofNCI-sponsored clinical trials in 1999. The 
original agreement, began' as a pilot project, was made a permanent benefit in 
March 2008, accompanied by a 000 press release describing it as "a long 
successful project between the NCI and 000." 

In 2000, the Medicare program took a more expansive approach to clinical 
trial coverage. In an Executive Memorandum, President Clinton instructed 
Medicare officials to adopt a clinical trials policy covering not just cancer 
trials but all diseases and all phases. To implement the policy, the Centers for 
Medicare & Medicaid Services (then the Health Care Financing 
Administration) published a National Coverage Determination in September 
2000. 

State governments have also been active in ensuring coverage of clinical trials 
by private insurance plans under their control. Almost half of the states 
throughout the U.S. enjoy coverage of clinical trials, either through legislation 

Making a world of difference in cancer care 
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or through voluntary consensus agreements with insurers, and more are 
considering such requirements. 

Impact of Policy Changes on Clinical Trial Participation 

One of the nation's leading cooperative research groups, the Southwest 
Oncology Group (SWaG), has conducted studies that underscore the impact 
of the Medicare coverage policy on clinical trial participation among the 
elderly. In 1999, SWOG published a study finding significant under­
representation of the elderly in cancer clinical trials. 1 The study found that, 
whereas 63% of cancer patients were Medicare eligible, seniors were only 
25% of those patients participating in SWOG clinical trials during the period 
1993-1996. Following the Medicare coverage policy in 2000, a second 
SWOG study found there was a significant increase in participation among 
Medicare beneficiaries, with seniors representing 38% of SWOG trial 
participants in the period 2001-2003. 2 

Cost of Clinical Trials Coverage 

While there have been no definitive studies of the cost consequences of 
clinical trial coverage, there have been a series of articles finding that 
participation in clinical trials "did not result in substantial increases in the 
direct costs of medical care,") that "[c)linical protocols may add relatively 
little to that cost,,,4 and that "additional costs of an open reimbursement policy 
for government-sponsored cancer clinical trials appear minimaL"s And with 
almost eight years of experience with the 2000 Medicare coverage policy, 
there is no evidence of increased cost to the program. 

Conclusion 

In light of the experience described above, we heartily support efforts to 
ensure that health plans and all insurers provide coverage for the routine costs 

1 Hutchins et aI., "Underrepresentation of Patients 65 Years of Age or Older in Cancer­
Treatment Trials," N Engl J Med 341: 2061-2067 (1999). 
2 Unger et aI., "Impact of the Year 2000 Medicare Policy Change on Older Patient Enrollment 
to Cancer Clinical Trials," 1 Clin Oneal 24: 141-144 (2006). 
, Fireman el aI., "Cosl of Care for Patients in Cancer Clinical Trials," J Natl Cancer Inst 
92: 136-142 (2000). 
4 Wager et aI., "Incremental Costs of Enrolling Cancer Patients in Clinical Trials: a 
Population-Based Study," I. Natl. Cancer Insl 91 :847-853 (1999). 
, Goldman ot aI., "Incremental Treatment Costs in National Cancer Institute-Sponsored 
Clinical Trials," 289:2970-2977 (2003). 
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associated with clinical trials participation, ASCO members strive to ensure 
access to the best treatment options for their cancer patients, and this requires 
that health insurers offer clinical trials coverage, We think it is clear that best 
cancer care and best health care coverage require access to high quality cancer 
clinical trials. 

Making a world of difference in cancer care 
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Decem ber 1, 2008 

Kevin J. Cullen, MD 
Director, University of Maryland 

.~. 
Association of 

American Cancer Institutes 

Marlene and Stewart Greenebaum Cancer Center 
22 South Greene Street 
Baltimore, MD 21201 

Dear Dr. Cullen: 

ASC'l))' 
American Society of Clinical Oncology 

This letter is written in follow-up to our recent discussions about Medicare coverage of routine patient 
care costs for beneficiaries participating in phase I cancer clinical trials. As the world's leading 
professional and scientific organizations representing oncology cancer care professionals, we write to 
affirm our position that phase 1 cancer clinical trials are the essential gateway for advancement of new 
cancer treatments-and a vital component of our cancer treatment armamentarium. 

It is the view of the undersigned organizations that the current Medicare National Coverage 
Determination (NCO) (310.1) for Routine Costs in Clinical Trials explicitly includes coverage of phase I 
cancer clinical trials and that these trials should be covered. 

Requirements for Medicare Coverage 
The NCO lays out three basic requirements for Medicare coverage: 

• The subject or purpose of the trial must be the evaluation of an item or service 
that falls within a Medicare benefit category (e.g., physicians' service, durable 
medical equipment, diagnostic test) and is not statutorily excluded from 
coverage (e.g., cosmetic surgery, hearing aids). 

• The trial must not be designed exclusively to test toxicity or disease 
pathophysiology. It must have therapeutic intent. 

• Trials of therapeutic interventions must enroll patients with diagnosed disease 
rather than healthy volunteers. Trials of diagnostic interventions may enroll 
healthy patients in order to have a proper control group. 

The NCO also requires that clinical trials covered under the policy have seven "desirable characteristics." 

1. The principal purpose of the trial is to test whether the intervention potentially 
improves the participants' health outcomes; 

2. The trial is well-supported by available scientific and medical information or it is 
intended to clarify or establish the health outcomes of interventions already in 
common clinical use; 
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3. 
4. 

5. 

6; 

7. 

The trial does not unjustifiably duplicate existing studies; 
The trial design is appropriate to answer the research question being asked in 
the trial; 
The trial is sponsored by a credible organization or individual capable of 
executing the proposed trial successfully; 
The trial is in compliance with Federal regulations relating to the protection of 
human subjects; and 
All aspects of the trial are conducted according to the appropriate standards of 
scientific integrity. 

The policy also states that certain trials "are presumed to meet these characteristics and are 
automatically qualified to receive Medicare coverage." Trials that are automatically deemed include: 

1. Trials funded by NIH, CDC, AHRQ, CMS, DOD, and VA; 
2. Trials supported by centers or cooperative groups that are funded by the NIH, CDC, 

AHRQ, CMS, DOD and VA; 
3. Trials conducted under an investigational new drug application (IND) reviewed by 

the FDA; and 
4. Drug trials that are exempt from having an IND under 21 CFR 312.2{b}(1) will be 

deemed automatically qualified until the qualifying criteria are developed and the 
certification process is in place. At that time the principal investigators of these trials 
must certify that the trials meet the qualifying criteria in order to maintain Medicare 
coverage of routine costs. This certification process will only affect the future status 
of the trial and will not'be used to retroactively change the earlier deemed status." 

phase 1 Cancer Clinical Trials Have Therapeutic Intent 
The National Cancer Institute's (NCI) Investigator Handbook is instructive as to the therapeutic intent of 
a Phase I trial. That handbook includes the following information about phase 1 cancer clinical trials 
(emphasis added): 

Phase 1 trials determine a safe dose for Phase 2 trials and define acute effects on 
normal tissues. In addition, these trials examine the agent's pharmacology and may 
reveal evidence of antitumor activity. Therapeutic intent is always present in Phase 1 
trials; indeed, anticancer agents are not tested in patients unless preclinical activity 
studies have already demonstrated evidence of Significant activity in laboratory 
models.' 

The Food and Drug Administration (FDA) has also adopted a definition of phase 1 trials that is consistent 
with the NCI's definition. FDA states that phase 1 studies "are designed to determine the metabolic and 
pharmacologic actions of the drug in humans, the side effects aSSOCiated with increasing doses, and, if 
possible, to gain early evidence of effectiveness." This early evidence of effectiveness is the grounding 
for therapeutic intent - both in,the choice of oncologists and patients to enroll in the trial, and as one of 
the aims of the trial. 

Although the SCientific goals of a phase 1 trial are to determine the toxic effects, pharmacologic 
behavior, and recommended doses for future study of a new agent, there is always a strong preclinical 

1 Available on the NCI website at http:Uctep.cancer.gov/handbook/index.html 



4058 

rationale for bringing the drug into the clinic with the expectation of positive clinical outcomes for some 
patients.' In fact, Institutional Review Boards would not permit the administration of potentially toxic 
treatments to patients unless there was some reasonable prospect· of antitumor effect. 3 It is also 
important to note that phase 1 oncology treatment trials are never done in healthy volunteers because 
of the potential toxicities associated with the treatments under investigation. 

Additionally, many of the NCI phase 1 trials involve agents that are already approved for the treatment 
of one type of cancer and are being studied in a different type of cancer, or in combination with other 
treatments. As a result, we have some evidence of therapeutic effectiveness that provides solid 
grounding on which to base therapeutic intent. Indeed, an analysis of 12,000 indiViduals who 
participated in 460 NCI-funded phase 1 trials done in 2005 found that 10.6% of patients experienced an 
objective response. This number increased to 17.8% of patients when one drug included in the trial 
regimen was already FDA-approved.' 

Furthermore, our growing knOl.yledge of the molecular basis of cancer is allowing us to increasingly 
develop treatments that are targeted to particular molecular pathways and personalized to specific 
patient populations. These types of agents will provide a "high pretreatment probability of achieving 
both an objective response and more subjective clinical benefit" for the trial participants.' 

To bring about these exciting new developments in cancer treatment, clinical trials participation is 
required. It is particularly important in the Medicare-aged population not only because of the increased 
incidence of cancer in the elderly and but also to develop our understanding of how treatments work in 
this population. Both the NCI and FDA definitions demonstrate that phase 1 oncology trials meet the 
requirements for Medicare coverage, including therapeutic intent, and should be covered. 

Sincerely, 

Raymond N. DuBois, MD, phD 
President 
American Association for 
Cancer Research 

Edward J. Benz, Jr., MD 
President 
Association of American 
Cancer Institutes 

Q~tJk,Oo """ 
Richard l. Schilsky, MD 
President 
American Society of 
Clinical Oncology 

, ASCO: Critical role of phase 1 clinical trials in cancer treatment. J Clin OncoI15:853-859, 1997. 
3 Kodish E, Stocking C, Ratain MJ, et al: Ethical issues in phase I oncology research: A comparison of investigators 
and IRB chairpersons. JOin OncoI10:1810-1816, 1992. 
4 Horstmann E, McCabe MS, Grochow L, et al: Risks and benefits of phase 1 oncology trials, 1991 through 2002. 
New Engl J Med 352:895-905, 2005. 
S Markman M: Further evidence of clinical benefits associated with participation in phase 1 oncology trials. B J 
Cancer 98:1021-1022, 2008. 
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Medicare Widens Drugs It Accepts for Cancer 
By REED ABEl SON and ANPREW POI! ACK 

PIttNT"ER.FRlEHDt;r FtlJIJoUIt 
liPGHSCRlECI1P' 

Medicare, with little public debate, has expanded its coverage of drugs for cancer treatments not approved by 
the Food and Drug Administration, 

Cancer doctors had clamored for the changes, saying that some of these treatments, known as off-label uses, 
were essential if patients were to receive the most up-to-date care. But for many such uses there is scant clinical 
evidence that the drugs are effective, despite costing as much as $10,000 a month, Because the drugs may 
represent a patient's last hope, though, doctors are often willing to try them, 

The new Medicare rules are the latest twist in a protracted debate over federal spending on off-label drugs -
drugs prescribed for uses other than those for which they have been specifically approved. 

Proponents of the changes say such spending not only helps patients, but can also enhance medical 
understanding of which treatments work against various forms of cancer. 

But opponents argue that the new approach may waste money and needlessly expose patients to the side effects 
of drugs that may not help them. They also raise the possibility of conflicts of interest, because the rules rely on 
reference guides that in some cases are linked to drug makers. 

The new policy, which took effect in November, makes it much easier to get even questionable treatments paid 
for, critics of the changes say. Medicare is providing "carte blanche in treatment for cancers,» said Steven 
Findlay, a health policy analyst for Consumers Union. He said overly expansive coverage encourages doctors to 
use patients as guinea pigs for unproved therapies. 

Because Medicare officials canceled a cost analysis of the changes, it is hard to predict how much spending will 
increase beyond the $2.4 billion Medicare paid in 2007 for cancer drugs. But cancer doctors and other experts 
say the new policies, adopted in the final months of the Bush administration, seem almost certain to raise the 
federal drug bill, while making it more difficult for the new administration to rein in spending on unproven 
medical treatments. 

Although President Obama has made a goal of controlling health care costs, a spokesman for the Obama 

administration declined to comment on the Medicare changes. 

One of the many drugs whose use is likely to expand is the Eli Lilly product Gemzar, which costs $2,500 to 
$5,000 a month. The F.D.A. has approved it to treat only four types of cancer. But the new rules will virtually 
gnarantee that Medicare will pay for its use for about a dozen other cancers, including advanced cervical cancer 
- even though the evidence supporting Gemzar for that use is "inconclusive, » according to one of the reference 
guides Medicare will now be consulting. 

In the case of Genentech's Avastin, one of the world's most expensive and widely used cancer drugs, Medicare 
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rejected in 2007 nearly all of the estimated $16 million in requests from doctors' offices to cover its off-label use 

for ovarian cancer, according to claims specialists who work with Medicare data but declined to be identified 
because of the controversy over the topic. Under the new rules, Avastin will be routinely covered for ovarian 

cancer - as will at least some other off-label uses, including for brain and kidney cancer. 

It is unclear how mum precedent Medicare's new rules might have on private insurers, whim often follow the 
agency's lead on paying for drugs. 

Medicare officials defend the new policies, saying they respond to cancer doctors' concerns that the agency has 
been too slow to recognize promising new off-label treatments. Dr. Steve Phurrough, who has overseen coverage 
for the agency since 2003, noted that a 1993 federal law gave Medicare specific authorization to cover some 
unapproved uses of cancer dJugs. 

"Congress wanted a lesser level of evidence,' Dr. Phurrough said. The question of what is adequate evidence is 
"not a line in the sand,» he said. "It's a broad stripe in the sand.' 

The American Society of Clinical Oncology, which represents cancer doctors, has hailed the new rules, saying 
they will ensure that the appropriate off-label uses are covered. 

But some specialists say that being able to offer off-label drugs can also let physicians avoid hard discussions 
with patients about a grim prognosis. 

"It makes it easier to give drug after drug,' said Dr. Andrew Bermuck, director of gynecologic oncology at ~ 
University, "and keep the fantasy alive.' 

The new rules expand the number of reference guides - or compendiums - that Medicare relies on for 
determining whim off-label uses of cancer drugs to cover. The writers and editors of these compendiums, who 
work completely outside the federal government, scan the medical literature and evaluate the evidence in 
making their recommendations. 

In 1993, Congress had authorized three compendiums for Medicare, all published by not-for-profit 
organizations. But by 2007 two had stopped publishing, leaving Medicare with a single compendium. Having 
selected three additional guides last year, the agency plans to review its moice of guides every year. 

Under the old rules, Medicare representatives were supposed to consult the compendiums but also use their 
own discretion in interpreting the guides' recommendatious. The new rules essentially delegate the decision to 
guides Medicare has selected, even when there is little clinical evidence behind a particular recommendation. As 

long as at least one of them recommends a cancer treatment, Medicare is essentially obliged to pay for it -
unless one of the other guides specifically advises against it. 

And some of these new compendiums have close financial ties to the drug industry, according to the draft of a 
report Medicare commissioned last year after Congress raised questions about possible conflicts of interest. The 
draft was completed in October, with a final version to be released soon. 

The draft criticizes the new rules for essentially taking most decisions about off-label cancer drugs out of 
Medicare's hands, even when the agency is aware of potential conflicts. The guide's recommendation, the report 
says, "becomes the final word." 
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For some experts, the bigger concern about using some cancer drugs off-label without adequate evidence is that 
they may not only be useless - they may cause dangerous side effects. 

"We have very little faith that those indications that make it into the compendia are safe, let alone effective,' 

said Dr. Allan M. Korn, the chief medical officer for the Blue Cross and Blue Shield Association, who added that 
Medicare should cover off-label drugs only if the results of their use are carefully tracked afterward. There is no 
such requirement in the new Medicare gnidelines. 

There have been three different top Medicare administrators since the off-label rule changes were set in motion 
a few years ago. The second of them, Leslie V. Norwalk, chose to select the compendiums through a streamlined 
and internal administrative process, instead of the more elaborate and public process that Medicare often uses 

for broad coverage decisions. 

"I did not see it as 11 significant step in coverage," said Ms. Norwalk, who left Medicare in 2007. 

Drug makers say they welcome the Medicare changes. A spokesman for the Pharmaceutical Research and 
Manufacturers of America, the industry's main trade group, said the new rules ensured "that cancer patients 
have access to the treatments they need." 

Many oncologists say they needed greater flexibility in using cancer drugs because it can take months or years 
for a new use to be approved by the F.D.A. They cite the example of Celgene's drug thalidomide, now a mainstay 
treatment for multiple myeloma, which was prescribed only off-label for years before the F.D.A. formally 
approved it for that use. 

And in the case of rare types of cancer, there may be so few potential patients that companies have little 
financial incentive to undergo the formal F.D.A. process for approving a drug for expanded use. Only two drugs 
have been approved by the F.DA. for brain cancer, for example, and cancer doctors say they need the ability to 
try other drugs or other combinations of treatments. 

"To arbitrarily stop after two drugs to me is ludicrous,' especially for younger patients, said Dr. Virginia Stark­
Vance, a solo practitioner in Dallas and Fort Worth. She said one of her brain cancer patients had been kept 
alive for 10 years by off-label use of irinotecan, a colon cancer drug that was the ninth drug the patient tried. 

Medicare seems to have ignored some concerns raised by a group of outside researchers whom the agency had 
asked to survey a half-dozen compendiums, including the four that Medicare has now adopted. That report, 
completed in 2007, found that the six guides "cited very little of the available evidence," said Dr. Amy P. 

Abernethy, a Duke oncologist who led the study. 

The study also found great variability among the guides, in terms of what uses were recommended - or 

discussed at all. 

Despite her study's findings, Dr. Abernethy says she does not oppose Medicare's new rules. 

"I think the addition of the new compendia this year is an important increase in the bandwidth," she said. 

Critics say the agency also seems to have played down the potential financial conflicts of interests between the 
drug industry and the producers of the compendiums. The draft study that was completed in October notes that 
one of the new guides is published by the National Comprehensive Cancer Network, a group of 21 leading 
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cancer centers that routinely employs experts who have financial ties to the drug industry. 

William T. McGivney, the network's chief executive, said each committee of reviewers had 20 to 30 members, 
which "diminishes the opportunity for dominance of one person's opinion," regardless of any ties to drug 
makers. 

Then there is the American Hospital Formulary compendium, the one that Medicare was using before the 

November changes and will continue to consult. It has long been published by the nonprofit American Society 
of Health-System Pharmacists. But last year the society forged a financial relationship with a foundation linked 
to drug companies and some cancer doctors' private practices. 

A drug company can apply to that foundation, the Foundation for E,idence-Based Medicine, and pay a $50,000 

fee to have new uses of its drug reviewed by the compendium within 90 days. The foundation was started in 
2007 by the Association of Community Cancer Centers, which represents oncology practices, and says it 
received about $200,000 in initial funding from drug makers. 

Gerald K. McEvoy, the guide's editor in chief, said the application fee was meant to raise money to pay for 
additional researchers, to address previous criticism that the publication was too slow to vet new evidence. The 
foundation insulates the guide's staff from industry pressure, he said, and fewer than one-third of the reviews 
under the new arrangement have resulted in a positive recommendation in the compendium. 

Medicare officials acknowledge that some of the potential conflicts need to be addressed. But they say they have 
confidence in the guides they have chosen. 'We had significant conversations with all the companies," Dr. 
Phurrough said. 

Qru:!y.!igjlt20E~]lr Ne~ ff~~m.s Comoany 
Privacy Policy I ~ I ~ Corrections I ~ F1rStLook I: ttruD. I' Contact Us I! Worts for Us I i ~ 
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Coverage of Routine Patient Care Costs in Clinical Trials 
Position Statement 

Approved by the ASCO Board of Directors, March 2005 

For people With serious or life-.threatening illness, like cancer, completely satisfactory or curative 
treatment often is not available. Those patients are nevertheless able to receive state-of-the-art 
therapy through high-quality clinical trials, offering not only an important treatment option but an 
opportunity to advance medical knowledge. 

Cancer patients face a number of obstacles to clinical trials enrollment One of the barriers is the 
potential denial of third party paymentforthe routine patient care costs for those enrolled in clinical 
trials. Historically, payers have denied coverage for care provided in a clinical trial, argning that 
such care is "experimentsl" and therefore not a covered benefit. 

Current Clinical Trials Coverage 

The American Society of Clinical Oncology (ASCO) and its partners in the patient advocacy 
community have sought, over the course of more than a decade, to reform clinical trials payment 
policy in public and private health plans. These efforts have resulted in reforms in Medicare 
payment policy and in enactment of legislation to ensure clinical trials coverage in more than 20 
states. 

In 2000, in response to Congressional pressure and cancer community advocacy, the Clinton 
Administration issued an Executive Memorandumsetting a policy for coverage of the routine patient 
care costs for Medicare beneficiaries enrolled in clinical trials for all diseases. 

In addition to action by Medicare, a number of states have enacted legislation that would ensure 
coverage of routine patient care costs in clinical trials (coverage ranges from cancer clinical trials 
only to trials for all diseases) by those health plans that are regulated by the state. Some of those 
states have adopted, either in statute or in implementing regulations, the coverage standards of the 
Medicare program. ID. several states without clinical trials coverage mandates, third party payers 
have entered into voluntary agreements to cover routine costs in clinical trials. States continue to 
engage in efforts to improve coverage in state plans. 

ASCO Position 

These federal, state, and private sector initiatives reflect widespread recognition of clinical trials 
coverage as a critical element of quality cancer care. However, not all of the initiatives meet the 
standards for coverage endorsed by ASCO, and a significant number of cancer patients remain 
beyond the reach of these reimbursement reforms. ASCO recommends that every cancer patient 
should have access to clinical trials under the criteria defined below. 

< 



4064 

Standards for Clinical Trials Coverage 

The following ASCO standards should remain the standardfor Medicare coverage and should serve 
as the model for state legislative initiatives, including provisions governing coverage under state­
fimded programs like Medicaid, as well as mandates for private insurance and managed care plans. 

The cost of medical care provided when a patient with serious or life-threatening disease is entered 
on a Phase I, II, ill, or N (post-marketing) clinical trial- including hospital, physician, and other 
health care items and services as well as the cost of approved drugs for labeled or unlabeled uses 
which might be part of the regimen1

- should not be denied coverage when all of the following are 
demonstrated: 

• Treatment is provided with a therapeutic inteni; 
• Treatment is being provided pursuant to a clinical trial approved by one of the 

National Institutes of Health (NIH), an NIH cooperative group or an NIH center; the 
Food and Drug Administration (FDA) in the form of an investigational new drug 
(IND) or new device (IDE) exemption; the Department of Defense; the Department 
of Veterans Affairs; or a qualified non-governmental research entity as identified in 
National Cancer Institute guidelines or center support grants; 

• The trial is conducted according to a written protocol, which includes the following 
elements: trial design and scientific justification, criteria for inclusion and exclusion, 
outcome measures, statistical analysis plan, conflicts and other ethical controls, and 
publication policy; 

• The protocol has undergone SCientific review by a group of independent and 
qualified experts; 

• The clinical trial has been reviewed and approved by a qualified institutional review 
board (IRE); 

• The facility and personnel providing the treatment are capable of doing so by virtue 
of their experience or training; 

• There is no non-investigational therapy that is clearly superior to the protocol 
treatment; and 

• The available clinical or preclinical data provide a reasonable expectation that the 
protocol treatment will be at least as efficacious as non-investigational therapy.) 

Originally adopted February 1993 
As amended June 1994 and March 2005 

I Items and services required by the design of the trial should be covered, except those items or services nonnally paid 
for by other funding sources such as the cost of certain investigational drngs, the costs of any non-health services that 
might be required for a person to receive the treatment, and the costs of managing the researcb. 

2 Treatment with therapeutic intent may be aimed at improving patient outcome relative to either survival or quality of 
life. 

l While these standards refer to clinical trials involving "treatment" or "therapy", the same principles would apply equally 
to trials of interventions to prevent, rather than treat, diseases. 

Coverage of Routine Patient Care Costs in Clinical Trials 
ASCO Position Statement, March 2005 Page 2 of2 



( 

~ 
4065 

POSITION PAPER ON HEALTH PLAN COVERAGE FOR PATIENT CARE COSTS IN 
CANCER CLINICAL TRIALS 

Sponsored by the Denali Oncology Group, the Alaska State Affiliate of the American Society of 
Clinical OncOlOgy 

February 24, 2008 

BACKGROUND: 

I. Clinical trials for cancer patients provide state-of-tht>-art treatment for patients with lift>­
threatening diseases. Cancer patients and their physicians typically look to clinical trials 
as an option when the investigational treatment offers as much or more benefit than 
standard treatment. 

2. Currently, in Alaska, health plans can e.xclude coverage for routine patient care costs 
while a patient with cancer is enrolled on a clinical trial. 

3. Since 2000, Medicare has provided coverage for beneficiaries for routine costs associated 
with cancer clinical trial enrollment 

4: Twenty-three states in the United States have passed legislation or instituted special 
agreements requiring health plans to pay the cost of routine niedical care a patient 
receives while participating in a clinical trial. 

5. Health plans mistakenly think that money is saved by excluding care while patients 
participate in clinical trials. However. if not enrolled on a clinical trial. these patients will 
continue to receive conventional therapy. Studies have shown that there are not 
differences in cost of care for patients enrolled on clinical trials compared with patients 
on conventional therapy. 

6. Results of clinical trials lead to more rational use of cancer treatment and more successful 
outcomes, resulting in short-tenn and long-term cost savings. 

PROPOSED LEGISLATION: 

We propose that the Senate and House of the State of Alaska pass a bill requiring that all health 
care plans, including Medicaid, cover routine patient care costs for patients enrolled in all phases 
of clinical trials, including prevention, detection, treatment and palliation (supportive care) of 
cancer . 

. BENEFITS: 

1. Passage of this bill will remove an important barrier to the participation of patients in 
cancer clinical trials. It will result in physicians more often recommending patient 
participation and in patients having greater desire to enroll in clinical trials. 

2. Greater participation by Alaskans in cancer clinical trials will result in improved care of 
our patients in the short- and long-term, improved doctor-patient relationship, increased 
patient satisfaction with treatment, and increased retention of patients in Alaska for their 
cancer care. 

3. Alaska will be in the forefront in making meaningful progress in providing care for 
cancer and other life threatening conditions. 

Page I of2 
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CANCER CLINICAL TRIALS FAST FACTS 
DENALI ONCOLOGY GROUP, October 28, 2007 

Frequently Asked Questions (FAQ) 

1. What is a clinical trial? A clinical trial is a scientific way ofstudying a new treatment 
for a specific disease that may be better andlor safer than existing treatments. 

2. Why are clinical trials necessary? Without these studies, we can not determine whether 
a new trea1ment is safe, effective, and better than existing options. 

3. What types of cancer clinical trials exist? Trials may be for prevention, early 
detection, diagnosis, or treatment of cancer. There are also trials for reducing symptoms 
and improving quality-of-life. 

4. Why would a cancer patient consider participating in a clinical trial? 

5. 

6. 

7. 

Myths 

1. 

a. Treatment given on the clinical trial offers the potential for better outcome (e.g. 
longer life or higher cure rate) than the standard treatment 

b. Results of the trial will help improve treatment for future patients. 
Is it risky to be on a clinical trial? There are risks with any type of cancer treatment 

Side effects that occur in patients on a clinical trial are monitored very closely and 
described in paperwork that patients receive (i.e., consent form). 
Are clinical trials available in Alaska? Yes, more than 50 cancer clinical trials are open 
in Alaska for patients to receive treatment in-state. 
Do docton or patients gain financially from participating in cliDieal trials? We only 
support the conduct of studies where there is no financial gain for patients or physicians. 
Support is provided by the sponsor of the study to help pay for costs associated with the 
trial, such as research personnel and regulatory requirements. 

"I may receive placebo." Placebo is rarely used in cancer clinical trials because there is 
usually an acceptable standard treatment However, if the standard is to offer no 
treatment, then the new treatment under investigation will be compared to no treatment 
(i.e., placebo). Patients will always be informed of the potential to receive placebo. 

2. "I will be a guinea pig." Patients on clinical trials are treated with respect, receive 
infonned consent, and have all questions answered. They have the right to withdraw 
from the study at any time without compromising their future care. 

3. ''I'm DOt sick enough for a clinical trial." Many trials are studying ways to prevent 
cancer in healthy people at risk for cancer. Other trials are studying ways to improve 
upon the most common types of treatment used when patients are fust diagnosed with 
cancer. 
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Note: Because arrangements for the reimbursement of clinical trials for several states fall outside the scope of the State Cancer Legislative Database protocols. those states are 
not Included herein. Michigan and New Jersey. for example, instituted special non-legislative agreements whereby insurers voluntarily cover routine medical care that is part of a 
clinical trial. According to the state employee benefits handbook, Ohio provides coverage for cancer treatment clinical trials to state employees who are enrolled In the state 
employee health benefit plan. In Georgia, a non-legislative agreement among a number of private health plans and state-based plans provides coverage for adults and children . 

• Laws in Delaware, Maine, and North Carolina provide coverage of clinical trials for life threatening medical conditions and not specifically for the treatment of 
cancer. 

1 Indicated insurers are only obligated to provide coverage for covered patient costs that are directly associated with the clinical trial. 

2 Coverage requirement applies only to routine patient care costs related to cancer clinical trials having a therapeutic purpose, upon recommendation by a treating 
physiCian. 

3 In order to be eligible for coverage, clinical trials for the prevention of cancer must be a Phase III trial that involves a therapeutic intervention and is conducted at 
multiple institutions under the auspices of an independent peer-reviewed protocol approved by a specified Federal authority. 

4 Coverage requirement applies only to clinical trials that have a therapeutic intent. 

5 Coverage requirement applies only to routine patient care costs incurred in connection with clinical trials for the treatment of children's cancer. 

6 Applies only to Phase II or III prescription drug clinical trial programs. 

7 Coverage for Phase I and Phase II clinical trials is decided on a case-by-case basis. 

• Requires the state Department of Banking, Insurance, Securities, and Health Care Administration to issue regulations that specify the requirements for coverage 
of routine costs for patients who participate in approved cancer clinical trials conducted by specified providers. Coverage requirements are. included in Regulation 
H-2001-04. 

9 Treatment in a Phase I clinical trial may be covered on a case-by-case basis. 

913012007 Source: National Cancer Institute. State Cancer Legislative Database Program. Bethesda. MD: SCLD 20f2 



Clinical Trial Information 
The greater the number of people who participate in clinical trials, the faster emerging anticancer 
therapies can be brought to market US Oncology accrued more than 32,000 cancer patients to 
clinical trials, and is bringing the search for new therapies directly into local communities across 
America. 

Our research team members conduct more than 50 clinical trials each year. Vv'hile we have 
complete Phase I-IV capabilities, the majority of our research is in Phase II and III development 
stages. 

Our extensive clinical trial program, plus our provision of care for approximately 200,000 new cancer 
patients each year, provides us with a unique research platform. In sharing what we learn with one 
another, we can more readily advance the latest developments as they relate to investigational 
drugs, the reduction of side effects, and new methods of care. 

If you are interested in contacting a US Oncology-affiliated physician to learn more about our clinical 
trial program, please click here 

Frequently Asked Questions About Clinical Trials 
If you are a cancer patient or someone you know is a cancer patient, you may be interested in 
learning more about clinical trials. The information below offers a brief overview of the clinical trial 
process, with a look at key questions and terms. 

What are Clinical Trials? 
Clinical trials, or research studies, utilize patient volunteers to help investigate different ways to treat 
diseases - such as cancer. Clinical trials involve the use of investigational drugs (also known as 
study drugs) and drug delivery methods. Each study tries to answer specific scientific questions 
about different ways to prevent, diagnose, and treat whatever disease it is addressing. 

Why are Clinical Trials Important? 
Clinical trials contribute to the overall knowledge and progress made in developing therapies for 
diseases, such as cancer. These research studies are conducted to determine if a study drug or 
delivery method-Is safe and effective. Patients who agree to participate may possibly benefit from the 
research study, while· receiving the best current standard treatment as well. 

How are Clinical Trials Structured? 
Clinical trials are structured into four phases: 

In Phase I clinical trials, researchers test a study drug In a small group of people (20 to 80) 
for the first time to evaluate its safety, determine a safe dosage range, and identify side 
effects. 
In Phase /I clinical trials, the study drug is tested in a larger group of people (1 00 to 300) to 
measure its effectiveness and further evaluate its safety. 
In Phase II/ clinical trials, the study drug is tested in large groups of people (1,000 to 3,000) 
to confirm its effectiveness, monitor side effects, compare it to approved standard 
treatments, and collect information that will allow the study drug to be used safely. 
In Phase IV clinical trials, the drug is tested after it has been marketed to collect information 
about its effect in various populations and about any side effects associated with long-term 
use. 

What Happens During a Clinical Trial? 
In many trials, if the patient is eligible and agrees to participate through Informed Consent, the 
patient is randomized (by chance, like a coin toss) to either receive the current standard treatment. or 
the current standard treatment and the study drug regimen. If no standard treatment is available. a 
trial may compare the study drug to a placebo, which is similar to the study drug, but contains no 
active ingredient. During a trial, patients are treated and monitored by a team of health care 
professionals. This team will give the patient specifiC instructions about the trial, about more tests, 
and additional doctor's visits that might be required. 

Throughout the clinical trial, you come first. If there is no improvement or you experience intolerable 
side effects, you and your physiCian can decide to discontinue trial participation and resume other 
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treatment options. Should you do so, your decision will be respected without any effect on future 
treatment plans. 

Why Do Some Cancer Patients Choose to Participate In Clinical Trials? 
Some cancer patients may participate because they are hoping for: a possible cure and longer life or 
a way to feel better. Others find that the current standard therapies are not optimal for their cancer 
and wish to be among the first to participate in a research study and receive an investigational drug. 
Whatever the reason, participation could make a difference in a patienfs future, as well as in the 
lives of future cancer patients. 

How Do I Know If I Should Participate in a Clinical Trial? 
The decision to participate in a clinical tnal is one that on~ you can make, with the help of your 
physiCian and the people close to you. If you are interested in participating in a clinical tnal, you will 
be informed of the dinical trial's potential benefits and drawbacks before making your decision. If the 
inVestigational drug is proven to be effective, you may be among the first to benefit. In addition, 
through your participation in a research study, you will also be helping future cancer patients. 

Are There Risks Involved In Participating? 
Because clinical trials are research studies, study drugs may not be better than current standard 
drugs or treatments. In addition, you may experience side effects that are worse than those of 
current standard drugs and treatments. Also, your health insurance company or managed care 
provider may not cover all of the patient care associated with a clinical trial. All of these factors 
should be discussed thoroughry with your physician and those close to you before deciding whether 
or not to participate in a clinical trial. 

Where are the Trials Held? 
Many clinical trials may be available right in your own community, Ask your physician for specific 
information or search the US Oncology clinical tdal !ist to find a current US Oncology trial in your 
region. 

How Do I Learn More About a SpecifiC Clinical Trial? 
Through a process called "Informed Consent," you willieam the key facts about a particular clinical 
trial before making a decision about participating. Your doctor will explain the purpose and 
requirements of the study, including any potential drawbacks and benefits. If you agree to take part in 
the trial, you will be asked to review and sign a form that outlines the study's details prior to 
partiCipating. 

How Do I Get More Information? 
Consult your physician to find out whether or not there is a clinical trial that would be appropriate for 
your care. If you are a US Oncology patient, your physician has information on clinical trials that are 
being held throughout the company's national research network. Or you can search a list of aI/ 
current US Oncology clinical trials for more specific information. 
For more details on clinical trial research conducted by the US Oncology network, please click USQ!i 
Research. 
For definitions of the clinical trial terms used on this site, please click Trial Terms. 
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Clinical Trials: Questions and Answers 

Key Points 

Clinical trials are research studies that test how well new medical approaches work in people (see 
Question 1 \. 
Every clinical bial has a (l[QJ!lgl/. which describes what will be dona in the study, how It will be 
conducted, and why each part of the study is necessary (see Question 4t 
Informed consent is a process by INhlch people learn the important facts about a clinical trial to 
help them decide whether to participate (see Question 6t 
Payment of patient care costs in clinical trials varies by health Insurance plan and by study (see 
QuesHnn 11), 

1. What are cOnical trials. and why are they Important? 

Clinical trials are research studies that test how weD new medical approaches work in people. Each 
study answers scientific questions and tries to find better ways to prevent. sa-een for, diagnose, or 
treat a disease. People who take part in ~ clinical trials have an opportunity to conbibute to 
knowtedge of, and progress against cancer. They also receive up-to-date care from experts. 

2. What are the types of clinical trials? 

There are several types of dlnical trials: 

Prevention trials test new approaches. such as medications. vitamins. or other supplements, 
that doctors believe may lower the risk of developing a certain type of cancer. Most prevention 
trials are conducted With healthy people who have not had cancer. Some trials are oonducted 
with people who have had cancef and want to prevent recurrence (return of cancer), or reduce 
the chance of developing a new type of cancer. 

Screening trials study ways to detect cancer earlier. They are often conducted to determine 
whether flndlng cancer before it causes §YID.1212Irui decreases the chance of dying from the 
disease. These trials invotve people who do not have any symptoms of cancer. 

Diagnostic trials sbJdy tests or procedures that could be used to Identify cancer more 
accurately. Diagnostic trials usually Include people who have signs or symptoms of cancer. 

Treatment trials are conducted with people who have cancer. They are designed to answer 
specifiC questions about, and evaluate the effectiveness of, a new treatment or a new way of 
using a standard treatment.. These bials test many types of treatments, such as new drugs, 
vaccines new approaches to ~ or radiation therapy or new combinations of treatments. 

Quality:Qf-jlfe (also called .rumportiye care) trials explore ways to improve the comfort and 
quality of life of cancer patients and cancer survivors. These trials may study ways to help 
people who are experiencng ~ vomiting sleep disorders, depression or other effects 
from cancer or its treatment. 

Genetics stUdies are sometimes part of another cancer dinical trial. The genetics component 
of the trial may focus on how ~ makeup can affect detection. djagnosis or response to 
cancer treatment 

Population- and family-based genetic research studies differ from traditional cancer clinical 
trials. In these studies, researchers look at ~ or Q.IQQQ samples, generally from families or 
large groups of people, to find genetic changes that are associated with cancer. People who 
participate in genetics studies mayor may not have cancer, depending on the srudy. The goal 
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of these studies is to help understand the role of ~ in the development of cancer. 

3. Who sponsors clinical trials1 

Government agencies, such as the National Cancer Institute (MQl) and other parts of the ~ 
Institutes of Health lli.!.I:O. the Department of Defense. and the Department of Veterans Affairs. 
sponsor and conduct clinical trials. In addiHon. organizations or individuals, such as physjdans. 
medical institutions, foundations. volunteer groups, and pharmaceutfcal companies, also sponsor 
clinical trials. 

NCI sponsors a large number of cUnical bials and has a number of programs designed to make 
clinical bials widely available in the United States. These programs indude the following: 

The Cancer Centers Program provides support to research--oriented institutions, induding 
those that have been designated as NCI Comprehensive or Clinical Cancer Centers for their 
sclentfflc excenence. More information Is avaffable in the NCI fact sheet The National Cancer 
Institute Cancer Centers Program. which Is available at 
http://www.cancer oovicancertopics/factsbeetlNCllcaoeer--centers 00 the Internet 

The Specialized Programs of Research Excellence (SPOREs) bring together sdentists and 
researchers to design and implement reseatch programs that can improve prevention, 
detection. diagnosis, and treatment of specific types of cancer. More infonnation about 
SPOREs Is avanable at http;{/SPores.ncl nih,govOndex.html on the Internet 

The Clinical Trials Cooperative Group Program brings researchers. cancer centers, and 
doctors together into cooperatlve groups. These groups work with the NCI to identify Important 
questions in cancer research, and design and conduct muttisfte clinical trials to answer these 
questions. Cooperative groups are located throughout the United States and in Canada and 
Europe. For more Information, refer to the fact sheet NC/'s COnical Trials Cooperative Group 
Program at http://www.caocergQvlcancertQplcslfactsheetfNCllclfnical-tdaJx;ooperatiye-group 
on the Internet 

The cancer Trials Support Unit (CTSU) makes NCI-sponsored phase !II treatment tnals 
available to doctors and patients in the United states and Canada. Doctors who are not 
affiliated with an NCI-sponsored Clinical Tnals Cooperative Group (see above) must complete 
an application process. which includes credential vertficatlon and site preparedness 
assessment. to become members of the CTSU's National Network of Investigators. CTSU 
members can enroll patients In cOnicat trials through the program's Web site, which is located 
at http;!/www·ctsu.om on the Internet General Information about the CTSU Is also available on 
the program's Web site, or by calnng 1-888-823-5923. 

The Community Clinical Oncololly.Program (CCOP) makes clinical trials available In a large 
number of communities across the United states. Local hospitals throughout the country 
affiliate with • cancer center or a cooperative group. This affIllatlon allows doctors to offer 
people participation In clinical trials more easily, so they do not have to fravellong distances or 
leave their usual caregivers. The Minority-8ased Community Clinical Oncology Program 
focuses on encouraging minority populations to participate in clinical trials. More information 
about the CCOP can be found In the NCI fact sheet Community Clinical Oncology Program: 
Questions and Answers. which is available at 
http'//wwwcancer,govlcaocertopiC5lfactsheetiNCIICCOP on the Internet 

The National Institutes of Health Clinical Center, a research hospHallocated in Bethesda. 
Maryland, is part of the NIH. Trials at the Clinical Center are conducted by the components of 
the NIH, Including the NCI. The NCI fact sheet Cancer Cnnical Trials at the NaUonaJ Institute. 
of Health Clinical Center: Questions and Answers has more information about the Cfinlca1 
Center. this fact sheet is available at 
http://www cancer goyIcancertopicslfactsheetlNCllclinical-center on the lotemet 

4. How are participanls protected? 

Research with people is conducted according to strict sdentific and ethical principles. Every clinica1 
triaJ has a protocol. or action plan, which acts like a dreclpe· for conducting the trial. The plan 
describes what will be done In the study, how it wiU be conducted, and why each part of the study is 
necessary. The same protocol Is used by every doctor or research center taklog part in the trial. 

All clinical trials that are federally funded or that evaluate a new d£yg or medical device subject to 
Food and Drug Administration regulation must be reviewed aod approved by an InstihJtional Review 
~ QBID. Many instirutions require that all clinical trials, regardless of funding, t?e reviewed and 
approved by a locaJ IRS. The Board, which Includes doctors. researchers, community leaders, and 
other members of the community, reviews the protocoJ to make sure the study is conducted fairly 
and participants are not likely to be hanned. The IRS also decides how often to review the trial once 
it has begun. Based on this information, the IRS decides whether the dinical trial should continue as 
ini1lally planned and. if not, what changes should be mede. An IRS can stop a clinical trial if the 
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researcher Is not following the protocol or if the trial appears to be causing unexpected harm to the 
participants. An IRS can also stop a dinical trial if there Is clear evidence that the new Intervention Is 
effective, in order to make It widely available. 

NIH-supported clinical trials require data and safety monitoring. Some clinical trials, espedally 
phase Iii cllnicallrials, use a Data and Safety Monitoring Board (OSMB). A OSMB is an Independent 
committee made up of statisticians, physicians, and patient advocates. The DSMB ensures that the 
risks of partidpation are as sman as possibJe, makes sure the data are complete, and stops a trial if 
safety concerns arise or when the biars objectfves have been met 

5. lNhat are eUglbnity gjteria, and why are they important? 

Each study's protoco1 has guidelines for who can or cannot participate In the study. These 
guidelines, called eligibility criteria, describe characteristics that must be shared by all participants. 
The criteria differ from study to study. They may include age, gender, medical hiStory, and current 
health status. Eligibility criteria for treatment studies often require that patients have a particular type 
and ~ of cancer. 

Enrolling participants with similar characteristics helps to ensure that the results of the trial will be 
due to what is under study and not other factors. In this way, eligibility criteria help researchers 
achieve accurate and meaningful results. These criteria also minimize the risk of a person's 
condition becoming worse by participating in the study. 

6. What is informed consent? 

Informed consent is a process by which people learn the important facts about a clinical bial to help 
them decide whether to participate. This information Includes details about what Is involved. such as 
the purpose of the study. the tests and other procedures used in the study, and the possible risks 
and benefits. In addition to talking with the doctor or 1l1.!CUl, people receive ,a written consent form 
explaining the study. People who agree to take part in the study are asked to sign the informed 
consent tom. However, signing the form does not mean people must stay in the study. People can 
leave the study at any time-either before the study starts or at any time during the study or the 
follow-up period. 

The Informed consent process continues throughout the study. If new benefits, risks, or side effects 
are discovered during the study, the researchers must Inform the participants. They may be asked 
to sign new consent forms if they want to stay in the study. 

7. V\lhere do dinlcal trials take place? 

Clinical trials take place In doctors' offices, cancer centers, other medical centers, community 
hospitals and clinics, and veterans' and mHitary hospitals in cities and towns across the United 
States and in other countries. Clinical trials may Include participants at one or two highly specialized 
centers, or they may involve hundreds of locations at the same time. 

8. How are clinical trials conducted? 

Clinical trials are usually conducted in a series of steps, called phases. Treatment clinical bials 
listed in EQQ.®, the NCI's comprehensrve cancer Information database, are always aSSigned a 
phase. However, screening, prevention, diagnostic,. and quality-of-life studies do not always have a 
phase. Genetics clinical trials generally do not have a phase. 

~ trials are the first step in testing a new approach in people. In these studies, 
researchers evaluate what .dQK is safe, how a new agent should be given (by mouth, ~ 
into a veln, or injected into the muscle), and how often. Researchers watch closely for any 
harmful side effects. Phase I bials usually enroH a small number of patients and take place at 
only a few locations. The dose of the new ~ or technique is increased a little at a time. 
The highest dose with an acceptable level of side effects is determined to be appropriate for 
fuMer testing. 

Phase II trials sbJdy the safety and effectiveness of an agent or intervention, and evaluate how 
it affects the human body. Phase II studies usually focus on a particular type of cancer, and 
include fewer than 100 patients. 

Phase III trials compare a new agent or intelVentian (or new use ofa standard one)with the 
current standard therapy. Participants are randomly assigned to the standard group or the new 
group, usually by computer. this method, called randomization helps to avoid ~ and 
ensures that human choices or other factors do not affect the study's results. In most cases, 
studies move Into phase III testing only atter they have shown promise in phases I and II. 
Phase III trials often include large numbers of people across the country. 

Phase N trials are conducted to further evaluate the long-term safety and effectiveness of a 
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treabnent. They usually take place after the treatment has been approved for standard use. 
Several hundred to several thousand people may take part in a phase IV study. These studies 
are less common than phase I, 11. or-III trials. 

People who participate in a clinical bial work with a research team. Team members may include 
doctors, nurses, social workers, dietitians, and other health professionals. The health care team 
provides care, monitors participants' health. and offers speciflc instructions about the study. So that 
the trial results ate as reliable as possible, it is important for participants to follow the research 
team's instructions. The instructions may include keeping Jogs or answering questionnaires. The 
research team may continue to contact participants after the trial ends. 

9. What are some of the benefits of taking part in a clinical trial? 

The benefits of participating in a clinical trial Include the funowlng; 

Partidpants have access to promising new approaches that are often not available outside the 
clinical trial setting. • 
The approach being studied may be more effective than the standard approadl. 
Participants receive regutar and careful medIcal attention from a research team that includes 
dodors and other health professionals. 
Participants may be the first to benefit from the new method under study. 
Results from the study may help others in the future. 

10. What are some of the possible risks associated with taking part in a clinical trial? 

The possible risks of participating In a dlnical trial include the following; 

New drugs or procedures under study are not always better than the standard care to which 
they are being compared. 
New treabnents may have side effects or risks that doctors do not expect or that are worse 
than those resulting from standard care. 
Participants In randomized bia!s wUI not be able to choose the approach they receive. 
Health Insurance Bnd managed care providers may not cover all patient care costs In a study. 
Participants may be required to make more visits to the doctor than they would if they were not 
In the clinical trial. 

11. Who pays for the patient care costs associated with a clinical trial? 

Health insurance and managed care providers often do not cover the patient care costs aSSOciated 
with a dlnlcal trial. What thay cover varies by health plan and by study. Some health plans do not 
cover clinical trials If they consider the approach being studied "experimental'" or "Inyestigationa!." 
However, if enough data show that the approach Is safe and effective. a health plan may consider 
the approach "established- and cover some or all of the costs. Participants may have difficulty 
obtaining coverage for costs associated with prevention and screentng din leal trtals; health plans 
are currently less likely to have review processes in place for these studies. It may, therefore, be 
more diffia.llt to get coverage for the costs associated with them. In many cases, it helps to have 
someone from the research team talk about coverage with representatives of the health plan. 

Health plans may specify other criteria a bial must meet to be covered. The trial might have to be 
sponsored by a speCified organization, be judged "medically necessary" by the health plan, not be 
significantly more expensive than treatments the health plan considers standard, or focus on types 
of cancer for which no standard treatments are available. In addition. the facility and medical staff 
might have to meet the plan's qualifications for conducting certain procedures. such as .I2:2M 
marrow transolants. More Information about insurance coverage can be found on the Nel's CUnlcal 
Trials and Insurance Coveraga: A Resource Guide Web page at 
http;//WNW cancer goyfc!inlcalbialsJteamingliosurance-coverage on the Internet 

Many states have passed legislation or developed policies requiring health plans to cover the costs 
of certain clinical trials. For more infonnation, visit the NCl's Web site at 
http-'fwwwcanr.ergovlc!lnlcaltrialsJdevelopmentsllawsybout-cllnlca!-trlak:ostson the Internet. 

Federal programs that help pay the costs of care in a clinical trial include those listed below: 

Medicare reimburses patient care costs for its beneficianes who participate in clinical bials 
designed to or treat cancer, Information about Medicare coverage of clinical trials is 
available on the Internet. or by calling Medicare's tofl-free number 
for beneficiaries at (1-800-MEDICARE). The toll-free number fur tho hearing 
impaired is 1-8n-48S-2048. Also. the NCI fact sheet More Choices in Cancer Care: 
Information for Beneficiaries on Medicare Coverage of Cancer Clinical Trials is available at 
http·{twww cancer gOy/cancertoojcs/factsheetlsypportlmedicare on the Internet. 

Beneficiaries of TRICARE, the Department of Defense's health program, can be reimbursed for 
the medical costs of participation in NCI-sponsored phase It and phase HI cancer prevention 
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(including screening and earfy detection) and treatment trials. Additional Information Is 
avanabloln the NCI fact sheot TRICARE Beneficiaries can Enter Cnn/cal Trials for Cancer 
PreventIon and Treatment Through a Department of Defense and National Cancer Institute 
Agreement. This fact sheet can be found at 
http://w.vwcancer.goylcanqertooics/factsheet/NClaRlCARE on the Intemel 

The Department at Veterans Affairs 01A) anows eligible veterans to participate in NCI­
sponsored prevention, diagnosis, and treatment sbJdles nati.onwide. All phases and types of 
NCI-sponsored trials are included. The NCI fact sheet The NCWA Agreement on Clinical 
Trials: Questions and Answers has more information. It is available at 
http://w.,ywcancergoy/cancertopics/factsheeVNCINA-dlnicaHrialsonthe Internet 

12. What are some questions people might ask their health care provider before entering a dinical trial? 

It is important for people to ask questions before deciding to enter a clinical trial. Questions people 
might want to ask their doctor or nurse include the following: 

The Study 

What is the purpose of the study? 
Why do the researchers think the approach being tested may be effectlve? Has it been tested 
before? 
Who Is sponsoring the study? 
Who has reviewed and approved the study? 
What are the medical credentials and experience of the researchers and other study 
personnel? 
How are the study results and safety of partidpants being monitored? 
How long will the study l!'Ist?" 
How win the results be shared? 

Possible Risks and Benefits 

What are the possible shalt-term benefits? 
What are the possible Iong~term benefits? 
What are the short-tenn risks. such as side effects? 
What are the possible long-term risks? 
What other treatment options are available? 
How do the possible risks and benefits of the trial compare with those of other options? 

PartiCipation and Care 

What kinds of treabnent. medical tests, or procedures will the particlpants have during the 
study? How often will they receive the treatments, testS, or procedures? 
Will treatments, tests, or procedures be painful? If so, how can the pain be controlled? 
How do the tests In the study compare with what people might receive outside the study? Wi" participants be able to take their regular medications while in the clinical trial? 
Where will the partiCipants receive their medical care? Will they be In a hospital? If so, for how 
long? 
Who will be In charge of the participants' care? Will they be able to see their own doctors? 
How long will participants need to stay In the study? Will there be follow-up visits after the 
study? 

Personal Issues 

How could being in the study affect the participants' daily lives? 
What support Is available for participants and their families? 
Can potential participants talk with people already enrolled In the study? 

Cost Issues 

Will participants have to pay fur any treatment tests. or other charges? If so. what will the 
approximate charges be? 
What is heatth insurance likely to cover? 
Who can help answer questions from the insurance company or heatth plan? 

13. What happens when a clinical trial is over? 

After a clinical trial Is completed, the researchers look carefully at the data collected during the trial 
before making decisions about the meaning of the findings and further testing. After a phase I or II 
trial, the researchers dedde whether to move on to the next phase. or stop testing the agent or 
intervention because it was not safe or effective. When a phase III trial is completed, the 
researchers look at the data and decide whether the results have medical importance. 
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The results of clinical trials are often published In peer-revlewed, sdentific journals. Peer review is a 
process by which experts review the report before it is published to make sure the anafysls and 
condusions are sound. If the results are particularly important. they may be featured by the media 
and discussed at scientific meetings and by patient advocacy groups before they are published. 
Once a new approach has been proven safe and effective in a clinical trial, it may become standard 
practice. (Standard practice Is a currently accepted and widely used approach.) 

The National Ubrary of Medicine's Web site offers links to resources for finding the results of clinical 
trials. It indudes information abbut published and unpublished results. This resource can be found 
at http://www,nlm nih gov/serviceslctresults,btml on the Internet 

14. Where can people find more information about dinical bials? 

In addition to the reseu""," described In QuestIon 3, people interested in taking part In a clinical trial 
shoufd talk with their heatth care provider. Information about cancer dinical trials is also available 
from the NCl's Cancar Inlowation Service (Q!§~ Infonnation specialists at the CIS use PDQ to 
Identify and provide detailed Information about specific ongoing clinical bials. PDQ Includes all NCI­
funded clinical trials and some studies conducted by Independent Investigators at hospitals and 
medical centers in the United States and Europe. 

People also have the option of searching for clinical trlals on their own. The clinical trials page of the 
Nel's Web stte. located at http://www.canoer.gQy/clinjcafbialslonthelnternet.provid.eslnformation 
about dinicaJ trials and Onks to PDQ. Another resource is the NIH's CllnlcalTrials.gov Web site. 
CfinicaJTrials.gov lists cfinical trials sponsored by the NIH. other Federal agencies. and the 
pharmaceutlcallrdustry for a wide range of diseases, Including cancer and other conditions. This 
site can be found at htfp:Jldinicattrials goy on the Internet 
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Cancer Facts 
Cancer Clinical Trials: 
Participation by Underrepresented Populations 

Disparities in Clinical Trials 
• The National Cancer Institute (NCI) is the largest sponsor of 

cancer clinical trials in the U.S., with approximately 800 
ongoing trials at 3,000 sites. Over 30,000 patients are enrolled 
in cancer clinical trials annually. From 1998-2001, total 
enrollment in NCI-sponsored treatment trials increased 
22%. However, the number of minority participants during 
that period remalned stable, causing a decrease in the overall 
percentage of minorities in trials.~·ll 

• A review of Food and Drug Administration (FDA) approved 
drugs from 1995-1999 revealed that African Americans, 
Asian/Pacific Islanders, Hispanics/Latinos and Native 
Americans collectively represented less than 10% of partici­
pants in trials that were testing cancer drugs." 

• The rate of participation in U.S. clinical trials is correlated 
with the demographics of income, educational attainment, 
employment status, and insurance coverage. Regardless of 
race or ethnicity. low socioeconomic status has a negative 
impact on clinical research participation.S.I3,I~ 

• The Coalition of Cancer Cooperative Groups evaluated accru­
al to NCI publicly funded treatment trials from January 2003 
through June 2005. The data presented in the figures at right 
show accrual rates by racial and ethnic status: 

SIIUrce: Baseline Study of Pallell1 Accrual Onto Puhllcly Sponsored Trials, ~ CDaIiUlln 01 ClDC8r 
Cuoperatlve Groups for tile Global Ac~est Projed, Nallonal Patlanl Advocate Foundation, April 200&. 
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. ", In 2004, the SELECT prostate cancer prevention trial 
completed recruiting over 35,000 men of whom 21 % were 
minorities. However, previous NCI-sponsored prevention 
trials have not recruited significant numbers of minorities 
or other subpopulations. " For example, NCrs Prostate 
Cancer Prevention Trial, which was conducted In 1993-2003, 
recruited only 8% minority participants of over 18,000 men 
enrolled.16 

Underrepresented Populallons 
" Adolescents: Only 10% of 15-to-19 year old adolescent can­

cer patients are entered into trials, compared to 60% of 
those under the age of 15. 17.1~ 

" Elderly: According to Lewis and colleagues, 61 % of new 
cancer cases occurred among the elderly in 2003, but only 
25% of participants in national cancer clinical trials were 
over 65 years of age. Moreover, in Phase II and III clinical 
trials, the elderly carried 60% of the disease burden but 
represented only 32% of enrolled patients. '" 

\!' Racial/Ethnic Groups: Enrollment in clinical trials is dis­
proportionately low among African Americans/blacks and 
Hispanics/Latinos in NCI-sponsored surgical trials,lm 

'" Rural: Among 24,332 patients enrolled in NC[ sponsored 
clinical trials over a one-year period, investigators found 
marked regional and state variations in patient accrual, and 
suburban geographic areas had the highest overall accrual." 

fi,~ Women: An investigation of nonsurgical NCr cancer trials 
demonstrated that women were less likely than men to be 
enrolled in calorectal and lung cancer trials. fi 

Patient Barriers to Cancer Clinical 
Trial Participation 
~ Cost/Lack of insurance: Costs associated with clinical trials 

are often a concern. A study of NCI-sponsored cancer 
treatment trials found that uninsured patients represented 
only 5.4% of all clinical trial participants.w Even when par­
ticipants have insurance, some private third-party payers 
do not cover the full costs associated with participating in 
the clinical trial. II Numerous studies have shown that the 
cost for a patient to take part in a clinical trial is not neces­
sarily any nlore expensive than it is for the patient to 
receive standard cancer care. ll.ZJ.Z3 

.:{) Cultural barriers: Many people from various ethnic and 
cultural backgrounds may have views that differ from 
Western medicine. As a result, some beliefs regarding 
health and disease (e.g., family involvement in decisions 
about treatment, views regarding traditional healers, reli­
gion, prayer, and alternative medicine) may make clinical 
trials a less desirable option. l 

:.; Lac1e of awaren.ess: A national survey of cancer patients 
found that 85% of respondents were unaware that 
participating in a clinical trial was a treatment option 
for them.21

.
15 



• Lack of Invitation: According to a review of enrollment 
decisions for health research studies, racial and ethnic 
minorities were less likely to be invited to participate 
in research studies compared with non-Hispanic/Latino 
whites.26 

• LanguagelLinguistic differences: Many U.S. clinical trials 
require English proficiency for potential participants, 
automatically excluding those who do not speak the lan­
guage." Language factors also pose a serious barrier to 
provider-patient communications and attempts to 
recruit patients into clinical trials,S 

• Low literacy: The complexity of consent forms and other 
clinical trials materials may also be a barrier to those 
patients with low literacy. For example, the initial con­
sent form for the STAR trial, a national breast cancer pre­
vention trial, was over eight pages long and required a 
10th grade reading level. '" 

• Mistrust: According to a review conducted by the Agency 
for Healthcare Research and Quality' and others ,.,,-~ 
mistrust of research and the medical system is a fre­
quently reported barrier to participating in clinical trials. 

e Practical obstacles: Transportation to and from a trial, 
particularly if it is located in a distant location, can be a 
barrier for many patients. Individuals with low incomes 
may find it difficult to take time off from work, fmd 
childcare or manage other family responsibilities while 
participating in a trial. I ,3' 

• Study design eligibility criteria: Strict inclusion and 
exclusion eligibility criteria are a commonly reported 
barrier to trial participation.8.~-38 For example. in a study 
of African American/black cancer patients, only 8.3% 
were eligible for clinical trial participation due to strict 
eligibility criteria. Nearly 20% of them were excluded due 
to the presence of additional health problems." 

Physlclanllnvestlgator Barriers to Relerrlng Patients 
to Cancer trials 
• Lack of minority investigators: Increasing the diversity 

of the investigator pool has been cited as an important 
strategy to increase recruitment of racial and ethnic pop­
ulations to clinical trials. Yet, 2005 data show that African 
Americans/blacks, Hispanics/Latinos, American 
Indians/ Alaska Natives, and Native Hawaiians/Pacific 
Islanders collectively represent less than 10% of all U.S. 
medical school faculty who have an M.D. or Ph.D." 

Compared to non-Hispanic/Latino white physicians, 
Hispanic/Latino physiCians were significantly less 
involved in clinical trials and found less value in them. 
This in turn, may influence their decision to refer 
patients to be enrolled in clinical trials." 

o Lack of physician referral: Although physician referral is 
one of the most effective means of recruiting patients to 
cancer clinical trials,41 some physicians are reluctant to 
engage in referral. This may be because they believe that 
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standard therapy is best, or they fear losing control of 
the patient's care, or that referring or participating in a 
trial is an excessive administrative or financial burden 
to their practice. Some community physicians also 
indicate a mistrust of the academic or research centers 
conducting the trialS. 1.3842-« 

o Physician lack of awareness: Being unaware that clin­
ical trials are available is one ofthe most common rea-. 
sons physicians fail to refer patients to trials .• ". 
Primary care physicians do not have sufficient infor­
mation on available clinical trials, and often leave the 
discussion of clinical research to the patient's oncolo­
gist. Yet, many oncologists outside of the academic 
setting may also not be aware of trials or otherwise 
choose not to participate in or refer their eligible 
patients to clinical trials." 

Public Attitudes toward Clinical Trials 
• Research has shown that the general public is unaware 

of clinical trials as a treattnent/prevention option or is 
misinformed about the clinical trials process. 1.250'48 

• Among surveyed U.S. adults who reported having ever 
participated in a clinical trial, 84% stated they would 
do so again if given a chance.4S 

o Most U.S. adults agree that clinical research partici­
pants are making a significant contribution to science. 
However, 49% also feel that clinical trial participants 
are gambling with their health and are treated like 
'Iguinea pigs." .8 

• Results from a recent study demonstrated that, in gen­
eral, the more knowledgeable the respondent, the 
more likely the respondent was to participate in a clin­
ical trial. However, regardless of their degree ofknowl­
edge, racial/ ethnic minorities and those aged 18-24 
years reported being reluctant to participate.49 

Clinical Trial Policies and Mandates 
• Center for Medicare and Medicaid Services: In 2000, 

Medicare authorized the payment of routine care costs 
for beneficiaries who are patients in clinical trials.50 

• FDA: The FDA Modernization Act of 1997 provides 
guidelines on standardization of data collection of 
racial/ethnic groups in clinical trials, but does not 
address appropriate racial and ethnic inclusion." 

• NIH: The NIH Revitalization Act of 1993 mandated 
that women and minorities be included in clinical tri­
als.4I However, over a decade later, minorities continue 
to be underrepresented at varying levels in both can­
cer prevention and treatment trials.' 

o States: As of 2007, ortJy 20 states in the U.S. ensured 
the reimbursement of routine medical costs for clini­
cal trial participants by legislative mandates or agree­
ments with large health insurers. ~ 
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SB 280 Testimony 4/3/08 

Jeanne E. Anderson, MD 
Katmai Oncology Group, LLC 
3851 Piper Street, Suite 0340 
Anchorage, AK 99508-4627 

I am Jeanne Anderson, a Medical Oncologist in practice in Anchorage. On behalf of Alaska 

cancer physicians and patients, I thank the members of the Labor and Commerce Committee 

members for considering this bill. It is predicted that 2,650 Alaskans will be diagnosed with 

cancer in 2008. In the 1970's, only 50% of cancer patients lived 5 years after diagnosis. In 

2008, 66% are predicted to survive 5 years. We all know that many Alaskans die of cancer every 

day and that improvements are desperately needed. The cancer physicians in Alaska are 

committed to providing the best care possible to our patients, to relieve suffering and reduce 

death from cancer. In caring for our patients, we often turn to clinical trial as providing the best 

treatment for our patients. A clinical trial is a formal, scientific way to test whether a new 

treatment is safe, effective, and superior to existing treatments. The physicians and hospitals in . 

Alaska support clinical trials and there are over 50 trials open in this state for our cancer patients. 

However, only a small number of our patients enroll on these clinical trials, approximately 40 

per year. There are many reasons why enrollment is low. These reasons include lack of 

knowledge or interest on the part of the patient or physician, lack of availability of an appropriate 

trial for the patient, and (relevant to this bill) lack of insurance coverage or fear by the patient 

they will lose coverage if enrolled on a study. Passage of this bill will clearly remove an 

important barrier to access of a clinical trial. It will result in Alaska physicians providing 

improved care for our patients, reducing the burden of cancer in our population, and facilitating 

patients to stay in Alaska for state-of-the-art care. 
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April 2, 2008 

Testimony to Support SB280 

To 

Senate Labor & Commerce Committee, 

I am a medical oncologist-hematologist practicing in Anchorage. 
Hence I am involved in caring for many, many patients with cancer, which are oftentimes 
deadly. 
As yet, many cancers do not have curative treatments. One of the options I offer to all my 
patients is to consider treatment under clinical trials- scientifically conducted studies by 
approved medical organizations to try & improve cancer care. 

Unfortunately, due to ~su:.~ ~~!i ~'y.erag!ll<?r r~ine m~~S~}Y~a~~ts."",­
enter chrrj~~atre~' \<Wtlsl~tutii11y, oecfme to partIcIpate m chmcal tilais .. _-- :I Iro1t .... -.rm .......... ~ ______ :..,-.;; .. "~p"""""'--.. ..... ""-..... __ ~ .. ; .. _._ .. -...~_.~~ .............. " ....... ,,. ____ .•.• 

fri'inyopinion, this state of affairs is a major handicap for patients! individuals in Alaska 
to receive State of Art Care for Cancer & related problems in ~Ka:''''''''''~~~-''->'·~·~-,,, 

~",'''''''''-''''·....: .. :~c.''''':'~'''''·''~·~''''';'...c:l>~,_ ....... ,-,,,,,--.~.·.,.~=~.J~t!:, ... ,.,;.;;._ .... '--""'''-".~ . ...:..u.':'.:I'.'l,"~~; . 

Just to give you an example, Herceptin is now used in early breast cancer treatment as the 
women with breast cancer who participated proved its efficacy in a clinical trial. This 
trial included at least 2 women in Alaska. 

I wholeheartedly support SB280 & sincerely hope your committee members will too for 
all of our sakes. 

Sincerely, 

Latha Subramanian MD, FACP 



Senate Bill 10 Testimony, February 18,2009 

Krista Rangitsch, RN, BSN, OCN, CCRC 
~~'523 East 17th Avenue 
(AnChOrage, AK 99504 

( 
( 

( 

My name is Krista Rangitsch and I am a Cancer Research Nurse at Providence 
Alaska Medical Center, however, I am not representing Providence. I am 
testifying on my own behalf. 

First, I'd like to take this opportunity to thank the members of this committee for 
considering Senate Bi1l10 and for allowing me to testify today. 

From my perspective, when a clinical trial is recommended to a patient by their 
physician as the best treatment option, they are referred to our office. Part of my 
discussion about the study with the patient includes informing them that their 
insurance company may not cover some or all of the routine costs associated 
with treating their cancer while on the study. We strongly encourage all patients 
fmd out what their policy says about clinical trial coverage. This is the stage 
where, in my experience, we encounter the majority of barriers to patient 
emollment to clinical trials. 

Patients go through a lot emotionally and financially when being diagnosed with 
cancer - the last thing they should have to worry about is fmding out if their 
insurance will cover a clinical trial that their physician thinks is in their best 
interest. 

I've noticed that one of our ever-increasing reasons for patients not enrolling on 
a clinical trial is because of lack of or fear of lack of insurance coverage. 
There are many instances, where due to the severity of the cancer and the 
necessity to start treatment right away, there just isn't reasonable sufficient time 
to investigate if insurance will cover clinical trial expenses or the insurance 
company just takes too long to determine coverage. 

In closing, if insurance companies were mandated to cover routine care costs 
associated with a clinical trial, I am confident that many more people would be 
able to participate in clinical trials, which in turn, would increase the likelihood 
of improved cancer treatments and maybe someday lead to a cure. . 

i "'. Thank you again for the opportunity and for supporting Senate Bill! O. 
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r March 9, 2009 

Senator Bettye Davis 
State Capitol 
Rm.30 
Juncau,AJ( 99801-1182 

Dear Senator Davis: 

I4J 002/002 

PREMERAI+.' 
BLUE: cr.o~s n1Uj:; SHIE:LO O~ AI ASKA 

Jadtc. Mcb. 

S.nior Vice "r.sld.nt: 

On behalf of Premera Blue Cross Blue Shield of Alaska, I am writing to you to express our concerns with 
S8 10 regarding coverage of routine patient care costs during a cancer clinical trial. We would like to work 
with you and members of the committee to suggest amendments to this bill. 

We recognize the importance of cancer clinical trials in identifying effective and safe treatments that are 
based on evidence and research. To that effect, Prcmcra currently covers the routine costs for our members 
who are participating in phase 2 or 3 cancer clinical trials. 

As drafted, SB lOis a mandate requiring insurance companies to cover all phases of cancer clinical trials. 
Mandates have the net effect of increasing the cost of insurance, and we expect that S8 10 will increase the 
cost of insurance to Alaska consumers. However, ifpasscd and implemented, this requirement would not 
apply to ERISA or self-funded groups. Since self-funded gl'OllpS ~ not regulated under state law. mandates 
such as this one, will primarily apply to insurance coverage offered to Individual policyholders and small 
groups. As you are well aware, small groups are currently struggling to provide insurance for themselves 
and their employees. especially during these tough economic times. SB 10 will impact the most vulnerable 
segment of the insurance market by increasing the cost of their health inSlll1lIlce. 

Our concerns with the bill are expanding this coverage to phase 1 and 4 trials for patient safety and treatment 
effectiveness reasons. 

In a phase 1 trial, the drug or treatment is still being evaluated and there is no reasonable expectation of a 
therapeutic benefit to the patient. Phase 1 trials may be considered close to basic research since they involve 
testing agents that.are not known to have an effect on cancers in the human body. Basic dose mechanisms, 
drug toxicities. and safety aspects have yet to be validated. We are concerned with requirina coverage for 
phase 1 clinical trials when the safety and efficacy of the proposed treatment have not been established. 

At a phase 4 trial, we would cover the treatment ifit is medically necessary. However, there may be:: other 
mown medical treatments that arc available for the patient that are more effective. And, we would IiIce the 
flexibility to review and pay for these other medical treatments that may be more beneficial to Our members. 

Thank you for considering our concerns. Ifhealth insurance is mandated to cover routine care for members 
in phase 1 and 4 trials, healthcare costs will increase and add to the rising premiums bome mostly by small 
groups and individual policyholders. We offer our amendments to encourage participation by Alaska 
re$idenl.$ in cancer clinical trials to expand research and evidence based medicine, while at the same time 
balancing patient safety and the rising costs of healthcare insurance. 

ct~~ 
.. C~r Vice President 
~.-------,-o.-'-=-"-'-------------'~--4'-5.-.'-L~57-~-----------__ --.-~-~-.-n-"_-------M--'~-'~--_--'~--~-'~-N---------------

Seenf~, WA ",11 '." QS." 1.$6" aau. 0.... Rj". "/-INI t..Modatt_ 

j.cX.m<n.-pnmet1l.com 
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Alaska 

The Honorable Bettye Davis 
Alaska, State Senate 
State Capitol Building 
Juneau, Alaska 99801-1182 

RE: Senate Bill 10 

Dear Senator Davis, 

NFIB 
The Vol", of Small BIlsinesse 

January 20,2009 

On behalf of the National Federation of Independent Business/Alaska, I 
wish to express our opposition to Senate Bill 10. The National Federation of 
Independent Business is the largest small-business advocacy group in the Alaska. 

Health-care costs have been the No.1 issue facing small-business owners since 
1986, and those concerns are growing. according to NFIB's members. As health­
care costs go through the root: small-business owners have very few choices when 
selecting insurance coverage for their employees. The tipping point is here, and 
small businesses are begging for solutions to rising health-care costs, lack of 
access and other issues. 

For many small employers in Alaska insurance premiums for small groups or 
single coverage have increased by more than 82 percent since 2000, a jaw­
dropping statistic. This is completely unSustainable over the long-term. Much of 
the increase is driven by the additions to coverage by state mandates 

Unfortunately, SB 10 mandates specified coverage of medical care coverage during 
specified clinical trials that may not fit employee's needs but for which small 
employers providing health insurance bear the cost Increased mandates force 
employers to consider whether they can afford to continue coverage or are forced 

National Federation of Independent Business - .AlASKA 
P.O. Box 34761 • Juneau, AI< 99803·907-723-6667· denny.dewitt@nfib.org 



4087 

The Honorable Betty Davis 
January 20, 2009 
Page 2 

by increased prices to eliminate health insurance for their employees. Mandates 
prevent small employers from providing affordable insurance programs tailored to 
its specific work: force. 

SB 10 is discriminatory against small employers as the mandate applies to those 
who provide coverage regulated by state insurance statutes, but not programs 
offered by the state and other governmental entities or large employers who 
typically offer ERISA programs. Thus it creates a less fair business environment 
for small employers. 

Sincerely yours, 

~;6~Jf0 
Dennis L. DeWitt 
Alaska State Director 
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Operations Center 

4121330-4600 
Medical Affairs 

4121330-4660 Fax 
4121330-4661 Fax 

Administrative and Fiscal Affairs 
4121330-4600 4121330-4662 Fax· 

Clinical Coordinating Division 
1-800/477-7227 

TESTIMONY OF D. LAWRENCE WICKERHAM, MD, 
ASSOCIATE CHAIRMAN OF THE NSABP, CONCERNING SB280 

I am Dr. Lawrence Wickerham, the Associate Chainnan of the National Surgical Adjuvant Breast and Bowel 

Project (NSABP), which is one of the National Cancer Institute's Cooperative Trials Groups. 

The NSABP conducts large phase III studies that comp~_~!~~~atments with...newer inno~tive therapies 
, -~---

~n patients with early stage br~ast or colorect~ cancer. :!:~.~?up's ~~~~.~s._~o_i~~~~~~val and 

quality of life of these patients. 2008 is the 50th anniversary of the NSABP and over those years we have 

entered over 130,000 individuals into our trials. Today we have 200 participating centers and 300 satellite 

t,mters located throughout the U.S., Canada, Puerto Rico, and Ireland, and we do have centers in Alaska. 

Results of previous NSABP studies have had a major impact in improving the care of both breast and bowel 

cancer The results of our breast cancer studies have eliminated the use of true radical mastectomies, 

demonstrated that lurnpectomy is an effective alternative, and we have shown that adjuvant treatment (treatment 

after surgery) can improve survival. Adjuvant therapy for breast cancer includes chemotherapy, honnonal 

therapy, and newer targeted treatments. 

Figures from the American Cancer Society demonstrate that the mortality rate from breast cancer in the U.S. 

has declined for over a decade. This improvement is thought to be the result of screening manunograms to 

detect the disease and improvements in treatment. These improvements in care come primarily from clinical 
( 

~-------------------
East Commons Professional Building Four Allegheny" Center - 5th Floor Pittsburgh, PA 15212-5234 
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Testimony Before Alaska Senate Committee Re: SB280 March 14, 2008 
D. Lawrence Wickerham, MD 
trials like those conducted by the NSABP. The more patients that enter these studies, the more quickly we get 

....... results and the faster we can improve care. Unfortunately, for a variety of reasons, less than 5% of cancer 

("dents choose to enter clinical trials. Cost is a major barrier. 

Requiring health care insurers to cover the standard of care costs for individuals participating in cancer clinical 

trials would remove one significant barrier to increasing participation. Any research trial includes two general 

categories of costs: I) research costs - expenses that the patient would not routinely incur ifhe or she was not a 

part of the trial (extra lab tests, x-rays, etc.), and 2) standard of care costs - expenses that would occur whether 

or not the patient entered the trial. 

NSABP studies routinely identify the non-standard of care components. We provide the drug(s) being studied 
• 

and typically provide additional non-federal funding to help defray the costs of trial participation, including the 
C 

<t.ost of non-standard of care items. Th.!.i£}ii!.!o~~;,~r!~df~~:~.~:~~~_~~~~~';"i!!2ew::.e trial 

:ticipation and improve cancer care in general. 
~~~;....,~~","";"''''-'''~''';.~ .. ....."...~ ... : .......... ~w.''''''~ 

I and the NSABP strongly urge you to enact this bill so that cancer patients in Alaska can have improved access 

to state-of-the-art research studies like those available to patients in other states. 
~"'L t '~~~""'-~~~<:'~'''::''''~::.e[~~~_~:-r.''~$!'''''~:N',''~''~«:'Jr.\,'''~'''\-'''( 

Thank you for listening to my testimony and I would be pleased to try to answer your questions. 

( 

~------------------
East Commons Professional Building Four Allegheny Center - 5th Floor Pittsburgh, PA 15212-5234 
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February 17, 2009 

The Honorable Bettye Davis, Chair 
Senate Health and Social Services Committee 
Alaska St&tc Capitol. Room 30 
Juneau, AK 99801-1182 

AARPAIMb 
3601 C Street 
Sua 1420 
AnG/IOrate. AK 99503 

RE: SB 10 (Davis)--Support 

Dear Chair Davis, 

On behalf of the members of AAIU' in Alaska, we encourage you and your eolleagues on 
the Senate Health and Social Services CommittCCl to BIlPPort SB 10, authored by you. 

SB 10 would tequire insurance ptOSJ:IIIIU, includins Medioaid, to provide ooverage for 
cancer victims undergoing clinical trial. just as they would utile individual was not in 
the trial 

Most of our sigrrlficant advances in cancar treatment that hItve ber;omc stan~ 
procedures began as ~ca1 trials. 

It SlI.akea 110 sense not to offer health iDsuranoe coverage for pmcedures that Dlay be still 
c:oDSiderecl c:xpcrimcDtal but offer some hope for the cancer VlctiJJ!. We purdlase 
insurance (or the State provides it tbrough Medicaid) SO that we can have help with the 
costs that accompany a threCming diBeI!SL SB lOis one of those bills that ~ 
believes maJca, ~e, especially to a cangcr victiJJl. and hiBlhcr fiunlly. 

AARP recommends an "A YfJ:' vote on SB 10. 

Should you have lilY queatiOllS about our position. please feel me to co~ me (586-
3637) or Patrick Luby, AARP Advocacy Director (901-762-3314). 

I . Tbank you for your CODSideration. 

~ .... j Sincerely, 

~ .tOa .. ~~.., 
1 ~e DarliJl, CooniUWor 

AARP Capital City Task FOlW 
415 W'illougbby Avenue, ~ 506 
Juneau, AK 99801 
586-36.37 (voice) 
463-3580 (fax) 

cc: Vica-Chair Joo PasIcvan 
Senator Joo Thomas 

Senator PRod Dyson 
S/IIl4tOr lobnny Ellis 

H!AlJlt I FlHAIICIII CONIIECTlN81 11M ... I ~ 

, 
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Cancer Clinical Trials 
CS for SB 10 (HSS) 

CS for Senate Bill 10 (HSS) requires state-regulated insurance plans to 
cover routine care costs associated with cancer clinical trials. SB10 
does not require plans to cover the actual costs of the clinical trial. 

Why clinical trials: 
Clinical trials are essential gateways to developing belter tools for cancer prevention, 
detection, treatment and care. The research conducted through clinical trials helps move 
scientific discoveries from the laboratory into new therapies that can be used at the 
bedside to improve the quality of patient care. Yet consistently low enrollment of adults in 
clinical trials delays our progress. 

Routine care defined: 
Routine patient care is considered to be those services not specific to the clinical trial, 
such as infusion, labs, x-rays, and general medical care. Basically, it means any care 
that would be provided anyway outside the context of a clinical trial. SS10 adds the 
requirement that these routine care costs be covered while participating in a cancer 
clinical trial. 

Costs are comparable: 
Numerous studies show that patient care in clinical trials costs approximately the same as 
care delivered in standard therapy. In most cases, the third-party payer is not billed for 
the drug or treatment under investigation, therefore, care in a clinical trial can actually cost 
less than the care delivered in standard therapy. 

Other market segments: 
State regulated plans are one of the last segments of Alaska's insurance market to 
provide this coverage. Coverage for routine care costs are currently provided for under 
Medicare, Medicaid, Military, and a number of self-insured plans such as Providence 
Health System Alaska. 

Why we need the law changed: 
~ SS10 removes a significant barrier to participation in cancer clinical trials, and 

~ Opens up treatment options for Alaskans. 

Ultimately, increased participation in cancer clinical trials leads to advances that 
benefit everyone. 

American Cancer Society Cancer Action Network 13851 Piper Street, Suite U240, Anchorage, AK 99508 

Alaska Director of Government Relations, Emily Nenon 1 Emily.Nenon@cancer.org 

1.B88.NOW.I.CAN 1 www.acscan.org/alaska 
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AARP ALASKA STATE OFFICE .. ,.- ... -.~, .---;---. ----- ---,. .~-----. 

April S, 2010 

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

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

AARJ>Alub 
3601 C streei 
Suite 1420 
Anehorage, AK 99503 

, T :,-866-227-7447' 
F 907-341-2270 
TTY 1-877-434-7598 

www:a.rp."'8Iak 

RE: SB 10 (Davis )-Support 

Dear Co-Chairs Keller and Herron: 

On behalf of the members of AARP in Alaska, we encourage you and the members of the House 
Health and Social Services Committee to support SB 10, authored by Senator Bettye Davis and co­
sponsored by Senator Joe Faskvan, your Committee colleague Representative Bob Lynn as well as 

, Representatives Carl Gatto, Cathy Munoz, Pete Peterson, Charisse Millet and Les Gara. 

"SB 10 would require insurance programs, including Medicaid, to provide coverage for routine costs 
of cancer victims undergoing clinical trials just as they would if the individual was not in the trial. 
Research indicates that the costs for patient care in clinical trials are comparable to costs for care 
delivered in standard practice. 

Most of our significant advances in cancer treatment that have become standard procedures began 
as clinical trials. 

It makes no sense not to offer health insurance coverage for procedures that may be still considered 
experimental but offer some hope for the cancer victim. We purchase insurance (or the State 
provides it through Medicaid) so that we can have help with the costs that accompany a threatening 
disease. SB lOis one of, those bills that AARP believes makes sense, especially to a cancer victim 
and bis/her family. 

AARP recommends an "AYE" vote on SB 10. 

Jennie Chin Hansen, Preslden! 
HEAlTH I RNANCiiS I CONNECTING I GIVING I ENJOYINQ William D. Novelli, Chiof Executive Officer 
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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, 

Y1~ .{O~.;.v 
Marie Darlin, Coordinator 
AARP Capital City Task Force 
415 Willoughby Avenue, Apt. 506 
Juneau, AK 99801 
586-3637 (voice) 
463-3580 (fax) 

CC: Vice-Chair Representative Tammie Wilson 
Representative Bob Lynn 
Representative Paul Seaton 

Representative Sharon Cissna 
Representative Lindsey Holmes 
Senator Bettye Davis 

141 002/002 
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HOUSE COMMITTEE REPC f 

(7) 
Date Referred to Committee: April 7, 2009 FURTHER REFERRALS: Finance 

Date of Committee Action: 

The HEALTH AND SOCIAL SERVICES Committee considered: SENATE BILL NO, 13 

"An Act relating to eligibility requirements for medical assistance for certain children and pregnant women; and providing for an 
effective date." 

SB 13 MEDICAL ASSISTANCE ELIGIBILITY 

Recommends it be replaced with I J IICS or I J CS for _______________ (L ___ ...J 

For Senate Bill.,' with new title: I J Technical Title I I New Title: HCR J Same Title I I New Title 

[ 1 attach amendments 
[ 1 add new referral to _____ Committee 
[ 1 Letter of Intent Committee 
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* Assigned bv Chief Clerk's Office 
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Interim: (May - Dec.) 
716 W.4th Ave 
Anchorage. AK 99501 
Phone: (907) 269-0144 
Fax: (907) 269-0148 

January 20,2010 

Alaska State Legislature 

Senator Bettye Davis@legis.state.ak.us 
http://www .akdemocrats .org 

Office of Senator Bettye Davis 

Representatives Herron and Keller, Co-Chairs, House HSS Committee 

Session: (Jan. - May) 
State Capitol, Suite 30 

Juneau, AI< 99801-1182 
Phone: (907) 465-3822 

Fax: (907) 465-3756 
Tal/free: (800) 770-3822 

RE: Request for Hearing for SB 13- "Denali KidCare" - "An Act relating to eligibility 
requirements for medical assistance for certain children and pregnant women; and providing for 
an effective date." 

Dear Representatives Herron and Keller, 

Senator Davis respectfully requests a hearing concerning SB 13 before the House HSS 
Committee as soon as possible. SB 13 increases and restores the income eligibility standard for 
Denali KidCare to 200% of the Federal Poverty Guideline Level (FPL) - the level at which it 
was established over 10 years ago. Per the Kaiser Commission on Medicaid and the Uninsured 
in December, 2009 Alaska remains only one of four states below the 200% FPL. Twenty-three 
states are 200-249% FPL. Twenty-four states are 250% or higher FPL, including DC. 

In 2009 over 26 states increased coverage for low income children, parents, and pregnant 
women. Nineteen states improved children's access to coverage by increasing eligibility, 
simplifying procedures, and/or eliminating premiums. The enactment of the Children's Health 
Insurance Program Reauthorization Act (CHIPRA) and the infusion of fiscal relief through the 
American Recovery and Reinvestment Act (ARRA) in 2009 provided key federal support to help 
states maintain and expand coverage. Alaska was among nine states rewarded by the federal 
government for enrolling more uninsured children in Medicaid in 2009. On December 21,2009 
Kathleen Sebelius, Secretary of Health and Social Services, reported Alaska is receiving a 
$789,000 bonus for boosting health insurance coverage for children. (See AP article, Anchorage 
Daily News attached). 

Governor Parnell indicated to Senator Davis in Fall, 2009 that he supported increasing 
Denali KidCare to 200% FPL. Prompt action by the House HSS Committee will assure 
continued federal funding and enhanced matching funds for Denali KidCare through September, 
2013 . 



• Attached in order are the following: 

1. Original Sponsor Statement 
2. The most recent version of the bill 
3. Sectional Analysis 
4. Fiscal Notes 
5. Additional Documentation 

Sincerely, ~ 

~~ ~V'l\LII'\~ 
Thomas S. Obermeyer \ 
Legislative Assistant 

• 

• 
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Interim: (May - Dec.) 
716 W. 4th Ave 
Anchorage, AK 99501 
Phone: (907) 269-0144 
Fax: (907) 269-0148 

Alaska State Legislature 

Senator Bettye Davis@legis.state.ak:.us 
http://www.akdemocrats.org 

Senator Bettye Davis 

Session: (Jan. - May) 
State Capitol, Suite 7 

Juneau, AK 99801-1182 
Phone: (907) 465-3822 

Fax: (907) 465-3756 
Tol/free: (800) 770-3822 

SB 13 "An Act relating to eligibility requirements for medical assistance for certain children 
and pregnant women; and providing for an effective date." 

Sponsor Statement 

SB 13 increases and restores to original levels 12 years ago the qualifying income eligibility 
standard for the Denali KidCare Program to 200% of the Federal Poverty Line (FPL). Alaska as one 
of the nation's wealthiest states is only one of 5-7 states which funds its SCHIP program below 
200% FPL. SB 13 makes health insurance accessible to an estimated 1277 more uninsured children 
and 225 pregnant women in Alaska. Denali KidCare is an "enhanced" reimbursement program with 
up to 70% matching funds (Alaska currently receives about 66%) under the federal government's 
State Children's Health Insurance Program (SCHIP), which was created in 1997. Congress 
reauthorized the SCHIP program for five years and President Obama just signed into law on 
February 4,.2009 with expanded coverage for 4 million more children. 

Consider the following information from the Kaiser Commission on Medicaid and the Uninsured, 
January, 2009: 

• 44 states, including D.C., cover children in families with incomes at 200% FPL or higher. 
• 33 states cover children in families with income between 200% and 250% FPL. 
• 19 states including D.C., cover children in families with income at 250% or higher. ro of 

these states cover children in families with income at 300% FPL or higher. 
• 35 states allow premiums or enrollment fees, and 24 states have co-payments for selected 

services in SCHIP programs on a sliding scale of FPL. 
• 46 states do not require asset tests 

Denali KidCare serves an estimated 7900 Alaska children and remains one of the least costly 
medical assistance programs in the state at about $1,700 per child with full coverage, including 
dental, which is about 20% of the cost of adult senior coverage. 

Early intervention and preventative care under SB 13 will greatly increase Alaska children's health 
and yield substantial savings to the state and public and private sector hospital emergency rooms 
which must admit indigent and uninsured patients for non-emergency treatment. It is estimated that 

SB 13 Sponsor Statement 
Rev.2110/09 
Page 1 of2 
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uninsured children with a medical need are five times as likely not to have a regular doctor as 
insured children and four times more likely to use emergency rooms at a much higher cost. 

There are still an estimated 18,000 uninsured children in Alaska, or about 9% of the children age 18 
and under. Private health care coverage for children has declined over 30% in the last ten years, 
and the deepening recession is pulling more children and families into the uninsured ranks. The 
reauthorized SCHIP program and "Stimulus Package" should help, and Alaska should do its share 
and take advantage of available federal matching funds by insuring its low income children up to 
and including 200% FPL under SB 13. 

sa 13 Sponsor Statement 
Rev.2110/09 
Page 2 of2 
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(907) 465-3867 or 465-2450 
F~(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 10: 129 6th St., Rm. 329 

MEMORANDUM January 22,2009 

SUBJECT: 

TO: 

FROM: 

Sectional Summary (SB 13; Work Order No. 26-LS0076\A) 

Senator Betty Davis 
Attn: TomObermeyer 

Jean M. MiSChel,oal~ /' 
Legislative cou7 ~ 

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. Amends the medical assistance eligibility provisions for persons under 19 
years of age and for pregnant women by increasing the household income limit from 175 
to 200 percent of the federal poverty line. 

Section 2. Increases the household income limit from 175 to 200 percent of the federal 
poverty line for requiring premiums and cost-sharing contributions from medical 
assistance recipients who are under 19 years of age. 

Section 3. Provides for an immediate effective date. 

JMM:ljw 
09-039.1jw 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: SB013 

o Publish Date: 

-::-..,.;S",B",0,",1~3:c-D",H",S=S:::-;:B:,:H:::M"S::-",02:::-O~1-O=9 __ Dept. Affected"': ___ -::-'H,:-e"'a"lt"h..:&;..S"'o"'c"'ia"I..:S..:e-:'-rvc;ic:.:e..;;s_ 

______ "'M..:e.::d;.:ic..:a-:'-I A"s"'s"'is"t"an"'c"e:..;E"I"ig"ib"i"'lity"-_____ RDU Behavioral Health 

Identifier (file name): 

Title 
-::-__________________________ Component Behavioral Health Medicaid Services 

Sponsor Davis 

Requester _________ -'U"'nc:k"n"'o"'w"'n'-________ Component Number 2660 

Expenditures/Revenues (Thousands of Dollars) 
Note· Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 430.0 
Miscellaneous 

TOTAL OPERATING 430.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 284.0 
1003 GF Match 146.0 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mentai Health 
Other Interagency Receipts 

TOTAL 430.0 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I
Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

0.0 467.0 507.1 550.7 598.1 649.5 

0.0 467.0 507.1 550.7 598.1 649.5 

(Thousands of Dollars) 
305.7 330.7 359.1 390.0 423.6 
161.3 176.4 191.6 208.1 226.0 

0.0 467.0 507.1 550.7 598.1 649.5 

0.0 

This legislation increases the income level for covering children and pregnant women under Denali KidCare to 200% of 
the federal poverty guidelines, up from 175%. It restores eligibility levels to the levels used when the Denali KidCare 
(OKe) program was originally created. 

Between October 2003 and July 2007, the upper income limit for these individuals was "frozen" at an amount 
equivalent to the 2003 federal poverty guideline (FPG). By April 2007, that income amount was calculated by the 
department to correspond to about 150% of the 2007 FPG. Senate Bill 27, implemented in summer 2007, made the 
upper income standard for children and certain pregnant and postpartum women equal to 175% of the 
(continued on page 2) 

Prepared by: William J. Streur, Deputy Commissioner 
Division Health Care Services 

Approved by: Alison Eigee, Assistant Commissioner 
Finance Management Services 

(Revised 911M.008 OM8) 

Phone 907-269-7827 
Datemme 1/2210812:00 AM 

Date 211/2009 

Page 1 of 2 
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FISCAL NOTE 

STATE OF ALASKA BILL NO. SB013 

2009 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

prevailing federal poverty guideline (FPG) for Alaska, as published annually in the federal register, and 
effectively raised the income level from 150% to 175% FPG. However, children and pregnant women with 
incomes between 176% and 200% of the prevailing FPG did not regain eligibility. 

Between 2003 and 2006, the number of enrolled children with household incomes between 151% and 
200% FPG dropped by 2,553 and the number of enrolled pregnant women with incomes between 134% 
and 200% dropped by 436. This fiscal analysis assumes that the additional enrollment due to this bill will be 
equal to about half that number of people (estimated as 218 pregnant women and 1,277 children). The 
assumption is that most people affected by this bill will enroll by the end of SFY 2010 and that enrollment 
will resume normal growth (about 2% per year) thereafter. 

Further assumptions are that participation, i.e. the proportion of enrollees that obtain services during the 
year, will not change with implementation of this bill and will remain the same throughout the projection 
period. First year costs are based on an estimate for the number of new enrollees times the average cost 
per enrollee for the affected eligibility subtypes in 2008. Medicaid children in the income range addressed 
by this bill tend to have lower Medicaid costs than those from families with lower incomes, and those 
lower costs are reflected in our estimates. 

Costs projections incorporate 8.6% annual growth (Long Term Forecast of Medicaid Enrollment and 
Spending in Alaska: 2005-2025, DHSS, updated for 2006). That growth rate includes changes in population, 
enrollment, utilization, and medical-price inflation. 

Fund source calculations are based on the relative proportion of costs for these eligibility types that were 
reimbursed at IHS, Title XIX, or ntle XXI rates during 2008 and our best estimates for federal medical 
assistance percentages (FMAPs) between 2010 and 2015. Children affected by this legislation are included 
in the State Children's Health Insurance Program (SCHIP) so most of their Medicaid costs would normally 
be matched at the enhanced rate for Title XXI services. Fund projections assume sufficient SCHIP 
allocation to fully fund the additional children between 2010 and 2015;, however, the program is currently 
funded under a continuing resolution. Title XXI funding for the balance of 5FY 2009 after March 30, 2009 
and for SFY 2010 will not be established until Congress takes additional action to reauthorize and fund the 
SCHIP program. 

Expenditures for the Behavioral Health Medicaid Services component were determined based on the 
component's share of expenses for the affected eligibility subtypes in 2008. Behavioral Health paid about a 
quarter of the costs for affected DKC children in 2008. No charges for services for DKC pregnant women 
were paid by this component in 2008. 

Page 2 of 2 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: SB013 
o Publish Date: 

Identifier (file name): 

Title 
~~~S~B~0~13~-~D~H~S~S~-~M~S~-0~2~-0~1~-~09~ ____ Dept.Affected~:~ __ ~~~H~e~a~'th~&~S~O~C~ia~l~s~e~~ice~s __ 

Medical Assistance Eligibility RDU Health Care Services 
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Davis Sponsor 

Requester __________________ ~U~n~kn~o~w~n~ ______ ~--------ComponentNumber 2077 

Expenditures/Revenues (Thousands of Dollars) 
Note" Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required 

OPERATING EXPENDITURES FY 2010 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 2,105.0 
Miscellaneous 

TOTAL OPERATING 2,105.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FlJND CU\IIDI"'C 

1002 Federal i 1,448. 
1003 GF Match 656.3 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other 

TOTAL 2,105.0 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I 
Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

FY 2010 FY 2011 

0.0 2,286.0 

0.0 2,286.0 

!,561. 
'25.1 

0.0 2,286.0 

0.0 

Information 
FY 2012 FY 2013 FY 2014 FY 2015 

2,482.6 2,696.1 2,928.0 3,179.8 

2,482.6 2,696.1 2,928.0 3,179.8 

; of Dollars) 
1.689.5 1.834.8 1,992.6 2,164.0 

793. 861.3 935.4 1,015.8 

2,482.6 2,696.1 2,928.0 3,179.8 

This legislation increases the income level for covering children and pregnant women under Denali KidCare to 200 
percent of the federal poverty guidelines, up from 175%. It restores eligibility levels to the levels used when the 
Denali KidCare (DKC) program was originally created. 

Between October 2003 and July 2007, the upper income limit for these individuals was "frozen" at an amount 
equivalent to the 2003 federal poverty guideline (FPG). By April 2007, that income amount was calculated by the 
department to correspond to about 150% of the 2007 FPG. Senate Bill 27, implemented in summer 2007, made the 
upper income standard for children and certain pregnant and postpartum women equal to 175% of the 
(continued on page 2) 
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ANALYSIS CONTINUATION 

prevailing federal poverty guideline (FPG) for Alaska, as published annually in the federal register, and 

effectively raised the income level from 150% to 175% FPG. However, children and pregnant women with 

incomes between 176% and 200% of the prevailing FPG did not regain eligibility. 

Between 2003 and 2006, the number of enrolled children with household incomes between 151% and 
200% FPG dropped by 2,553 and the number of enrolled pregnant women with incomes between 134% 
and 200% dropped by 436. This fiscal analysis assumes that the additional enrollment due to this bill will be 
equal to about half that number of people (estimated as 218 pregnant women and 1,277 children). The 
assumption is that most people affected by this bill will enroll by the end of SFY 2010 and that enrollment 
will resume normal growth (about 2% per year) thereafter. 

Further assumptions are that participation, i.e. the proportion of enrollees that obtain services during the 

year, will not change with implementation of this bill and will remain the same throughout the projection 
period. First year costs are based on an estimate for the number of new enrollees times the average cost 

per enrollee for the affected eligibility subtypes in 2008. Medicaid children in the income range addressed 
by this bill tend to have lower Medicaid costs than those from families with lower incomes, and those 

lower costs are reflected in our estimates. 

Costs projections incorporate 8.6% annual growth (Long Term Forecast of Medicaid Enrollment and 
Spending in Alaska: 2005-2025, DHSS, updated for 2006). That growth rate includes changes in population, 
enrollment, utilization, and medical-price inflation. 

Fund source calculations are based on the relative proportion of costs for these eligibility types that were 

reimbursed at IH5, Title XIX, or Title XXI rates during 2008 and our best estimates for federal medical 
assistance percentages (FMAPs) between 2010 and 2015. Children affected by this legislation are included 
in the State Children's Health Insurance Program (SCHIP) so most of their Medicaid costs would normally 
be matched at the enhanced rate for Title XXI services. Fund projections assume sufficient SCHIP 

allocation to fully fund the additional children between 2010 and 2015; however, the program is currently 
funded under a continuing resolution. Title XXI funding for the balance of SFY 2009 after March 30, 2009 
and for 5FY 2010 will not be established until Congress takes additional action to reauthorize and fund the 
SCHIP program. 

Expenditures for the Health Care Services Medicaid component were determined based on that 

componentrs share of expenses for the affected eligibility subtypes in 2008. Health Care Services Medicaid 
paid 100% of the costs for DKC pregnant women and about three quarters of the costs for affected OKC 

children in 2008. 
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o Publish Date: 

Identifier (file name): __ -,S:.:B:.:0:.:l,,3.:"D:.:H.::S::S:.":..P:..A::.F.:S,,-O:.:2o."0::4::.-O,,9=-_ Oept. Affected: Health & Social Services 
Title _____ ....;M"e;:.d::;i:::ca::I.:.A;:s:::si:::st;:a::;n:::ce:.;:E"lig"'i::bi"lity"-_____ RDU Public Assistance 

-::-______________ .,......,.. _________ Component Public Assistance Field Services 

Sponsor Davis 
Requester _________ -'=U::;n"kn"'o"'w"'n.!.... ________ Component Number 236 

Expenditures/Revenues (Thousands of Dollars) 
NtA td Cld'flti o e: moun s ono InCU em a onunesso th t db I eIWlse no e eow. 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 

Personal Services 134.4 134.4 134.4 134.4 134.4 134.4 
Travel 
Contractual 17.6 17.6 17.6 17.6 17.6 17.6 
Supplies 1.0 1.0 1.0 1.0 1.0 1.0 
Equipment 14.4 
Land & Structures 
Grants & Claims 
MiscelJaneous 

TOTAL OPERATING 167.4 0.0 153.0 153.0 153.0 153.0 153.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE (Thousands of Dollars) 

1002 Federal Receipts 83.7 76.5 76.5 76.5 76.5 76.5 
1003 GF Match 83.7 76.5 76.5 76.5 76.5 76.5 

1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interaqency Receipts 

TOTAL 167.4 0.0 153.0 153.0 153.0 153.0 153.0 

Estimate of any current year (FY2009) cost: 0.0 

POSITIONS 
Full-time 2.0 2.0 2.0 2.0 2.0 

Part-time 
Temporary 

ANALYSIS: (Attach 8 separate page if necessary) 

This legislation increases the income level for covering children and pregnant women under Denali KidCare to 
200% of the federal poverty guidelines, up from 175%. It restores eligibility levels to the levels used when the 
Denali KidCare(DKC) program was originally created. 

This fiscal note represents the additional administrative costs needed to support the increased eligibility 
determination workload resulting from more pregnant women and children applying for medical assistance, 
using the assumptions from the companion fiscal notes for the Division of Health Care Services and the Division 
of Behavioral Health. 

(continued on Page 2) 
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ANALYSIS CONTINUATION 

The eligibility decision includes verifying information and determining whether a pregnant woman or child 
qualifies for DKC when they apply, acting on changes, and periodically re-examining a household's 
eligibility. 

We assume that 218 pregnant women and 1,277 children will enroll in Medicaid if the qualifying income 
limit is revised to 200% FPG, and that implementation will begin July 1, 2009. We estimate two additional 
Eligibility Technician I (Range 13) positions will be needed to manage this additional work in FY2010. 

Total Administrative Costs for ET I Positions: 

Personal Services: Two Eligibility Technician I Range 13 at a cost of $134.4, including benefits, for 12 
months. 
Contrac~ual: Annual cost for office space, phones, etc. will be $17.6. 
Commodities: Annual cost for the office supplies will be $1.0. 

Additional Cost of FY2010: 
Equipment/Supply: A one time cost of $14.4 for desktop computer, software, printer, and work stations 
will be needed for the new positions. 
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Interim: (May - Dec.) 
716 W. 4111 Ave 
Anchorage, AK 99501 
Phone: (907) 269-0144 
Fox: (907) 269-0148 

Alaska State Legislature 

Senator 8ettye Oavis@legis.state.ak.us 
http://www . akdemocrats.org 

Senator Bettye Davis 

Session: (Jan. - May) 
State Capitol, Suite 30 

Juneau,AU< 99801-1182 
Phone: (907) 465·3822 

Fax: (907) 465·3756 
Tal/free: (800) 770·3822 

SB 13 "An Act relating to eligibility requirements for medical assistance for certain children and 
pregnant women; and providing for an effective date." 

Background of SCHIPlDenali Kid Care 

• SCHIP was created in 1997 to reduce the number of uninsured children by providing subsidized 
insurance to children of those parents who are too poor to afford insurance but make too much to 
receive Medicaid coverage. About 113 of all children in America get health services through 
Medicaid or the State Children's Health Insurance Program (SCRIP), which is administered in 
Alaska through the Denali KidCare Program. 

• The Denali KidCare Program is 70% funded by the federal government up to the state's allocated 
funding leveL After that, the reimbursement rate declines to slightly over 50%. In fiscal year 
2006 the cost of Denali KidCare was $25.9 million, of which $18.2 million was paid by the 
federal government. 

• Denali KidCare provides health insurance for children age 18 and pregnant women who meet 
income guidelines. There is no cost to eligible children, teens and pregnant women. However, 
youth who are 18 may be required to contribute a limited amount for some services . 

• Roughly 7,600 children were covered by Denali KidCare as of December, 2006. 
• The cost per child of Denali KidCare is about $1,700 annually, compared to over $12,000 for an 

elderly person who qualifies for federal aid. 
• By comparison, private health insurance for a family of three, e.g., a pregnant woman with two 

children, is estimated at $8,000-$17,000 annually. Unlike Denali KidCare, this insurance may 
require a $1,000 deductible, 20% co-pay, and no vision, dental or hearing benefits. 

• Alaska remains one of the lowest eligibility rates in the nation. Forty-one states allow participation 
by families at or above 200% of the FPL. Seven have rates at or above 300% of the FPL. The US 
and state governments' rationale for higher eligibility for children's health insurance is that it will 
save huge sums in transfer costs and improve health in the future through early detection and care. 

Background 
Page 1 of2 
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Senator Bettye Davis@legis.state.ak.us 
http://www.akdemocrats.org 

Senator Bettye Davis 

Session: (Jan. - May) 
State Capitol, Suite 30 

Juneau, AWe 99801-1182 
Phone: (907) 465-3822 

Fox: (907) 465-3756 
Tal/free: (800) 770-3822 

SB 13 "An Act relating to eligibility requirements for medical assistance for certain children and 
pregnant women; and providing for an effective date~" 

Repercussions of the unmet health needs of Alaska's uninsured children 

• The number of uninsured children in Alaska is estimated to be about 18,000 or 9% of the 
population age 18 and under (Urban Institute and Kaiser Commission on Medicaid and the 
Uninsured). 

• Over the last 10 years Alaska has seen a 31 % decline in the number of children covered by private 
health insurance (Robert Wood Johnson Foundation). 

• Nationally, more than 80% of uninsured children are from working families (Kaiser Commission 
on Medicaid and the Uninsured). 

• Uninsured. children have much higher health risks than do covered children. The receive less 
preventative care and are diagnosed at more advanced stages of illness (Kaiser, supra). 

• Uninsured children are more likely to develop throat, eye, and ear infections, serious dental 
problems, and chronic conditions such as asthma and diabetes. They are more than five times as 
likely as insured children to have an unmet need for medical care and nine times more likely not to 
be examined by a regular doctor. They are also four times more likely to use emergency rooms 
which are much more costly than care in physicians' offices (Pediatrics 105, 113; "Care for 
Children," New England Journal of Medicine, 330). 

• Almost 113 of uninsured children received no medical treatment during a I-year period between 
2002 and 2003 (Health Affairs 23, no. 5, September-October 2004). 

• Uninsured children are 25% more likely to miss school than insured children (Children's Defense 
Fund, Minnesota). Continued illness affects school performance and, in the long run, workforce 
participation (Southern Institute on Children and Families). A National Institute of Medicine 
study indicates that lack of insurance results in lost national economic productivity of $65-$130 
billion annually. 
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• Alaska has one of the nation's highest documented pregnancy-associated mortality ratios-
58 per 100,000 live births during 1990-1999 (DHSS). National data indicate that women 
who receive no prenatal care are al increased risk of pregnancy-related death. 

• Only 58% of women in Alaska receive adequate prenatal care, compared with 75% 
nationally. 

• Mothers having late or no prenatal care are more likely to have low birth weight or pre­
term infants and are at increased risk fro pregnancy-related mortality and complications of 
childbirth (DHSS). 

• The average cost of hospital care for a premature baby was $75,000 in 2001, compared 
with $1,300 for a healthy, full-term infant. The March of Dimes Prenatal Data Center 
reports that premature babies cost about $13.1 billion annually. 

"0 



Alaska State Legislature 

Interim: (May - Dec.) 
716 W. 4th Ave 
Anchorage, AK 9950 I 
Phone: (907) 269-0144 
Fax: (907) 269-0148 

Senator Bettye Davis@legis.state.ak,us 
http://www.akdemocrats.org 

Office of Senator Bettye Davis 

April 7, 2009 

Representatives Wes Keller, Co-Chair 
House HSS Committee 

RE: Request for Hearing for SB 13 

Session: (Jan. - May) 
State Capitol, Suite 30 

Juneau,AJ< 99801-1182 
Phone: (907) 465-3822 

Fax: (907) 465-3756 
Tal/free: (800) 770-3822 

"An Act relating to eligibility requirements for medical assistance for certain children and 
pregnant women; and providing for an effective date." 

Dear Representative Keller, 

Senator Davis respectfully requests a hearing concerning SB 13 before the House HSS Committee. 
SB 13 increases and restores the maximum income eligibility standard for Denali KidCare to 200% of the 
Federal Poverty Guideline Level (FPL). Denali KidCare, Alaska's federal Medicaid-funded State 
Children's Insurance Program (SCHIP), was just reauthorized for five years by Congress and signed into 
law as a priority with expanded coverage by President Obama on February 4, 2009. Continued federal 
funding should assure enhanced matching funds at 66%-70% for Denali KidCare through FY20 15. 

Alaska remains only one of five states below the 200% Federal Poverty Level for the SCHIP/Denali 
KidCare Program. The Alaska Health Care Strategies Planning Council recommended increasing Denali 
KidCare to 200% FPL in its Final Report on December 23, 2007. It is our understanding that the 
Governor's office also supports increasing Denali KidCare to 200% FPL. 

Attached in order are the following: 
1. Sponsor Statement 
2. The most recent version ofthe bill, SB 13 
3. Sectional analysis 
4. Fiscal Notes 
5. Additional Documentation 

Sincerely, ~ ~"'~ ,vv..tI ~"" r-.. 

cT~~e~~' ~y\ "---
Legislative Administrative Assistant 
465-3762 
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~ adn.com 
Anchorage Daily News 

Alaska rewarded for kids' health insurance 

The Associated Press 

(12/21/0921:40:13) 

Alaska is among nine states being rewarded by the federal 
government for enrolling more uninsured children in Medicaid. Health 
Secretary Kathleen Sebelius said Alaska is receiving a $789,000 bonus 
for boosting health insurance coverage for children. 

The payouts were part of the Children's Health Insurance Program 
reauthorization signed into law by President Barack Obama. 

The amounts totaled $72.6 million in this fiscal year. 

Copyright © Mon Dec 28 10:47:54 UTC-0900 20091900 The Anchorage 
Daily News (www.adn.com) 

411 http://www.adn.com/life/health/v-printer/storyll 065 524.html 12/28/2009 
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Executive Summary 

Over the past decade, substantial progress has been made on covering low-income families 
through Medicaid and the Children's Health Insurance Program (CHIP). However, states' ability 
to sustain and advance this coverage faced a difficult test in 2009. As the year began, CHIP still 
had not been reauthorized and states were facing the bleakest economic picture in years. Then, 
in early 2009, several developments, including the enactment ofthe Children's Health Insurance 
Program Reauthorization Act (CHIPRA) and the infusion of fiscal relief through the American 
Recovery and Reinvestment Act (ARRA), provided key federal support to help states maintain 
and expand coverage. ARRA also established important protections to Medicaid eligibility and 
enrollment procedures that helped preserve coverage (although these did not extend to CHIP). 

In 2009, health coverage programs for low-income children and parents managed not only to 
survive the tumultuous economic environment, but also to expand and improve access. The 
stabilizing force of ARRA' s fiscal relief, along with its stipulations preventing states from 
reducing eligibility or imposing enrollment barriers in Medicaid, enabled states to avoid cuts to 
these aspects of their programs and move forward, making use of new resources and 
opportunities in CHIPRA. Based on a national survey, this report provides an overview of state 
actions on eligibility rules, enrollment and renewal procedures, and cost-sharing practices in 
Medicaid and CHIP for children and parentsrd~u~ri",n=2~0",0.:::.9:.... . .!.It:....fio:mo:d~s::.:.:--;;=;-_______ -, 

Flgure1 

More than half the states (26 states) 
advanced health coverage for low­
income children, parents, and pregnant 
women in 2009 (Figure 1). These 
advancements included eligibility 
expansions, such as increases in income 
eligibility limits for children (9 states) and 
expansions to immigrant children andlor 
pregnant women who have been legally 
residing in the U.S. for less than five years 
under the new CHIPRA option (18 states), 
as well as enrollment and renewal 
simplifications and premium reductions. 

Children were the main beneficiaries of 
expansions in 2009. Nineteen states 
improved children's access to coverage by 
increasing eligibility, simplifying 
procedures, andlor eliminating premiums. 
Reflecting this progress, currently, 47 
states cover children in families with 
income at 200 percent of the federal 
poverty line ($36,620 for a family of three 
in 2009) or higher (Figure 2). States also 
continued to make strides forward in 
simplifying enrollment and renewal 

THE KAISER COMMISSION ON 

Number of States Taking Action Affecting Access to 
Health Care Coverage, January 2009 - December 2009 

26 States that Improved Access 

Staes ttut Restrfcllld Access 

15 

Children's Eligibility for Medicaid/CHIP by Income, 
December 2009 
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procedures for children (9 states) and by reducing CHIP premiums (2 states). Overall, of the 34 
states that charge premiums for children, most do not charge families with incomes below 150 
percent of the federal poverty line and the median charge for two children in a family of three 
with income at 200 percent of the federal poverty line remains modest at $480 per year ($40 per 
month), or 1.3 percent offamily income. 

Although most actions were positive, 15 states scaled back coverage due to budget 
pressures. CHIP programs bore the brunt of reductions since the eligibility and enrollment 
protections included in ARRA only applied to Medicaid and did not protect CHIP. No state 
reduced income eligibility for children. However, two states froze CHIP enrollment for some 
period oftime in 2009 and one state reduced eligibility for low-income parents. Other actions 
included increases in waiting periods for CHIP, retractions in eligibility simplifications, and 
relatively modest increases in CHIP premiums. 

Coverage for parents continues to lag significantly behind children, with disparities 
growing in 2009. While children's health coverage has grown stronger over time, millions of 
their parents remain uninsured, since, in most states, eligibility limits for parents remain 
extremely low. Further, because of the recent advancements for children, the gap between 
coverage for children and parents has become even more profound. Currently, the median 
income eligibility limit for children is 235 R,~.3 
percent of the federal poverty line, Medicaid Eligibility for Working Parenls 
compared to 64 percent of the federal by Income, December 2009 
poverty line for working parents. Overall, 
in 34 states, eligibility for working parents 
is limited to less than 100 percent of the 
federal poverty line ($18,310 for a family 
of three in 2009) with 17 states limiting 
eligibility to less than half of poverty 
($9,155 per year for a family of three in 
2009) (Figure 3). Additionally, in most 
states, it remains more difficult to enroll 
an eligible parent than it does to enroll an 
eligible child. 

• <_fl>L(11~ 
a 5O%-II%FPL(11 •• 1eoI 
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SOURCE: Bosod on ... 10 .... """""I ~od by KCIolJ ...... tho c.nw ... Bu:Igootord Pc:tC)'Ptb'IIn. 2ClJ9. 

States' commitment to provide Medicaid and CHIP coverage to low-income families and hold 
onto the accomplishments of2009 will continue to be tested in 2010. States' grim budget 
situations are projected to persist and the fiscal support and requirements for states to maintain 
Medicaid eligibility and enrollment practices, which proved instrumental in helping states 
preserve and continue to advance coverage in 2009, are scheduled to expire. Without additional 
fiscal relief, states will likely begin to contemplate severe cuts to health coverage programs, 
which will not only jeopardize coverage for low-income families but weaken the base of 
coverage upon which broader health reform efforts will seek to build. Current reform proposals 
would build upon Medicaid to expand coverage to the millions of individuals who remain 
uninsured. Thus, the status of Medicaid and CHIP programs today and their ability to continue 
to maintain and advance coverage in the coming year will have important implications for 
broader reform. Continued actions to strengthen the foundation of Medicaid and CHIP coverage 
will be key to supporting future reform efforts. 

THE KAISER COMMISSION ON 

Medicaid and the Uninsured 
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Georgetown University Health Policy Institute 

Center for Children and families 

An Overview ofthe CHIPRA Outreach and Enrollment Grants 

On July 6, 2009, HHS Secretary Kathleen Sebelius and Medicaid Director Cindy Mann 
announced a request for a first round of outreach grant proposals funded through the Children's 
Health Insurance Program Reauthorization Act (CHIPRA). More information about the long­
awaited "Request for Proposals" (RFP) can be found here. 

A major goal ofCHIPRA is to cover more of the millions of uninsured children who already are 
eligible for Medicaid or CHIP, but whose families lack information about the programs, face red­
tape barriers to enrollment, or encounter unnecessary barriers when seeking to renew their 
children's coverage. To this end, CHIPRA gave states a range of new tools and incentives to 
enroll already-eligible children and also created the $100 million outreach fund. 

These outreach grants can help boost awareness and encourage further simplification of the 
enrollment and renewal processes while targeting areas with high rates of eligible but not 
enrolled children and minority children who are disproportionately uninsured. Outreach, 
including community-based assistance, is also critical during a recession, when new Iy 
unemployed families may be particularly unlikely to know about the availability of public 
programs for their children. 

The Centers for Medicaid and Medicare (CMS) will administer the grants. In soliciting 
proposals, CMS emphasizes that a strong connection must exist between outreach efforts and 
resultant enrollment and retention of eligible children. Data must be collected, reported, and 
analyzed against performance measures to determine the effectiveness of outreach efforts, and 
refinements to strategies must be made in real time when outcomes are not achieving the desired 
gains in enrollment and retention. 

Legislative Background 

Congress provided $100 million in CHIPRA for outreach and enrollment activities through 
September 2013. Of this amount, $10 million will be used for a national enrollment campaign 
and $10 million will be granted directly to Indian health service providers and urban Indian 
organizations receiving funds under Title V of the Indian Health Care Improvement Act for 
outreach to and enrollment of Native American children. The remaining $80 million will be 
granted to other eligible entities, which may include state, county, and local governments, 
community-based or faith-based organizations, schools, and federal safety net providers. These 
grants are the focus of the RFP and up to $40 million will be awarded in this first round. 

As required by CHIPRA, priority for the grant awards will be given to eligible entities that target 
geographic areas with high rates of: 

• eligible but unenrolled children, including children who reside in rural areas; or 

July 10, 2009 



• • racial and ethnic minorities and populations with health disparities, including proposals 
that address cultural and linguistic barriers to enrollment. 

In applying for outreach grants, eligible entities must establish that they have access to, and 
credibility with, ethnic or low-income populations in the communities where activities will be 
conducted. As stipulated in statute and reiterated in the RFP, applicants must also demonstrate 
the ability to address barriers to enrollment, such as lack of awareness of eligibility, stigma 
concerns and other punitive fears associated with receipt of benefits, as well as other cultural 
barriers to application and enrollment in public programs. 

The Request for Proposal Process 

CMS announced that it plans to award the $80 million in outreach grant funds in two or more 
rounds. This first round will grant up to $40 million in two-year projects ranging from $25,000 to 
$1,000,000. CMS anticipates awarding about 200 grants in this round. 

Prospective grantees have their work cut out for them, with proposals on a fast timeline, due one 
month after the release of the RFP. CMS will employ a multi-phased review process that 
includes an objective assessment by a panel that may include private sector experts, 
beneficiaries, and federal policy staff, based on weighted criteria as defined in the RFP. 

Key Dates 

• July 22, 2009 - Conference Call for Prospective Grant Applicants 

• 
4117 

July 27, 2009 - Voluntary Letter ofIntent Requested (but not required) 
August 6, 2009 - Electronic Submission of Application 
August 10, 2009 - Mail Submission of Application 
On or before September 30, 2009 - Announcement and Commencement of Grants 

Grant Principles 

In announcing the grants, CMS expressly stated the purpose of providing outreach money is to 
not only find the children who are eligible but not enrolled in Medicaid and CHIP but to ensure 
that they are enrolled and that they retain their coverage while eligible. The award of the grants is 
based on the following principles: 

• Outreach must be results driven and connected to actual enrollment and retention of 
children in Medicaid and CHIP. 

• Grantees must provide sound data demonstrating the connection between the proposed 
outreach efforts and actual enrollment and retention. 

• Data and systems improvements that are appropriate within the context of the proposed 
outreach strategies will be considered for funding. 

• Best practices and lessons learned will be shared among grantees and successful 
outreach strategies that can be replicated are of particular interest 
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Eligible Entities 

By law, a diverse group of entities is eligible to apply for grants. The common thread is that 
these organizations must have experience serving low-income children and families. Coalitions 
or eligible entities representing broad community partnerships with evidence of community 
involvement are allowed. Only one application may be submitted by a single entity in this grant 
round, but an eligible entity may be a member of multiple coalitions. 

Eligible entities include: 

• A State; 

• A local government; 

• An Indian tribe, tribal consortium, Indian Health Service Provider, or other tribal 
organization receiving funds under title V of the Indian Health Care Improvement Act; 

• A federal health safety net organization such as a federally-qualified community health 
center or disproportionate-share hospital; 

• A national, state, local or community-based public or nonprofit private organization, 
including those that use community health workers or have doula programs; 

• A faith-based organization or consortia (subject to section 1955 of the Public Health 
Service Act); and 

• An elementary or secondary school. 

Outreach and Enrollment Strategies 

Applicants are required to submit an outreach and enrollment plan. It is expected that such plans 
will have different components depending on the strategies proposed. For example, a proposal to 
establish or strengthen a community-based application and renewal assistance program will have 
different elements than a plan aimed at improving notices, processes, or systems to enroll or 
retain eligible children. 

All proposals must include certain components, which include utilizing demographic data in the 
design of outreach projects for target popUlations and describing how the applicant will submit 
and analyze the enrollment and retention data. Also required are descriptions of each vulnerable 
popUlation to be targeted and estimates of the expected numbers of uninsured children by 
population to be enrolled through the grant activities. Plans must describe the proposed outreach 
strategies and the methods that will be used to track and measure the effectiveness of each 
strategy in enrolling and retaining targeted Medicaid- and CHIP-eligible children. All applicants 
must demonstrate the ability to refine the strategies in real time based on the assessment of the 
effectiveness of the strategies. 

Target Populations 

The design of the outreach projects should target populations with high levels of uninsured 
children under 200 percent of the Federal Poverty Level (FPL) who may be eligible for Medicaid 
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or CHIP, but are not enrolled. While target populations are not limited to thefollowing, 
proposals addressing these groups with high rates of un insurance and issues with access to health 
care will be viewed favorably: 

• Legal immigrants or children living in households with mixed immigration status; 

• Cross-border populations; 

• Children of migrant farmers; 

• Hispanic children; 

• Teens; 

• Rural children; 

• Homeless children; and 

• American Indian/Alaska Native children. 

Budgets, Match and Sustainability 

Grant awards will range from $25,000 to $1,000,000 over the two-year period. Funds can be 
used for a variety of expenses including personnel, equipment, travel, and other direct costs. 
Applicants are cautioned to use a reasonableness test when determining a cost per new enrollee, 
as well as the percentage of funds attributable to administrative costs. The outreach grants do not 
require a match from the recipient, but applicants must demonstrate the ability to sustain the 
outreach, enrollment, and retention efforts beyond the grant period by providing a plan for 
sustainability. Weight will be given to applications that can show additional funding or in-kind 
support. 

Data Reporting and Evaluation 

All proposals must describe how data will be defined, collected, analyzed, and reported to assess 
the effectiveness of grant activities. Specific outcome measures, which may vary based on the 
proposed strategies, must be developed as part of the evaluation plan. Applicants must 
demonstrate the capacity to modify strategies when the data indicate that activities are not 
achieving the goals of the project. Throughout the RFP, there is a consistent and strong emphasis 
on data reporting, assessing progress, and redirecting efforts when needed. The Secretary is also 
required to submit an annual report to Congress on the outreach and enrollment activities 
conducted with these funds and make the enrollment data and information collected available 
pUblicly. 

Best Practices and Lessons Learned 

Applicants must participate in specific program elements to document strategies and outcomes, 
as well as share and report results. Grantees must commit to sharing policy documents, best 
practices, and lessons learned with CMS and through peer-to-peer learning and conferences. 
Grantees must also be willing to coordinate messages and strategies with the national outreach 
and enrollment campaign. 

July 10,2009 
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Specific Requirements for Different Types of Grantees 

• State Applicants 

By law, a maintenance of effort (MOE) on outreach and enrollment expenditures is 
required. If funds are granted directly to a state, it must maintain the same level of state 
funding for outreach and enrollment activities as expended in the prior year. In the 
proposed grant budget, states must submit the amount of money that was spent on 
Medicaid and CHIP outreach and enrollment efforts in the preceding fiscal year. This 
may be challenging to quantify as states have a variety of mechanisms and funding 
streams for supporting outreach and enrollment. States are also required to submit a 
certification of maintenance of effort verifying that the grant funds will not supplant 
existing state expenditures for Medicaid and CHIP outreach and enrollment efforts. 

Due to the responsibility that State Medicaid or CHIP agencies have in enrolling eligible 
children and their possession of critical data, proposals from these agencies or coalitions 
that include these agencies are subject to additional criteria. Depending on the proposal, 
such requirements may include: 

• 

• 

• 

Formal agreements with coalition grantees or enrollment facilitators (if proposed 
in the grant); 

Coordination of coalition grantees for the national outreach and enrollment 
campaign; and 

Evidence that the state can provide technical assistance to coalition grantees such 
as providing mapped census demographic data so grantees can target areas of 
disparities; conducting focus groups or surveys; and broadening partnerships with 
key entities that can be utilized by grantees. 

State applicants must demonstrate a commitment to facilitating enrollment and retention. 
Of particular interest are innovative applications of technology such as web-based 
applications, telephone enrollment and renewal processes, development of new 
simplification practices or new methods for premium payments, and other proposals 
including information technology and systems improvements to support outreach, 
enrollment, and retention. 

• Non-State Applicants 

• 

In general, applicants must show that the state is supportive of their application. Non­
state applicants must develop a Memorandum of Understanding (MOU) with the State 
Medicaid and CHIP agencies for the purposes of data collection or alternate plans to 
demonstrate enrollment or retention results. In the absence of state collaboration, 
applications must demonstrate the efforts will be effective in increasing enrollment 
among eligible children. No specific guidance is provided on how this might be 
accomplished. 

Tribes or Tribal Entities 

While tribes and tribal organizations are eligible for grants in this solicitation, they are 
also eligible for the $10 million in grants targeted to Native American outreach and 
enrollment. Duplication of funding for activities is not allowed. 
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FOR IMMEDIATE RELEASE 
Wednesday, September 30, 2009 

News Release 

Contact: HHS Press Office 
(202) 690-6343 

Secretary Sebelius Awards $40 Million to States to Find, Enroll Children in CHIP, 
Medicaid 

HHS Secretary Kathleen Sebellus today announced $40 million In grants to 69 grantees In 41 states and the District of 
Columbia to help them find and enroll children who are uninsured but eligible for either MedicaId Or the Children's Health 
Insurance Program (CHIP). 

ftToday's awards will help fulfill President Obama's pledge to assure the health and weU·belng of our nation's children," said 
Secretary Sebelfus. ~Wlth millions of Americans either out of work or otherwise struggling to make ends meet during this 
recession, there Is an even greater urgency to bring steady, reliable health care to children In these families who may have 
lost their coverage." 

Recognizing that millions of children are eligible for Medicaid or CHIP, but are therefore needlessly uninsured, the Children's 
Health Insurance Program Reauthorization Act of 2009 (CHIPRA) set aside $100 million for fiscal years 2009-2013 expressly 
to help find and enroll eligible children. Of the total outreach amount, $80 million wllt be given to states and other 
organizations, $10 million to Tribal organizations and $10 million for a national outreach effort. Today's awards are for a two 
year perIod ending Dec. 31, 2011, which will then be followed by a second round of $40 million in new grants. 

As called for In CHIPRA, grants were awarded to applicants whose outreach, enrollment and retention efforts will target 
geographic areas with high rates of eligible but uninsured children, particularly those with racial and ethnic minority groups 
who are uninsured at hlgher-than-average rates. For example, 20 percent of the projects to be funded will target Hispanic 
children, with an emphasis on Hispanic teens, and 11 percent will focus on homeless children and seven percent will be aimed 
at Native American/Alaska Native children. 

The vast majority of grantees will be using multiple, community-based approaches. One grantee In Missouri, for example, will 
work with a consortium of 35 churches In low-Income, minority communities. Those parishioners will go door-to-door to 
locate potentially eligible children and then help those families apply for CHIP or Medicaid coverage. Another grantee will 
place self-service kiosks in community centers and Native American Chapter Houses (community halls) where there will also 
be staff available to help with applications if needed. One state school system will track children who receive free or reduced 
cost lunches and, with the families' permIssion, share that Information with state health programs, which will, In turn, mall 
applications for CHIP and MedicaId to those famllles. The state wifl also provide one-on-one-assistance with those 
applications. 

The grant awards require that recipients be able to show actual Increases in enrollment and retention of children already In 
the programs. 80th CHIP and Medicaid state agencies are to report to the Centers for Medicare & Medicare Services (CMS) 
the number of new enrollees and those who retained coverage that are dIrectly attributable to the grant activities. Grantees 
are also to report activities they believe were the most effective In finding, enrolling and maintaining children In these benefit 
programs. 

"No child in America should go wIthout decent health care," said Cindy Mann, director of the Center for Medicaid and State 
Operations -- the group withIn CMS that will administer the grants. ~With the funds we are awarding today we hope to reduce 
the number of children who do." 

A list of grantees by state is below. 

State 

.&!=!o. 

Arkansas 

California 

Pima Community Access Program 

Alabama Primary Care AssocIation 

Tomblgbee Healthcare Authority 

Alaska Youth and Family Network 

Norton Sound Health Corporation 

Grantee 

St. FranCiS House NWA Inc., Community Clinic 

Providence Uttle Company of Mary Foundation 

Yolo County Children's AUlance (VCCA) 

Award 

$982,577 

$987,732 

$141,167 

$198,304 

$72,999 

$162,965 

$317,144 

$399,900 
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• Colorado Assodation of SChool Based Health care $499,835 

Telluride foundation $301,410 

Connecticut 

Community Health Center Association of Connecticut $988,177 

Community Health Center, Inc. (CHe) $400,584 

District of 
Columbia 

National Alliance for HlspOInlc Health $984,144 - Fanm Ayfsyen Nan Mlyaml, Inc. (FANM) $69,102 

University of South Florida $988,177 

~ 

West End Medical Centers Inc. $571,135 

Medical college of Georgia Research Institute $986,827 

Hawaii 

Bay Clinic, Inc. $200,000 

HawaII Primary Care Association $488,187 

Illinois 

Chicago Public Schools $235,173 

Beacon Therapeutic School, Inc. of Chicago $250,830 

Idaho 

Mountain States Group, Inc. $287,896 

!.ru!!.ruJ.J. 

St. Vincent Health Inc. $864,309 

Ko!!llI • Inter-Faith MinIstries Wichita Inc. $523,932 

Keys for Networking $866,749 

Louisiana 

Louisiana State Department of Health and Hospitals $955,681 

TECHE Action Board $234,808 

Maine 

Maine Department of Health and Human Services $680,249 

Maine Primary Care AssOCiation $311,061 

Maryland 

Garrett County Health Department $200,000 

MD Department of Health and Mental Hygiene $988,177 

Massachusetts 

Health Care for Ail, Inc. $410,815 

South End Community Health Center $304,385 

t!i<bJ!wl 
Michigan Primary Care Association $915,079 

YMCA of Greater Grand Rapids $293,040 

Minnesota 

Portico Healthnet, Inc. $988,177 

Vietnamese Social Services of Minnesota $280,000 

Mississippi 

MisSISSippI Primary Health Care Association $988,152 

Missouri 

Missouri Coalition for Primary Health Care $332,173 • St. Louis Children's Hospital Foundation $985,373 

Montana 

Montana Department of Publlc Health and Human Services $971,868 
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Nebraska 

New Hampshire 

New Jersey 

New Mexico 

New York 

North Carolina 

Oklahoma 

Pennsylvania 

South Carolinp 

Washington 

West Virginia 

Wyoming 

Wisconsin 

Wyoming 

One World Community Health Centers Inc. 

Cheshire MedIcal Center 

Health Research and Educational Trust of New Jersey 

New Jersey Department of Human Services, Division of MedIcal Assistance and Health 
Services 

first Nations Community Health Source 

New Mexico Human Services Department 

The Mary Imogene Bassett Hospital 

Structured Employment economic Development Corporation 

North Carolina Pediatric SOCiety foundation 

Dayton Public Schools 

Legal Aid Society of Greater Cincinnati 

Oklahoma Health Care Authority 

Oregon Department of Health and Human Services 

Northeast Oregon Network of LaGrande 

Concern for Health Options, Information, Care & Education (CHOICE) 

Consumer Health Coalition 

Palmetto Project, Inc. 

Texas Leadership Center 

YWCA of Lubbock, TX, INC. 

Association for Utah Community Health 

Catholic Charities USA (CCUSA) 

Virginia Health care Foundation 

HIP of Spokane County/Community Minded Enterprise (CME) 

Puget Sound Neighborhood Health Centers Nelghborcare 

West Virginia Alliance for Sustainable FamlUes 

Wind RIver Health Systems Inc. 

Wisconsin Department of Health Services 

Wyoming Department of Health 

••• 
Note: All HHS press releases, fact sheets and other press materials are available at htto://www hhi.aav/news. 

Last reVised: November 17, 2009 
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$706,264 

$143,700 

$988,177 

$988,177 

$355,000 

$957,221 

$498,718 

$988,177 

$678,210 

$327,900 

$316,418 

$988,177 

$988,177 

$465,982 

$200,000 

$299,750 

$981,009 

$988,177 

$384,680 

$762,580 

$957,617 

$988,154 

$299,766 

$150,000 

$330,700 

$381,895 

$988,177 

$268,889 
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Summary 

As the reauthorization of the State Children's Health Insurance Program 
(SCHIP) is being considered, important policy questions will include where 
eligibility thresholds should be set for public coverage and how much latitude 
states should have in setting their thresholds, The original SCHIP bill targeted 
children with incomes below 200 percent of the federal poverty level (FPL). 
For families at that income level in 1996, just before SCHIP was enacted, 
employer~sponsored insurance (ESI) premiums for family health insurance 
coverage made up 16 percent of income on average for a family of four. Since 
then, health insurance costs have risen so much that for families at 300 percent 
of the FPL, ESI premiums for family coverage now make up 19 percent of 
income on average for a family of four. Put differently, ESI coverage is less 
affordable for families at 300 percent of the FPL today than it was for families 
at 200 percent of the FPL when SCRIP was passed. In addition, the large 
differences in cost of living that prevail both across and within states mean that 
imposing a single eligibility threshold nationally would place families in higher~ 
cost areas at a disadvantage. 

Introduction 

SCHJP was designed to address gaps 
in health insurance coverage for 
children whose family incomes were 
too high to allow them to qualify 
for Medicaid but too low to afford 
private coverage. One of the issues 
that received considerable attention 
during the 2007 SCHIP reauthorization 
debate was the income level at which 
subsidized public coverage should be 
available to children through Medicaid 
and SCHIP.l.2 On the one hand, some 
argued that SCHIP had drifted from its 
statutory intent by allowing children 
with incomes above 200 percent of the 
FPL to be covered in so many states, 
exposing the programs to an increased 
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risk that publiC coverage will substitute 
for-or crowd out-private coverage.3.4 
On the other hand, it was argued that 
private premiums had grown faster 
than the federal poverty level since the 
inception of SCHIP, which in turn was 
placing private insurance out of reach 
for a growing number of moderate~ 
income families with incomes above 
200 percent of the FPL, and that 
cost-of-living differences across states 
affect how affordable health insurance 
premiums are for families.s Where 
eligibility thresholds are set and the 
extent to which states have latitude 
over their thresholds are important 
because they likely affect how effective 
SCHIP and Medicaid will be at filling 
gaps in coverage for children. 

Robert Wood Johmon Foundation 

Background 

The United States has experienced 
sharp growth in health care spending 
in recent decades. Between 1985 and 
2005, health care spending nearly 
tripled in real terms, reaching $1.9 
trillion in 2005.6 Rising health care 
costs over this time period have 
numerous root causes, including 
advances in medical technology and 
increases in personal income, health 
sector prices, and administrative costs? 
Increases in health care costs exert 
upward pressure on premiums and 
cost-sharing.H Between 2001 and 2005 
alone, total annual premiums for family 
coverage increased nearly 30 percent 
per enrolled employee in private 
sector firms, or about $2,500Y Cost­
sharing in the form of deductibles and 
copayments has also been on the rise. lo 

Moreover, while no comprehenSive data 
are available to compare cost-of-living 
differences for families targeted by 
Medicaid and SCHIP in different areas 
of the country, the information that is 
available shows that the cost of living 
varies substantially across areas, both 
within and across states. I I 

Historically, states have had flexibility 
to set their income eligibility limit in 
Medicaid/SCHIP,12 Nationally. seven 
states have implemented an income 
limit of less than 200 percent of the FPL, 
20 states have implemented an income 
limit at 200 percent of the FPL, and 24 
states cover kids above 200 percent 
of the FPL. Of the states with higher 
income limits, 13 cover kids up to 250 

~~ Urban Institute 
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percent of the FPL, 10 covcr kids up to 
300 percent of the FPL, and only One 
state-New Jersey-covers kids above 
300 percent of the FPL with federal 
funds.13 Most states that cover children 
with incomes above 200 percent of the 
FPL under Medicaid and SCRIP charge 
premiums for coverage, but public 
premiums vary substantially across states 
and across income levels. 14 

Despite the fact that nearly half of all 
states cover children with incomes 
above 200 percent of the FPL, the vast 
majority of children enrolled in these 
programs appear to be from low-
income families. Nationally, 91 percent 
of children enrolled in SCRIP live in 
families earning 200 percent of the FPL 
or less.15.

16 In addition, legislation passed 
in 2007 to reauthorize SCHIP (H.R. 3963) 
would have covered an additional 3.9 
million uninsured children, an estimated 
80 percent of whom would have had 
incomes below 200 percent of the FPL; 
an earlier version of the bill passed by 
the House was even more targeted, with 
the share of newly-insured children who 
would be low-income estimated to be 
about 85 percentY 

This brief examines the extent to which 
increases in the costs of employer­
sponsored insurance have outstripped 
income growth since the time that SCHIP 
was enacted. The implications of cost-of­
living differences are also addressed. 

Data and Methods 

To assess how the affordability of private 
health insurance coverage has been 
changing over the past decade, we use 
information on the cost of employer­
sponsored insurance premiums from 
the Medical Expenditure Panel Survey 
Insurance Component (MEPS-IC). The 
MEPS-IC includes survey information 
for an average of 38,500 private sector 
establishments per year, going back 
to 1996. Response rates range from 67 
percent to 81 percent, with the early 
years of the survey experiencing lower 
response rates.IS The standard errors on 
the premium data are small, making the 
annual estimates of average employer­
sponsored insurance premiums very 
precise. For example, the standard error 

associated with the average total family 
premium in 2006 was less than 0.3 
percent as large as the average premium 
for that year. The survey contains data 
on the insurance plan offered, including 
total premiums, employer contributions, 
cost sharing arrangements and 
information on the establishment. Data 
on the average premium cost for single 
coverage (employee only) and family 
coverage are available back to 1996. 

The FPL for a family of four was obtained 
for each year from the Department of 
Health and HUman Services (DHHS) 
Poverty Guidelines for the 48 contiguous 
states.19 The poverty guidelines are 
updated each year by DHHS using 
the consumer price index. With the 
exception of Hawaii and Alaska, the same 
federal poverty thresholds are defined 
for each state. 

We create ratios of average employer­
sponsored insurance family premium 
levels to income for families of four 
with two different income levels: at 200 
percent of the FPL and at 300 percent 
of the FPL.20 We focus on changes in 
the average premium relative to family 
income for ease of presentation. We 
also examined alternative affordability 
measures including (1) the average 
employee premium contribution 
for family coverage combined with 
average total out-of-pocket spending 
on deductibles, coinsurance, and 
copayments,l1 relative to income (to 
capture the direct burden on employees); 
(2) the average premium for family 
coverage relative to an adjusted income 
measure that includes the average 
premium measure (to approximate total 
compensation), and (3) the average 
nongroup premium for family coverage 
relative to income. We found that 
changes in all three alternative measures 
tracked closely with changes in the 
average premium for family coverage 
relative to income. 

We use changes in the average employer 
premium for family coverage as a proxy 
for how the costs of private insurance 
coverage have been changing over time. 
Fully capturing how the afford ability of 
private coverage has been changing over 
time would ideally rely on information 

on how private non group premiums 
have been changing. However, only 
limited information is available 
to estimate changes in nongroup 
premiums. The MEPS Household 
Component (MEPS-HC) contains data on 
nongroup premiums, which are based 
on small samples of responde'nts with 
nongroup family coverage, and even 
smaller samples that represent a family 
size of four.22 Studies using the MEPS­
HC data found that nongroup premiums 
for family coverage increased about 25 
percent between 2002 and 2005 and 
by about 67 percent between 1996 and 
2005. 23 Using the average premium 
growth between 2002 and 2005, we 
estimated the average premium cost 
for nongroup family coverage in 2006. 
While the MEPS data suggest that the 
nongroup premiums have not risen as 
fast as ESI premiums, we still found 
substantial growth in nongroup family 
premiums.24 

To assess the implications of the area~ 
variation in the cost of living, we use the 
Council for Community and Economic 
Research ACCRA Cost of Living [ndex 
data for the third quarter of 2008. 25 

This index takes into account relative 
prices for a market basket of consumer 
goods (including grocery items, housing, 
utiJities, transportation, health care, and 
miscellaneous goods and services) for 
a "mid-management standard of living," 
which is defined according to spending 
in the highest qllinti1e in more than 300 
urban areas across the country.26 

Findings 

On average, employer-sponsored 
insurance premiums for family health 
insurance coverage rose by 8.7 percent 
per year between 1996 and 2006, 
increasing from $4,954 in 1996 to more 
than double that at $11,381 in 2006." At 
the same time, the federal poverty level 
rose by an average of just 2.4 percent per 
year. As a consequence, where family 
employer-sponsored insurance premiums 
constituted 16 and 11 percent of family 
income, respectively, for families at 200 
and 300 percent of the FPL in 1996, by 
2006, those ratios had risen to 28 and 19 
percent (figure 1). Overall, the ratio of 
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total premiums to income rose by about 
75 percent for both groups between 
1996 and 2006. 

Similar growth was found in the ratio of 
average employee ESI costs (employee 
contributions to premiums and total 
out~of~pocket costs) to income over 
the period, increasing from less than 
8 percent of family income in 1996 to 
12 percent in 2006 for families at 200 
percent of the FPL and from 5 to 8 
percent for families at 300 percent of 
the FPL. 28 Because premiums paid by 
employers are part of an employee's total 
benefit package, we also examined the 
share of income spent on premiums after 
including the value of the employer's 
premium contribution in the family's 
income. The trend using this definition 
of family income tracks very closely to 
the trend using the simpler definition, 
increasing from 14 percent in 1996 to 
24 percent in 2006 for families at 200 
percent of the FPL and from 10 to 17 
percent for families at 300 percent of 
the FPL (data not shown). Regardless 
of the definition used, the ratio of EST 
costs to income was higher for families 
with incomes at 300 percent of the FPL 
in 2006 than it was for families with 
incomes at 200 percent of the FPL in 
1996, the year before SCRIP was enacted. 

Growth in nongroup premiums, though 
not as high as that in ES[ premiums, 
was also large. In 1996, the average 
nongroup premium for family coverage 
in the nongroup market was $3,329, 
representing 11 percent of income for 
families earning 200 percent of the FPL 
and 7 percent of income for families 
at 300 percent of the FPL. In 2006, the 
average nongroup premium for family 
coverage rose to an estimated $6,038, 
making up 15 percent of income for 
families at 200 percent of the FPL and 
10 percent of income for families at 300 
percent of the FPL. 29 

Another factor determining whether 
available coverage is affordable for 
families is the cost of living, which 
translates into very different effective 
incomes for families with the same 
nominal income living in different 
areas. For example, in 2008, families 
living in San Francisco and Philadelphia, 

two urban areas with higher than 
average cost of living than the other 
areas included in the ACCRA index, 
would have to earn 2.1 and 1.5 times 
as much, respectively, to have the 
same purchasing power as families 
living in Douglas, Georgia, the lowest 
cost urban area in the study (figure 2). 
Consequently, a family living in San 
Francisco or Philadelphia earning 200 
percent of the FPL is much less well-off 
than a family earning the same income 
but living in Douglas, Georgia and has 
fewer resources available to devote to 
health care. Even within a given state, 
families face very different costs of 
living; families living in Philadelphia 
have to earn 1.4 times as much as those 
living in Pittsburgh while families living 
in San Francisco have to earn 1.6 times 
as much as families living in Bakersfield 
to have equivalent purchasing power. 

Discussion 

Given that health care cost growth has 
historically exceeded general inflation 
rates, capping eligibility levels for public 

coverage at an income level indexed to 
inflation rather than indexed to changes 
in the costs of health care premiums 
willlikeJy mean that more and more 
moderate~income children are likely to 
become uninsured as their parents find 
that they cannot afford the increasingly 
high costs of private coverage. The effect 
of the rising premium burdens may have 
contributed to recent increases in the 
uninsured rate among children with 
moderate incomes, Between 2005 and 
2006, the number of uninsured children 
rose by more than 700,000, and fully 
two~thirds of the increase was composed 
of children from families earning more 
than 200 percent of the FPL.?>o Over ten 
states have responded to the declining 
affordability of private coverage by 
enacting income eligibility expansions in 
the past five yearsY 

In addition, imposing a single eligibility 
threshold nationally, without regard for 
the substantial variation in purchasing 
power both across and within states, 
pJaces families living in higher~cost 
areas at a disadvantage. Moreover, 

Figure 1. Average Total ESI Premium for Family Coverage as 
a Share of Income at Selected Income Levels 
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expanding eligibility to higher income 
levels has been shown to have positive 
spillover effects on the enrollment 
of lower·income children who were 
previously eligible. 32 At the same time 
however, allowing states to expand 
public eligibility to higher income 
levels increases the risks that public 
coverage will substitute for ESr coverage 
and raises questions about the target 
efficiency of public subsidies.33 

As states expand coverage to higher 
incomes, it is also important to consider 
whether their premium schedules 
adequately reflect the greater ability 
of higher·income families to afford 
coverage. It is important to note that 
past research has shown that premiums 
charged in public programs have a 
negative effect on enrollment, despite 
being much lower than premiums in the 
private insurance market, suggesting 
that even low amounts of cost sharing 

can deter families from enrolling their 
children in coverage.3<1 At the same time, 
however, there may be room for some 
states to raise premium levels, especially 
for moderate income children, without 
incurring significant enrollment 
declines. There is substantial variation 
in the premiums that states charge in 
their Medicaid/SCHIP programs to cover 
families above 200 percent of the FPL­
of the eleven states that cover children 
in SCRIP at 300 percent of the FPL, 
monthly premiums range from zero in 
the District of Columbia to over $100 in 
New Jersey and Missouri for o.ne child. 35 

While defining what is Affordable for 
families of different income levels 
is analytically difficult because the 
concept is inherently subjective, it is 
critical to efforts to achieve and finance 
universal coverage.36 

Whereas 200 percent of the FPL might 
have been a reasonable eligihility 

threshold for coverage in many states 
when SCH[P was first created, that 
may not be the case today, particularly 
in high cost·of·living areas, given the 
large increases in health care premiums 
relative to income that have occurred 
over the past decade. In fact, this 
analysis suggests that ESI premiums 
now constitute an even higher share 
of family income for families at 300 
percent of the FPL than they did 
for families at 200 percent of the 
FPL in 1996-that is, where health 
insurance premiums are concerned, 
300 percent of the FPL has become 
what 200 percent of the FPL was 
over 10 years ago when SCHIP was 
enacted.37 In addition, this analysis 
suggests that unless effective cost 
containment strategies are implemented 
that reduce the rate of increase of 
private premiums, pressures on public 
programs are going to continue to 
increase. 

Figure 2. Income Needed for a Family of Four to Have Purchasing Power Equal to 200 Percent 
of the FPL in Selected Cities 
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Medicaid Managed Care Capitation Rates 

ElSlrths Financed by Medicaid 

Total Medicaid Births 

As Percent of State Births 

BEnroUment Practices for Pregnanl Women 

Asset Test 

Presumptive Ellgibility 

BEnroliment Practices for Children 

Joint Application: Medicaid & SCHIP 

Face-to-Face Interview:Medlcaid & SCHIP 

Asset Test Medicaid & 5CHIP 

Presumptive Eligibility:Medicaidl5CHIP 

Income Verification: Medicaid/SCHIP 

BRenewal Practices for Children 

Joint Renewal: MedicaidfSCHIP 

Face-to-Face Interview: Medicaid/5CHIP 

12-Mo.Continuous Eligibility:Medil5CHIP 

ElSCHIP 

Federal SCHIP Spending, FY 1998-2007 

Total SCHIP Spending, FY2007 

Monthly SCHIP Enrollment 

Monthly SCHIP Enrollment % Change 

SCHIP Enrollment by FPL 

SCHIP Program Name and Type 

Federal Matching Rate 

Federal SCHIP Allotments, FY2009 

BHome and Communlty·Based Services 

Total HCSS Waivers 

Participants by HCSS Waiver Type 

Expenditures by HeBS Waiver Type 

Aged & Aged/Disabled Participants 

Aged & Aged/Disabled HCSS Expenditures 

Watting Lists for HCSS Waivers, 2006 

Waiting Lists for HeSS Waivers, 2007 

Home Health Participants 

Home Health Expenditures 

Personal Care Participants 

Personal Care Expenditures 

Individual Budget-Based Models of L Te 

I3False Claims Act 

Slates \Nith a False Claims Act 

I LoulslanCl ... " ...................... --_.-----..... _. 

I'::;::'~d 
1· .. ·•·····••··· __ ·_--

I Massach.usett~ __ _ 

I 
Michigan 

Minnesota 

r.M.i~·~.i~~~~~~_~~.~~~~~-~~~ 
Missouri 

Montana 

Nebraska 

Nevada 

New Hampshire 

New Jersey 

I· ~.~.~ .. ~.~~~~~~~~-~~ 
I New York I . . .... 
j.N.~rth Ca.~~t~~~ __ 

I North Dakota 

Ohio 

Oklahoma 

Oregon 

Pennsylvllnia 

Rhode Island 

South Carolina 

South Oilkota 

Tennessee 

Texas 

Utah 

Vermont 

Virginia 

Washington 

West Virginia 

Wisconsin 

I 
·1 

Wyoming I 

67,763 

5,.5~~ 
84,370 ........ _-_._--_ .. 

110,196 .. _ .... _---_ .. -
22,679 

_.~.~!827 
38,592 

2,891 

........ _._ ._~,270 
433,047 

251,647 ........ _--_ .. __ .. 

o 
155,289 

1,490 

NA 

66,262 

58,734 

NA 
87 

NA 
25,939 

NA 
NA 
NA 

9,345 

.... _.~.~~,~74 
84,209 

6 

NA 
NA 
NA 
NA 

147,863 

30,947 

132,864 

200,950 

67,763 

~!~!.1 
84,370 

136,135 

22,679 

48,827 

38,592 

12,236 

151,805 

14,944 

517,256 

251,653 

7,617 

.. ~.5 _1.' .. ~?~. 
117,507 

73,686 

37,261 256,627 

2,821 26,031 

NA 73,620 

NA 15,277 

8,299 

.N 

63,619 

31..916 

~;;i 
6,496 

......... __ ... _ NA 155,289 

365 16,466 16,831 

37,645 

52,940 

37,250 395 

52,940 NA ._ .......... --_ .. _- ......... _----
8,976 NA 8,976 

Notes: The methods used 10 determine whether a child qualifies for coverage, based on his Of her family income. vary from 
state to state. Under lo~gstanding federal law, states must follow certain rules in delermir"ling income-eligibility, but 
they also have considerable flexibility regarding whether they will count or exempt certain types or amounts of income 
and whether tlley allow deductions for certain types or amounts of expenses. Typically, states "dlsregard~ - that 
IS, they do not count _ a portion of eamings from a working family's income to reflect that these resources are 
needed to cover worK-related expenses and generally are not available to cover other costs, such as the cost 01 
purchasing health coverage Estimates presented here reflect flet income, taking into account each state's income 
disregard policy, since Ihis is how states provide income information to CMS and is the basis on which enrollees' 
eligibility is determined. 
The SCHIP statute defrnes low-lncome children as those al or belOW 200% of poverty. States use two different types 
of income disregards in determining eligibility for SCHIP which in tum affects the income levels reported CMS. The 
first type 01 disregard is the exclusion of particular dollar amounts or types of income. and the sscond occurs when a 
state excludes an entire block of percent-of-poverty income. For more information. see Sources, 

Sources: Peterson, Chris, DomestiC Sodal Policy Division, Congressional Research Service (CRS), January 27, 2009 
memorandum based on analysis of data from the SCHIP Statistical Enrollment Data System (SEDS) provided by the 
Centers for Medicare and Medicaid Services (CMS), 

Definitions: NA: Children in families with Incomes above 200% poverty level were not eligible for the state's SCHIP program as of 
FY2008. 
Federal Poverty Level (FPL) was established 10 help govemment agencies determine eligibility levels for public 
assistance programs such as Medicaid. FPl is represented in this resource as poverty guidelines as opposed to lhe 
slightly different poverty thresholds. 
Federnl Fiscal Year (FYI: Unless olherwise noted, years proceeded by "FV'" on statehealthfacts.org refer 10 the 
Federal Fiscal Year, wtlich runs from October 1 through September 30. For example, FY 2009 refers to the period 
from October 1, 2008 through September 30, 2009, 

~ Downlolflj these data .tie1Q 

klf,org ! kaiserm:tworlt.org ! kalseredu,org ! GlobalHoalthReportlng.org ! GlohalHeaUhFacts.org I 
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To: 

From: 

Date: 

Subject: 

Senator Davis, 

I 

"'\\ 111111 
NATIONAL CONFERENCE of STATE LEGISLATURES 

The Forum for America's fatas 

The Honorable Bettye Davis 
Alaska Senate 

Jennifer Saunders 
Health Program 
303-856-1440 
J ennifer.saunders@ncsl.org 

February 11, 2009 

SCHIP Cost Sharing Rules 

Joe Hackney 
Speakrr 
North CarolinD House of ReprtJtlltativtJ 
PrtJidtlll, Ne5L 

G2CY VanLandingham 
Dirtftor, OPPAGA 
Florida LetiJla/llft 
Staff Chair, NeSL 

William Pound 
EXHlllivt Dinrtor 

We enjoyed listening to your Health and Social Services committee meeting on Monday. This 
memo is intended to answer the question posed about the SCHIP cost-sharing rules. 

Alaska's SCHIP program is a Medicaid expansion program and therefore must comply with 
Medicaid's cost-sharing rules as specified under the Deficit Reduction Act of 2005. Under 
provisions of the Deficit Reduction Act of 2005 (DRA), states generally cannot impose cost sharing 
on children in families with income below 150 percent of the federal poverty guidelines except in 
certain circumstances. In addition, even at more moderate-income levels, federal rules exempt some 
special services from any cost sharing requirements. 

Most children under the age of 18 are exempt from premiums and from cost-sharing on most 
services. However, the DRA rules allow states to require co-payments for prescription drugs and use 
of the emergency room for non-emergency Care on all children in certain circumstances. The DRA 
also allows states to assess premiums and cost-sharing charges on some children in families with 
income above the poverty line. The total amount of premiums and cost-sharing charges cannot 
exceed a cap of five percent of family income, which is calculated on a monthly or quarterly basis at 
the option of the state. 

Please see the following document by the Center on Budget and Policy Priorities for more detailed 
information about cost-sharing and premiums in Medicaid: 
Cost-sharing and Premiums in Medicaid: What Rules Apply? February 28, 2007 
http://www.cbpp.org/2-28-07health.pdf 

In addition, you may also find the following document by the Congressional Research Service 
helpful. The table on page 5 compares service-related cost-sharing rules in traditional Medicaid, the 
DRA options and SCHIP. 
Medicaid Cost-Sharing Under the Deficit Reduction Act of 2005 (DRA) 

Denver 
7700 East First Plact 
Deliver, Colorado 80230-7143 
Phone 303.364.7700 Fax 303.364.7800 

Washington 
444 North Capitol Sine!, N.W. Sliite 515 
Washington, D.C 20001 
Phone 202.624.5400 Fax 202.737.1069 

Website WWIJI, nul. org 
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February 11, 2009 
p.2 

CRS Report for Congress, January 25, 2007 
http://assets.opencrs.com/tj2ts/RS22578 20070125.pdf 

The following document by the Centers for Medicare and Medicaid Services (CMS) also summarizes 
these Medicaid requirements and you may ftnd the "Important Links" on the bottom of page 2 
helpful. 
See the CMS document here: 
http://www.cms.hhs.gov IDeftcitReductionAct/Downioads I Costsharing.pdf 

For more general information about cost sharing and SCHIP, please see the following CMS website: 
http://www.cms.hhs.goy/MedicaidGenInfo/05 SCHIP%20Information.asp 
(Scroll down to see the information under the heading "Cost Sharing. ") 

To create cost sharing requirements that differ from the Medicaid requirements, states can do so by 
submitting a waiver to and obtaining approval from the Centers for Medicare and Medicaid Services 
(CMS) or by creating a stand-alone SCHIP program. 

If you have more speciftc or detailed questions regarding cost-sharing requirements under Alaska's 
SCHIP program, I would suggest that you contact CMS directly. 

Best regards, 
Jennifer Saunders 



2009 Federal Poverty Guidelines 

THE 2009 HHS POVERTY GUIDELINES 

One Version of the [U.S.] Federal Poverty Measure 

[Federal Register Notice January 23, 2009 - Full text J 
[ prior Poverty GUidelines and Federal Reqi~ter References Since 1982 ] 

[~y AskruLQuesti..Q.o.s (FAQs) ] 

( Further Resources on Poverty Measurement Poverty Lines and Their History ] 

[ Computations for the 2009 Poverty Guidelines] 

There are two slightly different versions of the federal poverty measure: 
• The poverty thresholds, and 
• The poverty guidelines. 

Page 1 of3 

The poverty thresholds are the original version of the federal poverty measure. They are updated each 
year by the Census Bureau (although they were originally developed by Mollie Qrshansky of the Social 
Security Administration). The thresholds are used mainly for statistical purposes - for instance, 
preparing estimates of the number of Americans in poverty each year. (In other words, all official 
poverty population figures are calculated using the poverty thresholds, not the guidelines.) Poverty 
thresholds since 1980 and weighted average poverty thresholds since 1959 are available on the Census 
Bureau's Web site. For an example of how the Census Bureau applies the thresholds to a family's income 
to determine its poverty status, see "How the Census Bureau Measures Poverty" on the Census Bureau's 
web site. 

The poverty guidelines are the other version of the federal poverty measure. They are issued each 
year in the Federal Register by the Department of Health and Human Services (HHS). The 
guidelines are a simplification of the poverty thresholds for use for administrative purposes - for 
instance, determining financial eligibility for certain federal programs. The Federal Register notice of the 
2009 poverty guidelines is available. 

The poverty guidelines are sometimes loosely referred to as the "federal poverty level" (FPL), but that 
phrase is ambiguous and should be aVOided, especially in situations (e.g., legislative or administrative) 
where precision is important. 

Key differences between poverty thresholds and poverty guidelines are outlined in a table under 
Frequently Asked Questions (FAQs). See also the discussion of this topic on the Institute for Research on 
Poverty's web site. 

The 2009 Poverty Guidelines for the 
48 Contiguous States and the District of Columbia 

Persons in family 

1 

2 

3 
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Poverty guideline 

$10,830 

14,570 

18,310 

41712009 



2009 Federal Poverty Guidelines 

4 22,050 

5 25,790 

6 29,530 

7 33,270 

8 37,010 
For families with more than 8 persons, add $3,740 for each additional person. 

2009 Poverty Guidelines for 
Alaska 

Persons in family Poverty guideline 

1 $13,530 

2 18,210 

3 22,890 

4 27,570 

5 32,250 

6 36,930 

7 41,610 

8 46,290 
For families with more than 8 persons, add $4,680 for each additional person. 

2009 Poverty Guidelines for 
Hawaii 

Persons in family Poverty guideline 

1 $12,460 

2 16,760 

3 21,060 

4 25,360 

5 29,660 

6 33,960 

7 38,260 

8 42,560 
For families with more than 8 persons, add $4,300 for each additional person. 

SOURCE: Federal Register, Vol. 74, No. 14, January 23, 2009, pp. 4199-4201 

Page 20f3 

The separate poverty guidelines for Alaska and Hawaii reflect Office of Economic Opportunity 
administrative practice beginning in the 1966-1970 period. Note that the poverty thresholds - the 
original version of the poverty measure - have never had separate figures for Alaska and Hawaii. The 
poverty guidelines are not defined for Puerto Rico, the U.S. Virgin Islands, American Samoa, Guam, the 
Republic of the Marshall Islands, the Federated States of Micronesia, the Commonwealth of the Northern 
Mariana Islands, and Palau. In cases in which a Federal program using the poverty guidelines serves any 
of those jurisdictions, the Federal office which administers the program is responsible for deciding 

4137 
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whether to use the contiguous-states-and-D.C. guidelines for those jurisdictions or to follow some other 
procedure. 

The poverty guidelines apply to both aged and non-aged units. The guidelines have never had an 
aged/non-aged distinction; only the Census Bureau (statistical) poverty thresholds have separate figures 
for aged and non-aged one-person and two-person units. . 

Programs using the guidelines (or percentage multiples of the guidelines - for instance, 125 percent or 
185 percent of the guidelines) in determining eligibility include Head Start, the Food Stamp Program, the 
National School Lunch Program, the Low-Income Home Energy Assistance Program, and the Children's 
Health Insurance Program. Note that in general, cash public assistance programs (Temporary Assistance 
for Needy Families and Supplemental Security Income) do NOT use the poverty guidelines in determining 
eligibility. The Earned Income Tax Credit program also does NOT use the poverty guidelines to 
determine eligibility. For a more detailed list of programs that do and don't use the guidelines, see the 
Frequently Asked Ouestions (FAQs). 

The poverty guidelines (unlike the poverty thresholds) are designated by the year in which they are 
issued. For instance, the guidelines issued in January 2009 are designated the 2009 poverty guidelines. 
However, the 2009 HHS poverty guidelines only reflect price changes through calendar year 2008; 
accordingly, they are approximately equal to the Census Bureau poverty thresholds for calendar year 
2008. (The 2008 thresholds are expected to be issued in final form in August 2009; a preliminary 
version of the 2008 thresholds is now available from the Census Bureau.) 

The computations for the 2009 povertv guidelines are available. 

The poverty guidelines may be formally referenced as "the poverty guidelines updated periodically in the 
Federal Register by the U.S. Department of Health and Human Services under the authority of 42 U.S.c. 
9902(2). " 

Go to Further Resources on Poverty Measurement, Poverty Lines, and Their History 

Return to the main Poverty Guidelines, Research. and Measurement page. 

Last Revised: February 27,2009 

HHS Home I Q"estions? I Cootact HHS I Site Feedback I Slte....Mao. I Accessibility r Privacy Policy I Freedom of Information Act I Djsclaimers 

The White House I ~ 

U.S. Department of Health & Human Services' 200 Independence Avenue, S.W .. Washington, D,C. 20201 
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APPENDIXF 

2009 HSS Poverty Guidelines for Alaska 

r-----------+ -
i 2009 Poverty Guidelines for Alaska 

Persons in family Poverty guideline 

1 $13,530 

2 18,210 

3 22,890 

4 27,570 

5 32,250 

6 36,930 

7 41,610 

8 46,290 

For families with more than 8 persons, add $4,680 for each additional person. 

SOURCE: Federal Register, Vol. 74, No. 14, January 23, 2009, pp. 4199-4201 
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AAIIP Alaska 
3601 C Sireet 

.~00Jl002 

T 1-866-227-7447 
F 907-341-2270 

SuitE 1420 
Anchorage, AK 99503 

. TTY 1-877-434-7598 
www .• arp.Orll/ok 

March 8, 2010 

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

The HO!lOrable Bob Herron, Co-Chair 
House Health and Social Services Committee 
Alaska Capitol, Room 415 
Juneau,AK 99801-1182 

Dear Co-Chairs Keller and Herron: 

RE: SB I3 (Davis}--Support 

On behalf of the members of AARP in Alaska, we encourage you and your colleagues on 
the House Health and Social Services Committee to support SB 13, authored by Senator 
Bettye Davis, and co-sponsored by Senators Paskvan, Ellis, Wielcchowslci, and French as 
well as Representatives Gruenberg and Tuck. 

AARP is the world's largest organi2ation of grandparents. We are concerned about 
health insurance coverage for everyone's grandchildren. 

SB 13 will return the Denali KidCare program to the former eligibility levels at 200% of 
the federal poverty level. We think this is an excellent plan and should provide 
comprehensive and preventive health coverage for many more young Alaskans and 
pregnant women. 

In addition, we have many reti{ed grandparents who are raising their grandchildren. 
Currently there are over 5,500 grandparents responsible for raising over 8,200 young 
Alaskan grandchildren. V cry often these grandparents are retired and dependent on 
Medicare for their health coverage. Denali KidCare, in many cases, is the only health 
insurance they can secure for their grandchildren. If these grandparents are not able to 
secure insurance coverage for their grandchildren, some of the children will have to leave 
this caring family environment and become wards of the state. We hope you realize how 
important Denali KidCare coverage is to these extended families that are now in one 
household. These grandparents are trying to provide the best care for their grandchildren. 
They need Denali KidCare. 

Jennie Chin Ha05en, President 

:i-:>J;r:·:iX':' . 
':"" . ",1 ... ,1', '. , ... 

HEAL1t1 / FINANCES / CONNECTING / GIVING / ENJOYING William O. Novelli, Chief Executlv. Officer 



03/08/2010 14:29 FAX 9073412270 AARP ALASKA STATE OFFICE 

4141 

Many AARP members have coverage through Medicare or their employer and they 
understand how important health insurance is to them; we support the efforts of this bill 
to provide coverage to other Alaskans who need it. 

A healthy future for our children should be something everyone can agree on. 

AARP requests an "AYE" vote on SB 13. 

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, 

~~ .to<Z1;:4.~ 
Marie Darlin, Coordinator 
AARP Capital City Task Force 
415 Willoughby Avenue, Apt. 506 
Juneau, AK 99801 
586-3637 (voice) 
463-3580 (fax) 

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

L 

~002/002 
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March 5, 20 I 0 

Representative Wes Keller 
Alaska State Capital Room 13 
Juneau, Alaska 99801 

Dear Representative Keller, 

I am writing to request your support of SB 13, which will increase the income eligibility 
guidelines for Denali KidCare from 175% to 200% of Alaska's federal poverty level. This 
change would make approximately 1,300 children and 225 pregnant women eligible for health 
care services. 

The eligibility level for Denali KidCare is currently set al 175% of federal poverty level. This 
means that Alaska has one of the most restrictive eligibility criteria for child health insurance 
programs in the nation. 48 states and the District of Columbia now cover children at or above 
200% of the federal poverty level. 

Food Bank of Alaska cares about health care for children because our research shows that health 
care and hunger are inextricably linked. 30% of food assistance clients have no health insurance, 
and 58% of food assistance clients have unpaid medical bills. 35% of food assistance clients 
choose between paying for food and paying for health care or medication. 

Providing health insurance to more Alaskan children would mean that fewer families face the 
agonizing choice between feeding their kids and taking them to the doctor. It is also a sound 
investment; research shows that children and pregnant women with preventive care, such as that 
received through Denali KidCare, are four times less likely to use expensive emergency room 
care for medical treatment. Also, the State of Alaska will be able to leverage more federal 
dollars, since the federal government covers almost 65% of the entire cost of Denali KidCare. 

Please help Alaska join the rest of the nation in supporting health care for children and pregnant 
women by reestablishing Alaska legislature's original level of Denali KidCare at 200% of 
federal poverty level. 

in rely, 

I 

annah Morgan I! 
E ecutive Directo\i 

FoMaanK 
OFOLOSKO 



MAT-SU HEALTH 

FOUNDATION 

950 E. Bogard Road, Suite 218 • Wasilla, AK 99654 
Phone: (907) 352-2863 • Fax: (907) 352-2865 
www.marsuhealrhfoundation.org 

Mat-Su Health Foundation Resolution 
in Support of Increased Denali KidCare Income Eligibility Level 

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

WHEREAS the provision of health insurance is a key component of healthcare access; 

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 birth and in-migration rates; and the AK Department of Labor 
projects that all Mat-Su age groups will continue to grow through 2020;; 

WHEREAS in 2006, of the 22,868 children in Mat-Su, approximately 12.9% or 2,949 were uninsured;;; 

WHEREAS in 2006, approximately 19.5% or 1,530 children in Mat-Su living at or below 200% 
Federal Poverty Level (FPL) were uninsured;'" 

WHEREAS the Average Monthly Medicaid Enrollment decreased from 12,073 in 2006 to 11,671 in 
2007 in Mat-Su despite a rising rate of uninsured coupled with significant population growth;;V 

WHEREAS in Mat-Su nearly a quarter (23.5%) of all female headed households fell below the poverty 
level, 51.9% of those with children under 5 years of age were living in poverty compared to 32% of 
similar households in AK;v 

WHEREAS 11.3% of families with related children in Mat-Su and 11.2% offamilies with related 
children in AK have lived below the poverty level in the last 12 months;V; 

WHEREAS 37% ofMat-Su Borough School District students ages five to 17 live in households 
receiving Public Assistance; v;; 

WHEREAS Mat-Su Regional Medical Center, the sole community acute care provider in Mat-Su, 
supplied $339,554,984 in uncompensated care from 2007 through 2009 and saw uncompensated care 
rates rise 10% between 2007 and 2008 and 5% between 2008 to 2009; 

WHEREAS the rate of uninsured children under age 18 in Alaska is increasing-from 8.4% in 2005 to 
10.3% in 2006 to 11.4% in 2007 to 13.2% in 2008;v;;, 

WHEREAS results of the 2007 National Survey of Children's Health 2007 reflect that 
• 46% of Alaska's children live at or below 200% FPL as compared to 40.6% nationwide; 
• 12.8% of Alaskan children under age 18 were uninsured at the time of the survey versus 9.1 % 

nationwide; and only four states have lower rates than AK 
• 18% of Alaskan children under age 18 were currently uninsured or had periods of no coverage 

during the year versus 15. I % nationwide 
• 21 % of Alaskan children living at or below 99% FPL were uninsured at the time of the survey 

versus 15% nationwide 
• 28.8% of Alaskan children living at or below 99% FPL had periods of no coverage ~uring·the 

year versus 24.2% nationwide 
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• 17% of Alaskan children living at or below 199% FPL had no coverage at the time of the survey 
versus 13.9% nationwide 

• 25.1 % of Alaskan children living at or below 199% FPL had periods of no coverage during the 
year versus 24.3% nationwide;ix 

WHEREAS approximately 10,000 Alaskan children 18 years or younger and below 200% FPL are 
uninsured, x and 36,000 Alaskan children 19 years or younger and below 200% FPL rely on government 
health insurance to prov ide access to health care services;" 

WHEREAS Alaska has seen a 31 % decline in the number of children covered by private health 
insurance in the past decade; xii 

WHEREAS the cost of caring for uninsured children is passed on to other Alaskans and businesses, 
raising premiums and out-of-pocket expenses for everyone;"" 

WHEREAS uninsured children are nine times less likely to have a regular doctor, four times more. 
likely to be taken to emergency rooms, and 25% more likely to miss school than insured children;"v 

WHEREAS the Denali KidCare upper income eligibility guideline was decreased in 2007 to 175% FPL 
from 200% FPL; 

WHEREAS increasing Denali KidCare income eligibility levels to at least 200% FPL will increase 
health care access for children and families that meet this criterion; 

WHEREAS expanding the Denali KidCare income eligibility levels would result in improved public 
health and overall health outcomes throughout the state for Alaskan children; 

WHEREAS the Children's Health Insurance Program Reauthorization Act of 2009 (CHIPRA) 
reauthorized and expands the State Children's Health Insurance Program of 1997 to allow states to 
implement coverage up to 300% FPL and also provides for Performance Bonuses for states enrolling 
additional children in Medicaid; 

BE IT THEREFORE RESOLVED that the Mat-Su Health Foundation supports and advocates 
for the Denali KidCare income eligibility level to be increased to at least 200% FPL and that a 
cost-sharing option is considered between 200% and 300% FPL . 

Approved by the Mat-Su Health Foundation Boarrp..IJ:f-Uii 
.-
t-'t!p' AI., I~;)f/crdale) 
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IMatanuska-Susitna Borough. Alaska Department of Labor, Division of Research & Analysis. 
http;lIIaborstats alaska.goy/cgi/databrowsingilocaIAreaProfileOSResults.asp?geogArea=0204000 170&,population+census+da 
ta-Population&B 1-View+Report. 

ii2006 Small Area Health Insurance Estimates. U.S. Census. http;lIwww.census.gov/did/www/sahie/datalindex.html 

iii Ibid. 

i, Alaska Health Care Data Book, page 241. Alaska Department of Health & Social Services. November 2007. 
'Ibid. 

~i Ibid. 

,·ji Ibid. 

'iiiU.S. Census Bureau, Current Population Survey, 2006 to 2008 Annual Social and Economic Supplements. 
httpjllwwwcensus govlhhes/www/hlthinslhlthins.html 

i,.. 2007 National Survey of Children's Health. Data Resource Center. 2007. 
http://nschdata.orglDataOuery/SurveyOuestions.aspx?yjd=2&tid=44&geoid= I 

~U.S. Census Bureau, Current Population Survey, 2006 to 2008 Annual Social and Economic Supplements. 
http·lIwwYr\census.govfhhes/wwwlhlthinslhlthins.html 

xi Ibid. 

xii Legislative Health Care Initiatives Presentation to the Anchorage Chamber of Commerce, August 27, 2007. 

xiii Ibid. 

~"·Ibid. 
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Alaska Baptist Family Services 
Anchorage, AK 

Alaska Children's Services 
Anchorage, AK 

Alaska Family Services 
Palmer, AK 

Covenant House of Alaska 
Anchorage, AK 

Fairbanks Native Association 
Fairbanks, AK 

Family Centered Services of Alaska 
Fairbanks, AK 

Juneau Youth Services 
Juneau, AK 

Kenai Peninsula Community Care 
Center 
Kenai, AK 

Maniilaq Association 
Kotzebue, AK 

Nome Children's Home 
Nome,AK 

North Slope Borough Children's 
Services 
Barrow,AK 

North Star Behavioral Health 
Systems 
Anchorage & Palmer, AK 

Presbyterian Hospitality House 
Fairbanks, AI( 

Providence Behavioral Health 
Systems 
Anchorage, AK 

Residential Youth Care 
Ketchikan, AK 

The Salvation Army Booth Memorial 
Home 
Anchorage, AK 

The Boys and Girls Home of Alaska 
Fairbanks, AK 

Youth Advocates of Sitka 
Sitka, AK 
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ALASKA ASSOCIATION OF HOMES FOR CHILDREN 

February 9,2010 

Representative Bob Herron 
Representative Wes Keller 
Co-Chairs, Health and Social Services Committee 
State Capitol 
Juneau,AJ( 99801-1182 

Dear Representatives Herron and Keller: 

Please ensure passage of SB 13, Medical Assistance Eligibility, as quickly 
as possible. The Department of Health and Social Services estimates that 
raising the income eligibility limit to 200% of the Federal Poverty Level 
(FPL) can provide health care to 1,277 Alaskan children currently without 
health insurance. 

As you can see from the attached map, Alaska is one of only three states in 
the country that limit income eligibility for the State Child Health Insurance 
Program to less than 200% of the FPL. Twenty states have 200% FPL 
limits and all other states have eligibility above 200% FPL. 

As Alaskans who consider our children as our future, we should be leading 
the nation in providing quality health care to them, not lagging so far 
behind. Let's join those states that place a greater emphasis on helping 
working families take care of their children! The clock is ticking. Don't 
make those 1,277 children wait any longer-pass SB 13 this month! 

Sincerely, 

cc.: Representative Tammie Wilson, HSS Vice Chair 
Representative Bob Lynn, HSS Member 
Representative Paul Seaton, HSS Member 
Representative Sharon Cissna, HSS Member 
Representative Lindsey Holmes, HSS Member 
Representative Mike Chenault, House Speaker 
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Children's Health Insurance Program 
Upper Income limits as of February 1, 2010 

o Commonwealth of 
Northem "arlana Islands 
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Puerto Rico 
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Testimony in Support of Senate Bill 13 

March 8, 2010 

Dear Representatives Keller and Herron and other members of the Health and Social 
Services Committee, 

My name is Dr. Monica Gross. I am a board certified pediatrician who has practiced in 
Alaska since 1993. I am here in support of Senate Bill 13. This bill will strengthen 
Alaskan families by increasing Denali Kid Care coverage. 

When children have medical insurance the entire health care emphasis changes to one 
that strengthens the family. Medical care is shifted from crisis-oriented care to well child 
and preventative care. This shift has ramifications not only for children's health, but also 
for family and community health. 

When families don't have medical insurance kids are broUght to the doctor when they are 
very sick and parents are really scared. Doctors respond in emergency mode- tests are 
ordered, drugs are prescribed and parents admonished for "waiting too long". The role of 
parents as the primary caregiver for their child is undermined. 

When kids have medical insurance they are brought in for well child checkups and 
preventative care. The whole medical model shifts. Parents and doctors are a team 
working together to keep children healthy and prevent disease. Parents are empowered, 
and the important job they are doing is validated. Time is available to answer questions 
and counsel about age appropriate health promotion and illness prevention. This 
exchange sets the stage for families where children can develop and grow and become 
productive and healthy members of their community. 

PI~S''''''BilIrl~3_' ,/1 

Monica Gross, M.D. 
Fellow, American Academy Pediatrics 
524 Main Street 
Juneau, Alaska 
907-586-6789 
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Tanana Valley Clinic 

Representative Keller, 

I am writing in support of the Denali Kid Care Funding Increase that is currently being debated in the Alaska 

Legislature. As a pediatrician in the Fairbanks community for over 25 years, I have seen first-hand the impact of 

healthcare costs on hard-working families in our state. 

Although my primary role as a pediatrician is to care for the health and well-being of children, it is also imminently 

important that I respect the concerns of parents and consider the welfare of entire families. Many of the exams, 

procedures and treatments that I provide put a heavy financial burden on families, producing a mountain of 

medical bills to be paid out of pocket. I am repeatedly faced with this ethical dilemma and must work to reconcile 

the necessity of treatment with the economic consequences of my decisions. Denali Kid.Care alleviates "much of 

the financial burden on families and, in turn, enables me to effectively administer a child's medical care without 

the added concern of a family's hardship. 

Currently, I am caring for an infant who has been producing bloody stools every few days. His parents are 

understandably concerned, and I have been performing tests to rule out common problems that may cause this 

reaction. At this point it would be appropriate for the infant to be seen by a Pediatric Gastroenterologist; 

however, due to the cost of seeing a specialist, the family is unable to move forward. 

By increasing the eligibility percentage from 175% to 200%, Senate Bill 13 would give over 1,200 children health 

insurance coverage. This new eligibility standard would significantly relieve familieswho must compromise their 

children's standard of care due to financial constraints. At Tanana Valley Clinic alone, there are at minimum 40 

families,in.both the pediatric and OB/GYN departments, who would benefit from this increase. For many hard" 

working men and women who are currently just beyond the income cap to qualify for Denali Kid Care, this new bill 

would mean the difference between making ER visits only in dire situations and scheduling preventative visits that 

ultimately create healthier children. Children who receive preventative care are four times less likely to visit the 

emergency room; this in turn reduces the long-term cost of healthcare to the state. 

When I set out to practice medicine, I did not imagine that on a daily basis my conscience would be saddled with 

financial concerns when caring for a sick child. However, it is the current reality. Denali Kid Care alleviates many of 

these concerns not only for me as a pediatrician, but more importantly for families who qualify for this service. As 
" the economy continues to struggle and employees are laid off or faced with reduced hours and benefits, it is 

important that Alaska responds. This is an opportunity to extend care to over 1,200 families who would be 

otherwise unable to afford the healthcare that their children deserve. 

:',.I .. :-"'''-'-~' '.' ,t'-," - :J,-" .. : .... ~,,:,:,;: . . ,,; ..• < ... ~.,_. 

L .' ,,' ,~ . "," C". .;' . ".: .. 
Sinc'E~rely;: I. T~' ~':: ',r. ~:""-:.:·:S ::f:- >';,;:;~~;J ';.'<::. p>"t t:'! /'·!::H~ i~~iJ, ~u q!I';; <'!fIl<J;: .J.c..:.: s:;q c(~ r,<:, :"::!:JC{ ')!J"::"SI);S.~l.""":' ,'<2;.' ~ :';J::'-, 

!l'u:·q<!u'3 tl ',:L: ~ It! /·NXt.;S·U '\\PO s~.; Cnl.'.LU.j:f.\ 1f1C'~ pS!.'J~.:q ~PG pJC,)!Jjs ::::s!) ~'J c\n~i!l.''' i.0L [;5:J3][ !<!t:i (5; G~ ry!2116,.: .. P;;! 

{'-1T:.il]othy...:FI--0-,~-~_ei.-.MO.~o':.i!9~L~C ::IiJ 1 OS\i2A::i q€b::'..!Ulf,:":~::' ,v\;jO l.:,o~:lq !J::;!;;;;l~ t\.Oi I! gJ!2 !UClS:i;::';' lOl..-C;SU,\ tJ~iq-

.'. ,~ 'i. 
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/ 
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Executive Summary 

Medicaid and SCHIP have been instrumental in covering more low-income uninsured children over the last 
decade. While much progress has been made, oine million children remain uninsured. As SCHIP 
reauthorization approached in 2007, states were poised to move forward with efforts to cover more uninsured 
children. However, federal obstacles, including the Medicaid citizenship documentation requirements, the 
issuance of a CMS-directive on August 17'" 2007 limiting state expansions, and the failure to reauthorize 
SCHIP have hampered progress. A temporary extension provided funds for SCHIP through March 31, 2009. 

When states adopted their budgets for the fiscal year starting July 1, 2008, many were able to include funding 
for children's coverage expansions. Later, the severity of the unfolding fiscal crisis became clearer and state 
budget shortfalls are now expected to total $350 billion for the remainder of FY 2009 and through 2011. States 
face mounting pressure to cut Medicaid and SCHIP just as the need for coverage rises due to climbing 
unemployment and loss of health coverage. In the last downturn, some states implemented restrictive 
enrollment procedures and reported dramatic declines in children's enrollment as a result. States may soon feel 
pushed to take such steps. Key findings from the annual KCMU survey of state Medicaid and SCHIP policies 
for children and parents that were implemented or authorized between January 2008 and January 2009 in the 
50 states and D.C. include: 

• States continued to make progress on improving access to health coverage, particularly for 
children, but several significant setbacks warn about impending problems. One-third of states 
(19) increased access to health coverage, while ten states enacted at least one measure to restrict 
coverage. The most common restriction was imposing new or higher premiums in SCHIP, but two 
states also restricted eligibility. California increased the frequency of renewal, a change estimated to 
affect more than 260,000 children as well as large numbers of parents. 

• The economic crisis is widespread and serious health care cuts are looming, but the 
commitment to children is still strong. States continued to enact eligibility expansions for children, 
and state officials in several of those states plan to go forward even though they are facing sigoificant 
budget shortfalls. Federal constraints, such as the unresolved reauthorization of SCHIP and the 
August 17th directive, have caused some states to put expansions on hold temporarily. Others are using 
state funds to pay for coverage precluded by the directive. 

• Parent coverage is still more difficult to obtain than children's coverage. The median income at 
which children qualify for coverage is 200 percent of the federal poverty line, but is much lower - 68 
percent of the federal poverty line - for working parents. However, for unemployed parents, the 
median income eligibility for Medicaid is just 41 percent of the federal poverty line, $601 per month for 
a family of three in 2008. Jobless parents who need coverage may find that unemployment payments 
put them over the income limit for Medicaid. 

• Outreach budgets were increased in a number of states, however, some are beginning to report 
that tbese funds are being curtailed. Outreach, including community-based application assistance, 
is critical in a recession, since newly eligible families may be unfamiliar with public programs. But in 
light of budget shortfalls, some states expressed skepticism for conducting aggressive outreach. About 
half the states are using technology to implement or develop online applications and to develop more 
efficient enrollment and renewal systems. 

As the economic crisis deepens, states will be under major pressure to contain costs. This may lead them to 
take steps that not only reverse coverage gains, but intensify the hardships that many families are already facing 
as a result of losing their jobs and their health insurance. Congress is currently considering SCHIP 
reauthorization and an economic recovery package that would provide additional federal Medicaid matching 
funds. These would help states to maintain vital coverage for low-income families, support state efforts to 
enroll more eligible children, and make program improvements. Strengthening Medicaid and SCHIP in these 
ways is an essential precursor to the larger task of enacting broad health care refoon. 
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I. Introduction 

A commitment to providing health coverage for uninsured children has inspired nationwide efforts 
that began in earnest with enactment of the State Children's Health Insurance Program (SCHIP) in 1997. 
like Medicaid, the chief source of health coverage for low-income families, SCHIP finances coverage 
through a partnership between the federal and state governments. State measures to expand eligibility and 
adopt streamlined enrollment procedures in Medicaid and SCHIP have strengthened both of these 
programs, and they have been instrumental in reducing the percentage of low-income uninsured children 
by one-third over the last decade. 1 Notably, the number oflow-income uninsured parents increased over 
the same period, since eligibility levels and resources for addressing their health coverage needs do not 
approach those related to children. 

While considerable progress has been made, nine million children in the United States remain 
uninsured, with nearly two-thirds of them eligible for Medicaid and SCHIP. In 2007, with relatively robust 
state budgets and the reauthorization of SCHIP at hand, across the country, states came forward to 
reaffirm their commitment to closing this gap. That year, state efforts to expand children's health 
coverage represented the most aggressive steps forward since the early years of SCHIP. Of the 20 states 
that expanded eligibility for children, 12 raised or authorized raising SCHIP income limits to 300 percent 
of the federal poverty line, more than doubling the number of states that previously had eligibility set at 
this level. States also made progress on adopting simplified enrollment and renewal procedures in both 
Medicaid and SCHIP, emphasizing strategies that reduce paperwork and jump-start enrollment.' 

Despite this burst of activity, efforts to advance children's coverage met unanticipated federal 
obstacles. The Medicaid citizenship documentation requirement, enacted in 2006 as part of the Deficit 
Reduction Act, sent state simplification efforts backwards by requiring U.S. citizens appl)~ng for Medicaid 
to present original documents proving their citizenship and identity. States reported that this new rule 
ushered a deep decline in the enrollment of eligible U.S. citizens, especially children. 

The expected reauthorization of SCHIP also encountered lOadblocks. Congress passed two 
versions of legislation to reauthorize SCHIP and President Bush vetoed each of them. And, on August 17, 
2007, as SCHIP reauthorization was proceeding, the Centers for Medicare and Medicaid Services (CMS) 
issued a directive that impeded states' ability to expand coverage.' The year ended with these problems 
unresolved, meaning states were without the infusion of funds they were anticipating, and the new tools to 
bolster outreach and enrollment did not materialize. A temporary extension provided funds for SCHIP 
through March 31, 2009. 

When states adopted their budgets for the state fiscal year starting July 1, 2008, they were able to 
include funding for children's coverage expansions. Later, the economy began to show signs of trouble, 
but it was not until September 2008 that the breadth and depth of the unfolding fiscal crisis became clear 
as financial markets collapsed and unemployment started to rise sharply. States are now facing an 
extremely threatening fiscal situation, with state budget shortfalls expected to total $350 billion for the 
remainder of FY 2009 and through 2010 and 2011 4 

So far, most states have managed to maintain existing eligibility levels and procedural 
improvements. For example, despite serious financial pressures, states that enacted earlier children's 
coverage expansions, such as Iowa and New York, have reiterated their intentions to go forward. But, 
there are warning signs that this will become more and more difficult. 

THE KAISER COMMISSION ON 
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As in past economic downturns, states will continue to struggle with the mounting pressure to cut 
health coverage programs just at the time that an increasing number of people need the vital services they 
provide. Many states have already implemented or announced major cuts to health programs, mainly in 
the area of provider rates and benefits, which have a significant impact on access and the quality of care. 
States that have not yet expanded are likely to be deterred from increasing coverage because of the dire 
economic environment. 

Medicaid enrollment and spending growth peaked in 2002 at the same time state revenues dropped 
sharply. In response, states adopted an array of cost containment strategies to control spending growth. 
Then federal fiscal relief was made available to states through the Jobs and Growth Tax Relief 
Reconciliation Act of 2003, increasing the federal share of Medicaid costs, and lifting some of the burden 
states were carrying. The legislation restricted states from lowering Medicaid eligibility between September 
2003 and June 2004, as a condition of receiving relief funds. Thus, no state retracted Medicaid eligibility 
during this time period. SCHIP eligibility also remained relatively constant, with only a few states cutting 
back. 

However, because they were still grappling with budget shortfalls, nearly half the states put in place 
enrollment procedures that made it more difficult for children and parents to secure and retain health 
coverage between April 2003 and July 2004.' Some states reported dramatic declines in children's 
enrollment as a result of these budget-driven changes, and children who were most likely eligible for existing 
programs became uninsured. For example, in Texas, SCHIP enrollment dropped by more than 149,000 
children (a 29 percent decline), in large measure, due to reducing continuous coverage from 12 months to 
six months. Washington state also repealed the guarantee of 12 months of coverage and required parents 
to renew their child's eligibility every six months as well as report changes in the interim. This, along with 
other procedural changes, led to a dramatic caseload reduction of more than 40,000 children. In 
Wisconsin's BadgerCare program, establishing more rigorous documentation requirements resulted in an 
enrollment decline of 13,000 children and parents in just the first four months of implementation. Several 
states also froze SCHIP enrollment. In addition to turning away children who qualified for coverage 
under SCHIP, this strategy adversely affected Medicaid-eligible children not subject to the freeze. Eligible 
applicants' path to coverage was limited when states stopped taking joint Medicaid/SCHIP applications or 
because families mistakenly interpreted news reports to mean that all coverage programs were closed to 
new applicants.' 

Coming out of the last economic downturn, states worked to eliminate SCHIP enrollment freezes 
and reverse some of the enrollment barriers they had imposed. This enabled caseloads to recover 
somewhat. An important lesson learned, however, is that the problematic effects of changing 
administrative procedures can endure if such changes send conflicting messages to prospective and current 
program participants. 

As this report goes to press, two major developments are within reach. Congress has taken up 
SCHIP reauthorization once again and is working towards passing a bill that will likely be one of the first 
pieces of legislation to be presented to the nation's new president, Barack Obama. Next will come a 
significant economic recovery package that will contain substantial state fiscal relief in the form of 
enhanced federal matching funds for Medicaid that will reduce the share of the costs states will have to 
contribute for the program. Passage of both these bills would provide needed relief, as well as the support 
to move forward on enrolling more eligible, uninsured children. These measures would also help reinforce 
the federal/state partnership that is fundamental to the viability of health coverage programs. 
Strengthening Medicaid and SCHIP by making sure they are in a position to provide coverage to more 
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low-income uninsured individuals, is also an essential precursor to the larger task of enacting broad health 
care reform. 

II. About this Survey 

This report presents the findings of a survey of eligibility rules, enrollment and renewal procedures, 
and cost-sharing practices in Medicaid and SCHIP for children and families that were implemented or 
authorized between January 2008 and January 2009 in the 50 states and the District of Columbia. These 
policies have a large influence on how effectively Medicaid and SCHIP can deliver health coverage to the 
eligible children, pregnant women and parents who rely on the vital services these programs provide. They 
are the driving forces behind efforts to reduce the number of low-income people who lack adequate 
insurance but cannot afford to pay for it on their own. 

This study, the eighth annual survey conducted by the Center on Budget and Policy Priorities for 
the Kaiser Commission on Medicaid and the Uninsured, was carried out in the summer and early fall of 
2008, through extensive telephone interviews with state Medicaid and SCHIP program administrators. 
Detailed follow-up interviews proceeded through the end of the year. The findings reflect policies and 
procedures in effect in the states in January 2009, as well as coverage expansions that were authorized, but 
were not implemented, by states during the survey period. 
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III. Key Survey Findings - Current Status of Coverage for Children and Parents 

States continue to make progress on improving access to health coverage for low-income families. 
As of January 2009, income eligibility levels are as follows: 

6 

States provide health coverage for children and pregnant women under Medicaid or SCHIP as 
follows (Figures 1 & 2): 

44 states, including DC, cover children in families with income at 200% FPL or higher. 
($35,200 for a family of three in 2008). 

33 states cover children in families witb income between 200% and 250% FPL. 
(200%: $35,200 for a family of three in 2008; 250% FPL: $44,000 for a family of three in 2008). 

19 states, including D.C., cover children in families with income at 250% FPL or higher. 
10 of these states cover children in families with income at 300% FPL or higher. 
($52,800 per year for a family of three in 2008). 

40 states, including DC, cover pregnant women with income 185% FPL or higher. 
($32,560 for a family of three in 2008). 

FIgure 1 

Children's Eligibility for MedicaidlSCHIP by Income, 
January 2009 
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Flgur.2 

Medicaid Eligibility for Pregnant Women by Income, 
January 2009 
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States provide health coverage for parents under Medicaid as follows (Figures 3 & 4): 

In 12 states, family income must be less than half the federal poverty line for a working parent to 
qualify for Medicaid ($8,700 per year for a family of three in 2008). 

In 29 states, family income must be less than half the federal poverty line for a jobless parent to 
qualify for Medicaid ($8,700 per year for a family of three in 2008). 

18 states, including the District of Columbia, cover parents in families with income at 100 percent of 
the federal poverty line or higher ($17,600 per year for a family of three in 2008). 

• In 28 states, a parent in a family of three, working full-time at the minimum wage, earning on average, 
$1,092 per montb, cannot qualify for Medicaid. 
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Medicaid Eligibility for Working Parents by Income, 
January 2009 
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Medicaid Eligibility for Jobless Parents by Income, 
January 2009 
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I t continues to be more difficult for a low-income parent to qualify. for health coverage than for a 
child (Figure 5). The median income at which children qualify for Medicaid or SCHIP is 200 percent of 
the federal poverty line, but is much lower - 68 percent of the federal poverty line - for working 
parents. For jobless parents, the median income eligibility for Medicaid is just 41 percent of the federal 
poverty line, $601 per month for a family of three in 2008. In an economic downturn, this low income 
limit can take a serious toll on families. For many individuals who have lost their jobs and also their health 
insurance, COBRA coverage is likely to be prohibitively expensive or may not be available, and parents 
may turn to public programs for coverage. However, they may find that the unemployment compensation 
payments they receive put them over the income limit for Medicaid. (Since unemployment compensation 
is unearned income, "earnings disregards" that are designed to help working families qualify do not apply.) 
Jobless parents may eventually become eligible, but in the interim they are subject to health risks and 
financial exposure that can have deleterious consequences for themselves and their families. 

Figure 5 

Median MedicaidlSCHIP Income Eligibility Thresholds 
for Children, Pregnant Women and Parents, 

January 2009 

Percent of Poverty 

Children Pregnant 
Women 

Working 
Parents 

SOURCE: Bas~d on a ,",~onal survey conducted bY'he Center on Budgel 
and Polley Priontias lor KCMU. 2009. 
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IV. Key Survey Findings - State Actions During 2008 

Overall, states continued to make progress on improving access to health coverage, but a few 
setbacks warn about impending problems (Figure 6). 

More than one-third ofthe states (19 states) took steps to increase access to health coverage 
for low-income children, pregnant women and parents. Fifteen(15) states authorized or 
implemented coverage expansions (CO, LA, IN, KS, LA, MD, MY, ND, Nj, NY, OK, OR, Sc, TN, 
WI); 11 states reduced procedural barriers (AZ, CO, LA, KY, LA, MD, MT, NY, OR, SC, UT) and 
three states reduced financial barriers to Medicaid and SCHIP (TN, W A, WI). 

Agure6 

Number of States Taking Action Affecting Access 
to Health Care Coverage, Jan 08 - Jan 09 

States that Improved Access 

10 
States that Restricted Access 

SOURCE: Based on II nalional survey conducted by the Cenler On Budge1 and 
Policy Priorities lor KCMU, 2009. 

Ten states (10 states) enacted at least one measure to restrict coverage. The most common 
restriction was to increase financial barriers such as new or higher premiums in SCHIP programs. 
Eight states (GA, LA, MN, MO, Nj, NV, PA, RJ) went in this direction. Rhode Island and South 
Carolina restricted eligibility, the former cutting income eligibility for parents, and the latter 
establishing a three-month waiting period in its new separate SCHIP program, during which children 
must remain u11lnsured before they can enroll. California, increased the frequency with which parents 
and children are required to renew coverage. 

The actions taken by Rhode Island and California, among the £Ust states to feel the effects of the 
economic downturn, raise concerns about where other states could be headed if theit fiscal pressures 
go unaddressed. The premium increases in Rhode Island are steep, coming at a time when families are 
likely to be financially strapped. Premiums of $45 per child per month are now required for children 
in families with incomes as low as 133 percent of the federal poverty line ($23,467 for a family of 
three in 2008), as compared to the previous startiog point, 150 percent of the federal poverty line. 
Premiums for other children range from $86 per month to $114 per month, representing an increase 
of up to $29 per month for some. 

California'S retraction of 12-month continuous eligibility for children withdraws the guarantee of full­
year coverage, which is critical for children with ongoing medical needs. In addition, the state will 
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now require children and parents on Medicaid to comply with a semi-annual reporting procedure that 
is likely to cause otherwise avoidable gaps in coverage for eligible families. It will also create 
unnecessary and cosdy administrative burdens, since eligible families dropped from the program are 
likely to reapply within a short period of time. These changes could result in more than 260,000 
children losing coverage by 2011. A large number of parents would be affected as well.' 

The economic crisis is widespread, and serious health care and other cuts are looming, but states 
are demonstrating a steadfast commitment to covering children (Figure 7). States continued to 
enact eligibility expansions for children, and state officials in several of those states, such as Iowa and New 
York, plan to go forward even though they are facing significant budget shortfalls. Federal constraints that 
have dampened states' ability to expand, such as the unresolved reauthorization of SCHIP and the August 
17"' directive, have caused several states to put expansions on hold or scale back temporarily. Others, such 
as Wisconsin and New York, are using state funds to pay for children whose coverage is precluded by the 
August 17'h directive. 

Figure 7 

Number of States Taking Action Affecting 
Children's Access to Health Care Coverage, 

Jan 08 - Jan 09 

States that Restricted Access 

SOURCE: BaSed On a natiQnal survey conducted by the Center on Budget and 
Policy Pr\onties lor KCMU, 2009 

One-third of the states (17 states) increased access to coverage for children. Ten (10) states 
implemented or authorized eligibility expansions for children. Iowa and Montana raised children's 
coverage (scheduled to begin later this year), to 300 percent of the federal poverty line and 250 
percent of the federal poverty line, respectively; Kansas implemented a children's coverage expansion 
to 250 percent of the federal poverty line. If the August 17'h directive remains in place, these states 
will be subject to the strict conditions it imposes. Eligibility increases were also implemented, but to 
more modest levels in Colorado, North Dakota and South Carolina. New York adopted the option to 
allow children leaving foster care upon reaching age 18 to keep their Medicaid coverage. 

Of the ten states that expanded coverage for children, four were implementing expansions that were 
authorized last year, but which had been held back by the August 17'h directive or by the uncertainty 
surrounding SCHIP reauthorization. Louisiana and Indiana increased eligibility to 250 percent of the 
federal poverty line, rather than 300 percent. Wisconsin and New York chose to move forward with 
their full expansions, funding coverage over 250 percent of the federal poverty line with state funds 
only. Illinois has been funding its expansion using state dollars. Planned expansions in five additional 
states (NC, OH, OK, WA, and Wl/) remain stalled. 
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Iowa Children Get A Coverage Boost 

Buoyed by a groundswell of public support for covering children, Iowa Governor Chet Culver, along with 
state legislators, remain strong in their pledge to expand health insurance to more of the state's uninsured 
children. In the last legislative session, state legislators passed an expansion of hawk-i, the state's SCHIP 
program, to 300 percent of the federal poverty line, which will be implemented in July 2009, and cover an 
estimated 5,000 new children. Program improvements have already proceeded. The state now guarantees 
children a full 12 months of continuous coverage and is pursuing ways to ease premium payment policies. 
For example, families new to the program will not have to pay premiums for the first two months of 
enrollment. Outreach is expected to go forward as well, but may possibly be scaled back. Like many other 
states, Iowa is in a severe budget crunch, with an expected shortfall of more than $600 million in the coming 
year. Major spending cuts are being planned, but it appears that the children's coverage expansion will go 
forward. Senate Majority Leader, Mike Gronstal (D) stated recently, "We committed to providing access to 
affordable coverage to every kid in the state of Iowa. I'm not interested in backing up on that commitment." 

*" "Health Promises Persist: Iowa lawmakers reco~cile health care goals, budget" The Hawkeye, January 15, 2009 . 

• Eleven (11) states took steps to reduce procedural barriers to coverage for children (Figure 8). 
Arizona, Kentucky, and Utah no longer require families to participate in face-to-face interviews to 
obtain health coverage for their children, and Colorado adopted "administrative verification and 
renewal," meaning the state no longer requires families to provide paper documentation of their 
income and eligibility workers use existing databases to verify the information families provide on the 
application. Maryland, Montana, Louisiana, South Carolina and Utah have revised their applications to 
allow parents to apply using the same simplified forms that are used for children, a change that 
benefits both children and parents. Iowa, North Dakota and Oregon now guarantee 12 months of 
continuous eligibility, considered to be one of the most effective tools for keeping children covered 
for as long as they qualify. One serious setback, the changes to the renewal procedures in California, 
was discussed earlier. 

Figure 8 

Simplifying Enrollment and Renewal: 
Strategies States are Using in Children's 

Health Coverage Programs, Jan 09 

Number of States: 

No Interview at Renewall~_ilii'Jiiii!liiiJ!i!iiiii!iill!ii!!il!!iJ2E!!!!i!il!i 49 

No Interview at Application fe;;""iii' ~;m~:i!iIl[E •. ",. O;:;]Ol!O!Wl:.J 48 
1 

No Asset Test 46 

12-month Renewal Period ~Ei!iiiiiw~~!itii1!i!fl"~~iiiil!il45 

12-month Continuous Eligibility '. 18 

Presumptive Eligibility in Medicaid 14 

Administrative Verification " 11 

SOURCE: Based on 8 national survey condLlCled by !he Center 
on Budget anc;! Policy Priorities for KCMU, 2009. 
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States Explore the Use of Technology to Facilitate Enrollment 

Emergence of Online Applications 

About half the states reported that they are implementing, or are in the process of designing, on-line 
applications. Several of these states also report allowing the use of electronic signatures, so that a follow-up 
signature page does not have to be printed and mailed in. (Other states appear unsure about the 
permissibility of electronic Signatures and point to the lack of clear federal guidance on this subject.) Some 
states at the forefront of using on-line applications also report that their applications currently interface with 
existing eligibility systems (or will in the future), so that information from the on-line application does not have 
to be re-entered by eligibility workers and an eligibility determination can move forward more rapidly. 

Database Usage 

Eleven states (12 states at renewal) report using technology to streamline the enrollment and renewal 
process. States report conducting matches with existing databases to verify income and other information, 
as well as eliminating rules requiring families to submit pay stubs or other paper documentation. This 
procedure is referred to as "administrative verification and renewal." Many states also are conducting data 
matches with their Vital Records departments to help families comply with the Medicaid citizenship 
documentation requirement, however, the technological capacity to do this efficiently varies considerably. 
Finally, states are exploring the use of technology to target outreach, for example, by conducting data 
matches with existing databases to identify children and parents who are likely to qualify for health coverage 
but who are not enrolled. States report using matches with food stamp databases for this purpose, and have 
expressed interest in using state tax system databases. 

• Outreach budgets in a number of states were increased in 2008, however, some states are 
beginning to report that these funds are being curtailed. Several states reported increases in 
outreach funding in 2008, sometimes associated with new expansions, but also for ongoing 
promotional activities and community-based application assistance. In recent follow-up interviews, 
some state officials indicated that their outreach budgets have now been cut; others expressed 
skepticism for conducting aggressive outreach in light of budget shortfalls. Still others said their 
outreach activities would go forward, with some indicating that activities would emphasize renewal 
assistance so that already enrolled children do not lose coverage. 

A few states reduced financial barriers to children's coverage, eliminating or lowering 
premiums for some children, while other states increased premiums (Figure 9). Tennessee, 
Washington and Wisconsin either reduced premiums or eliminated them for some children. Georgia, 
Minnesota, Missouri, Nevada, New jersry, Pennsylvania and Rhode Island increased premiums for children, 
with two of these states showing significant increases. Minnesota premiums increased by up to $14 per 
month for some children. Premium increases in Rhode Island, discussed earlier, represented the most 
severe increases for children this year. New premiums implemented in Louisiana, apply to the state's 
new expansion group (children with incomes between 200 percent and 250 percent of the federal 
poverty line). 

• Co-payments for health services were adopted in one state and increased in two states (Figure 
10). Currently, 24 states charge co-payments for children's health services. Wisconsin adopted new co­
payments, and West Virginia and Utah increased co-payments for prescription drug coverage. Only 
one state, Montana decreased co-payment amounts. 
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States with Premiums or Enrollment Fees in 
Children's Health Coverage Programs, 
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States with Co-payments for Selected Services 
in Children's Health Coverage Programs, 

January 2009 

Number 01 States 

24 23 

TDlal ellle. 
charging any 
co-plymerrt 
lor chlklren 

Oulpalient 
prescription 

drug. 

Phyddan 
vt.lb(Not 

preventive) 

_"'''_o!_C1\argin; __ krl~"''_''''''''''''''" 
:OO% .... FPI.._ .... _pIO.o!.UIp_ .. ""' __ .,...". .. __ .... ---. sou~ce, _.., ................. """""" ... "Y'''"(:onto.-.., _ .. ondPoley __ krlKCMU ...... 

Inp.tlent 
hoapblcare 

Low-income parents applying for Medicaid coverage continue to face substantially restricted 
income eligibility and access as compared to their children (Figure 11 and 12). 
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A few states took steps to boost coverage and simplify procedures for parents. Three states -
NewJmry, Maryland, and Wisconsin - implemented parent coverage expansions. Still, in 28 states, 
parents working full time at minimum wage cannot qualify for Medicaid. One state, Rhode Island, cut 
parent coverage. Maryland also stopped counting assets in determining eligibility for parents, a step 
that fewer than half the states have taken. Given [he restrictive income eligibility levels for parents in 
most states, the majority of parents applying are not likely to have substantial bank accounts, multiple 
vehicles of significant value, or other resources that would disqualify them. The burdensome and 
intrusive paperwork associated with proving that one does not exceed the asset limit often deters 
eligible parents from completing the application process. Other measures were implemented to 
reduce procedural barriers for parents, including eliminating interviews and reducing the frequency of 
renewal (AZ, MD, UT), but these practices are still more prevalent in children's coverage programs. 

Ag ... l1 

Medicaid Eligibility for Working Parents 
by State Minimum Wage, Jan 2009 
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States Have Not Simplified Health Coverage for 
Parents to the Extent They Have for Children, 

January 2009 
o Children • Parents 

Number 01 State • 
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Maryland Expands Medicaid Eligibility for Low-Income Parents 

Access to health coverage increased measurably for thousands of low-income Maryland parents this year 
when an income eligibility expansion and a package of procedural improvements were implemented on July 
1, 2008. The state boosted parent eligibility from about 30 percent of the federal poverty line to 116 percent. 
The state also eliminated the asset test and no longer requires parents to have a face-to-face interview at the 
Medicaid office. This streamlined the process for parents and also aligned procedures for parents and 
children to a greater extent so that they can apply using the same simplified application form. Since its 
implementation, 29,682 adults have enrolled as a result of the expansion. 

To achieve this early success, a logical first step was to identify children already in Medicaid whose family 
income is below 116 percent of the federal poverty line and enroll the parents when they renew their child's 
coverage. Traditional outreach efforts including TV, print and radio publicity, as well as activities with the 
Baltimore Ravens football team, also have done much to inform families about the new coverage 
opportunity. In addition, the Medicaid and revenue agencies coordinated on a new initiative that used the tax 
system to identify 150,000 people who were potentially eligible. They were sent a letter from the state 
Comptroller inviting them to call a toll-free number for an application. Between December 1 and December 
12, 2008, nearly 1,800 hotline callers were sent applications. Others obtained applications on-line and 
through other avenues. 

Enrollment continues to increase and the recession is apparently a driving force: there were more approvals 
of parents in the expansion group during the first two weeks in December than there have been since it was 
implemented in July and state officials say they are seeing people who previously had secure jobs and are 
seeking help, perhaps for the first time. The budget is tight in Maryland, but in two rounds of cuts, the 
expansion has not been targeted. 

"Conversations with Maryland State Officials, January 2009. 

Income eligibility for pregnant women remained stable with nearly half the states covering 
pregnant women at 185 percent of the federal poverty line, Two states, Tennessee and Wisconsin, 
increased eligibility for pregnant women to 250 percent and 300 percent of the federal poverty line 
respectively. Oklahoma and Oregon both adopted the option to use SCHIP funds to cover unborn 
children of pregnant women. 

V. Discussion 

Recession Jeopardizes States' Ability to Maintain and Advance Coverage for Low-Income 
Children and Parents 

States have made substantial progress in reducing barriers to health coverage for low-income 
children and families. They continued to do so during the first half of 2008 by further expanding eligibility 
and streamlining enrollinent and renewal procedures. Now, as the economic crisis deepens, states will be 
under major pressure to contain costs. This may lead them to take steps that would not only reverse 
critical coverage gains, but would intensify the hardships so many families are already facing as a result of 
losing their jobs and their health insurance. In the last economic downturn, federal fiscal relief was 
successful in helping states address budget shortfalls, avoid deeper Medicaid cuts, and preserve eligibility, 
which was a condition of receiving enhanced federal funds. However, to deal with tight budgets, many 
states made procedural changes to their programs which blocked eligible children and parents from 
obtaining coverage at a time when they could least afford health care on their own. 
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Easing Eligibility and Simplifying Procedures Are Especially Important During an Economic 
Downturn 

Individuals who have lost health coverage due to unemployment need a smooth path to Medicaid 
and SCHIP'" Any period of time without insurance could cause ongoing medical conditions to escalate if 
it is not possible for families to find or pay for needed medication or other treatment on their own. 
Parents who are recently unemployed may find that the unemployment compensation payments they 
receive put them over the income limit for Medicaid. States can choose to disregard these payments or a 
portion of them in determining eligibility for jobless parents. States can eliminate their SCHIP waiting 
periods or at least ensure that a job-loss exemption is available. Minimizing documentation requirements 
and rescinding face-to-face interviews also are important since complicated, burdensome forms and 
procedures often discourage families from completing the process. Enrolling children for a full 12 months 
and simplifying renewal helps ensure beneficiaries remain covered for as long as they qualify. In addition 
to protecting children and families, taking such steps also saves administrative costs by reducing the 
workload on eligibility workers. Eligibility staff may have been cut at the same time application volume 
has increased. 

Premium Payment Policies Matter 

It also is important to ensure that unreasonable out-of-pocket costs do not keep eligible children 
from obtaining coverage and needed care. When a family has lost income or a job, it will be more difficult 
to keep up with premium payments on top of regular living expenses. Numerous studies show that 
premiums for low-income individuals can depress enrollment in health coverage programs' Similarly, 
burdensome co-payments can be an obstacle to getting needed care or medication. Programs should also 
avoid imposing strict payment time frames after which children are dis enrolled from SCHIP, as well as 
lock-out periods that bar children from returning to SCHIP if the lack of a premium payment forces them 
to lose coverage. 

Outreach Is Critical During Economic Downturns 

In tight budget times, it may appear sensible to cut outreach funds as states seek ways to contain 
the costs associated with expanding caseloads. Conducting outreach may also seem counterintuitive when 
hiring freezes and lay-offs mean there are fewer eligibility workers to process a larger volume of 
applications. However, families that previously had stable jobs with health insurance are likely to have 
little or no experience navigating the public benefits system. They may not know where to turn for help 
when they become jobless, nor are they likely to know much about Medicaid and SCHIP or realize that 
they may qualify. Community-based organizations and institutions can playa vital role in alerting families 
to the availability of free or low-cost coverage and in assisting families with application procedures. 

States are attempting to balance these competing pressures. For example, although New Mexico 
has had to make significant cuts to its Medicaid budget, the state will continue to reach out and enroll 
more uninsured children, a goal Governor Richardson has prioritized. A state Medicaid official explained 
that, while available funding will continue to be used for outreach, "the state does not have funds to do 
anything very aggressive or costly. It's difficult to justify spending on outreach when we're cutting 
elsewhere, however we will conduct some data matches to identify eligible but unenrolled children."l0 
Given the demands that outreach generates and the limitations created by personnel cuts, adopting 
simplified procedures are more important that ever. Streamlining renewal, in particular, protects the 
investment in outreach since it guards against eligible children and parents losing coverage unnecessarily. 
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Federal Legislation May Provide Needed Help for States 

Two major pieces of legislation are being considered in Congress as this report is being written. 
Both are critical to addressing the challenges states are facing as they report mounting defIcits and also 
attempt to assist the growing demand for health coverage among families that are suffering the effects of 
the weakening economy. The fIrst is reauthorization and extension of SCHIP legislation, which is 
currendy operating with temporary funding through March 2009. This legislation would provide the 
additional funds to maintain coverage for children currendy enrolled and cover additional uninsured 
children. I t would also provide bonus payments designed to encourage states to enroll more eligible 
children under Medicaid. 

The second piece of legislation is the economic recovery package. In this recession, with 
substantial state deficits, one form of assistance the federal government could provide is an increase in the 
federal share of financial assistance for the Medicaid program (FMAP). The amount of funding for the 
enhanced FMAP, the duration of the relief, the disttibution of the funds across states, and the conditions 
or maintenance of effort requirements related to eligibility are critical issues in the design of a recovery 
package. In 2003, one of the conditions for states receiving an increased FMAP was that they were 
prohibited from reducing eligibility levels in order to qualify for this fInancial assistance. Congress could 
also consider requiring states to maintain enrollment procedures to qualify for federal assistance and 
additional provisions to extend temporary Medicaid coverage to individuals affected by the economic 
downturn. 

The SCHIP reauthorization and economic recovery plan could provide an essential boost that 
would enable states to sustain the coverage gains they have achieved and give families hard-hit by the 
recession the confidence that assistance with health coverage will be available. 
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DEPT. OF HEALTH AND SOCIAL SERVICES 
OFFICE OF THE COMMISSIONER 

Representative Wes Keller, Co-chairman 
House Health & Social Services Committee 
State Capitol, Room 13 
JuneauAK,99801-1182 

Representative Bob Herron, Co-chairman 
House Health & Social Services Committee 
State Capitol, Room 415 
Juneau, AK 99801-1182 {S</' 

Dear Representat~r and ~ 

April 15, 2009 

SARAH PALIN, GOVERNOR 

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

I am writing on behalf of the Governor to respectfully request a hearing for Senate Bill 13 in the 
House Health & Social Services Committee. 

Senate Bill 13 increases the income level for covering children and pregnant women under 
Denali KidCare to 200 percent of the federal poverty guidelines, up from the current level of 175 
percent. 

Senate Bill 13 would allow approximately 1,277 more uninsured children and 225 pregnant 
women to access health insurance. Early intervention and preventative care under SB 13 will 
significantly improve the health of Alaska children's by addressing problems before they result 
in more costly conditions that must be treated later in life. Early care can also result in savings to 
the state and public and private sector hospital emergency rooms by reducing the need to treat 
indigent and uninsured patients for non-emergencies. 

Although we believe there is merit in several other proposals introduced this year to implement 
cost sharing provisions along with an increase in eligibility, we believe that providing essential 
care for those up to 200 percent of poverty level is more important than pursuing those options 
this year. 

Thank you for consideration of this request. 

~Y'" ~ 
William H. Hogan 
Commissioner 

cc: Gerald Gallagher, Director Governor's Legislative office 
Anna Kim, Governor special assistant 
House Health & Social Services committee members 
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Crisis Center· Community Services Center· Transitional Living 

Governor Sarah Palin 
State Capitol 
Third Floor 
Juneau, AK 99801 

April 9, 2009 

Dear Governor Palin, 

Senator Bettye Davis and Representative Les Gara introduced legislation providing 
transitional assistance and care for foster care youth leaving the state's care (SB 105 and 
HB 126). The Alaska State Legislature is currently reviewing these proposed bills. 

Covenant House Alaska (CHA) provides shelter, food, healthcare and transitional living 
assistance to Alaska's homeless youth. CHA strongly supports SB 105 and HB 126. 

The proposed legislation provides access to educational, housing and life skills support 
that is vital for young people to successfully transition to adulthood. Nearly 50% of CHA 
youth have been involved with the foster care system at some point in their lives. They 
arrive on our door step with a plastic bag full of a few belongings. Many of these youth 
survive for a few months after being released from care, but fmd at the young age of 18 
they don't have the resources and life skills required to live completely independently on 
their own. After living traumatized lives, they are faced with a new trauma and a new set 
of dangers that homelessness presents. 

This legislation is fundamentally about providing to our foster care youth the resources 
we would naturally provide to our own children. Youth still require assistance with 
educational, occupational and housing needs past the age of 18. This bill ensures that 
while we carmot completely erase the trauma endured by foster care children, we can 
lessen it. We can actively take steps to help them in a responsible, reasonable fashion. 

Thank you for your consideration of this letter and the proposed legislation. Please 
contact me with any questions you may have. 

Sincerely, 

»).M.~ 1+. (';u,~ 
Deirdre A. Cronin 
Executive Director 

Opening Doors for Homeless Youth 
Celebrating 20 years of service in the State of Alaska 

Mailing: P.O. Box 104640, Anchorage, Alaska 99510-4640· (90n 272·1255· www.covenanthouseak.org 



Janet Ogan 

From: 
Sent: 
To: 
Subject: 

March 10, 2010 

doctorem@aol.com 
Wednesday, March 10, 2010 11 :24 PM 
Rep. Wes Keller; Rep. Bob Herron 
in support of SB 13 and Denali Kidcare 

Dear Representatives Keller and Herron, and members of the House HSS committee, 

I am writing in support of SB 13, which has been worked over for 2 years now. SB 13 represents a classic opportunity to 
demonstrate the wisdom of "a stitch in time, saves nine." Helping children, single mothers and low-income workers get 
the health care they need BEFORE they land in the emergency department will SAVE money, not to speak of time lost at 
work, heart-ache, pain and suffering. 

This bill is not designed to waste money on those who could actually afford premium health insurance plans. We have all 
heard about Medicare loopholes in which billionaires get discounted drugs. This bill is about helping people who really 
need the help. The federal poverty limit for a family of 4 this year is less than $1 OOO/month per person. This level of 
income, which represents many hours of hard work in a lower-paying job, may pay rent, cold weather clothing and basic 
food. It will not allow for opportunities for self-advancement, nor savings, nor debt reduction, in particular if one or more of 
the family members has health issues. Even at 200% of poverty level, many families will struggle to pay health care 
insurance premiums, deductibles and co-pays. As you know, the single largest line item for personal debt in the US 
(Alaska included) is medical bills. Some families lose their homes over choosing to provide needed, yet expensive, care 
for their cherished children or siblings or parents. 

Alaska is the wealthiest state in the nation. Please let us help raise up people in this great country from such a level of 
struggle. It is shameful to refuse a small part of our $40 billion bank account to care for our own people. Health, 
ultimately, is absolutely the most precious resource for every individual. Without health, any amount of money or fame is 
trivial. Please, invest in the health of all Alaskan people, and let Alaska lead the way in taking care of its own. 

Sincerely, 

Dr. Emily A. Kane 
Juneau AK 
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5B /3 A IY\ eN J f'/\ ~Nts : 
It seems to me that its urifair for the chronically disabled to be penalized when 

they are·trying.sohard to become productive members of the community. It also seems 
unfair to PCl1lIlize working poor families by denying thctn cxtraassistanee until they are 
able to solve their finiulciiil &ituation. What I. would like to talk to you .abolitis my 
sOlutions to these.sitli~tions: '.. . ". .... . . ., .. .' 

• Please consider raiSing the federal poverty rate to 100% across all programs 
(i.e. Childcare Assistance, Adult Public Assistance, Denali Kid Care). 
Through this change, not only will it allow more families to qualify for services, 
but also it might give them the boost they need to stabilize their current situation. 

• Create an exemption process for working families t . htJ over 
Income limits. T IS wou gtve mi les e ability to receive assistance and 
continue working. From personal experience, I.k:ilowthat if my family had had 
the benefit of just a little extra assistance we would be able to take care of our 
family and be productive in work, which ultimately helps the State of Alaska. 

• Establish II transportation assistance fund for elders and people 
~perienciDg disabilities. When I lived in New York; the state ran a program 
that provided free transportation for elders and people experiencing disabilities 
through establishing a general transportation assistance fund to the state blldget. 
From my research, I noticed that the Alaska Commission on Aging advocated to 
get this discussed during the last legislative session. Unfortunately, the proposal 
did not get passed. As a person who experiences issues with affording public 
transportation, I strongly urge you to please give their proposal more 
consideration. 1fT was able to fully access transportation, I could focus on 
recelving treatment to help me better handle my symptoms. As I see it,this small 
change will assist me on my way to achieving my goal of gainful employment 
and safety/security for my family. 

I thank you in advance for your time and consideration in reading my letter. 
Please know that I welcome the opportunity to speak with you or one of your aides 
personal! y about my situation and ways I'm willing to help to create solutions to benefit 
all Alaskans, My contact information is listed above. Please feel free to contact me at 
your earliest convenience. 

Sincerely, 

Michael Markovich 

-#-~ ~1f-s~1 
M -:r ff\ +1-'?~@ ~ Mvt\ [ . CoM 
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SB l3 AM ~N JfY\erJt S 
Ways to decrease spending so that the Federal Poverty 

Level could be raised to 200%: 

• Eliminate 6 - month reviews for people already on Adult Public Assistance, The 
pliperworl/: so IS CilIhoersome for workers that cases Mve to be Shipped to other 
offices to be processed. Personally. I live in Anchorage, but my paperwork is 
processed in the Kenai office, From my research, Alaska is one of a few states 
that still do 6-month reviews, The majority of other states conduct reviews 
yearly, Imagine the time and money saved if paperwork was reviewed yearly. 

• Limit benefits for eople with rna' or criminal offences or hi of chronic dru 
or 01 use. When ying for benefits, ask people for proof of any criminal 
or substance abuse history. If 1hey comply. ask 1hem to sign a release so that 
history can be verified and case managers working wi1h the person can provide 
feedback on progress. If 1he person is in a rehabilitation program. they should be 
allowed on the program as long as they are actively working on staying out of jail 
or getting clean and sober. People who do not comply with the program or 
sanctions taken if they have a "bump in the road to recovery" should be removed 
from the program. The way I see it, if people are actively engaged in trying to get 
more self-sufficient, funding spent of fighting crime and homelessness would 
decrease, which will reduce the crime rate, cut spending on policing the State and 
save the State of Alaska money overall. 

• Create a buy in program for Medicaid and Child Care Assistance ro ams, If a 
'person oesn t qUite It the requirements for assistance due to income (for 
example if he or she is fmancially over by a few hundred dollars) allow them the 
option to partial pay for Medicaid or Child Care assistance based on what they 
can afford. This would assist people to get medical assistance as well as childcare 
so that they are hea11hyand able to find gainful employment, which helps them 
create a plan for self-sufficiency, A timetable would need to be set in place to 
ensure that participants work towards coming off the program, People who do not 
show compliance in working themselves off the program would be removed from 
the program after a year. 
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Alaska State Legislature 
Please enter into the record my testimony to 1he House H&SS 

committee name 

committee on SB 13 - Increase Denali KidCare dated 31912010 
billIsubject 

Catholic Social Services provides help & creates hope for nearly 19.000 individuals a year through a 
variety of social services programs that focus on self sufficiency. Many people seeking assistance at 
Catholic Social Services are the working poor - people that are just getting by, strugglihg each day to 
pay their bills and feed. their families. 

S8 13 is important legislation because it will ina-ease the Income englbillty guidelines for Denali 
KldCare from 175% to 200% of Alaska's federal poverty level (FPL). Nt. you know. this change would 
restore eligibility to 1,300 children and 225 pregnant women. 

Increasing eligibility to 200% of the federal poverty level is not only a good thing to do for Alaska's 
low-inCOme families but reflects sound fiscal policy as research shows that preventive care, such as 
that received through Denali KidCare, has a positive, retum on investment For example, children and 
pregnant women without access to health care are four times more likely to use expensive 
emergency room care for medical treatment The federal government covers almost 65% of the entire 
cost of Denali KidGare. llIerefore. compared to the long term expenses the State of Alaska will most 
likely incur if these vulnerable children and pregnant women continue to be denied access to health 
cars, the financial expendItUre associated With a retum to 200% of FPL is nominal .• 

llIank you for gMng Catholic Soclal Services an opportunity to speak out on this Important issuel We 
strongly believe that Denali KidCare helps parents raise healthy kids and we are all strengthened by a 
healthy community. 

Signed: Ellen Lawlor Krsoak . 
Testificr 

Catholic Social Services 
;;:':':~=~~~~~----------, '. Representing (Optilllllli) ".','. 
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Banner Health 

1001 Noble Street 
Fairbanks, AK 99701 
Phone 907 -459-3500 
Fax 907-459-3583 

Tanana Valley Clinic 

Representative Keller, 

I am writing in support of the Denali Kid Care Funding Increase that is currently being debated in-the Alaska 

Legislature. As a pediatrician in the Fairbanks community for over 25 years, I have seen first-hand the impact of 

healthcare costs on hard-working families in our state. 

Although my primary role as a pediatrician is to care for the health and well-being of children, it is also imminently 

important that I respect the concerns of parents and consider the welfare of entire families. Many of the exams, 

procedures and treatments that I provide put a heavy financial burden on families, producing a mountain of 

medical bills to be paid out of pocket. I am repeatedly faced with this ethical dilemma and must work to reconcile 

the necessity of treatment with the economic consequences of my decisions. Denali Kid Care alleviates much of 

the financial burden on families and, in turn, enables me to effectively administer a child's medical care without 

the added concern of a family's hardship. 

Currently, I am caring for an infant who has been producing bloody stools every few days. His parents are 

understandably concerned, and I have been performing tests to rule out common problems that may cause this 

reaction. At this point it would be appropriate.for theinfant to be seen by a Pediatric Gastroenterologist; 

however, due to the cost of seeing a speCialist, the family is unable'to move forward . 

. By increasing the, eligibility percentage from'175% to 20.0.%, -Senate Bill 13would give over 1,20.0. children health". 

insurance coverage. This,new eligibility standard would significantly relieve families-whomustcompromise their· 

childre~'s standard.of care due-to financial constraints.: AtTananaValleyClinic ~Io'ne, th'ere are at minimum 40. . 

famiiies, in both'thepediatric and OB/GYN departments, who;"ould benefit fro~ this inc(ease. Formany'hard­

working men and women who are currently just beyond the income cap to qual,fyfor Denali Kid Care, this new bil'l 

would mean the difference between making ER visits only in dire situations and scheduling preventative visits that 

ultimately create healthier children. Children who receive preventative care are four times less likely to visit the· 

emergency room; this in turn reduces the long-term cost of healthcare to the state. 

When I set out to practice medicine, I did not imagine that on a daily basis my conscience would be saddled with 

financial concerns when caring for a sick child. However, it is the current reality. Denali Kid Care alleviates many of 

these concer'ns not only for me as a pediatriCian, but more importantly for families who qualify for this service. As 

the economy continues to struggle and employees are laid off or faced with reduced hours and benefits, it is 

important that Alaska responds. This is an opportunity to extend care to over 1,20.0. families who would be 

otherwise unable to afford the healthcare that their children deserve. 

1 ,r -. 
, ,-' --",' ~:.. ," "t· , : : 
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April 15, 2010 

To: Members of the Alaska House of Representatives 

RE: SB 13 (Davis)-Support 

On behalf of the members of AARl? in Alaska, we encourage you to support sa 13, 
authored by Senator Bettye Davis, and co-sponsored by Senators Paskvan, Ellis, 
Wic::lc::chowski. and French as well as Representatives Gruenberg, Tuck, Kawasaki, 
Crawford, Herron, Munoz, Holmes and KerttuJa. 

AARl? is the world's largest organization of grandparents. We are concerned about 
health insurance coverage for everyone's grandchildren. 

SB 13 will return the Denali KidCare program to the fonner eligibility levels at 200% of 
the federal poverty level. We think this is an excellent plan and should provide 
comprehensive and preventive health coverage for many more young Alaskans and 
pregnant women. 

In addition, we have many retired grandparents who are raising their grandchildren. 
Currently there are over 5,400 grandparents responsible for raising over 8.200 young 
Alaskan grandchildren. V cry often these grandparents are retired and dependent on 
Medicare for their health coverage. Denali KidCare, in many cases, is the only health 
insurance they can secure for their grandchildren_ If these grandparents are not able to 
secure insurance coverage for their grandchildren, some of the children will have to leave 
this caring family envirolJlllent and become wards of the state. We hope you realize how 
important Denali KidCare coverage is to these extended families that are now in one 
household. These grandparents are trying to provide the best care for their grandchildren. 
They need Denali KidCare. 

Many AARP members have coverage through Medicare or their employer and they 
understand how important health insurance is to them; we support the efforts of this bill 
to provide coverage to other Alaskans who need it. 

A healthy future for our children should be something everyone can agree on. 

AARP requests an "AYE" vote on SB 13. 

Jennie Chin Hansen, President 
HEALTH I FINANCES I CONNECTING I GIVING I ENJOYING William D. Novelli, Chief 8<ecutiw Officer 
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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, 

Marie Darlin, Coordinator 
AARP Capital City Task Force 
415 Willoughby Avenue, Apt. 506 
Juneau, AK 99801 
586-3637 (voice) 
463-3580 (fax) 

CC: Senator Bettye Davis 

~002/002 
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fax 

Subject: Denali Kidcare 

Date: April 16, 2009 

To: Representative Sharon Cissna 

CC: Representative Bob Herron, HSS Co~Chair 
Representative Wes Keifer, HSS Co-Chair 

From: Various Anchorage Residents 

Fax: 465--4588 (Representative Cissna) 
465--4589 (Representative Herron) 
465-3818 (Representative Keller) 

Comments: 

Dear Representative Cissna: 

T-172 P001/025 F-189 

Please share these letters with your colleagues on the 
House HSS Committee. Thank you. 

24 pages plus cover sheet 
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Letter in Support of Increasing Denali KidCare Income Eligibility Levels 

Name: iotc \ 00 I e:hy.c 

Address: 

laasy KIljZ5tooe Haft: 

ra~h t2/t/e.c; 81<- ,99522 

Phone Numb~ 7:tIJ -7¥f9 

During the 2009 State Legislature, Senate Bill 13 imd 87 have been introduced to increase the 
. eligibility income level for Denali KidCare. These very important bills would increase Denali 
KidCare from 175% of Alaska's federal poverty level to 200%. These bills would allow 
thousands of additional Alaskan children IIIld pregnant women to be eligible for me<Iical 
assistance. Along with Governor Palin, I support an increase in Denali KidCare and encourage 
the Alaska State Senate to do the same. Here are my reasons why; 

tcoiod I '3 beo I ±b () ryl d R oMI io4 Y?1 00 fire 07jfrP (!h; /deelJ 
~ .., 0- .. 

Lt ,,11 pavrl rr7I1j(f[/YIJlfh 1650(5 4rVi 50Pv m1"Y'll"J( /0 In ( 

1®8 QlQ. Prefenbffn i'bh Iter), ()oro1tedch,klcen 
I 

Ore as"/. mare 1,)(el~fQ mj,)S'&trol-ltnojmaridojldre(l. fQot\Yl~ 

'\\\02:cd 'gece) =eM! p?!frrom {(Ig, oai{1A26r]IfrJY(1JOlfh& MM. I , 

Thank you for taking my thoughts into consideration. If you have lilly questions, please call me 
at the above number. Please do all that you can to support these impOrtlillt pieces of legislation. 

03/0S19OJ1 
Date 

This letter campaign was organized by concerned local citizens and Alaskan non-profit agencies 
and is not affiliated with any politician, political organization or poUtical action committee. 

-------
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Letter in Support of Increasing Denali KidCare Income Eligibility Levels 

During the 2009 State Legislature, Senate Bill 13 and 87 have been introduced to increase the 
eligibility income level for Denali KldCare. These very important bills would increase Denali 
KidCare from 175% of Alaska's federal poverty level to 200%. These bills would allow 
thousands of additional Alaskan children and pregnant women to be eligible for medical 
assistance. Along with Governor Palin, I support an increase in Denali KidCare and encourage 
the Alaska State Senate to do the same. Here are my reasons why: 

it tkr? ~ YkI ,10 M~ Uoy)()TMT ~ W' t!/uJ.IAm 
YAK! *r ~ kYA ~dtJiJ:6;~ ~fP1J 

c,b eAcU'-t.L- .i1). I)~ cJw~ w.u!. 

j/J ~ ~ '-f!;f;; ~ ~ P, PJ~ 1l0ifl/. 
<fI.-e. ~ ~. ~;?JJd(;fir2tfiJhJLipiit~~ 
Thank you for taking my tho\{ghts into consideration. If you have any questions, please call1t& 

~~illllim~=m ___ :::: 

19nature Date 

This letter campaign was organized by concerned local citizens and Alaskan non-profit agencies 
and is not affiliated with any politician, political organization or political action conunittee. 
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Matthew Johnson 

From: Rynnieva Moss 

Sent: Friday, April 17, 2009 1 :34 PM 

To: Matthew Johnson 

Subject: RE: A SCAN HAS ARRIVED. 

The portion spent on minor girls would be Denali Kid Care. Denali Kid Care is a name Knowles gave Medicaid for 
children. The feds call it CHIP Children's Health Insurance Program. It is Medicaid money. 

From: Matthew Johnson 
Sent: Friday, April 17, 2009 11: 18 AM 
To: Rynnieva Moss 
Subject: RE: A SCAN HAS ARRIVED. 

Would all of these dollars be funded through Denali Kid Care? 

From: Rynnieva Moss 
Sent: Friday, April 17, 2009 11:02 AM 
To: Matthew Johnson 
Subject: FW: A SCAN HAS ARRIVED. 

Look at page 3 - one-third of the way down on the page is the numbers; $418,200 dollars for the calendar year of 
2008. 

From: postmaster@legis.state.ak.us [mailto:postmaster@legis.state.ak.us] 
Sent: Friday, April 17,2009 11:S8 AM 
To: Rynnieva Moss 
Subject: A SCAN HAS ARRIVED. 

4180 4/17/2009 



Take Action: Alaskan Families Can't Wait - Support Denali KidCare Today! Page lof2 

Espanal Health Glossary Store 

'find 8 Health Center 
, 

rsearch This Site 
, 

Zip Code 01 : ~tate o 110101 ,Enter Keywords ... : !HDI 
'- ./ '- ./ 

Operated by:" Planned Parenthood of.the,_Gfeat_Northwest 

Take Action on this Issue 
Send this message to: 

• Senator Con Bunde 
• Senator Fred Dyson 
• Senator Thomas 

Wagoner 

Alaskan Families Can't Wait -
Support Denali KidCare Today! 
Please call Your Alaska State Senator today! 

Tell your Senator to Vote YES on Denali KidCare, Senate Bill 13, this Monday, 
April 6! 

Senate Bill 13 would increase the eligibility rate for Alaska's Denali KidCare program to 200% of 
the Federal Poverty level and would immediately help support children and pregnant women in 
these hard economic times. 

• YourrSta~e ;Ien~t~r (if Health care for children and pregnant women shouldn't be hostage to other bills; there is no 
you Ive In as a time for political games. Senate Bill 13 needs to move to the Senate Floor for a vote - and we 

send This Message 

Complete the following to 
send this message. If you 
have participated before, 
just type in your email 
address then submit the 
form. 
Email:* 

First Name:* 

Last Name:* 

Suffix: 

Address Line 1:* 

Address Line 2: 

City: * 

State: * 
-·Choose a State-· 

ZIP:* 

Phone Number: 

Fax Number: 

Gender: 

o 
Male 

o 
Female 
Email Preference:* 

o 

o 

Send me Plain Text 

o 
Send me HTML ** 
@ 
Don't Know 
Work Phone: 

need your help to get it there! Alaskan families can't wait. 

Please take five minutes to take action. Alaska's families are relying on you to speak 
up! 

1) Call/write your local district Senator and ask her/him to support Senate Bill 13 because 
Alaskan Families Can't Wait! 

2) Call/write to Senators Wagoner, D.yson and Bunde and urge them to vote YES on Senate 
Bill 13! 

If you have any questions about SB".13 or need support please call the Planned Parenthood 
public affairs office in Anchorage: (907) 770-9716, or email: ppactionak@ppgnw,o~g. 

Tell me more 

Talking Points 

Alaskan Families Can't Wait! 

Talking Points: 

1. Even in these hard economic times, a Denali KidCare income eligibility increase is good 
policy for the health and economics of our state -

An increase in Denali KidCare eligibility to 200% of the federal poverty level reflects sound 
fiscal policy as research shows that preventive care, such as that received through Denali 
KidCare, has a positive return on investment. For example, children and pregnant women 
without access to health care are four times more likely to use expensive emergency room 
care for medical treatment. Since the federal government covers almost 65% of the entire 
cost of Denali KidCare the additional financial exposure associated with a return to 200% of 
federal poverty level is nominal compared to the fong term expenses the State of Alaska will 
most likely incur if these vulnerable children and pregnant women continue to be denied 
access to health care. 

2. The people of Alaska and Governor Palin support this important increase -

Governor Palin has publicly committed her support of this change which would restore 
eligibility to 1,300 children and 225 pregnant women. 

3. Increasing Denali KidCare to 200% of Alaska's federal poverty level simply brings it back up 
to its original level approved by the legislature in 1999 -

Denali KidCare was authorized by the Alaska Legislature in 1999. The program was modeled after 

4181 http://www.ppaction.orgicampaigniAlaska_Supporl_Denali_KidCare_Today 4/17/2009 



Political Party: 

Issue Areas: 

CI 
Family Planning Funding 

El 
Contraceptive Coverage 

El 
Abortion Access 

CI 
Emergency Contraception 

CI 
Sex Education 

0 
Judicial Nominations 

CI Yes, I would like to 
receive a copy of this letter 

Check this box if you 
would like to receive 
periodic updates or action 
alerts 

*Required Field 
** Some older email 
programs may not display 
HTML correctly. 

[  Send  This Message [ 

Take Action: Alaskan Families Can't Wait - Support Denali KidCare Today! 	 Page 2 of 2 

similar programs around the country with an eligibility level set at 200% of federal poverty level. 
In 2004, the legislature changed the way Alaska calculated maximum eligibility for Denali KidCare; 
instead of basing eligibility on a percentage of federal poverty level, maximum eligibility was 
changed to a fixed income limit that essentially froze eligibility rates at the 2003 level. Over time, 
this approach has cut children of working families and pregnant women out of the program. By 
2007, the maximum Denali KidCare eligibility level had essentially fallen to 153% of the federal 
poverty level. 

Subject: 	- 
:Please • Vote YES on SB 13- Alaskan Fa 

Dear [ Decision Maker ], 

(Edit Letter Below) 

Alaskan families canwait. Please vote YES PQ 
on SS 13! 

As an Alaskan resident and voter, I think it 
is critical to increase the income 
eligibility guidelines for Denali KidCare 
from 175% to 200% of Alaska's federal poverty 
level. 

Please do not play politics with the health 
of Alaska's children! Vote YES on Senate Bill 
,13. 

,In these hard economic times, a Denali 
'KidCare income eligibility increase is good 
policy for the health and economics of our 
state. Children and pregnant women without 
access to health care are four times more 
'likely to use expensive emergency room care 
for medical treatment. 

Sincerely, 
[Your name] 
[Your address] 

1.4.1 

© Copyright 2009 Planned Parenthood& of the Great Northwest. Use of this slte signifies your agreement to our privacy.polty and terms of use. 

http://www.ppaction.org/campaign/Alaska_Support  Denali_KidCare_Today 
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§IAIE Of AlA§U 
DEPT. OF HEALTH AND SOCIAL SERVICES 

OFFICE OF THE COMMISSIONER 
FINANCE AND MANAGEMENT SERVICES 

SARAH PALlN, GOVERNOR 

P. O. Box 110601 
Juneau. AK 99811·0601 
Pirone: (Y07) 465-1630 

Fox: (907) 465·2499 

February 24, 2009 

The Honorable Reggie Joule, Chair 
House Finance Sub-Committee 
State Capitol, Room 502 
Juneau, AK 99801-1182 

Dear Representative Joule: 

In response to your questions on February 23, 2009 from the House Finance Sub-committee 
closeout hearing, please see our response below: 

}l> What does the childhood obesity initiative buy? b' it possible to do something for less? 

See Attachment A for an overview of the childhood obesity initiative and five major program 
components: 
• community coalitions, $42,600 
• obesity prevention media campaign, $190,000 
• development and training, $235,500 
• data gathering and evaluation pilot program, $69,000 
• program management and staff, $386,000 

}l> Describe Ihe program impact of reducing the subsidized adoption and guardian 
assistance incremellt by 50%? 

The OCS incremental request is to increase existing adoption subsidy levels using the foster care 
base rates that went into effect July I, 2008 as the cap for negotiated rates. The request included 
retroactive adjustments back to FY 2006 which captures most of the adoptions in the pipeline. 
While this is the approach that provides the majority of adoptive parents equitable subsidies, 
statute does not require retroactive adjustments. The statute does, however, require departmental 
review of the appropriateness of subsidy amounts upon request of the person caring for the child. 

If a 50% general fund reduction is required, retroactive adjustments would begin January 1,2007 
rather than July I, 2005. All subsidies negotiated from January I, 2007 through June 30, 2008 
would be retroactively adjusted. This results in a 703.6 GFM reduction to the current request. 
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Representative Joule 2 2124/2009 

~ Sexual Offender illcremeJlt added by the Sub-committee - What informatioll does the 
departmellt have to show that the McLaughlin Youth facility program actually works? 

Evid~'l1ce that the McLaughlin Youth Center (MYC) Sex Offender Treatment program is 
effective was recently provided in a study of the program conducted by Tonie Quaintance, a PhD 
candidate in the Clinical-Community Psychology Program at the University of Alaska­
Anchorage. In her 2008 report (see Attachment b) Ms. Quaintance found that the overall 
recidivism rate for 107 juvenile sex offenders released over the past 9 years was 17.8%-­
significantly lower than the state average of29% recidivism for all juvenile offenders released 
from juvenile institutions statewide in FY05. Most significantly, 0 of the 107 juveniles had 
committed another sex offense. Recidivism was defined as ofTenses that resulted in a new 
juvenile adjudication or adult conviction, or a probation violation resulting in a new institutional 
order. 

While there may be elements of the MYC program that could be used to inform and improve sex 
offender management around the state, it would be difficult to replicate the MYC Sex Offender 
Treatment program in rural areas. A more effective approach would be to deploy the "Village­
based Sex Offender Treatment Program" that served the small, remote communities around 
Nome between 1997-2005 and was recognized by the National Partnership for Juvenile Services 
as a "Promising Practice" (see Attachment C). In this culturally sensitive and community-based 
approach to juvenile sex offender management, a team of 8·20 people in a community agree to 
support a juvenile while a clinician would provide on-site, intensive sex offender management 
every 3 weeks. The juvenile is expected to complete 8 curriculum in sex' offender treatment while 
also learning social skills, respect, and empathy from local team members. The youth's juvenile 
probation officer facilitates meetings, reviews progress, and works with the team to detennine 
consequences for any violations the youth commits while on probation supervision. 

This program demonstrated preliminary success in the Norton Sound region but ended when the 
local clinician position was not funded due to budget constraints. The first step in returning this 
program to rural areas would be to enlist the services of a mental health clinician ski lied in 
juvenile sex offender management and consistently available to rural areas. Such individuals 
could be employed by the Division of Juvenile Justice, local or regional health providers, or 
could work on a contractual basis as needed. 

~ Please clarify DJJ's frollt line stajJillg "eeds from last year to this year_ Why are tI,ey 
being presented differently than in the past, what has changed? Whlll is the impact of 
no new stajJing incremellts ill FY20 I O? 

The division's front-line staffing request has shifted as planning has moved from a 4-year period 
to a I O-year period. In FY09 DJJ was presenting their 2rd year staffing needs within a 4rr 
plan, as requested by Representative Hawker. In FY20 I 0, while DJJ was preparing its 3 -year 
requests in this 4-year plan, the department was directed to develop a I O-year plan. This required 
the division to adjust its 4-ycar plan to fit a much longer framework, which may explain why the 
request is being presented differently from the past. Several DJJ facilities are still staffed at levels 
below what is recommended both nationally and by the state's own calculation to ensure safety 
and security for both workers and residents. The staffing shortfall has been temporarily covered 
by using overtime and non-perms. Funding for these expenses has only been made possibly due 
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to the vacancy factor built into the budget, and delaying recruitment by a minimum of 30 days to 
cover those expenses. 

When overtime and non-perms are used to cover shifts on a regular basis an unsafe situation is 
created by having either overworked or tired staff monitor the youth activities. Inexperienced 
individuals there are basically tasked with maintaining order, similar to a substitute teacher; little 
work in rehabilitation and restoration can be accomplished by these temporary, fill-in workers. 
Having an adequate number of perm anent staff ensure that we are able to provide 11 safe and 
consistent envirorunent that has a well developed structure and plan for these youth that ensures 
that they learn to behave safely around others, learn the discipline and self-control needed to 
complete school work and resist negative peer influences, and ultimately take responsibility for 
themselves so that they are able to succeed once they are released back to the community. 

> Please provide itlformation on the number of abortions and amount paid by state alld 
those paid by Medicaid for the secolld half of f'YOS and first half of FY09. 

The state paid $418.2 general funds for abortions or abortion-related Medicaid services incurred 
in the last half of FY2008 and the first half of FY2009 for 783 individuals based on claims paid 
in calendar year 2008. This isn't necessarily the number of abortions performed, but rather the 
number of individuals receiving abortions or abortion-related services. There were no abortions 
paid by federal Medicaid during that period. 

).> A significallt portion of DPA 's General Relief Assistance (GRA) fllnds go to fUlleral 
and burial expenses ofindigllant deceased persons ill Alaska. Please provide detailed 
illformation about these costs. For instance, ",hat exactly does the state pay for ill this 
regard? 

Exoense Annual Total MonthlY Av .... oe percent of !2i Av .... aePmt 
Rent $: 15.1 $9.6 $160.' 

~ 
$1.266.4 

$44.2 $3.7 

~ 
$288. 

$Il. $.9 $315. 

The ORA program pays for limited assistance for the burial of indigent persons. A maximum of 
$1,250 can be paid for basic funeral and burial services which include: 
• preparation and embalming, 
• an inexpensive casket, 
• a chapel service at the funeral providers place of business, 
• use of a hearse, and 
• use, of funeral provider's facilities and equipment. 

Payment of other burial related services (above the $1,250 allowed for basic services) may also 
be allowed. These include: 
• a cemetery plot where the deceased is going to be buried, 
• the cost of opening and closing the grave, 
• the cost of cremation if requested by next of kin, 
• the cost of hermetic sealer, oversized casket, clothing, extraordinarily lengthy storage, 
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• the cost of transporting the deceased from the place of death to the place or burial payment, 
• a processing fee of I 0% fOT a funeral provider pays directly to a cemetery or a transportation 

vendor for any of the items listed above. 

The chart below shows the 10 year history of burial costs only of the General Relief Assistance. 

Burial Costs - 10 Year History 

Monthly Total FY Average 
Fiscal Year Annual Total Avera~e Caseload Payment 

FYI996 $541 782 $45 149 353 $1,534.79 

FYI997 5563,428 $46,952 361 $1.560.74 

FY1998 5578,691 548,224 354 $1,634.72 

FY1999 $593,177 549431 347 $1,709.44 

FY2000 5645,067 $53756 387 51,666.84 

FY2001 $707.820 S58 985 402 51,760.75 

FY2002 5832,412 569,368 448 51,858.06 

FY2003 $907,686 575,641 508 51,786.78 

FY2004 5969,390 580,783 475 52,040.82 

FY2005 $1,041913 586826 524 5],988.38 

FY2006 $1 029992 585,833 50S 52,039.59 

The ORA program is a last resort. Assistance is granted only if there are not other resources 
available (including relatives) to meet the persons need for burial costs, or when the court has 
ordered the burial of an unclaimed body. The department advises families of the obligation to 
repay funeral and burial costs and sometimes receives payment from the family or estate. TIle 
applicable statute is AS 47.25.230. 

}> The Legislature has assllmed Q (ower case (oad for the senior benefits program ill 
FY20JO and reducedfulldillg an additional (933,0), Please review projections and let 
liS kllow the impact of this reduction, 

The Senior Benefits Program component request of$19,859.4 for FY2010 includes the total 
costs to adminisler this program. Unlike many of our other budget components, it includes the 
personnel costs to determine eligibility and provide benefits ($697. I}, as well as the cost for the 
benefit payments ($19,J 62.3). The benefit cost reflects the $500.0 decrement already proposed 
by the Depanment. We project benefits for FY2010 will total an estimated $18,926.4, which 
leaves a small balance to cover unanticipated increases to benefit costs. The projection for 
FY2010 provides for an estimated 6% increase in the caseload from FY2009, which will result 
from increased program outreach and growth in the popUlation age 65 and over. 

We assume that a reduction in funding of an additional $933.0 would need to be taken from the 
program benefits line, so that staff could be retained to administer the program. Such a reduction 
would result in our inability to pay benefits for all ofFY20 J O. Following is a chart illustrating 
the effect on benefits if this reduction were to occur: 

-- .. ---------------------------------------------------------------------~ 
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I 

Ju~ 

Aug 

Sap 

Dc 

Nov 

Dec 

Jan 

Feb 

Mar 

Apt 

May 

J.., 

Benefit projections with additional 

proposed decremenl of ($933.0) 

Monlhly Runnl"! 

Q2Il Ba@!g 

Bactnnino Balance 118,229.3 

51.553.3 $16.676.0 

51.562.7 $15.113.3 

SI.570.5 $13.542.B 

SI.576.8 $11.966.1 

51.583.1 $10.383.0 

$1.589.4 $8.793.6 

51.594.2 17.199.4 

51,597.4 $5.602.1 

11.599.0 $4.003.1 

SI.600.6 12.402.6 

$1,602.2 S80U 

$1.603.8 11803.4) 
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)- For tIre Brillg The Kids Home program, what is tile impact of postponing illcrements? 
What is the base level funding alreadY;1I the budget? 

BTKH has implemented perfonnance measures to monitor progress. These measures verify the 
decreasing utilization and cost of out-of-state RPTC care. Between FY 2007 and 2008 Out-of- . 
State Medicaid expenditures for Residential Psychiatric Treatment Centers decreased by $9.89 
million. In-State RPTC Medicaid expenditures essentially remained at 2007 levels. However, 
Alaska still spent a total of $47.7 M on RPTC care (in-state + out-of-state) for 847 children. A 
large amount of Medicaid resources continue to support the most restrictive level of treatment for 
a small number of children with severe emotional disturbances. The BTKH goal is to serve 
children and families earlier, and in less intensive programs. 

The BTKH funding strategy relies on investing Alaska Mental Health Trust funds and State 
General funds into the in-state services and supports needed to keep children from moving into 
out-of-state residential psychiatric treatment centers. This will reduce the eost of out-of-state 
residential care and allow those resources to support an in-state continuum of care. This moves 
funding from intensive services for a few children to less intensive services for a larger number 
of children and families. 

BTKH success to date reflects the development of some of the required in-state services: enough 
for some kids and in some locations. It also reflects the development of in-state RPTC care. 
However, BTKH has not yet established the basie building blocks needed to make the system 
sustainable, to serve children statewide, and to build the services to keep children out ofRPTC 
care. The additional BTKH funding requested for FY201 0 is for basic building blocks required 
for a system that serves fewer children in residential care. 
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Funding these BTKH increments will develop: 
• Flexible services that reach into the home first to keep kids and families intacl 
• Immediate access to services - or treatment on demand - when the child and family reach out 
• Strong families and healthy communities 
• Resilient children 

I. BTKH Community BH Outpatient Services 
FY09 base GF ~ 

$1,000,000 
$250,000 

"BTKH Outpx & Emergency Services & Training" 
"BTKH Home & Community-Based Start-Up Grants" 

This funding is developing community-based and in-home scrvice capacity in new areas of the 
State and is addressing gaps that result in children moving into residential care. As noted above, 
this goal is only partially accomplished. Without additional funding we anticipate increased use 
of residential care resources, for!bc children who are remaining in Alaska. While in-state RPTC 
may help to address this issue, long-tenn success depends upon our ability to divert more 
children from residential placements. 

Remaining gaps include services for children with severe emotional disturbances who have 
difficult presentations: children who are suicidal, aggressive, psychotic, or are frequent runaways. 
These children require programs with specific training and expertise to be stabilized in a home or 
community setting. Many agencies in Alaska still have limited capacity to serve children with 
these presentations. BTKH data continues to show that children with these challenges move into 
out-of-state care. 

Another gap is in training and expertise for children with both a developmental disability and a 
severe emotional disturbance (SED): children with autism disorders, traumatic brain injury, fetal 
alcohol spectrum disorders, and an SED. These children may not benefit from traditional mental 
health cOWlseling and lack of appropriate services often precipitates a negative spiral resulting in 
movement into acute or residential care. Unless the residential care is specifically tailored to their 
needs, it may also fail. 

DHSS can remediate some of these gaps through technical assistance, training and support (see 
BTKH Technical Assistance, below), however new programs require start-up funding to hire and 
train staff, ramp up service delivery, implement Medicaid billing, and implement new programs. 
Between FY06 and FY009 BTKH outpatient grants went to 22 agencies working in the following 
communities/regions: 

• Anchorage 
• Fairbanks - Interior 
• MatSu - Wasilla 

• Juneau - Southeast 

• Seward 

• Kenai Peninsula 

• Bethel Area 

• Kotzebue 

• Prince of Wales Island 

• Sitka 
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• Ketchikan 
• Metlakatla 

These agencies developed expertise and expanded services to additional children and families or 
to children with more challenging needs. BTKH grants are all targeted towards children with 
severe emotional disturbance and towards those children who will move from a community 
setting into a more restrictive level of care. 

Each year, the BTKH solicitation is targeted toward speci fic geographic areas, towards the 
populations of children who continue to be underserved, and towards best practices to maintain 
children in-state. Below are examples of activities that BTKH Community BH outpatient funds 
support: 

• Metlakatla Indian Community developed mental health services and Medicaid billing 
capacity. MIC was able to serve more than 40 children with severe emotional disturbances in 
FY08 rather than having those children leave the village to seek care elsewhere. 

• Central Peninsula General Hospital developed mental health services and Medicaid billing 
capacity in a new outpatient support program for adolescents with co-occuning SA and MH 
disorders. The target population was youth at highest risk of movement into more restrictive 
care. [n FY08 the program served more than 36 children, at least three of these children 
would otherwise have moved into an RPTC. 

• Family Centered Services of Alaska developed respite and crisis respite care in Fairbanks in 
order to support children to remain in community placements. In FYOS the program served 
100 children. At least two of these children were diverted from an acute care setting. 
Movement into an acute setting generally requires that the child be flown from Fairbanks to 
the Alaska Psychiatric Institute or Northstar Hospital in Anchorage. Most children who move 
into out-of-state care do so from acute care settings. 

• Denali Family Services in Anchorage developed intensive wraparound services for sexually 
reactive children. The program started in March of FY08 and served 4 children in its first 
quarter of operation. It w ill serve more children per quarter in FY09. This is a population of 
children for whom in-state services are extremely limited. 

• DHSS has applied for a FY2010 Federal grant that will provide up to $1.5 M in Federal 
dollars per year for six years. [f the federal funding is awarded, we intend to use BTKH grant 
funding to match it and to sustain the system that is developed through the grant. The project 
would target families involved in multiple systems (juvenile justice, developmental 
disabilities, children's services), with children who experience both severe emotional 
disturbances AND problems at school. These are families who will othenvise impact multiple 
state systems and funding streams. 

II. BTKH Individualized Services Agreements (ISA) 
FY09 base GF = S950K 

The individualized services funding is used to divert children from moving into residential care, 
and to help children to move out of residential care. Without additional funding, the ISA funding 
can only be used to divert children within the fairly narrow existing parameters, and at the current 
level of service. 
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During FY08. individualized service agreements supported 196 recipients to remain in 
community placements. This general funding is only used for services for which there is no other 
funding source and which are identified in a treatment plan developed by the child's 
individualized treatment team and signed off on by a master's level clinician. During FY08 and 
FY09 several areas were identified for which additional funding is required. These include: 

• 

• 

• 

• 

• 

Immediate need - Expanding to additional MH providers: As the resource becomes bettcr 
understood, its use is expanding. Some providers are using ISA funding appropriately to 
divert children from residential care, others arc not. For FY08, 23 providers signed on to 
coordinate ISA services. 

However, during the first and second quarters of FY09 there were no ISA used in the entire 
Northern Region. Unfortunately, this was not because children from the Northern Region 
were not moving into residential care. During the same time period there were only 17 
children from the entire Interior Region who used ISA. There is a continued need for 
outreach and training around use of ISA which will expand the need for funding. In addition, 
DHSS continues to develop management strategies to make ISA funding accessible and easy 
for providers to use but to also ensure that the funding is appropriately used when other funds 
are not available and when it will help create/salvage a non-residential placement for a child 
with a severc emotional disturbance. 

Immediate need - Diverting children in the services of the Office of Children's Services or 
Division of Juvenile Justice: During FY08 and FY09 DHSS began piloting use of IS A for 
children with a severe emotional disturbance at risk of movement into residential care or 
moving out of residential care who involved with juvenile justice or protective services. This 
strategy has been highly effective at building transitions for children with mental health 
disorders moving back into the commwlity from a juvenile justice setting. These children are 
at very high risk for recidivism to residential care or a justice setting. The strategy has also 
been effective to maintain foster care placements and to help children with severe emotional 
disturbances remain in their homes/communities. 

Immediate need - Diverting children with a primary diagnosis of substance abuse; Currently, 
ISA can only be used for children with a primary diagnosis of severe emotional disturbance. 
However, children with primary diagnoses of substance abuse often have a co-occurring 
severe emotionallbehavioral disorder and also move into residential mental health services. It 
would be strategic to expand ISA funding to this population in order to reduce the use of 
residential care. 

Possible strategy - Diverting additional populations of children; Several other populations of 
children also move into MH residential care when a co-occurring severe 
emotionallbehavioral disorder is identified and when community-based services fail. These 
include children with a primary diagnosis of an autistic disorder, a fetal alcohol spectrum 
disorder or a traumatic brain injury. It may be strategic to identify when an ISA could stop 
this progression. 

III. BTKH Technical Assistance 
No current funding 

This funding is necessary to help in-state providers improve business practices (such as 
expanding Medicaid billing) and to train in and implement clinical best practices in order to 
improve outcomes. In-state providers must expand their capacity to treat children with complex 
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needs. There continue to be populations of children for whom in-state services are still extremely 
scarce. These include services fOf very difficult presentations such as suicidal ideation/attempts, 
extreme aggressiveness or psychotic symptoms. There also continue to be significant differences 
in the capacity of providers to use Medicaid effectively to deliver in-home and community 
services. Without these services children cannot be safely diverted from RPTC. 

During FY2009;'DHSS used BTKH funding to begin training for children's mental health 
workers in Brief Strategic Family Therapy, wraparound and other best practices for serving 
children in their family setting. This FY20 I 0 funding request will support continued training for 
practices such as BSFT. It will also support training and support to providers to improve business 
practices and become sustainable via Medicaid and existing grant funding. To date, DHSS has 
not requested a single additional position to oversee the BTKH grant program (described below). 
To date, this grant program has been absorbed by existing staff. The funding capacity within 
DHSS to provide or contract technical assistance MUST be increased in order to support 
providers to expand capacity. 

IV. BTKH EARLY CHILDHOOD MENTAL HEALTH 

We need a qualified early childhood mental health workforce and early childhood 
professionals who can support positive social emotional development. 

Alaska is plagued by a lack of mental health practitioners experienced in early childhood mental 
health (ECMH) issues and intervention. Parents, teachers, child care providers, mental health 
clinicians, health providers and others often lack the training necessary to meet the needs of 
young children with mental health and social emotional concerns. 

Two of the approaches we are taking to bring up workforce expertise in this area are: 
I) A "Learning Network" for menIal health clinicians and early interventionists, and 
2) ECMH Consultation for wider array of professionals working with young children 

The budget request was to continue and expand the work of both of these approaches. 

Early Childhood MH Learning Network: 
No current funding through BTKH -limited funding through Federal ECCS and Title V. 
The budget request was to enhance a training and support network for early childhood mental 
health clinicians and other ECMH specialists. It included a position for an ECMH 
Leader/Coordinator with a high level of expertise in early childhood mental health, a statewide 
network of part-time early childhood mental health trainers, travel, training costs, monthly 
"Learning Network" conference calls and the annual Early Childhood Mental Health Institute. 

If this cannot be funded in its entirety, at a minimum it would be helpful to support 
continuation of the monthly "Learning Network" conference calls (S1S,000) and the Early 
Childhood Mental Health Institute (S27.700). 

ECCS Grant - Mental Health Consultation: 
FY09 base GF = $0 
FY09 MHTAAR = $75K "Early Childhood Comprehensive Systems Grant" (MH Consultation) 

This hudget request was to continue and expand ECMH consultation to early care and learning 
providers, Infant Learning Providers, and others who work with young children. Specific skills 
are needed to identify mental health problems and to serve children with these issues in their 
natural environments. The goal is to help young children remain in stable settings with qualified 
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and nurturing caregivers and prevent the development of serious emotional disturbance (SED). 
The current funding ($75,000) is being used to support two ECMH consultation projects. The 
expanded funding request for FY' 10 was to bring on additional projects in other areas of the 
state. 

If tbis cannot be fully funded, we request minimum funding to continue the FY09 projects 
($75,000). 

FROM THE EXPERTS: 

The following points are taken from: Mental Healtll Problems ill Early Childhood Can Impair 
Learnillg and Behavior for Life, Worki/lg Paper 6. developed by the National Scientific 
Council on the Developing Child, Center on the Developing Child, Harvard University, 

• The foundations of many mental health problems that endure through adulthood are 
established early in life. Early mental health problems disrupt the typical pattern of 
developing brain architecture and impair emerging capacity for learning and relating to 
others. 

• There are indications that early intervention can have a profound positive effect on the 
trajectory of emotional or behavioral problems as well as improve outcomes for children with 
serious disorders, be they psychological or genetic in origin. 

• Persistent poverty, threatening neighborhoods, and very poor child care conditions elevate the 
risk of serious mental health problems 

C: WHAT SCIENCE TELLS US: 

( 
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• Significant adversity early in life can damage the architecture ofthc developing brain and 
increase the likelihood of significant mental health problems that may emerge either early or 
years later. 

• Much impairment in mental health arises as a result of the interaction between a child's 
genetic predisposition and his or her exposure to significant environmental adversity. 

• Tbe behaviors and characteristics associated with mental health problems in the earliest 
years of life are often different from those seen in older children and adults with 
psychological difficulties. 

• If young children are not provided appropriate help, emotional difficulties that emerge 
early in life can become more serious disorders over time. 

• Some individuals demonstrate remarkable resilience in the face of early, persistent 
maltreatment, trauma, and emotional harm, but there are limits to the capacity of young 
children to recover psychologically from such adversity. 

• Serious developmental disabilities can also be associated with significant mental health 
impairments that are affected by experience and amenable to intervention. 

• The powerful influences of early relationship illustrate how much the emotional well-being 
of young children is directly tied to the emotional functioning of their caregivers and the 
families in which they live. 
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• For many providers of child health services and early care and education who are faced with 
children who present problematic behavior, the question of "when to worry" is paramount, 
yet little evidence exists to answer that question definitively. 

POPULAR MISREPRESENT A TIONS OF SCIENCE: 

• Contrary to popular belief, young children can and do experience serious emotional 
problems that are comparable in severity to what we observe in older children and 
adults, and can have lasting effects. 

• Contrary to popular belief, young children living in highly disadvantaged environments can 
be protected from serious emotional or behavioral consequences. 

THE SCIENCE-POLICY GAP: 

• Professionals who are regularly involved in the lives of infants, toddlers, and 
prescboolers often lack the knowledge and skills that would help tbem identify the early 
signs of mental health problems as well as fully understand the consequences of famlly 
difficulties and parent mental healtb problems for young children '5 development. 

• In most communities, mental health services for young children and their families are often 
limited, of uneven quality, and difficult to access, and there are few well-trained professionals 
with expertise in early childhood mental health. 

• There has been a dramatic increase in the use of psychoactive drugs for young children with 
behavioral or mental health problems, despite the fact that neither the efficacy nor safety or 
many of these medications has been studied specifically in children at these early ages. 

IMPLICATIONS FOR POLICY AND PROGRAMS: 

• Because young children's emotional well-b';ing is tied so closely to the emotional status of 
their parents and non-family caregivers, the emotional and behavioral needs of infants, 
toddlers, and preschoolers are best met through coordinated services that focus on their full 
environment of relationships. 

• Therapeutic help for a young child with emotional or behavioral problems can be provided 
through a combination of home- and center-based services involving parents, extended family 
members, home visitors, providers of early care and education, andlor mental health 
professionals 

• Mental health services for adults who are parents of young children would have broader 
impact if they routinely included attention to the needs ofthe children as well. 

• Pbysicians and providers of early care and education would be better equipped to 
understand and manage tbe bebavioral problems of young cbildren if tbey bad more 
appropriate profeSSional training in this area and easier access to child mental health 
professionals when they are needed. 

• A better coordinated infrastructure for funding mental health services for young children 
could provide a more stable and efficient vehicle for assuring access to effective prevention 
and treatment programs. 

• Cultural differences in attitudes and beliefs about behavior and mental health require 
sensitivity and respect for diversity as well as specialized intervention skills. 
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)> For the therapeutic court increment 015653.0 GF, exactly what is being maintained 
and wllat is being enhanced? What services would be eliminated If this increment is 
not received? 

This increment will continue funding the Anchorage Alcohol Safety Action Program (ASAP) at 
its current level of service, providing direct services to clients for screening, referral, monitoring 
and supervision of Anchorage-based clients. All clients are referred to ASAP through the 
Anchorage court system; referrals are made to both the misdemeanant ASAP program and the 
felony Therapeutic Court ASAP program. All adult ASAP services in the Anchorage area are 
provided by DHSS, Behavioral Health staff, housed at the Boney Court House (space is provided 
free of charge by the Alaska Court System, in support of the ASAP program). ASAP services are 
identified as a critical component of a comprehensive program for treatment of alcohol and other 
drugs as defined in AS 47.37.045(210); AS 47.37.\30 (5) and as a critical court referral for 
services as identified in AS 28.035.028(1) and AS 28.035.030(h). 

Background 
In FY07 and FY08, Behavioral Health received $750,000 per year in grant funds from the Alaska 
Highway Traffic Safety Office (AHTSO) at the Department of Transportation. Among other 
things, these funds supported 3.5 Adult Probation Officer positions and 4 administrative 
positions in the Anchorage ASAP office. 

In FY09, we were informed by DOT that we would not receive an award because they had 
changed their focus for the use of the federal funds. After much discussion and negotiation, we 
eventually received a reduced award of $400,000 with the understanding that these grant funds 
will end effective September 30, 2009. 

Prior to Fiscal year 2007 when we first received these DOT grnnt funds, all ASAP positions were 
covered by state alcohol tax funds, receipt supported services (generated by ASAP fees) and 
limited state general funds. In an effort to maintain our ASAP program at full staffing, DOT 
grant funds were applied for to provide more stability tban receipt supported services funds, 
which fluctuate depending on client payments. At the time we applied for funding, there was no 
indication the focus of these funds would change in the next three years. 

Program Overview 
The Alcohol Safety Action Program (ASAP) including the Therapeutic Courts operate as neutral 
links between the justice and the health care delivery systems and are responsible for service to 
Adult, Juvenile and all ofthe different Therapeutic Court's program participants who have 
alcohol or drug related offenses. The ASAP program operates in eleven communities 
(Anchorage, Kenai, Homer, Wasilla, Dillingham, Fairbanks, Ketchikan, Kotzebue, Juneau, 
Kodiak, and Seward). All programs except for the Anchorage Adult ASAP program are offered 
by community-hased agencies with funding from Behavioral Health. Due to the size of the 
Anchorage Court, referral and education/treatment system, the Anchorage Adult program is 
operated by Behavioral Health with a coordinated, cross-discipline service system in place to 
meet the large volume of referrals to ASAP. The FYIO increment of $653,000 is to maintain 
Adult ASAP seJVices in the Anchorage community. 
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Individuals referred for ASAP services include both first time offenders (most often 
misdemeanants) and repeat offenders (more often felony-level offenses). As an example the 
Alaska Division of Motor Vehicles reported 5888 Drinking Under the Influence (DUl) offenses 
in 2008. Of the 5888 DUl offenders, 4047 were first time offenders and had not yet participated 
in an ASAP program. Most first time offenders arc referred to ASAP for services as are many 
repeat offenders .. In 2008, 44% or 2,582 of these DUr offenses were committed in Anchorage. 

Impact 
The requested increment enables the ASAP Probation Officers to screen, refer, monitor and 
supervise 5,552 new Adult ASAP cases, 8,000 open and ongoing cases, and the over 200 
Therapeutic Court participants that require a much higher level of management and supervision 
each year. Without this increment to support 3.5 ASAP Probation Officers we will lose the 
ability to screen, refer, monitor and supervise 60% or 3,331 of our 5552 new Adult cases per 
quarter and about 4,800 of our 8,000 other open cases per year. Of the 2,582 Anchorage DUl 
offenders reported by DMV, the ASAP officc would only be able to serve 1,032 of thosc DUI 
offenders, leaving 1,549 DUI offenders without the intervention that ASAP offers, leaving them 
ill-equipped to make the informed choices and behavioral changes that might prevent further 
contact with the justice system, the treatment system, and damage to the offender, their family 
and their community (e.g. continued driving under the influence of alcohol, alcohol-related 
violence, alcohol-related accidents, etc.). Without these funds the Anchorage Adult ASAP office 
will be left with two (2) ASAP Probation Officer, 2.5 ASAP Therapeutic Court Probation 
Officers and one (I) administrative support staff person. 

Without the requested increment about 40 of our most vulnerable offenders with mental health 
disabilities or substance addictions would not have the opportunity to participate in the 
Therapeutic Courts, a proven effective and cost saving program. According to a recent study, 
researchers found that the Therapeutic Court participants were 13% less likely to be re-arrcsted, 
34% less likely to be re-convicted and 24% less likely to be re-inc.'U'cerated than those offenders 
with substance abuse or mental health issues that were not afforded the opportunity to participate 
in a Therapeutic Court (Rhodes et al., 2006)1. Because each Therapeutic Court is staffed by a 
single Probation Officer, without the requested increment wc lose the ability to serve one 
Therapeutic Court project such as the Mental Health, Felony DUI or Felony Drug Courts entirely, 
decreasing that population's opportunity for a proven and effective intervention. 

Without this increment four (4) of the five (5) ASAP administrative positions will be eliminated, 
further impacting our ability to provide timely and adequate client services. Our support staff 
assist all ASAP and the Therapeutic Courts activities; the loss of these funds will immediately 
decrease by 80% our ability to bill clients and generate revenue that hclps sustain our 
programming. This loss will decrease by 80% our ability to research prior client offenses 
through local and national databases to inform and help direct the client's optimum intervention. 
It will decrease our ability to send assessment and treatment assignment information to clients, 
request client's treatment status reports from providers, communicate client's treatment status 
with the courts, and maintain records of clients, all of which must be done in a timely manner for 
the program to be effective and successful. In reality, the one remaining administrative support 
staff would only be available for reception duties-answering the phone and greeting clients who 

I Rhodes, W., Kling. R .. & Shively, M. (2006). Suffolk County Court Evaluation. cambridge, MA: Abt Associates. 
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corne for appointments. All support activities identified above would become the responsibility 
of the remaining Adult Probation Officers, in addition to their direct client services. 

Currently Anchorage ASAP clients are screened and referred to an education or treatment 
program within 30-60 days after their offense, depending on how quickly they come into the 
ASAP office. With the projected reduction in Probation Officers and support staff, services for 
offenders would be delayed to 240-360 days from the time they come to the ASAP office. 
Clients would be placed on a "wait list" until staff could process their paperwork and schedule 
appointments for assessment and referrals. Without the assistance of the administrative staff to 
inform, gather and disburse the client's past criminal and treatment history to providers and the 
courts, create and maintain files, answer questions for clients and family members, this process 
will be greatly hampered, less effective, and greatly decrease the number of clients served. 

Substance use, abuse and dependency is a critical social problem in Alaska, with heavy and binge 
drinking responsible for much of the criminal behavior, health care emergencies, preventable 
accidents, injuries and deaths that we experience. ASAP provides an opportunity to reach 
referred individuals early, before the addiction and disease of alcoholism have taken control. 
ASAP provides early intervention, education, treatment and consequences for adults who are in 
the early stages of alcohol dependency. Without this program, many of these individuals will 
continue to enter and re-enter the criminal justice revolving door, ever increasing the damage of 
alcohol use to themselves, their families and their communities. Data indicates that participating 
in the ASAP and Therapeutic Court programs reduce both criminal and substance use recidivism. 
In a 2007 legislative audit of the ASAP program 9% of ASAP clients were reported receiving a 
new alcohol/drug criminal offense within 42 months after their initial offense compared to the 
1999 study that report 35% of ASAP clients received new alcohol/drug criminal offenses within 
36 months of their initial offense. It is clear this program works and increases the health and 
well-being on our citizens and our communities. 

If you have additional questions regarding this issue, please contact me at 465-1630. 

cc: 

Sincerely, 

~!~ 
Assistant Commissioner 

Representative Sharon Cissna, Capitol Building, Room 434 
Representative John Coghill, Capitol Building, Room 214 
Representative Nancy Dahlstrom, Capitol Building, Room 411 
Representative Bob Herron, Capitol Building, Room 415 
Representative Lindsey Holmes, Capitol Building, Room 405 
Representative Chari sse Millet, Capital Building, Room 412 
William Hogan, Commissioner 
Patrick Hefley, Deputy Commissioner 
William J. Streur, Deputy Commissioner 
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Jay C Butler, MD, Chief Medical Officer 
Wilda Laughlin, Legislative Liaison 
Betsy Jensvold, Budget Manager 
Clay Butcher, Public Affairs Officer 

15 

Mruy Sutton, Budget Analyst, Office of Management and Budget 
Gary Zepp, Fiscal Analyst, Legislative Finance 
Melissa Stone, Director of Behavioral Health 
Stephen McComb, Director of Juvenile Justice 
Ellie Fitzjarrald, Director of Public Assistance 
Beverly Wooley, Director of Public Health 

2/24/2009 

Log 4312009 
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, COMMENTAR 

Expanding SCHIP Beyond 
Poor Is Wrong Approach 
By Grace-Marie Turner 

Few issues generate more political 
emotion than the need to prOVidE' 

health insurance for children. 
It is much less expensive 10 cover 

children than adults. and healthy chil­
dren have the best chance of becoming 
healthy adults. But that does not mean 
the government must provide the insur­
ance. 

Nonetheless, lhe new Congress is 
poised to act on Presid('nt Barack 
Obama's campaign promi!'(, to pro\--ide 
government· run coverage for children. 
\\-'ilh the Stale Children's Health Insur­
ance Program (SCHIP) due 10 expire 
Mllrch :11, Congre~s is expected to use 
renewal of th(' program as a vehicle to 
require all children have health insur­
ance. 

Pushing Past the Poor 
But expanding SCHIP to cover all chil­
dren would be a mistnke, for four rea­
sons. 

First, Congress should makE' "ure 
poorer, uninsured children are covered 
first. At least two-thirds of the nation·s 
uninsured children already are eli· 
gible for SCHIP or Medicaid but aren't 
enrolled. If SCHIP were expanded to 
cover children in higher-income families, 
their parents would rush to the head of 
the line to get the taxpayer-subsidized 
covE'rage. When a '·free" government 
plan is offered. it's nearly impossible 
to resist. Poorer children would be left 
behind as states focused on enrolling 
higher-income kids. 

Second, expanding the program 
would "crowd out" the pri\-ate insur· 
ance many higher-income kids already 
have. Hawaii offers proof. Earlier lhi~ 
year, the state created a new taxpayer· 
financed program to fiU the gap between 
private and public insurance in an effnrt 
to proyide universal coverage for chil­
dren. But state officials found familie5 
Wf'fe dropping private coverage to enroll 
their children in the government plan. 

\\11el1 Gov. Linda Lingle saw the 
data. shf."' pulled the plug on funding 
With Hawaii facing budget shortfall!; 

(

She said it was UI],.H'i ·0 to 'DUd pllblic 
mOiley to replace private coverage ..:!!il. 
d'W' ~lreaU\ jIad. 

Third, putting many millions of chilo 
dren on a government program will 
quickly lead to restriction.c; on access to 
care. A young boy died in Baltimore nOl 
long ago from an untreated tooth infec­
tion, eVf'n though he was enrolled in 
SCHIP. The boy's mother couldn't find 

a dentist to see him. Situations like that 
happen because the Ilrogram·s reim­
bursement rates are ,,0 low that. few den­
tists can afford to take SCHIP patients. 

In MassachusE'tts's move toward uni­
versal heahh coverage. more people 
have in"urance, hut t.hey are finding 
physicians' practices are often filled, 
wilh waits for a new patient appoint-

"If SCHIP were expanded 
to cover children in higher­
income families, ... [p]oorer 
children would be left behind 
as states focused on enrolling 
higher-income kids_" 

ment at 100 days and couming. Putting 
morf:' children on SCHIP will add to the 
program's financial pressures, making it 
harrl..r for pOOrf'r kid" to get carr. 

Finally. government. insurance means 
polit.icians and bureaucrats. not parents. 
make decisions about t.he carl' children 
rE'ceive and what services will or won't 
be covered. 

A Better WilY 
There is a bf'tter way to hf'lp the unin-
sured become insured. 

Lower· and moderate·income unin­
sured families. not just children, need 
help to afford health insurance. But right 
now, the deck is st'-lcked against them. 
They make too m\lch money to quali(v 
for public programs, stich al'; Medicaid, 
but. don't have good, higher-paying jobs 
that come with health insurance. 

"A young boy died in 
Baltimore not long ago 
from an untreated tooth 
infection, even though he 
was enrolled in SCHIP. The 
boy's mother couldn't find a 
dentist to see him, ... 
[T]he program's reimburse­

ment rates are so low that 
few dentists can afford to 
take SCHIP patients." 

Th ed help in purchasin poli 
ani.! that help cou e provi(le through 
refundable t1lx crE'dits, which enable 
people to get the money even if they owe 
little or nothing in taxes. 

Also, 12 million more people would be 
able to buy affordAblf' health insurance 
if CongrE'ss were to allow peo])le to buy 
insurance across state lines. And market 
fixes could help people with preexisting 
conditions get private insurance. 

Providing Powerful Incentives 
Noni' of these reforms requires turning 
Qur health care s~·stem upside down or 
turning it. over to the government, and 
all wO\,ld provide powerful incentives 
for families with childf<>n to gf't health 
insurance they can own and keep \\'ith 
them. 

So when the drbate o\'('r universal 
coverage for children bf'gins tugging at 
the nation's heartstrings this year. it 
will be wise to consider the costs and 
consequences and look at alternative>. 
that put parent", instead of politicians. 
in charge of choosing thE' right health 
cnre for children. 

Grace-Marie Tumer (galeD'i:galen.org) 
is president of Ihe GalenIllstilllle. 
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U.S. House Votes to Expand SCHIP Program 
Continued from page 1 

the maximum income al\ow('d fur enroll­
ment, and more than 10 perc(>nt. of the 
6 million enrollees nationwide were over 
the age of 18, according 10 the Depart­
ment of Health and Human Services 
(HHS). SCHIP and Medicaid together 
now insure ·15 percent of all children in 
America. according to HHS. 

Funding in Doubt 
"This coverage is critiCAl [and) it is fully 
paid for," said then-President-elect 
Barack Ohama in a statf'ment. Con­
gressional estimates put the cost of the 
program's expansion at $32.3 billion, 
but others say it will be highN and the 
expansion, funded by an increase of 
61 ccnts per pack in the federal cigarette 
t.ax, is not "fully paid for," 

Supporters of the- legislation are over­
looking the problE'm created by using a 
Lobacco tax incrE'ase al> the 801(' funding 
source, snid Rep. DAve Camp (R-Ml), 
mnking RepubliCAn on thE' House Ways 
and Means Committee. 
~The problem is that 1 he percentage of 

Americans who smoko has bern dropping 
for decadE'S. Research and logic both show 
that raising the prices of cigarettes will 
lead to less smoking. and lesR smoking 
will lead to less and less money bring col­
lected by the f('deral government to pay 
for an expall,.qion ofSCHIP," Camp said. 

A study conducted by The Heritage 
Foundation concluded 22.4 million non· 
smoking Americans will have to begin 
consuming tobacco products in order for 
the' SCHIP expansion to maint.ain it., 
funding Ir\'('1. 

Hurting the Working Poor 
Experts say the use of a tobncco tax hI 

fund the SCHIP expansion will plac(' a 
greater burden on those the program 
was designed to help. 

According to the Cl'nters for Disease 
Control and Pre\'ention, undered\lcated 
and lower-income Americans ar(' morE' 
likely to smoke than their better-paid, 
morE' highly educated peers. "GivE'n such 
data," said Camp, "it L" hard to imagine 
a morE' rE'gressiv{' IJolicy, dispropor· 
tionately targE'ting f,al('h disadvnnt.ngp.n 
groups for higher taxes." 

"At a lime when the last thing we nE'ed 
is an even weaker small business com­
munity." !<aid Growr Norquist, presi­
dent of Amerienns for Tax Reform, "a 
tax increase on tobacco product'> will not 
only hurt con;:umE'rs and sellpegoat n 
segment of the American population fOf 
using a lE'gal product, but will also hurt 
small businesses, many of which often 
lean on tobacco ~ales to stay in business. 

~Furthermore_" said ~orquisl, gsuch 

a tax increase follows the absurci ratio· 
nalE' of discouraging a behavior on the 
one hanel while at the 8ame time relying 
on ilS continuancE' as a revenuE' stream. 
Funrling an f'XpallHioll of SCHIP 011 an 
already-declining reven\u" Htream is 
irrespon8ible and dang(>folls policy.~ 

State-Level Failures 
ExpE'rts say legisllltors should have paid 

INTERNET INFO 
House Resolution 2: http://thomas.loc::_ 
gov/cgi-bin/query/z1c111 :H.R,2 

closer at.t('ntion to reCE'nt state-IE'wl 
attempts to expand taxpayer-funded 
programs, which havE' be('n derailE'd by 
soaring costs and a "crowding-out" of pri­
vat(' health insurers. 

Grace-Marie T\lmE'r, pn~sident of th", 
GalE'n Institute. cit('d "Hawaii's hard· 
lE'amed lesson in h('alth care econom­
ics," referring to the Aloha St.'Ito's KE'iki 
Care program established in 2008 to pro­
vide covE'rage to children whose parents 
couldn't afford Jlrivat€ insurancE' but 
whose income was t.oo grE'at to qualify 
for other public programs. 

"Hawaii officials learned thaI. if }'ou 
offer people inSUrancE' for free. thE'y'll 
quickly drop other coverage to enrolL 

Aft.er seven months of operation. dur­
ing which 85 percent of Keiki f'llfoll· 
ees WE're former private policyholders, 
[Go\'. Linda Lingle (R)] was forced to 
diminate- the program altogether.~ 

Turner notE'd. 
~People who were already able to 

afford health carE' began to stop paying 
for it so they could gE't it for free." said 
Dr. Kenny Fink of Hawaii's Department 
of H\IIlHIIl Scrvice~ in a rE'iease. 

Unpopular PTogram 
CungrrsR attempt.ed to expand SCHIP 
in 2007, but legislation was twice vetoed 
by then-President George W. Bush, who 
objected to relaxing the program's eli­
gibility requiremrnts whl'n nellrly Iwo­
thirds of the nation's uninsured children 
w('re already eligible to enroll. 

In addition, acconling to the Centers 
for Medicare and MNlicaid Services 
(C~IS), 42 percent of that eligible unin­
sured population WE're actually enrolled 
in a state SCHIP or ME'dicaid program 
In 2007. but deciinE'd t.o renew th('ir 
enrollmE'nt-an indication that SCIIlP 
and other tllxpayer-fullded programs 
were not as popular as their proponent.s 
claim. 

Reform Efforts Rebuffed 
In 2008 CMS, at Bush's behest. is"uE'd 
a directIVE' tight.ening Scmp eligibil­
ity requirements, forcing states to limit 
the program to children whose family 
income was 2.5 timE's the federal pover­
ty level or less. Families making $44,000 
per yellr or more were to be remoV{'d 
from the SCHIP rolls ami hl'ld Ollt ohhe 
program uncil thrir stat(' had enrollNI 
95 pE'rcent of it., eligible uninsured in 
the program. 

Bu"h rescinded the directive after IIres­
sure from state gowrnment.s wishing to 
continue offering SClUP benefits 10 l)eO­
llie ineligibl(' uncleI' federal guidelines. 

At press limE', the SCHIP rE'solution 
was still pending in thf' Senate. Con­
greSSional observers expect the House 
version of the meafJure \\ltimately to be 
signed into law by President Obama. 

Jeff Emalluel (jcmanuel''''henrtlnnd. 
org) is research fellow for hralth care 
policy al The Heart/and Illstitute an.d 
tn.nnagillg editor of Health Care ~ews. 

INTERNET INFO 
"22 Million New Smokers Needed: 
Funding SCHIP With a Tobacco Tal(," 
The Heritage Foundation: http:// 

www.heritage.orglReseard!/ 
HealthCate/wm1S48.dm 
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Children in Alaska 

Uninsured 
22,162 
(46% > 200% FPL) 

Added by 5813: 1,277 uninsured 
Family of 2 from $31,868 to $36,420 

Family of 3 from $40,058 to $45,780 

Family of 4 from $48,248 to $55,140 
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Children with no Health 
Children with other Insurance and Pregnant 
Health Insurance Women with or without 

Health Insurance 
Household 

Monthly Income Monthly Income Size 
(150% FPG)" (175% FPG)" 

1 1,692 1,974 
2 2,277 2,656 
3 2,862 3,339 
4 3,447 4,021 
5 4,032 4,704 
6 4,617 5,386 
7 5,202 6,069 
8 5,787 6,751 

each additional 585 683 
Notc: An unborn child ofa pregnant 'woman is counted in the household size fot pregnant woman coverage. 

Key Points 
» Income figures are gross income (before taxes are taken out). 

» Income eligibility is determined based on biological or adoptive 
parent income. 

» Permanent Fund dividends are not counted as income. 

» A standard deduction per month for expenses related 
to employment may apply. 

» A standard deduction per month for dependent care expense 
may apply. 

» Child support payments may be allowed as a deduction. 

Rev. 3/09 

» Income records and proof of deductions must be submitted with 
application. 

» Anyone may apply for her/himself or on behalf ofa child or teen. 

» Children with other health insurance may still be eligible. 

» Children. teens and pregnant women covered by Indian Health 
Service benefits may be eligible. 

» Not sure if you're eligible? 
The only way to know for sure is to apply! 

* Based on the 2009 Federal Poverty Guidelines (FPG) for Alaska 
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DEPT. OF HEALTH AND SOCIAL SERVICES 
OFFICE OF THE COMMISSIONER 

SEAN PARNELL, GOVERNOR 

p.o. BOX 110601 
JUNEAU, ALASKA 99811-0601 
PHONE: (907) 465-3030 
FAX: (907) 465-3068 

ANSWERS TO HOUSE HSS COMMITTEE QUESTIONS ON SB 13 
Prepared by: Dept. of Health and Social Services 3-16-2010 

Answers to 3/10/10 email from Rep. Keller: 
How many of the projected 1300 children projected to be qualified with SB 13 are already 
insured? 

All 1300 children covered under SB13 would be uninsured at the time of application. A child 
cannot be insured under another plan as a condition of eligibility for Denali KidCare. It is 
possible that a child could obtain insurance at some point during hislher year of eligibility, but 
the child would be found ineligible at the annual renewal. 

Can you put together a "bell curve" that puts number of Alaska children on the vertical 
axis and the income level (before dividends) on the horizontal? If that cannot be done, 
please replace the number of children with the number of Alaska households and provide 
the average number of children per household in Alaska_ I would like to provide a 'visual' 
to the committee of the children addressed by SB 13 including a vertical line at 175% and a 
vertical line at 200%. Please include the table that is used to build the graph --- or just 
send us the table so we can build the bell curve. 

We are unable to provide the specific information that you requested, although we do have 
information that addresses the questions you raise. Below is a table of insured and uninsured 
children through age 18 broken out by income as a percentage of poverty. The income measured 
includes the PFD. It should also be noted that the source survey does not use the same income 
calculation and household composition rules that Medicaid uses in determining eligibility. We 
have also provided two graphic representations of the data. 
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Uninsured and Insured Alaska Children through age 18, estimates based on 
U.S. Bureau of the Census Current Population Survey administered in 2007, 

2008 and 2009 (Note: PFD amounts are included in household income) 

Income-to-Poverty Ratio in 
2006 to 2008 (using the 

federal poverty guidelines 
for Alaska) Insured Uninsured 

Below 50% 8498 2101 
50% to <100% 12509 3172 
100% to <150% 23477 3971 
150% to < 175% 6615 1461 
175% to <200% 11217 2598 

200% to 240% 13083 1894 
240% and above 92233 8242 

Uninsured Children 0-18 in Alaska by Ratio of 
Household Income to Poverty, based on 

Z007-Z009 Current Population Survey 
10000 ,---------------------

8000 -1-------------------
6000+----------~------------

4000 ~--------

2000 

o 
Sclow 50% to 100% to 150%to < 175% to 200% to 240PAiJnd 
50% <100% <150% 175% <200'% 240% above 
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Insured and Uninsured Children 0-18 in Alaska 
by Ratio of Household Income to Poverty. based on 

2007-2009 CUrr-eht Population Survey 

.Insured • Uninsul"ed 

23477 

66151461 

92233 

~Iow 50% 50% 10 <100% 100% 10 
<IS0% 

150%10< 
175% 

175%10 200%10140% 140%ond 
<2()O% above 

Table and Charts prepared by Health Planning & Systems Development, Div. of Health Care Services, AKDHSS ajr 
311 0/2010 

Matt Johnson's questions: 

1. Of the 1,277 kids who would be eligible for DKC under an increase to 200%, how many 
are currently on regular Medicaid? 

The fiscal note represents our expectations for the net impacts on the program. All of the kids 
we project adding under SB 13 would be net increases to the CHIP categories. We always have 
people coming and going and moving between regular Medicaid and CHIP. We do not assume 
that we would see a net decrease in the regular Medicaid categories, though there may be 
individual cases where children move from one category to another. We don't anticipate 
reducing any spending under regular Medicaid categories, so there would be no net savings. 

2. Is the ADN article reporting 11,000 more children enrolled in Medicaid in the last 18 
months accurate? 

Children's enrollment from July 2008 to January 2010 went from 58,028 to 69,117, for a total 
increase of 11,089. It changes from month to month. 
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42 USCS § 1397cc 

§ 1397cc. Coverage requirements for ehildren" health insurance 

(.) Required .eope of henlth insurance coverage. The child health assistance provided to a targeted low-income child 
under the plan in the form describeli in paragraph (1) of section 2101(a) (42 uses § 1397aa(a)] shall consist, consistent 
with paragraph. (5), (6), and (7) of subsection (c), of any of the following: 

(1) Benchmark coverage. Healm benefits coverace that is at least equivalent to the benefits coVC'rage in a benchmark ? 
benefit pack.ge described in .ubscctian (b). 

(2) Benchmark-equivalent coverage. Health benefits coverage that meets the rollowing requincments: 
(A) Inciu.,ion of ba.lc Rervieos. The coverage include. benefits for items and services within eacb of the catego­

ries ofb .. ,ic services described in .ub .. ction (0)(1). 
(B) AII~ega", .ctuario.l value equivalent to benchmark package. The covera~e h .. , an aggregate actuarial value 

that I. at le .. ,1 actuarinlly equivalent 10 one of the benchmark benefit package._ 
(C) Subs14mi.1 .ctu31ial value for additional .",vices included In benchm31k package. With respect to each of the 

eategorie. of .dditional services described in subsection (c)(2) for which coverage is provided under the benchmark 
benefit packase used under subparagr.pb (B), the cov",a~e has .n actuarial value that Is equal to at least 75 pacent of 
the aCl\I;Iriai value of the coverage of tho! category of service, in such package. 

(3) Existing comprehensive State-based coverage. Health benefit' coverase under un existing comprehensive 
Slate-based proQram, clcscribed in sub,cction (d)(I). 

(4) Secretary-approved cover.I!". Any olher health benefils coveraQe that the Scere"'ry determines, upon appllcarion 
by a State, provide. appropriate eoveroge for the population of targoted low-income children proposed to be provided 
such covern~. 

(b) flenehm31k benefil packnees. The bencbmark benefit package, ate as follow", 
(I) FEHflP-cquivalent children's health iru;urance coverage. The ."'ndart! Blue CrassIBlue Shield preferred provider 

option ""TVice benefit plan, described in IUId offered under "eclion 8903( J) of tirl. 5, Unil.d Sraus Cod •. 
(2) State employee covcnsge. A health beneHIS coverage plan that is offCTCd and gencrnlly available to StAte em­

ployees in the State involved. 
(3) Coverage offered tIuough HMO. The health imurance coverage plan tlull--

(A) is offered by a health mainlenance org.nization (a. defined in scelion 2791(b)(3) of the Public Health Service 
Act (42 USCS § 300gg-9J(b)( 3)]), and 

(B) hasth. largest insured commercial, non-medicDili enrollmenl of cov",ed lives of ,uch coverage plans offered 
by such a health m.lntenanco organization in the S"'to involved. 
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(c) Categol'ies of services; determination of actuarial value of coverage. 
(I) Categories of basic services. For purpos"" of this sectiOn, the c.tegories ofb .. ic services de.cribed in this paro-

sraph oro as follow", 
(A) Inp.Lient and outpatient ho.pital service •. 
(B) Physicians' surgical .nd medical services, 
(C) Laboratory an-ray services. 
(D) Wcll.baby and well-child care, incluc1ing age-appropriate immuni.ations. 

(2) Categories of addition.1 services. For purpose, of this section, the categoric. of additional services described in 
this paragraph are as follows; 

(A) Coveraae of prescription drugs. 
(S) Vision services. 
(C) Hearing servicell. 
(D) [Rede.ignoted] 

(3) Treatment of other categories. Nothing in this subsection shall be construed as preventing. State child health 
plan from providing coverage of benefits that are not within a category of services described in paragr.ph (I) or (2). 

(4) Detennination of actuarial value. The acruarl'll value of coverage of benchmark benefit pack.ges, coverAge of­
fered under the State child health plan, and coverage of any categories of additional services under beuchmork benefit 
packages and under coverage offeted by such a plan, shall be set forth in an actll";lI! opinion in an actuarial report that 
h .. been prepared--

(A) by an individual who is a member of the American Academy of Actuaries; 
(B) usinK generally accepted actuarial principles and methodologies; 
(C) u.,ing a standordized set of utilitation and price foetors; 
(0) usinC a standardized population th.t i. reprcscntl1tive of privately insured children of the age of children who 

aTe expected Ie be covered under the State child h •• lth plan; 
(E) .pplying Ihe same principles and Mars in comporing the value of different coverage (or categories of servlc-

~); 

(F) without taking jnto occount any differences in coverage based on the method of delivery or means of cost con­
frol or utilization !.!sed; and 

(G) t.king into account lhe ability of. State Ie reduce benelits by taking into account the increase in aCluarial 
value of benefits coverage offered under the State child health plan that results from the limitations on COSI shoring un­
der such coverllge. 

The actuary preparing the opinion shall selcct .nd specify in the memorandum the standardized set and population [0 

be used under subparagraphs (e) and (D). 
(5) Dentat benefits. 

(A) In sener.l. The child health assistance provided to. targeted low·income child shall include coverage of den­
tal services necessary to prevent disease and promote oral health, r •• tore oral structures to health and func~on. and t .. ""t 
emergency conditionN. 

(8) Pennitting use of dental benchmllfk plans by certain states. A Stale may clect 10 Dleet the requirement of sub­
parser"ph (A) through denIal coverage that is equivalcntlo" benchmark dental benefit package described in subpar.­
&raph (C). 

(C) Benchmork dental benefit pickage •. The benchmark dental benefit packages arc ". follows: 
(i) FEHBP children's dental coverage. A dent:.! benefits plan under chapter 89A of tide 5, United States Coda 

[5 uses §§ 8951 et seq.], that ha.. been selected most frequently by employees seeking dependent coverage, among 
such plans that provide such dependent covcrage, in either of the previous 2 plan years. 

iii) State employee dependent dental coverage. A dental benefits plan Ihal is offered and generally availabl. to 
State employee. in the State involved and that has been selected mo.t frequently by employees s""kinK dependent cov­
er .. ge, among such plans that provide such dependent cover.s., in either of the previous 2 plan yellfS. 

(iii) Coverage offered through commercial dental plan. A dental benefits plan th.t h .. the largest Insured 
commercial, non-medicaid enrollment of dependent covered lives of such pluns that i. offered in the State involved. 

(6) Mental health .ervic ... parity. 
(A) In general. In the ca.,e of a Stale child heallh plan that provid .. both medical and surgical benetiti and mental 

health or substance lI.\e disorder benofits, such plan shall ensure thai the tin.ncial requiremonlli and treatment limitations 
applicable to such mental health or substance use disorder benetits comply with the requirements of scction 2705(a) of 
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the Public Health Service Act [42 uses § 300gg-5( a)] in the sam. monncr as such requirements apply to a /lToup healtb 
plan. 

(B) Deemea compliance. To the extent that a State child bealth plan include, coverage with respect to an individ­
llAl described in seclion 1905(a)(4)(B) [42 uses § 1396d(a)(4)(B)] and covered under the State plan under section 
1902(a)(10)(A) (42 uses § J396(a)( JO)(A)] ofth. "",vices demibed In section 1905(a)(4)(B) (42 uses § 
1396d(a)(4)(B)] (relatini to e.rly und periodic screening, diagnosdc. and Ireaunent service. deflned in section 1905(r) 
(42 uses § 1396d(r)]) and provided In accordance with section 1902(0)(43) (42 uses § 1396(a)(43)], such plan ,h.lI 
b. deemed to salisfy the requirements of subparagraph (A). 

(7) COllstrucrian on prohibited cover.ge. Nothina in thio scetian .hall be construed as requiring any health benefits 
coverage offered und.r the plan to provide cover.ge for items or service. to.- which p.yment is prohibited under thi.& 
ml, [42 uses oM 1397aa et seq.], notwithstandin~ that any bencbmark benefit p.ckage includes cover.~e for such an 
item or service. 

(8) AvailabilitY of covera~e fOT ilems and servic~ furnished Ihrou~h !;Chool-based he:l..lth ecnte ... Noming in this 
rirIe [42 uses §§ 1397aa et "'q.] shall be construed as lilllitins a St"dle', abillty to provide child health ossi.tance for 
covered ilcm, and serviccs that are furnished through school-based health centers (as detlned in section 2I1O(c)(9) [42 
uses § 1397jj(c)(9})). 

(d) Description of existing comprehensive State-based coverage. 
(I) In gene .. l. A prosr.m described in this parseraph i •• child health coverage program that-­

(A) includes cover.ge of a range of benefits: 
(B) is administered or oYe,"cen by the State and receives funds from the State; 
(C) ia offered in New York. Florida, or Pennsylvania; and 
(D) was offered as of the date ohilt: enactment of this tiUe (enacted Aug. S, 1997]. 

(2) Modifications. A State lIIay modify a program described In paragraph (I) from tim. to time so iong a. it contin­
uos to meet tbo requirement of subparagraph (A) and does not reduce the actuarial value of the cover.g<: under tho pro­
gr.m below the lower of--

(A) the actuarial value of the coverage under the progr.m .. ot tho date of the enactment of this title [enacted 
Aug. 5. 1997], or 

(B) tho acluarial v.lue a..aibed In ,ub,ection (a)(2)(8). 
evaluated as of tb. time of the moditic.tion. 

(0) Cost-sharing. 
(1) Description; general Conditions. 

(A) De.cription. A State child he.lth plan shan include a description, consistent with tIli. subsection, of the 
amounl (it any) of premiums, deductibles, coin.uranco, and other cost sharing imposed. Any such chorges shall b. im­
posed pursuant to • pubUc schedule. 

(B) Protection for lower income children. The Slale child health plan may only vary premiums, deductib!t:., coin­
surance, and other cast .hating based On the family income of targeted low-incollle children in a manner that docs not 
ravor children from familie! with higher incorne OVer children from familie, with lower income. 

(2) No C051 sharing on benefits faT preventive services or promagcy-r.lated ... istance. The State child health pl.n 
may nO{ impo,;e dcductiblcs, coinSiutance. or oth~ cost shi"ring with respect to benefits fOr services within t~e category 
of services described in subsection (c)(l)(Dl or for pregnancy-related ns.istoncp. 

(3) Limitotlon. on premium. and cost-sharing. 
(A) Chi Wren in families with income below 150 percent of poverty line. In the case of a r..,.geted low-income 

cbild whose family income is at OT below 150 percent of the poverty line. the Slate cbild healtb plan m.y nat impose .. 
(i) an enrollment fee. premium, or similar clmgc tbat exceeds the maximum monthly charge permitted consis­

tent with standards established to carry Out section 1916(b)(1) [42 uses § ]396a(bJ(1)] (with respect 10 individuals 
described in .uch >cetion); and 

(ii) a deductible, cost sharing. or similar charge thllt .... cd. an amount thut is nominal (as detennlncd consis­
lent with regul.tions referred to in secrion 1916(a)(3) [42 uses § I J96o(aJ(3)], with such appropriate ndJustmenr fOT 
Inllation aT other Fe:lSons lIS the Secretary detennines to be re"oDllblc). 

(B) Other children. For children not described in subpar.~raph (A), subject to paragraphs (l)(B) and (2), uoy pre­
miums, deducribles. cost sharing Or similar charges imposed under the Slaw child health plan IIlAy be imposed on a 
sliaing scLlie related to income, except that the tolal annualaallfegaw cost-sbaring with respect to all tar~ted 
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low-income children in a family under thi' titl. {42 uses §§ 1397aa et seq.J m.y not exceed 5 percent of such family's 
income fot the year Involved. 

(C) Premium grace period. The SUIe child health plan·· 
(i) shall afford individuals enrolled under the plan a grace period of at lean 30 dayo from the .begirurln& of a 

new covera&e period to make premium payment. before the individual', coveTa2e undor Ibe plan may be lermin.ted; 
and 

(ii) .hall provide to such an individual, not later than 7 days after the tirst day of such grace period, nolic ... • 
(I) that fwllte to malee • premium payment within !he grace period will re,ull in termination of coverage 

under the Statc child health piau; and 
(II) of the individual', right to cballenge the proposed tennination pursuant to the applicable Federal regula­

tions. 
For purpOses of ciao .. (i), the term "new coverage pel'!od" means the monlh immediately following the IlISt month 

for which the premium has been paid, 
(4) Relation to medicoid requirement.. NothinS in this subsection ,haJJ be construed as affecting the rules retatll1~ to 

the use of enroUment fee" premiums, deductions, cost sharing, and similar charges in the case of targeted low-Income 
children who are provided child health assistance il1 tbe fum of coverage under a medicaid program under section 
2101(a)(2) [42 uses § 1397aa(aJ!2!]. 

(f) Application of certain requirements. 
(I) R .. 1riclion on .pplication of preexisting condition exclus!on •. 

(A) 111 ~eneral. Subject to .ubpatagr.ph (B), the State child health plan shall not permit the ImpOSition of .ny 
preexisting condition exclu,ion for covered benefits under the pian. 

(B) Group health plans and group he.lth insurance coverage. If tbe Slate child health pl.n provides for bcncfirs 
through payment for, or a contract with,. group health plan or group health iasurance cover'ge, the pian may permit the 
imposition of u preexlst!ng condlcton exdusion but only ill,ofar .. il is perm!ned under the applicable provision, of part 
7 of sublitle B of title 1 of the Emp!oyee Retirement Income Security Act of 1974 [29 uses §§ ] ] 81 er seq.Jand title 
XXVll of the Public Health Service Act [42 uses §§ JOOgg et seq.]. 

(2) Compliance with other requirements. Coverage offered uodcr tlris section shan comply with the requirements of 
subpart 2 of part A of tille XXVII of the Public Health Service Act [42 uses § 3OOgg·51) insofar .. such requIrements 
apply with reopeel to • health in,urance i ... ucr that offers group health insurance coverage. . 

(3) Compliance with managed care requirements. The State child hea!'" plan sban provide for the 'pplication of 
subsections (0)(4). (a)(5), (b), (c), (d), and (e) of section 1932 (42 uses § 1396.·2] (relatins to requirements for mao 
naged care) to cOyeralle, Stale agencies, enrollment brokers. m.naged care entities, and managed care organization. 
under thi. title in the ,arne manner as such subsections apply to coveras' Iilld such entities and organizations under title 
XIX [42 uses §§ /396 et seq.]. 

HISTOR.Y: 
(Aug. 14,1935, ch 531, Title XXI. § 2103, as added Aug. S, 1997, P.L. 105-33, Title IV. Subtitle 1, Ch I, § 4901(.), 

I II Stat. 554.) 
(Aumended Feb. 4, 2009, P.L. 111-3, Title I, Subtitle B, § Ill(b)(I), Title IV, § 403(a), Title V, §§ S01(.)(I), SOl, 

504(0), 50S(.), 123 Stat. 28, 84, 85, 89, 90.) 

HISTORY; ANCILLARY LA WS AND DIRECTiVES 

Amendments: 

2009. Act Feb. 4, 2009 (clfective on 411/2009. and applicable to child h •• !th ... istance and medic.! ;l.Ui'tance provided 
on or .ftcr that d.te, as provided by § 3(a) of such Ac~ which appears as 42 uses § 1396 nole), in subsec. (.), in the 
introductory matter, inserted ", (6),"; and, in subse<:. (e), in para. (2), de!eled subpar •. (B) which rea<l: "(B) :0ental 
he.lth services.", and redes!sn3lcd subpar ... (e) and (0) as subparas. (B) and (C), rc''J'CCtively, and added paras. (6) 
and (8); in subsec. (e)(2), in the heading, inserted "or pre~n.ncy·reinted assistance", and, in the text, insc:rted "or for 
prcgnKncy-relilted tLSsistancet1

, 
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STATE OPTION FOR ALTERNATIVE PREMIUMS AND COST 
SHARING 

EJIl1B 
Sec. 1916A. [42 U.S.C. 13960-1] (a)(1) In general.- Notwithstanding sections 1916 and ~02 
(11)(10)(6), but subject to paragraph (2), a State, at its option and through a State plan 
amendment, may impose premiums and cost sharing for any group of individuals (as specified 
by the State) and for any type of services (other than drugs for which cost sharing may be 
imposed under subsection (c) and non-emergency services furnished in a hospital emergency 
department for which cost sharing may be imposed under subsection (e)), and may vary such 
premiums and cost sharing among such groups or types, consistent with the limitations 
established under this section. Nothing in this section shall be construed as superseding (or 
preventing the application of) subsection (g) or (i) of section 1916. 

(2) Exemption for individuals with family income not exceeding 100 percent of the poverty 
line.-

(A) In general.-Paragraph (1) and subsection (d) shall not apply, and sections 1916 and 1902 
(C!)(1Q)(6) shall continue to apply, in the case of an individual whose family income does not 
exceed 100 percent of the poverty line applicable to a family of the size involved. 

(8) Limit on aggregate cost sharing.-To the extent cost sharing under subsections (c) and (e) 
or under section 19.16 is imposed against individuals described in subparagraph (A), the 
limitation under subsection (b)(1 )(8)(ii) on the total aggregate amount of cost sharing shall 
apply to such cost sharing for all individuals in a family described in subparagraph (A) in the 
same manner as such limitations apply to cost sharing and families described in subsection (b) 
(1 )(8)(ii). 

(3) Definitions.-In this section: 

(A) Premium.-The term "premium" includes any enrollment fee or similar charge. 

(8) Cost sharing.-The term "cost sharing" includes any deduction, copayment, or similar 
charge. 

(b) Limitations on Exercise of Authority.-

(1) Individuals with family income between 100 and 150 percent of the poverty line.-In the 

http://www.ssa.gov/OP_Home/ssactititleI911916A.htm 3116/2010 
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case of an individual whose family income exceeds 100 percent, but does not exceed 150 
percent, of the poverty line applicable to a family of the size involved-

(A) no premium may be imposed under the plan; and 

(B) with respect to cost sharing-

(i) the cost sharing imposed under subsection (a) with respect to any item or service may not 
exceed 10 percent of the cost of such item or service; and 

(ii) the total aggregate amount of cost sharing imposed under this section (including any cost 
sharing imposed under subsection (c) or (e)) for all individuals in the family may not exceed 5 
percent of the family income of the family involved, as applied on a quarterly or monthly basis 
(as specified by the State). 

1- - - - . . - - - - - - - - - - - \ 

\(2) Individuals with family income above 150 percent of the poverty line.-In the case of ani. 
,individual whose family income exceeds 150 percent of the poverty line applicable to a family) 
\of the size involved-,' 

f - - - - - - - - - -- - \ 

(A) the total aggregate amount of premiums and cost sharing imposed under this section I . 
) (including any cost sharing imposed under subsection (c) or (e)) for all individuals in the family\ 
)may not exceed 5 percent of the family income of the family involved, as applied ~>n a quarterly) 
or monthly basis (as specified by the State); and, 

\,. - - - ~ - - - - - . .- - - ~ 

/ - _. - - - - - - - -- -- -- - \ 
)(B) with respect to cost sharing, the cost sharing imposed with respect to any item or service; 
,under subsection (a) may not exceed 20 percent of the cost.of such ,item or serv.ice.) 

(3) Additional limitations.-

(A) Premiums.-No premiums shall be imposed under this section with respect to the 
following: 

(i) Individuals under 18 years of age that are required to be provided medical assistance under 
section j 902(~)(lQ)(6)(i), and including individuals with respect to whom child welfare services 
are being made available under part B of title IV on the basis of being a child in foster care and 
individuals with respect to whom adoption or foster care assistance is made available under 
part E of such title, without regard to age. 

(ii) Pregnant women. 

(iii) Any terminally ill individual who is receiving hospice care (as defined in section 1905(Q)). 

(iv) Any individual who is an inpatient in a hospital, nursing facility, intermediate care facility for 
the mentally retarded, or other medical institution, if such individual is required, as a condition 
of receiving services insuch institution under the State plan, to spend for costs of medical care 
all but a minimal amount of the individual's income required for personal needs. 

(v) Women who are receiving medical assistance by virtue of the application of sections 1902 
(~)(10)(6)@(XVlll) and 1902(aa). 

http://www.ssa.gov/OP_Home/ssactititleI911916A.htm 3116/2010 
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(vi) Disabled children who are receiving medical assistance by virtue of the application of 
sections 1902(~)(1 0)(8)(li)(XIX) and 1902(cc). 

(B) Cost sharing.-Subject to the succeeding provisions of this section, no cost sharing shall 
be imposed under subsection (a) with respect to the following: 

(i) Services furnished to individuals under 18 years of age that are required to be provided 
medical assistance under section 1902(~)(1 0)(8)(i), and including services furnished to 
individuals with respect to whom child welfare services are being made available under part B 
of title IV on the basis of being a child in foster care or and individuals with respect to whom 
adoption or foster care assistance is made available under part E of such title, without regard 
to age. 

(ii) Preventive services (such as well baby and well child care and immunizations) provided to 
children under 18 years of age regardless of family income. 

(iii) Services furnished to pregnant women, if such services relate to the pregnancy or to any 
other medical condition which may complicate the pregnancy. 

(iv) Services furnished to a terminally ill individual who is receiving hospice care (as defined in 
section 1905,{Q)). 

(v) Services furnished to any individual who is an inpatient in a hospital, nursing facility, 
intermediate care facility for the mentally retarded, or other medical institution, if such 
individual is required, as a condition of receiving services in such institution under the State 
plan, to spend for costs of medical care all but a minimal amount of the individual's income 
required for personal needs. 

(vi) Emergency services (as defined by the Secretary for purposes of section 1916(~)(2)(Q)). 

(vii) Family planning services and supplies described in section 1905(~)(4)(~). 

(viii) Services furnished to women who are receiving medical assistance by virtue of the 
application of sections 1902(~)(1 0){8)@(~Vlll) and 1902(aa). 

(ix) Services furnished to disabled children who are receiving medical assistance by virtue of 
the application of sections 1902(~)(J 0){8)@(~J~) and .HLQ2,{~j:). 

(C) Construction.-Nothing in this paragraph shall be construed as preventing a State from 
exempting additional classes of individuals from premiums under this section or from 
exempting additional individuals or services from cost sharing under subsection (a). 

(4) Determinations of family income.-In applying this subsection, family income shall be 
determined in a manner specified by the State for purposes of this subsection, including the 
use of such disregards as the State may provide. Family income shall be determined for such 
period and at such periodicity as the State may provide under this title. 

(5) Poverty line defined.-For purposes of this section, the term "poverty line" has the meaning 
given such term in section 673(2) of the Community Services Block Grant Act[109] (42 U.S.C. 

http://www.ssa.goy/OP_Home/ssactititleI9/1916A.htm 3116/2010 
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9902(2)), including any revision required by such section. 

(6) Construction.-Nothing in this section shall be construed-

(A) as preventing a State from further limiting the premiums and cost sharing imposed under 
this section beyond the limitations provided under this section; 

(8) as affecting the authority of the Secretary through waiver to modify limitations on premiums 
and cost sharing under this section; or 

(C) as affecting any such waiver of requirements in effect under this title before the date of the 
enactment of this section with regard to the imposition of premiums and cost sharing. 

(c) Special Rules for Cost Sharing for Prescription Drugs.-

(1) In general.-In order to encourage beneficiaries to use drugs (in this subsection referred to 
as "preferred drugs") identified by the State as the most (or more) cost effective prescription 
drugs within a class of drugs (as defined by the State), with respect to one or more groups of 
beneficiaries specified by the State, subject to paragraph (2), the State may-

(A) provide cost sharing (instead of the level of cost sharing otherwise permitted under section 
1916, but subject to paragraphs (2) and (3)) with respect to drugs that are not preferred drugs 
within a class; and 

(8) waive or reduce the cost sharing otherwise applicable for preferred drugs within such class 
and shall not apply any such cost sharing for such preferred drugs for individuals for whom 
cost sharing may not be imposed under subsection (a) due to the application of subsection (b) 
(3)(8). 

(2) Limitations.-

(A) 8y income group.-In no case may the cost sharing under paragraph (1 )(A) with respect to 
a non-preferred drug exceed-

(i) in the case of an individual whose family income does not exceed 150 percent of the 
poverty line applicable to a family of the size involved, the amount of nominal cost sharing (as 
otherwise determined under section 1916); or 

(ii) in the case of an individual whose family income exceeds 150 percent of the poverty line 
applicable to a family of the size involved, 20 percent of the cost of the drug. 

(8) Limitation to nominal for exempt populations.-In the case of an individual who is not 
subject to cost sharing under subsection (a) due to the application of paragraph (1 )(8), any 
cost sharing under paragraph (1 )(A) with respect to a non-preferred drug may not exceed a 
nominal amount (as otherwise determined under section 1916). 

(C) Continued application of aggregate cap.-In addition to the limitations imposed under 
subparagraphs (A) and (8), any cost sharing under paragraph (1 )(A) continues to be subject to 
the aggregate cap on cost sharing under subsection (a)(2)(8) or applied under paragraph (1) 
or (2) of subsection (b), as the case may be. 

http://www.ssa.gov/OP_Home/ssactltitleI91l916A.htm 3/16/2010 
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(3) Waiver.-In carrying out paragraph (1), a State shall provide for the application of cost 
sharing levels applicable to a preferred drug in the case of a drug that is not a preferred drug if 
the prescribing physician determines that the preferred drug for treatment of the same 
condition either would not be as effective for the individual or would have adverse effects for 
the individual or both. 

(4) Exclusion authority.-Nothing in this subsection shall be construed as preventing a State 
from excluding specified drugs or classes of drugs from the application of paragraph (1). 

(d) Enforceability of Premiums and Other Cost Sharing.-

(1) Premiums.-Notwithstanding section 1916(<::)@and section 1902(1!){10){6), a State may, 
at its option, condition the provision of medical assistance for an individual upon prepayment of 
a premium authorized to be imposed under this section, or may terminate eligibility for such 
medical assistance on the basis of failure to pay such a premium but shall not terminate 
eligibility of an individual for medical assistance under this title on the basis of failure to pay 
any such premium until such failure continues for a period of not less than 60 days. A State 
may apply the previous sentence for some or all groups of beneficiaries as specified by the 
State and may waive payment of any such premium in any case where the State determines 
that requiring such payment would create an undue hardship. 

(2) Cost sharing.-Notwithstanding section 1916(~) or any other provision of law, a State may 
permit a provider participating under the State plan to require, as a condition for the provision 
of care, items, or services to an individual entitled to medical assistance under this title for 
such care, items, or services, the payment of any cost sharing authorized to be imposed under 
this section with respect to such care, items, or services. Nothing in this paragraph shall be 
construed as preventing a provider from reducing or waiving the application of such cost 
sharing on a case-by-case basis. 

(e) State Option for Permitting Hospitals To Impose Cost Sharing for Non-Emergency Care 
Furnished in an Emergency Department.-

(1) In general.-Notwithstanding section 1916 and section 1902(1!){1)or the previous 
provisions of this section, but subject to the limitations of paragraph (2), a State may, by 
amendment to its State plan under this title, permit a hospital to impose cost sharing for non­
emergency services furnished to an individual (within one or more groups of individuals 
specified by the State) in the hospital emergency department under this subsection if the 
following conditions are met: 

(A) Access to non-emergency room provider.-The individual has actually available and 
accessible (as such terms are applied by the Secretary under section 1916(Q)(~)) an alternate 
non-emergency services provider with respect to such services. 

(8) Notice.-The hospital must inform the beneficiary after receiving an appropriate medical 
screening examination under section 1867 and after a determination has been made that the 
individual does not have an emergency medical condition, but before providing the non­
emergency services, of the following: 

(i) The hospital may require the payment of the State specified cost sharing before the service 
can be provided. 

http://www.ssa.gov/OP_Home/ssactltitleI911916A.htm 3116/2010 
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(ii) The name and location of an alternate non-emergency seNices provider (described in 
subparagraph (A)) that is actually available and accessible (as described in such 
subparagraph). 

(iii) The fact that such alternate provider can provide the seNices without the imposition of cost 
sharing described in clause (i). 

(iv) The hospital provides a referral to coordinate scheduling of this treatment. 

Nothing in this subsection shall be construed as preventing a State from applying (or waiving) 
cost sharing otherwise permissible under this section to seNices described in clause (iii). 

(2) Limitations.-

(A) Individuals with family income between 100 and 150 percent of the poverty line.-In the 
case of an individual described in subsection (b)(1) who is not described in subparagraph (8), 
the cost sharing imposed under this subsection may not exceed twice the amount determined 
to be nominal under section HljQ, subject to the percent of income limitation otherwise 
applicable under subsection (b)(1 )(8)(ii). 

(8) Application to exempt populations.-In the case of an individual described in subsection (a) 
(2)(A) or who is not subject to cost sharing under subsection (b)(3)(8) with respect to non­
emergency seNices described in paragraph (1), a State may impose cost sharing under 
paragraph (1) for care in an amount that does not exceed a nominal amount (as otherwise 
determined under section 1916) so long as no cost sharing is imposed to receive such care 
through an outpatient department or other alternative health care provider in the geographic 
area of the hospital emergency department involved. 

(C) Continued application of aggregate cap; relation to other cost sharing.-In addition to the 
limitations imposed under subparagraphs (A) and (8), any cost sharing under paragraph (1) is 
subject to the aggregate cap on cost sharing under subsection (a)(2)(8) or applied under 
paragraph (1) or (2) of subsection (b), as the case may be. Cost sharing imposed for seNices 
under this subsection shall be instead of any cost sharing that may be imposed for such 
seNices under subsection (a) or section 19J_Q. 

(3) Construction.-Nothing in this section shall be construed-

(A) to limit a hospital's obligations with respect to screening and stabilizing treatment of an 
emergency medical condition under section 1861; or 

(8) to modify any obligations under either State or Federal standards relating to the application 
of a prudent-layperson standard with respect to payment or coverage of emergency seNices 
by any managed care organization. . 

(4) Definitions.-For purposes of this subsection: 

(A) Non-emergency seNices.-The term "non-emergency seNices" means any care or 
seNices furnished in an emergency department of a hospital that do not constitute an 
appropriate medical screening examination or stabilizing examination and treatment required 
to be provided by the hospital under section 1867. 

http://www.ssa.gov/OP_Home/ssactititleI911916A.htm 3116/2010 
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(B) Alternate non-emergency services provider.-The term "alternative non-emergency 
services provider" means, with respect to non-emergency services for the diagnosis or 
treatment of a condition, a health care provider, such as a physician's office, health care clinic, 
community health center, hospital outpatient department, or similar health care provider, that 
can provide clinically appropriate services for the diagnosis or treatment of a condition 
contemporaneously with the provision of the non-emergency services that would be provided 
in an emergency department of a hospital for the diagnosis or treatment of a condition, and 
that is participating in the program under this title. 

[109) See Vol. II, P.L. 97-35, §673(2). 

f'rivacyJ:'olicy l\I\IebsiteJ'olicies_&_OtherJmportantloforrnalion ISite Map NeedLarger Text? 
Last reviewed or modified Monday Mar 15, 2010 
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4217 

ALASKA STATE LEGISLATURE 
State Representative Bob Herron 

Ollicial Business 

MEMORANDUM 

TO: House Health & Social Services Comnuttee ~ ___ 

FROM: Representative Herron 17.J~ <f 0 ~ 
DATE: March 10, 2009 V 
RE: SB 13 - Medical Assistance Eligibility 

Statc Capitol 
.I uncau, Alaska 

99ROI-lIR2 

For your reference, I have attached the report "Implementation of the State Children's Health 
Insurance Program: Synthesis of State Evaluations." Mathematica Policy Research, Inc completed 
this report in 2003 as background for Congress. 

There are a range of different methods used by States when implementing SCHIP programs 
including: premiums, copayments, deductibles, and enrollment fees. According to this report, 
Alaska utilized copayments to charge 18 year olds 5% of the outpatient hospital visit. 

I want to emphasize that Table IV.! is an old snapshot of the various ways states have used cost 
sharing as a way to control the cost and utilization of services provided under the SCHIP program. 
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Contract No.: 500-96-0016(03) MATHEMATICA MPR Referencc No.: 8644-100 

Submitted to: 

Implementation of the 
State Children's 
Health Insurance 
Program: 
Synthesis of State 
Evaluations 

Background for the 
Report to Congress 

March 2003 

Margo Rosenbach 
Marilyn Ellwood 
Carol Ir";,, 
Cheryl Young 
Wendy Conroy 
Brian QUilll1 
il/egan Kell 

Policy Research, Inc. 

Submitted by: 

Centers for Medicare & Medicaid Services 
Office of Research, Developmen1, 

Mathematica Policy Research, Inc. 
50 Church Street, 4th Floor 
Cambridge, MA 02138 and Information 

7500 Security Boulevard 
Baltimore, MD 21244 

Project Officer: 
Rosemarie Hakim 

(617) 491-7900 

Project Director: 
Margo Rosenbach 



TABLE IV.I 

COST-SHARING FEATURES OF SClIIP PROGRAMS 

Cost Sharing 

Type of 
States Program No Cost Sharing Premium8 Co payments Deductibles Enrollment Fee 

TOTAL 22 21 22 3 

Alabama COMBO • .b 

Alaska ~ M-SCHIP .-~ D.fplll'5. to l~ 'j.,t""- 0\4., 
Arizona f S-SCHIP • ~a~ M.t t~ "'t· Qf-
Arkansas M-SCHIP fut G\J-Qahllrt htt.>pi fo.I vi~1-
California g COMBO .' .' 
Colorado Ii S-SCHIP • • 
Connecticllt COMBO · ' · ' 
Delaware S-SCHIP • • 
District of Columbia M-SCHIP 

Florida' COMBO .' • 
Georgia S-SCHIP • 
Hawaii M-SCHIP • 
Idaho M-SCHIP • 
Illinois J COMBO .' • 
Indiana COMBO • 
Iowa COMBO · ' • 
Kansas S-SCHIP • 
Kentucky COMBO • 
Louisiana M-SCHIP • 
Maine COMBO .' 
Maryland M-SCHIP • 
Massachusetts k COMBO .' 
Michigan COMBO .' 
Minnesota M-SCHIP 

Mississippi I cmmo • 
Missouri m M-SCI"P • 
Montana n S-SCHIP • 
Nebraska M-SCHIP 

Nevada S-SCHIP • 
New Hampshire COMBO · ' • 
New Jersey 0 cor-lila .' • 
New Mexico P M-SCI"P • 
New York COMBO .' 
North Carolina q S-SCHIP • 
North Dakota cmmo • 
Ohio M-SCIIIP • 
Oklahoma M-SCHIP • 
Oregon S-SCIIII' • 
Pennsylvania S-SCIIIP • 
Rhode Island r M-SClIlP 

55 
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Table JV.I (Continued) 

Cost Sharing 

Type of 
States Prot~r:l!n No Cost Sharing Premiuma Copayments Deductibles Enrollment Fee 
South Carolina M-SClIlP 

South Dakota C01>1Il0 

Tennessee M-SCHIP 

Texas C(),vIllO 

Utah a S-SCIIIP 

Vennont S-SCJIIP 

Virginia S-SCHIP 

Washington b S-SCIIII' 

West Virginia S-SCIIIP 

Wisconsin C M-SClIlP 

Wyoming S-SCHIP 

SOURCE: Mathematica Policy Research analysis of the title XXI State Evaluations, Sections 3.2.1, 3.3.1, and 3.3.7 of the State 
Evaluation Fmll1l'H'1'i'k. 

NOTE: The type of SC III:' ilrogram is as of March 31, 200 I. The state evaluations generally present program characteristics as of 
Septembcr 30, I ')1)(). 

a For detailed premium inforllialiUJl, see Table IV.2. 
b In the Alabama S-SCl-IIP p:\ '~:·:Im, children between 100 and 150 percent of poverty have no cost sharing. For children between 151 and 
200 percent of poverty there i~ 110 deductible and a !l5 copay on some services in addition to a S50 per year premium with a premium 
maximum of $150 per family p(.'r year. In the M-SCHIP program, only 18 year olds are subject to copayments. 
C Applies only to S-SCHIP program. 
d Applies to both S-SCHIP and lvt-SCHIP program. 
e In Alaska, only 18 year ohls arc subject to copayments. 
f Arizona applies copays ollly to ernergency room use. 
II California's S-SCHIP program has a cap on coapys of$250 per family per year. 
h In Colorado's S-SClIIP program. copayments vary by income. There are no eopayments for families with income under 101 percent of 
poverty. Families between 101 and 150 percent of poverty pay a smaller capay than families between 151 and 185 percent of poverty. 
J Florida has three S-SCHIP programs: Healthy Kids, CMS, and MediKids. Healthy Kids is the only program with copayments. 
jIn Illinois, the annual copaYlllcnt maximum per family is $100. Families with children who are American Indian or Alaska Natives do not 
pay premiums or COp:lyS. S-SClllP cost sharing varies based on program: KidCare Share covers children greater than 133 to 150 percent of 
poverty; KidCare Premiulll cowrs children between lSI and 185 percent of poverty. Copayments vary by service and income level; 
r,remiums vary by incoillc bTl. 

Massachusetts has thre..; .'-;-;-.;( 'lllP programs: Family Assistance Direct Coverage (FADC), Family Assistance Premium Assistance 
(FAPA), and CommonHealth (UI). CH has no cost sharing. FADe has no copayments, although it does have premiums. FAPA has 
r.remiums; co payments m(.' ill ;1, ,·(lrdance \vith the individual ESI policy, subject to limitations under title XXI. 
In Mississippi. there :1]"(.' :: 1 l· ~t-sharing requirements for families with income below 150 percent of poverty or for American 
IndianlNativc Alaskan chiH,·Il. i::llnilies in the S-SCI-IIP program, with incomes between 150 and 175 percent of poverty have copays on 
certain services and pay a rJl:I' i::ll::ll out of pocket of $800 per cak'ndar year. Families with incomes between 176 percent and 200 percent 
of poverty havc higher eO)l:I: s 11·1 certain services and pay a maximum out of pocket of $950 per calendar year. There is no copay for 
preventive services. 
mFamilies wilh incomes hl·I;\·(.'cll 226 and 300 percent of povert) must pay a premium for the Missouri M-SCHIP program. Copayments 
also vary by illcome: ramil i,·.~ \\'jlh incomes bct\veen 186 and 225 percent pay smaller copayments than families with incomes between 226 
and 300 pcrcent ofp{)\'Crty. 
nMontann S-SCHIP h:I" cop:lymeilis for those with family incomes greater than 100 percent of poverty. 
~ew Jersey has thrce S-SClIJP programs: Plans B, C and D. Plan B offers coverage to children in families with gross incomes between 
133 and 150 percent of povcrty: Plan C covers children between 15\ rim] 200 percent of poverty: and Plan D covers children bem'een 20 I 
and 350 percent ofrm-eny. (lilly Plans C and D h~\'c any form of cost sh::uing. 
PIn New Mexico r-,·1-SCI111'. l·"j'··:. ments only apply to those between 185 and 235 percent of poverty. 
qIn North Carolina, l:op:lymL':I· S 1·:11)' apply to those with incomes g.reater than 151 percent of poverty. 
rIn Rhode Island. C(l~t ~h:lri".::; i· llllly for families with income in l!XC:l:SS of 185 percent of poverty if they elected a coinsurance rather than 
a premium Opl ion. 
SIn Utah, cost sharing \':Iric!' hy 'til. Plan A applies to enrollees at or below 150 percent of poverty. Plan B enrollees have family incomes 
between 151 and 200 perce·':,: ;'O\'erty. Plan n has higher cop::Jymcnts than Plan A (although Plan A cost sharing applies only to those 
benveen 101 :md 150 perCL'I:: >If) '\'erty). 
tWashington h:ls no cost S!I:~· ·:ig; :. American IndianslNative Absbns. Annual maximum out-of-pocket costs are $300 for one child, $600 
for two children. and SIJOO r 'I"!! .. ,' or more children. 
uWisconsin cO]1:lyl11CIlIS :Ire 11,1;: 'r non-prcgnant adults in Medicaid FFS. 

56 
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26-LS0076\A.WK 
03/09/10 

CONCEPTIONAL AMENDMENT # 

OFFERED IN THE HOUSE 
TO: SB 13 

Page 4, line 23 

2 Delete all material and insert: 

BY REPRESENTATIVE KELLER 

3 ,,* Sec .3. This Act takes effect immediately under AS 01.10.070 (d) provided the uncodified 

4 law of the State of Alaska is amended by adding a new section to read: 

5 CONTINGENT EFFECT; PAYMENT INTO CONSTITUTIONAL BUDGET 

6 RESERVE FUND. AS 47.07.030(b)(l3) and (14), as amended by sec, 1 of this Act, and AS 

7 47.07.042(d), as amended by sec. 2 of this Act, take effect only if 

8 (I) on June 30, 2010, money is not owed to the budget reserve fund (art. IX, sec. 

9 17, Constitution of the State of Alaska); or 

10 (2) money is owed to the constitutional budget reserve fund on June 30, 2010 and 

11 the following provision or a substantially similar provision becomes law before January I, 

12 2011: 

13 The amount necessary for full repayment of the amounts owed the budget reserve 

14 fund (art. IX, sec. 17, Constitution of the State of Alaska) as ofJune 30, 2010, estimated 

15 to be $401,617,000, is appropriated from the general fund to the budget reserve fund (art. 

16 IX, sec. 17, Constitution of the State of Alaska)." 

~-----------------------------------------------------------------------------------
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Interim: Session: 
600 East Railroad Avenue 
Wasilla, Alaska 99654 
Phone: (907) 373-1842 
Fax: (907) 373-4729 

State Capitol Building 
Juneau, Alaska 99801-1182 

Phone: (907) 465-2186 
Fax: (907) 465-3818 
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REPRESENTATIVE\VESKELLER 
DISTRICT 14 

To: Legis. Legal 

Fax #: 465-2029 

Fm:Jim~ 
Cc: 

Fax 

Number of pages including cover: 3 

Date: February 23, 2010,8:23 AM 

Re: Amendments to SB 13 (26-LS0076\A) 

Please prepare the attached amendments for the above referenced bill. Representative Keller will 
introduce them in the House Health and Social Services Committee. 

Thank you 

The information contained in this fax is CONFIDENTIAL and/or privileged. This fax is intended to be reviewed initially by only the 
individual named above. If the reader of this transmittal page is not the intended recipient or a representative of the intended 
recipient, you are hereby notified that any review, dissemination, or copying of this fax or the information contained herein is 
prohibited. If you have received this fax in error, please immediately notify the sender by telephone and return this fax to the 
sender at the above address. 

Thank you 

E-Mail: RepresentativeWesKeller@legis.state.ak.us 
Call Juneau Tollfree: (800) 468-2186 

Website: www.akrepublicans.org/keller/ 
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BILL VERSION: SB 13 

CURRENT STATUS: (H) HSS 

THEN FIN 

SHORT TITLE: MEDICAL ASSISTANCE 
ELIGIBILITY 

STATUS DATE: 04/07/09 

SPONSOR(s): SENATOR(S) DAVIS, Ellis, Paskvan, Wielechowski, French REPRESENTATIVE(S)Gruenberg 

Conceptional Amendment 1 

AS 47.07.020(b) is amended to read: 

02 (13) persons under 19 years of age who are not covered under (a) of 

03 this section and whose household income does not exceed 210 [200] [175] percent of the 

04 federal poverty line as defined by the United States Department of Health and Human 

05 Services and revised under 42 U.S.c. 9902(2); 

06 (14) pregnant women who are not covered under (a) of this section and 

07 whose household income does not exceed 210 [200] [175] percent of the federal poverty line 

08 as defined by the United States Department of Health and Human Services and revised 

09 under 42 U.S.c. 9902(2); 

10 (15) persons who have been diagnosed with breast or cervical cancer 

11 and who are eligible for coverage under 42 U.S.C. 1396a(a)(10)(A)(ii)(XVlII). 

12 * Sec. 2. AS 47.07.042(d) is amended to read: 

13 (d) In addition to the requirements established under (a) and (b) of this section, 

14 the department may require premiums or cost-sharing contributions from recipients 

15 who are eligible for benefits under AS 47.07.020(b)(l3) and whose household income 

16 is between [150]185 and 210 [175] percent of the federal poverty line. If the department 

17 requires premiums or cost-sharing contributions under this subsection, the department 

18 (1) shall adopt in regulation a sliding scale for those premiums, [or] 

19 contributions, or co-pay based on household income; 

20 fa) 185.1% to 190% co-pay of 10% 

fb) 190.1% to 195% co-pay 0(20% 

fc) 195.1% to 200% co-pay of 30% 

fd) 200.1% to 205% co-pay of 40% 

fe) 205.1% to 210% co-pay of 50% 

21 

22 

23 

24 

25 

26 

(2) may not exceed the maximums allowed under federal law; and 

(3) shall implement a system by which the department or its designee 

27 collects those premiums ... [or] contributions, or co-pays. 



• 
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Conceptional Amendment 2 

01 * Sec. 3. The uncodified law of the State of Alaska is amended by adding a new section to 
read: 

02 CONTINGENT EFFECT. AS 47.07.020(b)(13 & 14), and 47.07.042(d), 

03 added in secs. 2, of this Act, take effect only if, before July 1,2011, the United States 

04 Department of Health and Human Services has approved the changes and provided sufficient 

05 funding for the changes. 

06 * Sec. 6. If AS 47.07.020(b)(l6), 47.07.020(0), and 47.07.042(g), added in secs. 2, 3, and 4 

07 of this Act, take effect, they take effect on the date that the revisor of statutes receives notice 

08 from the commissioner of health and social services that the United States Department of 

09 Health and Human Services has approved the changes and provided sufficient funding for the 

10 additions. 
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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 16, 2010 

SUBJECT: 

TO: 

FROM: 

Title change necessitated by adding co-payment provisions 
(SB 13; Work Order No. 26-LS0076\A.9) 

Representative Wes Keller 
Chair of the House Health and Social Services Committee 
Attn: Matthew Johnson 

Jean M. Mischel . t . 
Legislative coun/\../' 

As in amendment A.5 of the above bill, the addition of copayment provisions modifies 
the Senate-passed bill to add new material that necessitates a change in the bill title. This 
is a bill title change in the measure's second ("other") house. The limitation of Uniform 
Rule 41 (b) applies: 

(b) An amendment to a bill introduced in the other house is not in order if 
the amendment requires a change of the bill title other than a clerical or 
technical change. 

In submitting the committee report for SB 13, the House Finance Committee should also 
introduce a companion concurrent resolution waiving the application of the appropriate 
uniform rules in order to accommodate the amendments and the related bill title addition. 

If I may be of further assistance, please advise. 

JMM:lmb 
10-007.lmb 

Enclosure 
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AMENDMENT 

26-LS00761A.5 
Mischel 
2/23/10 

OFFERED IN THE HOUSE 

TO: SB 13 

BY REPRESENTATIVE KELLER 

2 

3 

Page I, line I, following "requirements": 

Insert "and cost-sharing" 

4 Page 4, line 3: 

5 Delete "200" 

6 Insert "210" 

7 

8' Page 4, line 7: 

9 

10 

II 

Delete "200" 

Insert "210" 

12 Page 4, line 16: 

13 Delete" 150 and 200" 

14 Insert "185 [150) and 210" 

15 

16 Page 4, lines 18 - 19: 

17 Delete "those premiums or contributions based on household income" 

18 Insert "copayments based on household income as follows: 

19 fA) at least 185 percent but not more than 190 percent, a 

20 copayment of 10 percent of the cost of services; 

21 (B) more than 190 percent but not more than 195 percent, a 

22 copayment of 20 percent of the cost of services; 

23 fC} more than 195 percent but not more than 200 percent, a 

L -1-



T 26-LS0076\A.5 

copayment of 30 percent of the cost of services; 

2 (D) more than 200 percent but not more than 205 percent, a 

3 co payment of 40 percent of the cost of services; 

4 (E) more than 205 percent but not more than 210 percent, a 

5 copayment of SO percent of the cost of services 

6 [THOSE PREMIUMS OR CONTRIBUTIONS BASED ON HOUSEHOLD 

7 INCOME]" 

L -2-
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AMENDMENT 

26-LS0076\A.6 
Mischel 
2/24/10 

OFFERED IN THE HOUSE 

TO: SB 13 

BY REPRESENTATIVE KELLER 

Page 4, line 23: 

2 Delete all material and insert: 

3 n* Sec. 3. The uncodified law of the State of Alaska is amended by adding a new section to 

4 read: 

5 CONTINGENT EFFECT; NOTIFICATION OF FEDERAL APPROVAL. (a) 

6 AS 47.07.020(b)(13), as amended by sec. I of this Act, takes effect only if, before July I, 

7 2011, the United States Department of Health and Human Services has approved the change 

8 and included sufficient funding in the federal budget to provide for the change in the fiscal 

9 year immediately following the passage of this Act by the Alaska State Legislature. 

10 (b) AS 47.07.020(b)(14), as amended by sec. I of this Act, takes effect only if, before 

II July I, 2011, the United States Department of Health and Human Services has approved the 

12 change and included sufficient funding in the federal budget to provide for the change in the 

13 fiscal year immediately following the passage of this Act by the Alaska State Legislature. 

14 (c) AS 47.07.042(d), as amended by sec. 2 of this Act, takes effect only if, before 

15 July I, 2011, the United States Department of Health and Human Services has approved the 

16 change and included sufficient funding in the federal budget to provide for the change in the 

17 fiscal year immediately following the passage of this Act by the Alaska State Legislature. 

18 (d) The commissioner of health and social services shall notify the revisor of statutes 

19 of the federal approval and funding provided for in (a) - (c) of this section. 

20 * Sec. 4. The uncodified law of the State of Alaska is amended by adding a new section to 

21 read: 

22 CONTINGENT EFFECTIVE DATES. (a) If AS 47.07.020(b)(13), as amended by 

23 sec. I of this Act, takes effect under sec. 3(a) of this Act, it takes effect on the day after the 
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I day that the revisor of statutes receives notice from the commissioner of health and social 

2 services that the United States Department of Health and Human Services has approved the 

3 change and provided sufficient federal funding to provide for the change as provided in sec. 

4 3(a) of this Act. 

5 (b) If AS 47.07.020(b)(I4), as amended by sec. I of this Act, takes effect under sec. 

6 3(b) of this Act, it takes effect on the day after the day that the revisor of statutes receives 

7 notice from the commissioner of health and social services that the United States Department 

8 of Health and Human Services has approved the change and provided sufficient federal 

9 funding to provide for the change as provided in sec. 3(b) of this Act. 

10 (c) If AS 47.07.042(d), as amended by sec. 2 of this Act, takes effect under sec. 3(c) 

II of this Act, it takes effect on the day after the day that the revisor of statutes receives notice 

12 from the commissioner of health and social services that the United States Department of 

13 Health and Human Services has approved the change and provided sufficient federal funding 

14 to provide for the change as provided in sec. 3(c) of this Act." 

L -2-
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AMENDMENT 

26-LS0076\A.9 
Mischel 
3/16/10 

OFFERED IN THE HOUSE 

TO: SB 13 

BY REPRESENTATIVE KELLER 

I Page I, line I, following "requirements": 

2 Insert "and cost-sharing" 

3 

4 Page 4, line 3: 

5 Delete "200" 

6 Insert "185" 

7 

8 Page 4, line II, following "42 U.S.C. 1396a (a)(IO)(A)(ii)(XVIII)": 

9 Insert ",i. 

10 (16) persons under 19 years of age who are not covered under (a) 

II of this section 

12 (A) who pay a premium under AS 47.07.042(g); 

13 (B) whose household income is more than 185 and not more 

14 than 210 percent of the federal poverty line as dermed by the United 

15 States Department of Health and Human Services and revised under 42 

16 U.S.C.9902(2); 

17 

18 

19 

20 

21 

22 

23 

L 

(C) whose assets do not exceed the maximum value 

established by the United States Department of Health and Human 

Services under 42 U.S.C. 1396 - 1396p (Title XIX, Social Security Act); 

and 

ill) who apply annually on a form approved by the 

department" 
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1 Page 4, line 16: 

2 Delete "200" 

3 Insert "185" 

4 

5 Page 4, following line 22: 

6 Insert new bill sections to read: 

7 "* Sec. 3. AS 47.07.042 is amended by adding a new subsection to read: 

8 (g) In addition to the requirements established under (a) and (b) of this section, 

9 the department shall require annual premiums from recipients who are eligible for 

10 benefits under AS 47.07.020(b)(16) and whose household income is more than 185 

11 and not more than 210 percent of the federal poverty line. The department shall 

12 (1) adopt in regulation a sliding scale, providing for a premium that 

13 (A) is not less than two percent of the recipient's household 

14 income; and 

15 (B) meets the maximums allowed under federal law; and 

16 (2) implement a system for collection of the premium. 

17 * Sec. 4. The uncodified law of the State of Alaska is amended by adding a new section to 

18 read: 

19 CONTINGENT EFFECT. AS 47.07.020(b)(16), added by sec. 1 of this Act, and 

20 AS 47.07.042(g), added by sec. 3 of this Act, take effect only if, before July 1, 2011, the 

21 United States Department of Health and Human Services has approved the changes and 

22 provided sufficient funding for the changes. 

23 * Sec. 5. If AS 47.07.020(b)(16), added by sec. 1 of this Act, and AS 47.07.042(g), added 

24 by sec. 3 of this Act, take effect, they take effect on the date that the revisor of statutes 

25 receives notice from the commissioner of health and social services that the United States 

26 Department of Health and Human Services has approved the changes and provided sufficient 

27 funding for the additions." 

28 

29 Renumber the following bill section accordingly. 

30 

31 Page 4, line 23: 

L -2-
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L 
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Del ete "This" 

Insert "Except as provided in sees. 4 and 5 of this Act, this" 
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OFFERED IN THE HOUSE 

TO: SB 13 

AMENDMENT 

26-LS0076\A.IO 
Mischel 
3/16/1 0 

BY REPRESENTATIVE KELLER 

Page I, line I, following "requirements": 

2 Insert "and cost-sharing" 

3 

4 Page 4, line 3: 

5 Delete "200" 

6 Insert "210" 

7 

8 Page 4, line 14: 

9 Delete "may" 

10 Insert "shall [MAY]" 

11 

12 Page 4, line 16: 

13 Delete" ISO and 200" 

14 Insert "IS5 [150] and 210" 

L -1-
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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 17,2010 

SUBJECT: 

TO: 

FROM: 

Descriptive Title (SB 13; Work Order No. 26-LS0076\A.II) 

Representative Wes Keller 
Co-chair of the House Health and Social Services Committee 
Attn: Matthew Johnson 

Jean M. Mischel (J /-.­
Legislative counsell" 

As we discussed by telephone and as presented in a previous memorandum on this 
subject, the addition of specific cost-sharing requirements for medical assistance 
recipients by the above-referenced amendment may not be clear from the title of the bill, 
which only refers to eligibility requirements. Sec. 3, added by this amendment, requires 
the addition of premium payments by some medical assistance recipients. While the 
amendment at page one inserts a new category of eligibility relating to those recipients 
and the premium requirement is linked to eligibility, the payment of the premium may 
not be made until eligibility is first determined on the basis of income. 

The bill title without the amendment may also be misleading in the sense that the cost 
sharing limits are amended by sec. 2 on the basis of the income adjustments made for 
eligibility. 

If! may be of further assistance, please advise. 

JMM:lmb 
10-00S.lmb 

Enclosure 
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AMENDMENT 

26-LS0076\A.ll 
Mischel 
3117110 

OFFERED IN THE HOUSE 

TO: SB 13 

BY REPRESENTATIVE KELLER 

2 

3 

4 

Page 4, line 3: 

Delete "200" 

Insert "185" 

5 Page 4, line 11, following "42 U.S.C. 1396a(a)(10)(A)(ii)(XVIII)": 

6 Insert "i 

7 (16) persons under 19 years of age who are not covered under (a) 

8 of this section 

9 (A) who pay a premium under AS 47.07.042(g); 

10 (B) whose household income is more than 185 and not more 

11 than 210 percent of the federal poverty line as defined by the United 

12 States Department of Health and Human Services and revised under 42 

13 U.S.C. 9902(2); and 

14 (e) who apply annually on a form approved by the 

15 

16 

department" 

17 Page 4, line 16: 

18 Delete "200" 

19 Insert "185" 

20 

21 Page 4, following line 22: 

22 Insert new bill sections to read: 

23 "* Sec. 3. AS 47.07.042 is amended by adding a new subsection to read: 
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1 (g) In addition to the requirements established under (a) and (b) of this section, 

2 the department shall require annual premiums from recipients who are eligible for 

3 benefits under AS 47.07.020(b)(l6) and whose household income is more than 185 

4 and not more than 210 percent of the federal poverty line. The department shall 

5 (I) adopt in regulation a sliding scale, providing for a premium that 

6 (A) is not less than two percent of the recipient's household 

7 

8 

income; and 

(8) meets the maximums allowed under federal law; and 

9 (2) implement a system for collection of the premium. 

10 * Sec. 4. The uncodified law of the State of Alaska is amended by adding a new section to 

II read: 

12 CONTINGENT EFFECT. AS 47.07.020(b)(l6), added by sec. 1 of this Act, and 

13 AS 47.07.042(g), added by sec. 3 of this Act, take effect only if, before July I, 2011, the 

14 United States Department of Health and Human Services has approved the changes and 

15 provided sufficient funding for the changes. 

16 * Sec. 5. If AS 47.07.020(b)(l6), added by sec. I of this Act, and AS 47.07.042(g), added 

17 by sec. 3 of this Act, take effect, they take effect on the date that the revisor of statutes 

18 receives notice from the commissioner of health and social services that the United States 

19 Department of Health and Human Services has approved the changes and provided sufficient 

20 funding for the additions." 

21 

22 Renumber the following bill section accordingly. 

23 

24 Page 4, line 23: 

25 Delete "This" 

26 Insert "Except as provided in sees. 4 and 5 of this Act, this" 
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OFFERED IN THE HOUSE 

TO: SB 13 

Page 4, line 3: 

2 Delete "200" 

3 Insert "210" 

4 

5 Page 4, line 14: 

6 Delete "may" 

7 Insert "shall [MA Yl" 

8 

9 Page 4, line 16: 

1 0 Delete "150 and 200" 

11 Insert "ill [150] and .ll!!" 
12 

13 Page 4, lines 16 - 17: 

AMENDMENT 

26-LS0076\A.12 
Mischel 
3/17/10 

BY REPRESENTATIVE KELLER 

14 Delete "if the department requires premiums or cost-sharing contributions under this 

15 subsection, the" 

16 Insert "The [IF THE DEPARTMENT REQUIRES PREMIUMS OR COST-

17 SHARING CONTRIBUTIONS UNDER THIS SUBSECTION, THE]" 
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WORK DRAFT WORK DRAFT 

HOUSE CS FOR SENATE BILL NO. 13(HSS) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY·SIXTH LEGISLATURE· FIRST SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

Offered: 
Referred: 

Sponsor(s): SENATORS DAVIS, Ellis, Paskvan, Wielecbowskl, Frencb 

REPRESENTATIVE Gruenberg 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26·LS00761S 
Mischel 
4113/09 

I "An Act relating to eligibility requirements for medical assistance for certain children 

2 and pregnant women; and providing for an effective date." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. AS 47.07.020(b) is amended to read: 

5 (b) In addition to the persons specified in (a) of this section, the following 

6 optional groups of persons for whom the state may claim federal financial 

7 participation are eligible for medical assistance: 

8 (I) persons eligible for but not receiving assistance under any plan of 

9 the state approved under 42 U.S.C. 1381 . 1383c (Title XVI, Social Security Act, 

10 Supplemental Security Income) or a federal program designated as the successor to the 

II aid to families with dependent children program; 

12 (2) persons in a general hospital, skilled nursmg facility, or 

13 intermediate care facility, who, if they left the facility, would be eligible for assistance 

14 under one of the federal programs specified in (I) of this subsection; 

15 (3) persons under 21 years of age who are under supervision of the 

16 department, for whom maintenance is being paid in whole or in part from public 

·1· lIes SB 13(HSS) 
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I funds, and who are in foster homes or private child-care institutions; 

2 (4) aged, blind, or disabled persons, who, because they do not meet 

3 income and resources requirements, do not receive supplemental security income 

4 under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act), and who do not 

5 receive a mandatory state supplement, but who are eligible, or would be eligible if 

6 they were not in a skilled nursing facility or intermediate care facility to receive an 

7 optional state supplementary payment; 

8 (5) persons under 21 years of age who are in an institution designated 

9 as an intermediate care facility for the mentally retarded and who are financially 

10 eligible as determined by the standards of the federal program designated as the 

II successor to the aid to families with dependent children program; 

12 (6) persons in a medical or intermediate care facility whose income 

13 while in the facility does not exceed $1,656 a month but who would not be eligible for 

14 an optional state supplementary payment if they left the hospital or other facility; 

15 (7) persons under 21 years of age who are receiving active treatment in 

16 a psychiatric hospital and who are financially eligible as determined by the standards 

17 of the federal program designated as the successor to the aid to families with 

18 dependent children program; 

19 (8) persons under 21 years of age and not covered under (a) of this 

20 section, who would be eligible for benefits under the federal program designated as 

21 the successor to the aid to families with dependent children program, except that they 

22 have the care and support of both their natural and adoptive parents; 

23 (9) pregnant women not covered under (a) of this section and who 

24 meet the income and resource requirements of the federal program designated as the 

25 successor to the aid to families with dependent children program; 

26 (to) persons under 21 years of age not covered under (a) of this section 

27 who the department has determined cannot be placed for adoption without medical 

28 assistance because of a special need for medical or rehabilitative care and who the 

29 department has determined are hard-to-place children eligible for subsidy under 

30 AS 25.23.190 - 25.23.210; 

31 (\ I) persons who can be considered under 42 U.S.C. I 396a(e)(3) (Title 

L 

4245 

Hes S8 13(HSS) -2-
New Text Underlined {DELETED TEXT BRACKETED] 



I 

2 

3 

4 

5 

6 

7 

8 

9 

IO 

11 

WORK DRAFT WORK DRAFT 26-LS0076\S 

XIX, Social Security Act, Medical Assistance) to be individuals with respect to whom 

a supplemental security income is being paid under 42 U.S.C. 1381 - 1383c (Title 

XVI, Social Security Act) because they meet all of the following criteria: 

(A) they are 18 years of age or younger and qualify as disabled 

individuals under 42 U.S.C. I 382c(a) (Title XVI, Social Security Act); 

(B) the department has detennined that 

(i) they require a level of care provided in a hospital, 

nursing facility, or intennediate care facility for the mentally retarded; 

(ii) it is appropriate to provide their care outside of an 

institution; and 

(iii) the estimated amount that would be spent for 

12 medical assistance for their individual care outside an institution is not 

13 greater than the estimated amount that would otherwise be expended 

14 individually for medical assistance within an appropriate institution; 

15 (C) if they were in a medical institution, they would be eligible 

16 for medical assistance under other provisions of this chapter; and 

17 (D) home and community-based services under a waiver 

18 approved by the federal government are either not available to them under this 

19 chapter or would be inappropriate for them; 

20 (12) disabled persons, as described In 42 U.S.C. 

21 1396a(a)(10)(A)(ii)(XIII), who are in families whose income, as detennined under 

22 applicable federal regulations or guidelines, is less than 250 percent of the official 

23 poverty line applicable to a family of that size according to the United States 

24 Department of Health and Human Services, and who, but for earnings in excess of the 

25 limit established under 42 U.S.C. I 396d(q)(2)(B), would be considered to be 

26 individuals with respect to whom a supplemental security income is being paid under 

27 42 u.s.c. 1381 - 1383c; a person eligible for assistance under this paragraph who is 

28 not eligible under another provision of this section shall pay a premium or other cost-

29 sharing charges according to a sliding fee scale that is based on income as established 

30 by the department in regulations; 

31 (13) persons under 19 years of age who are not covered under (a) of 

l 
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this section and whose household income does not exceed 200 [175] percent of the 

2 federal poverty line as defined by the United States Department of Health and Human 

3 Services and revised under 42 U .S.C. 9902(2); 

4 (14) pregnant women who are not covered under (a) of this section and 

5 whose household income does not exceed 200 [175] percent of the federal poverty line 

6 as defined by the United States Department of Health and Human Services and revised 

7 under 42 U.S.C. 9902(2); 

8 (15) persons who have been diagnosed with breast or cervical cancer 

9 and who are eligible for coverage under 42 U.S.C. I 396a(a)(I O)(A)(ii)(XVIII). 

10 * Sec. 2. AS 47.07.042 is amended by adding a new subsection to read: 

II (g) In addition to the requirements established under (a) and (b) of this section, 

12 the department shall require annual premiums from recipients who are eligible for 

13 benefits under AS 47.07.020(b)(13) and (14) and whose household income is more 

14 than 175 percent of the federal poverty line. The department shall 

15 (I) adopt in regulation a sliding scale, providing for a premium that 

16 (A) is not less than two percent of the recipient's household 

17 income; and 

18 (8) meets the maximums allowed under federal law; and 

19 (2) implement a system for collection of the premium. 

20 * Sec. 3. This Act takes effect immediately under AS 01.1O.070(c). 

lies S8 13(IISS) -4-
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WORK DRAFT WORK DRAFT 

HOUSE CS FOR SENATE BILL NO. I3(HSS) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - FIRST SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

Offered: 
Referred: 

Sponsor(s): SENATORS DAVIS, Ellis, Paskvan, Wielecbowski, Frencb 

REPRESENTATIVE Gruenberg 

A BILL 

FOR AN ACT ENTITLED 

WORK DRAFT 

26-LS0076\R 
Mischel 

4/9109 

I "An Act relating to eligibility requirements for medical assistance for certain children 

2 and pregnant women; and providing for an effective date." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. AS 47.07.020(b) is amended to read: 

5 (b) In addition to the persons specified in (a) of this section, the following 

6 optional groups of persons for whom the state may claim federal financial 

7 participation are eligible for medical assistance: 

8 (I) persons eligible for but not receiving assistance under any plan of 

9 the state approved under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act, 

10 Supplemental Security Income) or a federal program designated as the successor to the 

II aid to families with dependent children program; 

12 

13 

14 

15 

16 

(2) persons in a general hospital, skilled nursing facility, or 

intermediate care facility, who, if they left the facility, would be eligible for assistance 

under one of the federal programs specified ih (I) of this subsection; 

(3) persons under 21 years of age who are under supervision of the 

department, for whom maintenance is being paid in whole or in part from public 

-1- Des SB 13(HSS) 
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1 funds, and who are in foster homes or private child-care institutions; 

2 (4) aged, blind, or disabled persons, who, because they do not meet 

3 income and resources requirements, do not receive supplemental security income 

4 under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act), and who do not 

5 receive a mandatory state supplement, but who are eligible, or would be eligible if 

6 they were not in a skilled nursing facility or intermediate care facility to receive an 

7 optional state supplementary payment; 

8 (5) persons under 21 years of age who are in an institution designated 

9 as an intermediate care facility for the mentally retarded and who are financially 

10 eligible as determined by the standards of the federal program designated as the 

11 successor to the aid to families with dependent children program; 

12 (6) persons in a medical or intermediate care facility whose income 

13 while in the facility does not exceed $1,656 a month but who would not be eligible for 

14 an optional state supplementary payment if they left the hospital or other facility; 

15 (7) persons under 21 years of age who are receiving active treatment in 

16 a psychiatric hospital and who are financially eligible as determined by the standards 

17 of the federal program designated as the successor to the aid to families with 

18 dependent children program; 

19 (8) persons under 21 years of age and not covered under (a) of this 

20 section, who would be eligible for benefits under the federal program designated as 

21 the successor to the aid to families with dependent children program, except that they 

22 have the care and support of both their natural and adoptive parents; 

23 (9) pregnant women not covered under (a) of this section and who 

24 meet the income and resource requirements of the federal program designated as the 

25 successor to the aid to families with dependent children program; 

26 (10) persons under 21 years of age not covered under (a) of this section 

27 who the department has determined cannot be placed for adoption without medical 

28 assistance because of a special need for medical or rehabilitative care and who the 

29 department has determined are hard-to-place children eligible for subsidy under 

30 AS 25.23.190 - 25.23.210; 

31 (11) persons who can be considered under 42 U.S.C. 1396a(e)(3) (Title 

Res SB 13(HSS) -2-
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1 XIX, Social Security Act, Medical Assistance) to be individuals with respect to whom 

2 a supplemental security income is being paid under 42 U.S.C. 1381 - 1383c (Title 

3 XVI, Social Security Act) because they meet all of the following criteria: 

4 (A) they are 18 years of age or younger and qualify as disabled 

5 individuals under 42 U.S.C. 1382c(a) (Title XVI, Social Security Act); 

6 (B) the department has determined that 

7 (i) they require a level of care provided in a hospital, 

8 nursing facility, or intermediate care facility for the mentally retarded; 

9 (ii) it is appropriate to provide their care outside of an 

10 institution; and 

11 (iii) the estimated amount that would be spent for 

12 medical assistance for their individual care outside an institution is not 

13 greater than the estimated amount that would otherwise be expended 

14 individually for medical assistance within an appropriate institution; 

15 (C) if they were in a medical institution, they would be eligible 

16 for medical assistance under other provisions of this chapter; and 

17 (D) home and community-based services under a waiver 

18 approved by the federal government are either not available to them under this 

19 chapter or would be inappropriate for them; 

20 (12) disabled persons, as described In 42 U.S.C. 

21 1396a(a)(IO)(A)(ii)(XIII), who are in families whose income, as determined under 

22 applicable federal regulations or guidelines, is less than 250 percent of the official 

23 poverty line applicable to a family of that size according to the United States 

24 Department of Health and Human Services, and who, but for earnings in excess of the 

25 limit established under 42 U.S.C. I 396d(q)(2)(B), would be considered to be 

26 individuals with respect to whom a supplemental security income is being paid under 

27 42 U.S.C. 1381 - 1383c; a person eligible for assistance under this paragraph who is 

28 not eligible under another provision of this section shall pay a premium or other cost-

29 sharing charges according to a sliding fee scale that is based on income as established 

30 by the department in regulations; 

31 (13) persons under 19 years of age who are not covered under (a) of 

-3- HCS SB 13(HSS) 
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1 this section and whose household income does not exceed 200 [175] percent of the 

2 federal poverty line as defined by the United States Department of Health and Human 

3 Services and revised under 42 U.S.C. 9902(2); 

4 (14) pregnant women who are not covered under (a) of this section and 

5 whose household income does not exceed 200 [175] percent ofthe federal poverty line 

6 as defined by the United States Department of Health and Human Services and revised 

7 under 42 U.S.C. 9902(2); 

8 (15) persons who have been diagnosed with breast or cervical cancer 

9 and who are eligible for coverage under 42 U.S.C. 1396a(a)(10)(A)(ii)(XVIII). 

10 * Sec. 2. AS 47.07.042(d) is amended to read: 

II (d) In addition to the requirements established under (a) and (b) of this section, 

12 the department shall [MAY] require premiums or cost-sharing contributions from 

13 recipients who are eligible for benefits under AS 47.07.020(b)(13) and (14) and 

14 whose household income is between 150 and 200 (175] percent of the federal poverty 

15 line. The department shall [IF THE DEPARTMENT REQUIRES PREMIUMS OR 

16 COST-SHARING CONTRIBUTIONS UNDER THIS SUBSECTION, THE 

17 DEPARTMENT] 

18 (I ) [SHALL] adopt in regulation a sliding scale for those premiums or 

19 contributions based on household income that [;] 

20 .ill [(2)] may not exceed the maximums allowed under 

21 federal law; and 

22 (ii) may not be less than two percent of the 

23 recipient's household income; and 

24 ill [(3) SHALL] implement a system by which the department or its 

25 designee collects those premiums or contributions. 

26 * Sec. 3. This Act takes effect immediately under AS 01.l0.070(c). 
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DATE: April 6, 2009 

SENATOR JOHNNY ELLIS 
SENATE MAJORITY LEADER 

MEMORANDUM 

TO: Representative Bob Herron 
Representative Wes Keller 
Co-Chairs, House Health and Social Services Committee 

FROM: Senator Johnny Ellis 

RE: Hearing Request for SB 32 - Medicaid: Home/Community Based Services 

I am requesting that Senate Bill 32, "An Act relating to medical assistance payments for home- and 
community-based services and provision of personal care services in a recipient's home; and providing 
for an effective date" be scheduled for a hearing in the Senate Finance Committee at your earliest 
convenience. The bill passed the Senate on a unanimous vote, and I am joined by nine co-sponsors 
from both parties and all regions of the state. 

This bill includes the providers of home- and community-based services to Alaska's senior and 
developmentally disabled popUlations in the regular rate review process afforded to providers of 
institutional care. Alaska has made great strides in reforming our network of support for seniors as 
well as for children and adults with developmental disabilities. Our long-standing state policy is to 
promote the least restrictive and most cost-effective forms of care, and SB32 does that by providing an 
equitable review process to home- and community-based service providers. 

Included in this packet: 
• A current version ofCSSB 32 (FIN) - 26-LS0218\M 
• Fiscal Notes 
• Sponsor Statement 
• Letters of Support 
• Background Information 

Thank you for your consideration. Please contact my staff Max Hensley with any questions. 

Senator Johnny Ellis State Capitol, Rm. 9 Juneou. AK 99801 Phone: (907) 465-3704 Fax:(90J) 465-2529 email: Senator _Johnny_Ellis@legis.state.ak.us 
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SENATE MAJORITY LEADER 

JOHNNY ELLIS 

SPONSOR STATEMENT - SENATE BILL 32 

AN ACT RELATING TO MEDICAL ASSISTANCE PAYMENTS FOR HOME- AND COMMUNITY -BASED 
SERVICES 

Senate Bill 32 creates a mechanism for regular Medicaid rate review for providers of home­
and community-based services to Alaska's elderly and developmentally disabled citizens. Institutional 
service providers receive regular reviews in order to bring rates in line with costs. 

However, home and community-based services (HCBS) have been conclusively proven to 
lower overall long-term Medicaid costs. One recent study in the academic journal Health Affairs 
found that states with long-established high proportions ofHCBS spending saw a 3% overall decrease 
in long-term care spending between 1995 and 2005 as opposed to a 14.5% increase in low-HCBS 
states. The study concluded: 

"Justifications based on financial constraints can no longer be credibly offered as 
reasons for forcing such people [seniors and persons with developmental disabilities] 
into nursing homes and other institutions. HCBS programs may be one instance in 
which offering people greater choice also helps reduce costS.,,1 

Over the last few years, however, rates for home- and community-based services have been 
frozen. During that time, not only have costs increased, the medical environment - including 
regulations, technology, and client expectations - has shifted dramatically. These shifts threaten the 
continued viability of the hundreds ofHCBS providers, primarily private businesses that employ 
thousands of Alaskans in every region of the state. 

Home and community based services are the key to helping our seniors and those living with 
developmental disabilities live their lives as productive members of our communities while controlling 
the growth of health care costs. Without the regular review process in Senate Bill 32, many providers 
will be forced out of business and HCBS services will be taken away from thousands of Alaskans 
across the state. 

I Health Affairs 28, no. 1 (2009): 262-272. 



FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 3 

2009 LEGISLATIVE SESSION Bill Version: CSSB 32(FIN) 

(S) Publish Date: 3/30/09 

Identifier (file name): SB032CS(FIN)-DHSS-RR.()3-19.()9 Dept. Affected::;:'----=-_-"-:H'"'e::;a"lth='-'&'-S:::o::;c:::;ia"I..::S:::e~rv:::ic,,e:::s_ 

Title Medicaid: Home/Community Based Services RDU Department Support Services 
-::-_____________ ----:::::-__________ Component Rate Review 

Sponsor Ellis 

Requester _______ -"S"e:.:na:.:t"e.'-F.::in::a"'n::ce"-_______ Component Number 2696 

Expenditures/Revenues (Thousands of Doliars) 
Note· Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 309.3 
Travel 15.0 
Contractual 38.4 
Supplies 1.8 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 364.5 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 182.3 
1003 GF Malch 182.2 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 364.5 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I
Full-ti~e, 
Part-time 

Temporary 

3.0 

ANALYSIS: (Attach a separate page if necessary) 

309.3 309.3 309.3 309.3 
15.0 15.0 15.0 15.0 
38.4 38.4 38.4 38.4 

1.8 1.8 1.8 1.8 

0.0 364.5 364.5 364.5 364.5 

(Thousands of Dollars) 
182.3 182.3 182.3 182.3 
182.2 182.2 182.2 182.2 

0.0 364.5 364.5 364.5 364.5 

The proposed legislation amends AS 47.07 to add payment rate provisions for Medicaid providers of personal 

care services and home and community-based services. This legislation would require the Department to 
review rates annually and set rates considering periodic cost surveys and the Centers for Medicare and 
Medicaid Services' home health agency inflation rate. The effective date is July 1, 2011. 

(Continued on next page) 

Prepared by: William J. Streur, Deputy Commissioner 
Division Health Care Services 

Approved by: Alison Eigee, Assistant Commissioner 
DHSS Finance & Management Services 

(Rltvised 9/1012(108 OMB) 

4255 

Phone 907-334-2520 
Datemme 3/19/09 12:00 AM 

Date 3/19/2009 
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FISCAL NOTE # 3 

STATE OF ALASKA BILL NO. CSSS 32(FIN) 

2009 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

Under this legislation, the Department would periodically survey providers to obtain cost information. 
There are approximately 350 home and community·based service providers, including assisted living 

homes, and an additional 50 personal care providers. Beginning in FY201O, the Department would need to 
begin developing cost surveys and providing training and technical assistance to providers as they modify 
their accounting systems to be able to respond to the surveys. The department needs to be able to 
provide this assistance to providers, so there is clear understanding of the information needed and clear 
definitions of cost centers; otherwise, it is likely that providers will be unable to provide accurate survey 
responses. 

The Department would also perform some review and inspection of survey information to ensure accuracy 
before using survey data to set rates. Staff positions would be necessary to oversee the surveys and 
conduct rate setting operations. The department requires one of these position to be a supervisory level 
auditor to supervise staff in carrying out, and ensuring the integrity and accuracy of the new processes 
required by statute. 

The legislation would also require the Department to prepare an annual report on the medical assistance 
rate payments under the new rate setting methodology through FY2014. This report would be prepared 
by the new rate setting staff at no additional cost. 

Assumption: 

Annual Personal Services: 
2 Internal Auditor III positions and 1 Internal Auditor IV in the Office of Rate Review for cost surveys and 
rate setting - $309.3 

Annual Travel for audit staff to provide technical assistance and training to providers and receive training 
required by Government Auditing Standards - $5.0 per FTE 

Annual Contractual: 
Office space, phones, etc. - $12.8 per FTE 

Annual Supplies - $0.6 per FTE 

Page 20f2 



FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 4 

2009 LEGISLATIVE SESSION Bill Version: CSSB 32(FIN) 

(S) Publish Date: 3/30109 

Identifier (file name): 

Title 
SB032CS(FIN)-DHSS-SDMS-03-19-09 Dept. Affecte::;d:,--:::--:-::-:H;::ea::ltI1:.;-:&::,S::o::;c:::;ia::I.:;S",e::.;rv",ic"e:::s_ 

Medicaid: Home/Community Based Services RDU Senior & Disabilities Services 
-::-_____________ -:::::-__________ component Senior & Disabilities Medicaid Services 
Sponsor Ellis 

Requester _______ -'S"'e"'na::;t"'e.:.F.::in"'a"'n"ce::.... _______ Component Number 2662 

Expenditures/Revenues (Thousands of Doliars) 
Note' Amounts do not indude inflation unless othelWise noted below 

Appropriation 
Required 

OPERATING EXPENDITURES FY 2010 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 0.0* 
Miscellaneous 

TOTAL OPERATING 0.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 0.0 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I 
Full-time 
Part-time 

Temporary 

ANALYSIS: (Attach a separate page if necessary) 

Information 
FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 

0.0* 6,152.6 12,477.5 18,979.5 25,663.6 

0.0 0.0 6,152.6 12,477.5 18,979.5 25,663.6 

(Thousands of Dollars) 
3,076.3 6,238.8 9,489.8 12,831.8 
3,076.3 6,238.8 9,489.8 12,831.8 

0.0 0.0 6,152.6 12,477.5 18,979.5 25,663.6 

The proposed legislation amends AS 47.07 to add payment rate provisions for Medicaid providers of personal 

care services and home and community-based services. This legislation would require the Department to review 
rates annually and set rates considering periodic cost surveys and the Centers for Medicare and Medicaid 
Services' home health agency inflation rate. The effective date is July 1, 2011. 

Passage of this bill would likely increase Medicaid benefit costs by $6.2 million in FY2012. Annual inflation of 

2.8% each subsequent year would increase benefit costs to a projected $25.7 by FY201S. 

(continued on page 2) 

Prepared by: William J. Streur, Deputy Commissioner 
Division Health Care Services 

Approved by: Alison Elgee, Assistant Commissioner 
DHSS Finance & Management Services 

(ReVIsed 911012008 OM8) 

4257 

Phone 907-269-7827 
DatefTime 3/19/0912:00 AM 

Date 3/19/2009 

Page 1 of 2 



4258 

FISCAL NOTE # 4 

STATE OF ALASKA BILL NO. esss 32(FIN) 

2009 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

This statute would affect appoximately 350 businesses who are providers of home and community based 
services (HCBS), including residential living services. These services are delivered under four Medicaid 
waivers: Adults with Disabilities, Children with Complex Medical Conditions, Mental 
Retardation/Developmental Disabilities, and Older Alaskans. Expenditures for these waivers in FY200S 
were $141.5 million. This bill would also affect an estimated 52 businesses not included above that provide 
personal care services. Expenditures for personal care services in FY200S were $72.3 million. Total costs in 
FY200S that would be subject to the rates is $213.S million. 

HCBS and personal care providers currently have their rates or rate methodologies established in 
regulation. Since FY2004 all of those rates have been frozen (some longer), up until Y2009, when the 
legislature approved a 4-6% increase. This statute will require the Department to adjust Medicaid payment 
rates to HCBS and personal care providers to consider data from periodic cost surveys and the home health 
agency inflation rate. 

ESTIMATED RATE ADJUSTMENT 
This fiscal note assumes that rates are set under section 47.07.069(b)(3) applying the home health agency 
inflation rate (2.8%). FY2009 projected benefits of $219.7 million (FY200S actual costs plus 2.8%) are the 
baseline used to calculate the incremental costs in the fiscal note. Annual inflation adjustments of 2.S%, 
beginning in FY 2012, increase benefit costs by $6.2 million the first year of implementation. By FY2015, 
costs increase $25.7. 

The Department has no way of estimating the impact of considering the periodic cost survey data on rates 
set under this bill as it does not have reliable cost survey data from providers upon which to base such an 
estimate. Therefore, this fiscal note does not reflect any increased or decreased cost from factoring in the 
cost survey data. 

FUND SOURCE 
Costs are eligible for the federal medical assistance percentage which is projected to be 50% in FY2012 
and beyond . 

• -- The legislation would not require rates increases in FY2010 or FY2011; however, any rate increases 
funded in those years could reduce the amount of new expenditures required to implement the bill. 

Page 2 of 2 



Palmer Senior Citizens' Center, Inc. :Jv#"" 
W'f ================================ .. ~~~~. ~~= 

February II, 2009 

The Honorable Senator Johnny Ellis 
Alaska State Legislature 
State Capitol Building, Room # 103 
Juneau, Alaska 99801-1182 

Dear Senator ellis: 

The Palmer Senior Citizens Center, Inc. (PSCC) wanted to express our sincere appreciation for 
your support and commitment to the seniors in the state of Alaska. PSCC supports your efforts 
to pass SB32 which will put into statute a regular review of home and community based waiver 
rates. 

Thank you for making the time to meet with Kenneth Anderson, PSCC Board President, and 
Rachel Greenberg, Office Manager, on Tuesday, January lOth at 2:00. 

The Palmer Senior Citizens Center, Inc. hopes that your busy schedule will allow time for you or 
your staff to visit us. Thank you again. 

With Best Regards, 

Kenneth A. Anderson 
Board President 

Richard G. Tubbs 
Executive Director 

~G:r 4 2 5 9 ,,,, .. "',,,, 
831 S. Chugach SI. • Palmer. Alaska 99645 • Phone: (907) 745-5454 • Fox: (907) 746-5173 

Email: pscc@mtaonline.net • UnitedWav 
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abha:\ 
Al:uka HehavioraJ Heallh AssocllllLon 

The Honorable Senator Johnny Ellis 
State Capitol 
Juneau, Alaska 99801-1182 

Dear Senator Ellis; 

I am writing in support of SB 32 on behalf of the membership of the Alaska Behavioral 
Health Association. The issues of rates and the mechanism and frequency of adjusting 
those rates are the primary issue for our membership this year. 

We support the effort to put into place rate setting mechanisms for the home and 
community based services and that this model will be applied to the other providers 
that contract with the State of Alaska to deliver services. It is difficult to manage a 
business that is focused on delivering health care services when the cost for 
reimbursement does not keep pace with inflation and cost of living. Fixed costs don't 
go away and agencies have been trying to meet their grant obligations while keeping 
the business solvent. Employers are not able to offer competitive wage and benefit 
packages because of insufficient reimbursement rates. 

Please let me know what else our members can do to support your legislation. 
Thank you. 

In Health, 

~ 
Steve Horn 
Executive Director 

Attachment 
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.~002/003 . 

T H!66-227-7447 
F 907·341-2270 
nY H!77-434-7598 

February 3,2009 

The Honorable Bettye Davis, Chair 
Senate Health, Education and Social Services Committee 
Alaska State Capitol. Room 30 
Juneau,A]( 99801-1182 

RE: SB 32-Ellis--Support 
Dear Chair Davis: 

On behalf of the members of AAR.P in Alaska, we encouTolge you and your colleagues on 
the Senate Health and Social Services Committee to support sa 32. authored by your 
Committee colJeague Senator Johnny Ellis and co-sponsored by you. 

SB 32 would allow annual rate reviews of all home and cc mmunity based services 
similar to the process for hospitals. Rates for HCBS servj,:es Wlder Medicaid have 
remained the same for several years, discouraging needed providers from entering the 
field and forcing current providers to reduce their services and cut back On clients. 

As we age, many of us would prefer to stay at home or wi1h our families but sometimes 
we need extra help to do so. With the growing numbers OJ' older people who need 
support to live on their own, private and public organizatic,ns now offer mMY different 
options to allow us to "age in place" in our homes and conununities. These options form 
the continuum of home and community based services. rar.ging from meals on wheels to 
adult day care. In addition to meeting our personal preferEnces to remain home and in 
our communities, HCBS services are much less expensive than institutional care. 

Younger persons with disabilities are also primary users ofHCBS services to allow them 
to continue their education, work and participate as fujI cit.zens in their communities and 
with their families. 

www ... rp.org/ok 

Jennie Chin Hansel\ President 
HEALTH I FINANce. I CONNECTINQ I GIVlNQ I ENJOYING William D_ Novelli, Chief Executive OffICer 
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02/03/2009 14:38 FAX 9073412270 AARP ALASKA STATE OFFICE 

We cannot expect the providers of HCBS to continue to c·perate on rntes often set years 
ago. It makes sense to review HCBS rates every year jllS"t as we do with hospitals. 

AARP requests an "AYE" vote on SB 32. 

Should you have any questions about our position, please feel free to contact me (586-
3637) or Patrick Luby, AARP Advocacy Director (907-7.52-3314). 

Thank you for your consideration. 

Sincerely. 

fl~ [J~ 
Marie Darlin.Coordinator 
AARP Capital City Task Force 
415 Willoughby Avenue. Apt. 506 
Juneau,.AI( 99801 
586-3637 (voice) 
463-3580 (fax) 

CC: Vice-Chair 10e Paskvan 
Senator Johnny Ellis 
Senator Joe Thomas 
Senator Fred Dyson 

~003/003 
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Advisory Board on Alcoholism 
and Drug Abuse Governor" Council on Dhabllltle, 

and Special Eelucatlon 

Alaskan Ai:"l\ Seniors 

1reTRUST 
Alaska Mental Health Board 

Living Longe rowing Stronger 
Irnm the Ala5ir1 Gommlulol en Aging 

The Alaska Mental Health 
Trust Authority 

Establish a Regular and Periodic Schedule of Rate Reviews for 
Home and Community-Based Services 

The Governor's Council on Disabilities and Special Education, Alaska Mental Health Board, Advisory 
Board on Alcoholism and Drug Abuse and the Alaska Commission on Aging, in collaboration with the 
Alaska Mental Health Trust Authority, the Alaska Brain Injury Network and the Alaska Suicide 
Council, have identified the establishment of a regular and periodic schedule of rate reviews for home 
and community based services one of their four legislative priorities for 2009. Regular and periodic rate 
reviews, for both Medicaid and grant-funded services, are imperative to maintaining the systems of 
care that serve Alaska's most vulnerable populations. The provisions for this legislation are in SB 32, 
sponsored by Senator Ellis. 

• Before last year's rate rebasing for FY09, most home and community-based services providers 
had been over a decade without a rate review or increase. This resulted in an erosion of the 
system, as frozen rates resulted in a diminishing pool of resources - reducing the quality and 
availability of services. 

• In FY07, home and community based services were provided to nearly 57,000 people who 
would have otherwise been served by costly institutional or nursing home care. 

• In order for the Department of Health and Social Services (DHSS) and the State of Alaska to 
create and maintain a I O-year fiscal plan that adequately budgets for the costs of home and 
community-based services, a schedule of rate reviews is necessary. 

• Our system of care for Alaskans with special needs is based on a network of non-profit 
providers. Without adequate funding, our providers cannot continue to provide quality services. 
Without our providers, we have no system of care. 

Overview 

Home and community-based services include a wide range of Medicaid and grant-funded services for 
Trust beneficiaries and other vulnerable Alaskans. Mental health care, infant learning, personal care 
attendant services, assisted living services, senior care, substance abuse counseling, and services for 
Alaskans with developmental disabilities are all examples of services provided at home or in our 
communities. These services maintain individuals' quality of life and reduce the need for more costly 
institutional, emergency and nursing home care. 

For more that 10 years, providers have struggled to meet the demand for services while maintaining an 
acceptable quality of service because there has been no structure for reviewing the rates paid for those 

1-28-09 
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DACCESS 
~;:-i' A lAS K A 

February 23, 2009 

Senator Bettye Davis 
Chair, Senate Healtl1 and Social Services Committee 

Senator Johnny Ellis 
Sponsor, SB32 

Senator Hoffman, Co-Chair - Senate Finance Committee 
Senator Stedman, Co-Chair - Senate Finance Committee 
Senator Elton, member - Senate Finance Committee 
Senator Huggins, member· Senate Finance Committee 
Senator Olson, member - Senate Finance Committee 
Senator Thomas. member - Senate Finance Committee 

I am wrWng this letter in support of 5B32, a bill whicn I believe will strengthen Home and Community Based (HeB) Providers like 
Access Alaska and many others_ We HCB providers form the backbone of Alaska's long-term care system. We HCB providers 
are not only the current backbone, but given our cost-effectiveness and desirability - consumers want to age in ptace - we are 
the state's answer to the long-term care dUemma. 

Uke hOSpitals and nu~ing homes. we are businesses with actual costs - we pay rent or mortgages, insurance, and personnel. 
As these costs have grown while reimbu~ement rates stay flat, our abllity to pay worl<ers a living wage has decreased to the 
point that in many communities, direct service workers can eam more working at a fast food restaurant than they can helping to 
care for our elders. This has limited our ability to attract workers and in some cases is creating a crisis in the long·term care 
system. 

This is but one example of the ravages of the current rate-setting regime. 

In the larger view, it is important to keep in mind that a strong HCB provider system is crttical to the state's ability to meet the 
coming wave of long-term care users. Policy groups from the National Conference of State LeglslaMes to the AARP have aU 
recommended states rebalance their Medicaid spending In favor of HCB and take advantage of new waiver and partnership 
opportunities, in order to meet the growing demand for Medicaid long-term care services. In many cases, Alaska has not taken 
advantage of these opportunities. 

Alaska has the envious position of being one of the top states in the nation in terms of balanced spending between institutional 
(nursing home) care and HCB care. However, the system has been strained to the point of breaking over tl1e last several years, 
primarily because of the inattention to Medicaid reimbursement rates. Therefore, it makes sense tl1at the state should do 
everything It can to strengthen tl1e system. 

I believe SB32 goes a long way toward doing just that. We greatly appreclale your leadership on this issue and stand ready to 
support its passage and implementation. 

Sincerely, 

c7-~'''~ c -~BuL 
Jim Beck 
Executive Dil'$Ctor 
.A~~Alaska, Inc. 
11l W.J'1t~wttrl,Suilc 105 
Al1l,:hor:l.g,c. Ala.~k:\ 9950.1 
1)(]7-24X-·1771 
I:~"( 9t.n~l48·06.19 

")hll fn'C !I00·170-448f1: 
n·Y~I·l4.~·~11~ 

Fllilv:1nla 
526 (.j .. rcr ... .:y RIIaI!. S\litt,,: lexl 
Fuirh:lnks. AI:I':k,,, g.no I 
907·479-7~" 
r:'0IA 1,107·414-10:;2 
Tull fn:c 800-770.1940 
TTY 007-47'-8619 

MalSu 
K91 Cvml\)Cr<:;i:o.l Drive 
Wa~iII~AI;u.k:l t,/%54 
907·357-l!i&8 
F;:)x 907·:1."i7·S.5H$ 
Tnl! fl'l"C X(lO·1i'().{l12S 

Kcuai 
10801 KCI\:\i Spur l1iJ;hway 
Kctl:l.i. Alru:i;). ~611 
907·28)·7214 
fll.:I 907·2~3·5993 
Toll fret: 8~H·260--9336 

0lllo:umg, nIJurs ltllnJl,?-'l1dcnc:, 
www."u:c:~;tI<1s:k!l,OfI:l: 

inf~aCC'<!~~'1Ia.""3.org 
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.... " 
IMMEDIATE 
-c a r e-

6311 DeBarr Road Suite L-2 Anchorage. AK 99504 
Phone: (907) 336-3365 and Fax: (907) 336-3397 

February 3, 2009 

Senator John Ellis 
Senator Bettye Davis 
via email 

Dear Senator Ellis and Senator Davis, 

I am writing to support SB 32, which establishes periodic rate reviews for 
home and community-based services. Ensuring consistent rate increases for 
provideis enables less expensive care for the elderly and develops a workforce 
aimed at the medical field. 

As the second largest provider of in-home care services, we are intimately 
familiar with the associated challenges. The cost of doing business has 
increased while rates have been flat. Without entrepreneurial incentive, providing 
direct care may rest on the more expensive option; state-managed assisted living 
facilities and state-managed skilled nursing facilities 

Workforce development for the medical field starts with our in-home care 
staff. Our Personal Care Assistants (PCA's) can receive certification and provide 
low level care for the elderly. Many family members and college-age PCA's get 
their first glimpse at the medical field. 

Thank you for your support of SB 32. Please contact me with any 
questions. My direct line is extension 104 at (907) 336-3365. 

Best regards, 

~ 
Brian Richardson 
Chief Executive Officer 



4266 

Senator Johnny Ellis 
Alaska State Legislature 
P.O. Box 
Juneau, AK 99811 

CENTER FOR COMMUNITY 
700 Katlian Street, Suite B 

Sitka, AK 99835 
Phone: 907-747-6960 

RE: Support on behalf of constituents in Sitka, Yakutat, Hoonah, Kake, Angoon, Wrangell, 
and Ketchikan, for SB 32, "An act relating to medical assistance payments for home and 
community-based services." 

Center for Community is a non-profit organization that provides personal care and home and 
community based services throughout the services throughout South East Alaska: with clients 
and employees in nearly every community from Yakutat to Metlakatla. In these communities, 
we employ a total of 71 Southeast residents and serve 113 Southeast clients at the current time 
(not counting Juneau). 

Senate Bill 32 will cure a long-standing problem in Alaska's Medicaid system for long term care 
of our seniors and other children and adults with disabilities of all kinds. SB 32 will finally 
ensure that the Legislature and the Administration regularly receive information about the true 
cost of providing care to Alaskans--at home--who are trying to avoid more expensive 
institutionalized long term care. SB 32 gives everyone the information necessary to make both 
short term budgetary and long term policy choices. 

Thank you for your introduction of Senate Bill 32. lfwe can do anything to further legislative 
support for passage of SB 32, please call upon us. 

Sincerely ? 
/7 j. 

/ ' Or..c.f.- k L.L'~ /"~YY-'z..-. -
Connie J. Sipe, Eicecutive Director 
Center for Community 

csipe®.cfc.org 
(Sitka Headquarters Office: 747-6960) 
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AGENET'S 2009 Legislative Priorities 
The Association of Alaska's Providers of Services to Older Alaskans 

Contact Information: Marianne Mills (463-6154) or Ken Duff (262-6331) 

1. Support legislation, such as SB 32, which would put into statute a 
regular review of Home and Community-Based Medicaid Waiver rates 
similar to the process for institutions (hospitals, nursing homes). 

Services available to persons eligible for the Home and Community-Based (HCB) 
waiver program include meals, transportation, chore, respite, care coordination, adult 
day services, specialized medical supplies/equipment and home modifications. 

These services are provided for a fraction of the cost of institutionalized care to older 
Alaskans in their own homes and traditional communities. 

• Investing in home and community-based care is the most cost effective way to provide 
long-term care while supporting local communities throughout the state. 

Regular rate reviews will provide parity with hospitals and nursing homes which have 
had a similar statute in place since 1999. 

Regular rate reviews will provide a good management tool for the Department of Health 
and Social Services to determine program costs, budget adequately, and create a 10-
year fiscal plan. 

2. Work with the legislature to adjust grant rates with a $2 million increment 
for Family Caregivers, Nutrition, Transportation & Support Services grants_ 

Senior grants help pay for home and community-based services for senior citizens who 
are not eligible for the HCB Medicaid Waiver program, services such as meals, rides, 
adult day, chore, respite, care coordination, and health promotion. 

Investing in senior grants upfront save millions of dollars the State would otherwise pay 
for expensive institutional care (nursing homes). In Alaska, the cost of one month's stay 
in a nursing home is $10,000-$20,000 per senior (compare this to a package of grant 
services for only $61 to $83 per month). 

• Alaska's long term care policy is aimed at allowing Older Alaskans to remain at home for 
as long as possible; these grants help them remain at home, saving the state money, 
and also support the unpaid work of their family caregivers, work which has been valued 
at $534 million in Alaska. 

In July 2009, a regional funding formula will shift senior grant monies out of seven (of 
nine) regions of the State, jeopardizing local communities from providing much-needed 
services; this shift will happen even though senior populations in all regions are still 
increasing and as the costs for food, fuel and workers increase. 

The proposed $2 million increase in senior grants will help ensure that all regions of the 
State receive adequate funding to continue senior grant services so that seniors may 
remain in their traditional communities. 



~heimer's 
Resource of Alaska 

Anchoraqe & 
Statewide Servi(e~ 
1750 Abbott Road 
Anchorage. AK 99507 
phone 907~S61·3313 
fax 907-561-3315 
TolI~free in Alaska 
800-478-1080 

rdirba(lk~ Services 
565 University Ave. 
Suite 2 
P.O. Box 72791 
Fairbanks, AK 99707 

phone 907-452-2277 
fax 907-457-3376 

Juneau Service~ 
3100 Channel Drive 
Suite 19 
Juneau, AK 99801 

phone 907-586-6044 
fax 907-586-6084 

Senator Bert Stedman 
Senator Lyman Hoffman 
Co-Chairs Senate Finance Committee 
Alaska State Legislature 
Capitol Building 
Juneau, Alaska 9980 I 

March 2, 2009 

Senators Stedman & Hoffinan, 

The Alzheimer's Disease Resource Agency of Alaska (ADRAA) formally requests your 
support of the CS for Senate Bill 32 which has just been referred to the Senate Finance 
Committee and is currently awaiting a hearing date. As you are aware, CSSB 32 would 
regulate rate review for medical assistance payments for home and community based (HCB) 
personal care services for providers working in personal and assisted living homes. Currently, 
no such review is regularly mandated for HeB or Assisted Living Care, although facil ity 
based providers such as nursing homes are reviewed regularly to keep up with the growing 
population served and accurate information regarding cost of care. 

The Alzheimer's Resource of Alaska provides in home care services for individuals affected 
by Alzheimer's disease and related dementias and for frail elders. In FY08, we provided 
57,452 hours of services statewide. The services provided include personal care, respite for 
family caregivers, and household chores such as meal preparation, snow shoveling, and 
chopping wood. It is the work of unpaid family caregivers as well as professional in home 
workers that allows elders to remain in their homes, and their communities rather than being 

Mot 5u Valley Servi(es placed in full time nursing care at great cost to the state. 

Trinity Barn Plaza 
P.O. Box 4406 
Palmer, AK 99645 

phone 907-746-3413 
fax 907·746-3412 

www_dllala~~d.org 

ADRAA thanks the bill's sponsor and co-sponsors for their foresight on this issue and for 
their continued support of seniors across Alaska. We enthusiastically support SB 32 which 
would strengthen the existing infrastructure of home and community based services and 
would allow for the best possible outcome for both our clients and employees. 

Sincerely, 

'>ttkt...QJ-Lcl-llL. 
,_/ /-/ 

Dulce Nobre 
Executive Director 

cc: Senator Johnny Ellis 
Senator Charlie Huggins 
Senator Bettye Davis 
Senator Donald Olsen 

cc: Senator Joe Thomas 
Senator Kim Elton 
Senator Joe Paskvan 

Alzheimer'S Oisease Resource Agency of Alaska,lnc. 
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The least among us 
Alaska's developmental disabilities 
providers look for allies in the state 
government 

By Brendan Joel Kelley 

THIS COMING SATURDAY, on his Fox News program Geraldo 
at Large, Geraldo Rivera is devoting the show 10 the long waIt­
ing lists where people with developmental dlsabilities languish 
while waiting to receive services. 

"The waiting list is, in essence. the new institution.- Rivera 

told a Pennsylvania blogger associated with The AIe. a national 
network of service provider> for the developmentally disabled. 
"It's imprisoning in some ways. handicapping the families of the 
developmentally disabled. really handcoffing them in ways that 
put tremendous stress and strain on their lives:" 

Though it's doubtful that Alaska will be mentioned on the 
show. our state also maintains a list of developmentally disabled 
people who are eligible for services but aren't receiving them 
due to inadequate funding. Each year the DcpartmeD1 of Health 
and Social Services prepares a report on this lis~ and the report 
for 200S is due any day DOW, When the last annual report was 
released last December, there were 943 individualo on the wail­
ing list They've been waiting for services an average of 3,7 years, 

At the beginning of December, a couple of weeks before 
RepubUcan Governor Sarah Palin released her budget. state 
Senator Johnny Ellis (D-Anchorage) wmte Palin .1etter ask­
ing her to address the waiting list, known officially as the 
Developmental Disabilities Registry. 

"During your time on the campaign traI1 with Senator John 
McCain as the Vice PresIdential nontinee, 1 was very pIeaacd to 

hear you ,peak on multiple occasions about the f'IObl<oms fac<d 
by ,peda1 needs children in our country;" Ellis wrote. He then 
pointed out that as of October I, the lq!iJtry rootaiD<d 993 

U>dividuals. moody between the ages of. and 17. "I respectfully 
requesI that you do )'OW very best to ~ the funding __ 
...y 10 fully eIintinate the WaitIioI," Ellis CQlltinued. bein ask­
ing Palin 10 include funding recommended by the govomor'. Ad 

&c CGmmIttcc,on the DO Rcgiatry In her budget. 
But that JDQIle)' wasnl incIudedln thebudp tbot Palin 

released on Dccemberl5, ADd for _,~dm,in the 
developmental <lisabilltles 0!JIDIDIIDlty; the WIIlIiI1g list is ,., 

far from the ooly problan. 0011 I 1 .... 1IIioiinie ~ of ' 
Anchorage, Hope Community ~ and'mauy oiher home 
and community-based service providers are......,. alIoIl ~ , 
cially, because the rates at which they're reimhnned ..... , com-. 
mensurate with the aanaI roots. 

Ellis Is hQllins to change that with • bill be'lI introduce In the 
next legislative session. The bill wou\d enIuate reimbursement 
rates for home aDd com~JIJ'ty~~ service providers annu­
ally. 

"THE NUMBER ONE ntJNG,.. want [the 10plaIurel to ~.~ 
establish a regular rate -J>ft>C'!u for how they ~ us,"says 
Gwendolyn Lee, -.e o:lr«tor of·The N< of Anchorase­
"The cumul systml ia _ equitable:' 

Even if the waitIDg list....., endicoted by Pdficia1t Iimding 

from the state. Lee say>. II "!"'ki bring those JIC'lIIIe III • ...we 
provider systml "tbaI's ,r b. "'" In ill ability III deIiRr hip 
quality sc:rrica, and caDt find the worIws to..- the needs of 
the aisting people:" 

At The An:, which offen a large variety of services to those 
with deve1upmental disabilities. under-funding has resulted in 
hip turnover despite cost-cutting measun:s. "We have deferred 
maintenance; we have cut health insurance; we do not give 
raises; we ask people to do more," Lee says. "We are stmched; 

the rubber band iJ truly strotcbed." 
Simply JIQl. The Me can 0IIIy atroRt 10 !Ute workm at the 

lowest pouIbIe ..... maIdag for hIP IDrDDv<r and tnlnIng 
coots. l'bls means that the peDOIlwilh adiubl1ity has • constant 
rnoMn& door,of JIC'lIIIe.-.. oad .... 40m tbdr \ife, each 
.... baWt& to loom ~ iDdmoIaars criIkaI iaua, beoIth issues, 

and penooaIily lIUIDC<S. "11'. JalIy dcpesom, for the JIajf who 
are tryiDg to deIiRr...., If...,....' l .. .., biriDa and 
mrainin& p..".. to do>the.-r boola; Lee..,.. 

Th<r6. noaI ..... lD_~ the liooociaI COIIIt<JDI 

ofhome and comm'lDity-based 

" The Anchorage Press 
December 24,2008 

"." this would be a real opportunity for 

Sarah Palin and myself and other 

legislator~ from both sides of the aisle to 

workl9gether and put our money and our 

commitment where our mouths are, And 

. I expect that she will, I just hope that we 

do enough to help those people that need 

the help the most." 

~Stme Senator Johnny Ellis 

...... ....., .. Iow .. 9 paum. wbiIe, 0Dly .ooupIe~ 
gatheRd mpoma from ""'" 50 pauDI of the ........... due to 
the compIemy of the audiIs, 

Meanwhile, hospitals and nuning homes are mmI>uzxd for 
their costs based on an annual rate ~ which Is wbat the 
home and rommunity-based developmental dlsabillties provid­
ers are asking for, The difference between the two groups. Ellis 
says, is that "fnmkIy, hospitals and nursing hoDleS have powerful 
lohbyista In Juneau. These community-based services have never 
been joined logether in • really organized group and have never 
really had e1fecu..lobbyists to get what they need 

"fm going to put this bill in to the legislature, but It's a really 
difficult bill to get through. to do what the service providers 
wanl-regular rate review and adjustmenL I've said to them that 

they need. to crem • coalition of people all owr ~ III*, dieaII 
and service providers and worker> to say. .... ne<d the same 

. thing that the hospitals and nursing homes t.-: 1 think maybe 
the time baa cumc." 

IT'S NOT JUST GaW.DO RIVERA thal'1 put the..,...... 
on the issues the developmental disabilities community faces. 
1"" ____ n...1'~ .U..lI ,. ...... I.._...lf.-'''"''''"....-noo ..... I.....,..InD tn ht-'1rirr __ 
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Gwendolyn Lee, EJec:utive DtrectDr of The An: of And1orIp: "It all _ dIMn 
how we think about OUl fellow human bel ..... " 

__ lS-31,1001 

CODJtDJJnity aervice& no Ion­
... prorid< these aerri<a """"­
they can't ad'onI to. baaed on the 
pour r<imbursemmI frum the stale 

and/or the f<ds under Medicaid. 
then there will be penple without 

, -services in the community who 

will have to be institlltlonalized at 
, greater public apense and more 
hmnan ti8gedy." 

'"It all COIDeJl down to,bow we 
think 'about our fdlow human 

bein~ Lee says. "Do we have ao 
attitude that the least of these is the 
most important. and everyone is 
entitled to fair ao;ess to basic com-

, munity ljfe?" 

, . SIX YiARS AGO, .THE. STATE real­
ized that the system for reimburs­

ing service providen was flawed 
and froze the reimbursement rates 

, while.studying the issue. Last year, 
for the tint time, the legislamre 
granted an increase iri rates, which 
'IIlried according to the type of 
services provided. But there is stin 
no mechanlam lnplace for ratq to ' 
keep up with In/lation and cost of 

presid<Dt. t<lIin& famiIieo with speciaI.-ls cbildnn L'>al ti><y 
wouJd find an ally in her. wbIIe Ihe bcId b<r baby ""r Tri[<. who 

has Down syndrome. 
"I understand that .tat~t~ Lee say>. "As. ~ of & ..... 

child with disabilities, it's easy to say 1 feel your pain, I wlder­
stand your situation. I"n work to improve it: It', eaSier said than 
done to really be an advocate. She is in a very different position 
than a lot of our families that may not have the circle of support 
that she has. 1 think that t!Very family that heard that ,tatement 
is watching now. We are now anxious to work with her to make 
that her legacy. 11'. an incredible opportunity for her, but she has 

to be willing to do it~ , 
"This morning I heard Governor Palin say that we need to 

tighten our belts," says Ann WingQue,t, The AIc of Anchorage', 
director of public affair •. "We're beyond tightened anymore. It 
frightens me when I hear her say that.,because we have been so 

weakened and so ,tretched. She did say that we're not suppos<d 
to look to the government to make us healthy; the problero with 
our population Is that their health care needs are not something 

that they elected. It wasn't like they were smoking and drinking 
. and becoming obese. These are genetic or birth defects or what­

t!Ver, and they need bdp." 

EIIis is also looking to the governor to stand by what .he 
carnpaigoed on. "[PalIn] got a lot ofOccIaim on the campaign 

ttail as an advocate for lddswlthdlsal!iIities, not just ldds with 
Down syndrome, but kids with disabilities. Now it', time to 
live up to that, and I'm hoping and inviting the governor to 

, wurk with me to pare down 'the Wai~ list for DD services, 
to consider the bill on rate adjustmen\ for DD providers and 
other community-based service providers. So this would be a 

, real opportunity for,Sarah Palin and rnyself and other legislators 
, "/rom both oidea ofthe,aisle to work together and put our money 

and our commitment where our mouths are. And I expect that 

, the service providers' cosIs ver- she will. I just hope that we do enough to help tho,e people that 
reimbunements. The tecIudqu. ' need th~ hdP the most~ 

that the firm used, however, was' , .' There's still a chane. that agencies sudl .. The Arc and their 
.UDWiddy'for .;....yofthe.malIer adwxates in the legliIaIurernighfget their wishes, Governor 

orpn""_ tho! provide , Palin's communications director Bill McAllister says, "ail of this 
~ b-!he deftIopmenIally is pending. The Departn:ient of Law is evaiuatlng the rate re-ba.s-

.. ~ lng Issue. And the wait list is under review in the (Department 

" dun't IhiDIt they got srcat of Hea1th and SoclalServices] commissioner's office." • 
participation," FllIs says. Indeed. 
some of the provider response /1jk@<mchorugepms.com 

1E8 
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DEPr. OF HEALTH & SOCIAL SERVICES 

Alaska Commission on Agin 

December 8, 2009 

Representative Wes Keller 
600 East Railroad, Suite 1 
Wasilla, AK 99654 

Dear Representative Keller: 

SEAN PARNELL, GOVERNOR 

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

The Alaska Commission on Aging (ACoA) is pleased to present to you our FY2011 legislative priorities for the 
upcoming session. These top issues were identified with input from older Alaskans, family caregivers, providers, 
and senior advocates statewide. The ACoA is a state agency under the Department of Health and Social 
Services, established in 1982. Our charge is to plan, educate and advocate on behalf of all older Alaskans 
(persons aged 60 years and older) through inter-agency collaboration so that Alaska seniors/elders may lead 
useful and meaningful lives with dignity and independence and have access to quality services when seniors 
need them to remain safely in their homes and chosen communities for as long as possible. 

1. Establish a regular and periodic schedule of rate reviews for home- and community-based services that 
serve persons who are Medicaid-eligible and meet nursing home level of care. This measure will promote ongoing 
awareness of the true costs of providing services. S8 32, sponsored by Senator Johnny Ellis, passed the Senate 
and the House Health and Social Services Committee last session and waits to be scheduled for a hearing in 
House Finance. ACoA encourages passage of this legislation. 

2. Eliminate, or alternatively, adjust the cap on adult dental services reimbursed by Medicaid to provide 
program benefits that keep pace with higher health care costs due to inflation, and allow Medicaid patients 
access to two-years program benefits in a single year to permit scheduling of treatment around the oral health 
care needs of the patient. The current law places a statutory $1,150 limit on dental health care expenditures per 
eligible client. When the Medicaid Adult Dental program was created in 2005, this amount was sufficient to pay for 
one half of a set of dentures, either an upper or lower, with the idea that a patient who needed dentures could 
have both sets if the treatment was scheduled around the turn of the fiscal year. Although health care costs 
continue to rise, the cap has not been increased in three years. Allowing Medicaid patients access to two years of 
program benefits in a single year furnishes Alaskans and their dentists the flexibility needed to provide treatment 
addressing oral health emergencies that can occur at any time. 

3. Provide increased operating and capital funding to establish an Alaskan Public Transportation Fund for 
operations of local coordinated transportation systems which the State can use to leverage additional federal 
funds to improve accessible, affordable transportation for older Alaskans, persons with disabilities, low-income 
individuals, youth and others without access to transportation so that Alaskans with special needs may have 
greater access to employment and community participation opportunities. According to the Governor's 
Coordinated Transportation Task Force Report (2009), Alaska is one of only three states in the nation that does 
not provide any specific state funding for public transportation. 

4. Provide operating funding to enhance the Aging and Disability Resource Centers, administered under 
the Division of Senior and Disabilities Services, to streamline access to more efficient information and referral 
services by providing eligibility screening, options counseling, and assessments so that Alaskans can make 
informed decisions and have access to long-term care services through a "one-stop shop," reducing confusion 
and program fragmentation. 



4272 

5. Return to the original wording of AS 47.07.020 (b) (6), the Medicaid statute establishing income 
eligibility for persons requiring nursing home level of care, referencing 300% of the maximum 
Supplemental Security Income (SSI) benefit rate rather than the current frozen dollar amount ($1,656 a 
month) to reflect changes in cost of living so that seniors and other Medicaid-eligible persons will not be 
disqualified for services, including home- and community-based waiver services, due to small increases to their 
Social Security and other benefits. The amount of $1 ,656 is the monthly amount of 300% of SSI in 2003. The 
2009 income equivalent is $2,022 monthly. 

We also want to take this opportunity to share with you highlights from the Alaska Elder/Senior Community 
Forums that we hosted in Kotzebue (August) and Anchorage (December) to increase understanding about the 
issues that are of most importance to older Alaskans and to identify unmet needs. These forums, to be held in 
other locations statewide in the coming year, are being conducted to gather public input that will be used to 
develop the next Alaska State Plan for Senior Services, FY2012-2016. This document, prepared every four years, 
provides the State with a guide for delivering senior services and meets the requirement of the U.S. 
Administration on Aging for the state to access funding from the Older Americans Act which provides federal 
funding for a range of senior programs. Although these forums will be ongoing, Anchorage and Kotzebue 
participants identified the following issues as the most important: 

• Provide improved access to quality and affordable health care, long-term supports that include home- and 
community-based services in communities where older Alaskans live, and promote disease prevention 
and well ness programs; 

• Promote financial security, increase affordable senior housing, and improve elder safety; 
• Provide safe, dependable, and affordable coordinated community transportation services so that 

seniors/elders can get to medical appointments and remain actively engaged in their communities; 
• Enhance information and assistance services to help individuals access long-term support services and 

make informed deciSions regarding their care. 

Upon retirement, more seniors are choosing Alaska as their lifelong home to be close to family, friends and the 
unique Alaskan lifestyle. For the first time, Alaska is now the state with the fastest growing senior population, 
according to the U.S. Administration on Aging (2008), replacing Nevada, which held that position for many years. 
Alaska is home to approximately 80,000 persons aged 60 years and older who comprise about 12% of the state's 
population (Alaska Department of Labor). Alaska's senior population is expected to increase by four to six percent 
each year through 2020, as baby boomers become of age, by which time the total number of seniors will grow by 
almost 64 percent. The oldest Alaska seniors, 85 and older, are expected to triple during the next 25 years, vastly 
increasing the number of Alaskans living with Alzheimer's disease and related disorders. 

Please feel free to contact Denise Daniello, ACoA's executive director (465-4879 or denise.daniello@alaska.gov) 
for additional information about these issues or with any questions concerning Alaska's senior population. 

The Alaska Commission on Aging will be meeting in Juneau February 10'h_12'h, 2010 and hopes to schedule a 
meeting with you to discuss our priorities in person. We look forward to working with you this legislative session. 
We appreciate your consideration of these advocacy priorities and thank you for your support of services for older 
Alaskans. 

;z£ 
Sharon H:~~'~' ~0~ Denise Daniello 
Chair, Alaska Commission on Aging ACoA Executive Director 
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serving approximately 130,000 Alaska Native and American Indian individuals. These 

priorities will be the focus of ANHB state advocacy for Fiscal Year 2011. 

EXECUTIVE SUMMARY OF ANHB. 2011 STATE PRIORITIES . 
• Full funding for Village Safe Water (VSW\ projects. 

o More than 6,000 homes in rural Alaska don't have safe drinking water. 

o Lack of safe water and sanitation creates major health problems, including higher rates of 
respiratory tract infections, meningitis, pneumonia, and serious ear and blood infections. 

o The State should fund its share of VSW projects at last year's budgeted level. 

• Strengthen Medicaid. Denali Kidcare and related programs. '-1; 

o Tribal long-term care and behavioral health projects will serve Alaska Native Medicaid 
beneficiaries at the 100% federal payment percentage. It makes financial sense for the 
State to invest in these tribal projects and to set reasonable payment rates for them. 

o S. B.13 will raise Denali Kidcare eligibility to 200% of federal poverty level (FPL) for certain 
children and pregnant women. Alaska is one of only five states with SCHIP eligibility levels 
below 200% of the FPL. This will bring Alaska in line with national standards. 

o S.B. 32 will require annual review of Medicaid Home & Community Based Services (HCBS) 
and Personal Care Attendant (PCA) rates. Medicaid rates for services to Alaska Native 
Elders and vulnerable persons should be at a level that covers actual costs. 

• Strengthen domestic violence. sexual assault. and child abuse/neglect programs. Alaska 
Natives suffer high rates of domestic violence, sexual assault and child abuse/neglect. 
o Alaska's reported rate of forcible rape is over two and a half times the national average. 

o The rate of sexual assaults against Alaska Native women in Anchorage for 2000-2003 was 
over 7 times greater than for White women. 

o In Alaska State Trooper cases, predominantly in rural areas with a high percentage of 
Alaska Natives, 94% of all sexual assault victims are 15 years of age or younger. 

• Strengthen behavioral health and substance abuse programs. 

o Alaska's suicide death rate is nearly twice the national average. The suicide death rate for 
Alaska Natives is over three times greater than for Alaska Whites. 

o Alaska's binge and heavy drinking rates are among the highest in the nation. However, 
there is no statistical difference between the rates for Alaska Natives and non-Natives. 

o Over 40% of Alaska Natives smoke, which is twice the rate for non-Natives, and Alaska 
Natives are disproportionately represented among the 600 Alaskans who die each year from 
the effects of tobacco use or secondhand smoke, e.g. lung cancer and heart disease. Thus 
there is a great need for tobacco program and funding support for tribal health providers. 

• Strengthen healthcare workforce development initiatives. 
o S.B. 139 will create a healthcare loan repayment & employment incentives program. 
o Other health workforce initiatives are needed, including strengthening WWAMI, the State 

visa waiver program, and the Nat'l Health Service Corp loan repayment program. 

The Voice of Alaska Tribal Health Since 1968 
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SUMMARY OF ALASKA TRIBAL HEALTH CHALLENGES 

WATER AND SANITATION. 
• Over 6,000 (mostly Alaska Native) homes in rural Alaska don't have safe drinking water. 
• Infants in Alaska Native villages with limited water service are hospitalized for pneumonia 

at 11 times the rate for all U.S. infants. 
• Southwest Alaska suffers some of the highest rates of meningitis, pneumonia and serious 

ear and blood infections in the world, primarily associated with lack of in-home water. 

VILLAGE BUILT CLINICS. 
• The IHS' Village Built Clinic (VBC) Lease Program is designed to fund rent, utilities, 

insurance, janitorial, and maintenance costs of healthcare facilities in over 150 rural Alaska 
communities. Despite the dramatic increase in the costs of providing fuel, utilities and other 
necessities, funding has not materially increased since 1996. 

• In 2007, VBC lease payments covered less than 60% of village clinic operating costs, 
which have continued to skyrocket in rural Alaska, mostly due to heating and utility costs. 

• Without adequate funding, Tribes have had to cannibalize funding from critical health 
programs, defer maintenance and repairs, reduce clinic operations and layoff health staff. 

DOMESTIC VIOLENCE, SEXUAL ASSAULT. AND CHILD ABUSE AND NEGLECT. 
• . 75% of Alaska Native women are physically and/or sexually assaulted during their lifetime. 
• Alaska has the highest reported rate of sexual assault in the United States. Within Alaska, 

Alaska Natives are victimized 3 to 4 times more frequently than others. 
• Alaska's child sexual assault rate is 6 times the national average. 
• In Alaska State Trooper cases, which are mostly in rural areas with a high percentage of 

Alaska Natives, 94% of sexual assault victims are 15 years of age or younger. 

BEHAVIORAL HEALTH AND SUBSTANCE ABUSE. 
• Alaska's statewide suicide death rate is nearly twice the national average. 
• Within Alaska, the Alaska Native suicide death rate is three times greater than for Whites. 
• Alaska's binge and heavy drinking rates are among the highest in the nation. Alaska's rate 

of alcohol-related deaths is three times the national average. 
• Alaska ranks second in the nation in use of illicit drugs for those 12 years of age and older. 

HEALTH WORKFORCE RECRUITMENT AND RETENTION. 
• The Alaska health workforce vacancy rate is over 10% and growing, particularly for hard­

to-fill positions in rural areas, almost all of whom are "safety net" providers that deliver care 
primarily to Medicaid, CHIP, and Medicare beneficiaries, and to the uninsured. 

• Tribal health program vacancy rates exceed statewide rates across the board, typically by 
150-200%. The average time it takes for a Tribal health provider to fill a phYSician vacancy 
is 14 months, at an average cost $131,000 (including locum tenens costs). 

CANCER. 
• Cancer is the leading cause of death among Alaska Natives. 
• Contributing factors are late diagnosis and poor access to both screening and treatment. 
• The Alaska Native five-year cancer survival rate is just over half the overall U.S. survival rate. 
• Alaska Native women have the highest cancer death rate of all U.S. racial and ethnic groups. 

The Voice of Alaska Tribal Health Since 1968 
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The Alaska Native Health Board (ANHB) represents 24 Tribes and tribal health 

organizations, which serve approximately 130,000 Alaska Native customer-owners. 

Alaska Tribal Health Talking Points for the November 5, 2009 
WHITE HOUSE TRIBAL NATIONS CONFERENCE 

INDIAN HEALTH CARE IMPROVEMENT ACT. The best way to strengthen tribal health is to 
reauthorize the Indian Health Care Improvement Act (H.R. 2706 and S. 1790). We urge the 
Administration to fully support IHCIA reauthorization. The new bills contain the tools needed by 
tribal health programs to narrow Alaska Native health disparities gaps through improvements or 
authorization in the areas of: 

• Access to Medicaid, SCHIP and Medicare resources 
• Long-term care, elder care and chronic disease care 
• Health facility and water & sanitation projects 
• Domestic violence, sexual assault, and child abuse prevention 
• Behavioral health and substance abuse prevention 
• Health profession and health workforce development 

HEAL THCARE REFORM. First and foremost, the Administration should honor the trust 
responsibility to Tribes. In healthcare reform, this means (1) assuring that reform legislation fully 
supports and protects the Indian health delivery system; (2) assuring that tribal health programs 
have full opportunity to participate in and benefit from reform; and (3) acknowledging and 
respecting Tribes as sovereign govemments. We urge the Administration's support for: 

-----. --The Indian-specific provisions contained-in the-Senate Finance-Committefebill---
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• The Indian-specific provisions prepared by the House Natural Resources Committee Chair 
• General provisions in both the House and Senate bills that will benefit tribal health with 

regard to improving sustainability, strengthening public health and preventive services, and 
strengthening the tribal health workforce 

INDIAN HEALTH SERVICE APPROPRIATIONS. We urge the Administration's continued support 
for critical tribal health needs, including: 

• The Indian Health Service Village-Built Clinic lease program 
• The Alaska Dental Health Aide Therapy (DHAT) program 
• Tribal Self-Govemance contract support cost shortfalls 
• Construction of basic water & sanitation infrastructure and healthcare facilities 
• Domestic violence, sexual assault, and child abuse & neglect programs 

• Behavioral health and substance abuse programs 
• Staffing packages for the new Nome and Barrow hospitals 

NON-INDIAN HEALTH APPROPRIATIONS THAT IMPACT TRIBAL HEALTH. Because of years 
of inadequate IHS funding, tribal health programs have had to seek support for basic programs 
from non-IHS agencies, for which we urge the Administration's full support: 

• Denali Commission partners with Tribes on sanitation, energy, and facility projects 
• HRSA Community Health Center programs support many village health clinics 
• Department of Agriculture Rural Water & Waste Disposal and High Energy Cost programs 

support basic water and sanitation and energy needs in many Alaska Native villages 
• EPA American Indian Environmental Office supports many tribal environmental projects 

The Voice of Alaska Tribal Health Since 1968 
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Alaska Native Health Board 
1840 Bragaw Street, Suite 220 I Anchorage, AK 99508 

www.anhb.org 

The Alaska Native Health Board (ANHB) represents 25 tribal health organizations 
serving approximately 130,000 Alaska Native and American Indian individuals. These 
priorities will be the focus of ANHB federal advocacy for Fiscal Year 2011. 

EXECUTIVE SUMMARY OF ANHB 2011 FEDERAL PRIORITIES 

• Permanent reauthorization of the Indian Health Care Improvement Act. We urge the Administration 
and Congress to support permanent IHCIA reauthorization, which will empower and advance tribal 
health programs in the following areas: 
o Alternate resource systems, including payor of last resort provisions; Medicaid and SCHIP 

enrollment, coverage and payment; and Veterans Affairs support for tribal health providers. 
o Authorization for tribal long-term care, elder care and chronic disease programs. 
o Workforce development programs and Indian health professions. 
o Long-term care, Elder care, and chronic disease programs. 
o Facilities and sanitation programs, including maintenance & improvement. 
o Domestic violence, sexual assault, and child abuse & neglect programs. 
o Behavioral health and substance abuse and prevention programs. 

• Healthcare reform. We urge the Administration and Congress to support the provisions in the 
House and Senate reform bills that will help tribal health programs narrow the Alaska Native/ 
American Indian health disparities gaps. First and foremost, the government should honor the 
trust responsibility to Tribes. In the context of healthcare reform, this means: 
o Assuring that reform legislation fully supports and protects the Indian health system. 
o Assuring that tribal health programs fully participate in and benefit from reform. 
o Acknowledging and respecting Tribes as sovereign governments. 

• Full funding for Indian Health Service appropriations. We urge the Administration and Congress to 
use Self-Governance as the preferred tribal funding mechanism for the following critical needs: 
o The Indian Health Service Village-Built Clinic lease program. 
o The Dental Health Aide Therapy (DHAT) program. 
o Tribal Self-Governance contract support costs. 
o Construction of basic water & sanitation infrastructure and healthcare facilities. 
o Behavioral health and substance abuse programs. 
o Domestic violence, sexual assault, and child abuse & neglect programs. 
o Staffing packages for the new Nome and Barrow hospitals. 

• Non-Indian Health Service appropriations that greatly impact tribal health. Because of 
inadequate IHS funding, tribal health programs have sought support from certain non-IHS 
programs. We urge the Administration and Congress to fully support the: 
o Denali Commission, which partners with Tribes on sanitation, energy, and facility projects. 
o HRSA Community Health Center program, which supports tribally-operated village clinics. 
o Department of Agriculture Rural Water & Waste Disposal and High Energy Cost programs, 

which support basic water, sanitation and energy needs for Tribes. 
o EPA American Indian Environmental Office, which supports tribal environmental projects. 

• "Title VI" legislation will extend the efficiencies and f1exibilities of Tribal Self-Governance to all 
of Department of Health & Human Services. We urge support for Title VI legislation. 

The Voice of Alaska Tribal Health Since 1968 



4277 



( 

( 

Interim: h,May - Dec.) 
716 W. 4 Ave 
Anchorage. AK 99501 
Phone: (907) 269-0144 
Fax: (907) 269-0148 

Alaska State Legislature 

Senator_Bettye_Davis@legis.state.ak.us 
http:/twww.akdemocrats.org 

Senator Bettye Davis 

Senate Bill 101, 26-LS0524\A 

Session: (Jan. - May) 
State Cap~ol. Suite 30 

Juneau. AK 9980t-1182 
Phone: (907) 465-3822 

Fex: (907) 465-3756 
Toll free: (800) 770-3822 

"An Act relating to q~estionnaires and surveys administered in the public schools." 

Sponsor Statement 

SB 101 will provide for more student participation in school questionnaires and surveys 
administered or required by Alaska school districts and the Department of Education and Early 
Development, while at the same time constitutionally protecting the privacy rights of parents and students 
and also complying with the federal Protection of Pupil Rights Amendment (PPRA), 20 U.S.C., section 
1322h. 

With the exception the anonymous Youth Risk Behavior Survey noted in new subsection AS 
14.03.110(g) which has been administered biennially since 1991 by the United States Centers for Disease 
Control and Prevention, SB 101 provides that a school district may not administer a survey, anonymous 
or not, that inquires into personal or private family affairs of the student not a matter of public record or 
subject to public observation unless written permission is first obtained from the student's parent or legal 
guardian. SB 101 provides in AS 14.03.110(e) that a student may still "refuse to answer specific 
questions" or to participate in the survey. 

SB 101 changes subsection AS 14.03.110(e) by requiring that parents who do not want their children to 
participate in an anonymous survey, must "opt out" or "actively dissent" to participation with written 
denial of permission submitted to the teacher or principal. SB 101 effectively changes parental consent to 
anonymous surveys under the current statute from "active" to "passive" consent, i.e., implied consent 
without written objection. Notice, however, is still required and permission for anonymous surveys can 
be obtained by school districts annually under the unchanged provision of AS 14.03.11 O(b). 

The 2-week notice requirements under AS 14.03.110(b),(c) remain unchanged, but revised 
subsection AS 14.03.110(d) under SB 101 requires more information in the notice than current 
provisions in recognition of the need for more attention to constitutional due process in matters of student 
privacy. Changes require more information about the nature and content of the survey, the date, sponsor, 
,chool contacts, and opportunity to refuse participation in a questionnaire or survey. 

58101 SpOn501 Slatement 
Re\,. 3-3-09 
P3ge! oi2 
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Changes under SB 101 comport with the original legislative intent of the school survey statute 

(
. before it was changed in 1999. The current statute, which requires "active" parental consent for youth 

;0 participate in anonymous school surveys requires that parents must acknowledge both permission and 
denial in writing. SB 101 requires only that parents deny permission in writing to anonymous surveys. 
Surveys which are not anonymous or that delve into personal or private matters still require parental 
written consent for permission for students to participate with the exception of AS 14.03.11 O(g) regarding 
the Youth at Risk Behavior Survey noted above. The need for statutory changes under SB 101 follow: 

It has been found that "active" parental consent overburdens the public school system and 
drastically increases the costs and labor involved in conducting student surveys. Moreover, "active" 
consent greatly reduces overall participation by students, because many parents simply are non­
responsive. While studies have found that the vast majority of parents would consent to students 
participating in school surveys, non-response is more often due to apathy, oversight, and student omission 
or error, rather than parental refusal. Many districts are unable to use the data they collect because there 
are not enough participants for statistical validation. Some surveys such as the Youth Risk Behavior 
Survey cannot be validated with less than 60% participation, as occurred in Alaska in 2005. Lack of 
participation may also reduce federal funding. 

School surveys provide reliable and valuable measures of population-based information on youth 
which helps policy makers, educators, program planners, and parents to better understand health and 
social issues that affect students' prospects for program success. Standardized surveys such as the Youth 
Risk Behavior Survey track trends over time and help guide and evaluate important health and prevention 
programs. State and federal grant programs which rely on these surveys include tobacco prevention and 
control, obesity prevention, diabetes, heart disease and stroke, safe and drug free schools and other 

( :ubstance abuse prevention, injury prevention, including violence and suicide prevention, HIV and sm 
prevention, and more. 

SB 101 Sponsor Statement 
Rev. 3-8-09 
Pl.gt 20f2 
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26-LS0524\A.2 
Mischel 
2/17/10 

AMENDMENT 

OFFERED IN THE HOUSE 

TO: SB 101 

Page 2, lines 23 - 24: 

2 Delete "guardian notice of the survey" 

BY REPRESENTATIVE SEATON 

3 Insert "legal guardian notice of the survey as provided under (d) of this section at least 

4 two weeks before the survey is administered" 

L 
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"An Act relating to questionnaires and surveys administered in the public schools." 

Sectional Summary 

Note: this sectional summary should not be considered an authoritative interpretation of the bill. as the 
bill itself is the best statement of its contents. 

Section 1. Amends AS 14.03.110(a) to require a school district to obtain written permission to 
administer a questionnaire or survey, anonymous or not, with the exception of the Youth Risk Behavior 
Survey, as provided in Section 4 in new subsection AS l4.03.11O(g). 

Section 2. Repeals and reenacts AS 14.03.110(d) to require a school district provide to a student's parent 
or legal guardian written notice of a questionnaire or survey with detailed information as to the date, 
contents. sponsor, contacts at the school district, opportunity to review the questionnaire or survey, 
description of how to submit written permission or denial of permission to participate, including an 
anonymous or specific questionnaire or survey. 

Section 3. Amends AS l4.03.110(e) to allow a student to participate but to refuse to "answer specific 
questions." Subsection (e) also requires that a parent or legal guardian may refuse to allow the student to 
participate in a specific questionnaire or survey "by submitting to the teacher or school principal a written 
denial of permission for the student's participation." 

Section 4. Adds a new subsection AS l4.03.110(g) which provides that if a school district administers 
the Youth Risk Behavior Survey provided by the United States Centers for Disease Control and 
Prevention, written permission of the student's parent or legal guardian is not required, but the school 
district shall provide parents notice of the survey and the opportunity to submit to the teacher or school 
principal a written denial of permission to take the survey. 

Vote: Subsections AS 14.03.110(b) and (c) remain unchanged as to annual permission and two weeks 
notice for anonymous surveys under (b). and written permission and two weeks notice for surveys which 
are not anonymous under (c). 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: SB10l 
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Appropriation 
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Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
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TOTAL OPERATING 
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FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts , 

TOTAL 

Estimate of any current year (FY2010) cost: 

POSITIONS 

I
Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

0.0 0.0 0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 

This legislation has no fiscal impact on the Department of Education and Early Development 

Prepared by: Paul Prussing, Deputy Director 
Division Teaching & Learning Support 

Approved by: .;;L;::a::"y=:L:;:eD::;o:;:u='x::-_____________________ _ 
Commissioner 

(Revised 1011312009 OMS) 

Phone 465-8721 
DatelTime 3115/1012:00 AM 

Date 3/15/2010 
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Appropriation 
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1037 GFIMental Health 
Other Interagency Recel~ts 
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Sec. ~14.03.110~. Questionnaires and surveys administered in public 
schools. 

(a) A school district, principal or other person in charge of a public 
school, or teacher in a public school may not administer or permit to be 
administered in a school a questionnaire or survey, whether anonymous or 
not, that inquires into personal or private family affairs of the student not a 
matter of public record or subject to public observation unless written 
permission is obtained from the student's parent or legal guardian. 

(b) For an anonymous questionnaire or survey, written permission 
required under (a) of this section may be obtained annually and is valid until 
the commencement of the subsequent school year or until the parent or legal 
guardian who gave permission submits a written withdrawal of permission 
to the school principal. The school shall provide each student's parent or 
legal guardian at least two weeks' notice before administering a 
questionnaire or survey described under this subsection. 

(c) If a school administers to a student a questionnaire or survey that is 
not anonymous, the school shall obtain the written permission required 
under (a) ofthis section from the student's parent or legal guardian at least 
two weeks before the questionnaire or survey is administered. 

(d) The school shall give a student's parent or guardian an opportunity to 
review the questionnaire or survey described under (b) or (c) of this section 
and shall give the parent or guardian written notice regarding 

(I) how the questionnaire or survey will be administered to the student; 

(2) how the results of the surveyor questionnaire will be used; and 

(3) who will have access to the questionnaire or survey. 

(e) A student may refuse to participate in a questionnaire or survey 
administered in a public school. A student's parent or legal guardian may 
refuse to allow the student to participate in a specified questionnaire or 
survey. 

(f) In this section, "questionnaire or survey" means a list of questions to, 
or information collected from, a class or group of students. 

---- -----------------------------------------------------------------------------
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January 7, 20 10 

FOR IMMEDlA TE RELEASE: 

Fact Sheet: 2009 Alaska Youth Risk Behavior Surveys 

What is the Youth Risk Behavior Survey (YRBS)? 
The Youth Risk Behavior Survey (YRBS) is part of an epidemiological surveillance system that was 
established in 1990 by the federal Centers for Disease Control and Prevention (CDC). It was 
developed to monitor health risk behaviors among youth that contribute markedly to the leading 
causes of death, disability, and social problems of youth and adults in the United States. These 
behaviors are often established during childhood and early adolescence: 

• Tobacco use; 
• Unhealthy dietary behaviors; 
• Inadequate physical activity; 
• Alcohol and other drug use; 
• Sexual behaviors that contribute to unintended pregnancy and sexually transmitted diseases, 

including HIV infection; and 
• Behaviors that contribute to unintentional injuries and violence. 

What is the purpose ofthe YRBS? 
• Determine the prevalence of health-risk behaviors; 
• Assess whether health-risk behaviors increase, decrease, or stay the same over time; 
• Provide comparable national, state and local data; 
• Provide comparable data among subpopulations of youth; and 
• Monitor progress toward achieving national and state health goals and other program 

indicators. 

How long has Alaska participated in the YRBS? 
The YRBS high school survey was first implemented at the national level in 1990. Since that time, 
the CDC has sponsored national surveys from 1991 to the present on an every-other-year basis. 
Alaska first participated in the YRBS in 1995 and obtained representative statewide data. Due to 
external factors, the YRBS was not administered in 1997. It was administered in 1999; however the 
Anchorage School District did not participate. Without Anchorage the data were not representative 
of the state as a whole. The survey was administered in 2001, but unfortunately low student response 
rates rendered the data unusable. Districts indicated that the new requirement for signed (active) 
parental permission in 200 I was the primary reason for the low response rate. In 2003 the survey 
was administered statewide with active parental consent and representative data were obtained, 
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making this the first statewide YRBS representative sample since 1995. The survey was again 
administered in 2005, however the response rate fell just below the target and the data was not used. 
In 2007 and in 2009, the survey was administered and achieved an adequate response rate, yielding 
important survey results. 

What is the difference between active and passive consent? 
Alaska's active parental consent law, AS 14.03.110, prohibits public schools from administering 
surveys or questionnaires that ask about personal or family affairs, or anything else that is not a 
matter of public record or readily observable in public, without first getting written permission from 
all participating students' parents or legal guardians (opt in). This law holds regardless of whether a 
survey is anonymous or not. Alaska is one of a few states in the nation that has a school survey law 
requiring active parental consent for surveys of this type. Most states employ passive parental 
consent when administering such anonymous surveys. Passive parental consent involves notifying 
and informing the parents about the survey and assuming that students will participate unless the 
parent provides a written refusal to opt out of the survey. 

Two statewide surveys were conducted in 2009: 
Traditional High Schools - The YRBS survey of regular (traditional) public high schools (excluding 
private schools, boarding schools, alternative schools and correctional facilities) was conducted as 
usual. A two-stage sample design was used to select the actual students for participation. The first 
stage consisted of selecting schools. Schools were selected with probability proportional to the size 
of their enrollment. Once a school was selected, classes were selected as the second stage. Eligible 
classes were those where a student would be enrolled in one and only one class at a time - second 
period or required English, for example. This gave each student an equal opportunity of being 
selected. A school district, individual school, student, or student's parent could decline participation 
at any time. 

This YRBS survey was completed by 1,373 students from 43 traditional high schools that were 
scientifically selected to be included in the survey. The school response rate was 91 percent and the 
student response rate was 64 percent, resulting in an overall response rate of 62 percent. The CDC 
has determined that the overall response rate must be 60 percent or greater in order for the data to 
represent the high school popUlation of the state. Therefore, these survey results represent 33,271 
students from grades 9 through 12 in traditional public high schools. 

Alternative High Schools - For the first time, a statewide YRBS survey of high school students in 
Alaska's alternative schools was conducted. Fifteen alternative schools were chosen to be included 
in the survey and 1,020 students completed the survey. The school response rate was 100 percent 
and the student response rate was 71 percent, resulting in an overall response rate of 71 percent. 

Alternative schools serving at-risk students are excluded from traditional statewide YRBS surveys 
per CDC guidelines. Although one national Alternative School YRBS was conducted in 1998, 
revealing significantly elevated risk behavior among this popUlation, no further national YRBS 
surveys of alternative schools have been conducted. Since Alaska's Department of Education and 
Early Development (EED) presently manages several federal grants that require it to direct services 
and resources to Alaska's most at-risk student/youth populations, it became essential to conduct a 
statewide alternative schools YRBS to determine if our state's alternative schools profiled 
consistently with the national alternative schools. Our data indicates Alaska alternative schools 
report similar levels of risk behavior to the National Alternative Schools Survey of 1998. The results 

2 
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of this survey provides EED with the credible data it needs io best direct its at-risk initiatives, to 
determine the level of risk behaviors present in this student population, to advocate for needed 
supports, and to measure any progress made in decreasing student risk behaviors as a result of its 
interventions. It is anticipated these data will also be invaluable to Alaska's alternative schools on a 
local level as they seek to provide empirical evidence for any needed additional resources. 

How was the survey administered? 
The YRBS survey is voluntary and anonymous. For all classes, teachers or proctors were given a 
script to read to students that established guidelines for student privacy and anonymity and the 
importance of the survey. Each student was given an unmarked envelope in which to seal his or her 
survey before turning it in. These survey envelopes remained sealed until received at a central state 
collection site. The CDC and a CDC contractor analyzed the state survey data for both the traditional 
high schools and the alternative high schools. 

A national YRBS is also conducted every other year. The 2009 national results will not be available 
until early summer 20 I O. As a result, 2007 National YRBS results are being used for comparison 
purposes. 

How are the data used? 
The results of the YRBS are used to detect changes in risk behaviors over time and provide an 
important piece of program planning and evaluation, curriculum development and decision-making 
regarding the use of available resources. The information from the YRBS can be used to help 
schools and communities identify strengths and weaknesses in current programs and services. 
Additionally, the results can be used by schools and communities when applying for grant funding to 
initiate or maintain programs that serve youth. 

Who supported the YRBS in Alaska? 
The YRBS in Alaska is a cooperative effort between the state departments of Health and Social 
Services and Education and Early Development. The survey is also endorsed by the following 
groups and boards: 

• Association of Alaska School Boards 
• Alaska Parent Teacher Association (PTA) 
• Alaska Action for Healthy Kids 
• All Alaska Pediatric Partnership 
• American Heart Association, PacificlMountain Affiliate 
• American Lung Association of Alaska 
• American Cancer Society, Alaska 
• Alaska Health Education Consortium 
• Alaska Tobacco Control Alliance 
• Alaska Native Tribal Health Consortium 

Contacts: Greg Wilkinson, DHSS, (907) 269-7285, Cell (907) 382-7032 
Ann Potempa, DHSS, (907) 269-7957, Cell (907) 240-9158 
Terri Campbell, DEED, (907) 465-8719 
Todd Brocious, DEED, (907) 465-2887 

### 

3 
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Response to questions during HHSS hearing 2/11/10 on SB 101- Questionnaires and Surveys in Public 
Schools. 

1. Copy of 1995 YRBS Survey (See attached) 

2. Cost to School Districts to reach the minimum of 60% validity threshold for representative 
data. 

There is no direct cost to school districts to reach the validity threshold, other than contribution 
of staff time and often copying and postage. School districts receive incentive funding, 
depending on their size, between $800 and $30,000 per district. The total state expenditure in 
2009 was approximately $90,000 (which included the special Alternative School Survey). In 
addition, some districts receive supplemental money from their community coalitions. The 
$90,000 was made up of a combination of federal funding from the YRBS grant and a special 
contribution of $20,000 from the Division of Behavioral Health and $50,000 as a one-time 
contribution from the Alaska Mental Health Trust. 

3. Impact on grants of failure to meet the minimum of 60% statistical validity. 

We do not have evidence of loss of federal funding for inadequate response rate to YRBS. What 
we can provide is examples of the program and grant dollar amounts used at the state level that 
rely on YRBS data. 

• DHSS/Division of Public Health/CDC Tobacco Program funding: approximately $1.6 million per 
year 

• Dept. of Education& Early Development (DEED)/CDC HIV Prevention funding: $275,000 per year 

• DEED/Federal funding: Up until recently, the Title IV Safe and Drug-Free Schools and 
Community Program funds (formerly $1.7 million) relied on YRBS - however, this program has 
been eliminated. It is anticipated that it will be replaced with a new program (focusing on 
Positive School Climate) which will likely be competitive and it would be difficult to compete 
with other states without YRBS data with the majority of states that do have YRBS data. 

• DHSS/Division of Behavioral Health Programs/Federal Funding: 
o Federal Substance Abuse Prevention and Treatment Block Grant ($4.8 million approx. 

per year) has required national outcome measures using YRBS 

o Alaska Youth Suicide Prevention Project, US Dept. of Health and Human Services, 
Substance Abuse and Mental Health Services Administration (SAMHSA). $500,000 per 
year x 3 years (1.5 million) 

o SAM HSA's Strategic Prevention Framework State Incentive Grant, five-year, $11.5 
million grant 

• Comprehensive Mental Health Plan: $106,000 from the Alaska Mental Health Trust 

Other programs/efforts that rely on the YRBS data: 

1 
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• Overall tracking progress on State Health Plan (Healthy Alaskans 2010) - approximately 16 
measures. 

• DEED/No Child left Behind (NClB) requirements to collect data captured in the YRBS remain in 
place and DEED has no other established mechanism to gather this data. Building a new 
instrument would be costly and labor intensive, and DEED presently lacks the infrastructure to 
accomplish this and would no doubt run in to the same challenges as YRBS faces. 

• Alaska's Plan to Reduce and Prevent Underage Drinking - without the YRBS data we will lose our 
baseline data to show we are making change. 

• DHSS State Epidemiological Outcomes Workgroup contract deliverables relies heavily on YRBS 
data. 

• Alaska Obesity Prevention Plan 

Other large community grants: 

• 7 SAMSHA grants directly to community coalitions 

District level grants: 

• One of the eligibility requirements for school districts to apply for state Tobacco Prevention 
Grants ($800,000) is to collect local YRBS data. 

• A query is in process to determine how else school districts have used the data to leverage 
additional funding. Responses so far have mentioned being able to get grant funding for school 
counselors to address the needs identified by YRBS. 

2 
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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 12,2009 

SUBJECT: 

TO: 

FROM: 

Written denial of permission (SB 101; 
Work Order No. 26-LS0524\A) 

Senator Bettye Davis 
Attn: Thomas Obermeyer 

Jean M. Mischel 
Legislative Counsel 

Eddy Jeans asked about the necessity of sec. 3 in the above referenced bill. Section 3 
amends existing law in AS 14.03.lIO(e) to require written denial of permission by a 
parent or guardian for a student survey. Without the addition of written denial in 
subsection (e), existing law would be inconsistent with the new subsection (g) that 
requires written denial of permission for the Youth Risk Behavior Survey (YRBS) 
contained in sec. 4. 

If I may be of further assistance, please advise. 

JMM:ljw 
09-153.ljw 

4290 
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325 PUBLIC SCHOOLS GENERALLY § 14.03.120 

(c) Nothing in this section limits the ability of a peace officer, chief administrative 
officer, or other appropriate person, acting in compliance with local, state, or federal laws, 
to search a locker or other container provided in a public or private school by the school 
district. (§ 5 ch 33 SLA 1995) 

Sec. 14.03.110. Questionnaires and surveys administered in public schools. 
(a) A school district, principal or other person in charge of a public school, or teacher in 
a public school may not administer or permit to be administered in a school a 
questionnaire or survey, whether anonymous or not, that inquires into personal or 
private family affairs of the student not a matter of public record or subject to public 
observation unless written permission is obtained from the student's parent or legal 
guardian. 

(b) For an anonymous questionnaire or survey, written permission required under (a) 
of this section may be obtained annually and is valid until the commencement of the 
subsequent school year or until the parent or legal guardian who gave permission 
submits a written withdrawal of permission to the school principal. The school shall 
provide each student's parent or legal guardian at least two weeks' notice before 
administering a questionnaire or survey described under this subsection. 

(c) If a school administers to a student a questionnaire or survey that is not 
anonymous, the school shall obtain the written permission required under (a) of this 
section from the student's parent or legal guardian at least two weeks before the 
questionnaire or survey is administered. 

(d) The school shall give a student's parent or guardian an opportunity to review the 
questionnaire or survey described under (b) or (c) of this section and shall give tbe parent 
or guardian written notice regarding 

(0 how the questionnaire or survey will be administered to the student; 
(2) how the results of the surveyor questionnaire will be used; and 
(3) who will have access to the questionnaire or survey. 
(e) A student may refuse to participate in a questionnaire or survey administered in a 

public school. A student's parent or legal guardian may refuse to allow the student to 
participate in a specified questionnaire or survey. 

(I) In this section, "questionnaire or survey" means a list of questions to, or information 
collected from, a class or group of students. (§ 1 ch 23 SLA 1979; am §§ 1, 2 ch 63 SLA 
1999) 

Opinions 01 attorney general. -AS 14.03.110-
As long as survey questions are limited to the stu· 
dent's own activities and the survey does not ask the 

. student questions about parents or other activities 
occurring within a student's home, the 1997 Youth 

Behavior Risk Survey does not impermissibly invade 
the domain of the student's private 'family' affairs. 
September 28, 1998 Op, Att'y Gen, (Issued before 
1999 amendment to this section.) 

Sec. 14.03.115. Access to school records by parent, foster parent, or guardian. 
Upon request of a parent, foster parent, or guardian of a child under 18 years of age who 
is currently or was previously enrolled in a municipal school district or a school district 
that is a regional educational attendance area, the school district shall provide a copy of 
the child's record. This section does not apply to 

(1) a record of a child who is an emancipated minor; or 
(2) record information that consists of the child's address if the school district 

determines that the release of the child's address poses a threat to the health or safety of 
the child, (§ 1 ch 36 SLA 1999) 

Sec. 14.03.120. Education planning; reports. (a) A district shall annually file 
with the department, and make available to the public, a report that 

(1) establishes district goals and priorities for improving education in the district; 
(2) includes a plan for achieving district goals and priorities; and 
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From: Jeans, Eddy (EED) [mailto:eddy.jeans@alaska.gov] . 
Sent: Wednesday, March 11, 2009 11:49 AM 
To: Thomas Obermeyer 
Cc: Herman, Marcy J (EED) 
Subject: FW: 56 101 

Here is our sHon for ~ / b 1 
What is the f section 3? Since the ability for students to 
refuse is already co red in section 2 (8) and families to opt out/opt 
in to other surveys is vered in section 2 (7) we think it is 
unnecessary. (Written de . al is also covered in section 4 which is 
specific to YRBS.) 

Here are the responses to the questions at the hearing. 

Statistics on parental consent for YRBS: 

Data from the statewide survey from the last time the YRBS was administered (2007) 
showed that (after intense efforts to collect forms), in general 69-70% of parents 
provided written permission, 10-11 % of parents declined permission, the remaining 20% 
of parents did not respond. (It is the non-responders that affect the survey the most). 
These rates vary by school and district - contact individual school districts for more 
information on their local YRBS survey experience. 

How is the student identity protected? 

The YRBS survey is an anonymous and voluntary survey. The survey has been designed 
to protect each student's privacy. Students do not put their name or any other identifier, 
or the name of their class or school on the survey. The teacher or proctor is given special 
instructions and a script to follow and are also required to sign an Assurance of 
Confidentiality Form which is returned to the Department of Health and Social Services. 

When students finish the survey, they place their answer sheet in a privacy envelope and 
seal it shut. The envelopes are then placed in a big box or envelope for returning to the 
state. 

Just another FYI: 

The Protection of Pupil Rights Amendment only applies to "required" surveys. (See CDC 
Parental Permission and the YRBS, 2006) 

Let me know if you need any more information. 

Patty Owen 
School HealthlYRBS Coordinator 



( 

( 

4293 

PO Box 110614 
Juneau, AK 99811-0614 
phone 907-465-2768 fax 907-465-2770 
Toll Free 1-888-465-3140 
email: Patricia.Owen@alaska.gov 



Alaska 2009 Youth Risk Behavior Survey (YRBS) Results 

( ./ 
These risk behaviors among high school students 1 ••• 

Unintentional Injuries and Violence 
12% Rarely or never wore a seat belt 
21 % Rode with a driver who had been drinking alcohol, 

during the past month 
20% Carried a weapon during the past month 
28% Were in a physical fight during the past year 
9% Attempted suicide during the past year 

Alcohol and Other Drug Use 
33% Drank alcohol during the past month 
22% Reported episodic heavy drinking during the past 

month2 

23% Used marijuana during the past month 
7% Ever used cocaine 
10% Ever used inhalants 
21 % Ever used prescription drugs without prescription 

Sexual Behaviors 
44% Ever had sexual intercourse 
11% Had sexual intercourse with ~ 4 people 
30% Had sexual intercourse during the past three 

(
_ months 
_ .i% Did not use a condom during last sexual 

intercourse3 

Tobacco Use 
48% Ever tried cigarette smoking 
16% Smoked cigarettes during the past month 
5% Smoked cigarettes on ~ 20 days during the past month 
14% Used smokeless tobacco during the past month 
10% Smoked cigars during the past month 

Dietary Behaviors 
83% Ate fruits and vegetables < 5 times/day during the 

past 7 days 
20% Drank soda or pop one or more times a day during 

the past 7 days (not including diet soda or pop) 

Physical Activity 
58% Did not meet currently recommended levels of 

physical activity4 
54% Did not attend physical education class 
82% Did not attend physical education class daily 

Overweight 
14% Were overweight' 
12% Were obese6 

... contribute to these leading causes of death7 

Youth Aged 10-24 Years 

Other Causes vehicle crash 

Homicide 

Other 
unintentional 

injury Suicide 

Adults Aged 25 Years and Older 

Diabetes 

Cardiovascular 
disease 

Cancer 

~Hi9h school students grades 9-12 In Alaska exdudina altemaUve schools 
and boarding schools, weighted data. 

'Students who were at or above the 85th percentile but below the 95th 
percentile for body mass index by age and sex. 

, Students who had five or more drtnks of alcohol In a row within a 
couple of hours on at least 1 day durtng the past 30 days 

, Among students who had sexual intercourse durtng the past 3 months. 

, Students who were at or above the 9Sth percentile for body mass index 
by age and sex. 
, 2004-2006 Alaska mortality data, Center.; for Disease Control and 
Prevention . • Students who were not physically active for a total of at least 60 minutes 

-or day on 5 or more days of the past 7 days. 

( ~~of&.. For more information visit www.hss.state.ak.us/dph/chronic 

Ij<}t' . ~. Or call 1-888-465-3140 
The Alaska youth Risk Behavior Survey is a jOint project between the 

c IJ Department of Health and Social Services and the Department of Education & Early Development 
',f in cooperation with the Centers for Disease Control and Prevention 

""r/ 
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2009 Youth Risk Behavior Survey (YRBS) Results 

c These risk behaviors among high school students 1 
•.• 

Unintentional Injuries and Violence 
14% Rarely or never wore a seat belt 
30% Rode with a driver who had been drinking alcohol, 

during the past month 
28% Carried a weapon during the past month 
46% Were in a physical fight during the past year 
11% Attempted sUicide during the past year 

Alcohol and Other Drug Use 
57% Drank alcohol during the past month 
43% Reported episodic heavy drinking during the past 

month' 
51% Used marijuana during the past month 
29% Ever used cocaine 
20% Ever used inhalants 
49% Ever used prescription drugs without prescription 

Sexual Behaviors 
82% Ever had sexual intercourse 
43% Had sexual intercourse with <!: 4 people 
66% Had sexual intercourse during the past three 

C
- months 
_ ,% Did not use a condom during last sexual 

intercourse3 

Tobacco Use 
87% Ever tried cigarette smoking 
58% Smoked cigarettes during the past month 
34% Smoked cigarettes on <!: 20 days during the past 
month 
18% Used smokeless tobacco during the past month 
28% Smoked cigars during the past month 

Dietary Behaviors 
80% Ate fruits and vegetables < 5 times/day during the 

past 7 days 
31% Drank soda or pop one or more times a day during 

the past 7 days (not including diet soda or pop) 

Physical Activity 
80% Old not meet currently recommended levels of 

physical activity' 
71% Did not attend physical education class 
87% Did not attend physical education class daily 

Overweight 
18% Were overweights 
19% Were obese6 

... contribute to these leading causes of death7 

Youth Aged 10-24 Years 

Other causes 

HIV infection, <1 % 

Other 
unintentional 

injury 

vehicle crash 

Homicide 

Suicide 

'Alternative high school students grades 9-12 in Alaska, weighted data_ 
, Students who had five or more drinks of alcohol In a row within a 
couple of hours on at least 1 day during the past 30 days 

, Among students who had sexual intercourse during the past 3 months. 
• Students who were not physically active for a total of at least 60 minutes 
per day on S or more days of the past 7 days. 

Adults Aged 25 Years and Older 

Diabetes 

Cardiovascular 
disease 

Other causes 

Cancer 

• Students who were at or above tile 85th percentile but below tile 95th 
percentile for body mass Index by age and sex. 
• Students who were at or above the 95th percentile for body mass index 
by age and sex. 
'2004-2006 Alaska mortality data, Centers for DIsease Control and 
Prevention. 

For more information visit www.hss.state.ak.us/dph/chronic 
Or call 1-888-465-3140 

The Alaska Youth Risk Behavior Survey is a joint project between the 
Department of Health and Social Services and the Department of. Education & Early Development 

in cooperation with the Centers for Disease Control and Prevention 
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2009 Alaska 
Youth Risk Behavior Survey 

This survey is about health behavior. It has been developed so you 
can tell us what you do that may affect your health. The 
information you give will be used to develop better health 
education for young people like yourself. 

DO NOT write your name on this survey. The answers you give will 
be kept private. No one will know what you write. Answer the 
questions based on what you really do. 

Completing the survey is voluntary. Whether or not you answer the 
questions will not affect your grade in this class. If you are not 
comfortable answering a question, just leave it blank. 

The questions that ask about your background will be used only to 
describe the types of students completing this survey. The 
information will not be used to find out your name. No names will 
ever be reported. 

Make sure to read every question. Fill in the ovals completely. 
When you are finished, follow the instructions of the person giving 
you the survey. 

Thank you very much for your help. 

( 
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S. During the past 12 months, how E. 6 or more times 
would you describe your grades in 
school? 
A. Mostly A's 
B. Mostly B's 
C. Mostly C's 
D. Mostly D's 
E. Mostly F's 
F. None of these grades 
G. Not sure 

The next 4 questions ask about safety. 

9. When you rode a bicycle during 
the past 12 months, how often did 
you wear a helmet? 
A. I did not ride a bicycle during 

the past 12 months 
B. Never wore a helmet 
C. Rarely wore a helmet 
D. Sometimes wore a helmet 
E. Most of the time wore a 

helmet 
F. Always wore a helmet ( ( 10. How often do you wear a seat belt 
when riding in a car driven by 
someone else? 
A. Never 
B. Rarely 
C. Sometimes 
D. Most of the time 
E. Always 

11. During the past 30 days, how many 
times did you ride in a car or other 
vehicle driven by someone who 
had been drinking alcohol? 
A. o times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or more times 

12. During the past 30 days, how many 
times did you drive a car or other 
vehicle when you had been 
drinking alcohol? 
A. o times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 

-3- Alaska 2009 YRBS (99) 
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18. During the past 12 months, how The next question asks about bullying. 

many times were you in a physical Bullying Is when 1 or more students 
fight? tease, threaten, spread rumors about, 
A. o times hit, shove, or hurt another student over 
B. 1 time and over again. It Is not bullying when 2 
C. 2 or 3 times students of about the same strength or 
D. 4 or 5 times power argue or fight or tease each other 
E. 6 or 7 times in a friendly way. 
F. 8 or 9 times 
G. 10 or 11 times 23. During the past 12 months, have you 
H. 12 or more times ever been bullied on school 

property? 
19. During the past 12 months, how A. Yes 

many times were you in a physical B. No 
fight in which you were injured and 
had to be treated by a doctor or The next 5 questions ask about sad 
nurse? feelings and attempted suicide. A. o times 

Sometimes people feel so depressed B. 1 time 
about the future that they may consider C. 2 or 3 times 
attempting suiCide, that Is, taking some D. 4 or 5 times 
action to end their own life. E. 6 or more times 

24. During the past 12 months, did you 
."" 20. During the past 12 months, how 

ever feel so sad or hopeless almost ( ( many times were you in a physical 
every day for two weeks or more In fight on school property? 
a row that you stopped dOing some A. o times 
usual activities? B. 1 time 
A. Yes C. 2 or 3 times B. No D. 4 or 5 times 

E. 6 or 7 times 
25. During the past 12 months, did you F. 8 or 9 times 

ever seriously consider attempting G. 10 or 11 times 
suicide? H. 12 or more times A. Yes 

21. During the past 12 months, did your B. No 

boyfriend or girlfriend ever hit, slap, 
26. During the past 12 months, did you or physically hurt you on purpose? 

make a plan about how you would A. Yes 
attempt suicide? B. No 
A. Yes 

22. Have you ever been physically B. No 

forced to have sexual intercourse 
27. During the past 12 months, how when you did not want to? 

many times did you actually attempt A. Yes 
suicide? B. No 
A. o times 
B. 1 time 
C. 2 or 3 times 
D. 4 or 5 times 
E. 6 or more times 

-5- Alaska 2009 YRBS (99) 
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33. During the past 30 days, how did 37. During the past 30 days, on how 
you usually get your own many days did you use chewing 
cigarettes? (Select only one tobacco, snuff, or dip, such as 
response.) Redman, Levi Garrett, Beechnut, 
A. I did not smoke cigarettes Skoal, Skoal Bandits, or 

during the past 30 days Copenhagen? 
B. I bought them in a store such A. o days 

as a convenience store, B. 1 or 2 days 
supermarket, discount store, C. 3 to 5 days 
or gas station D. 6 to 9 days 

C. I bought them from a vending E. 10 to 19 days 
machine F. 20 to 29 days 

D. I gave someone else money G. All 30 days 
to buy them for me 

E. I borrowed (or bummed) 38. During the past 30 days, on how 
them from someone else many days did you use chewing 

F. A person 18 years old or tobacco, snuff, or dip on school 
older gave them to me property? 

G. I took them from a store or A. o days 
family member B. 1 or 2 days 

H. I got them some other way C. 3 to 5 days 
D. 6 to 9 days 

34. During the past 30 days, on how E. 10 to 19 days 
many days did you smoke cigarettes F. 20 to 29 days ( 

. 

( on school property? G. All 30 days 
A. o days 
.B. 1 or 2 days 39. During the past 30 days, on how 
C. 3 to 5 days many days did you smoke cigars, 
D. 6 to 9 days cigarillos, or little cigars? 
E. 10 to 19 days A. o days 
F. 20 to 29 days B. 1 or 2 days 
G. All 30 days C. 3 to 5 days 

D. 6 to 9 days 
35. Have you ever smoked cigarettes E. 10 to 19 days 

daily, that is, at least one cigarette F. 20 to 29 days 
every day for 30 days? G. All 30 days 
A. Yes 
B. No 40. During the past 7 days, on how 

many days were you in the same 
36. During the past 12 months, did you room with someone who was 

ever try to quit smoking cigarettes? smoking cigarettes? 
A. I did not smoke during the A. o days 

past 12 months B. 1 day 
B. Yes C. 2 days 
C. No D. 3 days 

E. 4 days 
F. 5 days 
G. 6 days 
H. 7 days 

-7- Alaska 2009 YRBS (99) 
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B. Slight risk The next 5 questions ask about 
c. Moderate risk marijuana use. Marijuana also Is called 
D. Great risk grass or pot. 

49. During your life, how many times 
have you used marijuana? 
A. o times 
B. 1 or 2 times 
c. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 to 99 times 
G. 100 or more times 

50. How old were you when you tried 
marijuana for the first time? 
A. I have never tried marijuana 
B. 8 years old or younger 
c. 9 or 10 years old 
D. 11 or 12 years old 
E. 13 or 14 years old 
F. 15 or 16 years old 
G. 17 years old or older 

( 51. During the past 30 days, how many ( 
times did you use marijuana? 

. 

A. o times 
B. 1 or 2 times 
c. 3 t09 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 

52. During the past 30 days, how many 
times did you use marijuana on 
school property? 
A. o times 
B. 1 or 2 times 
c. 3 to 9 times 
D. 10 to 19 times 
E. 20 to 39 times 
F. 40 or more times 

53. How much do you think people risk 
harming themselves (physically or in 
other ways), if they smoke marijuana 
regularly? 
A. No risk 
B. Slight risk 
c. Moderate risk 
D. Great risk 

-9- Alaska 2009 YRBS (99) 
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A. Yes 64. How old were you when you had 

B. No sexual intercourse for the first time? 
A. I have never had sexual 

intercourse 
B. 11 years old or younger 
c. 12 years old 
D. 13 years old 
E. 14 years old 
F. 15 years old 
G. 16 years old 
H. 17 years old or older 

65. During your life, with how many 
people have you had sexual 
intercourse? 
A. I have never had sexual 

intercourse 
B. 1 person 
c. 2 people 
D. 3 people 
E. 4 people 
F. 5 people 
G. 6 or more people 

( 
66. During the past 3 months, with how 

( 
many people did you have sexual 
intercourse? 
A. I have never had sexual 

intercourse 
B. I have had sexual 

intercourse, but not during 
the past 3 months 

c. 1 person 
D. 2 people 
E. 3 people 
F. 4 people 
G. 5 people 
H. 6 or more people 

67. Did you drink alcohol or use drugs 
before you had sexual intercourse 
the last time? 
A. I have never had sexual 

intercourse 
B. Yes 
c. No 

68. The last time you had sexual 
intercourse, did you or your partner 
use a condom? 

-Ii - Alaska 2009 YRBS (99) 
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The next 9 questions ask about food you 77. During the past 7 days, how many 
ate or drank during the past 7 days. times did you eat potatoes? (Do not 
Think about all the meals and snacks count french fries, fried potatoes, or 
you had from the time you got up until potato chips.) 
you went to bed. Be sure to Include food A. I did not eat potatoes during 
you ate at home, at school, at the past 7 days 
restaurants, or anywhere else. B. 1 to 3 times during the past 7 

days 
74. During the past 7 days, how many C. 4 to 6 times during the past 7 

times did you drink 100% fruit days 
juices such as orange juice, apple D. 1 time per day 
juice, or grape juice? (Do not count E. 2 times per day 
punch, Kool-Aid, sports drinks, or F. 3 times per day 
other fruit-flavored drinks.) G. 4 or more times per day 
A. I did not drink 100% fruit 

juice during the past 7 days 78. During the past 7 days, how many 
B. 1 to 3 times during the past 7 times did you eat carrots? 

days A. I did not eat carrots during 
C. 4 to 6 times during the past 7 the past 7 days 

days B. 1 to 3 times during the past 7 
D. 1 time per day days 
E. 2 times per day C. 4 to 6 times during the past 7 
F. 3 times per day days 
G. 4 or more times per day D. 1 time per day ( ( E. 2 times per day 

" 75. During the past 7 days, how many F. 3 times per day 
times did you eat fruit? (Do not G. 4 or more times per day 
count fruit juice.) 
A. I did not eat fruit during the 79. During the past 7 days, how many 

past 7 days times did you eat other vegetables? 
B. 1 to 3 times during the past 7 (Do not count green salad, potatoes, 

days or carrots.) 
C. 4 to 6 times during the past 7 A. I did not eat other vegetables 

days during the past 7 days 
D. 1 time per day B. 1 to 3 times during the past 7 
E. 2 times per day days 
F. 3 times per day C. 4 to 6 times during the past 7 
G. 4 or more times per day days 

D. 1 time per day 
76. During the past 7 days, how many E. 2 times per day 

times did you eat green salad? F. 3 times per day 
A. I did not eat green salad G. 4 or more times per day 

during the past 7 days 
B. 1 to 3 times during the past 7 

days 
C. 4 to 6 times during the past 7 

days 
D. 1 time per day 
E. 2 times per day 
F. 3 times per day 
G. 4 or more times per day 

-13- Alaska 2009 YRBS (99) 
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The next 6 questions ask about physical 86. In an average week when you are in 
activity. school, on how many days do you 

go to physical education (PE) 
83. During the past 7 days, on how classes? 

many days were you physically A. o days 
active for a total of at least 60 B. 1 day 
minutes per day? (Add up all the C. 2 days 
time you spent in any kind of D. 3 days 
physical activity that increased your E. 4 days 
heart rate and made you breathe F. 5 days 
hard some of the time.) 
A. o days 87. During an average physical 

B. 1 day education (PE) class, how many 

C. 2 days minutes do you spend actually 
exercising or playing sports? 

D. 3 days A. I do not take PE 
E. 4 days B. Less than 10 minutes 
F. 5 days C. 10 to 20 minutes 
G. 6 days D. 21 to 30 minutes 
H. 7 days E. 31 to 40 minutes 

F. 41 to 50 minutes 
84. On an average school day, how G. 51 to 60 minutes 

many hours do you watch TV? H. More than 60 minutes 
A. I do not watch TV on an ( 

( average school day 88. During the past 12 months, on how 
B. Less than 1 hour per day many sports teams did you play? 
C. 1. hour per day (Include any teams run by your 
D. 2 hours per day school or community groups.) 
E. 3 hours per day A. o teams 
F. 4 hours per day B. 1 team 
G. 5 or more hours per day C. 2 teams 

D. 3 or more teams 
85. On an average school day, how 

many hours do you play video or The next 3 questions ask about other 
computer games or use a computer health-related topics. 
for something that is not school 
work? (include activities such as 89. Have you ever been taught about 
Nintendo, Game Boy, PlayStation, AIDS or HIV infection in school? 
Xbox, computer games, and the A. Yes 
Internet.) B. No 
A. I do not play video or C. Not sure 

computer games or use a 
computer for something that 90. Has a doctor or nurse ever told you 
is not school work that you have asthma? 

B. Less than 1 hour per day A. Yes 
C. 1 hour per day B. No 
D. 2 hours per day C. Not sure 
E. 3 hours per day 
F. 4 hours per day 91. Do you still have asthma? 
G. 5 or more hours per day 

-/5- Alaska 2009 YRBS (99) 
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96. During an average week, on how 98. Do you agree or disagree that in 

many days do you take part in your community you feel like you 
organized after school, evening, or matter to people? 
weekend activities (such as school A. Strongly agree 
clubs; community center groups; B. Agree 
music, art, or dance lessons; drama; C. Not sure 
church; or cultural or other D. Disagree 
supervised activities)? E. Strongly disagree 
A. o days 
B. 1 day 99. Do you agree or disagree that your 
C. 2 days school has clear rules and 
D. 3 days consequences for behavior? 
E. 4 days A. Strongly agree 
F. 5 days B. Agree 
G. 6 days C. Not sure 
H. 7 days D. Disagree 

E. Strongly disagree 
97. Do you agree or disagree that you 

feel alone in your life? This Is the end of the survey. 
A. Strongly agree Thank you very much for your help. 

·B. Agree 
C. Not sure 
D. Disagree 
E. Strongly disagree 

( 
~. 

( " 

\ 
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Planned Parenthood® 
of the Great Northwest 

March 9, 2009 

The Honorable Bettye Davis 
Alaska State Senate 
State Capitol, Rm 30 
Juneau, AK 99801-1182 

Dear Senator Davis: 

, On behalf of Planned Parenthood of the Great Northwest (pPGNW), I'm writing in support of 
Senate Bill 101, "An Act relating to questionnaires and surveys administered in the public 
schools." 

Planned Parenthood relies on the results of the school-based Alaska Youth Behavior Risk Survey 
to determine where our efforts should be in terms of education and STI prevention programs. 
For accurate survey results it's critical to get as many survey responses as possible. Planned 
Parenthood recognizes that the current regulations of active parental consent for anonymous 
surveys decrease the response rate significantly. 

Senate Bill 101 will increase the accuracy of the vital information Planned Parenthood and many 
other organizations rely on to serve Alaska's young people. Thank you for addressing this issue. 

Sincerely, 

Clover Simon 
Vice President of Alaska 
Planned Parenthood of the Great Northwest 
(907) 770-9705 
clover.simon@ppgnw.org 

Planned Parenthood of the Great Northwest 
Alaska Administrative Office - 4001 Lake Otis Pkwy 

Anchorage, AK 99508 
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Position Statement on S8 101 
Relating to Questionnaires and Surveys in Public Schools 

AASB member districts need school-by-school data to increase student 
achievement and accurately assess the effectiveness of current programs. Since 
passage of HB 70 in 1999, schools have been unable to obtain an adequate 
sample of student information to provide reliable information. AASB supports 
modifying the requirements for parental or legal guardian permission for a 
student to participate in a questionnaire or survey administered in a public 
school. 

;]' J07) '~b6-1 C,H3 
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YRBS -Nationally 

The Youth Risk Behavior Survey (YRBS) is the largest and most respected source of data on the 
youth risk behaviors that contribute to the leading causes of mortality, morbidity, and social problems 
in the US. The YRBS was created by the Division of Adolescent School Health, Center for Disease 
Control, and representatives from more than 800 local, state, and federal health agencies in 1990. 
The YRBS measures behaviors that fall into the following 6 categories: Behaviors that result in 
unintentional injuries and violence, tobacco use, alcohol and other drug use, sexual behaviors that 
result in mv infection. other Sills, and unintended pregnancies, dietary behaviors, physical activity. 

YRBS- How Can This Short Survey Collect the 
Vital Behavioral Information We Need? 

Amazingly, nationally 71% of all deaths for persons 10-24 years of age are due to only 4 causes: 
motor vehicle crashes, other unintentional injuries, homicide, and suicide. In addition, 800,000. 
900,000 teenaged girls become pregnant each year and an estimated 3 million SIDs occur among 
persons ages 10-19. A limited number of behaviors usually established during youth contribute 
substantially to these causes of mortality and morbidity. These behaviors include: carrying a weapon, 
physical fighting, attempting suicide, drinking or using drugs while operating a motor vehicle, lack of 
seatbelt use while riding in a motor vehicle, lack of helmet use while riding a bicycle, and 
unprotected sexual intercourse that results in lllV infection, other STDs, or unintended pregnancies. 

The Youth Risk Behavior Survey also surveys youth on the leading causes of adult morbidity and 
mortality as many individuals initiate the risk behaviors that lead to problems as adults in their 
adolescence. Among adults in the US aged 25 and older, 63% of deaths are due to only 2 causes: 
cardiovascular disease and cancer. A limited number of causes contribute to these health problems. 
These behaviors include: use of tobacco, unhealthy dietary behaviors, and physical inactivity. 

YRBS - How it Works 

The YRBS is administered in a collection of randomly drawn sample schools from nearly every state 
every other year. The survey is administered to high school aged students in a single class period and 
is completely anonymous. Some school districts choose to survey all of their high school students to 
better understand and measure risk behaviors in their communities. Strict precautions are in place to 
absolutely insure student confidentiality and participation in the survey is completely voluntary. 
Students answer the mUltiple choice questions about their current and past risk behaviors, which are 
collected and sent to the state for processing. State results are then shared federally with CDC. 

YRBS - The Value 

The YRBS results have tremendous value at the national, state, and local level. Results allow 
health and educational professionals to track the prevalence of youth risk behaviors over time, to 
-compare their state to other states or to the nation, and even to empower local communities to measure 
themselves compared to the rest of the state. Understanding the extent to which youth practice health 
risk behaviors is critical for developing programs that address risk behaviors practiced in their 
jurisdiction and for measuring progress toward program goals. YRBS results also help with focusing 
school"health education teacher training and instructional programs, suppo"rting health-related -
legislation, and seeking funding for school health programs. 
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Alaska's YRBS 
Alaska managed to collect enough student responses to the YRBS to get usable data twice since it 
began administering the survey in 1995. CDC determined that at least 60% of students in the selected 
samp'le must complete the survey for it to accurately represent student behavior across the entire state. 
Alaska was able to get 60% or more responses in 1995 and in 2003. In 2005, Alaska missed achieving 
an adequate response rate and was unable to use the data. Every effort is being made for a successful 
survey in 2007. . 
Here is a sample of Alaska 2003 YRBS data: 

• 11.8% of high school boys reported carrying a weapon to school in the last 30 days 
• 38.7% of high school students reported drinking alcohol in the last 30 days 
• 47.5%ofhigh school students reported having ever used marijuana 
• I in 4 high school students reporting driving in a vehicle with a driver who drank alcohol in the 

last 30 days 
• I in 5 high school girls reported seriously considering suicide in the last 12 months 

For more information visithttp://www.hss.state.ak.usldphichronicischool/pubsIYRBSreport2003.pdf. 

;-----------------------~ 
I DEAR PAT, , 

I 

, 

I am a health teacher who recently heard that Alaska has a law that requires parental consent 
for youth health surveys at school. I occasionally utilize classroom surveys with my students 
and now am concerned if I am following protocol. Is this true, and if so, what should I do? 
Signed, Alarmed in ABC School 

Dear Alarmed in ABC School, 

Alaska has had a law, AS 14.03.110, since 1999 that prohibits schools from administering 
surveys or ques'tionnaires at public schools that inquire into personal or family affairs. or 
anything else that is not a matter of public record or readily observable in public (regardless of 
whether or not the surveys are anonymous and voluntary) without first getting written 
permission from all participating students' parents or legal guardians. This type of 
requirement is known as active parental consent. 

Acconding to the Centers for Disease Control Alaska is one of two or three states in the nation 
that has a school survey law requiring active parental consent for surveys that are anonymous 
and voluntary. Most states employ passive parental consent when administering such surveys. 
Under this system, written notice is sent out to parents informing them of the upcoming survey 
and the types of questions it will ask, and then permission to participate is assumed unless 
parents or students indicate otherwise. With passive parental consent all students and parents 
can decline to participate at any point in the process. 

Classroom teachers need to be aware of this law as it applies to small informal surveys 
teachers may want to include in their instruction as well as to national surveys like the YRBS. 
Many teachers are surprised to learn of this law and its requirements, and are forced to revisit 
some of their current instructional assignments and practices to avoid violations. Teachers 
should check with their school administrators for further guidance. 

Addressing active consent is a controversial topic. Advantages to active parental consent are 
greater parental involvement and less risk of students being included in surveys without 
parental approval. Disadvantages of active parental consent include the drastically increased 
costs and labor involved in conducting student surveys, the high failure rates for getting 
enough student responses to get usable data for larger surveys, the potential for leading to 
inaccurate/misrepresentative data, the research suggesting that the vast majority of parents 
consent to their students participating in such surveys, and that most parental failures to 
provide written permission are driven by apathy, oversight. or student error, not by refusal. 

As a health teacher you can do several things to support collections of important health data for 
local, state and national usc. First you can communicate with your site administrator to see if 
consent for surveys is built into your school's annual parental enrollment packet. Second, you 
can incorporate lessons on the YRBS into your curriculum. highlighting its findings and its 
importance. Student health projects could focus on raising community awareness and support 
for the YRBS and other youth risk behavior surveys. Finally, some students could choose to 
research Alaska's law around surveys in schools and its current effects on Alaska's youth risk 
behavior data collection efforts. 

... -------- ---------------""" .. ·Much of the information in this edition comes from COC's 2005 Handbook For Conducting YRBS Surveys. 
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Friedman_Jeff [Friedman_Jeff@asdk12.org] 
Monday, March 09, 2009 8:43 AM 
Sen. 8ettye Davis 
Sen. Charlie Huggins; Sen. Donny Olson; Sen. Gary Stevens; Comeau Carol; 
Siegfried_Robin; Steiner_John -
S8101 

Dear Vice Chair Davis and Education Committee Members: 

I am writing to urge your support for S8 101 which relates to questionnaires and surveys. 

SB ~O~ returns Alaska Schools to an opt out procedure for conducting the Youth Risk 
Behavior Survey from the United States Centers for Disease Control and Prevention. This 
is a completely anonymous survey that helps asses the emotional and physical health of Our 
children. Parents are still informed of the survey and may choose not to allow their 
children to participate. Students who take the survey are notified of their right to 
refuse to answer any question they don't want to answer. 

Under current law, school districts can not permit the administration of this survey 
without specific parent consent. Many parents don't object, they just don't follow 
through with ensuring that their child gets the permission form back to school. The 
Anchorage School District has gone to great expense and effort to obtain returned 
permission forms and most of the returned forms do give permission. With the opt out 
system proposed by the amendments in SB 101, parents who do object will be given lots of 
notice of their right to object and plenty of opportunity to do so. This is a good 
compromise between the need to get adequate data about the health of our children and the 
interests of those parents who believe this anonymous survey is detrimental in some way. 

(_ ,Anchorage school Board supports making the changes proposed in SB 101. 

Jeff Friedman 
Anchorage School Board 
1534 D Street 
Anchorage, AX 99S0~ 

907-742-4699 (Home) 
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Protection of Pupil Rights Amendment (PPRA) -- Printable Page I of 1 

ED.gov 
d\. Print ~Close 

~Window 

j:)~()t~cti()n <>.fPlIPil ~igl1t!iiAl11e.'1.d.rt:'ent. (PPRA) 

The Protection of Pupil Rights Amendment (PPRA) (20 U.S.C. § 1232h; 34 CFR Part 98) applies to 
programs that receive funding from the U.S. Department of Education (ED). PPRA is intended to 
protect the rights of parents and students in two ways: 

• It seeks to ensure that schools and contractors make instructional materials available for 
inspection by parents if those materials will be used in connection with an ED-funded survey, 
analysis, or evaluation in which their children participate; and 

• It seeks to ensure that schools and contractors obtain written parental consent before minor 
students are required to participate in any ED-funded survey, analysis, or evaluation that 
reveals information concerning: 

1. Political affiliations; 
2. Mental and psychological problems potentially embarrassing to the student and his/her 

family; 
3. Sex behavior and attitudes; 
4. Illegal, anti-social, self-incriminating and demeaning behavior; 
5. Critical appraisals of other individuals with whom respondents have close family 

relationships; 
6. Legally recognized privileged or analogous relationships, such as those of lawyers, 

physicians, and ministers; or 
7. Income (other than that required by law to determine eligibility for participation in a 

program or for receiving financial assistance under such program). 

Parents or students who believe their rights under PPRA may have been violated may file a 
complaint with ED by writing the Family Policy Compliance Office. Complaints must contain specific 
allegations of fact giving reasonable cause to believe that a violation of PPRA occurred. 

For additional information or technical assistance, you may call (202) 260-3887 (voice). Individuals 
who use TDD may call the Federal Information Relay Service at 1-800-877-8339. Or you may 
contact us at the following address: 

6 Print 

Family Policy Compliance Office 
U.S. Department of Education 

400 Maryland Avenue, SW 
Washington, D.C. 20202-5920 

~Close 
·~Window 

Last Modified: 02117/2005 

4 ~it~:llwww.ed.gov/printipolicY/genlguidlfpco/ppra/index.html 31712009 
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Model Notification of Rigbts Under tbe Protection of Pupil Rigbts Amendment (PPRA) 

PPRA affords parents certain rights regarding our conduct of surveys, collection and use of information for 
marketing purposes, and certain physical exams. These include the right to: 

o Consent before students are required to submit to a survey that concerns one or more of the following protected 
areas ("protected information survey") if the survey is funded in whole or in part by a program of the U.S. 
Department of Education (ED)-

I. Political affiliations or beliefs of the student or student's parent; 
2. Mental or psychological problems of the student or student's family; 
3. Sex behavior or attitudes; 
4. Illegal, anti-social, self-incriminating, or demeaning behavior; 
5. Critical appraisals of others with whom respondents have close family relationships; 
6. Legally recognized privileged relationships, such as with lawyers, doctors, or ministers; 
7. Religious practices, affiliations, or beliefs of the student or parents; or 
8. Income, other than as required by law to determine program eligibility. 

oReceive notice and an opportunity to opt a student out oJ-
I. Any other protected information survey, regardless of funding; 
2. Any non-emergency, invasive physical exam or screening required as a condition of attendance, 
administered by the school or its agent, and not necessary to protect the immediate health and safety of a 
student, except for hearing, vision, or scoliosis screenings, or any physical exam or screening permitted or 
required under State law; and 
3. Activities involving collection, disclosure, or use of personal information obtained from students for 
marketing or to sell or otherwise distribute the information to others. 

olnspect, upon request and before administration or use-
1. Protected information surveys of students; 
2. Instruments used to collect personal information from students for any of the above marketing, sales, or 

other distribution purposes; and . 
3. Instructional material used as part of the educational curriculum. 

These rights transfer to from the parents to a student who is 18 years old or an emancipated minor under State law. 

[Scbool District wlillbas develop[ed] and adopt[edll policies, in consultation with parents, regarding these rights, 
as well as arrangements to protect student privacy in the administration of protected information surveys and the 
collection, disclosure, or use of personal information for marketing, sales, or other distribution purposes. [School 
District] will directly notify parents of these policies at least annually at the start of each school year and after any 
substantive changes. [Scbool District] will also directly notify, such as through U.S. Mail or email, parents of 
students who are scheduled to participate in the specific activities or surveys noted below and will provide an 
opportunity for the parent to opt his or her child out of participation of the specific activity or survey. [Scbool 
District] will make this notification to parents at the beginning of the school year if the District has identified the 
specific or approximate dates of the activities or surveys at that time. For surveys and activities scheduled after the 
school year starts, parents will be provided reasonable notification of the planned activities and surveys listed below 
and be provided an opportunity to opt their child out of such activities and surveys. Parents will also be provided 
an opportunity to review any pertinent surveys. Following is a list of the specific activities and surveys covered 
under this requirement: 
oCollection, disclosure, or use of personal information for marketing, sales or other distribution. 
oAdministration of any protected information survey not funded in whole or in part by ED. 
oAny non-emergency, invasive physical examination or screening as described above. 

Parents who believe their rights have been violated may file a complaint with: 

Family Policy Compliance Office 
U.S. Department of Education 
400 Maryland Avenue, SW 
Washington, D.C. 20202-5901 
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The Protection of Pupil Rights Amendment 
(PPRA) 
This federal law provides parents with iInportant rights relative to surveys and certain 
nonemergency physical examinations conducted by schools that receive federal funds 
from the Dept. of Education. 

The Protection of Pupil Rights Amendment (PPRA) is a statute originally enacted in 1978 that 
provides parents with important rights regarding surveys performed by schools. Such surveys may 
be overly intrusive and personal or may collect information for purposes other than those 
represented. The PPRA and a second federal law known as FERPA are enforced by the Family Policy 
Compliance Office (FPCO) of the US Dept. of Education. Complaints regarding PPRA violations, 
including non-notification (failing to annually notify parents of their rights under the PPRA), must 
be filed by mail to the FPCO. Questions regarding the PPRA can be addressed to the FPCO by phone 
at (202) 260-3887 or bye-mail at ppra@ed.gov(we have found them to be very friendly, helpful and 
responsive). 

The PPRA applies to any school that receives funds from the US Dept. of Education. 

A summary of the PPRA is located here. In 2002, Phyllis Schlafly of the Eagle Forum made the 
observation that compliance with the law has been spotty ever since its inception. 

The PPRA statute as it existed prior to January 2002 is available here. 

The law as amended in January 2002 (the No Child Left Behind Act of 2001) has significantly 
strengthened the rights of parents, as follows: 

• It now requires written parental consent prior to administering ED-funded surveys that 
include questions falling into any of the following eight categories: 

1. political affiliations or beliefs of the student or the student's parent; 

2. mental and psychological problems of the student or the student's family; 

3. sex behavior or attitudes; 

4. illegal, anti-social, self-incriminating, or demeaning behavior; 

5. critical appraisals of other individuals with whom respondents have close family 
relationships; 

6. legally recognized privileged or analogous relationships, such as those of lawyers, 
physicians, and ministers; 

7. religious practices, affiliations, or beliefs of the student or student's parent; or 

8. income (other than that required by law to determine eligibility for participation in a 
program or for receiving financial assistance under such program) . 

• It now provides for the first time rights regarding surveys notfunded by the US Dept. of 
Education. Schools are required to develop and adopt policies - in conjunction with parents -
regarding the following -

4314 http://www.hb-rights.org/5parents/ppra 2/1112010 
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1. The right of parents to inspect, upon request, a survey created by a third party before 
the survey is administered or distributed by a school to students. 

2. Arrangements to protect student privacy in the event of the administration of a survey 
to students, including the right of parents to inspect, upon request, the survey, if the 
survey contains one or more of the same eight items of information noted above. 

3. The right of parents to inspect, upon request, any instructional material used as part 
of the educational curriculum for students. 

4. The administration of physical examinations or screenings that the school may 
administer to students. 

5. The collection, disclosure, or use of personal information collected from students for 
the purpose of marketing or selling, or otherwise providing the information to others 
for that purpose. 

6. The right of parents to inspect, upon request, any instrument used in the collection of 
information, as described in number 5. 

• Local educational agencies (LEAs) must "directly" notify parents of these policies and, at a 
minimum, shall provide the notice at least annually, at the beginning of the school year--a 
sample notification and consent/opt-out examples are provided here. The LEA must also 
notify parents within a reasonable period of time if any substantive change is made to the 
policies. 

• In the notification, the LEA shall offer an opportunity for parents to opt out of (remove their 
child) from participation in the following activities: 

1. Activities involving the collection, disclosure, or use of personal information collected 
from students for the purpose of marketing or for selling that information, or 
otherwise providing that information to others for that purpose. 

2. The administration of any third party (non-Department of Education funded) survey 
containing one or more of the above described eight items of information. 

3. Any non-emergency, invasive physical examination or screening that is: 1) required as 
a condition of attendance; 2) administered by the school and scheduled by the school 
in advance; and not necessary to protect the immediate health and safety of the 
student, or of other students. 

• In the notification, the LEA shall notify parents the specific or approximate dates during the 
school year when these activities are scheduled. 

The Wisconsin Dept. of Public Instruction prepared these instructions/guidelines on surveys and 
the PPRA for school officials in January 2003. 

Surveys in Public Schools--Application of the PPRA 

To better understand what might constitute a violation of PPRA, here are several recent examples 
where surveys have been given or are planned to be given in public schools: 

School Survey in Virginia--2oo3 This site discusses a survey to be given to Fairfax County, Virginia 
high school students in April 2003. Although Fairfax County Attorney David Bobzien ruled that no 
federal funds are involved in the survey and that it is therefore "a local initiative not requiring 

4315 http://www.hb-rights.org/5parents/ppra 211112010 
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informed parental consent," the survey would likely violate the PPRA as amended in January 2002 
if students were not allowed to opt out of taking it. 

Alleged Violation of PPRA in Minnesota--2002 This site describes what appears to be a recent 
violation of the PPRA that occurred at the Mahtomedi, Minnesota High School in September 2002. 
Freshmen were shown two videos on homosexuality, then assigned to complete an 
"assessment" (translation--survey) to determine if they "harbored hidden biases toward straight 
people, or against gay people." The survey is posted at tolerance.org. 

Alleged Violation of PPRA in Ohio--2000 Parents sued an Ohio school district after their children 
were given an intrusive survey--although their original PPRA complaint was dismissed because the 
survey in question was not federally funded, the parents and the school board reached a settlement 
while the case was on appeal. Note that since passage of the NCLB Act, the PPRA now applies to all 
surveys, not just those performed using DOE funds. 

Intrusive Survey in Connecticut--2000 The New Milford, Connecticut, school district gave students 
as young as 11 the ''Youth Risk Behavior Survey". Administrators claim they complied with the PPRA 
(which requires parental consent for federally-funded surveys) by sending a letter home advising 
parents that they could opt their children out of the survey, but the letter gave no warning that some 
questions would be explicit and many parents claim they never saw it. Under the new provisions of 
the NCLB Act, the schools would now require "active consent" from parents prior to administering 
such a survey. 

Survey in New York State This site details the chronology of events during 1999 and 2000 after it 
was decided that a ''Youth Risk Behavior Survey" would be given to local students in grades 7 
through 12. The survey included questions related to sex, drugs and alcohol. 

Violation of PPRA in New JerseY--1999 This rather extensive site documents what happened after 
an intrusive anonymous survey was given in the Ridgewood, NJ School District in 1999 using Dept. 
of Education funds. The FPCO ruled that the PPRA had been violated and the incident ultimately 
resulted in the passage of a NJ state law that provides even more protection for the rights of NJ 
students than guaranteed by the PPRA. In June 2004 a Federal District Court held that students' 
and parents' rights were not violated because the survey was "voluntary and anonymous", but an 
appeal was filed in September 2004 claiming the survey was not in fact administered in a strictly 
voluntary and anonymous manner. 

Violation of PPRA in Texas--1999 This site summarizes a case brought against the San Antonio 
School District for violation of the PPRA that occurred when high school students were given an 
intrusive psychological survey that asked personal questions such as "Do you ever wish you were a 
boy or girl instead of what you are?" 

What You Should Do 

Parents--talk to your kids, and find out if they are being given surveys that ask questions that fall 
into any of the categories listed above. Students--if you're given surveys, even anonymous ones, that 
you feel are too personal or intrusive, tell your parents. Let's keep the schools focused on education! 

Last updated October 2004 

Legal Disclaimer 

4316 http://www.hb-rights.org/5parents/ppra 2/1112010 
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FabNary 11, 2010 

The Honorable Wet Koller 
Alaska State HOUle Repmentatlve 
Slllle Capitol Room 13 
Juneau,Alaska 99801 

Dear Repruentatlve Keller: 

;1M 
ANCHORAGE 
UNITED 
FOR YOUTH 

The Luderehlp rum of Anchorage United for Youth II writing again to request your tuppor! for 
Sen.te Bill 101 , 'An ad relating to queslionnairN and sumys admIniatered In /he public sChooia. • 

Over the paat three yore, we have been able to energize an entire community around lupportlng our 
youth to help them graduete from high achooland transition to a healthy and aucceaaful adulthOOd. 
To gUide the planning prom. for this Initiative, and to track Ita prograea In order to remain 
accountable to ouratlves, our community, our funde .... and our young people, Anchorage United for 
Youth ha. drawn upon the vital Information gleaned from the ¥RBS. WI\an our community UYI that 
aimOlt20'lll of our youth reported being physically hurt on purpOle by a boyfriend or glrtfrfend In 2006, 
It waa claar that thll wala number we could not accept or allow to continue. Alaska already hal one 
of the highest retel of domesUc violence per capita In the neUon. Our collaborative effort and our 
partners are determined to provide a better Mure for our children. 

When our community .aw that over 40'111 of our ycuth were drinking alcohol and almoat 30'111 were 
binge drinking, we knew that we must come together to help our klds reject alcohol use In order to 
kaap them aafe. Tracking this data over time tails us If we are succeeding and where there Is more to 
be done to bolater our youth. 

One of the programs bome of this community elfort was the Mountain Vlaw Phcitovolce project thet 
provided the opportunity for et-rlsk youth to come together In a safe environment. laam a form of 
erUstic axpreaalon, think crltlcelly about their surroundings, and talk with their pears end aupportlva 
adults about Issues that ware Important In thalr ItVII. An excerpt from the narrative report at the 
culmination of this project Is below: 

"A 17-yeer-old, 3O().pound young Samoan man, who had spol<en eattler about 
fighting as a regular actIVIty and who tended to Bit In./he back and disengage. related 
{hla} photo to·/ha co/orl8W181111 andamptlnlBll of life In his acIoIeBcenae and began to 
speak of hili pain, his IoSB, hili nlght/ydrlnldng. Hili eyes got wet all he Spcl<e of /he 
cl&alhB he has suffered. And as we Iistaneciand spol<e, his eyes grew were wicl8r open 
and he BIt ctoser to lIS .. .Even as they shared, and aven as/he 17-year-old young man 
well desperately 8BIdng for help, we coukJ tell that he was reticent about getting 
profasBIonal help. He spoke of cruelty, of fighting, of drlnldng. and I knew I couldn? 
push too hard but had to respond. So I found out about treetmant II&rvIces for teens 
and spoke to him about /ham qu/atly. He came back on Wednasday Bly/ng /hat he and 
hili sisler hed quit dtinld/1g, and on FrlcIay that /hey are going to AA meetings togeIher. 
Over a month later, he III II1I1I clean even /hough hili sister hall begun dn"nklng ageln 
and even after suffering /ha murder of hili 16-year-old cousin. Thill young man even 
wrote thet we shoulcl stop violence In Mountain View .... [The photographet} hall since 
/han goneto.heng out and.shoot photos with him, l<eeplng him angaged /hrough /hili 
lit form for which he shows elmoat a preternatural ability, and keeping him connected 
to a non-violant aclu/t who carel for him .• 
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Thllie but one. of many proJeota and p!'OGl'lml bolng conducted In our community In an effort to 
etrengthen and aupport our youth and their tamlll... We maalure the IUCOIII of this combined effort 
through the data collected from the YRBS. . 

We I'ICOIInln and IUpport Ihe Importanl role of parentI In chooalng what', belt for their children. We 
support Senlte Bill 101 baclulelt mllntalna and strenglhens current parent notification proviliona. II 
enaurea that parente are Informed thll tho IUrvey will be given, provides for the opportunity to revlow 
survey content, and allows parentI to choose not to allow thelt children to participate. This bill 
,upporta both parental Involvement and the ability to bettar serve our youth. 

We thank you for your commitment to youth In the state of Alaska and Isk for your support of Senate 
Bill 101. 

Sincerely, 

Clreg Razo, CIRI Corporation 
Chair, Anchorago United for Youth Leadership Team 

Anchorage United for Youth Leadership Team 

cc: Hou .. Health and Soelal Servicee Committee Membera (Tammie Wilson, Bob Lynn. Paul Seaton, 
Sharon Clasna, Lindley Holmes) 

.. ".----.~-----.-----.- --'-- -------.---.----------~ ..... _-.. ,._--------_ ...... -... ---.-.. -.---._'.- ... ~ . __ ._- .'.,. , ---_.--
Anchorage United for Youth 

Contad: Sareh Sledge ssledge@ak.ora (907)263-3803 
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Distributed by Representative Bob Lynn - from legislative B10g written 5/3/2007 

THURSDAY, MAY 03, 2007 

ALASKA YOUTH RISK BEHAVIOR SURVEY ANOTHER 
"THAT'S INCREDIBLE AWARD" 

harbor a dated concept that schools should teach reading, writing, 

arithmetic, history and geography (now morphed into "social studies"), music, art and 

yes, even vocational education. There may be other subjects (dare I say "home 

economics?") worthy of curriculum inclusion, but surely you get my point. Please notice 

I didn't mention "beha\lor surveys." 

Question: $0 why am I bringing up this up in today's blog? Answer: House Bill 207, 

entitled "An Act relating to Questionnaires and Surveys Administered in Public 

Schools," came before a committee this week. I voted "Do Not Pass." 

According to the bill's Sponsor Statement, HB 207 changes parental consent 

requirements for "anonymous" school surveys from an active to passive consent. That 

means an opt-out instead of opt-in for your parental permission to conduct an 

"Anonymous" School Surveys on your kid. And what survey does the bill contemplate? -

I hear you cry. It's the invasive 99 question "Anonymous" School Survey called "The 

Alaska Youth Risk Beha>ior Survey (hereinafter in the blog to be called AYBS)." 

Currently the AYBS cannot be given to students without signed parental consent. Good. 

That means a consent form to the parent >ia the child, returned to the school by the 

child: that's called "active consent." Unfortunately, HB207 would change it so "consent" 

occurs if the school doesn't receive back a non-consent form from the parent. Come on 

now ... I can tell you, both as a parent and retired teacher, that notes don't always make 

it home, and all notes from home don't make it back to school. This isn't rocket science. 
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So what's included in the 99 question invasive "Anonymous" Survey? If you want to see 

for yourself, check out www.asd.k12.ak.us/surveys/YRBS/2005/2005_YRBS.pdf. I 

don't make this stuff up. 

Let me report some of the more salacious questions (If I heard someone ask some of 

these questions to a kid selling lemonade from a sidewalk stand, I'd call the cops). 

Question 1: How old are you? Response A is 12 years old or younger. Response F is 17 

years old. Comment: If a child taking the survey wasn't 12 years old or younger, pray tell 

what would be the purpose of Question I? 

Question 25: During the last 12 months, did you ever seriously consider attempting 

suicide? 

Question 26: ... did you make a plan about how you would attempt suicide? 

Question 27: ... how many times did you actually attempt suicide? 

Possible answers are: 0, 1,2 or 3, 4 or 5, 6 or more times. 

Comment: Well, if a kid hadn't thought of suicide already, the survey takes care of that. 

Question 47: Have you ever used marijuana? Answers range from 0 to 100 or more. 

Questions 48 through 58 ask the same question about a plethora of other drugs the kids 

may not have even known about. 

Comment: Hopefully, a kid who answers 0 on questions 47 to 58 doesn't think of 

themselves an under-achiever. That would be bad for self-concept. 

Now, the questions blog readers have been waiting for: 

Question 60: Have you ever had sexual intercourse? Answer: Yes or No. 

Question 61: How old were you when you had sexual intercourse for the first time? 

Answers: I have never had sexual intercourse, 11 years old or younger, 12, 13, 14, 15, 16, 

17· 

Question 62: ... with how many people have you had sexual intercourse? Answers range 



4321 

from 0, to 6 or more. 

Question 65: ... did you or your partner use a condom? 

Question 66: The last time you had sexual intercourse what method did you or your 

partner use to prevent pregnancy (select only one response) Answers: none, birth 

control pills, condoms, Depo-Provera, withdrawal, some other method, not sure. 

Suggestion: How about adding a possible response to questions 60-66 of "None of your 

flipping (to use Governor Murkowski's innocent word) business" after Yes or No? 

Question 92: How often does one of your parents talk with you about what you're doing 

in school? Comment: Here's another opportunity for the answer "none of your flipping 

business. " 

After taking this survey, it would be logical for a student to conclude that illegal and 

immoral conduct is normal and, if they answered with "low scores" on sexual activity, 

etc., think they are "abnormal," or at least a nerd. No kid (or adult) wants to be 

abnormal. The ABYS is almost like peer pressure by survey. 

It's amazing to me that so many folks stridently call the Patriot Act and the Real ID Act 

"invasions of privacy," but think nothing about assaults on privacy of our children and 

parents with surveys like the AYBS. 

There are also other dangers to the ABYS. If parents refuse permission for the survey, 

what happens to the excused kids? Do they sit in a corner of the room, go to a study 

hall? Whatever, I'm sure kids who don't take the survey will be singled out. Knowing 

kids like I do, the excluded children will suffer cruel ridicule from the other kids. 

Shouldn't happen. But it will. 

The survey is supposed to be "anonymous." Good. But anonmonity is easily subverted by 

anyone who would want to. Ifthe survey is administered in a small class - maybe one to 

five - it's even easier to discover identities. 

Consider this: would you take a similar "anonymous" survey from your employer? Now 

here's an interesting thought: would legislators submit themselves to an "anonymous" 
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ABYS type "at risk" survey, if constituents approved? 

Why do the schools want to give such surveys? Let's be positive. Many good teachers 

and school administrators want to help "at risk" kids, and envision the ABYS survey as 

one way to do it. There's probably no bad intent. They mean well, but they simply 

haven't thought it through. Can some good come from such surveys? Sure. But, like 

most things, there can be both intended and unintended consequences. For me, the 

surveys are (as one commentator put it) "a sociological strip search" of children, and 

whatever good may result could be outweighed by the bad. 

There's also another reason schools want to change permission for the surveys from 

active to passive. Some state and federal grant programs require a certain percentage of 

surveys to be conducted to qualify. Grants can seduce districts into using surveys to 

interrogate students just to get the money. As we say in politics, "Follow the money." 

HB207 passed out ofthe committee today (but not with my vote), and continues its 

journey through the legislature. Win Some. Lose some. 
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IMPORTANT RIGHTS FOR PARENTS CONCERNING STUDENT SURVEYS 

The Federal Protection of Pupil Rights Amendment (PPRA), 20 U.S.C § 1232h, requires the Anchorage 
School District to notify you and obtain consent to allow your child to participate in certain school activities. 
These activities include a student survey, analysis or evaluation that concerns one or more of the following 
eight areas ("protected information surveys"): 

1. Political affiliations or beliefs of the student or student's parent; 
2. Mental or psychological problems of the student or student's family; 
3. Sex behavior or attitudes; 
4. Illegal, anti-social, self-incriminating, or demeaning behavior; 
5. Critical appraisals of others with whom respondents have close family relationships; 
6. Legally recognized privileged relationships, such as with lawyers, doctors, or ministers; 
7. Religious practices, affiliations, or beliefs of the student or parents; or 
8. Income, other than as required by law to determine program eligibility. 

The Alaska State Statute and Anchorage School District Board policy also have requirements regarding 
surveys that require parental consent. 

By Alaska State Statute, AS 14.03.110: 

Parental permission is required for surveys that inquire into personal or private family affairs of the student 
not a matter of public record or subject to public observation. 

• Parents/guardians may provide "blanket" permission, once per year, for their student to 
participate in anonymous surveys requiring parental consent. 

• For any survey that is not anonymous and requires parental consent, the District will obtain the 
written permission from the student's parent or guardian at least two weeks before the survey 
is administered. 

• In addition, for all surveys requiring permission, parents will be provided notice and an 
opportunity to review the survey at least two weeks in advance of the administration of the 
survey. 

By District Board policy: 

1. Each year, the District may seek the annual permission of each parenUguardian for their child to 
participate in anonymous surveys. 

2. For those surveys that are not anonymous and require parental permission, the District shall 
provide a permission fonm to be returned by the parents/guardians and the permission form must 
be returned at least two weeks before the administration of the survey. 

2009-2010 Surveys 

For surveys that require notice to parents/guardians, the notice will be provided through your school 
newsletter, school Web site, emails, and/or other methods. At this time, one survey is planned that requires 
parental permission: the Aggressors, Victims and Bystanders Survey. This survey is anonymous. 

1. Aggressors, Victims and Bystanders Survey (AVB) 
Dates: August - December, 2009 
Grade: Seven 
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By signing the following Annual Survey Permission Form, your student may participate in this survey. For 
surveys scheduled after the school year starts, the Anchorage School District will provide parents/guardians 
at least two weeks notice prior to the administration of the surveys. Notification will come to you through 
your school newsletter, school Web site, emails, and/or other methods and will advise you of your 
opportunity to review the surveys. 

The following surveys do not require parental permission. The District will provide notice through 
your school newsletter, school Web site, emails, and/or other methods at least two weeks prior to 
the administration of the surveys. 

1. Climate and Connectedness Student Survey 
Dates: January 19 - February 10, 2010 
Grades: Three through Twelve . 

2. OCR - Athletic Interest Survey 
Dates: October 5 - 29, 2009 
Grades: Eight through Twelve 



, 
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ANNUAL SURVEY PERMISSION FORM 
2009-2010 School Year 

I understand that the Anchorage School District may administer, or be permitted to administer, anonymous 
surveys that require parental permission. I understand that as the parent or legal guardian of this student, I 
may review any of the survey instruments and determine the appropriateness of the survey in relation to my 
student. I can remove my student from the survey administration. 

Printed name of student _______________________ _ 

School: __________________________ _ 

StudentID: _________________________ _ 

Grade for 2009-2010 school year: ____________________ _ 

Printed name of parentllegal guardian: ___________________ _ 

Signature of parent/legal guardian: ____________________ _ 

01 give my approval to administer anonymous surveys to my child this year. I understand that 
anonymous surveys may inquire into private matters, as explained in the Important Rights for 
Parents Conceming Student Surveys. I understand that I may review the survey to be given no 
less than two weeks prior to administration, and I may remove my child at that time if I wish. I 
further understand that I may revoke this annual permission at any time. 

01 do not give my approval to administer any anonymous survey that inquires into personal or 
private family affairs of the student to my child during the 2009-2010 school year. 
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Policy 
BOARD OF EDUCATION 
JUNEAU SCHOOL DISTRICT 

STUDENT ATHLETE MANDATORY DRUG TESTING 

PROGRAM 
1432/page 1 

The Board of Education recognizes that drug abuse is a serious concern in the District's schools 
and in our community. Drug use by students is physically and emotionally harmful, interferes with 
the learning process and is detrimental to the welfare of all members of the school community. 
Further, drug use by students who participate in Dislrict athletic programs poses a direct threat to 
the health and safety of those students and the students with whom they compete. 

Participation in extracurricular athletic activities is a privilege available to those students who are 
willing and able to comply with the requirements for participation in the activity. Some students 
have abused that privilege by using drugs while participating in athletic activities and by 
encouraging other students to use drugs. The measures the District has previously taken to 
prevent student drug abuse have not proven effective to stop that abuse. Consequently, the 
Board has decided to implement a random drug testing program as a condition of participation in 
competitive extracurricular athletic activities at the high school level. 

The purposes of the program are to 1) help protect the health and safety of all students, 2) help 
counteract negative peer pressure by providing students with a reason to refuse drugs, and 3) 
encourage and assist students with drug problems to seek help in overcoming those problems. 

As used in this policy and the accompanying regulations, the terms "drugs," "prohibited drugs" 
and "illegal drugs" include any controlled substance the use of which is prohibited by AS 11.71 in 
the absence of a valid prescription, tobacco and alcohol, to the extent that students have 
consumed any of these substances illegally. 

Students who desire to participate in high school competitive extracurricular athletic activities 
shall be required to complete a form signed by the student, and by the student's parent or 
guardian if the student is a minor, authorizing the District to conduct drug testing on a random 
basis. The completed form must be submitted before the student may participate in any aspect of 
a covered activity. 

The District's drug testing program shall incorporate procedures for drug testing consistent with 
applicable legal standards. The program shall include procedures that ensure the confidentiality 
of student test results and shall require all persons having access to those results to abide by 
those procedures. 

The drug testing program shall also include appropriate consequences in the event of a positive 
test. Consequences shall be confined to exclusion from covered athletic activities and any 
applicable periods of exclusion required by the citizenship rules of the Alaska School Activities 
Association (ASAA); students shall not otherwise be excluded from activities. A positive test in 
response to random drug testing shall not result in suspension from school or any other academic 
consequence, nor shall positive test results be reported to law enforcement authorities. 
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Policy 
BOARD OF EDUCATION 
JUNEAU SCHOOL DISTRICT 

PROGRAM 
1432/page 1 

The Superintendent shall develop administrative regulations to implement the District's drug 
testing program. The District shall provide educational events for parents, guardians, students 
and the community on alcohol and other drug abuse and the district's policies, rules and 
regulations relating to drug testing and drug abuse, including the use of suspicion-based drug 
testing and when and why students may be referred for assessment. 

The District will implement evidence-based, comprehensive K-12 educational programs and 
curricula to assist students in building skills to prevent alcohol and drug use/abuse in accordance 
with Board Policy # 5530, Drug Abuse. The Superintendent shall direct staff to work with other 
agencies to improve local support systems for students who are identified as needing intervention 
and assistance, and shall provide for the training of staff in the District's drug prevention, testing 
and intervention programs as outlined in Board Policy #5530, Drug Abuse and its accompanying 
regulations. In addition, the Superintendent shall provide for the periodic assessment of the 
effectiveness of the District's drug testing, prevention and educational programs. 

Adopted 10/5/09 
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Rules & Regulations 
BOARD OF EDUCATION 
JUNEAU SCHOOL DISTRICT 

STUDENT ATHLETE MANDATORY DRUG TESTING 

PROGRAM 
1432R/Page 1 

Drug testing, including testing for the presence of illegal drugs, tobacco and alcohol, will be required 
during the term of the athletic activity for students who participate in competitive high school 
extracurricular athletic activities. The term of the activity in which a student is subject to testing shall be 
determined as provided in Administrative Regulation 1430R, Student Activities. A complete list of covered 
activities is set out in Appendix A. 

Consent 

Prior to participating in any activity covered by this policy, a student and, if the student is a minor (under 
the age of eighteen), his or her parent will be required to complete and sign the District's Informed 
Consent Agreement. The agreement will state that the student, and his or her parent, if applicable, 
understands that by participation in the extra-curricular activity the student agrees to subject 
himself/herself to the district's drug testing policy. No student will be allowed to participate in practice or 
competition until this form is completed, signed and on file with the district. One signed form will be 
sufficient to authorize testing for all covered athletic activities a student participates in during a given 
school year. 

Testing Procedure 

Random testing will be conducted weekly during the term of each covered activity. Approximately 15% of 
the students participating at each school in each sports program that is in season will be tested each 
week. For purposes of calculating the number of students to be tested, boys' and girls' teams constitute 
separate programs. Co-ed teams constitute single programs. A program consists of all the teams (varsity, 
junior varsity, "C" teams, etc.) competing in a particular sport. Students shall be selected for testing by 
lottery drawing or other random means from a pool of all students participating in a given sport at the time 
of the drawing. The individual or agency in charge of selecting students for testing shall take all 
reasonable steps to assure the integrity, confidentiality and random nature of the selection process 
including, but not necessarily limited to, assuring that the names of all students currently participating in 
covered activities are included in the pool, assuring that the person drawing names has no way of 
knowingly choosing or failing to choose particular students for testing, assuring that the identity of 
students drawn for testing is not known to those involved in the selection process and assuring direct 
observation of the selection process by at least two adults. 

Scope of Testing 

Prohibited drugs include any controlled substance the use of which is prohibited by AS 11.71 in the 
absence of a valid prescription, alcohol and tobacco, to the extent that students have consumed any of 
these substances illegally. Testing will be performed for one or more prohibited drugs and/or their 
metabolites. A list of the substances for which testing may be performed is set out in Appendix B. 
Students shall not be tested for the presence of any substance other than a prohibited drug, nor shall they 
be tested for the existence of any physical condition other than drug intoxication and/or the presence of 
prohibited drugs in their systems. 
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Rules & Regulations 
BOARD OF EDUCATION 
JUNEAU SCHOOL DISTRICT 

Testing Protocol 

PROGRAM 
1432R/Page 2 

The District will schedule all testing. District personnel shall designate a certain area in each high school 
building as the collection site. Initial screening tests will be conducted by personnel provided by an 
outside testing agency. Those personnel or "test administrators" shall be trained in appropriate 
procedures for administering the test, recognizing adulteration of samples and evaluating test results. 

Specimen Collection 

Students to be tested shall present verification of their identities to the test administrator, if the test 
administrator does not personally know them. In the absence of other verification, a school administrator 
may verify a student's identity to the test administrator. 

1. Urine Collection 

Students shall be asked to remove any jackets or coats and to wash and dry their hands prior to collection 
of the specimen. Students must leave their purses, packs, wallets and similar items outside the collection 
site to prevent access to adulterants. These procedures must be completed in the presence of the test 
administrator. 

A student shall be given a choice of at least two sealed drug-testing kits. The student's selected kit shall 
be opened in full view of the student. The student shall then be directed to a private area for production of 
a urine specimen. All students providing urine samples shall be given the option of doing so alone in an 
individual stall with the door closed. The collection and testing process shall be performed in a manner 
that protects student privacy to the maximum extent consistent with ensuring the validity and accuracy of 
the test results. 

After testing, the student must present the specimen to the test administrator prior to washing hislher 
hands or flushing the toilet. The specimen shall remain in the student's visual field while the test 
administrator conducts the following procedures. The test administrator shall measure the specimen and 
record its temperature. The test administrator shall then divide the specimen in half and shall conduct 
initial screening using one of the halves. If that screening yields a negative result, the entire specimen will 
be discarded. If the screening yields an inconclusive or presumptively positive result, the remaining half 
of the specimen shall be sealed and transmitted as a split specimen to a testing laboratory that has been 
certified or approved by the federal Substance Abuse and Mental Health Services Administration for 
confirmatory testing. The student shall be requested to initial and date a form identifying the specimen. 

If a student is unable to produce a urine specimen at the time for testing, the student will be allowed to 
return to provide a specimen later that same day. 
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Rules & Regulations 
BOARD OF EDUCATION 
JUNEAU SCHOOL DISTRICT 

Confirmatory Testing 

PROGRAM 
1432R/Page 3 

The testing laboratory shall conduct confirmatory testing using gas chromatography/mass spectrometry 
(GC/MS) techniques or other techniques that produce equally reliable results. 

For substances other than alcohol or nicotine, tests shall not be considered positive unless the substance 
to be tested or its metabolite is present at a level equal to or greater than the cutoff level established by 
the United States Department of Health and Human Services for that substance in connection with 
federally-mandated workplace drug testing programs. For tobacco and alcohol, cutoff levels shall be set 
to exclude positive tests due to environmental exposure or incidental ingestion of those substances. See 
Appendix C for tobacco and alcohol cutoff levels. 

A licensed physician or osteopath shall review all positive confirmatory test results. The physician or 
osteopath shall contact the student and a parent, if the student is a minor, within 48 hours of receiving a 
confirmatory positive tesVresult from the laboratory and offer an opportunity to discuss the test results. 
Students may be requested to provide verification of prescriptions or other relevant medical information. 
Test results that the physician or osteopath concludes are caused by medicine prescribed for the student 
or by the legal ingestion of any substance, including alcohol or tobacco, shall be reported as negative. 

Notification of Testing 

District personnel will make every reasonable effort to notify a parent of any minor student who has been 
tested that the student has been tested and the results of the initial screening within one school day 
following the initial screening. District personnel will also make every reasonable effort to notify students 
and at least one parent, if the student is a minor, of the results of confirmatory testing within one school 
day following the District's receipt of the results. If the confirmatory test is positive, then the consequences 
stipulated by these regulations will be enforced, except as provided below. 

Requests for Re-test 

An opportunity for re-test of a specimen following a confirmatory positive test shall be provided when it is 
technologically practicable and economically reasonable to do so. The student may request are-test, 
using the split specimen initially provided to the lab, within three calendar days following notification of 
positive confirmatory testing results. The student will be required to pay the associated costs of re-testing 
in advance unless excused from the obligation to pay due to financial inability to pay, but the costs will be 
reimbursed if the result of the re-test is negative. 
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BOARD OF EDUCATION 
JUNEAU SCHOOL DISTRICT 

Appeal 

PROGRAM 
1432R/Page 4 

Regardless of whether a student requests that a specimen be retested, the District shall provide an 
opportunity for the student and a parent, if the student is a minor, to comment on or explain a positive test 
result to the principal or designee in a confidential setting prior to taking any action to exclude the student 
from participation in an extra-curricular activity. A student shall have the right to appeal the principal's 
decision regarding an exclusion based on random drug testing results in accordance with the procedures 
established in Board Policy 5710, Student Grievance. Consequences for positive testing shall not be held 
in abeyance pending appeals past the principal's level unless the principal or Superintendent determines 
that unusual circumstances justify holding them in abeyance. 

Right to Review Test Results 

Students and the parents of minor or dependent students have the right to review any records the district 
maintains related to the student's testing. Written test results will be maintained for at least six months 
following testing. Students and the parents of minor or dependent students shall have the right to obtain a 
copy of the written results of the student's tests if they make a written request to the principal for those 
results within six months after the date of the test. If a student or parent requests written test results in 
connection with an appeal, the principal shall make every reasonable effort to provide the results within 
one school day of receiving the request, and shall provide them before the principal's meeting with the 
student and parent. Otherwise, the principal shall provide the written results to the student or parent within 
five working days of receiving a timely written request for test results. 

Refusal to be Tested 

Should a student andlor minor student's parent refuse to permit testing of the student when the student 
has been selected for random testing under this regulation, the student will be excluded from participation 
in covered athletic activities to the same extent the student would have been if the student had tested 
positive, and shall not be permitted to participate in covered athletic activities until the applicable period of 
exclusion has expired and the student has produced at least one negative drug test. 

Alteration or Manipulation of Specimens 

The use of substances and methods to alter the integrity of specimens or the validity of test results is 
prohibited. Examples of prohibited alteration or manipulation include catheterization, urine substitution or 
adulteration, and modification of renal excretion by the use of diuretics or masking substances or agents. 
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Rules & Regulations 
BOARD OF EDUCATION 
JUNEAU SCHOOL DISTRICT 

Violations 

PROGRAM 
1432R/Page 5 

The following constitute violations for purposes of imposing consequences on students pursuant to these 
regulations: 

a. Positive test results; 
b. Refusal to take a drug test, unjustified delay in reporting for testing, or unjustified failure to produce a 
specimen for screening; 
c. Violation of testing protocols by student; 
d. Manipulating, altering or attempting to alter or manipulate the integrity of a specimen or the validity of 
the collection and testing process. 

Positive test results will lead to consequences under both these regulations and the Alaska Student 
Activities Association's rules, where applicable, as provided below. The violations described in b. through 
d. above will lead to consequences only under these regulations. 

Consequences for Violation 

Students who test positive shall be required to complete a substance abuse assessment by a trained 
substance abuse counselor, and to provide a doctor's or osteopath's certification that the student has 
successfully completed a course of treatment or otherwise resolved any concerns relating to the student's 
use of prohibited drugs, in order to be eligible to participate in any future covered athletic activity. 
Students who violate the requirements of these regulations shall be excluded from participation in the 
athletic activity in which they are currently participating for the remainder of the season, and shall be 
excluded from all other athletic activities covered by this policy for a period of thirty days. The 3~-day 
period of exclusion shall run from the first day of exclusion from the student's current activity. For 
example, a student who commenced serving a term of exclusion during one activity and 20 days prior to 
the start of another activity would be excluded from participation in the subsequent activity for the first 10 
days of that activity. The period of exclusion may be reduced to ten days for athletic activities that have 
not yet commenced if the student completes a substance abuse assessment and provides medical 
certification of the student's successful participation in any needed intervention, as provided above. 
Regardless of whether a student's exclusion is due to a positive test, a refusal to submit to a test after 
being selected for random testing, or to a violation of the testing protocols, the student must produce at 
least one negative drug test prior to participating in future covered athletic activities. In addition, positive 
test results shall be reported to the Alaska School Activities Association (ASAA) as a violation of ASAA's 
citizenship rules and students who test positive shall be subject to any applicable period of exclusion 
required by ASAA rules, but shall not otherwise be excluded from activities. Students shall not be subject 
to any other form of discipline or penalized academically as a result of a violation of these regulations, nor 
shall positive test results be reported to law enforcement authorities. 
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Rules & Regulations 
BOARD OF EDUCATION 
JUNEAU SCHOOL DISTRICT 

Confidentiality of Test Results 

PROGRAM 
1432R/Page 6 

The District will limit disclosure of information acquired through drug testing to the student, the parent of a 
minor or dependent student, the test administrator, laboratory and medical review personnel, and district 
officials with a need to know, typically including the student's coach, principal, any counselor assisting the 
student in connection with intervention or rehabilitation services and any school official considering the 
student's appeal of consequences imposed for a violation of these regulations. The information reported 
to ASAA shall be restricted to the information required by ASAA for reporting violations of ASAA 
citizenship rules. Test results and other personal and confidential information regarding a student 
acquired as a result of the testing process shall not otherwise be released without the student's or minor 
student's parent's written consent, except where disclosure is compelled by law. 

Adopted 10/5/09 
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JUNEAU SCHOOL DISTRICT "* (llY AND BOROUGH OF JUNEAU 
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10/14/09 

PROGRAM 
FORM #1432A 

STUDENT ATHLETE MANDATORY DRUG TESTING 

Student Athlete, Parent/Guardian Informed Consent Agreement 
for the School Year 

I have read the attached Board Policy 1432 and Administrative Regulation 1432R on Student 
Athlete Mandatory Drug Testing for high school participants. 

I understand that submission to drug testing is a condition of my participation in school 
sponsored competitive extra-curricular athletic activities. I understand the terms used in the 
policy and regulations and the process for conducting mandatory drug testing, including the 
penalties for violations. 

I authorize Juneau School District and the individuals they contract with to conduct a test on a 
urine and/ or saliva specimen that I provide to detect the presence of alcohol, tobacco or illegal 
drugs. I also authorize release of information concerning the results of such a test to school 
officials and to the individuals contracted with by the Juneau School District for drug testing and 
medical review of the testing results, as provided in Juneau School District Administrative 
Regulation 1432R. 

This agreement shall be deemed consent pursuant to the Family Educational Rights and Privacy 
Act for the release of above information to the parties named above. 

Student Signature Date 

Student Printed Name 

I understand that submission to drug testing is a condition of my student's participation in school 
sponsored competitive extra-curricular athletic activities. I hereby consent to the testing of my 
child for the Student Athlete Mandatory Drug Testing and to the release of information 
concerning the testing as provided above. 

Parent Signature Date 

Parent Printed Name 
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February 2.2010 

The Honorable Bob Herron 
Alaska Stale House Represem3tive 
SIlIlc Capilol Room 411 
Juneau. AK 99HO I 

Dear Rt:pTt.'ScntaLi vc Hcmm, 

I am wriling 10 you as the :Executive Director of Anchorage's Promise - the Alliance for Youth in support of 
St:mlle 13ill ) 01, "An ACJ re/t:l/ing It) questinnnain!.\' emil ~l4n'ey~ (ldmilJi.\·/(~,.eJ ill the ptfblit; .'fchools. ,. 

Tb~ YOUUl Risk Dehavior Survey (YRHS) is a tool wit:d by mu1Liplc oommuttily-serviug ol'gani<':('llions .• including 
Anchoragc':<i Promise In nmnilur lhe heallh and well-being of Alaskan youth. YRBS dala i:-; a critical rtwurce 
U!~ct.l by our orgsnUaliou to set and monitor pcri<mnancc mCI:lSurtS (hat our agency is actively engaged ill 
add~~sing. Addil.iona.lly, the finding prc~cntcd provide additional help in seekins fundins for program \icrviees 
that focus on reducing health ri!'ik b~haviots among youth. 

Ancllornge's Promise works to mobili:lc an sectors of our community to build the character and compc..·tcncc of 
Anchori:lgt· 's childRen HJld youth by fulfilling Five P'nlfli.w: ... ·; caring allults, ... ·afe plu(',·s. healthy start, elJertitlt! 
education, IJppurlunitie.l" tv h~lp othe',~ 

To successfully do Ihis successfully. we require rdiahle and slaliSlically valid conullunity dat.l. Routine 
standnrd~ed sUlVeys such a. ... thc YRBS allows uS to lrack trends over time and help guide and evaluate lhl:' 
important youth prob~Hnr; we iUlplement to keep our youth on track to grHdllutt' from high school. avoid 
delinquency and reject suhstanee..' usc. 

When detennining your vote, plea"iC consider the..' following: 
• 'fhe YR:nS has a required response ndt' uf60% to make it ~t'lt.i,'!iticany valid. 
• Current legislation rcquircN active parental consent which presents significant ob~IHl.:IC':s and costs to achieving 

(his n;~ponse mle. 
• Approxinlarely $90,000 is spl'nl fur ju::H one survey cycle in ordl'r III provide the incentives necess..1ry 10 

simply gct pcnni~si(,n slip~ I'erurned. Howt.'ver.li:tilure to re~lrn permission slips is primarily linkl"<.l to 
apathy. oversight, and student crrur~ not parental refusal ofpcmlission. whidt flvernges around 10%. 

• SB 101 protect.s prtv1(tlolSly legislated parental righl~ 1(1 \:onsent, parental rights to notification, HmJ l'.h..ildI'C'J"s 
right to rcfu .. o;c p:nticipatiuD, 

We support SB 101 because..' it cUIltinues TO pmvidc these pruh::clions and respects Ihe privacy of familics, while 
removing the obstacles to obtc1ining this vital data thut uIJows us to track and impr(1ve conditions fur our youlh. 
We Hsk for your support of this very impurtant ifgislation. 

Pkasc I.:ontact me if 1 can provide an)' adJitiuIl!tJ information annut how critical this d"lu is to Our cotlll11unity'"s 

}\)U~\. 

£(/lpi~~~ 
. (J 8ul/4lfl,/ C~f/",/ Commu"ilies with Fivc PlOmiso 

t\lt.!;'11~·. 'h·~.lt·I'. 11.,.;",1··" .. , .. 1:,1 '!o"l·!' 

.:., II ... /" .. ~. ,,;i; .. ":0. . .: I\rd~ ... ·I~' . . I\~. 'J'.' 
I'· c.~ ~"'.'.I/.' !.::.': .. ; ·,1' ,d,"';i '7:· 1."i': 

.. j·~rl·"··II, .. I;~·~.J.i·;:~I'.·:.! ... .'.~I/ l\~,'\ 1:·,,·i·J\,t;~>I'I"·l.I·~~:I~ II.IJ~ ·i .. " '·c·, .1·' '.' 

P.l'l 
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701 West 8th Avenue, Suite 2]0 
Anchorage, Alaska 99501 
tel 9°7.263.3800 
fax 907;263.3801 
www,unitedwayofanchorage.org 

February 1,2010 

To Representatives Wes Keller and Bob Herron, co-chairs of the 
House Health and Humans Services Committee; and.committee members: 

United ~ 
Way~. 

United Way of Anchorage 

I am writing to ask for your full support of SB I 0 I, legislation to change the Youth Risk Behavior 
Survey, to passive parental consent. 

This may be a larger issue than you realize. The YRBS provides community level data that is 
absolutely critical to our community's ability to provide the services and support our youth need 
in order to be successful. 

This data makes it possible for us to hold ourselves and the community ACCOUNT ABLE for 
accomplishing what we say we want to accomplish. We use many points of data from the 
YRBS, such as substance use rates, weight, youth perception of sufficient supportive adults in 
their lives, youth perception of opportunities to engage in the community, and more. We 
actually have strategic community plans, with cross-sector participation and aligned planning 
and reporting to improve these community indicators - and we are measuring our work against 
these indicators from the YRBS. 

It is therefore critical that this data be valid and reliable. But the active consent legislation that 
passed several years ago jeopardized that. And not only was the validity and reliability 
jeopardized, but the legislative action made it MUCH more expensive (approximately $90,000 
additional per year) to implement the survey. It's more expensive because the school districts 
have to turn back flips to get sufficient participation. And the irony of that is - the vast majority 

. of the non-participation has nothing to do with parents wanting active consent. It's mostly 
apathy or paperwork hurdles. 

I fully support parents' right to full consent, and parents have that with the passive consent 
legislation, whereby any parent can deny their child's participation, and in addition, any student 
can himlherself refuse to participate as well. 

So, I ask that the committee support this legislation, which will cause a significant savings and 
enable communities to work in a "results accountability" manner. I am available if the 
committee would like more information about how Anchorage partners are using YRBS data to 
drive action plans that are accountable for results. 

~~a/~' 
June Sobocinski 
Vice President, Community Action 
Untied Way of Anchorage 

cc: Senator Bettye Davis, sponsor, SB 101 Student Questionnaires and Surveys 

LIVE UNITED~ 
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February 2, 2010 

To: Representative Bob Herron 
State Capitol Rm 411 
Jooeau, Ak 9980 I 

Dear Representative Herron, 

IU~1l IUIJBOIl 
r.!)RI.ITIOn 

On the behalf of the Alaska Red Ribbon Coalition, I am writing in support ofSB 101, "An Act 
relating to questionnaires and surveys administered in the public schools." 

The Red Ribbon Coalition relies on data retrieved from the Youth Risk Behavior Survey to 
secure funding for prevention efforts. The infonnation provided by the YRBS is imperative to 
ooderstanding health and social issues of Alaska's youth. Accurate YRBS data enables the 
Coalition to implement youth substance abuse prevention strategies in the Anchorage 
community. 

Senate Bill 101 will continue to protect the anonymity of survey participants, the right of parents 
to dissent permission, and require advance written notice of survey administration in schools. It 
will increase participation in the YRBS, increasing the accuracy of the data. This will also allow 
more cost-effective implementatioo for the school district. 

This information is important to many local and statewide groups, who are actively supporting 
youth and families in Alaska. Thank you for taking the time to consider our support. 

Sincerely, 

ria:; ~;Z 
Red Ribbon Coalition Coordinator 
Boys & Girls Clubs Alaska 
2300 West 36th Ave 
Anchorage, Ak 99517 
sclark@bgcala<ka.org 
(907) 770-7330 
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701 West 8th Avenue, Suite 230 
Anchorage, Alaska 99501 
tel 907.263.3800 
fax 907-263.3801 
www.unitedwayofanchorage.org 

February 2, 2010 

The Honorable Bob Herron 
Alaska State House Representative 
State Capitol Room 411 
Juneau, AK 99801 

Dear Representative Herron: 

(FAX) P.002/002 

United ~ 
Way~. 

United Way of Anchorage 

United Way of Anchorage and its 20-member business and community leader Board of Directors requests 
your snpport for Senate Bill 101, ··An Act relating to questionnaires and surveys administered in the 
public schools. " 

United Way of Anchorage's mission is to advance the common good by making lasting, measurable 
changes in community conditions that improve lives. We have set a community goal to increase high 
school graduation rates through a series of proven strategies. Two critical strategies are to decrease youth 
delinquency and substance use. To do this, we rely on valid community data to help us understand where 
our youth need additional services and support. It is also critical that we remain accountable for our work 
by measuring many points of data to see where we are succeeding and where we have more work to do. 

The Youth Risk Behavior Survey (YRBS) provides community level data that is central to the ongoing 
measurement of our work and the work of many of our service partners. Vital data collected through this 
too 1 include youth substance use rates, youth engagement in meaningful activities, youth perception of 
sufficient supportive adult relationships in their lives, and several risk factors including access to alcohol 
and engagement in risky behavior. This data informs the planning, implementation, investment in, and 
evaluation of a community-wide youth plan that serves tens of thousands Anchorage youth. 

United Way of Anchorage supports Senate Bill 101 because passive parental consent removes the 
obstacles to acquiring statistically valid and reliable data about our youth while keeping safeguards in 
place for both parents and their children. Current legislation that requires active parental consent places 
an enormous logistical and financial burden on our schools and the state simply to get permission slips 
returned. Approximately $90,000 is spent for just one survey cycle in order to provide the incentives 
necessary to simply get permission slips returned. However, failure to return permission slips is primarily 
linked to apathy, oversight, and student error, not parental refusal of permission, which averages around 
10%. 

We thank you for your commitment to our state and its youth and ask that you support SBIOI. 

Michele Brown 
President and CEO 
United Way of Anchorage 

cc: Representative Wes Keller; Senator Bettye Davis 

LIVE UNITED. 
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Alaska State Legislature 

Please enter into the record my testimony to the House Health & Social Services 
------------~co~m=m~ltt~e~e~n~a=m~e--------------

Committee on SB 101 Student questionaires ,dated 
bIll # 7 subject 

Dear HHSS Committee Members, 

I support SB 101 for the following reasons: 

2-11-10 
pUblIc hearing date 

1. It has an opt out provision for parents AND students as well as an opportunity for parents to 
read the survey ahead of time. It is difficult to get students to return forms. They are kids and 
don't always do what we want. Many forms end up in the bottom of backpacks or washed in the 
laundry. The administrative costs to have an opt in are high. As school board members we want 
to spend our money in classrooms, not on administrative costs. Students in individual classrooms 
certainly do return field trip forms but most field trips are sponsored by an individual teacher in an 
elementary classroom. This survey applies to high school students. 

2. As school board members we prefer to supplement our programs with grants. The Youth Risk 
Behavior Survey requires a 60% participation state level. 

3. School districts need this information for the safety of all children. This gives us data on 
obesity, diabetes, suicide prevention, violence/bullying as well as substance abuse. We need to 
know how students perceive these issues to better serve their needs. We want to provide the best 
and safest learning environment possible. 

Thank you for your service. 

Signed: Sammy Crawford 
Testifier 

Kenai Peninsula Borough School Board Past President, Association of Alaska School Boards 
Representing (optional) 

36615 Chinulna Ave Kenai, AK 99611 
Address 

283-9271 
Phone number 

4339 
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Main Office 
130Beward St #209 
Juneau, Alaska 99801 
Phone: (907) S86c36S0 
Fax: (907) 463-4493 
www.andvsa.org 

!I .. :: •......•.... ~ ... _.-- .... _; 
b~.QY§t 

Violence & Sexual Assault 

February II, 2010 -

Senator Bettye Davis 
State Capitol, Room 30 
Juneau, AK 99801 

Re: Letter of Support - SB 10 I 

Dear Senator Davis: 

Pro Bono Office 
. POBox 6631 

Sitkli., Alaska 99835 
Phone:.(907) 747c7545 

Fax: (907)747"7547 

Thank you for introducing SB 1Ol,ailAct relating to questionnaires and surveys in the public schools. 
The Alaska Network on Domestic Violence and Sexual Assault is committed' to prevention effOlts and 
. serving victims of violence. Thisbill can help: im 10 I would provide an inval~abletoorf6r domestic 
violence, teeh dating. violence and sexual violence prevention efforts to' understand the prevalence and 
shared risks ofyobth experiencing violence. .' . 

The Centers for Disease Control and Prevention (CDC) Youth Risk Behavioral Survey (YRBS) is used 
nationally, and within Alaska, to determine riskbehaviors among the Alaska high school student 
population. CDC-developed YRBS data is a credible data source that can be compared to national data. 
This survey covers a broad range of risk behaviors and streamlines irifOlmation gathering/surveys in the 
schools. However, currently with our active consent YRBSpolicies, many cornmunities, and sometimes 
our state, have struggled to have enDllgh responseS'to cQnsider the data as valid. 

This information and data is essential to help educators, health workers, social. serVices, victim service 
programs, and others better serve their communities. This data helps teachers working on prevention 
education to detelmine the best age to teach various skills and health topics in their classrooms. This data 
also helps organizations seeking resources to advocate for real needs in their communities as well as 
assisting health practitioners and others to detelmine how to best approach students with co-occll1'ring risk 
behaviors. 

Within the field of domestic and sexual. violence prevention, current YRBS data indicates that in 
traditional high schools, more than 17% of 12th grade students h!\ve experiellced physical violence in a 
dating relationship and more than 11.5% have been forced to have sexuaLintercourse. We also, know that 
in alternative schools these nuinbersare 22.6% and 21.9% .. While these illuilbers are staggeling they are 
incomplete. Many of our most vulnetablestudents are unlikely to turn in their pm'ental permission forms 
and therefore will be unable to participate in this survey. 

Member Programs 

Anchorage AWAlC, STAR Barrow AWIC BetheJ.TWC Cordova CFRC Dillingham SAl'E . 
FairbanksIAC HomerSPHR JuneauAWARE 'KenaHeeShoreCenter' KetcfukanWISH KodiakKWRCC 

. Ko\zebueMFCC NoiueBSWG SewardSCS SitkaSAFv Unalaska USAFv ViIldeZAvV 



Alaska State Legislature 

Please enter into the record my testimony to the House Health & Social Services 
------------~c7om==m~lt~te~e~n~a=m~e~------------

Committee on SB 101 Student questionaires ,dated 
bll1 # 7 subject 

Dear HH55 Committee Members, 

I support 5B 101 for the following reasons: 

2-11-10 
public heanng date 

1. It has an opt out provision for parents AND students as well as an opportunity for parents to 
read the survey ahead of time. It is difficult to get students to return forms. They are kids and 
don·t always do what we want. Many forms end up in the bottom of backpacks or washed in the· 
laundry. The administrative costs to have an opt in are high. As school board members we want 
to spend our money in classrooms, not on administrative costs. Students in individual classrooms 
certainly do return field trip forms but most field trips are sponsored by an individual teacher in an 
elementary classroom. This survey applies to high school students. 

2. As school board members we prefer to supplement our programs with grants. The Youth Risk 
Behavior Survey requires a 60% participation state level. 

3. School districts need this information for the safety of all children. This gives us data on 
obesity, diabetes, suicide prevention, violence/bullying as well as substance abuse. We need to 
know how students perceive these issues to better serve their needs. We want to provide the best 
and safest learning environment possible. 

Thank you for your service. 

Signed: Sammy Crawford 
Testifier 

Kenai Peninsula Borough School Board Past President. Association of Alaska School Boards 
Representing (optional) 

36615 Chinulna Ave Kenai, AK 99611 
Address 

283-9271 
Phone number 

4341 
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February 4, 20 I 0 

House Health and Social Services Committee 
State Capitol, Room 106 
Juneau, AK 99801 

RE: SBIOI-Student Questionnaires and Surveys 

Dear House HSS Committee: 

The Mat-Su Substance Abuse Prevention Coalition is pleased to provide its support for SB 101, an Act 
relating to questionnaires and surveys administered in the public schools. 

The Youth Risk Behavior Survey (YRBS) is vitally important for tracking the behaviors that affect 
health and well-being of our nation's youth. In addition, the YRBS data are an invaluable resource used 
by public and private organizations to set and monitor goals, develop health education programs and to 
seek funding for programs that focus on reducing the health risk behaviors among youth. 

The Mat-Su Substance Abuse Prevention Coalition has committed to develop and implement a 
comprehensive multi-faceted plan leading to measurable per capita reductions in one or more substance 
abuse problems. Our work is a coordinated effort to maximize community resources and provide a more 
integrated approach to reduce substance abuse among youth and, over time, among adults by addressing 
the factors in our community that increase the risk of substance abuse and promoting the factors that 
minimize the risk of substance abuse. 

Our Coalition members have agreed to participate at the agency level in the collection and assessment of 
data and to share that data with coalition members in order to define the problems, resources and 
readiness within the Matanuska-Susitna Borough to address needs and gaps with regard to the substance 
abuse issue. Our coalition is committed to developing a comprehensive, strategic and data-driven plan 
that includes policies, programs and practices to address problems identified through the assessment 
process. 

The Alaska Youth Risk Behavior Survey is an important tool in understanding how many youth are 
engaged in substance abuse, what substances they are using, at what age they started and how they 
obtained the substance. Due to current State statute AS 14.03.110, the response rate of the 2005 YRBS 
was so low that the results could not be tallied or released to Mat-Su Borough school district officials. 
Our coalition could not examine the data or adjust our goals and objectives to implement evidence-based 
prevention programs, policies and practices in our community. We can't combat what we don't 
thoroughly understand or know. 

The current law, requiring signed permission slips for any student to participate, unnecessarily hinders 
data collection needed to design and evaluate risk prevention programs and services to protect our youth. 
The state spent about $90,000 last year on incentives to support getting permission slips returned. This is 
in addition to extra staff time and costs incurred by local school districts. Over the last decade, the 
survey has had years of not meeting the necessary sample size to have valid data or has barely made the 
cut off for valid data, but with a higher margin of error than a larger sample size would have provided. 
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SB 1 0 1 recognizes the need to keep parents infonned and given opportumtles for engagement. It 
balances this with the need to keep administrative burden to a minimum, resulting in a bill that supports 
both parental involvement and the ability to better serve our youth. 

The language in SB 101 allows parents to opt out of the survey for their children, thereby providing 
those who object a fair and equitable way to prevent their children from participating in the survey. The 
Mat-Su Substance Abuse Prevention Coalition acknowledges that this opportunity to object is necessary 
and supports this measure. However, most of the research indicates that parental failures to provide a 
written pennission are driven by apathy, oversight or student error, not by refusal. The current statute 
results in extremely low response by parents, an inadequate response rate for the survey, and therefore a 
statistically significant margin of error. 

If the Mat-Su Substance Abuse Prevention Coalition succeeds in reducing substance abuse by youth in 
our community, everyone wins: every parent, child, school, business, neighborhood, and provider. To 
build this healthier community, we need access to valid and reliable anonymous data about our youth. 
We fully endorse SB 101 to this end. Many thanks for your efforts! 

Sincerely, 

Elizabeth Ripley 
Chair, Mat-Su Substance Abuse Prevention Coalition 
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....... ~ .. ·· ... IiiiiiII_ 
Main Office 
130Beward Sf #209 
Juneau, Alils)(a99801 
Phone: (9o'll 586Cg650 
Fax: (907l 463-4493 
www:andvsa.org . 

~VSA · Alaska Networkon Domestic ..... 

February 11, 2010 -

Senator Bettye Davis 
State Capitol, Room 30 
Juneau, AK 99801 

Re: Letter of Support - SB 101 

Dear Senator Davis: 

Violence & Sexual Assault 

Pro Bono Office 
. PO Box 6631 

Sitka, Alaska 99835 
Phomi:X907) 747-7545 

Fax: (907)747C7547 

Thank you for introducing SB 101, 1fu Act relating to questionnaires andsJ1rVeys in the public schools. 
The Alaska Network on Domestic Violence and Sexual ASsault is committed to. preventiop. effDlts and 
serving victims of violence. ThisbiiI Cilll help; SB 101 would provide an invaluable:(oor for domestic 
violence, teen dating. violence and.sexual violence preventi6n effortS to'1mderstand the prevalence and 
shared risks of yobth experiencing violence. . 

". ' . 

The Centers for Disease Control and Prevention (CDC) Youth Risk Behavioral Survey (YRBS) is used 
nationally, and within Alaska, to determine risk behaviors among the Alaska high school student 
population. CDC-developed YRBS data is a credible data source thai can. be compared to national data. 
This survey covers a broad range of risk behaviors and streamlines iilfonEation gathering/surveys in the 
schools. However, currently with our active consent YRBS' policies, many communities, and sometimes 
our state, have struggled to have enough responses to c()nsider the data as valid. . 

This information and data is essential to help educators, health workers, social serVices, victim service 
programs, and others better serve their communities. This data helps teachers working on prevention 
education to determine the best age to teach various skillsandhealth topics in theirdassrooms. This data 
also helps organizations seeking resources to advocate for real needs in their communities as'well as 
assisting health practitioners and others to detelmine how to best approach students with co-occlllTing risk 
behaviors. 

Within the field of domestic and sexual violence prevention, current YRBS. data indicates that in 
traditional high schools, more than 17% of 12th grade students have experiellced physical violence in a 
dating relationship and more than 11.5% have been forced to have sexuaLintercourse, We also, know that 
in alternative schools·these numbers are22.6%and 21.9% .. Whiie'thesemlLhbers are staggering they are 
incomplete. Many of our most vulnerablestudimts are unlikely to turn in their pal'ental permission forms 
and therefore will be unable to participate in this survey, 

Member ~grains 

AnchorageAWAIC,STAR BarrowAWICBethel·TWC CordovaCFRC DiliinghamSAFE .. 
Fairbanks lAC Homer SPHR JuneauAWARE 'Kenai r.eeShoreCeilter KetcliikanWISH Kodiak KWRCC 

. KotzebueMFCC NomeBSWG SewardSCS SiikaSi.Fv UnalaskatiSAFvVaJdezAvV 



Appendix A 
High School Questions 

and 
Responses 

1995 Alaska Youth Risk Behavior Survey 41 
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High School Questions and Responses 

1. How old are you? 
12 years or younger 
13 years 
14 years 
15 years 
16 years 
17 years 
18 years or older 
Total 

2. What Is your sex? 
Female 
Male 
Total 

3. In what grade are you? 
9th grade 
10th grade 
11th grade 
12th grade 
Ungraded or Other 
Total 

4. How do you describe yourself? 
White - not Hispanic 
Black - not Hispanic 
Hispanic or Latino 
Asian or Pacific Islander 
American Indian or Alaskan Native 
Other 
Total 

Unweighted 
(N) 

2 
2 

160 
433 
432 
389 
215 

1633 

807 
821 

1628 

497 
383 
4n 
269 

6 
1632 

1147 
87 
53 
75 

184 
62 

1608 

S. How often do you wear a seat belt when riding in a car driven by someone else? 

Weighted 
(Percent) 

0.1 
0.1 
9.6 

26.7 
25.8 
22.3 
15.3 

100.0 

47.6 
52.4 

100.0 

29.8 
25.8 
23.0 
21.0 

0.4 
100.0 

68.3 
5.2 
3.3 
4.3 

15.0 
3.9 

100.0 

Never 95 6.3 
Rarely 196 13.2 
Sometimes 271 17.6 
Most of the time 497 29.4 
Always 571 33.5 
Total 1630 100.0 

6. During the past 12 months, how many times did you ride a motorcycle? 
o times 1191 

291 
51 
16 
69 

73.8 
17.9 
3.2 
0.9 
4.2 

42 

4346 

1 to 10 times 
11 to 20 times 
21 to 39 times 
40 or more times 
Total 1618 10.0 
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Unweighted Weighted 
(N) (Percent) 

7. When you rode a motorcycle during the past 12 months, how often did you wear a helmet? 
I did not ride a motorcycle during the past 12 months 1167 73.3 
Never wore a helmet 129 8.5 
Rarely wore a helmet 38 2.4 
Sometimes wore a helmet 27 1.7 
Most of the time wore a helmet 51 2.9 
Always wore a helmet 183 11.1 
Total 1595 100.0 

8. During the past 12 months, how many times did you ride a bicycle? 
o times 
.1 to 10 times 
11 to 20 times 
21 to 39 times 
40 or more times 
Total 

243 
480 
238 
167 
480 

1608 

9. When you rode a bicycle during the past 12 months, how often did you wear a helmet? 

15.8 
30.0 
14.5. 
10.1 
29.6 

100.0 

I did not ride a bicycle during the past 12 months 238 15.5 
Never wore a helmet 1125 70.2 
Rarely wore a helmet 77 4.5 
Sometimes wore a helmet 58 3.5 
Most of the time wore a helmet 49 2.8 
Always wore a helmet 59 3.5 
Total 1606 100.0 

10. During the past 30 days, how many times did you ride in a car or other vehicle driven by 
someone who had been drinking alcohol? 

o times 1100 68.1 
1 time 176 11.1 
2 or 3 times 199 11.6 
4 or 5 times 49 2.7 
6 or more times 105 6.5 
Total 1629 100.0 

11. During the past 30 days, how many times did you drive a car or other vehicle when you had 
been drinking alcohol? 

o times 1413 87.7 
1 time 107 6.4 
2 or 3 times 45 2.7 
4 or 5 times 25 1 .6 
6 or more times 26 1.5 
Total 1616 100.0 
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Unweighted Weighted 
(N) (Percent) 

12. During the past 30 daya, on how many days did you carry a weapon such as a gun, knife, or 
club? 

o days 
1 day 
20r3 days 
40r5 days 
6 or more days 
Total 

1234 
80 
80 
34 

182 
1610 

76.5 
5.0 
4.9 
2.1 

11.4 
100.0 

13. During the past 30 days, on how many days did you carry a gun? 
o days 1475 

63 
34 
13 
34 

90.9 
3.9 
2.1 
0.8 
2.2 

1 day 
2 or3 days 
40r5 days 
6 or more days 
Total 1619 100.0 

14. During the past 30 days, on how many days did you carry a weapon such as a gun, knife, or 
club on school property? 

o days 
1 day 
2 or3 days 
4 or5 days 
6 or more days 
Total 

1428 
47 
37 
11 
98 

1621 

87.7 
3.1 
2.3 
0.7 
6.1 

100.0 

15. During the past 30 days, how many days did you not go to school because you felt you would 
be unsafe st school or on your way to or from school? 

o days 
1 day 
2 or3 days 
4 or5 days 
6 or more days 
Total 

1570 
26 
20 

6 
7 

1629 

96.4 
1.5 
1.3 
0.4 
0.4 

100.0 

16. During the past 12 months, how many times has someone threatened or injured you with a 
weapon such as a gun, knife, or club on school property? 

o times 1496 90.6 
1 time 57 3.3 
2 or 3 times 61 3.5 
4 or 5 times 11 0.7 
6 or 7 times 7 0.5 
8 or 9 times 4 0.2 
100r11 times 4 0.2 
12 or more times 18 1.0 
Total 1631 100.0 

44 1995 Alaska YRBS - High School Questions and Responses 



Unweighted Weighted 
(N) (Percent) 

17. During the past 12 months, how many times has someone stolen or deliberately damaged your 
property such as your car, clothing, or books on school property? 

o times 
1 time 
2 or 3 times 
4 or5 times 
6 or 7 times 
8 or 9 times 
10 or 11 times 
12 or more times 
Total 

18. During the past 12 months, how many times were you In a physical fight? 
o times 
1 time 
2 or3 times 
4 or5 times 
6 or 7 times 
8 or9 times 
10 or 11 times 
12 or more times 
Total 

1032 
243 
240 
54 
23 
9 
6 

19 
1626 

1038 
249 
174 

65 
21 

8 
8 

43 
1606 

64.2 
14.7 
14.5 
3.3 
1.3 
0.5 
0.4 
1.1 

100.0 

64.2 
15.7 
10.9 
4.3 
1.4 
0.6 
0.4 
2.5 

100.0 

19. During the past 12 months, how many times were you in a physical fight in which you were 
Injured and had to be treated by a doctor or nurse? 

o times 1545 95.3 
1 time 56 3.5 
2 or 3 times 10 0.7 
4 or 5 times 3 0.3 
6 or more times 6 0.3 
Total 1620 100.0 

20. During the past 12 months, how many times were you in a physical fight on school property? 
o times 1351 83.4 
1 time 166 10.5 
2 or 3 times 62 4.0 
4 or 5 times 14 0.8 
6 or 7 times 7 0.4 
8 or 9 times 0 0.0 
10or11 times 6 0.4 
12 or more times 10 0.5 
Total 1616 100.0 
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21. The last time you were in a physical fight, with whom did you fight? 
I have never been in a physical fight 
A total stranger 
A friend or someone I know 
A boyfriend, girlfriend, or date 
A parent. brother. sister. or other family member 
Someone not listed above 
More than one of the persons listed above 
Total 

Unweighted 
(N) 

671 
137 
398 

16 
167 
135 
92 

1616 

22. During the past 12 months, did you ever seriously consider attempting suicide? 
Yes 392 
No 1237 
Total 1629 

23. During the past 12 months, did you make a plan about how you would attempt suicide? 
Yes 308 
No 1320 
Total 1628 

24. During the past 12 months, how many times did you actually attempt suicide? 
o times 1394 
1 time 79 
2 or3 times 
4or5 times 
6 or more times 
Total 

41 
10 

9 
1533 

25. If you attempted suicide during the past 12 months, did any attempt result in an injury, 
poisoning, or overdose that had to be treated by a doctor or nurse? 

I did not attempt suicide during the past 12 months 
Yes 
No 
Total 

26. Have you ever tried cigarette smoking, even one or two puffs? 
Yes 
No 
Total 

27. How old were you when you smoked a whole cigarette for the first time? 
I have never smoked a whole cigarette 
8 years or younger 
9 or 10 years 
11 or 12 years 
13 or 14 years 
15 or 16 years 
17 years or older 
Total 

1389 
41 
98 

1528 

1142 
467 

1609 

664 
119 
123 
239 
287 
159 
30 

1621 

Weighted 
(Percent) 

41.5 
8.6 

25.5 
1.0 
9.8 
8.1 
5.5 

100.0 

23.9 
76.1 

100.0 

18.7 
81.3 

100.0 

90.6 
5.3 
2.7 
0.8 
0.6 

100.0 

90.6 
2.9 
6.6 

100.0 

72.1 
27.9 

100.0 

39.5 
7.8 
7.7 

15.2 
18.0 
9.8 
1.9 

100.0 
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Unweighted 

28. During the past 30 days, on how many days did you smoke cigarettes? 
o days 
lor 2 days 
3 to 5 days 
6 to 9 days 
10 to 19 days 
20 to 29 days 
All 30 days 
Total 

29. During the past 30 days, on the days you smoked, how many cigarettes did 
you smoke per day? 

I did not smoke cigarettes during the past 30 days 
Less than 1 cigarette per day 
1 cigarette per day 
2 to 5 cigarettes per day 
6 to 10 cigarettes per day 
11 to 20 cigarettes per day 
More than 20 cigarettes per day 
Total 

30. During the past 30 days, how did you usually get your own cigarettes? 
(Select only one response.) 

I did not smoke cigarettes during the past 30 days 
I bought them in a store such as a convenience store, supermarket, 

or gas station 
I bought them from a vending machine 
I gave someone else money to buy them for me 
I borrowed them from someone else 
I stole them 
I got them some other way 
Total 

31. When you bought cigarettes In a store during the past 30 days, were you 
ever asked to show proof of age? 

I did not smoke cigarettes during the past 30 days 
I did not buy cigarettes in a store during the past 30 days 
Yes, I was asked to show proof of age 
No, I was not asked to show proof of age 
Total 
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(N) 

1041 
94 
51 
43 
59 
79 

235 
1602 

1039 
78 
96 

241 
88 
46 
18 

1606 

1032 

152 
11 

142 
170 
32 
71 

1610 

1013 
313 

85 
191 

1602 

Weighted 
(Percent) 

63.5 
5.8 
3.2 
2.7 
3.7 
5.1 

16.0 
100.0 

63.2 
5.0 
6.0 

15.6 
6.2 
2.9 
1.1 

100.0 

62.9 

9.8 
0.7 
9.7 

10.4 
1.9 
4.7 

100.0 

61.6 
20.2 

5.7 
12.5 

100.0 
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Unweighted Weighted 
(N) (Percent) 

32. During the past 30 days, on how many days did you smoke cigarettes on school property? 
o days 1325 
1 or 2 days 81 
3t05 days 39 
6to 9 days 17 
10t019days 34 
20 to 29 days 45 
All 30 days 75 
Total 1616 

81.2 
5.3 
2.6 
0.9 
2.2 
2.8 
5.0 

100.0 

33. Have you ever tried to quit smoking cigarettes? 
Yes 
No 
Total 

571 
904 

1475 

40.0 
60.0 

100.0 

34. During the past 30 days, on how many days did you use chewing tobacco or snuff, such as 
Redman, Levi Garrett, Beechnut, Skoal, Skoal Bandits, or Cophenhagen? 

o days 1377 84.4 
1 or 2 days 87 5.6 
3 to 5 days 39 2.3 
6 to 9 days 27 1.7 
10 to 19 days 25 1.6 
20 to 29 days 26 1.7 
All 30 days 41 2.7 
Total 1622 100.0 

35. During the past 30 days, on how many days did you use chewing tobacco or snuff on school 
property? 

o days 
1 or 2 days 
3 to 5 days 
6to 9 days 
10 to 19 days 
20 to 29 days 
All 30 days 
Total 

1470 
55 
27 
14 
12 
16 
30 

1624 

90.5 
3.4 
1.6 
0.9 
0.7 
0.9 
1.9 

100.0 

36. How old were you when you had your first drink of alcohol other than a few aips? 
I have never had a drink of alcohol other than a few sips 300 19.5 
8 years or younger 222 14.5 
9 or 10 years 117 7.4 
11 or 12 years 232 14.8 
13 or 14 years 404 26.2 
150r16years 229 14.8 
17 years or older 35 2.8 
Total 1539 100.0 
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Unweighted 
(N) 

37. During your life, on how many days have you had st least one drink of alcohol? 
o days 304 
1 or 2 days 193 
3 to 9 days 247 
10 to 19 days 190 
20 to 39 days 198 
40 to 99 days 192 
100 or more days 208 
Total 1532 

38. During the past 30 days, on how many days did you have st least on drink of alcohol? 
o days 824 
1 or 2 days 348 
3 to 5 days 188 
6 to 9 days 108 
10 to 19 days 73 
20 to 29 days 23 
All 30 days 8 
Total 1572 

Weighted 
(Percent) 

19.9 
13.6 
15.7 
12.3 
12.6 
12.2 
13.7 

100.0 

52.5 
22.7 
11.7 
6.7 
4.5 
1.5 
0.4 

100.0 

39. During the past 30 daya, on how many days did you have 5 or more drinks of alcohol In a row, 
that is, within a couple of hours? 

o days 
1 day 
2 days 
3to 5 days 
6 to 9 days 
10 to 19 days 
20 or more days 
Total 

1096 
177 
114 
112 
64 
33 

7 
1603 

68.7 
11.4 
7.1 
6.6 
3.8 
2.0 
0.4 

100.0 

40. During the past 30 days, on how many days did you have at least one drink of alcohol on school 
property? 

o days 
1 or 2 days 
3t05 days 
6to 9 days 
10to 19 days 
20 to 29 days 
All 30 days 
Total 
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1524 
71 

8 
10 
3 
2 
4 

1622 

94.1 
4.3 
0.6 
0.6 
0.1 
0.1 
0.2 

100.0 
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Unweighted Weighted 
(N) (Percent) 

51. During your life, how many times have you used any other type of illegal drug, such as LSD, 
PCP, ecstasy, mushrooms, speed, ice, or heroin? 

o times 
lor 2 times 
3 to 9 times 
10 to 19 times 
20 to 39 times 
40 or more times 
Total 

1321 
125 

82 
44 
18 
41 

1631 

81.2 
7.7 
4.9 
2.6 
0.9 
2.7 

100.0 

52. During your life, how many times have you used a needle to inject any Illegal drug into your 

4354 

body? 
o times 
1 time 
2 or more times 
Total 

1599 
12 
21 

1632 

98.0 
0.7 
1.3 

100.0 

53. During the past 12 months, has anyone offered, sold, or given you an Illegal drug on school 
property? 

Yes 
No 
Total 

54. Have you ever been taught about AIDS or HIV Infection In school? 
Yes 
No 
Not Sure 
Total 

570 
1059 
1629 

1500 
74 
53 

1627 

55. Have you ever talked about AIDS or HIV Infection with your parents or other adults in your 
family? 

34.1 
65.9 

100.0 

92.1 
4.6 
3.4 

100.0 

Yes 1070 64.0 
No 447 28.9 
Not Sure 110 7.1 
Total 1627 100.0 

56. Have you ever had sexual intercourse? 
Yes 
No 
Total 

57. How old were you when you had sexual Intercourse for the first time? 
I have never had sexual intercourse 
11 years or younger 
12 years 
13 years 
14 years 
15 years 
16 years 
17 years or older 
Total 

741 
851 

1592 

851 
75 
56 

109 
170 
158 
113 
59 

1591 

47.2 
52.8 

100.0 

52.8 
4.8 
3.6 
7.0 

10.9 
10.0 
6.9 
4.0 

100.0 

52 1995 Alaska YRBS - High School Questions and Responses 



Unweighted 
(N) 

58. During your life, with how many people have you had sexual Intercourse? 
I have never had sexual intercourse 
1 ~rson 
2 ~ople 
3 people 
4 people 
5~ople 
6 or more people 
Total 

851 
260 
122 
98 
60 
42 

158 
1591 

59. During the past 3 months, with how many people did you have sexual intercourse? 

Weighted 
(Percent) 

52.8 
16.7 
7.5 
5.9 
4.0 
2.5 

10.5 
100.0 

I have never had sexual intercourse 852 52.9 
I have had sexual intercourse, but not during the past 3 months 253 16.6 
1 person 341 21.0 
2~_ n V 
3~. 34 U 
4 ~ople 10 0.7 
5~_ 5 M 
6 or more people 24 1.5 
Total 1592 100.0 

60. Did you drink alcohol or use drugs before you had sexual Intercourse the last time? 
I have never had sexual intercourse 849 52.7 
Yes 188 12.0 
~ 5M ~~ 
Total 1591 100.0 

61. The last time you had sexual intercourse, did you or your partner use a condom? 
I have never had sexual intercourse 849 52.9 
Yes 416 26.7 
No 321 20.4 
Total 1586 100.0 

62. The last time you had sexual intercourse, what one method did you or your partner use to 
prevent pregnancy? (Select only one response.) 

I have never had sexual intercourse 853 53.4 
No method was used to prevent pregnancy 125 8.2 
Birth control pills 91 5.6 
Condoms 363 23.4 
Withdrawal 91 5.8 
Some other method 34 2.2 
Not sure 20 1.4 
Total 1577 100.0 

63. How many times have you been pregnant or gotten someone pregnant? 
o times 
1 time 
2 or more times 
Not sure 
Total 
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1527 
61 
19 
14 

1621 

93.9 
3.9 
1.2 
1.0 

100.0 
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64. How do you describe your weight? 
Very underweight 
Slightly underweight 
About the right weight 
Slightly overweight 
Very overweight 
Total 

65. Which of the following are you trying to do about your weight? 
Lose weight 
Gain weight 
Stay the same weight 
I am not trying to do anything about my weight 
Total 

Unweighted 
(N) 

17 
225 
913 
414 

56 
1625 

675 
287 
277 
388 

1627 

Weighted 
(Percent) 

1.0 
13.5 
56.8 
25.2 

3.5 
100.0 

40.7 
17.7 
17.8 
23.8 

100.0 

66. During the past 30 days, did you diet to lose weight or keep from gaining weight? 
Yes 465 27.4 
No 1159 72.6 
Total 1624 100.0 

67. During the past 30 days, did you exercise to lose weight or to keep from gaining weight? 
Yes 930 55.9 
No 696 44.1 
Total 1626 100.0 

68. During the past 30 days, did you vomit or take laxatives to lose weight or to keep from gaining 
weight? 

Yes 
No 
Total 

77 
1549 
1626 

4.9 
95.1 

100.0 

69. During the past 30 days, did you take diet pills to lose weight or to keep from gaining weight? 
Yes 68 4.1 
No 1559 95.9 
Total 1627 100.0 

70. Yesterday, how many times did you eat fruit? 
o times 
1 time 
2 times 
3 or more times 
Total 

71. Yesterday, how many times did you drink fruit Juice? 
o times 
1 time 
2 times 
3 or more times 
Total 

511 30.9 
495 31.0 
388 23.5 
230 14.6 

1624 100.0 

479 29.4 
459 28.3 
342 21.2 
343 21.1 

1623 100.0 
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Unweighted 

72. Yesterday, how many times did you eat green salad? 
o times 
1 time 
2 times 
3 or more times 
Total 

73. Yesterday, how many times did you eat cooked vegetables? 
o limes 
1 lime 
2 limes 
3 or more times 
Total 

74. Yesterday, how many times did you eat hamburger, hot dogs, or sausage? 
o limes 
1 lime 
2 limes 
3 or more times 
Total 

75. Yesterday, how many times did you eat french tries or potato chips? 
o limes 
1 time 
2 limes 
3 or more times 

. Total 

76. Yesterday, how many times did you eat cookiea, doughnuts, pie, or cake? 
o limes 
1 time 
2 times 
3 or more times 
Total 

(N) 

1079 
449 

71 
25 

1624 

794 
634 
151 
45 

1624 

922 
497 
154 

51 
1624 

820 
591 
146 
66 

1623 

734 
558 
221 
106 

1619 

Weighted 
(Percent) 

67.2 
26.8 
4.4 
1.6 

100.0 

48.6 
38.9 
9.6 
2.9 

100.0 

55.9 
31.2 
9.5 
3.4 

100.0 

49.9 
36.7 

9.1 
4.3 

100.0 

45.0 
34.5 
13.9 
6.6 

100.0 

77. On how many of the past 7 days did you exercise or participate In sports activities for at least 20 
minutes that made you sweat and breathe hard, such as basketball, jogging, swimming laps, 
tennis, fast bicycling, or similar aerobic activities? 

o days 
1 day 
2 days 
3 days 
4 days 
5 days 
6 days 
7 days 
Total 
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169 
124 
151 
201 
178 
273 
155 
366 

1617 

11.0 
7.9 
9.2 

12.5 
11.1 
16.6 
9.5 

22.2 
100.0 
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Unweighted Weighted 
(N) (Percent) 

78. On how many of the past 7 days did you do stretching exercises, such as toe touching, knee 
bending, or leg stretching? 

o days 
1 day 
2 days 
3 days 
4 days 
5 days 
6 days 
7 days 
Total 

378 
151 
165 
177 
141 
237 
107 
266 

1622 

24.5 
9.6 

10.5 
11.0 
8.1 

14.2 
6.3 

15.7 
100.0 

79. On how many of the past 7 daya did you do exerciaes to strengthen or tone your muscles, such 
as push-ups, sit-ups, or weight lifting? 

o days 
1 day 
2 days 
3 days 
4 days 
5 days 
6 days 
7 days 
Total 

404 
131 
165 
197 
178 
204 

90 
252 

1621 

26.3 
8.3 

10.2 
12.1 
10.7 
12.1 
5.0 

15.5 
100.0 

80. On how many of the past 7 days did you walk or bicycle for at lesst 30 minutes st a time? 
(Include walking or bicycling to or from school.) 

o days 494 31.3 
1 day 221 13.0 
2 days 205 12.9 
3 days 166 10.3 
4 days 125 7.4 
5 days 112 6.9 
6 days 60 3.6 
7 days 235 14.6 
Total 1618 100.0 

81. In an average week when you are in school, on how many days do you go to physical education 
(PE) classes? 

o days 

56 

1 day 
2 days 
3 days 
4 days 
5 days 
Total 

782 
20 
18 

113 
236 
448 

1617 

48.9 
1.3 
1.4 
7.3 

14.8 
26.4 

100.0 
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Unweighted Weighted 
(N) (Percent) 

82. During an average physical education (PE) class, how many minutes do you spend actually 
exercising or playing sports? 

I do not take PE 
Less than 10 minutes 
10 to 20 minutes 
21 to 30 minutes 
More than 30 minutes 
Total 

737 
41 
98 

188 
552 

1616 

46.0 
2.7 
5.6 

10.9 
34.8 

100.0 

83. During the past 12 months, on how many sports teams run by your school, did you play? (Do 
not include PE classes.) 

o teams 
1 team 
2 teams 
3 or more teams 
Total 

796 
407 
242 
174 

1619 

48.8 
24.9 
15.0 
11.3 

100.0 

84. During the past 12 months, on how many sports teams run by organizations outside of your 
school, did you play? 

o teams 
1 team 
2 teams 
3 or more teams 
Total 
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949 
398 
158 
113 

1618 

59.0 
24.4 

9.9 
6.7 

100.0 
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26-LS0524\A.2 
Mischel 
2/17110 

AMENDMENT 

OFFERED IN THE HOUSE 

TO: SB 101 

Page 2, lines 23 - 24: 

2 Delete "guardian notice of the survey" 

BY REPRESENTATIVE SEATON 

3 Insert "legal guardian notice of the survey as provided under (d) of this section at least 

4 two weeks before the survey is administered" 

l -1-



4361 



L 

4362 

HOUSE CS FOR CS FOR SENATE BILL NO. 172(HSS) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-SIXTH LEGISLATURE - SECOND SESSION 

BY THE HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE 

OtTered: 
Referred: 

Sponsor(s): SENATORS OLSON, Davis, French, Kookesh, P.skvan, Ellis, Egan, Meyer, Thomas 

A BILL 

FOR AN ACT ENTITLED 

26-LS07901T 

1 "An Act establishing the Alaska Health Care Commission in the Department of Health 

2 and Social Services; and providing for an effective date." 

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

4 * Section 1. AS 18.05.010(b) is amended to read: 

5 (b) In performing its duties under this chapter. AS 18.09. and AS 18.15.355 -

6 18.15.395, the department may 

7 (I) flexibly use the broad range of powers set out in this title assigned 

8 to the department to protect and promote the public health; 

9 (2) provide public health information programs or messages to the 

10 public that promote healthy behaviors or lifestyles or educate individuals about health 

II Issues; 

12 

\3 

14 

(3) promote efforts among public and private sector partners to 

develop and finance programs or initiatives that identify and ameliorate health 

problems; 

-1- HCS CSSB 172(HSS) 
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(4) establish, finance, provide, or endorse performance management 

2 standards for the public health system; 

3 (5) develop, adopt, and implement 

4 CA) a statewide health plan under AS 18.09 based on 

5 recommendations of the Alaska Health Care Commission established in 

6 AS 18.09.010; and 

7 illl public health plans and formal policies through regulations 

8 adopted under AS 44.62 or collaborative recommendations that guide or 

9 support individual and community public health efforts; 

10 (6) establish formal or informal relationships with public or private 

II sector partners within the public health system; 

12 (7) identify, assess, prevent, and ameliorate conditions of public health 

13 importance through surveillance; epidemiological tracking, program evaluation, and 

14 monitoring; testing and screening programs; treatment; administrative inspections; or 

IS other techniques; 

16 (8) promote the availability and accessibility of quality health care 

17 services through health care facilities or providers; 

18 (9) promote availability of and access to preventive and primary health 

19 care when not otherwise available through the private sector, including acute and 

20 episodic care, prenatal and postpartum care, child health, family planning, school 

21 health, chronic disease prevention, child and adult immunization, testing and screening 

22 services, dental health, nutrition, and health education and promotion services; 

23 (10) systematically and regularly review the public health system and 

24 recommend modifications in its structure or other features to improve public health 

25 outcomes; and 

26 (II) collaborate with public and private sector partners, including 

27 municipalities, Alaska Native organizations, health care providers, and health insurers, 

28 within the public health system to achieve the mission of public health. 

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

30 Chapter 09. Statewide Health Care. 

31 Article 1. Alaska Health Care Commission. 

Hes eSSB 172(HSS) -2-
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I Sec. 18.09.010. Alaska Health Care Commission. The Alaska Health Care 

2 Commission is established in the Department of Health and Social Services. The 

3 purpose of the commission is to provide recommendations for and foster the 

4 development of a statewide plan to address the quality, accessibility, and availability 

5 of health care for all citizens of the state. 

6 Sec. 18.09.020. Composition; chair. The commission consists of 13 members 

7 as follows: 

8 (1) 10 voting members appointed by the governor as follows: 

9 (A) the state officer assigned the duties of medical director for 

10 the department, who shall serve as chair; 

II (8) one member who represents the tribal health community in 

12 the state; 

I3 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

(C) one member who represents a statewide chamber of 

commerce who is not financially associated with the health care industry; 

(D) one member who represents the Alaska State Hospital and 

Nursing Home Association; 

(E) one member who is a health care provider and 

(i) engaged in the active practice of the health care 

provider's profession in the state; 

(ii) licensed to practice in the state; 

(iii) not affiliated with the Alaska State Hospital and 

Nursing Home Association; 

the state; 

(F) one member who represents the health insurance industry in 

(0) one member who is a 

(i) health care consumer; 

(ii) resident of the state; and 

(iii) not employed by and does not have a business 

interest in the health care industry; 

(H) one member who is a licensed primary care physician in 

the state and who is in the active practice of family medicine, primary care 
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10 

II 

26-LS0790\T 

internal medicine, or pediatric medicine; 

(I) one member who represents the Alaska Mental Health Trust 

Authority; 

(1) one member who represents community health centers in 

the state; and 

(2) three nonvoting members appointed as follows: 

(A) one ex officio member from the house of representatives, 

appointed by the speaker of the house of representatives; 

(8) one ex officio member from the senate, appointed by the 

president of the senate; 

(C) an ex officio member representing the Office of the 

12 Governor. 

13 Sec. 18.09.030. Public members' terms of office. (a) Public members of the 

14 commission serve for staggered terms of three years or until a successor is appointed. 

15 (b) If a vacancy occurs in a public member's seat on the commission, the 

16 governor shall make an appointment for the unexpired portion of that member's term. 

17 (c) A public member may serve not more than two consecutive terms. 

18 (d) In this section, "public member" means those members appointed under 

19 AS 18.09.020(1)(8) - (J). 

20 Sec. 18.09.040. Executive director. The commission may employ an 

21 executive director, who may not be a member of the commission and who may be 

22 current staff of the department. The executive director serves at the pleasure of the 

23 commission. The commission shall establish the duties of the executive director. The 

24 executive director is in the partially exempt service under AS 39.25 (State Personnel 

25 Act). 

26 Sec. 18.09.050. Staff. The department may assign employees of the 

27 department to serve as staff to the commission. The commission shall prescribe the 

28 duties of the commission staff. 

29 Sec. 18.09.060. Bylaws. The commission, on approval of a majority of its 

30 membership and consistent with state law, shall adopt and amend bylaws governing 

31 proceedings and other activities, including provisions concerning 

HCS CSSB 172(HSS) 4-
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I 

2 

3 

(\) a quorum to transact commission business and other aspects of 

procedure; 

(2) frequency and location of meetings; 

4 (3) establishment, functions, and membership of committees; and 

5 (4) conflicts of interest that require 

6 (A) a member to declare a substantial financial interest in an 

7 official action and to request to be excused from voting in that instance; 

8 (8) a ruling by the chair on a request by a member to be 

9 excused from voting; 

\0 (C) an opportunity to override a ruling by the chair on a 

II majority vote; 

12 (D) filing of a written disclosure form with the department that 

13 lists all potential conflicts of interest of a member valued at more than $5,000 

14 annually if the interest is related to health care system income affecting the 

IS member or a member of the member's immediate family. 

16 Sec. 18.09.070. Duties of the commission. (a) The commission shall serve as 

17 the state health planning and coordinating body. Consistent with state and federal law, 

18 the commission shall provide recommendations for and foster the development of a 

19 statewide health plan containing the following: 

20 (\) a comprehensive statewide health care policy; 

21 (2) a strategy for improving the health of all residents of the state that 

22 (A) encourages personal responsibility for disease prevention, 

23 healthy living, and acquisition of health insurance; 

24 

25 

26 

27 

28 

29 

30 

31 and 

(8) reduces health care costs by using savings from 

(i) enhanced market forces; 

(ii) fraud reduction; 

(iii) health information technology; 

(iv) management efficiency; 

(v) preventative medicine; 

(vi) successful innovations identified by other states; 
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(vii) other cost-saving measures; 

2 

3 

4 

5 

6 

(C) eliminates known health risks, including unsafe water and 

wastewater systems; 

7 services. 

(D) develops a sustainable health care workforce; 

(E) improves access to quality health care; and 

(F) increases the number of insurance options for health care 

8 (b) The commission may hold public hearings to gather information and 

9 opinions from health care consumers on matters before the commission. Hearings 

10 shall be conducted under AS 44.62.210, except that the commission shall provide 

11 public notice of hearings not less than 15 days before the conduct of the hearing and 

12 include not fewer than three notices published in the statewide news media. 

13 ( c) The commission shall submit to the governor and the legislature by 

14 January 15 of each year an annual report regarding the commission's 

15 recommendations and activities. The report shall include voting records, copies of 

16 financial disclosures, and conflicts of interest statements. 

17 Sec. 18.09.080. Compensation, per diem, and expenses. A member 

18 appointed to the commission under AS 18.09.020(1) is entitled to per diem, 

19 reimbursement for travel, and other expenses authorized by law for boards and 

20 commissions under AS 39.20.180. 

21 Article 2. General Provisions. 

22 Sec. 18.09.900. Regulations. The department may adopt regulations under 

23 AS 44.62 (Administrative Procedure Act) to carry out the purposes of this chapter. 

24 Sec. 18.09.990. Definitions. In this chapter, 

25 (I) "commission" means the Alaska Health Care Commission 

26 established in AS 18.09.010; 

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

28 * Sec. 3. AS 39.25.120(c)(7) is amended to read: 

29 (7) the principal executive officer of the following boards, councils, or 

30 commissions: 

31 (A) Alaska Public Broadcasting Commission; 
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(B) Professional Teaching Practices Commission; 

2 (C) Parole Board; 

3 (D) Board of Nursing; 

4 (E) Real Estate Commission; 

5 (F) Alaska Royalty Oil and Gas Development Advisory Board; 

6 (G) Alaska State Council on the Arts; 

7 (H) Alaska Police Standards Council; 

8 (I) Alaska Commission on Aging; 

9 (1) Alaska Mental Health Board; 

10 (K) State Medical Board; 

II (L) Governor's Council on Disabilities and Special Education; 

12 (M) Advisory Board on Alcoholism and Drug Abuse; 

13 (N) Statewide Suicide Prevention Council; 

14 (0) the State Board of Registration for Architect, Engineers, 

15 and Land Surveyors; 

16 (P) Alaska Health Care Commission; 

17 * Sec. 4. AS 44.66.01 O(a) is amended to read: 

18 (a) Boards and commissions listed in this subsection expire on the date set out 

19 after each: 

20 (I) Alcoholic Beverage Control Board (AS 04.06.010) - June 30, 2010; 

21 (2) Board ofparole (AS 33.16.020) - June 30, 2016; 

22 (3) Regulatory Commission of Alaska (AS 42.04.010) - June 30, 2011; 

23 (4) Alaska Commission on Aging (AS 47.45.200) - June 30, 2016; 

24 (5) Council on Domestic Violence and Sexual Assault (AS 18.66.010) 

25 - June 30, 2014; 

26 (6) special education service agency (AS 14.30.600) - June 30, 2013; 

27 (7) [REPEALED 

28 (8)] Statewide Suicide Prevention Council (AS 44.29.300) - June 30, 

29 2013; 

30 00 [(9)] Alaska Seismic Hazards Safety Commission (AS 44.37.065)-

31 June 30, 2012i 
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I (9) Alaska Health Care Commission (AS 18.09.010) - June 30, 

2 Mlli. 
3 * Sec. S. The uncodified law of the State of Alaska is amended by adding a new section to 

4 read: 

5 TRANSITION: REGULATIONS. The Department of Health and Social Services may 

6 proceed to adopt regulations necessary to implement the changes made by this Act. The 

7 regulations take effect under AS 44.62 (Administrative Procedure Act), but not before the 

8 effective date of the statutory change. 

9 * Sec. 6. The uncodified law of the State of Alaska is amended by adding a new section to 

10 read: 

II TRANSITION: ALASKA HEALTH CARE COMMISSION. The members appointed 

12 to the Alaska Health Care Commission, established by Administrative Order No. 246 dated 
, 

13 December 4, 2008, shall serve as the voting members of the Alaska Health Care Commission 

14 under AS 18.09.010, enacted by sec. 2 of this Act, for one-year to three-year staggered terms 

15 as determined by the governor according to AS 39.05.055. 

16 * Sec. 7. This Act takes effect immediately under AS 01.l0.070(c). 

Hes eSSB 172(HSS) -8-
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ALASKA STATE LEGISLATURE 

SENATOR DONALD C. OLSON 

SPONSOR STATEMENT 

.-\I.\\U 

STUI ell'IT')J 

R<J<l" 508 
J"",\\II, AI.\SK.\ 99801-1182 

(907) +65·3707 
FA\ (907) +65·+R21 

Senate Bill 172 Alaska Health Care Commission 

Alaska is currently facing serious healthcare cost, access and quality issues, Between 1991 and 2005, 
health care expenditures in our state more than tripled from $1.6 billion to $5.3 billion, Costs are 
expected to double again by 2013 to over $10 billion. All levels of government - state, local, and 
federal - are affected, and Alaska's economy cannot sustain this inflationary growth, The purpose of 
SB 172 is to establish in statute the Alaska Health Care Commission to address the need for health 
care reform in our state, This issue is complex and broad in scope, and cannot be dealt with 
adequately unless we have a permanent body to plan and follow through for long range 
comprehensive health care reform, 

The two most recent groups to work on the issue of health care reform in Alaska, the Alaska Health 
Care Roundtable (2005) and the Alaska Health Care Strategies Planning Council (2007) both 
recommended that a permanent body be established to address the problem of health care reform, 
The Roundtable (which met for 2 years) and the Planning Council (which met for 6 months) 
recognized that the problem is too great to be effectively addressed through a short-term, ad-hoc 
body, 

The Alaska Health Care Commission would be established in the Department of Health and Social 
Services, and would consist of a thirteen member body including public officials and private 
citizens, Representatives from both the executive and legislative branches of state government are 
included, as well as citizens representing the private business sector, the health care community, and 
consumers, Three members are to be ex officio appointees from the legislature and the governor's 
office, The composition and small size would enable efficient and effective teamwork and decision­
making, while bringing a balance of viewpoints and perspectives, 

The commission would provide its recommendations and support the development of a statewide 
plan to address the quality, accessibility, and availability of health care for all citizens of the State. A 
plan for reform will be based on education, sustainability, management efficiency, health care 
effectiveness, private-public partnerships, research, personal responsibility and individual choice. 

Alaska's need for healthcare reform is pressing and must be dealt with thoroughly and efficiently, 
with a long range view towards meaningful and lasting change, The Alaska Health Care 
Commission would play an important role in this process, and it is essential that we make it a 
permanent component of the Department of Health and Social Services, so that present as well as 
future issues with Alaska's healthcare systems can be better anticipated, understood and addressed. 
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Sectional analysis: Alaska Health Care Commission Bill 

Section 1 

AS 18.0S.010(b)- Establishes the Alaska Health Care Commission in the Department of Health 
and Social Services that will work toward recommendations for a statewide health plan under AS 
18.09. 

Statewide Health Care 
Section 2 

Sec 18.09.010-This section is the basic language to establish the Commission and outline the 
commission's primary objectives. 

Sec 18.09.020-Creates a 10 member Commission made up of Health Professionals and the public 
including three ex officio appointees from the legislature and the governors office. 

Sec. 18.09.030- Members will serve three year staggered terms. Should an opening occur prior to 
the completion of the term the governor shall appoint a replacement. 

Sec. 18.09.040- Creates the position of executive director as a partially exempt position 
appointed by the commission. 

_Sec. 18.09.050- Permits the Department to.assign employees to work with the Commission as 
support staff. 

Sec. 18.09.060- The commission shall submit internally by-laws for consideration by the full 
Commission. By laws will establish quorum requirements, time and locations for meetings, etc. 
The section also defines conflicts of interests when voting and annual reporting requirements 

Sec. 18.09.070- This section defines the duties of the Commission, to include goals and language 
for input from the public through the public hearing process. 

Sec. 18.09.080- Standard language that allows members to receive per diem and travel but no 
salary for serving on the commission. 

Sec. 18.09.900- Authorizes the Department to promulgate the necessary regulations to maintain 
the commission 

Sec 18.09.990- Defines the use ofthe words commission and department. 

Section 3 

AS 39.2S.120 (c)(7)- adds the commissions executive director position to the list of existing 
executive directors serving other boards and commissions . 
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Section 4 

AS 44.66.010 (a)- Sunset- the commission expires unless renewed by the legislature on June 30. 
2014 

Section 5 

Un codified language- Permits the department to begin the regulatory process which can not take 
effect until this bill is singed into law. 

Section 6 

Uncodified language- The members already serving on the commission shall continue in their 
positions based on the staggering of their terms. 

Section 7 

Effective date- Immediate effective date clause . 
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CS FOR SENATE BILL NO. 1 72(FIN) 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY -SIXTH LEGISLATURE - SECOND SESSION 

BY THE SENATE FINANCE COMMITTEE 

Offered: 4/10/10 
Referred: Rules 

Sponsor(s): SENATOR OLSON 

A BILL 

FOR AN ACT ENTITLED 

26-LS0790\C 

"An Act establishing the Alaska Health Care Commission in the Department of Health 

and Social Services; and providing for an effective date." 

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA: 

* Section 1. AS 18.05.010(b) is amended to read: 

(b) In performing its duties under this chapter, AS 18.09, and AS 18.15.355 -

18.15.395, the department may 

(1) flexibly use the broad range of powers set out in this title assigned 

to the department to protect and promote the public health; 

(2) provide public health information programs or messages to the 

public that promote healthy behaviors or lifestyles or educate individuals about health 

issues; 

(3) promote efforts among public and private sector partners to 

develop and finance programs or initiatives that identify and ameliorate health 

problems; 
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1 (4) establish, finance, provide, or endorse performance management 

2 standards for the public health system; 

3 (5) develop, adopt, and implement 

4 fA) a statewide health plan under AS 18.09 based on 

5 recommendations of the Alaska Health Care Commission established in 

6 AS 18.09.010; and 

7 ill} public health plans and formal policies through regulations 

8 adopted under AS 44.62 or collaborative recommendations that guide or 

9 support individual and community public health efforts; 

IO (6) establish formal or informal relationships with public or private 

11 sector partners within the public health system; 

12 (7) identify, assess, prevent, and ameliorate conditions of public health 

13 importance through surveillance; epidemiological tracking, program evaluation, and 

14 monitoring; testing and screening programs; treatment; administrative inspections; or 

15 other techniques; 

16 (8) promote the availability and accessibility of quality health care 

17 services through health care facilities or providers; 

18 (9) promote availability of and access to preventive and primary health 

19 care when not otherwise available through the private sector, including acute and 

20 episodic care, prenatal and postpartum care, child health, family planning, school 

21 health, chronic disease prevention, child and adult immunization, testing and screening 

22 services, dental health, nutrition, and health education and promotion services; 

23 (10) systematically and regularly review the public health system and 

24 recommend modifications in its structure or other features to improve public health 

25 outcomes; and 

26 (11) collaborate with public and private sector partners, including 

27 municipalities, Alaska Native organizations, health care providers, and health insurers, 

28 within the public health system to achieve the mission of public health. 

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

30 Chapter 09. Statewide Health Care. 

31 Article 1. Alaska Health Care Commission. 
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Sec. 18.09.010. Alaska Health Care Commission. The Alaska Health Care 

Commission is established in the Department of Health and Social Services. The 

purpose of the commission is to provide recommendations for and foster the 

development of a statewide plan to address the quality, accessibility, and availability 

of health care for all citizens of the state. 

Sec. 18.09.020. Composition; chair. The commission consists of 13 members 

as follows: 

SBOl72C 

(1) 10 voting members appointed by the governor as follows: 

(A) the state officer assigned the duties of medical director for 

the department, who shall serve as chair; 

(B) one member who represents the tribal health community in 

the state; 

(C) one member who represents a statewide chamber of 

commerce who is not financially associated with the health care industry; 

(D) one member who represents the Alaska State Hospital and 

Nursing Home Association; 

state; 

_ (E) one ~em~er who is a he~lth care pr~vider_ and 

(i) engaged in the active practice of the health care 

provider's profession in the state; 

(ii) licensed to practice in the state; 

(iii) not affiliated with the Alaska State Hospital and 

Nursing Home Association; 

(F) one member who represents the health care industry in the 

(G) one member who is a 

(i) health care consumer; 

(ii) resident of the state; and 

(iii) not employed by and does not have a business 

interest in the health care industry; 

(H) one member who is a licensed primary care physician in 

the state and who is in the active practice of family medicine, primary care 
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internal medicine, or pediatric medicine; 

(I) one member who represents the Alaska Mental Health Trust 

Authority; 

(J) one member who represents community health centers in 

the state; and 

(2) three nonvoting members appointed as follows: 

(A) one ex officio member from the house of representatives, 

appointed by the speaker of the house of representatives; 

(8) one ex officio member from the senate, appointed by the 

president of the senate; 

(C) an ex officio member representing the Office of the 

Governor. 

Sec. 18.09.030. Public members' terms of office. (a) Public members of the 

commission serve for staggered terms of three years or until a successor is appointed. 

(b) If a vacancy occurs in a public member's seat on the commission, the 

governor shall make an appointment for the unexpired portion of that member's term. 

(c) A public member may serve not more than two consecutive terms. 

(d) In this section, "public member" means those members appointed under 

AS 18.09.020(1)(8) - (J). 

Sec. 18.09.040. Executive director. The commission shall employ an 

executive director, who may not be a member of the commission. The executive 

director serves at the pleasure of the commission. The commission shall establish the 

duties of the executive director. The executive director is in the partially exempt 

service under AS 39.25 (State Personnel Act). 

Sec. 18.09.050. Staff. The department may assign employees of the 

department to serve as staff to the commission. The commission shall prescribe the 

duties of the commission staff. 

Sec. 18.09.060. Bylaws. The commission, on approval of a majority of its 

membership and consistent with state law, shall adopt and amend bylaws governing 

proceedings and other activities, including provisions concerning 

(I) a quorum to transact commission business and other aspects of 

CSSB 172(FIN) -4-
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procedure; 

(2) frequency and location of meetings; 

(3) establishment, functions, and membership of committees; and 

(4) conflicts of interest that require 

(A) a member to declare a substantial financial interest in an 

official action and to request to be excused from voting in that instance; 

(B) a ruling by the chair on a request by a member to be 

excused from voting; 

(C) an opportunity to override a ruling by the chair on a 

majority vote; 

(D) filing of a written disclosure form with the department that 

lists all potential conflicts of interest of a member valued at more than $5,000 

annually if the interest is related to health care system income affecting the 

member or a member of the member's immediate family. 

Sec. 18.09.070. Duties of the commission. (a) The commission shall serve as 

the state health planning and coordinating body. Consistent with state and federal law, 

_ the commission shall provide recommendations for and foster. the_development of a 

statewide health plan containing the following: 

SBOI72C 

(I) a comprehensive statewide health care policy; 

(2) a strategy for improving the health of all residents of the state that 

(A) encourages personal responsibility for disease prevention, 

healthy living, and acquisition of health insurance; 

and 

(B) reduces health care costs by using savings from 

(i) enhanced market forces; 

(ii) fraud reduction; 

(iii) health information technology; 

(iv) management efficiency; 

(v) preventative medicine; 

(vi) successful innovations identified by other states; 

(vii) other cost-saving measures; 

-5- eSSB 172(FIN) 
New Text Underlined [DELETED TEXT BRACKETED] 



4378 

I 

2 

3 

4 

S 

6 

7 

8 

9 

10 

11 

12 

13 

26-LS07901C 

(C) eliminates known health risks, including unsafe water and 

wastewater systems; 

services. 

(D) develops a sustainable health care workforce; 

(E) improves access to quality health care; and 

(F) increases the number of insurance options for health care 

(b) The commission may hold public hearings to gather information and 

opinions from health care consumers on matters before the commission. Hearings 

shall be conducted under AS 44.62.210, except that the commission shall provide 

public notice of hearings not less than IS days before the conduct of the hearing and 

include not fewer than three notices published in the statewide news media. 

(c) The commission shall submit to the governor and the legislature by 

January IS of each year an annual report regarding the commission's 

14 recommendations and activities. The report shall include voting records, copies of 

IS financial disclosures, and conflicts of interest statements. 

16 Sec. 18.09.080. Compensation, per diem, and expenses. A member 

17 appointed to the commission under AS 18.09.020(1) is' entitled to per diem, 

18 reimbursement for travel, and other expenses authorized by law for boards and 

19 commissions under AS 39.20.180. 

20 Article 2. General Provisions. 

21 Sec. 18.09.900. Regulations. The department may adopt regulations under 

22 AS 44.62 (Administrative Procedure Act) to carry out the purposes of this chapter. 

23 Sec. 18.09.990. Definitions. In this chapter, 

24 

2S 

(I) "commission" means the Alaska Health Care Commission 

established in AS 18.09.010; 

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

27 * Sec. 3. AS 39.2S.120(c)(7) is amended to read: 

28 (7) the principal executive officer of the following boards, councils, or 

29 commissions: 

30 (A) Alaska Public Broadcasting Commission; 

31 (B) Professional Teaching Practices Commission; 

CSSB 172(FIN) .6:- SBOl72C 
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(C) Parole Board; 

CD) Board of Nursing; 

(E) Real Estate Commission; 

(F) Alaska Royalty Oil and Gas Development Advisory Board; 

(G) Alaska State Council on the Arts; 

(H) Alaska Police Standards Council; 

(1) Alaska Commission on Aging; 

(J) Alaska Mental Health Board; 

(K) State Medical Board; 

(L) Governor's Council on Disabilities and Special Education; 

(M) Advisory Board on Alcoholism and Drug Abuse; 

(N) Statewide Suicide Prevention Council; 

(0) the State Board of Registration for Architect, Engineers, 

14 and Land Surveyors; 

15 (p) Alaska Health Care Commission; 

16 * Sec. 4. AS 44.66.010(a) is amended to read: 

17 (a) Board.s;md s:o.mmissions listed in this. subsection expire on the .date. set out 

18 

19 

20 

21 

after each: 

(I) Alcoholic Beverage Control Board (AS 04.06.010)· June 30, 2010; 

(2) Board of Parole (AS 33.16.020)· June 30, 2016; 

(3) Regulatory Commission of Alaska (AS 42.04.010)· June 30, 2011; 

22 (4) Alaska Commission on Aging (AS 47.45.200)· June 30, 2016; 

23 (5) Council on Domestic Violence and Sexual Assault (AS 18.66.010) 

24 - June 30, 2014; 

25 (6) special education service agency (AS 14.30.600) - June 30, 2013; 

26 (7) [REPEALED 

27 (8)] Statewide Suicide Prevention Council (AS 44.29.300) - June 30, 

28 2013; 

29 il!l [(9)] Alaska Seismic Hazards Safety Commission (AS 44.37.065) -

30 June 30, 2012i 

31 (9) Alaska Health Care Commission (AS 18.09.010) - June 30, 

SBOl72C -7- CSSB 172(FIN) 
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1 2014. 

2 * Sec. 5. The uncodified law of the State of Alaska is amended by adding a new section to 

3 read: 

4 TRANSITION: REGULATIONS. The Department of Health and Social Services may 

5 proceed to adopt regulations necessary to implement the changes made by this Act. The 

6 regulations take effect under AS 44.62 (Administrative Procedure Act), but not before the 

7 effective date of the statutory change. 

8 * Sec. 6. The uncodified law of the State of Alaska is amended by adding a new section to 

9 read: 

10 TRANSITION: ALASKA HEALTH CARE COMMISSION. The members appointed 

11 to the Alaska Health Care Commission, established by Administrative Order No. 246 dated 

12 December 4,2008, shall serve as the voting members of the Alaska Health Care Commission 

l3 under AS 18.09.010, enacted by sec. 2 of this Act, for one-year to three-year staggered tenns 

14 as detennined by the governor according to AS 39.05.055. 

15 * Sec. 7. This Act.takes effect immediately under AS 01.lO.070(c). 

CSSB 172(F1N) -8- SBOl72C 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION BiR Version: 8e172 

() Publish Date: 

_ld_en __ ~_e_r~(fi_'e_na __ m_e~);_S_B_'_7~2.~D_H~S_~~P_HA~~~2~~_'_.='O __ ~~ __________ DePtAffed~: ___________ H_e_al_th_& __ S_OD_·~ __ s_e_N_~ __ s __ __ 

Alaska Health Care Commission RDU P b" H Ith Title ______________________________________ u ~C ea 

_________________________ Component Public Health Administration 

Olson Sponsor 

Requester Senate HSS Component Number ----------------------
Expenditures/RevenlM (Thousands of Dollars) 
Note" Amounts do not include innation unless otherwise noted below 

I "'P!,ropnauon 
Required Information 

OPERATING EXPENOIT FY 2011 FY 201' FY 2012 FY 20'3 FY 2014 
Personal Services 134.5 
Travel 35.0 
Contractual 300.0 
Supplies 20.5 
Equipment 10.0 
land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 500.0 

:CAPIT AL EXPENDITURj 

CHANGE IN REVENUES 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
10Q4-GF -

500.0 
1005 GFlProgram Receip 
1037 GF/Mental Health 
Other Interagency Recei 

TOTAL 500.0 

Estimate of any current year (FY2010) c 

POSITIONS 

I
FUII~time 

Part·time 
Temporary 

'.0 

ANALYSIS: (Attach a separate pags if nece: 

134.5 134.5 134.5 
35.0 35.0 35.0 

320.5 320.5 320.5 
10.0 '0.0 10.0 
0.0 0.0 0.0 

0.0 500.0 500.0 500.0 

(Thousands of Dollars) 

500.0 500.0 500.0 

0.0 500.0 500.0 500.0 

5000 

'I 'I 'I 

292 

FY 20'S 
134,5 
35.0 

320.5 
10.0 

0.0 

500.0 

500.0 

500.0 

'I 

FY 20'6 
'34.5 
350 

320.5 
'0.0 
0.0 

500.0 

500.0 

500.0 

'I 
S6 172 establishes the Alaska Health Care Commission in OHSS to provide recommendations for and foster the 
development of a statewide plan to address the quality, accessibility, and availability of health care for all citizens of the 
state. The commission would be composed of 10 members. 58172 closely parallels Administrative Order #246 of 
December 2008 establishing a health care commission to address Alaska's health care challenges. 

The current Alaska Health Care CommisSion recently adopted a formal policy recommendation to establish a permanent 
health care commission in statute to address the need for health care reform in Alaska. The 

Prepared by: Ward B. Hurlburt, MD, MPH, Chief Medical OfficerlDirector 
Division Public Health 

Approved by· Alison Elgee, ASSistant Commissioner 
DHSS Finance & Management Services 

(continued on page 2) 

Phone 269~8126 
Datemme 12128/0912:00 AM 

Date 2/1/2010 

Page' of 2 
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FISCAL NOTE 

STATE OF ALASKA BILL NO • ..;S.:,B_'7.;:2 ______ _ 

2010 LEGISLATIVE SESSION 

ANALYSIS CONTINUATION 

(Continued from Page 1) 

The commission based this recommendation on the finding that the need for a plan to address health 
care cost, access and quality issues is greater than ever before. Health care expenditures in Alaska more 
than tripled between 1991 and 2005 from $1.6 billion to $5.3 billion. Costs are expected to double 
again. to over $10 billion, by 2013. The Alaska economy cannot sustain this inflationary growth, and 
government (all levels -local. state, and fed) carries 64% of this cost burden between the cost for 
government health care programs and provision of health care insurance for government employees. 
(Data cited from "Alaska's $5 Billion Health Care Bill- Who's Paying?" UA Research summary No.6, 
Institute a/Social and Economic Research, University of Alaska, March 2006.) 

The two most recent groups to work on the issue of health care reform in Alaska, the Alaska Health Care 
Roundtable (2005) and the Alaska Health Care Strategies Planning Council (2007), both recommended 
that a permanent body be established to address the problem of health care reform. The problem is too 
great in scope and too complex to be able to plan and follow~through in just one or two years time 
through an ad-hoc body. 

$500.0 in state general funds is required for operations of the health care commission, as follows: 

71000 Personal Services: The bill states that an Executive Director would staff the Commission; 
administrative support would be provided by existing DHSS staff. Personal services costs of $134.5 is 
Range 23, Step f . 

72000 Travel Travel and per diem for Commission staff and for 8 Commission members to conduct 
quarterly face-to-face public meetings. The two other members are legislators and would have per diem 
and travel covered. 

73000 Contractual Professional services contracts will be needed to supplement staff research, and core 
service RSAs will be required to provide lease space, telecommunications, mainframe connectivity, 
postage, etc. 

74000 Supplies 
In addition to day-to-day office supplies, FYll includes start-up costs such as computers, office 
furniture, reconfiguring leased space, wiring needs for connectivity, printers, fax, and photocopier. 

75000 Equipment 

FYII includes purchase of a server; in subsequent fiscal years provide technology upgrades and 
maintenance will be covered through the contractual line. 

The bill becomes effective immediately upon the Governor's signature. This means there may be some 
limited costs in FYIO that will have to be absorbed by the Department of Health & Social Services . 

Page 2 of 2 
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Testimony List for 58 172, Alaska Health Care Commission 
By Denise Liccioli, Staff to Senator Olson, 465-3880 

These folks were asked to testify: 

Ward Hurlburt, MD, Chair, Alaska Health Care Commission; Chief Medical Officer, DHSS; Director, 

Division of Public Health/DHSS 465-3090 

Jeff Jessee, CEO, Ak Mental Health Trust Authority, 269-7963, cell 632-2561 

Note: Deb Erickson had a family funeral and I'm not sure if she will be back and able to be able to testify, 

but just in case, here is her information: 
Deborah Erickson, Executive Director, Alaska Health Care Commission 334-2474 or cell 602-0242 

Note: Dr Stinson is sometimes scheduled for surgery at the time of the hearing, but just in case he is 

able, here is his information since we also asked him to testify: 
Dr. Lawrence Stinson, MD, private physician (represented Alaska health care providers on the 

Commission) 278-2741 or cell 250-4607 

I believe some or all of these people may sign up to testify: 

Linda Hall, Director, Division of Insurance, DCCED (ex-officio member of Commission) 269-7900 

Ryan Smith, CEO of Central Peninsula General Hospital (represented ASHNHA on the Commission) 714-4718 

- - - - - -
Wayne Stevens, CEO and President, Alaska State Chamber of Commerce (represented small business) 586-2010 or 
cell 486-6036 

Keith Campbell, retired CEO of hospital in Seward and former AARP national chairperson (represented consumers) 
362-1624 (cell ) 

Valerie Davidson, JD, Director of Legal and Intergovernmental Affairs for the Alaska Native Tribal Health 
Consortium (represented the tribal health system) 729-1908 or cell 350-0572 

Jeff Davis, President, Premera Alaska (represented the health insurance industry) 677-2404 or cell 223-7950 

Brian Saylor, PhD, currently a member of the Anchorage Health & Human Services Commission, recently retired 
UAA health policy professor, former official with state DHSS and Anchorage DHHS, also former health facility 
administrator. 258-1176 or cell 952-5478 

Shelly Hughes, Govt Affairs Director, Ak Primary Care Assn. 929-2728, cell 841-1634 

Rod Betit, ASHNA, 586-1790, cell 321-2461 (his plane will be landing at about the time Finance starts, but he plans 
to call in to the teleconference number when he lands) 

In addition. there is likely to be interest from other groups who might like to call in for public testimony. 
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Principles, Elements and Specific Steps 
Draft 8 August 29, 2007 

Proposal by the Alaska Health Care Roundtable to help the Council achieve the 
goals it identified at its first meeting: 

Health Care Strategies Planning Council Mission Statement 
(Approved at the June 11, 2007 meeting) 

Develop strategies, including performance measures, to provide 
health care access for all Alaskans by 2014 with the goal of making 
Alaskans the healthiest population in the nation. 

The definition of "access" includes: coverage, affordability, timely 
service, quality of care, prevention, managing chronic conditions, 
workforce issues and cost. 

Roundtable recommendations are as follows: 

Principles of reform -
Guidelines for creating effective specific action steps 

• Creating healthier people who consume less medical services is the only major 
sustainable strategy to slow growth of health care costs. 

• Plans, programs and policies must encourage and support the principle of individual 
responsibility to maintain and protect each person's health. 

• Dramatically improve value for every health care dollar. 
o Health services that effectively educate and motivate individuals underpin an 

effective, efficient health care system. Prevention and timely appropriate 
levels of care eam strong return on investment (ROI) for both employer and 
public programs. Examples are immunization programs, hypertension or HIV 
screening, promoting prenatal care, etc. 

o Organizational wellness programs, government or private, are starting to 
prove that improving employee health is a win/win for both employees and 
employers. 

• Financially support carefully planned experimentation with different types of health 
delivery models and payment models. Alaska is a highly diverse state. The wide 
variety of community sizes, many in remote areas, with differing access to care and 
different prevailing payment systems argues towards creating a variety of solutions 
from which to choose. Employers are particularly concerned about qUality. 

Page 1 of 7 Principles, Specific Steps and Elements Draft 8 
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• All Alaskans need quality, affordable health care that provides: 
o Physical access 
o Financial access 
o Infonnation access 

• Facilitate universal participation in~the most appropriate fashion for each individual. 
F onns of coverage or care include: 

o Employer-based 
o Individual-based 
o Federal programs 
o Military programs 
o Alaska Native programs 

• Rely on and develop the private insurance market in sectors where it is currently 
working and other sectors where it can be logically employed. Avoid creating costly 
state bureaucracies that duplicate private sector capabilities. 

• "Grow our own" health care practitioners at all levels as much as possible. 
o In-state education and clinical training increases the likelihood of keeping 

graduates in Alaska. 
o In-state education stems the flow of education dollars Outside and helps 

generate a sustainable economy. 
o Create specialized programs to meet the needs of rural Alaska. 

--- -- -

• Collaboration and cooperation is essential. The problem is larger than anyone part of 
the system can solve. Areas to address are financing and insurance, workforce 
development, facilities and citizen education. Private, state, federal and Native 
resources will need to be coordinated so all can contribute to the solution. 

• Generate sufficient infonnation and research, both in Alaska and from best practices 
Outside, to support sound fact-based decision making. 

• Provide sufficient and appropriate facilities where necessary around the state. 
Emphasize regional planning, coordination, cooperation and efficiency. 

• Develop a statewide electronic health record network that is secure and interoperable 
with existing systems to improve quality of care and reduce waste by providing 
necessary medical infonnation to providers. 

Page 2 of? Principles, Specific Steps and Elements Draft 8 
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Elements of reform - Building blocks for a better system 

• The problem is huge and complex. Businesses, individuals and governments all must 
contribute to managing and financing a new Alaskan health care system for it to be 
sustainable. 

• We must stem erosion of employer-sponsored insurance. Keep what works and 
reshape or fill in as necessary. Reform plans should build on and improve existing 
parts of the system that work without harming those who are already well served. 

• Information to evaluate costs and alternatives before and after treatment is an 
essential building block of individual financial responsibility. Information access and 
transparency seems like a basic need, but is elusive. Technology and disclosure 
requirements will help. 

• Encourage adequate federal Medicare reimbursement of provider's costs, but cobble 
together work -arounds until that happens. This can include creative use of Medicare 
and Medicaid waivers. Keep track of the changing federal health care environment to 
uncover opportunities and influence needed change. 

• Electronic health records are the cornerstone to modernizing Alaska's health care. 
Build on existing private and state-level initiatives. 

• Develop navigation aids and fail-safe systems to help people gain access to and deal 
with complexities of the system. Navigation aids must take into account the human, 
as well as the technological networks, which build healthy lives. 

• Alaska has information gaps that need to be filled to chart an optimum path to 
progress. Fundamental research will enable policy-makers to make sound decisions 
based on facts: I. Quantify and identify the source of Alaska cost differentials vs. 
Outside. 2. Understand who is not covered or insufficiently covered. 3. Continue to 
define work force development challenges across the full job spectrum. 

• 

• 

~. 

Build on the many Alaskan programs that have proven effective or show promise in 
the areas of quality, access and cost control. 

Monitor and learn from other state's experience in coverage and cost control. 

Alaska will need an ongoing official state-wide group to monitor the ever-changing 
health care scene and find appropriate synergies. 

Principles, Specific Steps and Elements Draft 8 
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Specific immediate steps to consider 

1· 
• 

• 

• 

• 

• 

• 

Establish an ongoing Alaska health care councillcommissionlboard to coordinate 
public policy. 

Support and coordinate Alaska research and monitor national research and 
developments. 

Develop a variety of Alaska health care reform plans based on research to be able to 
compare and contrast their benefits, costs and impacts. 

Support the next step in development of Alaska electronic health records. 

Develop and monitor quantifiable health care goals for Alaska. 

Support workforce development capable of filling current and anticipated needs. 

Encourage primary care capability based on the "Medical Home" model which 
provides an ongoing health care point of contact. Examples are family physicians or 
community health centers. 

• Monitor and improve liability and tort laws to help reduce malpractice insurance 
costs, encourage quality improvements and make Alaska a more attractive place to 

- - ·practice medicine. 

• Encourage schools at all levels to foster healthy life styles and offer sports and 
exercise programs that build life long healthy habits. 

• Work with the federal delegation and authorities to maximize federal support of 
Alaska projects and programs and to support national health care reform efforts that 
will benefit Alaskans. 

o E.g. Develop stand-alone Medicare clinics in major Alaska hubs via an open 
RFP process 

• Identify pseudo-reform "myths"-things to avoid. 

Page 4 of7 Principles, Specific Steps and Elements Draft 8 
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Pseudo-reform "myths" - Things to avoid 

• 

• 

• 

• 

~. 

Continued employer transfer of health care costs to employees. 

Assuming that "market forces" alone will make health care better and more efficient. 
Health Savings Accounts (HSAs) may be part of a total solution, but not the only 
solution. Even enlightened health care consumers do not have access to information 
they need to "shop around" for best value. 

Freezing or reducing state funding. The State of Alaska will need to make additional 
financial and programmatic investments as a full partner in a comprehensive solution. 

Reliance on the federal government to solve the problem. National solutions are 
necessary and hopefully will be forthcoming. However, in the interim, Alaska needs 
to do what it can to help itself. 

Assuming, hoping or praying that the problem will solve itself and go away. 
Effective, creative coordination of every tool available within Alaska is the only 
chance for success. An ongoing, adequately resourced council, commission or board 
will need to continue the work of the Alaska Health Care Strategies Plarming Council. 

Page 5 of? Principles, Specific Steps and Elements Draft 8 
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Why we need to act now 

• As a small state with significant resources, Alaska has the elements it needs to 
improve the health of its citizens in the long-tenn. 

• Guiding principles will focus the creativity and coordination needed to achieve 
this lofty, but basic human goal. 

• Unchecked, current health trends will create the first generation in 100 years that 
can expect a shorter life span than their parents. 

• Insufficient federal reimbursements are transferring a huge financial burden to the 
private sector which in tum is passing costs on to employees .. 

• A mandatory rational system based on the strongest elements already in place can 
provide basic care for all Alaskans enabling a shift of emphasis towards 
prevention. 

• Investing in prevention and individual responsibility offer high "bang for the 
buck." Healthy people feel better and place less financial demands on the system. 

• The aging population will increase per capita costs of health. These increases can 
be mitigated by effective primary prevention and health promotioh. 

• Everyone and all parts of society need to be part of the solution-businesses, 
individuals and all levels of government. 

• The health care system is not a goal in and of itself. The real goal is healthy 
Alaskans who know they will be properly cared for ifthey do get sick. 

Page 6 of? Principles, Specific Steps and Elements Draft 8 
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Background - An unsustainable deteriorating situation 
• Many thanks to the Alaska Health Care Strategies Plarming Council and key 

legislators for beginning a fonnal state dialogue. 
• Businesses face armual double-digit increases in health care costs. This necessitates: 

o Cutting back coverage 
o Increasing employee financial contributions 
o Educating and empowering employees to develop healthier lifestyles 

• The situation is bad and getting worse. 
o According to a July 2007 Commonwealth Fund report comparing states, 

Alaska ranks 26th overall, 36th for access and 49th in quality. 
o Medicare and Medicaid do not reimburse providers for their cost of doing 

business. This "pinch" is being passed on to businesses and insurers, creating 
an ever-escalating financial burden on them. Health care costs for businesses 
are a financial ball and chain not shared by international competitors. 

o Many Alaskans are without any health care coverage, or have inadequate 
coverage. 

• Over 90,000 Alaskans have no health care coverage--if living 
together, they would be the second largest city in Alaska. 

• Many more are under-insured. 
o Everyone has nominal access to some fonn of health care at the emergency 

room, but it is af'ter-the-fact and expensive. 
o Many people in need do not know where to turn because of: 

• Lack of knowledge 
• Lack of money 
• Linguistic and cultural barriers 
• Crushing work and family schedules 

o Alaska is short 300 doctors today, with more needed to replace an aging work 
force. Similar shortages exist for nurses and other health practitioners. 

o Potential gas pipeline construction will further strain an already challenged 
Alaska health care system. 

• The unhappy net result: 
o Alaska has the highest per capita state expenditures on health care in America 

($8,000 per person). 
o America has the highest per capital health care expenditures in the world 

($7,000 per person). 
o Alaska and America have poor health compared to other industrialized nations 

despite having greater expenditures on health care. 
o Alaskan and American businesses are becoming less competitive compared to 

international businesses in countries with public health care systems. 

• A caring, humane and financially efficient society carmot continue this downward 
spiral. Serious national conversations and major state-level refonn efforts are under 
way. Fortunately, Alaska has potential building blocks for a better system and 
guidelines to help use them. 
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ALASKA's $5 BILLION HEALTH CARE BILL­

WHO'S PAYING? 

------------------- By Mark Foster and'Scott Goldsmith 
March 2006 
UA Research Summary No.6 
Institute of Social and Economic Research' University of Alaska Anchorage 

Figure 1. Growth in Alaska Health-Care Spending, 1991-2005 

Total Spending 
$5.3 Billion 

$1i~1 
Per Person Spending 

$7 

$2,884 

I 
1991 2005 1991 

@" Source: Authors' estimates 

2005 

(I Q~ pending for health care in Alaska Who pays the bills, and how has that 
I topped $5 billion in 2005. Just burden shifted as spending increased? 

, how big is $5 billion? It is, for per- 0 Private and govemment employers spent 
spective, one-third the value of North Slope about $2 biffion for employee health-care 
oil exports in 2005-a year of high oil prices. coverage in 2005. For ccmparison, they paid 
It's nearly one-sixth the value of everything $11.8 billion in wages in 2005. With rising 
Alaska's eccnomy produced last year. ccsts, businesses and governments have 
_ In 1991,hgalth-ciJre J;pending in Alaska, .becc,me increasingly likely to Jl.ay health-care 
was about $1.6 billion. Even after we take bills themselves-'self-insure"-rather than 
population growth into account, spending for pay through insurance premiums. 
health care increased 176% per Alaskan in 15 0 Alaska households spent just over $1 
years. These soaring ccsts are taking a grow· biffion for heaffh care in 2005, up from $361 
ing share of family and government budgets, miffion in 1991. That includes everything 
increasing labor ccsts, and putting businesses individual Alaskans spent-not only their out­
at a competitive disadvantage. of-pocket costs, but also what was deducted 

The $5.3 billion in spending in 2005 was from their paychecks to help pay for health 
all for the 665,000 people who live in Alaska, ccverage through their employers. 
but individuals didn't pay all the bills. They 0 Govemments spent $2.2 biffion 
paid nearly 20% out of their pockets and for health care programs in 2005, up 
through payroll deductions. Businesses (in- from $736 million in 1991. Medicaid 
eluding non-profits) and governments paid spending was almost $1 billion. 

We're starting to assemble data to help 
answer those questions. Alaskans face some 
hard choices about how to ccntrol costs but 
still have a health-care system that provides 
good care and is accessible to everyone. We 
hope to provide some useful inSights. 

This publication is the first step in ISER's 
research on the health-care industry. It starts 
with our new estimates of spending and of 
changes since 1991, when we last looked at 
health-care spending.' But ccst alone is only 
one part of the ccrnplicated health-care story, 
and here we also begin looking at: 

o Who are the most expensive patients? 
Our analysis of national data shows that the 
average 'high-cast" patients aren't as expen­
sive as you might think. 

o Who is more likely to have health 
insurance provided through their jobs at a rea­
sonable cost? Single people working for big' 
companies. 

o How does use of the health care system 
in the U.S. ccmpare with use in other ccun­
tries? Canadians and Australians seem to use 
their systems about as much. 

o What is driving ccsts? Despite what 
many people think, there are no simple 
explanations: it's a puzzle with many pieces. 

Figure 2. Who Pays The Bills? 
(Total 2005 Spending 553 Billion) 

about 80%. Of ccurse, individual Alaskans 
and other Americans indirectly pay all these 
ccsts, because they buy goods and services, 
own businesses, and pay taxes. 

Health-care spending could 
double again by 2013, if current 
trends continue. Why are costs of 
medical care so high, and why are 
they increasing faster than every­
thing else? Why have health-care 
costs in Alaska stayed higher than 
U.S. averages, even as other costs 
moved closer to national levels? 

Employers 
$2 Billion 

39% 

Govemment 
Programs 
$2.2 Billion 

42% 

What does health-care spending 
buy? Stays in the hospital, visits to doc­
tors and dentists, prescription drugs, and 
more, as well as program administration 
and public health programs. Our esti-
mates don't include capital expenditures.' Are we getting better care now? 

Who can't afford care? 

11 Billion 
19% 

Source: Authors' estimates 

Understanding Alaska (UA) IS a speCial senes of ISER research studies examining Alaska economic development Issues The studies are paid for 
by the University of Alaska Foundation UA reports are available from ISER's offices and at www.alaskaneconomy.uaa.alaska.edu 
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l:ANIZATION OF SUMMARY 

We first describe what health-care dollars 
buy-what shares go to doctors, hospitals, 
drugs, and other expenses, Then we look in 
more detail at our estimates of health-care 
spending in 2005 and the changes since 
1991, We think our estimates are a good 
effort to update our previous work, But the 
health-care industry is complex, and tracking 
all the spending is difficult. 

After we talk about spending, we give 
readers a glimpse of related health-care 
issues, In some cases we have no Alaska 
data and rely on national figures, which are 
stili useful in illustrating important issues, 

Pages 4, 5, and 6 discuss access to, use 
of, and benefits from the health-care system: 
who is uninsured; who has health-care cov­
erage and how that coverage is provided; 
which patients get the costliest care; how 
Americans' use of medical care compares 
with use by people in other industrialized 
countries; and whether we've gotten healthier 
in exchange for more spending, 

Page 7 summarizes what we know about 
how medical costs in Alaska differ from the 
U,S, average, and page 8 concludes with a 
discussion about the many things that may 
be driving health-care costs, 

Keep in mind that population growth 
and general inflation account for part of the 

jncrease in health-care spending since 1991, 
Alaska's population increased from about 
570,000 in 1991 to 665,000 by 2005, Also, 
prices for everything Americans buy also went 
up, by about 43% nationwide and 39% in An­
chorage, But prices of medical care nearly 
doubled (Figure 3), 

WHAT ARE WE BUYING? 

Figure 4 shows that as of 2000, more 
than 70% of Alaska's health-care spending 
was for hospital care and visits to doctors, 
Prescription drugs accounted for about 
9% and dental care 7%, The 'other' cat­
egory includes medical products, health 
care provided on the job and in schools, 
and Medicaid payments for in-home care, 

Nursing home and home health care 
made up only 2% of health-care spending 
in 2000, far short of the U,S, average of 
11%-and that share actually dropped be­
tween 1990 and 2000, despite fast growth 
in the number of Alaskans over 65, There 
has been a shift in how long-term care is 
provided in Alaska, A change in Medicaid 
allowed payment for in-home and assisted­
living care for people who would othelWise 
have been cared for in nursing homes, 

All types of health-care spending grew 
rapidly since 1990, but the fastest growth was 
in prescription drugs and the 'other' category 
(described in the footnote to Figure 4), 

How HAS SPENDING CHANGED? 

Table 1 details who paid for health-care in 
2005, Figures 5 and 6 show changes in levels 
and shares of spending from 1991 to 2005, 

• Growth in government spending wasn't 
uniform, The federal government's share of 
spending increased (Figure 5), Costs for Medi­
care and Medicaid more than quadrupled and 
costs for the Indian Health Service doubled, 

Figure 4, What Are We Buying? 
(Alaska Heallh Care Spending, 2000) 

Nursing home care, Home health care -

Den,,1 seo;',," ~~1.8%lf3% 

Drugs . 

*Includes, among other things, durable and non-durable 
medical products, direct services employers provide 
employees, govemment expenditures in schools, and 
Medicaid paymenls lIlat allow people to be cared for at 
home instead of In institutions. 
Source: Center for Medicare and Medicaid Services 

• State government's share dropped, 
partly because the federal government paid 
a bigger share of Medicaid costs in 2005 than 
in 1991,3 

• Local govemment is the smallest govem­
ment spender, but the local share of spending 
increased, mostly because of growing costs 
for employee health coverage, 

• Employers saw the fastest growth, 
Combined spending by private and gov­
ernment employers increased about 290% 
(Figure 6), 

• Spending by individual Alaskans didn't 
go up as much-184%-but the $1 billion 
they spent in 2005 was still more than the 
$922 million businesses spent. 

Figure 5, How Did Shares of Spending Change From 
1991 to 2005 Amon Those Who Bu Health Care? 

1DlI1991 _ 2005 

Individuals 
Figure 3, Increase in Consumer Price Index 

Anchorage and U,S" 1991-2005 t 
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Medical Care' 

All Items 

I 
u.s. 

i 
Source: . Bureau of labor Statistics, Consumer Price Index for All 
Urban Consumers, Anchorage and U.S. City Average 

Private Employers 17% 

Federal Government 39% t 
State Government' 

Local Government 

*See endnote 3, page 8. Note: Totals may not add to 100% because of rounding. 

Source: Authors' estimates 
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Table 1, Health-Care Spending in Alaska, Fiscal Year 2005 

(Total Spending S5,3 Billion) 

Who Provides the Coverage? 
' . 

Wllo Buystlie Care? (In MiliionofOoilarsj" .. ' . I 
Ind'i'lidOals I I . . I I Local I State Federal 

Businesses GovelTlnfent, Government G~verhn\ent Total 

Individuals $1,028 I I I I $1,028 

Out-of,pocket costs $431 

Individu~ policies $276 

Payments for em~oyer-based insurance $320 

Employers (Including retiree coverage) $922 $454 $252 $411 $2,039 

Insurance Premiums $303 $103 $72 $75 

Self,lnsured Costsa $485 $352 $180 . $115 

Military Medical Costs $221 
, 

Wor1<.r', Compensaion (medical benefits) $134 
. 

Government Health Proarams $38 , $535 $1,6~ $2227 

Medicare 
I I , $419 

Medicaid $303 $667 

Other Public Programs 

Federal . 
Indian Health Service Conlracts , $401 

Veterans' Affairs $105 

Community Health Centers 

l 
$29 

. 

State -

Grant to local governments, private groups - $116 "' .. 
- - - - - -API, Pioneers' Homes $55 . 

I" 

Other State,Administered . " 

I 
. $31 , 

. , 
Elementary and Secondary Schools - , $1. $8 ',$33 , . 

I ,. 

WAMI Medical Educaion $2 .. 
Department of Correclons $21 ., 

-Local 

Health and hospital spending . $35 

Total Spend ina $1,028 $922 , $492. $787 . $1,950. , $5,294 

aMany organizations that self-insure-that is, they pay some of their bills themselves-also still carry some insurance to help cover extraordinary risks. 

Source: Authors' estimates Note: Totals may not sum because of rounding. 

Figure 6, How Did Spending Change From 1991 to 2005, Among Those Who Provide Coverage? 

(In Millions of Dollars) P 1991 

Individuals m ~84% 
1,028 

Employer ~ 
(Government 2,039 
and Private) 

Government [$"1:384",01 
Programs 2 227 

Source: Authors' estimates 

- 2005 Biggest Kinds of Changes 
• Individual Alaskans have seen big increases not only in costs they notice most -how 

much they have to payout of their own pockets-but also in less obvious costs: 
deductions from their paychecks to pay their share of employer-based insurance . 

• Both private and government employers became much more likely to self-insure. 
Self~nsurance oasts made up about lwo-thirds of combined employer spending for 
insurance premiums and self-insurance in 2005, up from about one-third in 1991. 

t . Spending for Medicaid more than quadrupled (from $215 million to $970 million), 
2030/, so that in 2005 it alone made up nearly $1 in every $5 of health-care spending. 

, Analysts attJibute the fast growth of Medicaid nationwide to growing numbers of 
eligible Americans, including low-paid wor1<ers whose employers don't provide 
coverage and low-income seniors; to program expansion; to increasing prices of 
medical care; and to treatment of medical conditions at lower thresholds. 

----- -----------------



T:LTH-CARE COVERAGE 

Most Alaskans-an estimated 87%­
have some form of health-care coverage, 
either through private insurance or govern­
ment programs.4 Some people have more 
than one kind of coverage, so the percent­
ages in Figure 7 add to more than 100%. 

Around 64% of Alaskans are covered by 
private insurance, 38% by government pro­
grams, and nearly 13% have no coverage. 
Nationwide, 68% of people are covered by 
private insurance, 30% by government pro­
grams, and close to 16% have no coverage. 

Alaskans are more likely to have coverage 
through the military (reflecting the state's large 
number of active-duty and retired military); 
the Indian Health Service (because Alaska 
Natives make up 20% of the population); 
and Medicaid (the Joint federal-state program 
mainly for low-income and disabled people). 
Fewer Alaskans are covered by Medicare, be­
cause fewer are over 65. 

We don't know characteristics of the 13% 
of Alaskans with no health-care coverage, but 
we know that nationwide the uninsured are 
most likely to be young adults and to have 
annual incomes below $25,000 (Figure 8 ). 

Children in Alaska are more likely to have 
coverage than both adults in Alaska and chil­
dren nationwide. Figure 9 shows that about 
8% of children in Alaska had no coverage 
in 2003, compared with the U.S. average of 
nearly 12%' The smaller share of uninsured 
children in Alaska is probably due to the fact 
that Alaska Native children are eligible for care 
through the Indian Health Service, and also 
to the Denali KidCare program, an extension 
of Medicaid that provides coverage for low­
income children without other coverage. 

Irs outside the scope of this summary to 
describe all the ways that families, communi­
ties, and govemments are affected because 
millions of Americans lack health insurance. 
But a recent report by the National Academy 
of Sciences broadly summarized those effects. 
l!found that the uninsured are in worse health; 
that uninsured children are more likely to have 
development delays; that the direct costs of 
caring for uninsured Americans fall heavily on 
local communities; and that governments pay 
hospitals large public subsidies to offset their 
costs for uncompensated care.' 
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The 64% of Alaskans with 
private insurance either pay 
for that coverage themselves 
(through individual policies) 
or are covered through their 
jobs and share the costs with 

Figure 7. Health-Care Coverage, 
Alaska and U.S. 2004 

. Private Insurance· Medicaid Medicare Military IHS only' . None 
Alaska 63.5% 15.3% 7.3% 11.6% 4.2% 12.8%. 
.U.S. 68.1% 12.9% 13.7% 3;7% NJA' 15.7% 

• Authors' adjustment. See endnote 4, page 8 .. 

their employers. Figures 10, Note: Totals are more than 100% because some people have more than one coverage. 
Source: U.S. Census Bureau:Current Popula~on Survey, 20~ 

11, and 12 show how the 
rising costs of medical care have affected health­
insurance coverage for Alaskans working for pri­
vate industry. 

• Health insurance in Alaska was already 
more expensive in the 1990s and still is. In 2003, 
insurance premiums for family coverage at private 
finms were about $10,500 in Alaska and $9,200 
nationwide. By 2005, those premiums had jumped 
to an average of$II,268 nationally (Figure 10). 

Figure 8. Who Is Most Likely 
To Be Uninsured in U.S.? 

By Age 
18-24 
65+ 

Percent Uninsured 
31% 

By Annual Income 
Less than $25,000 
$75,000+ 

1% 

24% 
8.4% 

Source: U.S. Census Bureau, Income, Povetty, 
and Health Insurance Covera~e In the U.S., 2004 

• Premiums are higher in Alaska, 
but workers here pay a smaller share, 
as Figure 11 shows. As of 2003, em­
ployees at private finms in Alaska paid 
11 % of the premiums for Single-person 
coverage and 17% forfamily coverage, 
compared with 17% for single-person 
coverage and 25% for family cover­
age nationwide. But employers, espe­
cially at small finms, have been shifting 
more insurance costs to workers. The 
2005 UBA-Ingenix Health Plan Survey 
found that employees of businesses 
nationwide paid 43% of the premiums 
for family coverage. 

Figure 9. Health-Care Coverage for Children 
(18 and Under), Average 2001-2003 

U.S. Alaska 

Medicaid' or Alaska Area 
Native Health Service' . 

• Includes Denali KidCare 

No Insurance .111 
U.S. Alaska U.S. Alaska 

Source: American Academy of Pediatrics, adjusted U.S. Census data; 
see endnote 5, page 8. 

Figure 10. Health Insurance Premiums For 
Family Coveragea, Private Firms 

.1993 
Alaska 

2003 

1993 

U.S. 2003 

2005b 

$10,564 

$11,268 

aTotal costs shared by employer and employee. b Alaska figures for 2005 not available. 
Sources: MediCal Expenditure Panel Survey, U.S. Agency For Hea1th care Research 
and Qua6ty. 2003; 2005 UBAllng",~ Health Plan Survey 

Figure 11. Share of Health Insurance Premiums Employees Pay 
(At Private Ftrms Offering Health Insurance) 

Single-Person. 

Alaska 
2oo3a U.S. 

200Sb U.S._ 

Family Coverage --25% 

aReported in Medical Expenditure Panel Survey. 2003 
. bAiaska 2005 figures not available; national figures from 2005 UBAllnge~ Health Plan SUM!Y 



Figure 12. Private Firms Offering Health Insurance,* Alaska and U.S., 2003 

All Firms 

_Alaska 
_u.s 

56% 

With fewerthan[li1==~§$l~~ 
50 employees. .!Ili¢II 

With more than fi,jjf%@4f)rl\1lf;';" ',' 
50 employees 

, 95%1 

95% 

How Many Alaskans Work for 
Small Firms? 

WIlh 
under 50 

employees 
91.544 

2oo31otal: 224.512 

WIlh over 50 
employees 
132.968 

• Not aD woOters at firms that offer insurance carry that insurance. Source: Medical Expenditure Panel Survey, 2003 

• Small Alaska businesses are less 
likely to offer insurance coverage. Only 
about a third of those with fewer than 50 
employees offer coverage, compared with 
43% nationwide (Figure 12). 

A lot of Alaskans work for small busi­
nesses. In 2003, about 91,500 of the state's 
224,500 private-industry employees worked 
for businesses with fewer than 50 employ­
ees. That's more than 40% of all those with 
jobs in private industry. 

WHO COSTS THE MOST AND THE LEAST? 

We've talked about the costs of health 
care and of health-care coverage. Now we 
turn to the other side of the equation: who's 
getting the benefits of the spending? 

Health-care spending in Alaska was close 
to $8,000 per person in 2005. But not every­
one is average. The cost of care for a few is 
significantly higher than average, but for many 
it's only a few hundred dollars a year. 

As a first step toward understanding who 
gets the benefits of health-care spending, 
ISER analyzed national data on the charac­
teristics of high- and low-cost patients. That 
data is from a federal panel survey-that is, a 
survey that follows households over time. 

As Figure 13 shows, just 5% of patients 
nationwide account for almost half of all 
health-care spending in any given year, while 
at the other extreme 50% of patients account 
for just 3% of spending in a year. 

A lot of Americans tend to think that the 
most expensive patients are probably very 

"', • _ •• 'om _. , ... ..,,3 
ness or injury, and are possibly uninsured. 

The high-rost patients are older. health­
care costs do go up as people age.' But 
their average age is 57. and fewer than 40% 
are over 65. The average bill for high-rost 
patients in 2002, under$20,000, doesn't reflect 
major illnesses or end-of-life care. Rather, it's 
for a few days in the hospital for surgery, sev­
eral visits to doctors, and significant spending 
for prescription drugs. Few of the high-rost 
patients-2%-are uninsured. 

The low-cost patients are mostly young. 
averaging 28 years old. They may see a doc­
tor or a dentist once a year, and they pay 
almost half their modest medicals bills out of 
their pockets. 

Many of the low-cost group-nearly 
20%-are uninsured. The share of uninsured 
patients in this group tracks with what the 
National Academy of Sciences has reported: 
that the uninsured often don't have any medi­
cal costs at all in a year, and among those 
who do, their expenses are less than half the 
average for people under 65' 

Keep in mind that it's easy to go from 
being a low-cost patient in one year to a much 
costlier one the next-a car accident, the sud­
den onset of an illness, or a hundred other 
unpredictable events can push anyone into 
the ranks of the high-cost patients. 

Figure 13. Who Are the High-Cost and the Low-Cost Patients in the U.S~? 
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Distribution of Health-Care Spending on Patients, 2002 
Who Are the High-Cost Patients? "l 

• Mostly middle-aged people (average age 57). 
who are hosp~alized for a few days, see 
doctors several times a year, and spend 
considerable money (average $3.000) on B I 
prescription drugs. 

49i ' 3t • About 40% are over 65 

• They are from all income levels. A third have 
high incomes (family income over 
$60,000), and about a fifth are poor 
(family income under $18,000). 

• Only 2% are uninsured. More than two-thirds 
have private insurance, and nearly a third are 
covered by government health programs, the 
most common being Medicare. 

• They pay about 12% (average $2,400) of 
their bills out-of-pocket. 

________ ,, __ , ___________ J 

::~ ~~ 

~y~W 
Average bill in 2002: 

$19,640 

Average bill in 2002: 
$210 

I 
Who Are the Low-Cost Patients? '1 

• Mostly young (average age 28), healthy I 
people. who are likely to see a doctor 
and a dentist once a year and spend little I 
(average $44) for prescription drugs. 

• About 3% are over 65 

• They are from all income levels, 
with almost the same breakdown as 
among high spenders: neany a third 
have high incomes and about a fifth 
are poor. 

• Nearly 20% are uninsured. About 17% 

! 

are covered by govemment programs, 
most commonly Medicaid. The majority I 

have private insurance. 

• They pay about 40% (average $84) 
of their bills out-of-pocket. 

Sources: MEPS Statistical Brief No. 81, May 2005 and analysis of MEPS data by Stephanie Martin of ISER I 
~======================~======~~==~~====~5 
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Do WE USE MORE MEDICAL CARE? 

Americans spend more on health 
care than anybody else. Do Ameri­
cans increase health-care costs by 
getting more medical care than peo­
ple in other developed countries? Or 
conversely, do countries Ifflth national 
health-care systems hold down costs 
by rationing care? 

Figure 14. Use of Medical Care, U.S. and Selected Countries, 2004 
(Percent of Survey Respondents) 

:,' .. U.S .. Great Britain New zealand Canada Australia 

Figure 14 compares Americans 
with the British, Canadians, New 
Zealanders, and Australians on use 
of, access to, and satisfaction Ifflth 
their health-care systems. The com­
parison countries all have some form 
of national health-care system. 

S~w at hia~t one doctor in previous 2 years' 97%' 

Regularly take presCription drugs , 46% 

Had blood tests; x-rays; or other 
diagnostic tests' in past 2 years ' 84% 

Able to get doctor:s appointment 
:i:i% same day when sick 

Skipped medical tests, treatment or 
follow-up beCause of cost 27% 

Rate regular doctor's care excellent 
or very good 61% 

Among those who used emergency 
room, share who rate emergency 
services fair or poor 34% 

95% 97%. 95% 98% 

,'44% 39% 43% 39% 

71%' .. 82% 84%- , 83% 

41% 60% • 27% 54% 

2% ,20% 8r· 18% 

64% 74% 68% 71% 

23% 27% 27% 23% 

Overall, the comparisons show 
that residents of all four countries 
are almost equally likely to see doc­
tors and have diagnostic tests, and 
that Americans are slightly more 

Source: Commonwealth Fund Intemational Health Policy Survey, 2004 

likely to take prescription drugs. 

Americans are, however, more likely 
to skip medical tests because of cost and 
less likely to get appointments the same 
day they call. They also seem to be some­
what less satisfied with care they get from 
their doctors and in the emergency room. 

ARE WE HEALTHIER? 

Another important aspect of the health­
care story is what we're getting in return for 
the high spending. Are Alaskans healthier 
than in 1990? 

average in 1990 to significantly below by 
2005. Infant mortality dropped in Alaska and 
throughout the country. 

Declines in infectious disease and infant 
deaths in Alaska can be traced partly to pub­
lic-health spending for immunizations, as well 
as for safe water and sewer systems, new 
housing, and better access to medical care in 
remote villages." In Alaska and nationwide, 
advances in treatment and technology have 
also reduced infant deaths. 

With improved treatments for heart dis­
ease, the rate of death from heart disease 

declined by 20% in Alaska since 1990, drop­
ping slightly faster than the national rate. 

Rates of smoking among Alaskans fell 
also, but Alaskans are still more likely to 
smoke than other Americans. Again, put>­
lic-health campaigns to fight smoking likely 
contributed to the decline. 

On the down side, Alaskans and other 
Americans are far more likely to be obese now 
than in 199G-and obese people are more 
likely to require treatment for diabetes and 
high blood pressure. 

The answer seems mixed. 
In 2005 the United Health Foun­
dation ranked Alaska as among 
the most improved states in 

Figure 15. Are Alaskans Healthier Now Than in 1990? / 

health outcomes since 1990. 
Despite that improvement, the 
foundation still ranks Alaska 
somewhere in the mid-range 
of states on health measures­
because 15 years ago Alaska 
was ranked toward the bottom.' 
Figure 15 illustrates some of 
the improvements Alaska has 
made since 1990. 

Rates of infectious dis­
ease (which include hepatitis, 
tuberculosis, and many more) 
went from far above the U.S. 
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1990 

.40.7 
Infectious Disease 
(Rate per 100,000) (.?#1i92.2 

Infant Mortality 
(Rate per 1 ,000 Births) 

Deaths from Heart Disease 
(Rate per 100,000) 

Prevalence of Smoking 
(Percent of Population) 

Prevalence of Obesity 
(Percent of Population) 

.U.S. [ill Alaska 

10.24 

10.6 

406.3 
345.6 

34.3% 

2005 

124.6 
G15.9 

_6.7 

1i111!1i1116.5 

•••• 332.9 

._275.1 

~~~~23.1% 
23.6% 

Source: United Heallh Fouildation, Americas Health RanJdngs 2005 

Healthier 
or not? 

Yes 

Yes 

Yes 

No 



ALASKA AND U.S. COSTS 

Years ago, everything cost more in Alas­
ka, and costs still remain high in remote ar· 
eas. But in Anchorage and other urban plac­
es, the historically high costs of many things 
have moved doserto U.S. averages in recent 
times, as the population grew, local markets 
got bigger, and infrastructure and transporta· 
tion improved. 

But costs of medical care haven't declined 
relative to U.S. averages. Overall medical 
costs are probably somewhere in the range of 
25% higher in Alaska, but that cost difference 
varies quite a bit among services and proce· 
dures, and prices don't always reflect cost. 

Alaska has fewer practicing doctors per 
capita than the nation as a whole, but some· 
what more dentists-so how the supply of 
medical professionals may affect costs is not 
clear (Figure 16). 

Figures 17 through 20 show some exam· 
pies of cost differences, but it isn't a compre­
hensive picture. 

• Overall costs of medical and surgical 
procedures in Alaska were about 18% above 
the U.S. average in 2001 and dental proce· 
dures 37% more (Figure 17). -

• Average costs of a visit to a doctor's of· 
fice were 30% higher in Alaska in 2001. But 
the average is a mix of private insurance 

Figure 17. How Much Higher are 
Medical Costs in Alaska? 

Costs Paid b Private Insurer. 2000 

Medical/Surgical 
Procedures 

Dental Procedures 

Percent Above 
U.S. Average 

18.1% 

37.7% 
Source: Ingenix data base; cited in Alaska Division of 
Medical Assistance, HeallhCare Cost Analysis, 2001 

and government payments. 
A private insurer in Anchorage 
and Fairbanks paid nearly 
twice as much as Medicare for 
an office visit in 2001, as Fig· 
ure 18 shows. 

Figure 16. How Do Numbers of Alaska Doctors 
and Dentists Compare with U.S. Averages? 

Practicing Doctors Dentists 
(Per 100,000 Population, 2006) (per 100.000 Population, 2006) 

315 

75.8 66.5 _. 
Alaska U.S. Alaska U.S. 

• Alaskans don't use as 
many prescription drugs as 
other Americans-mostly be­
cause there are fewer Alas· 
kans over 65--but we pay 
more. In 2003, the average 
price of retail prescriptions 
was 25% higher in Alaska. 

Note: FIgures updated and corrected Mard12oo7; see endnote 11. 
Sources: American Medical AssocIation; American Dental Association; 
U.S. Census Bureau 

• Costs of hospital care went up faster in 
Alaska than nationwide from 2000 to 2003-
so in 2003 average expenses for a day in an 
Alaska hospital were 42% above the U.S. 
average, compared with 30% in 2000. 

Figure 18. Costs of An Office Visit, Alaska and U.S., 2001 
(Established Patient, 15 minutes) 

Private Insurer (Anchorage) 

Private Insurer (Fairbanks) 

Veterans Admin. (Alaska) 

Alaska Average 

U.S. Average _ $61 

Military'/Medicare in Alaska $53 

Alaska 30% 
..... Higher 

*lnsurance coverage for active-duty and retired military personnel for medical care not 
avaUabie from military facilities. 
Source: GAO Report GAQ.{)1-620. May 2001 

Figure 19. Prescription Use and Cost, Alaska and U.S., 2003 

Prescriptions 
Per Capita 

United States 10.7 
Alaska 6.3 

Average Price 
of Retail Prescriptions 

$52.97 
$66.89 

Average Cost 
Per Capita 

$566.78 
$421.41 

Source: Kaiser Family Foundation, based on data from VeliSpan, Ll.C.: Speaal Data Request, 
2004; and U.S. Census Bureau, State Population Datasets for six Race Groups 

Figure 20. Hospital Costs, Alaska and U.S. , 2000 and 2003 
(Expenses per In·Patlem Day) 
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Alaska 
2000 

2003 
tup 
130% 

Source: 2003 American HospitalAssociation, Annual Survey 

2000 

2003 

u.s. 
51 148 

Sl 371 

Alaska as % of U.S. 

j up 
19% 

2000 130% 
2003 142% 
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Figure 21. What's Driving 
Health-Care Spending In Alaska? 

Ann~~1 GrOVlth,\990-200S;··· 
'8;9% 

What's driving • 
this exira growth? ' 

General'inflation 

,-"-cl.,f.ZO_-' More people 
*Authors' ~ijmate 

WHAT'S DRIVING COSTS? IT'S A PUZZLE 

Spending for health care in Alaska 
increased an average of nearly 9% a year 
from 1990 to 2005--and that figure doesn't 
reflect the big capital costs for building hospi­
tals and clinics in the state since 1990. 

More people and general inflation to­
gether account for only about 40% of that 
growth. So what's driving the rest? 

Just about everybody has an opinion 
about what's pushing up medical costs, 
here and nationwide. Alaska has some 
special conditions-mostly small markets 
and high costs in rural areas-but other 
possible contributors to high costs are com­
mon to Alaska and the rest of the country. 

Some people think the big factors have 
to do with our system of delivering health 
care. Those include market forces-like 
lack of competition, for instance, and lack 
of incentives in many parts of the system to 
control costs-as well as inefficiencies cre­
ated by the complexity of the U.S. system. 

Other arguments related to the delivery 
system are that Americans get more medical 
care than they need, because most of the 
bills are still paid by health insurance. Others 
believe, by ocntrast, that ocsts of caring for 
uninsured people are responsible. 

Others blame environmental factors, 
especially Americans eating too much and not 
exercising-leading to the spread of diabetes 
and other ocnditions requiring more care. 

Still others say the growth has to do with 
changes in treatments and technology-treat­
ing ocnditions at lower thresholds (like the 
recent drop in the cholesterol level at which 
doctors recommend treatment); more effec­
tive but ocstlier treatments and prescription 
drugs; and more ocmplex technology. 

Other arguments have to do with chang­
ing demographics and a shift in the kinds 
of illnesses treated. Americans are getting 
older, and older people need more medical 
care. Also, some point out that 
decades ago, more of 
the illnesses treated 
were acute-like influ­
enza-and the patient 
either got better or died 
in a fairly short 
Now, chronic illnesses 
and 
-like high 
blood pres­
sure-are .. 
common" 
and require 
long-term 
treatment. 

And many Americans 
link high ocsts to behavior 
drug ocmpanies, the insurance industry, the 
medical and legal professions, and individual 
Americans. Such behavior would include, 
for instance, insurance and drug ocmpanies 
making high profits; doctors overbilling gov­
ernment programs; and patients filing law­
suits--{;ausing doctors to practice "defensive 
medicine." 

Probably there are other opinions we 
haven't discussed here. We're not endors­
ing any of them, but merely pointing out that 
many things oculd be contributing to rising 
ocsts-and it's a puzzle how all the pieces 
fit together. We will learn more as we study 
Alaska's health-care system, But for now, we 
want to emphasize that the answer to what 
is driving health-care costs is not simple, and 
finding solutions won't be simple either. 

ENDNOTES 
1. Our estimates are based on the Center for Medicare and 
Medicaid Services' definitions of personal health care spend­
ing. See http:/.IwMv.cms.hhs.govlNationalHealthExpend­
DatalOCOverview.asp#TopOW'age. We have also induded 
insurance costs, to capture the expenses paid by employers 
and employees. 
2. ISER Research SummalY No. 53, 111e Cost of Health Care 
in .A.laska: December 1992. 

3. The decline in stale share is expected to ameliorate some­
what beginning in FY 2006, due to a decision by the 9th District 
.Appellate Court to disallow the Fair Share program that en­
abled tribal hospitals to receive a higher reimbursement than 
non-tribal hospitals for uncompensated care. 

4. U,S. Census Bureau fisures from the Current Population 
Survey classify Alaskans With coverage only through ilie Indian 
Health Service as 'uninsured: We have adjusted those figures, 
separating those with !HS-only coverage from the uninsured. The 
oojustment is based on methods of the University of Minnesota's 
School of Medicine, State Health Access Data Center. 

5. American Academy of Pediatrics figures for uninsured Alaska 
children are adjusted U.S. Census figures, separating children 
with IH5-coverage only from the 'uninsured' category. 

6. Nationa! Academy of Sciences, Hidden Costs. 
Value Lost Uninsurance in America. Available at: 
http:/N."Nw,nap.edufcatalogf10719.html Public subsidies for 
uncompensated care are illustrated in the State of Alaska's FY 
2007 budget request, which includes $27 mil!ion to help Alaska 
hospitals pay for uncompensated care. 
7. In 1999, for example, hea1th-care spending for Americans 75 
to 84 was seven times higher than for those 18 and under. 

8. See note 6. 
9. United Health Foundation, America's Health Rankings, 2005 
edition. 

10. See Chapter 3 in ISER report, Status of Alaska Natives 
2004, May 2005. 

11. Our original figure for number of dentists per 100,000 in 
Alaska was incorrect. We thank researchers at Health Plan­
ning and Systems Development in the Alaska Department of 
Social Services for helping us identify that error. A separate 
addendum, Dentists in Alaska, prepared in March '2ro7, pro­
vides more information about the source of the error and ilie 
correction. See: hltp:flwwwjser.uaa.a1aska.edufPublicationsi 
researchsummAJA_RSG_addendum03_07.p:lf 

AsoUT ni~ AUTHORS: Mark Foster is a research cOnsultant Ib ISEW Scott G()ldsmith 
'. is a'p~ofessorof econo,ml6s at ISER. T~e authors thank their oclleagues ai ISER for their 
;fiel~osyland FraZier, VirgeneHann~, LexiHiII, Steph~nie Martin, andKen'Y Pride. , ~ 

EDlTo~ndaleask -:GRAPHIC AimsT-CleIilencia Merrill 
_.-'< ,_ oJ' < .,;ro. 

8 --------------------------------------------------------------
4398 



4399 

; NORTH 

Alaska Primary Health Care: 
OPPORTUNITIES & CHALLENGES 

Approved by the Board of Directors on June 7, 2005 
Updated July 31, 2005 

Co-chairs: 
Thomas Nighswander, M.D. and Marvin Swink 

Editor: Duane Heyman 
H_artig_ Fellow~ Qa_n _Kiley, D.O.S, 

UNDERWRITERS: 
Providence Health System 

Alaska Regional Hospital 
Dorsey & Whitney LLP 
ConocoPhillips Alaska 

Alaska Railroad Corporation 
AARP 

Quails Health 

www.commonwealthnorth.org 

Commonwealth North 
810 N Street, Suite 202 

Anchorage, Alaska 99501 
Phone: (907) 276-1414 

Fax: (907) 276-6350 

E-mail: exec@commonwealthnorth.org 

Alaska Primary Health Care: Opportunities & Challenges - Updated 7-31-05 Page I of 38 



4400 

TABLE OF CONTENTS 

Executive Summary ...................... ~ ................................................... 3 

Introduction: The big picture ........................................................... 5 

A significant issue for health care in Alaska ................................ 11 
Cost ............................................................................................................... 15 
Quality of Alaska's health ..•......................................................................... 18 
How is Alaska's health care being paid? ................................................... 20 
Alaska health care providers ...................................................................... 22 

Specific Alaskan recommendations for improvement ................ 24 
The Alaska Health Care Roundtable ........................................................... 25 
Summary table of recommendations ......................................................... 27 
The impact of lifestyle & prevention .....•..................................................... 29 
Access improvement recommendations ................................................... 30 
Quality improvement recommendations ...•................................................ 32 
Cost reduction recommendations .............•................................................ 32 

Success stories and promising programs ................................... 33 

Appendix .......................................................................................... 35 
Key ideas in the 1994 CWN study ............................................................... 35 
Study Group Participants ............................................................................ 35 
2004-2005 CWN Officers and Board of Directors ...................................... 36 
The Charge ....................................•.............................................................. 37 
Resource People Interviewed .....................•................................................ 38 

Alaska Primary Health Care: Opportuniries & Challenges- Updated 7-31·05 Page 2 of38 



4401 

EXECUTIVE SUMMARY 

Why Alaska health care issues must be addressed and solved 

Health care is not a goal or end in itself. The ultimate goal of health care and of this study is 
health and wellness for Alaskans. Alaskans must identifY and improve the aspects of health care 
that are under our control. Many health care issues are national, that Alaskans cannot affect. 
Therefore, it is even more important to address and solve issues we can do something about. 
Furthermore, the demographics of an aging population will put foreseeable pressure on all fronts. 

ACCESS 
• Approximately 110,000 Alaskans have no health insurance coverage. 
• Many others have minimal or inadequate coverage. 
• Thousands are turning to hospital emergency rooms as a source of primary health care, 

often without ability to pay. 
• Adequate health care in remote areas is a significant logistical, financial and educational 

challenge. 

QUALITY 
• Based on the 2004 National Healthcare Quality Report, Alaska has low rankings in 

several key measures of cancer, heart disease, maternal and child health, respiratory 
diseases, and nursing and home health care. 

• Many Alaskans are' in high-risk nealth categories, mimyare not receiving 'adequate cafe. 
COST 

• Alaska health care costs are approximately 40% higher than Seattle (per Premera, 
corroborated by Providence and Alaska Regional) 

• Medicaid costs to the State of Alaska are rising dramatically, to over $1 billion in 2005. It 
is placing a strain on the state budget. 

• Health care insurance premiums are also rising dramatically, creating a significant burden 
on employers and employees. 

• Alaska hospitals are losing tens of millions of dollars from uncollectable accounts arising 
from excessive emergency room use and they are unable to reduce the amount of 
emergency room care provided due to Federal law . 

What can we do? 

There are four major interrelated factors driving primary healthcare in Alaska today: 
I. Health and wellness of the population 
2. Availability of care and insurance 
3. Affordability of care and insurance 
4. Financial health of the stakeholders, such as employers, providers and individuals 

Alaska Primary Health Care: Opportunities & Challenges - Updated 7-31-05 Page 3 of38 
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These drivers are currently interacting in a "cost spiral" that is creating a very serious situation 
nationally and in Alaska. The rate of increase in the cost of health care is unsustainable-if 
unchecked health care increases will price employers out of the market. Already industries such 
as automobiles are threatened. We need to avoid similar impacts in Alaska. 

We believe that with focus and coordination Alaskans can impact this "cost spiral" positively 
through specific actions in the four areas mentioned above: 

I. Lifestyle and prevention: Raise public awareness and increase personal responsibility for 
wellness 

2. Access: Make services and insurance more widely available 
3. Quality: Continue improving quality of care that is delivered 
4. Costs: Reduce costs of service delivery and insurance to make them more affordable 

There are many health care initiatives already underway in these areas by various governmental 
and non-governmental entities. Some have proven to be effective and cost-efficient. Others show 
significant promise. Health care reform is complex and controversial, with multiple players and 
competing interests. Inconsistent tracking and trending create significant factual disputes about 
health care systems. Any major reform has potential to create both winners and losers. 

Given this environment, the Study Group came to three overarching conclusions: 
1. The Study Group process itself has been enlightening, educational and productive. 
2. Every aspect of health care is complex. Understanding the system and improving it is 

)} 

beyond the capacity of anyone element within the system. 
. The Study Group recommends that an ongoing body be established to continue and 

deepen this Group's work. 

The time to act is now. Involvement of Alaskans in the health care debate is vital. Reform of 
some sort is inevitable, and Alaskans should control it as much as possible to our own benefit. 
Since there is no single forum today where the disparate players can come together to agree on 
facts, share solutions and craft a win-win for our unique Alaskan conditions, this Study Group 
recommend formation of-

The Alaska Health Care Roundtable ("Roundtable") 

The goals of the Roundtable are to continue communication and foster action among parties that 
have a long-term vested interest in health care reform. It must set a standard of credibility and 
create timely actionable ideas that can gather bipartisan support, get quick approval and become 
part of a long-term fiscal plan for Alaska. It would be a sounding board and facilitator for ideas 
and recommendations, with a focus on lifestyle and prevention, access, quality and cost. 

The core membership in the Roundtable would be self-selecting, comprised of members with a 
long-term compelling interest in improving the Alaska health care system. Examples of core 
members would be major employers at risk, health care providers and local foundations. A wide 
variety of other potential members, resources and ad hoc participants could be included as 
needed. Funding would be by voluntary contributions by the participants and the community. 
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INTRODUCTION 

The big picture: National background issues and the state of health in the U.S. 

While the focus of this study is factors controllable in Alaska, it is important to understand 
the national context in which we operate. The United States spends more on health care than 
any other country, measured either as a percentage of gross domestic product, or in tenns of 
money spent per person. The DECO, or Organization for Economic Cooperation and 
Development, is a group of industrialized nations that are an appropriate benchmark for U.S. 
expenditures and perfonnance. 

The National Situation - Spending 

SOlin-ft.: COlnmOllWl'llltb Fond 
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Health care spending has risen dramatically in recent years, increasing from about 8 % of the 
gross domestic product in 1975 to over 16% today. The Commonwealth Fund, a private 
nonpartisan foundation that supports independent research on health and social issues, 
projects that by 2013 the U.S. will be spending 18% of GDP on health care. 

Many factors contribute to these increases. Often cited are huge costs caring for the last three 
months oflife, advertising driven consumerism, high cost of technology, defensive medicine 
practiced to avoid malpractice suits, malpractice insurance, a fractionated payment system 
and massive cost shifting to those able to pay caused by inadequate or no health insurance for 
many Americans (and Alaskans). The crushing cost of health care threatens whole industries 
and affects our worldwide ability to compete economically. 

The National Spending Situation: 
Trend in Healthcare Costs as a % ofGDP 

%GDP 

1980 1985 1990 1995 2000 2004 2005 2013 
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The Commonwealth Fund is a foundation specializing in health care issues. 

Alaska Primary Health Care: Opportunities & Challenges - Updated 7-3\-05 Page 60f38 



4405 

In tenns of outcomes, the United States has obtained poor results from the massive amounts 
invested. By many measures, the U.S. trails other industrialized nations, as represented by 
Organization of Economic Cooperation and Development averages. We also have a higher 
percentage of uninsured than most advanced countries, which tend to have centralized health 
care systems. 
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A conceptual framework of four primary healthcare factors can help us understand how all the 
different factors are interrelated. 

Four Primary Healthcare Factors @ 
and how they are interrelated 

snOl2005 3:20 PM Heyman! Anderson Draft 8.0 

• Wellness of the population 

• Affordability, coordination and quality of care and insurance 

• Availability of care and insurance 

• Financial health of stakeholders including: 
• Health care providers (physicians, clinics, hospitals) 
• Companies, institutions and government 

These factors are all part of a complete cycle. Each factor affects the other. Therefore they are 
portrayed in a circle. 
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As time goes on, each of these factors influences the others, with the ultimate result of either 
undennining or improving the health and wellness of our people. 

The conceptual crux of the problem 
r·-····-···-----·--·-····-----··-----:·--·c--··--·-j 
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A significant problem is a de facto dynamic in our current U.S. health care policy. 

The motto of a popular Alaska establishment embodies this unintended and unwanted de facto 
policy, to wit-

"We cheat the other guy and pass the savings on to you!" 

This phenomenon has impacts both nationally and in Alaska, and Alaskans are not always the 
beneficiary, creating serious cost shifting and economic dislocations. 
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A SIGNIFICANT ISSUE FOR HEALTH CARE IN ALASKA 

The focus of this study is what can be done in Alaska. It does not address national issues such as 
a single payer system, rationing of health care or national structural issues. However, the 
following conceptual illustration is both a national and Alaska problem. 

It shows how the high cost of health care causes people to postpone needed care, which increases 
ultimate costs of treatment, frequently and reluctantly perfonned by practitioners at unneeded 
and inappropriate levels. Often the emergency room of a hospital becomes a highly expensive 
primary care facility. If treated earlier, medical conditions could have better outcomes at a lower 
cost. 

Why even a non-compassionate insured 
should care about the uninsured 
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A federal law, the Emergency Medical Treatment and Active Labor Act ("EMTALA") requires 
that hospital emergency rooms treat and not turn away any patients who show up, regardless of 
ability to pay. 
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Emergency rooms are becoming primary care treatment centers for those without access to, 
or awareness of, alternatives. Current waits can be up to two hours, especially during high 
traffic times like early evenings or weekends. This creates inefficient use of specially trained 
staff and is enormously expensive. Many ER patients have no insurance coverage or other 
means to pay their bill. The financial burden then falls on the hospital to write off 
uncollectible accounts. 
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The financial impact on hospitals is even more acute than the slide above suggests. While the 
percentage of charity and bad debt compared to gross revenue has increased dramatically in 
recent years, the bottom line impact is significantly greater because actual hospital cash 
collections are much less than the gross revenue billings used in the chart above. 
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Hospitals are not the only ones affected. Individuals unable to pay medical expenses are filing 
for bankruptcy at staggering rates. Although Alaska data are not available, national data are 
noted below. 

Personal Bankruptcies due to@ 
Health Care Costs-U.S. 
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Source: American Medical Association 2/05 and a Harvard Law SchoollMedical School 2/05 
studies. 

70% of these debtors had some form of health insurance at the start. 

Main factors cited for declaring bankruptcy were: 
Hospital costs 42% 
Prescription drug costs 21 % 
Doctor bills 20% 
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Cost: What do Alaskans pay? Why? 

The impact of bad debt on the health care system has been clearly illustrated in the preceding 
charts. 

Increasing Cost of Medical Care in Alaska 
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Premera, Alaska's largest health care insurer, reports that their Alaska costs are about 40% 
higher than Seattle. General observations by resource people have referenced a 40% 
differential overall, more in some specialties, less in others. Local hospitals have 
corroborated this differential. Other information points to even larger discrepancies on 
reimbursement rates for physicians. The Alaska Division of Medical Assistance Health Care 
Cost Analysis Report placed Alaska in the top five states in terms of the cost of medical and 
surgical procedures. 

Small practices and increasing personnel costs contribute to the high cost of medicine in 
Alaska. Also there is general, but not substantiated, belief that the Alaska population is too 
small to support HMOs. Any discussion of managed care has been resisted by medical 
providers. 

Dependence on "Fair Share" and other sources of federal dollars place about $800 million 
potentially at risk, an important share of current health care funding to Alaska. Alaska also 
faces competition from other states for willing providers. Furthermore, reimbursement 
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formulas are going down. The state is now paying over one billion dollars annually to pay 
Medicaid expenses. 

Cost of health insurance-there is no public oversight of health care insurance rates by the 
Division of Insurance as there is in some other states. They are a result of negotiations 
between insurance companies and large groups. 

The Certificate of Need situation needs to be objectively analyzed and considered as a 
component in a comprehensive statewide health care plan. Critics of the Certificate of Need 
claim the process stifles competition and innovation. Supporters claim it prevents 
unnecessary duplication of facilities and allows more rational allocation of assets. 

The impact oftort issues on health care. The cost of malpractice insurance and defensive 
medicine is hard to quantify, but is deemed to be substantial. OB/GYN liability insurance is 
$60-65k/year. SB 67 puts a 250k cap on non-economic suffering. The California experience 
with a similar cap since 1975 has been positive. Alaska has only two traditional liability 
carriers. However, compared to U.S. averages, malpractice insurance costs in Alaska are 
middle of the pack. 

Is a trend reversal possible in Alaska? 
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Quality of Alaska's health: Based on the 2004 National Health Care Quality Report 
of 100 measures of health care quality, Alaska is about average for the U.S. 
However, as the charts on page 7 indicate, the U.S. trails many other 
industrialized nations. 
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@ 
Alaska Trends in major disease 
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While progress has been made in heart and lung disease, obesity and diabetes have negative 
trends. 
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How is Alaska's health care being paid? What about those without coverage? 

Currently about 110,000 Alaskans do not have health care insurance. Approximately 82% of 
Alaskans have some type of insurance coverage, as illustrated by the chart below. The column 
for private and state coverage includes state employees. Medicaid covers over 40,000 Alaska 
Natives, the remainder of which are covered under federal programs. Military and Medicare 
coverage rounds out the picture. However, an unquantified, but suspected to be substantial, 
number of people have inadequate insurance coverage. 

Alaska's Insurance Coverage 
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The majority of Alaskans without insurance work for smaller businesses. 

Alaskan firms NOT offering 
health insurance 
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Safety net providers 

There are 34 federally sponsored Community Health Centers (CHCs) in Alaska. They see all 
patients and charge a sliding fee schedule based upon income. Although there are the 
Neighborhood Health Center in Anchorage and the Interior Community Health Center in 
Fairbanks (both federally sponsored CHSs), a large number of uninsured patients receive their 
care in the city's emergency rooms. 

Under federal law, patients who visit the emergency rooms must be seen regardless of their 
ability to pay. This results in the uncompensated care that was referenced previously. 

Although not safety net providers, the Alaska Native Health system provides care to an estimated 
125,000 Alaska Natives through an extensive network of community health aid clinics, regional 
hospitals and a major referral center. 
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Healthcare Provider Shortages are @ 
Projected for Alaska 

PERCENT (IF PRU\ 1DERS ClTRRENTL Y ~IURE TH.-\N ~~ YEARS <)F .-\dE 

SO\1f<:H: AK DepWn.ntofLa'c>~ 

513(112005 "1:00 PM HeymanfAnderson))raft 8_0 

Shortage of doctors: \I, doctors in Alaska are over 50. Fewer doctors are practicing than are 
licensed. Compared to the rest of the U.S., Alaska has 17-30% fewer doctors per capita, 
partly because we have a relatively younger population. However Alaskans are aging, and 
the need will increase. Today Alaska needs 472 more doctors than it has. The shortage will 
increase in the future. Statewide Alaska has a 25-30% shortage of physicians. Physicians are 
practicing fewer hours and retiring younger than in past decades. As a result it may require 
more than one new physician to replace a retiring one. 70% of doctors in the lower 48 
practice near where they did their residency. The rate of return on a medical education is 
diminishing compared to other professions. Medical students average $100,000 of debt; 
specialties can be $250,000 with an average of 8 years post-graduate education. Similarly, 
graduating dentists average nearly $200,000 in debt. In contrast, graduating attorneys and 
MBA's begin earning money faster and with less debt. 

Nurse Practitioners and Physician Assistants provide care to Alaskans in a wide variety of 
settings, including rural and urban primary care clinics, urban specialty practices, and remote 
critical access hospitals that were historically difficult to staff with other providers. There are 
over 200 physician assistants and 420 nurse practitioners working in Alaska. This gives 
Alaska one of the highest ratios of nurse practitioners per capita in the nation. 
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As in 25 other states nurse practitioners are licensed to practice autonomously. A recent 
Columbia University study (lAMA, 2000) and another from Yale University (1992), 
compared physician and nurse practitioner practice. They found that patients expressed a 
high degree of satisfaction with the care they received, that accuracy of diagnosis and health 
outcomes were equivalent, and that Nurse Practitioners provide quality, cost-effective care to 
their patients. 

The role and extent of coverage of complementary and alternative medicine 
(chiropractic, acupuncture, etc.) in Alaska is undefined, but substantial. As of May 25, 2005, 
the Alaska Division of Occupational licensing listed the following numbers of active licenses 
for the following types of doctors: 

Allopathic doctors (M.D.) 
Chiropractic doctors (D.C.) 
Osteopathic doctors (D.O.) 
Podiatrist (D.P.M.) 

2,377 
227 
183 
20 
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SPECIFIC ALASKAN RECOMMENDATIONS FOR IMPROVEMENT 

This Study Group has identified a continuum of challenges, many of which are interrelated to 
each other. While they may all be part of a whole, the Study Group identified discrete categories 
to more readily focus on how each recommendation may be best implemented. A chart below 
summarizes the recommendations and identifies which parties are affected by, or responsible for, 
each recommendation. 

However, in the process of assessing health care in Alaska, and looking for improvements, the 
Study Group developed consensus on three overarching conclusions: 

1. The Study Group process itself, which includes representatives of all key 
components of the health care system in Alaska, has been enlightening, educational 
and productive. For the first time in recent years, key players have been able to 
share experiences and ideas in a supportive and cooperative environment. 

2. Every aspect of health care is complex. Education, technology, funding, social and 
demographic factors, economics, federal and state laws and regulations all have 
many interrelated facets. Understanding the health care system, and improving it, 
are beyond the capacity of anyone element within the system. 

~3. Therefore, a fundamental recommendation of the Study Group is that an ongoing 
body be established to achieve multiple goals: 

a, Continue the communication process started by this Study Group among the 
key elements in the Alaska health care system and the broader Alaska 
community. 

b. Create a body that will have a long-term vested interest in understanding 
and improving the system. Some solutions are immediate, others will take 
generations. But without consistent advocacy, the system is unlikely to make 
needed fundamental changes. 

c. Through the quality of its participants, and the comprehensiveness and 
deptb of its vision, the body will set a standard of credibility that will sustain 
its ongoing operations and facilitate implementation of its recommendations. 

In that spirit, this Study Group offers the "Yarmon Plan" as a starting point for 
structuring such a body. 
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The Roundtable Proposal (The Yarmon Plan) 

5f31l12005 4;03 PM . Heymani'AndersonDraft g.O ·0--

The Alaska Health Care Roundtable 

Goals: a, b, c on the previous page. Create a timely, actionable package that will gather 
bipartisan political support, get quick approval, and become a significant part of a long-term 
fiscal plan for Alaska. 

Focus: Access, quality and cost. Function as both a sounding board and facilitator for ideas 
and recommendations. 

Structure: Create the" Alaska Health Care Roundtable" 

Membership in the Roundtable: Self-selecting. Must have a core of members who have a 
long-term compelling interest in improving access, quality and cost of health care in Alaska. 
Examples of potential members would be: 

a. Major employers 
b. Providers 
c. Foundations 
d. Other participants as invited by the Roundtable 

Funding: Voluntary contributions by the participants. 
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Strategic relationships: Fonn a research relationship with the University of 
AlaskalInstitute of Social and Economic Researcb (lSER). The Roundtable itself could 
focus on strategic policy and political analysis. UA would provide in-depth research as 
needed on a contract basis. 

Tactics: Secure the support of major employers and secure their interest in funding such a 
Roundtable. There is no point in CWN issuing a major recommendation that will fall flat on 
its face. Get seven or more CEOs of major employers to make a financial commitment to the 
project and be present at its unveiling. 

Create a package of recommendations that will be dynamic, compelling and politically 
impossible not to accept. Create a "win-win" atmosphere so all participants can claim 
victory. 

Local or regional Roundtables can address "nuts and bolts" issues of cooperation, 
implementation, sharing and efficiency. 

Potential resources, ad boc participants or additional members: Business leaders of large 
businesses, business leaders of small businesses, Alaska Natives, labor, non-profit (Foraker 
Group), education, military, insurance industry, state government (legislature, 
administration), health care providers, Medicare, Medicaid 
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Summary table of recommendations with affected and responsible parties 
The following chart summarizes various recommendations that were suggested in the course of 
our study. They are a starting point of menu items for the Roundtable to analyze and prioritize. 

A = Parties affected by or benefiting from the listed Recommendation 

R = Parties responsible for implementing the listed recommendation 

Rec:armendaIion 1 i J 
I iH Jf il ~ ~J Ii .~ ~8 '2 :5~ 

Lifestyle 
& 
Prevention 
\. Walkable AR AR AR AR AR AR community 
2. Public A R R AR A A AR A Health role 

3. School phys ed A R R AR A AR R A 
4. Schools nix bad _ AR - R- . 

R AR A AR - AR A foods 
5.Incentivize AR AR AR AR AR A AR AR behaviors 
7. Rural dentistry A A A AR A AR AR AR 
8. Drug/psych A AR AR AR A AR A AR facilities 
9. U.S. preventive 
health AR AR AR AR AR AR AR AR 
recommendations 
10. Circumpolar A AR AR AR A A A A health studies 
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Indiv. Legis. Gov. LocGv Private HC Univ/Sc 
Ins. 

Access Cos 
la. Expand A R R A A AR AR AR WWAMI 
I b. Market AK A R R AR AR AR A AR ToMDs 
2. Cut liability ins. A R R A A AR AR Cost factors 
3. Cover uninsured AR AR AR AR AR AR AR AR 
4. Pool smail cos. A R R AR AR A AR 
5. Promote lower A AR AR AR AR AR A A cost centers 
6. Same day non ER A R R AR A AR A AR alternatives 
7. Examine other 
state models e.g. UT. A R R A R R AR 
ME 
g. More GME $ for A R R A A AR AR A fami Iv nraetice 
9. Improve MD A R R A A AR AR reimbursements 
10. Medicare 
licensing A R R A A A A A 
reauirement 
II, Public insurance A R R A A A A AR hearin .. 

Quality 

I. Evidence based 
prevention, AR AR AR AR AR AR AR AR 
Intervention 
2. Use bench· A R R AR AR AR AR AR marks 
3. Measure, disclose AR AR AR AR AR AR AR AR aualitv info 

Costs 
1. Prevention 
education, AR AR AR AR AR AR AR AR 
intervention 
2. Electronic A AR AR AR AR AR AR AR medical records 
3. Drug formularies AR AR AR AR AR AR A AR 
4, Health care <> A AR AR AR AR AR AR AR State fiscal Dian 
5. Disclose fees clearly A R R A A AR A AR 
6. Community A AR AR AR AR duolication dialooue 
7, Joint purchasing A AR AR AR A 
8. Ailocation & A AR AR AR A AR AR AR rationinQ: 
9. Fee transparency A R R AR A AR AR AR leQislation 
10. Legislative ins., 
reimbursement, ton A R R AR AR AR AR AR 
solutions 
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The impact of lifestyle and prevention 

First and foremost, this is an issue of individual responsibility. This means that each of us is 
ultimately responsible for our own health, how we eat, exercise and live. Nevertheless, many 
collective societal educational and social efforts can help further acceptance of this individual 
responsibility through application of sound health maintenance principles. 

Our society is not used to facing the facts of collective issues. They are not part of the 
national or state non-Native psyche. Currently, the health care industry plugs holes in the 
dike that are the result of unhealthy lifestyles. We need to go way upstream and focus on 
prevention. 

Fortunately, we can learn from the positive example of reduction of smoking in America. 
Much remains to be done. Today's limited but meaningful success is the result of a long-term 
effort that lasted over a generation. Extensive public education, warning labels, laws banning 
smoking in public places and a consistent message from the health care community 
ultimately resulted in societal changes that now appear to have gained a self-reinforcing life 
oftheir own. 

1. Plan a "walkable community." 
a. Land use designed to facilitate walking and biking can encourage cardiovascular 

health. Maintaining safe municipal trail systems, seasonal bike paths, and cleared 
wintertime walkways,permit citizens to.practice healthful life habits year around. 

b. Enlightened city planning and architecture can promote a more active lifestyle. 
c. As public demand for exercise opportunities grow, their inclusion in real estate 

development and city planning can improve property values. 

2. The role of public health as commuuity educator and provider. Municipal health 
departments need to serve many more people than those who seek care at the clinic. 
Promoting well ness and healthful living habits to the entire community is an essential 
part of the public health mission. This portion ofthe mission needs to be funded 
adequately in the budget. 

3. The importance of physical education in the schools- (not a "frill") It is important to 
teach children about the relationship between health, diet and exercise. Not every child 
will want to join a sports team, but learning to be responsible for their own health by 
incorporating physical activity into their daily lives is an important health lesson that 
cannot be ignored. 

4. Eliminate internal inconsistencies and conflicts between programs and objectives. 
For example, eliminate financial incentives in schools to promote unhealthy foods. 
Provide a financial alternative to schools that have come to rely upon income from selling 
junk foods in the schools. 
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5. Incentivize healthy behaviors through workplace activities. Convince the Top 49 
Alaska businesses to educate their employees on healthy lifestyles and offer healthful 
workplace activities. The Top 49 businesses would represent a large percentage of the 
Alaska population not already covered by Federal or Alaska Native health care systems. 
Encourage a Top 49 Health Summit to facilitate understanding and participation of 
these large Alaska businesses. 

6. Develop intervention programs for promoting the traditional rural diet. 

7. Reconsider rural access to dentistry as part ofthe study. Many rural communities 
lack a sufficient popUlation to support construction of a simple dental facility to house a 
full time dental practice. The investment required to maintain a facility for use by an 
itinerant dentist would likely need to be made by the community, possibly partnering 
with the state. Lack of roads prevents the use of mobile dental clinics that are used in 
other remote locations worldwide. 

8. Reduce the critical shortage of facilities for alcohol and drug detox, and psychiatric 
facilities. The lack of services these facilities provide can increase costs in the long 
run. Persons affected by alcohol and drug use, and the accidents they cause, account for a 
significant portion of the population needing care in hospital emergency rooms and 
psychiatric facilities. Yet Alaska has too few beds to treat those in need of drug and 
alcohol recovery. As a result we are forced to tolerate that burden of higher healthcare 
costs. Detox beds make good economic and health policy sense. 

9. Find ways to incorporate U.S Task Force on Preventive Health recommendations into 
medical practices, schools, work environments and homes. 

10. Continue the Institute of Circumpolar Health Studies to analyze common problems 
and look for solutions that will work for all circumpolar peoples. Similar environments 
and cultures may result in shared knowledge that can benefit those in northern latitudes. 
Many health issues in Alaska relate to weather, the environment, subsistence food 
quantity and quality, potable water and sanitation issues. These are issues shared by 
other circumpolar peoples. Alliances with other circumpolar countries, and organizations 
like the Institute for Circumpolar Health Studies may provide new insights in resolving 
some of these issues. 

Access improvement recommendations 

1. Workforce development issues 
a. Expand the WW AMI program. Improve the supply of primary care providers 

(family practice physicians, internists, nurse practitioners, physician's assistants), 
especially outside of Anchorage. Current or potential shortages can be identified 
in specific specialties. 

b. Market the Alaska lifestyle to Outside doctors. N with tourism, the State 
Medical Board, ASMA. Create a dog and pony show. 
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2. Investigate and modify the factors that influence the cost of professional liability 
insurance 

3. Reduce the number of uninsured Alaskans- A non-government designed system is 
probably preferable to a government-operated system. 

4. Investigate pooling smaller companies a 1a the Foraker Group in an effort to reduce 
premium costs. 

5. Promote lower cost models such as neighborhood health centers where appropriate 

6. Educate the public and promote same day access to alternatives other than hospital 
emergency rooms. This involves creation of more readily available and timely access to 
primary care. Alternatives could include increasing the number of primary care providers 
and clinics, establishing a variety of disincentives for visits for minor complaints, and 
establishing a system for care for the uninsured. Emergency rooms themselves may need 
to be reorganized and redesigned to separate life-threatening emergencies from routine 
medical needs. 

7. Examine uninsured models elsewhere; e.g. Utah, Maine and Florida. 

8. Adjust the Medicare (GME) reimbursement formula for Family Practice Residency 
programs. 

9. Ensure adequate government reimbursement to doctors, hospitals, community 
health centers, mid-level practitioners and community health aides without 
unreasonable bureaucratic burdens. 

10. Consider making accepting Medicare patients a condition of licensure in Alaska. 
This has been done in Massachusetts. Weigh the advantages of increased access for 
Medicare patients against the negative effect of attracting practitioners to Alaska. 

I I. Consider pu bUc hearings for health care insurance and professional liability 
insurance rates to facilitate price transparency. Currently insurance rates are largely 
negotiated between large institutional users and insurance carriers. As private contracts, 
the resulting rates are not disclosed. Individuals have little or no negotiating power and 
either have to accept or reject rates offered to them. The thought is that greater 
transparency could result in more favorable, or at least understandable, rates for 
individual consumers. 
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Quality improvement recommendations 

1. Promote and encourage primary prevention, early intervention, and evidence based 
practices by providers and payers of health care. 

2. Use meaningful benchmarks; e.g. the Alaska 20/20 example. 

3. Measure quality of service and make the information publicly available. 

Cost reduction recommendations 

I. Prevention through Public health education, and early intervention Preventing 
illness will save more lives, more lost work time and more healthcare dollars than any 
other option available to us as a community. Consider the adage "the cheapest health 
insurance is healthcare you don't need." Measures include flu shots when they are 
recommended and vaccinations against common diseases. Encourage the following 
behaviors: weight control, regular exercise, avoiding cigarettes and excessive alcohol, fat, 
salt, and sugar, adequate water consumption, and controlling blood pressure. 

2. Encourage and promote the establishment of an Electronic Medical Record with a 
common interface as a means to improved safety and efficiency of health care. 

3. Drug formularies-utilize where appropriate and effective. 

4. Promote the strong interrelationship between cost of health care and a state fiscal 
plan as a means of putting health and budget decisions in perspective. 

5. Fee and billing transparency. Mandatory disclosure of fees in advance oftreatment and 
"understandability" standards for medical billing. 

6. Encourage local cooperation and sharing of services and facilities. Promote 
community by community dialogue on the cost of duplication 

7. Analyze the possibility of saving money by joint purchasing by appropriate parties. 

8. Allocation and rationing might be considered if other measures fail to stabilize health 
care costs. 

9. Suggest legislation to mandate fee transparency 

10. Consider legislative solutions to tort and liability issues. QuantifY professional liability 
insurance, patient reimbursement and tort issues-are there legislative solutions? Look at 
tort reform experiences Outside, such as MICRA, for ideas that might apply to Alaska. 
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SUCCESS STORIES AND PROMISING PROGRAMS 

Alaska has a number of programs that have proven to be successful: 

Lifestyle and prevention 
• The South Central Foundation Primary Care Clinics place great emphasis on prevention. 

This results in some of the best state data for immunization rates, colorectal screening, 
mammograms and other standard preventive health interventions. 

Access 
• Anchorage Neighborhood Health Center 
• Other community health centers 
• Health aides in rural Alaska 
• South Central Foundation has programs that have established same day access. 

Utilization rates for emergency room use and specialty services have fallen dramatically. 
Utilization rates of primary care services have also had a modest decrease. 

Quality 
• Hospital quality control programs have heen established in all the major hospitals in 

Alaska with excellent results. For example, Providence Hospital received national 
recognition for reducing surgical site infections after joining a national collaborative 
focus on this issue. Alaska Regional Hospital was recognized for reducing pneumonias 
after intubations. The Alaska Native Medical Center has developed a national reputation 

. - - - - - - - - - - for quality improvement activities working in close association with the Institute for 
Health Care Improvement. All of our major hospitals have joined the national initiative 
known as the "100,000 Lives Campaign" to save this many lives in U.S. hospitals by 
June 2006. 
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Costs 
• The Alaska Federal Health Care Partnership, consisting of the DOD, VA, Coast Guard 

and the Alaska Native Health System, have been able to reduce costs by bulk purchasing 
and the sharing of clinical resources. 

Other programs show promise: 

• The State of Alaska has developed benchmarks for population health improvement 
targets in a document called "Healthy Alaskans 2010." 

Lifestyle and prevention 
• The Anchorage Daily News and a growing number of businesses are discussing well ness 

incentives in an effort to reduce health care costs. Generally all of these approaches are 
similar. Employees who agree to join this effort receive personal health care 
improvement plans and personalized coaching on· a regular basis. Some companies offer 
health care premium discounts as an incentive to participate. 
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Access 
• Anchorage Project Access is a developing physician initiative in Anchorage (adopting a 

national model) to provide free care to uninsured individuals who meet certain low­
income criteria. Almost all physicians and hospitals currently provide uncompensated 
care. By organizing this effort, other communities with this program have been able to 
efficiently provide more care to the uninsured. 

Quality 
• A new initiative in the U.S., public reporting of quality indicators in hospitals and nursing 

homes, is being required by the Center for MedicaidlMedicare Services (CMS). Hospital 
quality reports are now available on the Web under the title of "Hospital Compare." Both 
the federal government and insurance companies are instituting "pay for performance" 
programs to improve service quality by hospitals and doctors. Countries like Great 
Britain have already introduced these programs. 
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APPENDIX 

Key ideas in the 1994 CWN study "Health Care: Finding an Alaskan Solution" 

I. The health care reform debate is complex and controversial, with multiple players 
with competing interests. 

2. There are significant factual disputes about the health care system. 

3. Health care reform creates winners and losers. 

4. The most important conclusion for Alaskans: Involvement of Alaskans in the health 
care debate is vital. Some type of reform is inevitable and Alaskans must work to 
ensure that reform is responsive to our unique Alaskan conditions. 

Study Group Participants 

Co-chairs: Thomas Nighswander, M.D and Marvin Swink 
Editor: Duane Heyman 
Hartig Fellow: Dan Kiley, DDS 

Kathy Anderson, Eleanor Andrews, Sergei Bogojavlens!cY, MD, PC, .Steyen Boyd, Sharon 
- - - Cissna:BiII Dann, FredDyson, Mark Foster, Alice Galvin, Ed D, Catherine Giessel, FNP-CS, 

Scott Goldsmith, Ph D, Joe Griffith, Parry Grover, Carolyn Heyman-Layne, David Hudspeth, 
Jewel Jones, Nancy King, Jonathan Kumin, Edward Lamb, Grace Long, Ph.D, John Patrick 
Luby, Tana Myrstol, Rebecca Parker, Al Parrish, Joanne Partain-Phelan, Jeff Ranf, Noel Rea, 
Tessa Rinner, David Snyder, MD, Greg Thies, Lawrence Weiss, Ph D, MS, Heather Wheeler, 
RD, Tim Wiepking, Kevin Wiley, Joan Wilson, James Yarmon 
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2004·2005 Commonwealth North Officers and Board of Directors 
Jonathan Kumin 

President 
Janie Leask 

Vice President 
Patrick K. Gamble 

Vice President 
JeffStaser 

Vice President 
Morton Plumb Jr. 

Secretary 
Jan Fredericks 

Treasurer 
Joe Griffith 

Past President 
Joe Farrell 
Dr. Alice J. Galvin 
Walter J. Hickel 
Max Hodel 
Karen L. Hunt 
Jewel Jones 
Marc Langland 
Betsy Lawer 
James Linxwiler 
Loren H. Lounsbury 
Jeff B. Lowenfels 

Principal, Kumin Associates, Inc. 

Community Relations Manager, Alyeska Pipeline Service Company 

President & CEO, Alaska Railroad Corporation 

Federal Chairman, Denali Commission 

Director, Ted Stevens Anchorage International Airport 

State Director, UAA Small Business Development Center 

CEO, Chugach Electric Association 

Vice President and Chief Counsel, ConocoPhillips Alaska, Inc. 
Learning & Organizational Development Advisor, BP Exploration 
Former Governor; co-founder of Commonwealth North 
Founding president of Commonwealth North 
Retired Judge, State of Alaska 
Siebert Brandford Shank & Co., LLC 
President, Northrim Bank 
Vice Chair & Chief Operating Officer, First National Bank Alaska 
Shareholder, Guess and Rudd, P.e. 
Founding board member of Commonwealth North 
Lewis & Lowenfels 

Dr. Elaine P. Maimon Chancellor, University of Alaska Anchorage 
Thomas Nighswander, MD Assistant Dean, Alaska WW AMI Program; Medical Director, Qualis 

Health Alaska 
Mary Ann Pease 

Mike Sexton 
William Sheffield 
Marvin Swink 
Melinda Taylor 

William J. Tobin 
Mead Treadwell 
Alma Upicksoun 
Nancy Bear Usera 

David Wight 
Eric Wohlforth 
James Yarmon 

Duane Heyman 

Vice President, 'Investor Relations, Alaska Communications 
Systems, Inc. 
PublisherlPresident, Anchorage Daily News 
Former Governor; founding board member 
Senior Vice-President, Lynx Enterprises 
Communications Director, International Brotherhood of Electrical 
Workers 
Editor, The Voice of the Times; founding board member 
CEO, Venture Ad Astra 
Vice President, Chief Counsel, Arctic Slope Regional Corporation 
Senior Vice President, Corporate Relations, Alaska USA Federal 
Credit Union 
President & CEO, Alyeska Pipeline Service Company 
Attorney, Wohlforth, Vassar, Johnson and Brecht 
CEO, Yarmon Investments, Inc. 

Executive Director, Commonwealth North 
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The Charge 
Alaska Primary Health Care - Opportunities & Cballenges 

Approved by the Commonwealth North Board on July 20, 2004 

1. Questions to be addressed: 
a) How is primary health care currently being delivered to Alaskans? 
b) Are Alaskans receiving quality health care under the current scenario? 
c) What does the future hold for health care in Alaska? 
d) Are there ways to do a better job, such as by bridging the current multiple systems? 

2. Scope ofstudy: 
The intention of this study is to focus on primary care - the need for Alaskans to receive basic health 
care. Recognizing there are a number of health care areas which merit similar attention such as long­
term care, behavioral health, dental care, etc., the focus of this particular study is to address the past, 
present and future of primary health care in Alaska. The study will include an update/compilation of 
previous reports to provide a context. 
• The study will briefly explore the historical delivery of health care and how that history impacts 

the present challenges Alaska faces. In providing this background, the study will also look at the 
health status of Alaskans - is it abovelbelow that of other states Or are we keeping pace? 

• The study will explore the "drivers" behind the cost of health care in Alaska and will assess its 
impact, if any, upon economic development in the State. Access and quality of care/services are a 
critical determinant of cost within the various health systems in Alaska. 

• This study will identify principal health care entities and look at the current multiple health 
systems - what are the benefits and challenges? Are they sustainable? What impact, if any, do 
these multiple systems have on the cost and quality of health care? 

• .There are.a number of challenges facing health care providers and recipients; This study will 
identify those challenges and where possible, potential solutions. 

• There are a number of examples where health care entities are collaborating. The study will 
highlight the best practices and identify additional areas of collaboration. The study will also take 
into account lessons learned from other states. 

3. Nature of report to be Issued (Technical, Analytical, or Opinion): 
This report will analyze issues, identify a process for addressing them and suggest guiding principles. 
The report will provide background, current status and recommendations for change Or further study. 
While the report will largely express opinions, it will address technical issues that are necessary 
aspects of the larger picture. 

4. Conflict of interest standards: 
The intent of the study is to represent a balance between the geographic, demographic, ethnic and 
economic interests in Alaska. lt is expected that persons with interests in the outcome of the study 
will be members of the study group and will participate in its deliberations. Study group leaders 
should request that study group members identify their interests relative to specific points they 
advocate. 

5. Measure of success: 
This study will succeed by generating a greater understanding of and insight into health care issues in 
Alaska and areas in which health providers can work together for the mutual benefit of all Alaskans. 
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Resource People Interviewed 

9.23.04 Ed Lamb, AI Pamsh-Hospital perspectives 

9.30.04 Barbara Russell-Premera 

10.07.04 Alex Spector-VA, Lt. Col. Vic Rosenbaum-Elmendorf Hospital, Maj. Ward Hinger­
-TRICARE 

10.14.04 Commissioner Joel Gilbertson 

10.21.04 Paul Sherry-Alaska Native Tribal Health Consortium 

10.28.04 Tessa Rinner-Denali Commission 

10.28.04 The Maine Plan (Sergei Bogojavlensky, MD) 

11.11.04 Norman Wilder MD, MBA (Regional), Roy Davis MD (Providence}-Quality and cost 
control initiatives 

11.18.04 Rod Betit-State Hospital & Nursing Home Association 

12.02.04 Catherine Schumacher MD-Access to health care in Anchorage 

12.09.04 Cathy Giessel, MS, FNP-CS-The role of nurse practitioners 

12.09.04 Harold Johnston, Mo.-Program Director, Alaska family Practice Residency 

1.06.05 Joan Fisher - Executive Director, Anchorage Neighborhood Health Center and Medical 
Director, Dr. Tom Hunt and Beverly Wooley, Director, Anchorage Municipal Health 
Department 

1.27.05 Janet Trautwein - VP Government Affairs, National Assn of Health Underwriters 

1.28.05 (Forum) panel discussion with Commissioner Joel Gilbertson, Al Parrish, Randall 
Bums-Alaska Small Hospital Performance Improvement Network, Dr. David Snyder­
Alaska Native Medical Center 

2.03.05 James Jordan, Executive Director, Alaska State Medical Association 

3.10.05 Ann Conway, Maine Center for Public Health 

3.25.05 Joseph Ditre, Executive Director, Consumers for Affordable Health Care Foundation 
(Maine) 
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Executive Summary 

The Alaska Health Care Strategies Planning Council 
Final Report: Summary and Recommendations 

December 23, 2007 

On February 15, 2007, Governor Sarah Palin issued Administrative Order #232 
establishing the Alaska Health Care Strategies Planning Council in the Office ofthe 
Governor. The purpose of the Council was to build the foundation for developing a 
statewide plan to identify both short-term and long-term strategies that effectively 
address issues related to access, cost and quality of health care for Alaskans. Members of 
the Council, all appointed by Governor Palin, are listed in Appendix C. 

The Council interpreted its charge from Governor Palin broadly, to focus on the overall 
goal of improving the health of Alaskans. Within that broad charge, the Council 
considered health care to be an important component in improving the health of 
Alaskans. According to the Council, health care is a broadly defined term, relating to the 
prevention, treatment and management of illness, preserving mental, behavioral, physical 
health, and dealing with chemical dependency. 

In accordance with the order, the Council reviewed and synthesized the extensive body of 
existing research on the subject, agreed upon the most salient facts, and identified the 
most significant health care issues in the state. Based on seven overarching healthcare 
challenges identified by the Council, members articulated the following seven 
comprehensive health care policy goals: 

• Personal responsibility and prevention in health care will be top priorities for 
. government,_the private sector,_tribai-entities, communities, families, and 
individuals; 

• Health care costs for all Alaskans will consistently be below the national 
average; 

• Alaska will have a sustainable health care workforce; 
• All Alaskan communities will have access to clean and safe water and 

wastewater systems; 
• Quality health care will be accessible to all Alaskans to meet their health care 

needs; 
• Develop and foster the statewide leadership necessary to support a 

comprehensive statewide health care policy; 
• Increase the number of Alaskans covered by health insurance and encourage 

employers to offer a range of health insurance options. 

Because of its short time frame, the Council was unable to address the Administrative 
Order's directive to present fiscal information to accompany each of the short- and long­
term strategies. Unfortunately, with only 24 hours of face-to-face meeting time, 
identifying the fiscal impact of recommendations remains unaddressed, and must be a top 
priority in future consideration by this or subsequent bodies. 

The Council's Vision and Long-term Goal 
At its inaugural meeting on June I I, 2007, Council members articulated an overall vision 
of health care in Alaska - that "Alaskans are the healthiest people in the nation." This 
vision led to development of a concrete mission statement describing the ultimate 

I 
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outcome of the Council's work: "To develop strategies, including performance 
measures, to provide health care access to all Alaskans by 2014 . .. 

The "Fact-Based Process" 
The work of the Council was facilitated through a "fact-based" process by Mr. Dennis 
McMillian, President and CEO of The Foraker Group, an Alaskan-based nonprofit 
corporation. Members were asked to review existing research and initiatives, and hear 
from subject-matter experts on the major issues in Alaska's health care system. Only 
those facts garnered from existing sources and/or presented to the Council at its meetings, 
and which were widely recognized by Council member as salient to the process, were 
allowed to remain in the conversation. 

While time-consuming, the fact-based process allowed the development of a solid basis 
for discussing the issue of health care in Alaska, highlighting the major challenges with 
that system, and identifying realistic solutions to address those challenges. 

Alaska's Health Care Challenges: A Strategic Plan for the Future 
In the opinion of the Council, there are seven challenges requiring immediate and 
comprehensive attention in Alaska's health care system: 

• Prevention and personal responsibility don 't play big enough roles in the 
health and health care of Alaskans; 

• Receiving quality health care in Alaska is expensive, well above the national 
average, and increasing; 

• There are significant shortages in the health care worliforce across the state; 
• Water and wastewater systems in many rural communities lead to health 

problems; 
• Quality health care is difJicult to access for many Alaskans, urban and rural; 
• There must be consistent and focused state and local leadership to improve 

the health of Alaskans, and build a comprehensive health care system in 
Alaska; 

• Health insurance is an important if as yet misunderstood part of 
comprehensive health and health care. 

Based on the vision of a healthy Alaska, a one-page "Alaska Health Care Action Plan" 
was developed by the Council. The plan appears in the following section, and includes a 
combination of long-term and short-term goals. Where applicable, the short-term 
strategies appear at the beginning of the relevant goals. 

During its work the Council was able to generate dozens of possible solutions to address 
the challenges, much of that the result of "brain-storming." The identified solutions are 
presented in Appendix A. Most require development of implementation plans, which 
was considered beyond the scope of the Council's work, especially given the short 
window for completion of its tasks. Although they are not developed fully, the 
articulated solutions in the plan, and within Appendix A, present a real and actionable 
foundation for helping to meet the goals in the "Alaska Health Care Action Plan." 

2 
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Alaska'5 Health Care Action Plan: "Making Alaskans the healthiest people in the nation. " 
Long-Term Goals and Strategic Directions (2008 - 2014) 

GoalOne: Health costs for all Alaskans will consistendy be below the national average. 
• Increase the place of consumerism in health care purchasing by giving people control over their health care dollar - the 

foundations 3Te accessible, transparent, evidence-based price/quality information about providers and services (short-tenn) 

• Create an easily accessible and constantly updated website containing evidence-based price and quality infonnation about 
health care providers and services (short-term) 

• Increase community-based health care services, both public and private sector 

• Stabilize the costs of health care by reducing the rate of increase relative to other states (national increase is 6%, decrease 
Alaskan rate to 4% annual increase) 

Goal Two: Alaska will have a sustainable health care workforce. 
• Increase WWAMI seats to 50 per year, and increase seats in VA Nursing and Nurse Practitioner programs (short-tenn) 

• Develop policies and systems to alleviate the health care worker shortage, and prevent it from recurring 

• Implement a doctoral-level nursing program at the University of Alaska to meet the 2015 deadline for Nurse Practitioner 
education requirements 

Goal Three: All Alaskan communities will have clean and safe water and wastewater systems. 
• Improve adherence to the state's existing water and wastewater treatment "plan," through the Village Safe Water Program 

Goal Four: Quality health care will be accessible to all Alaskans 10 meet their health care needs. 
• Expand tele-health and electronic health record systems. taking the lead in pursuing matching FCC grant funds (short-term) 

-. Increase presence ofthe·publjc.·health system, particularly public health nurses, especially in rural communities (short-term) 

• Increase access of Alaskans to a primary care provider and behavioral health provider when they are needed 

• Decrease the likelihood that Alaskans will use emergency rooms for primary care 
• Reduce the impact of existing barriers to health care accessibility by exploring private enterprise incentives 
• Improve primary and long-tenn health care options for elders, particularly with regard to Medicaid and Medicare 

Goal Five: Personal responsibility and prevention in health care will be lOP priorities for government, the private 
sector, tribal entities, communities, families, and individuals. 

• Decrease the impact of obesity, smoking. substance abuse and other lifestyle factors on the health of Alaskans, through 
intense public education with public and private partners (short-tenn) 

• Improve the likelihood that every Alaskan will choose to live a healthy lifestyle and make healthy lifestyle choices 

• Increase the place of personal responsibility in health care decision making for all Alaskans 

)(1 Goal Six: Develop and foster the statewide leadership necessary to develop and support a comprehensive statewide 
~health and health care policy. 
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• Create an ongoing, quasi-independent, non-partisan, volWlteer "Alaska Health Care Commission" in statute (short-term) 

• Elevate the discussion of health care to a statewide audience 

Goal Seven: Increase the number of Alaskans covered by health insurance 
• Raise the eligibility criteria for Denali KidCare from the current 175% to 200% of federal poverty limits (short-term) 

• Reduce potential for financial impact from catastrophic loss by supporting new and innovative approaches to insurance for 
individuals, which would be consumer-owned, portable, and purchased with pre-tax dollars 

• All Alaskans have at least a catastrophic. incentive-based insurance option (Le., high deductible coverage) 

• Encourage employers, through varied incentives, to offer a range of insurance options/choices to employees - to include at a 
minimum. high deductible plans 

3 
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Alaska's Health Care Challenges: Discussion and Recommendations 
The Council engaged in lengthy discussion of the seven main challenges facing Alaska's 
health care system, and generated the following discussion points related to each. 

• Defining the specific problem or problems 
• Why addressing them through comprehensive state action is important 
• What should be done about it- in other words, identifYing desired outcomes 

In addition to discussing what should be done to address each problem, the Council 
generated possible solutions and solicited public comment on the Health Care Action 
Plan. A Strategic Implementation Table (Appendix A) list the many solutions generated 
by the Council, and sets the foundation for implementation of selected short and long­
term strategies. The full text of public comment will be presented to Governor Palin 
under separate cover, but the overriding themes contained within those comments are 
summarized in Appendix B. 

Goal One: The High Cost of Health Care in Alaska 

What's the problem? The costs of prodUCing quality health care are high, and 
therefore it is quite expensive to be a consumer of that care. The costs of health care in 
Alaska are already well above the national average, and like the rest of the nation are 
increasing. 

Why this is important: A new approach to this problem must be embraced if there is to 
be long-term, positive reform in Alaska's health care system. If Alaska continues along 
the same path, the results will remain unchanged. Reducing the rate of increase in the 
costs of health care is a "must do" priority, and Alaskans need to get the best value for 
health care dollars spent. Every health care dollar must be spent wisely. Broadly stated, 
the high cost of health care is a barrier to many Alaskans getting the health care they 
need. The present system supports the high and increaSing costs of health care and 
ineffiCient utilization of health care dollars. 

What should be done about it: Decreasing the rate of growth in health care costs in 
Alaska will require development of a high-quality health care system that is evidence­
based, consumer driven and market-responsive. With respect to lowering costs, 
insurance that is portable and consumer-owned plays a central role, and requires much 
more discussion at the state level. Overall, giving people more control over their health 
care dollar is a central component, as is providing appropriate, accessible, transparent, 
and evidence-based cost and quality information about health care prOViders and 
services. In the short-term, one of the most important goals should be state creation of 
an easily accessible and up-to-date website providing health care cost and quality 
information to Alaskans. These strategies alone are not suffiCient to reduce the overall 
cost of health care in Alaska, nor to reduce the rate of growth. Closely related are the 
subjects of personal responsibility, access to health care, increasing the number of health 
care providers, and insurance. 
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Goal Two: The Health Care Workforce 

What's the problem? There are significant shortages in the health care workforce 
across the state. Alaska needs more health care workers throughout the system, at al/ 
levels. 

Why this is important: Without ample health care workers, the system will continue to 
falter - it is already showing signs of strain. Lack of a sustainable health care workforce 
is a primary factor in the increasing costs of health care, and also in the decreasing 
access of health care for Alaskans. In addition, significant access issues exist in both 
urban and rural areas, which will likely require expansion of the health care workforce. 

What should be done: Statewide policy should enable the creation of a sustainable 
health care workforce that alleviates the current shortage and prevents it from recurring. 
A good start is to "grow more of our own" within Alaska, by presenting health care 
professions more prominently as viable career options, with students continually 
encouraged to build the skills and the interests necessary to pursue health care careers. 
In the short-term, to increase primary care providers in the state, the number of WWAMl 
seats should be increased to meet the projected need of 50 per year in the next decade. 
In concert with that, the University of Alaska nursing doctorate degree should be 
implemented as well. The number of resident positions in the Family Practice Residency 
Program should be increased. as should the number of graduates in both the UA Nursing 

- -and-Nurse-Practitioner-Programs. - - - - -

Goal Three: Sustainable Rural Water and Wastewater Systems 

What's the problem: Water and wastewater systems in many rural communities are 
inadequate, unsafe, or non-existent, and can be a major cause of health problems within 
those communities. 

Why this is important: There is a strong correlation between the health of Alaska's 
rural residents, and water and wastewater safety. Building and operating clean drinking 
water and wastewater disposal systems is one of the most effective means for improving 
the health and wellness of rural Alaskans and rural communities. 

What should be done: There is an active state program in place to bring sustainable 
and safe drinking water and wastewater disposal systems to all of Alaska's rural 
communities - the Village Safe Water Program. However, the real success of that 
program depends on the recognition by state policy makers that there is no "one size fits 
all" approach to bringing those systems to rural Alaska. What works in one community 
may not work in another. Efforts to provide infrastructure that the community can 
support in thefoture should continue. The state's long-term health care policy, therefore, 
should improve and ensure the state's adherence to the "plan" for bringing sustainable 
and appropriate safe water and wastewater systems to every Alaskan community. 

5 
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Goal Four: Access to Health Care 

What's the problem? Accessing quality health care is difficult for many Alaskans. both 
urban and rural. There is little consistency of access to health care for all Alaskans­
some have it all the time. some have it some times, and some have it hardly at all. In 
Alaska 's urban areas there is a lack of access to necessary specialized care and efficiem 
"same-day" primary care. In rural communities. there is ojien no access at all to health 
care because of a variety of barriers. including costs, geography, transportation 
challenges, lack of providers and much more. 

Why this is important? The lack of access to quality health care contributes to 
Alaskans' wellness challenges. Being able to guarantee timely access to primary care, in 
particular, presents significant challenges; but appropriate primary care is one of the 
most effective means for keeping Alaskans healthy. There was considerable discussion 
among members about the positive impact of Community Health Centers, and the state's 
public health nurses, in providing greater access to health and health care opportunities. 

There was agreement among Council members on two major points relevant to health 
care access. First, Community Health Centers (CHCs) are a valuable part of the "health 
care safety net" for A laskans. Second, the state's public health nursing structure is one 
of the most important mechanisms for affording greater access to a wider range of health 
care. The problem with CHCs and public health nursing is that both programs are under­
funded. Community Health Centers are federally fonded, and most states prOVide 
supplementaljinancial assistance because CHCs are viewed as an important part of the 
overall health care system in those states. Partly due to the provision of health care 
services to the under-insured and uninsured, CHCs consistently face budgetary 
challenges. In Alaska, CHCs receive virtually no fondingfrom the state. Similarly, the 
state's public health nursing system has been chronically under-fundedfor years. Ever­
decreasing state dollars for the Public Health Division has meant that fewer andfewer 
public health nurses are able to do their important work improving the health of 
Alaskans. 

What should be done: Accessing health care should not be difficult for Alaskans, and 
broad poliCies that improve access to primary care and behavioral health care should be 
the focus of any state health care policy. Strategies should include: I) the state becoming 
more actively engaged as an active investor in the Community Health Center system 
through supplemental funding and regulatory relief; 2) appropriate fundingfor and 
utilization of the state's Public Health Division, in particular the Public Health NurSing 
program; 3) building monetary and other incentives into the health care system which 
encourage Alaskans to more effectively utilize primary care opportunities; 4) leveraging 
information technologies such as tele-health and electronic health record systems which 
can improve access while reducing costs; and 5) reducing barriers to private clinicians 
practicing in underserved areas. In the very short term, the state could take the lead in 
guaranteeing that the required "match" associated with the current $/0 million Federal 
Communications Commission tele-health grant is made. 

6 
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Goal Five: Prevention and Personal Responsibility 

What's tbe problem: Prevention and personal responsibility play too small a role in 
health care. including maintaining and improving health. While Alaskans may 
understand the connection between their lifestyle choices and their individual health. for 
the most part they do not make a connection between personal choices. having a personal 
stake in their health. and the cost of their health care. Alaskans are not optimally 
encouraged and equipped to make the kinds of choices that improve health and 
subsequently decrease health care costs. 

Why this is important: More healthy Alaskans translates into fewer sick Alaskans. and 
improved quality of life with resultant cost savings. A clear understanding of the role of 
personal choice in individual health status and the impact on health care costs. as well as 
the central role of government in supporting health choices. are critical components in 
developing long-term strategic health and health care policies. 

What should be done about it: Solving this problem requires a two-pronged approach. 
First. Alaskans must be encouraged to playa much greater role in their own wellness by 
having both a personal andfinancial "stake" in their own health. Having a "stake" in 
their own health is the product of a personal investment in weI/ness. and realizing the 
financial benefits of saved dollars by maintaining healthy lifestyles. In the opinion of the 
Council. the most effective mechanism for increasing the personal health investment of 
Alaskans is incentivizing and supporting positive change.-

Second. governments. school districts. tribal entities and other employers are uniquely 
situated to be catalysts for positive change. These entities have the influence to help 
Alaskans understand and make healthy choices. while at the same time avoiding those 
lifestyle decisions that contribute to poor health. 

Goal Six: Statewide Leadership 

What's the problem: A lack of consistent statewide leadership makes development of 
comprehensive statewide health and health care policy challenging. 

Why this is important: Public leaders have a pivotal role as catalysts for positive 
change. Commitment at the executive and legislative levels to comprehensive and lasting 
change will effect health and health care in Alaska. 

What should be done about it: The Council believes that government has an obligation 
to "jump start" healthy choices through incentives. and in addition build the necessary 
incentive structures for the foture. Positive change will be the result of a concerted effort 
by the governor and the legislature. through partnering with local communities. in a 
long-term commitment to maintain positive momentum. The key is elevating the 
discussion of health and health care to the statewide level. 
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One of the most effective mechanisms for solidifYing that long-term commitment to 
bringing positive change to Alaska's health care system is to establish through statute a 
quasi-independent "Alaska Health Care Commission, " which would seek to provide 
advice on innovative solutions, and act as a catalyst for positive change. The 
Commission would be responsible for advising state leaders on incentivizing positive 
lifestyle choices; fostering ongoing research; controlling health care costs; improving 
access, and ensuring a sustainable health care workforce. 

Goal Seven: Health Insurance 

What's the problem: Over 100,000 Alaskans - including more than 14,000 children­
are without health insurance at some time during any given year. When insurance is 
made available, there is often a misconception that it should cover everything, from 
routine and predictable events to catastrophic occurrences and long-term care; this 
misconception increases the cost of health insurance beyond the reach of many Alaskans. 

Why this is important: Having access to health insurance coverage is one of the most 
significant determinants of access to appropriate health care. Alaskans who do not have 
health insurance are often unable to get the services they need to become healthy, and to 
maintain wellness. 

When uninsured Alaskans do seek health and health care services, it is often for 
expensive chronic conditions which could possibly have been avoided if they had had 
health insurance coverage, or access to appropriate primary care. When Alaskans who 
may not be eligible for Medicaid and Denali KidCare do access health care, they are 
often unable to pay and often seek care in a hospital emergency room, which is the most 
expensive and inefficient mechanism for receiving primary care. The costs of such access 
are borne across the whole health care system, which raises the overall costs of health 
care in A laska. When the uninsured who are not eligible for Medicaid and Denali 
KidCare do pay for health and health care services, they often do so at significant 
personal andfamily financial impact. 

Not having insurance is only part of the problem, and simply providing insurance under 
the current structure is not the answer. With the exception of preventative health 
services, comprehenSive health insurance is not an efficient way to pay for routine and 
predictable care, such as the common cold. ear infections, hang nails, and sprained 
ankles. Whereas health insurance IS the most important tool for protecting people from 
unplanned catastrophic health events, it is an inefficient way to pay for routine 
expenditures. Therefore, the current system, which relies on insurance to pay for routine 
and predictable health care expenses, raises the costs of premiums above the reach of 
many Alaskans. 
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What should be done about it: More Alaskans need to be covered by efficient health 
insurance plans. Increasing the number of Alaskans covered by efficient health 
insurance will be the result of several specific actions. In the short-term, the Council 
recommends that the state immediately pursue and support change in the Denali KidCare 
program to make Alaskan children infamilies at 200% of the federal poverty level 
eligible for coverage. While there was a majority vote among Council members 
regarding this expansion of Denali KidCare coverage, the role of that program within an 
efficient and effective system of health care coverage is worthy of continued debate at the 
statewide level, through the recommended "Alaska Health Care Commission. " 

To most effectively cover the adults and remaining children without health insurance, 
bringing consumerism to the forefront of Alaska's health insurance structure is 
important. Alaskans should have access to choices, through a wide range of health 
insurance options, including at the very least high deductible coverage with a strong 
prevention component. The key to success is insurance that at least covers catastrophic 
care, so no Alaskan suffers from the extreme financial burden of catastrophic or 
unanticipated health events. Whereas some uninsured Alaskans are not working, most 
are working for employers who would like to, but cannot necessarily afford to, provide 
health insurance coverage for their employees. Therefore, through incentives, Alaskan 
employers should be encouraged to offer a wide range of coverage choices, to include at 
a minimum, high deductible coverage. 

Consumerism is an essential component of bringing rationality to the health insurance' 
structure in Alaska, and extending coverage to as many Alaskans as possible. The key to 
success is insurance that at least covers catastrophic care, so no Alaskan suffers from the 
extreme financial burden of catastrophic or unanticipated health events. In addition, 
insurance must be consumer-owned, market-responsive and portable; this 
recommendation has received attention elsewhere in this report. Coverage options 
debated in the Council's discussions, which are by no means exhaustive, include Health 
Savings Accounts, Health Opportunity Accounts, and high-deductible plans with a strong 
prevention component. This list provides a solid foundation from which to continue the 
ongoing discussion about expanding health care coverage for all Alaskans. 

Summary and Conclusions 
Resolving the health and health care issues in Alaska will not be the result of a single 
solution. Instead, bringing real and lasting change means working together in 
partnership. Many of the solutions presented within this report fall squarely within the 
purview of state government. But no matter how committed state government is, 
solutions will not be forthcoming without involving all stakeholders as partners for 
change - from individual Alaskans to families, nonprofit organizations and private sector 
employers and employees, communities and local governments, tribal entities, state 
government, the governor, the legislature, and the federal government. 
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The Council has deliberately not prioritized solutions for solving the problems it has 
identified with the health and health care system in Alaska. Indeed, all of the problems 
must be addressed concurrently if real, long-term.change is to take place. Having said 
that, within those identified by the Council, one is definitely the larger-order problem, 
meaning if we can solve it, many of the other problems will be alleviated. That problem 
is the lack of prevention and personal responsibility. 

By improving the place of prevention and personal responsibility in the health and health 
care decision-making rubric of Alaskans, costs of health care could be lower than they 
otherwise would be. With concentration on a wellness model of health care, as well as 
state support for the Community Health Center system and a robust public nursing 
program, the current access problems could be significantly reduced. Most Alaskans will 
have both the motivation and the means to maintain their own wellness. And with greater 
wellness, the composition ofthe health care workforce will likely change, decreasing the 
dependence on health care professionals who are the most difficult and most expensive to 
attract and retain. 

Becoming the healthiest people in the nation is indeed a grand vision - but it is real and 
achievable. 

Respectfully Submitted, 

The Alaska Health Care Strategies Planning Council 
December 23, 2007 

10 
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Appendix A: Strategy Implementation Table 

_._----_._---] 

I 

2008 I 2009 I 2010 I 2011 I 2012 I 2013 I 2014 

Shurt-Trrm Slrat~il"S Action Requinod Expense Timelinc I
lmplemeotDtioo 

(Poli.;y. Rcguhltiu"~ 
( or in lelllt'lIIatioll hefN,'t!t!n 2008 and lOIO) Statute J 

• Create an ongoing and quasi-independent "Alaska Health Care 
Commission." 

• Promote incentives for clinic use. rather than the use of emergency 
rooms for routine/primary care. 

• Promote the use and expansion of Community Health Centers 
throughout the state. 

• More effectively target recruitment of health care professionals by 
marketing Alaska to rest of nation/world as a great place to live, work, 
raise a family, enjoy nature. etc. 

.• Conduct a comprehensive, statewide health care workforce 
assessment. 

• Continue to support Alaska Native Tribal Health Consortium's 
ongoing efforts to develop sustainable, community-specific water and 
wastewater capacity in all villages. 

• Increase quality of and access to Telemedicine, Community Health 
Aides/Practitioners, Community Mental Health Aides and Community 
Dental Health Aides. 

• Implement a prevention-focused "Fit for Life" social marketing 
progrsm that is multigenerational and culturally aware .. 

• Emphasize the role of the public health nurses inprevention and 
wellness - from well-baby checks on up to flu shots for elders. 

• Support programs to encourage employers to offer employees "time 
off- for making healthy lifestyle choices and maintaining wellness. 

• institute "Silver Sneakers Programs" - for elders - to keep elders 
healthy. 

• Ensure public health immunization ftmding. 

• Fund free and/or low-cost cJinics. keeping in mind uninsured 
Alaskans. 

• incorporate a "Wellness Certificate" into the PFD program, and give a 
five percent boost in the dividend for maintaining a healthy lifestyle. 

• Foster a state culture through policy that rewards schools for ;"'ellness. 

• Provide financial incentives for Uhealthy schools." 

• Support the ongoing efforts to establish comprehensive health care 
insurance options to employees of Alaska's nonprofit sector. 
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• 
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:. 

• 

• 
• 
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• 

Pay the tuition - or forgive student loans - for residents from rural 
Alaska who are willing to practice - after graduation - in their home 
community. 

Institute student loan forgiveness for medicallbealth professionals and 
para-professionals who make a cornmiunent to stay in Alaska. 

Provide grants for low-income vocationaVtech students in Certified 
Nurses Assistant/Pharmacy Tech programs, 

Increase the presence of public health system, particularly public 
health nurses, especially in ruml communities. 

Follow through on existing state plans for safe drinking water and 
wastewater, through the Village Safe Water Program and other efforts, 

Support and expand telemedicine and tole-behavioral medicine -
include education, maintenance and equipment upgJ'ades, 

Increase behavioral health training and support, 

Increase available slots in Physician Assistant and Nurse Practitioner 
programs at the University of Alaska and with other academic 
partners. 

Increase number of Residents in Family Practice Residency Program. 

Create a greater awareness of the distinction between routine and 
predictable health care costs (less expensive) and unanticipated or 
catastrophic costs (more expensive). 

Promote Health Savings Accounts and high deductible insurance plans 
- for individuals and employers. . 

Provide incentives for providers and consumers. with perfonnance 
measures and rewards (for providers). based on evidence-based 
results. 

Foster better infonned congumers through creation of a dynamic 
(continuously updated) website providing transparent quality and cost 
information about medical services, prescriptions, etc. I 

i 
• Build teaching capacity in K-12 schools to excite young Alaskans I 

about the physical sciences generally, and the health care field in , 
i particular. , 

~.l!t!,!.eas-".R~.i!!ties fo~.!'~ling a.leohol t.~-,,~~_. __ ._ .. _ ... 00 ___ .1 ___ _ , 
i , ___ ... _.-L-. ____ L._. ___________ . _, •. _. __ _ 

I impllllll'lIt:.Jlion 
, I 

I /l1\~-lllm .... 1'11\:..:1\\ I \.:(,"n Rt.'quill'd ,I \J)t'I1'\ I IlmdJlIl' 

1:\"'."j('!,;U!,UPl ' ! 
f/(" im 11,"/11,'11/11/11'" h"fllt','" ~~()lfJ - _'II/./) ..... : 11(,7cl. I 

uppo gy p 

• Promote insurance that is portable, consumer·focused and consumer 
owned, purchased with pre-tax dollars, 

• Increase Alaska WW AMI seats to 50 iyear - the projected need to 
meet demand in the next 10 years. 

• Institute doctoral NP program at UM, 

• lncrease the availability of education programs for healch care 
disciplines. 

12 



The Alaska Health Care Strategies Planning Conncil 
Final Report: Summary and Recommendations 

December 23, 2007 

• Expand State role in direct funding of and improving access to I I I Community Health Centers. 

• Foster a conswner-directed health care approach to 10ng-tem1 care. I I I 
• Encourage the implementation of a consurner·directed health care I I I system. 

• Integrate "consumerism," encouraging people to shop around for the I I I best quality snd appropriate cost and consider personal responsibility. 

• Encourage formation of Tobacco Free communities, businesses and I I I workplaces through Statewide Clean Indoor Air Act. 

• InstitutelIncrease A1cohal taxes. I I I 
• Increase fluoride in drinking water. I I I 
• Reduce barriers to establishing and running CHCs: (state and federal 

I I I 
I red tape). 

i 
• Where establishing a CHC is difficult, encourage creation of public-

orivate oarmershio in creatiIll!' lureent care clinics. 

13 
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The Alaska Health Care Strategies Planning Council 
Final Report: Summary and Recommendations 

December 23, 2007 

Appendix B: Summary of Public Comment Received by the Council 

• Support the Community Health Centers as a way to improve access and decrease 
use of the emergency room for primary care. 

• Improve e-health 
• Increase workforce, specifically mid-level practitioners 
• Incorporate incentives to attract and retain necessary health care workers, 

including loan forgiveness and other repayment incentives 
• Make sure to get the mix right of what is needed in the health care workforce 
• Recruitment programs are best done in state 
• Build interest in the health care field at the middle and high school level 
• Develop a statewide group with oversight responsibility for recruitment and 

retention - because it cost too much for individual organizations to do it 
• Eliminate shortage ofUA educators in health care professions 
• Put fluoride in rural water systems 
• Improve the place of preventative dental service in the health care continuum 
• Prevention, collaboration and partnerships are the key to improving access 
• Building existing programs makes the most sense, versus making new programs 

and the associated structures 
• Remove bureaucratic barriers to effective health care access 
• Examine innovative solutions that involve Medicaid reimbursement 
• Acknowledge and build upon the work of public health nurses and the public 

health nursing program 
• Include alternative treatments when talking about prevention and personal 

responsibility 
• Improve worksite health as a cost-saver 
• Most feel there should be basic, portable insurance coverage for all Alaskans 
• Concentrate on preventing sickness rather than curing it 
• Should be at least some mechanism to insure a minimum coverage for all 

Alaskans 
• People with disabilities have real trouble finding primary care - the state should 

close the gap in those services 
• Alaskans need a range of services that are affordable - maybe the state should 

subsidize those services 
o Don't forget the severely disadvantaged - Alaska's working poor 

• Funding for substance abuse and mental health are effective preventative services, 
which lead to increase wellness 

• State must support the e-health FCC grant 
• State should not be shy about supplementing the loss offederal Medicaid dollars 

with state support 
• Behavioral health in Alaska has taken huge cuts, and the system is on the verge of 

crisis 
• The broadly stated goals of the Council really skip over the importance of 

behavioral health and substance abuse as preventative factors 

14 
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December 23, 2007 

• Oral health needs to playa more significant role in overall health 
• Need more dental techs in the health care workforce 
• Realize that turning 65 in Alaska means no more health care for most elders 
• Make it easy for people to navigate the health care system - now it is really 

difficult 
• Remove barriers that prevent Alaskans from receiving necessary primary care, 

and to get Denali KidCare after birth 
• There MUST be a continued forum for addressing health care issues in the long 

term 

15 



4454 

The Alaska Health Care Strategies Planning Council 
Final Report: Summary and Recommendations 

December 23, 2007 

Appendix C: Alaska Health Policy Council Members 
The council is composed of 14 Alaskans appointed by the governor: 

o Jeff Davis of Anchorage has served as president of Premera Blue Cross Blue 
Shield of Alaska for nine years, which provides insurance for 180,000 Alaskans 
statewide. 

o Cathy Giessel of Anchorage is a registered nurse and advanced nurse practitioner 
whose career and experience spans more than 30 years. 

o Dr. Derek Hagen of Anchorage is a doctor of osteopathy associated with Primary 
Care Associates, the largest private family practice in the state. 

o Thomas Hendrix, PhD; of Anchorage is an assistant professor at the University of 
Alaska School of Nursing specializing in the policy, economics, assessment, and 
fundamentals of health care. 

o Don Kashevaroff of Anchorage is the chair and president of the Alaska Native 
Tribal Health Consortium, and serves as the primary spokesman for the 
Consortium regarding state and federal funding, legislation, and regulatory issues. 

o Brian Slocum of Fairbanks is the administrator at Tanana Valley Clinic, the 
largest mUlti-specialty, multi-site practice in Alaska. . 

o Dr. Michael Carroll of Fairbanks is a private practice physician, specializing in 
internal medicine and oncology. 

o Donna Fenske of Homer served the State of Alaska as a public health nurse from 
1979 to 2004 and most recently has provided community health aide services in 
Port Graham and Nanwalek clinics, and nursing services to K-12 students in rural 
communities in the Kenai Peninsula Borough School District. 

o Steve Hom of Soldotna is the executive director of the Alaska Behavioral Health 
Association whose members are the businesses that provide direct services to 
recipients of behavioral health services throughout the state. 

o Dr. Cathy Baldwin-Johnson of Wasilla is a private practice family physician and 
the 2002 National Family Physician of the Year from the American Academy of 
Family Physicians. 

o Karen Rhoades of Wasilla is the owner and operator of Northern Living Centers, 
a five bed assisted-living home. 

o Tim Joyce of Cordova is a three-term mayor of the City of Cordova who has dealt 
with escalating community medical costs, a constant turnover of medical center 
administrators and a community medical center that is continually in need of city 
assistance. 

o Rod Betit of Juneau is the president and CEO of the Alaska State Hospital and 
Nursing Home Association (ASHNA), a not-for-profit association with members 
representing hospitals, nursing homes, and Native Alaska health care providers. 

o Dr. Bob Urata of Juneau has served as a family physician for over 23 years, and 
has served on the Bartlett Regional Hospital Board of Directors. 

o Commissioner Karleen Jackson managed the Health Council. Serving as ex­
officio, non-voting members were Senator Bettye Davis and Representative 
Peggy Wilson, chairs of the Health, Education and Social Services committees in 
the Alaska State Legislature. 
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COMMONWEALTH 
NORTH 

Resolution 2009-3 
In support of continuing the Alaska Health Care 

Commission as proposed in Senate Bill 172 
April 14, 2009 

This resolution is based on the 2005 Commonwealth North study entitled "Alaska Primary Health Care: 
Opportunities and Challenges." 

Commonwealth North: 

Encourages the Alaska State Legislator to extend the life of the Alaska Health Care Commission 

Requests all state legislators to approve authorizing legislation in Senate Bill 172; and 

Forwards this resolution to all members of the Alaska State Legislature, Governor Sarah Palin, and Alaska's 
congressional delegation. 

Resolved for the following reasons: 

1. A body needs to be vested in the long term interest in understanding and improving the system; consistent 
advocacy is necessary make needed fundamental changes 

2. Through the quality of its participants, and the comprehensiveness and depth of its vision, the body will set 
a standard of credibility that will sustain its ongoing operations and facilitate implementation of its 
recommendations 

Approved by the Commonwealth North Board of Directors 
April 14, 2009 
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Alaska Commission on Aging 

February 2. 2010 

Senator Donald Olson 
Alaska State Capitol, Room 514 
Juneau, AK 99801-1182 

Subject: Support for SB 172 

Dear Senator Olson: 

SEAN PARNELL, GOVERNOR 

P.O. BOX II0693 
JUNEAU. ALASKA 99811-0693 
PHONE: (907) 465-3250 
FAX: (907) 465-1398 

The Alaska Commission on Aging (ACoA) is pleased to offer our support of SB 172 authored by you to extend the 
life of the Alaska HeaKh Care Commission in the Department of Health and Social Services until 2014 with 
responsibilnies to plan and implement strategies related to health care reform for all Alaskans across the life span. 

As you know, the Alaska HeaKh Care Commission was first established by Governor Palin in December 2008 to 
develop a statewide health plan and provide recommendations to address the quality, accessibility, and 
availability of health care for all Alaskans. We agree with the Commission's findings that the high cost of heaKh 
care and access to primary care present serious challenges for our state. ACoA supports establishment of a 
state commission to comprehensively examine the multitude of issues related to improving health care services 
including improving access to affordable primary care in addition to promoting strategies for preventative care and 
chronic disease management. 

Older Alaskans represent one of the largest consumer groups of heaKh care services of all age categories. 
Access to primary care is of utmost concem for many Alaska seniors insured by Medicare who are challenged to 
find a physician particularly if they live in Anchorage, Fairbanks or the Mat-Su Borough. Limited access to 
essential health care services for older individuals can put these persons at greater health risk who may postpone 
going to a provider for the care they need only when their medical conditions become serious. Workforce 
shortages of health care workers, particularly doctors and nurses, pose a serious problem that affects all 
Alaskans and has a critical impact on people 65 years and older. The ACoA is pleased that these issues were 
identified in the Alaska Health Care Commission Report (2009) and look fOlWard to working with the Health Care 
Commission to implement the Commission's recommendations. 

We support SB 172 to extend the Alaska Health Care Commission. Please feel free to contact Denise Daniello, 
ACoA's executive director (46~879) should you have questions or need additional information. 

Sincerely, Sincerely, 

~~-t!~. 
Sharon Howerton-Clark 

n~J 
Denise Daniello 

Chair, Alaska Commission on Aging ACoA Executive Director 
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MUNICIPALITY OF ANCHORAGE 

--~--Department of Health and Human Services ~ 907-343-6718 

Mayor Dan Sullivan 

SENIOR CITIZEN ADVISORY COMMISSION 

February 9, 2010 

The Honorable Donald Olson 
State Capitol Room 506 
Juneau AK, 99801 

Dear Senator Olson, 

RE: Letter of Support for SB 172 

The Municipality of Anchorage Senior Citizens Advisory Commission strongly supports the 
passage ofSB 172, which would extend the Alaska Health Care Commission until the year 2014. 

Health care reform is an issue at the forefront of our country's executive and legislative agenda. 
Regardless of what shape national health care reform ultimately takes, Alaska will still have to 
address health care issues in our own state. 

The Alaska Health Care Commission will recommend a statewide plan for addressing the 
availability, accessibility, and quality of health care for all Alaskans. We need an expert team to 
plan for long-term health care solutions in our state that is supported by our Legislature. 

As Alaskans grow older and live longer, it is imperativc that quality health care be available and 
accessible. The Commission supports SB 172 and urges passage of this important legislation. 

Respectfully, ~ 

~ .. _,L3.R~~ 
Dawnia Clements, Chair 
Senior Citizens Advisory Commission 
6800 Louise Court 
Anchorage, AK 99507 

CC: Senator Bettye Davis, Chair, Health and Social Services Committee 
Senator Joe Paskvan, Vice-Chair, Health and Social Services Committee 

p.o. Sox 196650 • AnctlOrJgc. Alaska 99519·13650 • IH!o./i ... NI' .... nElf'il of9 



IkJard of DlrectofS 
John Duddy, MD 
Michael Norma", MD 
John Hues, MD 

Alaska Physicians & Surgeons, Inc. 
4120 Laurel Street, Suite 206 

Anchorage, Alaska 99508 
Phone: 907-561-7705 

IkJard of DirectofS 
William Pease, MD 
Hedric Hanson, MD 
Lynn Hombein, ND 
Leland Jones, MD 
JC~OO 

Robert Halt MD Fax: 907-561-7704 

&Wiam Lucf1t MD 
S. Rhyneet; MD 

lAufer, MD 
Paul Steer; MD 
Thomas Vasi/eff, MD 

Mar/( MoroneIt MD 
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March 17, 2010 

Senator Donald Olson 
Alaska State Senate 
Room 514 - State Capitol 
Juneau, AK 99811 

Dear Senator Olson: 

Alaska Physicians and Surgeons are appreciative of your efforts to establish a health care commission and would 
like to offer our support to Senate Bill 172. 

Alaska has an aging population and a population that is as diverse culturally as it is geographically. It is difficult to 
pick up a newspaper or listen to a newscast without learning of Alaskans growing frustration with the health care 
delivery system. Seniors are having difficulty accessing care, businesses are struggling in their efforts to provide 
coverage for their workers, some with health insurance coverage believe they are being denied coverage for 
needed services, the large number of under and un-insured is having a significant impact on the economy and the 
list goes on. The establishment of a Health Care Reform Commission will allow Alaska's leaders to look at all aspects 
of health care and prioritize what issues need to be addressed. 

In December of 2008, the Alaska Health Care Commission was created by Administrative Order. The Commission 
was charged to provide recommendations for and to foster the development of a statewide plan to address the 
quality, accessibility and availability of health car for all citizens of the state. The Commission did report their 
findings, but given the short existence of the Commission, we view this report as a good 'first step.' However, the 
establishment of a permanent Health Care Reform Commission, with a more robust stakeholder membership, is 
needed to continue to address the health care issues in our state. 

Again, thank you for introducing this legislation and please let us know if you would like any information from our 
association. 

Sincerely, 

/%L4+-MikeHaUgen,Jl~-
Executive Director 
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T Wl66"227-7447 
F 907-341-2270 
m 1-1177-434-7598 

March 16, 2010 

The Honorable Bettye Davis, Chair 
Senate Health and Social Services Committee 
Alaska State Capitol, Room 30 
Juneau, AK 99801-1182 

RE: SB 172 (Olson)-Support 
Dear Chair Davis: 

On behalf of the members of AARP in Alaska, we encourage you and your colleagues on 
the Senate Health and Social Services Committee to support SB 172, authored by Senator 
Donald Olson. 

As you know, ~overnor Palin appointed a Health Care Commission that took on this 
enormous responsibility in 2009. Senator Olson serves on that Commission. 

SB 172 would basically extend the life of the Alaska Health Care Commission until 2014 
and give it responstbility to develop, adopt and implement the recommendations the 
Commission comes up with . 

_ _ _ ___ Alaska_and our entire country have entered_a p~od during~hich!llllIlY health issues are 
being and will continue to be considered. Not all decisions will be made in Washington. 
No matter what the White House and Congress do, it is evident that every state will have 
to make health care work for its citizens. Indeed, if Congress does not take significant 
action, Alaska and the other states will have even greater responsibility to determine how 
we will deal with our own future health care issues. 

As we review the responsibilities of the Commission as outlined in SB 172, it is obvious 
to us that this will be one of the most important teams to address issues that touch every 
single Alaskan. 

We believe that it is critical that SB 172 passes to allow the Commissioners to take on 
tbis responsibility, knowing that they will have the support of the Legislature for an 
extended period. 

AARP requests an "AYE" vote on SB 172 . 

Jennie Chin HanSin. President 

www ... rp.orgflk 

H&AJ.n! I ~NANeES I eONNICTlIK: I GMNO I !NJOV1NG William D. Novelli, Chief executive otfIc.r 
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03/16/2010 12:44 FAX 9073412270 AARP ALASKA STATE OFFl CE 

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, 

Marie Darlin, Coordinator 
AARP Capital City Task Foree 
415 Willoughby Avenue, Apt. 506 
Juneau, AI( 99801 
586-3637 (voice) 
463-3580 (fax) 

CC: Vice-Chair Joe Paskvan 
Senator Johnny Ellis 
Senator Joe Thomas 
Senator Fred Dyson 
Senator Donald Olson 

IiiI 002/002 
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On behalf of the members of AARP in Alaska, we encourage you to support SB 172, authored by 
Senator Donald Olson and co-sponsored by Senators Dayjs, French, Kookesh, Paskvan, Ellis, Egan, 
Meyer and Thomas as well as Representatives Kawasaki and Gara. 

As you know, Governor Palin appointed a Health Care Commission that took on this enomlOUS 
responsibility in 2009. Senator Olson serves on that Commission as does Representative Keller. 

S8 172 would basically extend the life ofthe Alaska Health Care Commission until 2014 and give 
it responsibility to develop, adopt and implement the recommendations the Commission comes up 
with. 

Alaska and our entire country have entered a period during which many health issues are being and 
will continue to be considered. Not all decisions will be made in Washington. No matter what the 
White House and Congress have done, it is e0dent that every state will have to make health care 
work for its citizenS. 

As we review the responsibilities of the Commission as outlined in SB 172, it is obvious to us that 
this will be one of the most important teams to address issues that touch every single Alaskan. 

We believe that it is critical that S8 172 passes to allow the Commissioners to take on this 
responsibility, knowing that they will have the support of the Legislature for an extended period. 

AARP requests an "AYE" vote on SB 172. 

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, 

Marie Darlin, Coordinator 
AARP Capital City Task Force 
415 Willoughby Avenue, Apt. 506 
Juneau, AK 99801 
586-3637 (voice) 
463·3580 (fax) 

HIiALl'H / FINANCU / CONNECTING / GIVING / ENJOYING 
lennle Chin Honseo, President 
WlIIi.mO. Novelli. Chief ExecutiVe Officer 
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AARPAb$ka 
3601 C Street 
Suite 1420 
MchoraP, AK 99503 

T HI66-227-7447 
F 907-341-2270 
Ti'Y HI77-434-7598 

April 16, 2010 

To: Members of the Alaska House of Representatives 

RE: Sa 10 (Davis}--Support 

On behalf of the members of AARP in Alaska, we encourage you to support sa 10, authored by 
Senator Bettye Davis and co-sponsored by Senator Joe Paskvan and Representatives Bob Lynn, 
Bob Buch, Carl Gatto, Cathy Munoz, Pete Peterson, Charisse Millett, Les Gara, Chris Tuck and 
Lindsey Holmes. 

www."rp.ori/ak 

SB 10 would require insurance programs, induding Medicaid, to provide coverage for routine costs 
of cancer victims undergoing clinical trials just as they would if the individual was not in the trial. 
Research indicates that the costs for patient care in clinical trials are comparable to costs for care 
deliv~ in standard practice. 

Most of our significant advances in ~ancer treatment that have become standard procedures began 
as clinical trials. 

It makes no sense not to offer health insurance coverage for procedures that may be still considered 
experimental but offer some hope for the cancer victim. We purchase insurance; (or the State 
provides it through Medicaid) so that we can have help with the costs that accompany a threatening 
disease. SB lOis one of those bills that AARP believes makes sense, especially to a cancer victim 
and hislher family. 

AARP recommends an "AYE" vote on SB 10. 

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, 

Marie Darlin, Coordinator 
AARP Capital City Task Force 
415 Willoughby Avenue, Apt. 506 
Juneau, AK 99801 
586-3637 (voice) 
463·3580 (fax) 

HEAlTH/ FINANCES I C(lNNECTING I GIVING I eNJOYING 
Jennie Chin Hansen, Presiden! 
wnUam D. Novelli. Chief ElutCtJ!ivo Officer 
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:OUSE COMMITTEE REPO. 

(7) 
Date Referred to Committee: March 1,2010 FURTHER REFERRALS: Finance 

Date of Committee Action: M 0\.1(1:. k (~ , ';).() l 0 

The HEAL TIl AND SOCIAL SERVICES Committee considered: SENATE BILL NO. 199 

"An Act providing for a two-year funding cycle for medical assistance coverage for dentures." 
SB 199 MEDICAID COVERAGE FOR J)ENTURES 

Recommends it be replaced with [ [IICS or [ [CS for_-,-,-~ ___________ ( ) 

For Senate Bills with new title: I J Technical Title I J New Title: HeR [ Same Title [ I New Title 

attach amendments 
add new referral to ___ --=-_Committee 
Letter of Intent Committee 

NEW FISCAL NOTES List of 
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*Assigned by CliiefClerk's Office 
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CRT 
EED 
DEC 
DFG 
GOY 
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Rules Committee 
• 

Finance Committee 

• 
Health & Social Services Commillce 

• 
Legislative Coundl 

• 
Committee on Committees 

ALASKA STATE LEGISLATURE 

SENATE MAJORITY LEADER 

JOHNNY ELLIS 

SPONSOR STATEMENT - SENATE BILL 199 

While In S<,sslOn 
Slate Capilol. Rm. 103 

Juneau, AK 99801 
(907) 465-3704 

Fax: (907) 465-2529 

• 
Whtle inAllchorage 

716 W . .tlll Ave 
Anchorage. AK 99501 

(907)269-0169 
Fax: 1907) 269-0172 

SB 199 - An Act relating to a two year funding cycle for medical assistance coverage for 
dentures. 

SB 199 makes a simple change to the Adult Medicaid Dental program that would allow 
patients who are approved for dentures to receive both the uppers and lowers in a single fiscal year. 
The bill would let patients access two years of funding in a single year, thereby allowing them and 
their dentists to schedule treatment around the oral health of the patient, rather than the bureaucratic 
ease of the state fiscal year. 

Current law places a limit on expenditures per eligible client at $1,150 per year. This number 
was designed to pay for y, of a set of dentures, either uppers or lowers, in a single fiscal year. When 
the program was created, the idea was that a client who needed dentures could receive one set on June 
30th

, and the second on July I st. Unfortunately, this has proven to be impractical. Dentists who are 
forced to pull teeth can't always do so on the state's fiscal calendar, and Alaskans shouldn't suffer 
needlessly because their medical emergency occurred in the fall rather than the summer. 

Adult Medicaid Dental has been recognized across the political spectrum as a successful 
government health care program. Over the past three years, the state has saved substantial amounts of 
money - and poorer Alaskans have been saved immense pain and hardship - by allowing Medicaid to 
pay for exams, cleanings, fillings, root canals, and dentures before painful and expensive surgery 
became necessary. SB 199 will fix a small flaw in the cost-containment portion of the program and 
help protect this important state investment. 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 2 

2010 LEGISLATIVE SESSION Bill Version: 58199 
(5) Publish Date: 1127/10 

Identifier (file name): SB199·0HSS·ADPMS·01-22-10 Dept. Affected: Health & Social Services 
--~~~--~----------------- -------------------Medicaid Coverage for Dentures RDU Title 

Sponsor 

Requester 

Note: 

----------------------------------------Component 

Ellis 

Senate HSS Component Number ----------------------------
,of Dollars) 

'dono~ i I noted below. 

I Information 

Health Care Services 

Adult Preventive Dental 

2839 

I FY2E! FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 

ITravel I Services 

Land & Structures 
Grants & Claims 935.0 

, TOTAL 935.0 

ICAPITAL EXPENDITUR I 

,CHANGE IN REVENUES , 
FUND SOURCE 
1002 Federal Receipts 626.5 
1003 GF Match 308.6 
1004 GF 
1005 GFlProgram Receip 
1037 GFlMental Health 
Other Interagency Recei 

TOTAL 935.0 

Estimate of any current year (FY2010) CI 

POSITIONS 

I Full·time 
Part-time 
Temporary 

ANALYSIS: (Attach II separate page if nece: 

0.0 

0.0 

467.5 0.1 l.O ),0 

'.5 0.0 0.0 ).0 ).0 

I , , 
, , 

(Thousands of Dollars) 
266.5 
201.0 0.0 0.0 0.0 0.0 

467.5 0.0 0.0 0.0 0.0 

This bill addresses limitations of coverage for upper and lower dentures within a given state fiscal year with the current 
$1,150 annual limit. The annual limit provides for expenditures that would typically cover only an upper or lower denture, 
thus requiring Medicaid recipients to wait until the subsequent fiscal year to obtain the opposing denture under the Adult 
Preventive Dental (APD) program. The bill would authorize the department to allow for provision of both an upper and lower 
denture within the same state fiscal year, however when these services are provided the adult recipient would not be eligible 
for additional services under the APD program for a 2-year period. 

In SFY 2009, the total cost of complete, partial and immediate denture claims was approximately $1,620.0. (continued on 
page 2) 

Prepared by: William J. Streur, Deputy Commissioner 
Division Health Care Services 

Approved by: Alison Elgea. Assistant Commissioner 
Finance & Management Services 

Phone 269-7827 
Date/Time 1/20/1012:00 AM 

Date 112212010 

Page 1 of2 
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FISCAL NOTE # 2 

STATE OF ALASKA BILL NO. 58199 
..::..::-~----

2010 LEGIS LA TIVE SESSION 

ANALYSIS CONTINUATION 

We estimate that the cost of denture services in the APO has grown at the same rate as all Health Care Services Medicaid 
Services costs (forecasted to be 6%) from FY 2009 to 2010. Medicaid growth for APO alone is forecasted to be 8.9% from 
FY 2010 to 2011 to reach a baseline cost of $1,868.0 for denture services in FY 2011 with no changes to the program. 

With the changes proposed in this bill and an expected effective date of July 1, 2010, we estimate the baseline costs 
noted above for denture services in FY 2011 will increase by 50%, assuming half of denture services recipients would be 
completing the denture process from FV2010 and the other half would be getting both their upper and lower dentures in 
FY 2011 for a total cost of $2,803.0 (a difference of $935.0 from baseline). We would still expect some increased costs 
over baseline in FY2012 as the number of people getting denture services has been growing each year as adults continue 
to learn about the APD program and this bill allows for them to be paid in one year. For FY2012, we estimate the need 
for increased funds to be half of the amount needed in FY 2011. 

For subsequent years, we would expect the cost of denture services to level out to approximately what we would expect 
without the changes in this bill, the shift being not in cost but in how many recipients are receiving services. 

For FY2011, we estimate 67% of APD services to be federally reimbursable, assuming ARRA FMAP increases are valid 
through all 4 quarters of FY 2011. For FY2012 we expect a FMAP of 50%. As some ADP services are IHS and reimbursed 
at 100%, we expect 57% of AOP costs to be federally reimbursable. 

Page 2 of 2 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 3 

2010 LEGISLATIVE SESSION Bill Version: SB 199 

(S) Publish Date: 2124110 
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Note· Amounts do not include inflation unless othelWise noted below 

Appropriation 
Required 

OPERATING EXPENDITURES FY 2011 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 0.0 

I CAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GFIProgram Receipts 
1037 GFIMental Health 
Other Interagency Receipts 

TOTAL 0.0 

Estimate 01 any current year (FY2010) cost: 

POSITIONS 

I
FulI.time 
Part-time 
Temporary 

ANALYSIS: (Attach 8 separate page if necessary) 

Prepared by: Senate Finance CommIttee 

FY 2011 

0.0 

0.0 

Co-Chair Bert StedmaniCo-Chair Lyman Hoffman 

Approved by: 

(Revised 1111'112OO1i1 OMS) 

(Thousands of Dollars) 

Infonnation 
FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 

0.0 0.0 0.0 0.0 0.0 

(Thousands 01 Dollars) 

0.0 0.0 0.0 0.0 0.0 

Phone 465-38731465-4453 
DatelTime ________ _ 

Date 212212010 
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\D SENIOR VOICE 

Serving Older Alaskans and Their FamiHes Since 1978 
A publication of Older Persons Action Group, Inc. 325 E. Third Ave .• Suhe 300. Anchorage. Alaska 99501 VOl. 32 No. 11 November. 2009 

Desperate senior prompts denture legislation 
By SEN. JOHNNY ELLIS 

Late last summer, an elderly man 
walked into my office and threatened 
to commit suicide. Needless to say. 
it was a very tense and upsetting 
situation for me and my staff. This 
gentleman had come from the Med­
icaid Adult Dental office. where he 
had been told that he had a choice 
- he could receive either the upper 
half or the lower half of the dentures 
that he needed, but not both, at least 
not in the same year. Of course, this 
set of options was really no choice 
at all, seeing as how he had no teeth 
at all. The state's wholly inadequate 
response to this constituent's unfor­
tunate situation set my office in mo­
tion, and I am prepared to introduce 
legislation this session with bipartisan 
support that will provide a common­
senSe fix to an otherwise successful 
and needed program. 

MedicaidAdult Dental was created 
threeyearsago. Until that time, Med­
icaid only covered emergency dental 
services for low income Alaskans. 
By expanding the program to cover 
preventative care- exams, cleanings. 
root canals, fillings and dentures - the 
state has saved millions of dollars and 
patients bave avoided painful surger­
ies as thmeed for emergeilCy eare de­
clines. In addition, good dental health 

I have worked with the Dept. of Health and Social 
SeIVices to allow patients who qualify for dentures 
under the Medicaid Adult Dental program to 
receive their full set of dentures in one sitting. 

is closely linked with decreased risk system that drives people crazy and 
fordiabetes,heartdisease,cancerand gives government a bad name. 
other serious diseases. Last year, the That's why I have worked with 
legislature unanimously made this the Department of Health and Social 
successful program permanent. Services to develop a way to allow pa-

The program limilS the care that can tienlS who qualify for dentures under 
be paid for in a single year, which is the Medicaid Adult Dental program 
intendedasacost-controlmeasure,an to receive their full set of dentures 
important feature in these uncenoin in one sitting, without destroying the 
budgetary times. Unfortunately, these cost-control mechanisms currently 
measures go beyond cost control and in place. The bill will be introduced 
have impacted the function of the when the legislature goes back into 
program by limiting patients to half session in January, and I am pleased 
of a set of dentures per year. In pub- to have received bi-partisan support 
lie testimony on these limits, it was from my colleagues in the Senate. 
suggested that a patienlcouldreceive In fact,as Ihave continued to work 
the upper dentures on June 30, the on this issue, [ have heard more and 
final day of the state fiscal year, and moreabouthowmuchsensethissmall 
the lower dentures on July I. I don 'I change makes. A dentist in Juneau 
believe that we should be punish- told me about the patients he sees 
ing citizens who happen to require from all around Southeast Alaska. 
dental care in the fall or winter, and The state pays for them to fly to Ju­
I don't believe that dentists should neau,paysfortheirlodging,andpays 
be forced to schedule the care their for one half of their dentures. Then, 
patients need to make things more. '. a little while later, public money is 
convenient for bureaucrats: .. ·Thiil!.is·' spent to do it all over again for the 
the kind of frustrating flaw in our other half. Allowing him and other 

dentists to consolidate the care they 
are giving into one session will make 
the program a mOre efficient use of 
public money and improve the quality 
of care received by patients. 

State governmentean be a large and 
unwieldy bureaucracy, and change is 
hard to do and often happens slowly. 
Most of the attention goes to the big 
issues that attract press coverage or 
help generate campaign slogans. 
But sometimes, there are issues that 
require us to place people over pol i­
tics and give a direct benefit to the 
neighbors and constituents we are 
privileged to serve. It's too late for 
the gentleman who threatened to kill 
himselfinmyoffice-weworkedwith 
him to get his dentures through the 
existing two-year process - but it's 
not too late for others in his situation. 
This may be a small bill, and it won', 
change the world, but it will improve 
the lives of a few senior citizens in 
need - and that's a job I'm glad to 
do. 

Senator Johnny Ellis represents 
downtown and midtOlvn Anchorage 
in the Alaska Srale Senate and sen'es 
as the Majority Leoder of the Senate 
Hi-Partisan Working Group. 
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Alaska Dental Society 
9170 Jewel Lake Road, Suite 203 
Anchorage. Alaska 99502·5390 
(907) 563·3003' FAX: 563·3009 

info@akdental.org 

SB199/HB265 
Medicaid Adult Dental Coverage 

The Alaska Dental Society urges passage ofSB I 99/HB265. 

SBI99 and its companion bill HB265 remedy an unintended consequence of the adult 
dental supplemental Medicaid coverage. Currently, under the maximum allowable 
benefit, a Medicaid recipient may receive either an upper or lower denture. 
Unfortunately many Medicaid recipients need dentures for both the upper and lower jaws 
or dental arches. SB 199/HB265 would allow a Medicaid recipient to combine two years 
worth of coverage so they could receive a full denture of both upper and lower dentures 
at the same time. 

SB 199IHB265 provides a benefit for everyone involved - the patient, the doctor and the 
Medicaid program: 

• Medicaid recipients benefit from receiving both dentures at once, restoring their 
appearance, their ability to talk and chew,and most importantly their dignity. 

• Providers benefit as they are no longer placed in the uncomfortable position of 
deciding which arch is in the worst condition. They can also work in a more 
efficient fashion constructing both sets of dentures simultaneously. 

• The state benefits economically. The cost for both dentures, which would 
normally be borne over 2 years are now in one year but Medicaid recipients 
would still be limited to the same benefit total for 2 years. Denture patients 
frequently have to use travel benefits to reach a provider and for dentures this can 
be especially costly as dentures require mUltiple appointments. Providing both 
dentures at the same time would reduce the states travel expenses in half. 
Removing diseased and abscessed teeth would also save on costly ER and oral 
surgery visits. 
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November 10, 2009 

Senator Ellis 
716 W. 4th Ave. Suite 500 
Anchorage AK, 99501-2133 

Dear Senator Ellis: 

Thank you for sponsoring a bill to allow Medicaid recipients to use two consecutive years 
of supplemental benefits in the same year to receive upper and lower dentures at the same 
time. This will greatly help recipients as a single denture when you have no teeth to 
oppose it is of limited value. I believe it will ultimately lower costs for the Medicaid 
division, also, when travel benefits are factored in for this multi step procedure that must 
be repeated twice under the current system. 

A case I did earlier this year may illustrate the problem providers' face. Due to HIP AA 
concerns I am not using names for this story. 

I have a dental office in Juneau. Unfortunately, for a variety or reasons, dental offices in 
other Southeast communities do not usually accept new Medicaid patients. This patient 
had to travel over from Sitka and needed dentures, both upper and lower. He currently 
did not have either upper and lowers having lost both sets. The supplemental system for 
adult Medicaid benefits would cover a single denture, either the upper or lower. The 
patient, 78 years old and on fixed income, was unable to afford the second set even at 
reduced Medicaid fees. I wrote a letter Medicaid division, enclosed, outlining the 
problem and pointing out that travel costs associated with constructing the second set at a 
later date (whL"Il the new year's benefits kicked in) would ultimately cost more than the 
Medicaid fee for a denture. I received a reply from the division basically saying their 
hands were tied given the current statutes in place. 

In the case of this patient I did a full set of dentures for the patient and absorbed the cost 
of construction of the second set. As I write this letter I saw two patients today in the 
same situation, one who lives here in Juneau that we are constructing an upper denture 
alone although he has no lower teeth. Currently are plan is construct the lowers after July 

2237 N. Jordan Avenue. Juneau. AK 99801 

Phone: (907) 780·6066 Fax: (907) 780-4274 fnfo@junaausm;/os,com 

. www.juneausmiles.com :. 
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I, 20 I O. The second patient traveled here from Angoon and lost both his upper and lower 
dentures 2 weeks ago. His treatment will be further complicated as his old set was 
apparently ill fitting and led to a large tissue mass on the lower that wiJI have to be 
removed prior to denture construction. 

David '-'11$''', DDS 

2237 N. Jordan Avonuo. Junoau. AK 99801 

Phone: (907) 780-6066 Fax: (907) 780-4274 Info@junoBusmiles.com 

,: www.juneausmiles.com ~ 
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December 17, 2008 

ACS 
Preauthorizations 
POB 240808 
Anchorage, AK 99524-0808 

Re: •• =°17• Medicaid #: • • • 

Dear Sirs: 

Mr. 7 .·s currently edentulous (without teeth) upper and lower. We have 
previously preauthorized Mr $ • for a lower denture (presuth 2 7) -
working with .a Sitka Clinic we had not previously seen Mr. __ . 

Mr. -. • has been without teeth for 6 years. One denture, the maximum allowed 
under the MEDS system, will provide little improvement for him. Mr. aM , will be 
traveling to our office from Sitka for completion of the denture. The travel costs will 
ultimately cost more then the fee for the denture given the number of appointments 
required to properly construct a dentute. 

I am requesting preauthorization for upper and lower dentures (included) for Mr. 
• Thi~ is a case where everyone will benefit: the state will have less overall 
costs then a second round of travel costs to construct the other denture after July I, Mr. 
• • will have opposing dentures to eat with, and my overall costs will be less then 
repeating the same appointments come July I. 

2237 N. Jordan Avenue. Juneau, AK 99801 

Phone: (P07) 78IJ.~08(J Fex: (907) 78IJ.4274 "nfo@/lmeGUSml/oo.com 

': www.juneausmiles.com .... -. 
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ALASKA 

The Honorable Senator Ellis 
Alaska State Senate 
State Capitol, Room 103 
Juneau, Alaska 99801-1182 

PRIMARY CARE ASSOCIATION 

Re: Support for Medicaid Coverage for Dentures - SB 199 

January 22, 2010 

Dear Senator Ellis, 

The Alaska Primary Care Association (APCA) represents 26 health care organizations 
and 142 non-profit Community Health Centers (CHCs), as well as other safety net providers 
throughout Alaska. In 2009, our sites provided primary healthcare to over 81,000 Alaskans from 
across the state. According to the Alaska Community Health Center Uniform Data System, 
Alaska's CHC provided dental services to 16,244 Alaskans and totaled 39,016 dental encounters 
in 2007. 

The APCA supports providing a two-year funding cycle for Medicaid assistance 
coverage for dentures. The APCA knows that access to dental services improves health 
outcomes and reduces overall health care costs. Oral health is critical for overall health and 
adults in the Medicaid program receiving access to dental services reduces the likeliness that 
they will develop more expensive and acute dental problems. 

We appreciate your hard work and service to Alaskans and support your efforts to expand 
access to health care for all Alaskans. 

Respectfully, 

\?e V/$J::c;;:' 
Regan Mattingly 
State Affairs Coordinator 

~ef~ 
Shelley S. Hughes 
Govemment Affairs Director 

Alaska Primary Care Association 
903 W Northern lights Blvd, Suite 200 
AnctlOrage, AK 99503 

ph. 907-929-2722 
Ix. 907-929-2734 

www.alaskapca.org 
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November 6, 2009 

Senator Johnny Ellis 
Senate Majority Leader 
Alaska State Legislature 
716 W, 4th Ave 
Anchorage, AK 99501 
Fax: (907) 269-017 

Dear Senator Ellis; 
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I am writing on behalf of the Alaska Public Health Association (ALPHA) to extend our 
support for and thank you for introducing a Bill that will allow Alaska's adult Medicaid 
recipients to receive a set of dentures within one fiscal year, This Act will meet the needs 
of patients and dental providers by providing two-years worth of dental benefits for 
dentures in a single year, 

The ALPHA represents over 150 health professionals in Alaska; the primary mission of 
ALPHA is the enhancement of the public's health, In fulfilling our mission, we support 
systems that support patient-oriented health service delivery, ALPHA believes that the 
"Act providing for a two-year funding cycle for medical assistance coverage for 
dentures" establishes a system enabling patients to receive patient-oriented care, 

Thank you for consulting ALPHA in developing this Bill. Please feel free to contact me if 
you have further questions, 

Sincerely, 

Karol Fink, MS, RD 
ALPHA Health Policy Chair 
Karolfink@yahoo.com 
907.227.8178 

www.alaskapubllchealth.org 



Alaska Commission on Aging 

January 23.2010 

Senator Johnny Ellis 
Senate Health and Social Services Committee 
Alaska State Capitol, Room 103 
Juneau, AK 99801-1182 

Subject: Support Letter for sa 199 

Dear Senator Ellis: 

SEAN PARNELL. GOVERNOR 

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

The Alaska Commission on Aging (ACoA) is pleased to offer support for SB 199, a bill to provide 
access to Medicaid patients who are approved for dentures using a two-year funding cyde for medical 
assistance benefits to cover the costs for complete and partial dentures in a single fiscal year. This 
legislation Is authored by you and co-sponsored by Senators Bettye Davis, Dennis Egan, Hollis French, 
Unda Menard, Donald Olson, Joe Paskvan, Joe Thomas, and Bill Wielechowskl. 

The Commission believes SB 199 provides a common sense solution that allows patients and their 
dentists the flexibility to schedule treatment around the oral health needs of the patient. which will 
improve the quality of care .for older Alaskans and other qualifying recipients. Moreover, this 
legislation enhances the cost-effectiveness of the current Medicaid Adult Dental program by recludng 
the number of oral surgery visits, medical procedures, and related travel costs required for individuals 
who need a complete set of dentures but are limited to half of a set of dentures per fiscal year under 
the existing program. Anecdotally, we have learned that some Individuals may even refuse partial 
extractlons in one arch knowing that they could be without teeth for a prolonged period waiting for 
Medicaid to cover the cost of the other complete denture in the next fiscal year. 

Good nutrition Is vital for health and wellness across the life span and depends on oral health. Dental 
pain and missing or decaying teeth can affect dietary choices for seniors that may impact overall 
health and wellness. Vulnerable older Alaskans are at risk of developing dentallnfectfons that have 
been aSSOCiated with periodontal disease, diabetes, pneumonia, and other chronic diseases induding 
cardiovascular disease. Restorative dental care can help to prevent the progression of serious dental 
disease and discomfort which can result In more costly emergency care. 

Older Alaskans utilize the Medicaid Adult Dental program. According to data based on Medicaid daims 
information for persons age 60 years and older for the period April I, 2007 thru December 31, 2009, 
there were a total of 3,104 (unduplicated) seniors served by the Medicaid Adult Dental Program. The 
average cost for partial dentures for seniors ranges between $1,085 (for a complete maxillary 
denture) to $1,125 (for a complete mandibular denture). The approximate cost for a complete set of 
dentures is $2,225. The current program cap is $1,150 per year. 
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As we move forward, the Commission respectfully asks for your consideration of our 
recommendations below to enhance S8 199 and the Adult Dental Medicaid program for qualifying 
older Alaskans and other Medicaid recipients: . 

• Allow eligible patients access to two years of total funding as determined by the cost cap of the 
Medicaid Adult Dental program to permit individuals receiving partial dentures through the 
program the ability to access remaining benefits under the cost cap should they need 
additional denture services during the two-year period. 

• Pending approval of S8 199, begin work with the Department of Health and Social Services to 
expand the two-year access of services to phase in other preventative and restorative services 
allowed under the Medicaid Adult Dental program in FY 2012. 

• Adjust the annual cost cap for dental services (currently in statute for the last three years) to 
address the rising costs of dental care and encourage more participation of Medicaid dental 
providers. 

Please accept our sincere appreciation for your efforts to improve the Medicaid Adult Dental program 
by allowing patients who qualify for dentures under the program to receive their full set of dentures 
according to a treatment schedule determined by the patient with their dentist. We believe that SB 199 
will help to improve health and wellness for many older Alaskans who need dentures and we support 
passage of this legislation. 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. Thank you. 

Sincerely, 

Sharon Howerton-Clark 
Chair, Alaska Commission on Aging 

Cc: Senator 8ettye Davis 
Senator Dennis Egan 
Senator Hollis French 
Senator Linda Menard 
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Sincerely, 

~ 
Denise Daniello 
ACoA Executive Director 

Senator Donald Olson 
Senator Joe Paskvan 
Senator Joe Thomas 
Senator Bill Wielechowski 
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Living LongerJ %'Growing Stronger 

RUST 
Advisory Board on Alcoholism 

and Drug Abuse 
~r(;rn lilt Alukl CornmlUlon O~ Aging 

The Alaska Mental Health 
Trust Authority Ge .... e,'. Ce.nd en DI .......... . Alaska Mental Health Board 

..... 'peeI •• lII.at.en 

Adjust Cap on Adult Dental Services Reimbursed by Medicaid 

The Governor's Council on Disabilities and Special Education, Alaska Mental Health Board, 
Advisory Board on Alcoholism and Drug Abuse, and Alaska Commission on Aging, in 
collaboration with the Alaska Mental Health Trust Authority and the Alaska Brain Injury 
Network, jointly support the developing a solution that will allow for the adjustment of the 
current cap on adult dental services reimbursed by Medicaid. 

• Currently, the annual cap for dental services - such as cleanings, exams, crowns, 
root canals and dentures - is $1,150 per individual. With the rising cost of dental 
care, this cap is proving not adequate yet the cap is set in statute and has not been 
increased in over three years. 

• The American Dental Association recommends adult preventive and restorative 
dental services be included in all state Medicaid programs, and as former U.S. 
Surgeon General C. Everett Koop stated, "You're not healthy without good oral 
health." 

• Trust beneficiaries continue to list dental services as a priority unmet health needs. 

• The challenge this session is to find a current bill or to introduce a new bill that will 
create a method for adjusting the adult dental Medicaid cap on a regular basis or 
will at least increase the cap to cover the increase the cost of living increases over a 
4 or five year period. 

Therefore. we support a le~islative solution that wj!J allow for the adjustment of the 
current cap on adult dental services reimbursed by Medicaid. 

11.18.09 
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February 2, 20 10 

Senator Johnny Ellis 
Alaska State Capitol, Room 103 
Juneau, AK 99801-1182 

RE: Support Letter for SO 199 

Dear Senator Ellis, 
Alaska Brain Injury Network appreciates your leadership in sponsoring SB 199 to 

provide vulnerable Alaskans who are approved for dentures to use a two-year funding cycle for 
medical assistance benefits to cover the costs for complete and partial dentures in a single fiscal 
year. This is a common sense solution for all involved: Medicaid dental patients, dentists, and the 
state paying for the service. 

Alaska has made strides since 2006 in providing Medicaid adult dental services and we 
appreciate your continued efforts to improve the needed dental benefits for our focus population 
of adults with traumatic brain injuries and acquired brain injuries. Preventative care we have in 
place lessens the need for painful surgery, emergency care, and also lowers the risk of dental 
infections effecting overall health. 

Cost control measures are important to consider in good fiscal management. However, there 
are factors we ask you to please consider to better SB 199 and the Adult Dental Medicaid 
program as recommended by the Alaska Commission on Aging: 

• Allow eligible patients access to two years of total funding as determined by the cost cap 
of the Medicaid Adult Dental program to permit individuals receiving partial dentures 
through the program the ability to access remaining benefits under the cost cap should 
they need additional denture services during the two-year period. 

• Pending approval of SB 199, begin work with the Department of Health and Social 
Services to expand the two-year access of services to phase in other preventative and 
restorative services allowed under the Medicaid Adult Dental program in FY 2012. 

• Adjust the annual cost cap for dental services (currently in stature for the last three years) 
to address the rising costs of dental care and encourage more participation of Medicaid 
dental providers. 

We appreciate your continued efforts to improve the Medicaid Adult Dental Program and 
support the passage ofSB 199. Thank you for your dedication. 

Sincerely, 

Jill Hodges, Executive Director 

Alaska Brain Injury Nerworlc, Inc. mission is to educate. plan, coordinate, and advocate/or a comprehensive sen'ice 
delivery system for the sun'ivors for traumatic brain injury and their families. 
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FllbrulU)' 9. 2010 

Senator Johnny BUis 
MeJority Leader 
Alaska Senate 
716 W 4th AVCllUO 
Anchorage, AI( 99501 

Subject: Support Letter for SB 199 

Dear SCllBtor Ellis: 

The Anchorage Neighborhood Health CentcrB Dental Department is 
pleased to offer support for SB 199. a bill to provide eligible Medicaid 
adult recipients the opportunity to access a two-year funding cycle to 
cover tho cost of a complete set of dentures or partial dentures in a single 
fiscaJ benefit year. 

Attempting to provide a patient with one half of a Deeded set of dentures 
at the end of a fiscal benefit year and the second half at tho beginning of 
the next fiS<lal year creates difficulty In providing quality caRl. Moreover 
it 1hJstrates the patient and overloads the provider 'and the lab rendering it 
nearly impossible to meet the d=umd and is clearly a less than 
optimal way of providing an individual with dClltures. 

Passing sa 199 will allow eligible Medicaid adult recipients to receive a 
full set of dentures or partial dentures at the same time. It will allow 
providers to malee and deliver a complete set of dentures/partial dentures 
anytime throughout the fiscal year. This will create better flow for both 
the provider and the labs and allow for improved quality of care to the 
patiCllts. 

Thank you fur your efforts to improve the Adult Medicaid Dental program. 

~i y~ . . ./ 
, ~i f'tawtCllild ~ioIis Manager 
Anchorage Neighborhood Health Center 
1217 E 1 Oth Avenue, Anchorage, AI( 9950 I 
907-257-4662 (voice) 907-257-4694 (fax) 

Promoling wellnen bv providing lhe highe,l qualily care wilh compassion and accessible clfe. 

1/1 
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AARP Alaska 
3601 C Street 
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F· 907-341·2270 
TIY 1-877-434'7598 
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February 10,2010 

The Honorable Lyman Hoffman, Co-Chair 
Senate Finance Committee 
Alaska State Capitol, Room 518 
Juneau, AK 99801-1182 

The Honorable Bert Stedman, Co-chair 
Senate Finance Committee 
Alaska State Capitol, Room 516 
Juneau, AK99801-1182 

Dear Co-Chain Hoflinan and Stedman; 
RE: SB 199 (Ellis)-Support 

On behalf of the members of AARP in Alaska, we would like to urge your support for SB 
199 to establish a two year funding cycle for the adult dental benefit in Medicaid. The 
bill is sponsored by your Committee colleague, Senator Johnny Ellis, and co-sponsored 
by twelve other Senators including your Committee members Senators Egan, Thomas, 
Olson and Huggins as well as Senators Davis, French, Menard, Paskvan, Wielechowski, 
Kookesh, Wagoner and McGuire. 

SB 199 basically changes the benefit for dentures so that an adult Medicaid beneficiary 
would be able to use the funds available for two years to pay for dentures: This makes 
sense for both the client and the provider. 

Older persons in need of dentures often have accompanying nutrition problems. These 
nutrition problems can cause other health issues and create an overall deterioration in 
health status. For those who need them, dentures are essential to quality health care. 
Two-year funding for dentures should be considered sensible prevention with the long 
term possibility of saving Medicaid funds that would not need to be spent on mOTe 
serious health care problems resulting from poor oral health status. 

AARP reconunends an "AYE" vote on SB 199. 

Jennie Chin Hansen, President 
HEAIJ'HI FINAHCES I CONNECTING I GIVING I ENJOYING WIlliam O. Novelli, Chief Executive OffIcer 
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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, 

.~~ . .(()~ 4;,J 
Marie Darlin, Coordinator 
AARP Capital City Task Force 
415 Willoughby Avenue, Apt. 506 
Juneau, AI{ 99801 
586-3637 (VOice) 
463-3580 (fax) 

cc: Senator Joe Thomas 
Senator Charlie Huggins 
Senator Dennis Egan 
Senator Donald Olson 
Senator Johnny Ellis 

IaJ 0021002 



4483 

~un' aq 'Tribe of Kodiak 
Federally Recognized December, 2000 

February 8, 2010 

Senator Johnny Ellis 
Senate Health and Social Service committee 
Alaska State Capitol, Rm 102 
Juneau, AK 99801-1182 

Dear Senator Ellis: 

Sun'aq Tribe of Kodiak is in full support of SB 199, a bill to provide access to Medicaid 
patients who are approved for dentures using a 'two-year' funding cycle for medical assistance 
benefits to cover the costs for complete and partial dentures in a single fiscal year. We believe 
the bill would be beneficial to the elders among our 1,500 tribal citizens by allowing patients 
and their dentists the flexibility to schedule treatment around the oral health needs of the 
patient, while also enhancing the cost-effectiveness ofthe current Medicate Adult Dental 
Program by reducing the number of oral surgery visits, medical procedures, and related travel 
costs. 

In addition, we also support the recommendations of the Alaska Commission on Aging, 
which we believe enhance S.B. 199. Those recommendations include allowing eligible patients 
access to two years of total funding and the ability to adjust the annual cost cap for dental 
services to address the rising costs of dental care and encourage more participation of Medicaid 
dental providers. 

We believe that SB 199 will help improve health and wellness for many older Alaskans 
who need dentures and we whole heartedly support this legislation. We appreciate your 
efforts and SB 199's co sponsors to improve the Medicaid Adult Dental program. 

Cc: 

Sincerely, . LA 
~ce=tV~ 

Brenda Schwantes 
Chairwoman 
Sun'aq Tribe of Kodiak 

Senator Bettye Davis 
Senator Dennis Egan 
Senator Hollis French 
Senator linda Menard 

Senator Donald Olson 
Senator Joe Paskvan 
Senator Joe Thomas 
Senator Bill Wielechowskie 

312 W. Marine Way, Xorfwk, Alaska 99615 (907) 486'4449 
fax: (907) 486',U61 • 'E'mail: ".. ," . 

'PrOUt[{y representing the memliers of tfie Sun'aq 1h6e of X~tfiak Is{and; Alaska 
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MABEL T. CAVERLY 
Senior Center 

325 E. Third Avenue 
Anchorage. AK 9950/ 

phone: 907·276-1496· rax: 907·258·/356· e-mail: re(lht".ad@pobox.aJaska.nct 

10 February 2010 

The Honorable Senator Johnny Ellis 
Alaska State Senate 
State Capitol, Room 103 
Juneau. AK 9980 J -1182 

Re: Support for MediCllid Coverage for Dentures-SB J 99 

Dear Senator Ell is: 

The Mabel T. Caverly Senior (Services) Center has wotk.ed with many individuals, ages 55 and 
over, who needed dental worle. For those fortunate seniors who qualify for Medicaid, the 
additional of dental services to Medicaid was a life saver. Unfortunately, it bas been a hardship 
for seniors and tbeir dentists to scbedule one denture in June and one the following month in 
July. A 2 year cycle for Medicaid dentures would alleviate this problem. 

Oral health is now linked to physical health-particularly heart disease, diabetes, osteoporosis, 
and dementia. These conditions are prevalent in the senior population. A simple administrative 
change in the way dentures a.(C funded would not only alleviate suffering, it would ultimately 
reduce Medicaid costs. 

For seniors who don 'f qualify for Medicaid, but aren't able to afford dental work, this agency has 
had in place for over 10 years a program to issue income qualifying seniors $900.00 grants for 
their dental work. This program has been funded by corporate donors, the Municipality of 
Anchorage, and, until 2008, by th" Hum8lJ Services Matching grant. If the HSMG is re­
authorized, we hope our program will once again be chosen for funding by the local review 
panel. This program alleviates a great deal of suffering and ultimately reduces costs, too. 

Thank-you for all your support for senior citizens. We appreciate your understanding and 
compassion. 

---- .. 

A Friendly Place Providing Stepping Stoneg Duer Deep Water 

<1M 
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To: Members of the Alaska House of Representatives . ",::,;~. >-" 

" ;}::~C'~;':E;;:T:~:?:,::5:-:~;,~~·!.g:~'~~;';1'~':.:L--' RE: SB 199 (Ellis)--Support 

On behalf of the members of AARP in Alaska, we would like 10 urge your support for SB 
19910 establish a two year funding cycle for the adult denlal benefit in Medicaid. The 
bill is sponsored by Senator Johnny Ellis, and co-sponsored by twelve other Senators, 
including four Republicans and eight Democrats, It is also co-sponsored by 
Representatives Neuman, Stoltze, Herron, Gardner, Austennan, Doogan, Gara, 
Fairclough, md Hawker, 

SB 199 basically changes the bc;nefit for dentures so that an adult Medicaid beneficiary 
would be able to use the funds available for two years to pay for dentures. This makes 
sense for both the client and the provider. 

Older persons in need of dentures often have accompanying nutrition problems. These 
nutrition problems can cause other health issues and create an overall deterioration in 
health status. For those who need them, dentures are essential to quality health care. 
Two-year funding for dentures should be considered sensible prevention with the long 
term possibility of saving Medicaid funds that would not need to be spent on more 
serious health care problems resulting from poor oral health status. 

AARP recommends an "AYE" vote on SB 199. 

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, 

Marie Darlin, Coordinator 
AARP Capital City Task Force 
415 Willoughby Avc;nue. Apt. 506 
Juneau, AK 9980) 
586-3637 (voice) 
463-3580 (fax) 

CC: Senator Johnny Ellis 

HEAl7H I FINANCES I CONNECTING I GMNG I ENjOYlNCl 

J@Mie Chin Hansen, Prestdent 
William D. Novelli, Chief Executive Officer 
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The HEALTH AND SOCIAL SERVICES Committee considered: SENATE BILL NO. 238 

"An Act amending the eligihilit~· threshold for medical assistance for persons in a medical or intermediate care 
facility." 
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Interim: (May - Dec.) 
716 W. 41h Ave 
Anchorage, AI( 99501 
Phone: (907)269-0144 
Fax: (907) 269-0148 

Alaska State Legislature 

Senator Bettye Davis@legis.state.ak us 
http://www.akdemocrats.org 

Senator Bettye Davis 

Session: (Jan. - May) 
State Capitol, Suite 30 

Juneau, AI( 99801-1182 
Phone: (907) 465-3822 

Fax: (907) 465-3756 
TolI.free: (800)770-3822 

SB 238 - "An Act amending the eligibility threshold for medical assistance for persons in a 
medical or inte=ediate care facility." 

SPONSOR STATEMENT 

This bill amends and restores the Medicaid income eligibility threshold for individuals who 
reside in a medical or inte=ediate care facility from a specified monthly income limit to 300% 
of the Social Security income benefit rate. This threshold is also used for people who receive 
home and community-based waiver services. In 2003 the Legislature fixed the Medicaid long­
te= services income eligibility limit for persons in medical or inte=ediate care facilities at 
$1,656 per month which was 300% Supplemental Security Income (SS1) at that time. This 
change created an income ceiling for waiver eligibility, effectively freezing the eligibility limit 
for the last seven years, rather than allowing the limit to adjust annually in tandem with the SS1, 
the income equivalent of which in 2009 was $2,022. The result was that small Social Security 
cost of living adjustments have disqualified many needy disabled people from the program. 

Alternatives for preserving eligibility, particularly for those requiring lifetime or long-te= care, 
include creation of a Medicaid qualifying income trust, also known as a Miller Trust. Trusts, 
however, have procedural drawbacks, including numerous responsibilities and restrictions, 
limited access to income, assistance of an attorney, and a trustee to manage trust assets. 

As background, the Supplemental Security Income (SSI) program is a federal needs-based 
disability program for low income adults over age 65, blind, or disabled. For an adult, the SSI 
disability requirement is based on the ability to work. An adult is considered disabled if the 
person cannot do the work that he/she performed before the disability occurred or cannot do 
alternate work because of a severe physical or mental condition. For a child to be eligible, 
he/she must suffer from serious physical and/or mental problems. For both adults and children, 
the disability must last, or be expected to last for at least a year. 

Medicaid services are critical to the well-being of Alaska's most vulnerable citizens. Supporting 
SB 238 will ensure that eligible Alaskans can continue to receive nursing home care and in-home 
services. It also will save the Legislature from amending statutes every year or two as the Federal 
Poverty Level guidelines and Supplemental Security Income levels increase with the cost of 
living. 

SB 238 Sponsor Statement 
Rev. 3-22-2010 
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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 February 4,2010 

SUBJECT: 

TO: 

FROM: 

Sectional Summary (SB 238 (Work Order No. 26-LSI362\A)) 

Senator Bettye Davis 
Attn: Thomas Obermeyer 

Jean M. MiS~~~se~ 
Legislative c~ 

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. Amends the eligibility threshold for medical assistance applicants who are in 
a medical or intermediate care facility from a specified monthly income limit to 300 
percent of the Social Security income benefit rate. 

JMM:ljw 
10-060.ljw 
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FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: SB 238 
(8) Publish Date: 213/10 

_ld_e_n_ti_fie.:..'...:{_fil.:..e_n.:..a_m.:..e:..}:_S_B_2_3_8 ... -0:..H_S:..S:..-..:S..:O ... M ... S_-_1-..:2.:..9-_1.:..0 _______ Dept. Affected: _____ --=-H::ea::lt::h ... &:..::So::c:..ia::I..:S..:e.:..rv ... ice:.:.:s __ 

Title Medicaid for Medical & Intermediate Care RDU Senior and Disability Services 
----------------________________________ Component Senior and Disability Medicaid Services 

Sponsor Davis 

Requester ________ ..:S::en ... a:..te.:....H ... S ... S ________ Component Number 2662 

Expenditures/Revenue (Thousands of Dollars) 
Note' Amounts do not include inflation unless otherwise noted below 

Rppropnallon 
Required Information 

OPERATING EXPENOIT FY 2011 FY 2011 FY2012 FY 2013 FY 2014 FY 2015 FY 2016 

Personal Services 
Travel 
Contractual 
Supphes 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 0.0 

ICAPITAL EXPENDITUR I 

CHANGE IN REVENUES I 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GFlProgram Receip 
1037 GFlMental Health 
Other Interagency Receip 

TOTAL 0.0 

Estimate of any current year (FY2010) CI 

POSITIONS 

I
FUII.time 

ParHime 
Temporary 

ANALYSIS: (Attach a separate page if nece: 

0.0 0.0 0.0 0.0 0.0 0.0 

I 

T I 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 

This bill would increase the Medicaid income eligibility standard for individuals who reside in medical institutions, typically 
nursing facilities. This standard is also used for people who receive home and community·based waiver services. Currently, 
this standard is fixed at $1,656 per month. The bill would increase the amount to 300 percent of the federal Supplementa! 
Security Income (SSI) monthly benefit, which is currently $674, adjusted for cost of living each year. Initially, the new 
standard for Medicaid nursing facility residents and waiver recipients would be $2,022 per month. 

DHSS does not anticipate that increasing the monthly standard for this eligibility category will increase the number of 
Medicaid recipients receiving services. While this is contrary to DHSS expectations when the Legislature fixed the standard 
at a set dollar amount in 2003, experience shows that as individuals receive cost of living increases in pensions or Social 
Security payments that raise their incomes over $1 ,656 per month, they use Medicaid qualifying income trusts to reduce their 
countable income below that amount and continue to qualify for Medicaid. 
(Continued on Page 2). 

Prepared by: 
Division 

Approved by: Alison Eigee, Assistant Commissioner 
DHSS Finance & Management Services 

(RevlSfId 11moo9 OMS) 

Phone 269-7827 
DatelTime 1129/1012:00 AM 

Date 1129/2010 

Page 1 of 2 
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ANALYSIS CONTINUATION 

Another consideration is that Medicaid recipients who qualify under this institutional income standard are required to make 
a contribution toward the cost of the Medicaid institutional or waiver services they receive if their countable income 
exceeds the personal needs allowance established for their living arrangement. The personal needs allowance for people 
on waivers has historically been set in regulation and the amount varies depending on the person's living situation, and is 
not linked to the institutional income standard. DHSS has not assumed an increase to the personal needs allowance. 
Therefore, DHSS does not anticipate an increase in Medicaid spending as a result of this legislation. If DHSS increased 
the personal needs allowance in conjunction with increasing the income eligibility standard, it would increase Medicaid 
expenditures. 

Page 2 of 2 
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§ 47.07.020 WELFARE, SOCIAL SERVICES & INSTITUTIONS 706 

claims under medicaid, medicare, or similar welfare welfare fraud in connection with supplying prescrip­
programs providing medical services. 32 ALR4th 671. "tion drugs. 16 ALRSth 390. 

Criminal liability of pharmacy or pharmacist for 

Sec. 47.07.020. Eligible persons. (a) All residents ofthe state for whom the Social 
Security Act requires Medicaid coverage are eligible to receive medical assistance under 
42 U.S.C. 1396 - 1396p (Title XIX, Social Security Act). 

(b) In addition to the persons specified in (a) of this section, the following optional 
groups of persons for whom the state may claim federal financial participation are eligible 
for medical assistance: 

(1) persons eligible for but not receiving assistance under any plan of the state 
approved under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act, Supplemental 
Security Income) or a federal program designated as the successor to the aid to families 
with dependent children program; 

(2) persons in a general hospital, skilled nursing facility, or intermediate care facility, 
who, if they left the facility, would be eligible for assistance under one of the federal 
programs specified in (1) of this subsection; 

(3) persons under age 21 who are under supervision of the department, for whom 
maintenance is being paid in whole or in part from public funds, and who are in foster 
homes or private child·care institutions; 

(4) aged, blind, or disabled persons, who, because they do not meet income and 
resources requirements, do not receive supplemental security income under 42 U.S.C. 
1381 - 1383c (Title XVI, Social Security Act), and who do not receive a mandatory state 
supplement, but who are eligible, or would be eligible if they were not in a skilled nursing 
facility or intermediate care facility to receive an optional state supplementary payment; 

(5) persons under age 21 who are in an institution designated as an intermediate care 
facility for the mentally retarded and who are financially eligible as determined by the 
standards of the federal program designated as the successor to the aid to families with 

',.' dependent children program; 
;: [(6) persons in a medical or intermediate care facility whose income while in the facility 

.. :.; ... : .. V does not exceed 300 percent of the supplemental security income benefit rate under 42 
;!: U.S.C. 1381 -1383c (Title XVI, Social Security Act)·but who would not be eligible for an 

'::: optional state supplementary payment if they left the hospital or other facility; 
:'. (7) persons under age 21 who are receiving active treatment in a psychiatric hospital 

and who are financially eligible as determined by the standards of the federal program 
designated as the successor to the Aid to Families with Dependent Children program; 

(8) persons under age 21 and not covered under (a) of this section, who would be 
eligible for benefits under the federal program designated as the successor to the aid to 
families with dependent children program, except that they have the care and support of 
both their natural and adoptive parents; 

(9) pregnant women not covered under Ca) ofthis section and who meet the income and 
resource requirements of the federal program designated as the successor to the aid to 
families with dependent children program; 

(10) persons under age 21 not covered under Ca) ofthis section who the department has 
determined cannot be placed for adoption without medical assistance because of a special 
need for medical or rehabilitative care and who the department has determined are 
hard-ta-place children eligible far subsidy under AS 25.23.190 - 25.23.220; 

(11) persons who can be considered under 42 U.S.C. 1396a(e)(3) (Title XIX, Sacial 
Security Act, Medical Assistance) ta be individuals with respect ta wham a supplemental 
security income is being paid under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security 
Act) because they meet all of the following criteria: 

(A) they are 18 years of age or younger and qualify as disabled individuals under 42 
U.S.C. 1382c(a) (Title XVI, Social Security Act); 

(B) the department has determined that 
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§ 47.07.010 . WELFARE, SOCLAL SERVICES & INSTITUTIONS 718 --. 
(12) "m.edical assistance record" means records required to be kept by state or federal 

law or regulation regarding Claims to a medical assistance agency; 
(13) "organization" has the meaning given in AS 11.81.900; 
(14) "person" has the meaning given in AS 11.81.900; 
(15) "property" has the meaning given in AS 11.81.900; 
(16) "reckless disregard" means acting recklessly, as that term is defined in AS 

11.81.900; 
(17) "services" or "medical assistance services" means a health care benefit that may 

qualify for reimbursement under AS 47:07 or AS 47.08, including health care benefits 
provided, attempted to be provided, or claimed to have been provided to another, by a'·' 
medical assistance provider, or "services" as defined in AS 11.81.900; 

(18) "unconditional discharge' has the meaning given in AS 12.55.185. (§ 3 ch 66 SLA ",.: 
2003) 

V" Chapter 07. Medical Assistance f~r Needy Persons. 

Section 
10. Purpose 
20. Eligible persons 
30. Medical services to be provided 
32. Inpatient psychiatric services for persons uncler 

21 years of age 
35. [Repealed] 
36. Cost containment measures authorized 

Section 
42. Recipient cost-sharing 
70. Payment rates for health facilities 
7.~. Uniform accounting, budgeting, and reporting 
74. Audits and inspections 

110 - 190. [Repealed! 
900. Definitions 

Sec. 47.07.010. Purpose. It is declared by the legislature as a matter of public 
concern that the needy persons of this state who are eligible for medical care at public 
expense under this chapter should seek only uniform and high quality care that is 
appropriate to their condition and cost-effective to the state and receive that care, 
regardless of race, age, national origin, or economic standing. It is equally a matter of 
public concern that providers of services under this chapter should operate honestly, 
responsibly, and in accordance with applicable laws and regulations in order to maintain 
the integrity and fiscal viability of the state's medical assistance program, and that those 
who do not operate in this manner should be held accountable for their conduct. It is vital 
that the department administer this chapter in a manner that promotes effective, 
long-term cost containment of the. state's medical assistance expenditures while provid­
ing medical care to recipients. Accordingly, this chapter authorizes the department to 
apply for participation in the national medical assistance program as provided for under 
42 U.S.C. 1396 - 1396p (Tit.le XIX, Social Security Act). (§ 1 ch 182 SLA 1972; am § 4 
ch 66 SLA 2003) 

Effect of amendments. - The 2003 amendment, 
effective September 9, 2003, rewrote the first sen­
tence, added the second sentence, and in the last 

sentence substituted "department" for "Department of 
Health and Social Services." 

NOTES TO DECISIONS 

Cited in Garner v. State, 63 P.3d 264 (Alaska 2003), 

Sec. 47.07.020. Eligible persons. (aJ All residents of the state for whom the Social 
Security Act requires Medicaid coverage are eligible to receive medical assistance under 
42 U.S.C. 1396 - 1396p (Title XIX, Social Security Act). 

(b) In addition to the persons specified in CaJ of this Section, the following optional 
groups of persons fer whom the state may claim federal financial partiCipation are eligible 
for medical assistance: 
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(1) persons eligible for but not receiving assistance under any plan of the state 
approved under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act, Supplemental 
Security Income) or a federal program designated as the successor to the aid to families 
with dependent children program; 

(2) persons in a general hospital, skilled nursing facility, or intermediate care facility, 
who, if they left the facility, would be eligible for assistance under one of the federal 
programs specified in (1) of this subsection; 

(3) persons under age 21 who are under supervision of the department, for whom 
maintenance is being paid in whole or in part from public funds, and who are in foster 
homes or private child-care institutions; 

(4) aged, blind, or disabled persons, who, because they do not meet income and 
resources requirements, do not receive supplemental security income under 42 US.C. 
1381 - 1383c (Title XVI, Social Security Act), and who do not receive a mandatory state 
supplement, but who are eligible, or would be eligible if they were not in a skilled nursing 

.. facility or intermediate care facility to receive an optional state supplementary payment; 
(5) persons under age 21 who are in an institution designated as an intermediate care 

facility for the mentally retarded and who are financially eligible as determined by the 
standards of the federal program designated as the successor to the aid to families with 
dependent children program; 

(6) persons in a medical or intennediate care facility whose income while in the facility 
. does not exceed $1,656 a month but who would not be eligible for an optional state 

supplementary payment if they left the hospital or other facility; 
(7) persons under age 21 who are receiving active treatment in a psychiatric hospital 

and who are financially eligible as determined by the standards of the federal program 
designated as the successor to the Aid to Families with Dependent Children program; 

(8) persons under age 21 and not covered under (a) of this section, who would be 
eligible for benefits under the federal program designated as the successor to the aid to 
families with dependent children program, except that they have the care and support of 
both their natural and adoptive parents; 

(9) pregnant women not covered under (a) of this section and who meet the income and 
resource requirements of the federal program designated as the successor to the aid to 
families with dependent children program; 

(10) persons under age 21 not covered under (a) of this section who the department has 
.: determined cannot be placed for adoption without medical assistance because of a special 

need for medical or rehabilitative care and who the department has determined are 
hard-to-place children eligible for subsidy under AS 25.23.190 - 25.23.210; 

(11) persons who can be considered under 42 U.S.C. 1396a(e)(3) (Title XIX, Social 
Security Act, Medical Assistance) to be individuals with respect to whom a supplemental 
security income is being paid under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security 
Act) because they meet all of the following criteria: 

(A) they are 18 years of'age or younger and qualify as disabled individuals under 42 
U.S.C. 1382C<a) (Title XVI, Social Security Act); 

(B) the department has determined that 
(i) they require a level of care provided in a hospital, nursing facility, or intermediate 

care facility for the mentally retarded; 
(ii) it is appropriate to provide their care outside of an institution; and 
(iii) the estimated amount that would be spent. for medical assistance for their 

individual care outside an institution is not greater thatl the estimated amount that 
Would otherwise be expended individually for medical assistance within an appropriate 
institution; 

(C) if they were in a medical institution, they would be eligible for medical assistance 
under other provisions of this chapter; and 
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RE: SB 238 (Davis)-Support 
Dear Chair Davis: 

On behalf of the members of AARP in Alaska, we encourage you and your colleagues on 
the Senate Health and Social Services Committee to support SB 238. which you 
authored. 

SB 238 corrects a situation which occurred in 2003 when the Legislature changed 
eligibility for long-term care services in facilities from 300% of the S81 level to $1,656 
per month. Since then, each year some Alaskans would find themselves no longer 
eliaible than when the 300% level was used. 

Alaska has a long history of using home and community based services in preference to 
institutionalized care. SB 238 will allow our most frail and vulnerable citizens to remain 
in their homes and communities or in institutional settings, when appropriate. 

The beneficiaries of SB 238 are not well off financially. They are at risk economically as 
well as from a health standpoint. 

~ recommends an "AYE" vote on 8B 238. 

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. 

~~r; R!/~ 
Mari.e Darlin, Coordinator 
AARP Capital City Task Force ' 
415 wmoughby Avenue, Apt. 506 
Juneau, AK. 99801 
586-3637 (voice) 
463-3580 (fax) 

cc: Vice-Chair 10e Paskvan 
Senator Johrmy Ellis 
Senator Joe Thomas 
Senator Fx-ed Dyson 

HEALTH! FINANCES r CONNECTING I GIVING I ElUDYING 
Jennie Chin Hansen, President 
WoRlam D. NovelD, Chi.f Executive Officar 
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Senate Finance Committee - Testimony for S8 238 
March 15, 2010 

• Good Morning. My name is Denise Daniello, executive director for the Alaska 
Commission on Aging. 

• We are pleased to offer our strong support for SB 238 .. 

• This is an important piece of legislation for older Alaskans who receive small cost­
of-living increases to their Social Security and other benefit amounts. The impact 
from this freeze has been that from 2003 forward, a small cost-of-living adjustment 
to Social Security can put a senior over the $1,656 limit and in effect disqualifies 
them from receiving Medicaid long-term support services. These vulnerable .. 
individuals are at-risk both finanCially and with regards to their health. 

• Our office became alerted to this issue around Christmastime in 2008 when many 
individuals on Social Security receiving waiver services were issued notice from the 
State that they would no longer be eligible for these services after the 2009 Social 
Security COLA went into effect. They were given the choice of either paying out-of­
pocket for these services or establishing a Medicaid qualifying income trust, also 
known as a Miller Trust, to preserve their income eligibility. They were very 
distraught and called our office for help. Some called their legislators. 

• (As has already been explained ... ) the Miller Trust reduces one's countable income 
below the income standard, which is now set at $1,656, so that a person can 
continue to qualify for Medicaid. 

• The Miller Trust is a useful tool for maintaining income eligibility but has some 
drawbacks: 

o First, it requires an individual to seek legal assistance from an attorney to 
establish the Trust and then to find a person they trust to manage their 
account. Some elderly Medicaid recipients have no friends or family they 
know who can serve as reliable trustees. They must either trust a stranger 
to manage their money or forego benefits. Some recipients risk their money 
by having less-than-trustworthy relatives serve as a trustee. Recently, we 
learned of a case involving an elder whose granddaughter left the state with 
the individual's trust account funds. 

o Secondly, trustees have a lot of legal responsibilities that include registering 
the trust with the court system, arranging for an identification number from 
the IRS, setting up a special account with the bank, arranging for direct 
deposits to that account through Social Security, and securing approval from 
the Division of Public Assistance for the Trust. Trustees are also responsible 
for properly managing the Trust that includes distributing the correct 
monthly allowance to the Medicaid reCipient, making allowable expenses 
with Trust funds that are not clearly defined by law (which creates confusion 
for Trustees), tracking and documenting receipts, and passing an annual 
audit with Public Assistance. 
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o Thirdly, it costs money to establish the Trust - $800 to $1,200, according to 
estimates from Alaska Legal Services. This fee is paid for by the senior who 
is living on a fixed income. 

o Fourth, a Miller Trust is irrevocable. In the rare event that a person's health 
turns around and they are no longer medically eligible for long-term 
services, they will not have access to the trust funds for their daily expenses. 

o Finally, managing one's own expenses is a matter of personal dignity for 
many older Alaskans. Being forced to give up this right can be stressful and 
humiliating, as well as financially risky. 

• The Alaska Commission on Aging supports SB 238. We believe that this legislation is 
good public policy that promotes more efficient use of public funds since fewer 
individuals will have the need to establish Miller Trusts in order to maintain their 
income eligibility for Medicaid services when they receive COLA adjustments to their 
Social Security and other public benefits. 

• Passage of this legislation will also ensure that eligible Alaskans can continue to 
receive nursing home care and in-home services, which are critical to an elderly 
person's health and well-being. 

• Thank you. 
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In/erim: (May· Dec.) 
716 W. 4th Ave 
Anchorage, AK 99501 
Phone: (907) 269·0144 
Fax: (907) 269-lJ148 

Alaska State Legislature 

Senator Bettye Davis@legis state.akus 
http://www.akdemocrats.org 

Session: (Jan,· May) 
State Capitol, Suite JO 

Juneau, AK 99801·1182 
Phone: (907) 465·)822 

Fax: (907) 465·)756 
Tal/free: (800) 770·)822 , 

Senate Health and Social Services Committee 

SPONSOR STATEMENT 
SENA TE BILL 307 "An Act relating to residential shelters for runaway minors" 

SB307 would allow emergency residential shelters like Covenant House Alaska to continue competing 
for federal grant funding, Covenant House Alaska has five programs that include emergency shelter, 
healthcare, job and educational assistance and transitional living, Covenant House Alaska served 
nearly 3,000 Alaskan youth in FY2009 and has been in Alaska over 20 years - serving literally tens of 
thousands of youth, 

In 2007, Covenant House Alaska was awarded the federal Basic Center Grant (BCG) through the 
Administration for Children and Families, This competitive federal grant supplied Covenant House 
Alaska with $300,000 phased over three years to operate the Crisis Center - $100,000 per year. 
Recently, the Administration for Children and Families recently notified Covenant House Alaska the 
Crisis Center is technically out of compliance with federal grant requirements stated in the Homeless 
and Runaway Youth Act Established through the Act, federal regulation 45 CFR 1351.18 (d) states 
the Basic Center Grant (BCG) may be awarded to facilities with a shelter capacity of 20 beds or less. 
Covenant House Alaska holds 40 beds. 

However, the Act at 42 U.S.C Section 5712(b)(2)(A) states the shelter can have "a maximum capacity 
of not more than 20 youth, except where the applicant assures that the State where the center or 
locally controlled facility is located has a State or local law or regulation that requires a higher 
maximum to comply with license requirements for child and youth serving facilities." The 
Administration for Children and Families (ACF) concedes that states with statutes requiring them to 
operate a facility over 20 beds will meet the federal requirements. Supporting SB307 would allow a 
statutory change which would make it possible for emergency residential shelters like the Covenant 
House to continue competing for federal grants by operating under the terms of their license. 
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§ 47.10.310 WELFARE, SOCrAL SERVICES & INSTITUTIONS 

(3) award nonprofit corporations or municipalities grants for the establishment ' 
operation of licensed programs for runaway minors; or ' 

(4) adopt regulations for the administration of AS 47.10,300 - 47.10.390, includ' 
regulations providing for the coordination of services to be provided by licensed progr lllg 
for runaway minors and by the department. (§ 4 ch 144 SLA 1988; am § 35 ch 126 ~~ 
1994; am § 8 ch 107 SLA 1998) , , 

Collateral references. -47 Am. Jur. 2d, Juvenile 
Courts and Delinquent and Dependent Children, 
§ 36. 

Sec. 47.10.310. Licensing of program~ for runaway minors: (a) A person ma 
not operate a program for runaway mmors m the state Without a hcense issued und Y 
this section. A person who violates this subsection is guilty of a violation. er 

(b) The department may license a program for runaway minors under AS 47.10.300_ 
47.10.390 only if the program 

(1) is operated by a corporation or a municipality; and 
(2) meets the requirements of (c) of this section. 
(c) A program for runaway minors shan 
(1) explain to a minor who seeks assistance from the program the legal rights and" 

responsibilities of runaway minors and the services and assistance provided for runawa,:' 
minors by the program and by the state or local municipality; 

(2) upon admission of a minor to the program, attempt to determine why the minor ii' 
a runaway and what services may be necessary or appropriate for reuniting the minor'" 
with the minor's family; 

(3) provide or help arrange for the provision of services necessary to promote the" 
health and welfare of a minor in the program and, if appropriate, members of the minor'. 
family; services may include, but are not limited to, the provision of food, shelter;:' 
clothing, medical care, and individual, group, or family counseling; 

(4) within one state working day after admission of a minor to the program inform tilt 
department of a minor in the program 

(A) who claims to be the victim of child abuse or neglect, as defined in AS 47.17.29&" 
(B) whom an employee of the program has cause to believe has been a victim of child,', 

abuse or neglect; or 
(C) whom an employee of the program has reason to believe is evading the sUllenriBilD': 

of the department, the person to whom the departmen t has entrusted supervision, 
minor's legal guardian; 

(5) be operated with the goal of reuniting runaway minors with their families, 
in cases in which reunification is clearly contrary to the best interest of the 

(6) maintain adequate staffing and accommodations to ensure physical security 
provide crisis services to minors residing in a facility operated by the program; a P/'Ol~!:::ii 
that, as determined by the department, regularly receives state money in an amoun,~ 
exceeds one-fourth of the program's costs shall maintain semi-secure portions 
facilities in a proportion that meets regulations established by the department; 
under 18 years of age shan be segregated from residents who are 18 years of age 

(d) A program for runaway minors may provide services for the protection oftb. 
and welfare of a person under 21 years of age who is in need of the services ~nd, 
without a place of shelter in which supervision and care of the person are 
ch 144 SLA 1988; am § 17 ch 33 SLA 1994; am § 8 ch 120 SLA 1996; am § 9 ch 

~8) 

le-). . ' NOTES TO DECISIONS 

Cited in RJ.M. v. State, 946 P.2d 855 (Alaska 
1997), 

n 

d 
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STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: SB307 

o Publish Date: 

Identifier (file name): S8307-DHSS-C&L-3-12-10 Dept. Affecled: Heallh & Social Services 
----~--~--~------------------ -----------------
Title Shelters for Runaway Minors RDU Public Health 

---------------------------------------Component ----~C~e~rt~ifi-ca~t~io-n-a-nd~Li~ce-n-s~in-g----

Sponsor 

Requester 

Health & Social Services 

Senate HSS Component Number --------------------------
Expenditures/Revenues (Thousands of Dollars) 
Note: ,do not include inftalion unless , noted below. 

"',;'Anu"Arl Information 

·245 

JITURES FY 2011 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 

~~~:~; 'A' ~c .. i"c. 

Contractual 
Supplies 
Equipment 
Land & Structures 
IGrants & Claims 

I 
TOTAL I O.() 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( ) I 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Malch 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Olher Interagency Receipts 

TOTAL 0.0 

Estimate of any current year (FY201 0) cost: 

POSITIONS 

rUIl-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

0.0 0.0 0.0 0.0 0,0 Q,O 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 

This statutory change is designed to bring Covenant House Alaska (a shelter for homeless youth) into 
compliance with federal grant requirements in the Homeless Runaway Youth Act. Federal regulations have a 
capacity cap of 20 beds, and this will allow Covenant House to operate a 40-bed facility under the terms of their 
license without jeopardizing their grant. It does not create an increased workload for existing staff; therefore, 
the Department has determined this will have zero fiscal impact to state operations. 

Prepared by: Ward B. Hurtburt, MD. MPH, Chief Medical Officer / Director 
Division .!,P"'u"'bl"ic:..:H.::e"'."'lth"-____________________________________ _ 

Approved by: Alison Eigee, Assistant Commissioner 
OHSS Finance & Management Services 

Phone 907-269-8126 
DatelTime 3111110 12:00 AM 

Date 3/12/2010 
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r:~ Covena.n~ 
~., ... ~.HR··u~.·;:·.·.-. ;A····'··· . . . as. a .. 
Crisis Cen~er • Community Service' Center· TransltlcmalLlVlria 
The Honorable Bettye Davis 
State Capitol 
Juneau. AK 9980 I 

March I, 2010 

Dear Senator Davis, 

Thank you for your long-standing support of Covenant House Alaska (CHA). CHA is the only shelter in 
Alaska specifically designed for homeless youth. Throughout our five programs including emergency 
shelter, healthcare, job and educational aSsistance and transitional living, CHA served nearly 3,000 Alaskan 
youth in FY09. eHA bas been in Alaska for over 20 years and served literally tens of thousands of youth. 

CHA was awarded the Basic Center Grant (BCG) through the Administration for Children and Pamilies 
(ACF) in 2007, This competitive, federal grant supplied CHA with $300,OOOpbased over 3 years to operate, 
the Crisis Center (5100,000 per year), ACP recently notified CHA that the Crisis Center is technically out 
of compliance with federal grant requirements stated.in the Homeless and Runaway Youth Act CHA will 
not be competitive for the new grant cycle starting in September 2010 if Alaska's state statute Is not; 
amended to comply with federal requirements. ' 

Established through the Act, federal regulation 45 CPR 13 S I, 18 (d) states that the BCG will be awarded to :;; 
facilities with a shelter capa~ity of20 beds or less. CHA's Crisis Center balds 40 beds. ACP concedes thai..... 
states with statute requiring them to operate a facility over 20 beds will override the federal requirements.­
Through consuJtation with an attorney, CHA proposes the following change in Alaska statute to satisfY 

-' ACP's request . . 

Amendment to AS 47.10.310 to add a new subsection (e): 

(e) A program for runaway minors, which operates a residential sbelter in the State of Alaska for 
runaway or homeless minors and which is required to obtain a license to operate pursuant to 
AS 47.10.330 - 47.10.390, is required to provide a shelter with the capacity designated in the 
approved license. 

Since CHA is licensed to operated a shelter with 40 beds, this amendment would effectively require CHA 
to operate a facility that bouses over 20 youth. 

As the Chair of the Senate Health, Education and Social Services Committee, CHA is seeking your 
assistance in changing Alaska's statute. Our goal is to have a committee bill introduced this session in order 
to comply with the federal regulations by September 20 I O. Please contact me for additional materials if 
necessary, including ACP's findings. 

Thank you for your consideration. Please contact me with any Questions. 
) 

Sincerely, 

Deirdre A. Cronin 
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20 ..... ··.covena. nt ""'IH u e . 
Years ~~ APas1:a 

CI'I5'sOinter'; (:i;nirituitrtyseiv'tes.ceit(er· Traitsltlonal:UVltlg 

Although a change in regulations may satisfY federal requirements, CHA is pursuing a 
change in statute as a primary means to satisfY the grant requirements. Through 
consultation with an attorney, CHA proposes the following change in Alaska statute to 
satisfY ACF's request. 

Amendmentto AS 47.10.310 to add a new subsection (e): 

(e) A program for runaway minors, which operates a residential shelter in the 
State of Alaska for runaway or homeless minors and which is required to 
obtain a license to operate pursuant to AS 47.10.330 - 47.10.390, is required 
to provide a shelter with the capacity designated in the approved license. 

Since CHA is licensed to operated a shelter with 40 beds, this amendment would 
effectively require CHA to operate a facility that houses over 20 youth. Our goal is to 
make this change to statute during the 20 I 0 Legislative Session. 

Similarly, CHA will be pursuing a change in regulations simultaneously. Pursuing a 
change in regulations will both compliment our legislative changes, as well as serve as a 
back-up if the statutory changes are not completed in the 20 I 0 Legislative Session. 

A change in regulation would likely be an addition to 7 AAC 57.030. A new subsection 
could be added to the end of 7 AAC 57.030 that stated something to the following 
effect: 

Upon issuance of a license to a program for runaway minors authorizing operation of any 
type of residential shelter in the State of Alaska for runaway or homeless minors within 
the meaning of AS 47.10.330-47.10.390, the program receiving the license is required to 
provide a shelter with the capacity designated in the approved license. 

As the Commissioner of Health and Social Services, CHA wants to ensure you are 
adequately briefed on our goals to amend Alaska's statute and/or regulations and actively 
pursue the BCG next fall. We hope you will be supportive of our efforts. 

Thank you for your consideration. Please contact me with any questions. 

Sincerely, 

l)).Melv-.- ~. ~~ 
Deirdre A. Cronin 
Executive Director 

Opening Door. for Homele .. Youth 
Celebrating 20 years of service in .the State of Alaska 

Mailing: P.O. Box 1 O464O •. Anchorage, Alas.ka 9951 CK640 • (907) 272·1255 • www.covenanthouseak.org 



Ju~tJa:: 4) L.t'.R. PAln US!-RUNAWAY AND HUMELESS YUUTH PROGRAM 

HHS publishes annually in the Federal RegIster a program announcement of grant funds available under the Runaway and Homeless 

Youth Program Act. The program announcement states the amount of funds available, program priorities for funding, and criteria for 
evaluating applications in awarding grants. The announcement also describes specific procedures (or receipt and review of applications. 
An applicant should: 

(3) Obtain a program announcement from the Federal Register or from one of HHS's 10 Regional Offices in Boston, New York, 
Philadelphia, Atlanta, Chicago, Dallas, Kansas City, Denver, San Francisco, and Seattle; 

(b) Obtain an application package from one of HHS's Regional Offices; and 

(c) Submit a completed application to the Grants Management Office at the appropriate Regional Office. 

[43 FR 55635. Nov. 2B. 1978. as amended at 48 FR 29202. June 24.1983) 

§ 1351.18 What criterfa has HHS established for deciding which Runaway and Hom&tass Youth Program grant applications to fund? 

In reviewing applications for a Runaway and Homeless Youth Program grant, HHS takes into consideration a number of factors, 

including: 

(a) Whether the application meets one or more of the program's funding priorities; (see §1351.12) 

(b) The need for Federal support based on the number of runaway or otherwise homeless youth in the area in which the runaway and 

homeless youth project is orwiU be located; 

(c) The availability of services to runawaY-QLOtherwise....hamales4~rea in which the runaway and homeless youth project Is 

~r=;::~~:th~;:I:·~=um ~.Idential capaci~ of four and a maximum reSiden:1 cap:ci~ ~::::~=ed ~: ::ut~With a r~;i: Of'-
u sufficient to assure adequate supe~Ision .. ~nd treatment; . .. .. / 

,- .. - ... _--------- .....-

• 

(e) Plans for meeting the best interests of the youth involving, when possible, both the youth and the family. These must include 
contacts with the fammes. This contact should be made within 24 hours, but must be made no more than 72 hours following the time of 
the youth's admission into the runaway and homeless youth project. The plans must also include assuring the youth's safe return home 
or to local government officials or law enforcement officials and Indicate efforts to provide appropriate alternative living arrangements. 

(f) Plans for the delivery of aftercare or counseling services to runaway or otherwise homeless youth and their families; 

(9) VVhether Ihe estimated cost to the Department for the runaway and homeless youth project is reasonable considering the anticipated 

results; 

(h) Whether the proposed personnel are well qualified and the applicant agency has adequate facilities and resources; 

(i) Whether the proposed project design, if well executed, is capable of attaining program objectives; 

(j) The consistency of the grant application with the provisions of the Act and these regulations. 

§ 1351.19 What additJonallnfonnation should an applicant or grantee have about I Runaway and Homeless Youth Progl'llm gl'llnt? 

(a) Several other HHS rules and regulations appty to applicants for or recipients of Runaway and Homeless Youth Program grants. 

These include: 

(1) The provisions of 45 CFR part 74 pertaining to the Administration of Grants; 

(2) The provisions of 45 CFR part 16, Departmental Grants Appeal Process, and the provisions of Informal Grant Appeal Procedures 

(Indirect Costs) in volume 45 CFR part 75; 

(3) The provisions of 45 CFR part 80 and 45 CFR part 81 pertaining to nondiscrimination under programs receiving Federal assistance, 

and hearing procedures; 

(4) The provisions of 45 CFR part 84 pertaining to discrimination on the basis of handicap: 

(5) The provisions ot 45 CFR part 46 pertaining to protection of human subjects. 

4 5lMP:/!1aWjUstia.comJu'~.::r/title~!.15A:1.2.6.!6.ht~1 3112120) 0 



Westl;:lVV. 
42 U.S.C.A. § 5712 

c 

United States Code Annotated Currentness 
Title 42. The Public Health and Welfare 

Effective: October 8, 2008 

Chapter 72. Juvenile Justice and Delinquency Prevention (Refs & Annos) 
"fj Subchapter Ill. Runaway and Homeless Youth (Refs & Annos) 

"IiI Part A. Basic Center Grant Program (Refs & Annos) 
~ § 5712. Eligibility; plan requirement. 

(a) Runaway and homeless youth center; project providing temporary shelter; counseling services 

Page 2 of 12 

Page 1 

To be eligible for assistance under section 5711(a) of this title, an applicant shall propose to establish, 
strengthen, or fund an existing or proposed runaway and homeless youth center, a locally controlled project 
(including a host family home) that provides temporary shelter, and counseling services to youth who have left 
home without permission of their parents or guardians or to other homeless youth. 

(b) Provisions of plan 

In order to qualify for assistance under section 5711(a) of this title, an applicant shall submit a plan to the Sec­
retary including assurances that the applicant--

(1) shall operate a runaway and homeless youth center located in an area which is demonstrably frequented by 
or easily reachable by runaway and homeless youth; 

(2) shall use such assistance to establish, to strengthen, or to fund a runaway and homeless youth center, or a 
locally controlled facility providing temporary shelter, that has--

(A) a maximum capacity of not more than 20 youth, except where the applicant assures that the State where 
the center or locally controlled facility is located has a State or local law or regulation that requires a higher 
maximum to comply with licensure requirements for child and youth serving facilities; and 

(B) a ratio of staff to youth that is sufficient to ensure adequate supervision and treatment; 

(3) shall develop adequate plans for contacting the parents or other relatives of the youth and ensuring the safe 
return of the youth according to the best interests of the youth, for contacting local government officials pur­
suant to informal arrangements established with such officials by the runaway and homeless youth center and 
for providing for other appropriate alternative living arrangements; 

<Q 2010 Thomson Reuters. No Claim to Orig. US Gov. Works. 
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Matthew Johnson 

From: 
Sent: 
To: 
Cc: 

Subject: 

Laughlin, Wilda J (HSS) [wilda.laughlin@alaska.gov] 
Tuesday, March 30, 20102:47 PM 
Liz Clement; Matthew Johnson 
joe-user-recover4; Newman, Anthony (HSS); Lesmann, Mike (HSS); Rep. Mike Hawker; Juli 
Lucky; Rep. Peggy Wilson; Rebecca Rooney; Hurlburt, Ward B (HSS); Streur, William J 
(HSS) 
HSS hearing plan 

This is to let you know the following: 

SB 307, shelters for runaways: Wilda Laughlin, HSS Liaison, making a statement on behalf of the administration. Tony 
Newman, DJJ program officer; and Mike Lesmann, Office of Children's Services Community Relations Manager, available 
for questions. 

HB 25, Health Reform Policy Commission: Health Care Commission Executive Director Deborah Erickson testifying on 
behalf of the administration. Bill Streur, Deputy Commissioner of Health Care Policy; and Dr. Ward Hurlburt, Director of 
Public Health and Chief Medical Officer, available for questions. 

HB 277, certify emergency use of Epinepherine: Dr. Ward Hurlburt, Director of Public Health and Chief Medical Officer, 
available for questions. 

Sorry so late getting this to you­
w. 

Wilda J. Laughlin 
Legislative Liaison, Dept. of Health and Social Services 
Phone (907) 465-1613 
Fax (907) 465-3068 
Cell (907) 723-3802 

This e-mail,includingattachments, is intended for the use of the person or entity to which 
it is addressed and may contain CONFIDENTIAL or privileged information that is protected by 
federal and state regulation. If the reader of this e-mail is not the intended recipient or 
his or her agent, the reader is notified that any dissemination, distribution or copying of 
this e-mail is prohibited. If you think you have received this e-mail in error, please advise 
the sender by reply e-mail and delete this e-mail immediately. 
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ALASKA STATE LEGISLATURE 
Session 

State Capitol Building, Room 125 
Juneau, Alaska 99801-1182 

Phone (907) 465-2995 
Fax (907) 465-6592 

Interim 
716 West Fourth Avenue, Suite 430 

Anchorage, Alaska 99501 
Phone (907) 269-0250 

Co-Chair 
Senate Resources Committee 

Chair 
Senate Special Committee on Energy 

Senate Special Committee on World Trade, 
Technology & Innovation 

Member 

Fax (907) 269-0249 SENATOR LESIL MCGUIRE 
Senate Judiciary Committee 

Joint Armed Services Committee 

MEMORANDUM 

To: Representative Bob Herron 
Co-Chair, House Health & Social Services Committee 

From: Senator Lesil McGuire ~ 
Date: February 23, 2009 

Re: Hearing Request: SCR 1: Brain Injury Awareness Month 2009 

I respectfully request that SCR 1: Brain Injury Awareness Month 2009 be scheduled 
for a hearing pending referral in the House Health & Social Services Committee at 
your earliest convenience. SCR 1 is tentatively scheduled to be read across in the 
House and referred to HHSS this Friday, February 27th. 

SCR 1 would make March of 2009 Brian Injury Awareness Month with the aim of 
raising awareness about traumatic brain injuries (TBI) and the impact they have on 
Alaskans and their families. Alaska has more TBls per capita than any other state in 
the nation. 

Attached you will find the most current version of the resolution, a sponsor 
statement, fiscal note, and all backup information. 

I request that the hearing be teleconferenced so that a representative from the 
Alaska Brain Injury Network and one or two TBI survivors or survivor family 
members can give public testimony. 

If you have any questions or concerns, please feel free to contact me personally or 
my staff, Trevor Fulton, at x3579. Thank you for your time and consideration. 
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ALASKA STATE LEGISLATURE 
Session 

State Capitol Building, Room 125 
Juneau, Alaska 99801-1182 

Phone (907) 465-2995 
Fax (907) 465-6592 

Interim 
716 West Fourth Avenue, Suite 430 

Anchorage, Alaska 99501 
Phone (907) 269-0250 

Fax (907) 269-0249 

Co-Chair 
Senate Resources Committee 

Chair 
Senate Special Committee on Energy 

Senate Special Committee on World Trade, 
Technology & Innovation 

Member 
Senate Judiciary Committee 

Joint Armed Services Committee 

SENATOR LESIL MCGUIRE 

SPONSOR STATEMENT 

SCR 1: BRAIN INJURY AWARENESS MONTH: MARCH 2008 

SCR 1 aims to raise awareness about traumatic brain injuries and the impact they have on Alaskans 
and their families. 

A traumatic brain injury (TBI) is when a blow or jolt hits the head hard enough to cause the brain to 
move within the skull or the skull breaks and the brain is directly hurt. When this happens, the injury 
disrupts the nonnal functioning of the brain. A traumatic brain injury can result in both short-term 
and long-tenn problems that involve impainnent of cognitive abilities, physical functioning, or both. 

Brain injury is very complex because no two injuries are the same. How each person may react to 
the same type of trauma is unknown. The cause, location and severity also are factors in how a 
person will react to a brain injury. 

The State of Alaska is number one per capita for brain injuries and TBI is one of the leading causes 
of death of young people in the state. Over 800 TBls are reported annually and an estimated 12,000 
Alaskans have suffered a TBI. It is unknown how many people suffer from traumatic brain injuries 
(TBI) who do not receive medical assistance. 

These injuries are often life altering and consequently place a tremendous strain on TBI survivors 
and their families. Survivors often live with pennanent disabilities and the tragedy of TBI is 
exacerbated by the fact that most TBls are preventable. 

The Brain Injury Association of America recognizes March of each year as Brain Injury Awareness 
Month. SJR 1 comports with national recognition by making March 2009 Traumatic Brain Injury 
Awareness Month in Alaska. 

Because TBI incidence in Alaska is on the rise, raising TBI awareness is more important now than it 
has ever been. TBls are one of the most common injuries incurred in military combat today and as 
injured military personnel return home to Alaska the rate of TBls is increasing sharply -- with no 
signs of slowing. 

According to a task force on traumatic brain injury created by the Army Surgeon General, as many 
as one in five U.S. combat troops who fought in Iraq or Afghanistan leave with signs they may have 
had a TBI. The Walter Reed Anny Medical Center reports that 60% of arriving service members 
from Iraq have a TBI from blasts, severe falls, and motor vehicle accidents. TBI screening at the 
National Naval Medical Center shows that 83% of wounded Marines treated at that facility have 
some fonn of temporary or pennanent brain damage. 

Rising TBI rates in Alaska is another reason why it is so important to bring attention to this silent 
epidemic. So please join us in support of brain injury awareness, prevention, and treatment by 
supporting SCR 1. 



4512 

FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2009 LEGISLATIVE SESSION Bill Version: SCR 1 
(S) Publish Date: 2/13/09 
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Injury Awareness Month. Component Council and Subcommittees 
Senator Lesil McGuire Sponsor 

Requester _______ .::S.::e'-'na:::t"'e-'.H.:.:E:.:S:.:S'-C=om=m"itl"'e:.:e'-______ Component Number 783 

ExpenditureslRevenues (Thousands of Dollars) 

Note" Amounts do not include inflation unless otherwise noted below 

Appropriation 
Required Information 

OPERATING EXPENDITURES FY 2010 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 

Estimate of any current year (FY2009) cost: 

POSITIONS 

I 
Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

0.0 0.0 0.0 0.0 0.0 0.0 0.0 

0.0 0.0 0.0 0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 0.0 0.0 

0.0 0.0 0.0 0.0 0.0 0.0 0.0 

This legislation has zero fiscal impact on the Legislative Affairs Agency. 

Prepared by: Karla Schofield, Deputy Director 
Division Legislative Affairs Agency 

Approved by: Pamela Varni, Executive Director 
Legislative Affairs Agency 

(Revised 911012008 OMB) 

Phone 465-6626 
Datemme 2111/09 12:32 PM 

Date 2111/2009 
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~.~ brain injury 
networl< 

Jill Hodges 
Alaska Brain Injury Network 
3745 Community Park Loop #140 
Anchorage, Alaska 99501 
February 10, 2009 

Senator Lesil McGuire 
Alaska State Legislature 
Capitol Building 
Juneau, Alaska 

Dear The Honorable Lesil McGuire: 

Thank you for your continued concern for safety for Alaskans, as well as prevention of 
injury and death. SCR 1 -Relating to establishing March 2009 as Brain Injury 
Awareness Month will help raise awareness about injuries to the brain and the effects 
brain injury has on the survivor, the family, the community and Alaska. 

The Alaska Brain Injury Network is a non-profit 501 (c) 3 whose mission is to educate, 
plan, coordinate, and advocate for a comprehensive service delivery system for survivors 
of traumatic brain injury and their families. Our vision begins with prevention. 

There are 800 Alaskans each year hospitalized for more than 24 hours with a moderate to 
severe traumatic brain injury (Alaska Trauma Registry). There is an estimated 3000 
Alaskans that visit the Emergency Department each year (CDC). Falls, motor vehicle 
crashes, assault, ATV/Snowmachine and bicycle crashes are the leading causes of 
traumatic brain injury in Alaska. The Alaska Brain Injury Network, "10 Year Plan for 
TBI in Alaska" highlights Prevention, Advocacy, and Public Awareness on pages 49-57 
(http://www.alaskabraininjurv.orgldocuments akbrainll 0%20Year%20TBI%20Plan.pdf) with a 
specific objective "Participate in March Brain Injury Awareness Month activities 
through resolutions, proclamations, press kits and so forth." (attachment). 

Success 
In 2003, the Alaska Legislature passed legislation for a primary seatbelt law. The TBI 
rate due to motor vehicle crashes on the highway has decreased 38% from 2001 to 2005 
(attachment). The Alaska Brain Injury Network will continue to study the data to see if 
TBI-disability among children and adults increases or decreases. 

Potential ChaUenges 

1 

AK Brain Injury Network 
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It is important to recognize traumatic brain injury, especially since there are service -
members returning from Iraq and Afghanistan with brain injury. Highest rates of brain 
injury in civilians are among rural Alaskans and Alaska Natives. Many national 
guardsmen/women live in rural Alaska. A risk factor for a brain injury is history of brain 
injury; i.e. A national guardsperson is in an lED blast in Afghanistan. He/she returns to 
Alaska and may have challenges with balance, memory, attention, etc. He is riding his 
snowmachine and crashes, no helmet or maybe even with a helmet, he sustains an 
additional brain injury. There is potential for an influx of brain injuries in the next 5-20 
years; a coordinated TBI prevention program and service delivery system would benefit 
all Alaskans. 

ABIN Activities Promoting March as Brain Injury Awareness Month 
The ABIN works closely with the Alaska Native Tribal Health Consortium, State of 
Alaska -Department of Health and Social Services, and the Alaska Mental Health Trust 
Authority. We are coordinating press conferences, newspaper advertisements, television 
commercials, and awareness among youth through internet media. ABIN is also working 
with the Veterans Clinic in Anchorage to host a public forum on brain injury. 

Thank you for your concern and your untiring pursuit of keeping Alaskans healthy. You 
have our support. 

Sincerely, 

Jill Hodges 

Page 2 of4 
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ATTACHMENT 1: 

(Alaska Brain Injury Network "10 year plan for TBI in Alaska p. 55 
http://www .alaskabraininjury .org! documents akbrainll O%20Y ear''1020TBI%20Plan. pdf) 

Goal I: 
Alaskans have knowledge of traumatic brain injury in Alaska. 

Objectives 
A. To inform Alaskans about TBl, causes, effective prevention, extent and resulting 
problems through public education campaigns and materials. 

B. Strengthen the TBI information sharing network across the state. 

Recommendations 

Years One-Ten 
• Use injury surveillance data sets to describe TBI in Alaska. 
• Provide TBI information through resources library, website, and conferences. 
• Raise awareness of TBI through participation in the AMHTA Coordinated 
Communications Campaign. 
• Participate in March Brain Injury Awareness Month activities through resolutions, 
proclamations, press kits and so forth. 
• Recruit a self-advocate to put a face on TBI and serve as spokesperson. 

Page 3 of4 

Attachments 
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ATTACHMENT 2: 

Primary Enforcement Seatbelt Law 
On May I, 2003 Alaska passed a law to change their seat belt law from secondary 
enforcement to primary enforcement state, ie. a vehicle can be stopped solely for seat belt 
non-use by an occupant. A study of Alaska has seen a steady increase in seatbelt use in 
the last decade. In 2007 the percent use as seen in the annual observations study was 
82.4%. The national rate is 82%. The NHTSA goal is 95% use. 

Seatbelt Use Observation Studies Alaska 
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States with primary seat belt laws on average had seat belt use rates about 10 percentage 
points higher than States without primary laws in 2005. Wearing a seat belt is the best 
defense for an occupant in a motor vehicle crash and the single most effective measure to 
prevent serious traumatic brain injury. 56% of Alaskans with TBI resulting from a motor 
vehicle crash on the highway were not wearing seat belts. If every state with a secondary 
seat belt law upgraded to primary enforcement, about 1,000 lives and $4 billion in crash 
costs could be saved each year. 

Hospitalized TBI by Year 
Due to Motor Vehicle Crash 
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Alaska Governor Sarah Palin Page I of I 

State of Alaska> Govemor > News> News Details 

Traumatic Brain Injury Awareness Month 

WHEREAS, an estimated 5.3 million Americans currently live with disabilities resulting from traumatic 
brain injury (TBI). Every year, 80,000 individuals experience the onset oflong-tenn disability following 
a brain injury. 

WHEREAS, brain injury can affect a person cognitively, physically, emotionally, and behaviorally. 
Consequences can include short and long-tenn memory loss, double or low vision, headaches or 
migraines, fatigue, increased anxiety, depression and mood swings, and impulsive behavior. 

WHEREAS, the three leading causes of brain injury are motor vehicle accidents, violence, and falls. 

WHEREAS, the effects of brain injury are devastating emotionally and financially to families. 

WHEREAS, the Alaska Department of Health and Social Services, Division of Behavioral Health, the 
lead state agency for TBI, in close collaboration with the Alaska Traumatic Brain Injury Advisory 
Network, the Division of Public Health, the Alaska Mental Health Trust Authority, the Alaska Mental 
Health Board, the Advisory Board on Alcoholism and Drug Abuse, the Governor's Council on 
Disabilities and Special Education, and the Alaska Commission on Aging are all working together 
toward the prevention, treatment, and rehabilitation of traumatic brain injury in Alaska. 

WHEREAS, public awareness ofthe extent, consequences, and causes of brain injury is critical to the 
prevention of these injuries and will enhance the recovery process for persons with brain injury. 

NOW, THEREFORE, I, Sarah Palin, Governor of the state of Alaska, do hereby proclaim March 2009 
as: 

Traumatic Brain Injury Awareness Month 

in Alaska, and encourage everyone to remember those with brain injuries and to become more infonned 
about traumatic brain injury. 

Dated: February 24, 2009 

Printed on 3102109 at 12:11:33 PM by 146.63.16.195 

Governor's Proclamation 
http://www.gov.state.ak.us/print_ news.php?id= 1670 :H LI /,'" ,..., 
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Interim: 
716 West 4th Ave. 
Anchorage, Alaska 99501 
(907) 269-0199 

Alaska State Legislature 

Senator Kevin Meyer 
Senate District 0 

TO: Representative Wes Keller, Co-Chair 
Representative Bob Herron, Co-Chair 
House HSS Conunittee 

FROM: Senator Kevin Meyer jL;-
DATE: February 16,2010 

RE: House HSS Conunittee Hearing Request for SCR 12 

Session: 
State Capitol Building 

Juneau, Alaska 99801-1182 
(907) 465-4945 

This is a request for a House HSS Conunittee hearing for SCR 12, "Proclaiming September 9,2010, as 
Fetal Alcohol Spectrum Disorders Awareness Day." 

The following documents are attached: 

• Sponsor Statement 
• Current version of the bill 
• Fiscal Note 
• Back up information 

o 10 Facts about F AS from the SOA, Office of Fetal Alcohol Syndrome website 
o Fetal Alcohol Spectrum Disorders, Pages 33-36 of the "Economic Costs of Alcohol and 

Other Drug Abuse in Alaska" 2005 Update prepared by the McDowell Group. 
o 4 Letters of Support 

• Potential witnessesitestifiers (depending on schedule) 
o Michael Baldwin, Behavioral Health Clinician 
o A representative from Stone Soup Group 
o A representative from HSS or the Advisory Board on Alcoholism and Drug Abuse and the 

Alaska Mental Health Board 
• Staff member assigned to the bill: Christine R. Marasigan, 465-6876 

This resolution would observe FASD Awareness Day. 

Please contact Christine if you have any questions regarding this legislation. 
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ALASKA STATE LEGISLATURE 
Interim: 

716 West 4th Avenue 
Anchorage, Alaska 99501·2133 

Phone: (907) 269-0199 
Fax (907) 269-0197 

Senator _Kevin_Meyer@legis.state.ak.u5 
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SENATOR KEVIN MEYER 
SENATE DISTRICT 0 

SPONSOR STATEMENT FOR SCR 12 

Session: 
Alaska State Capitol 

Juneau, Alaska 99801-1182 
Phone: (907) 465-4945 
Fax: (907) 465-3476 

Toll Free: (866) 465-4945 

"Proclaiming September 9, 2010, as Fetal Alcohol Spectrum Disorders 
Awareness Day" 

SCR 12 would proclaim September 9,2010 as Fetal Alcohol Spectrum Disorders 
Awareness Day (FASD). 

Alaska has the highest known incidence of FASD in the United States. This is a 
condition caused by prenatal exposure to alcohol, which can result in permanent 
brain damage, birth defects, learning disabilities, behavioral problems and most 
tragically, the loss of individual potential. 

While FASD affects all racial and socioeconomic groups, it is a 100% 
preventable condition. FASD Awareness Day is observed internationally on 
September 9th

. This serves as a reminder on the ninth day of the ninth month of 
the year that during the nine months of pregnancy a woman should abstain from 
alcohol. 

SCR 12 would observe FASD Awareness Day by promoting the awareness of 
the effects of prenatal exposure to alcohol. 

26-LS 1 079IA 02/1/2010 



4521 

FISCAL NOTE 

STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: SCR12 

(5) Publish Date: 2110/10 

Dept. Affected::.;: ___________ _ 

Senator Meyer Sponsor 
Requester ..I("'S)'-'H~e:!a!!:lt"'h'"'a"'n"'dC!s"'o"'c"'ia"_l "'se"'rv=ic"'e"-s-"C"'o"'m!!m"'i"'tt"ee"--______ Component Number 

Expenditures/Revenues 

Note:'" nt, do not include inflation ur less 

Appropriation 
", ," 
FY 2011 

T~=;;'· 
i 

<:, ",;, 

", 
La~d & Structures 
Grants & Claims 
ii,,,. 

TOTAL 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 

Estimate of any current year (FY2010) cost: 

POSITIONS 

I
Full-time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page if necessary) 

Prepared by: Celeste Hodge, Committee Aide 

0.0 

0.0 

.oted below. 

FY 2011 

0.0 

0.0 

Division Senate Health & Social Services Committee 

Approved by: Senator Bettye Davis 
Senate Health & Social Services Committee, Chair 

(Revised 111612009 OMB) 

(Thousands of Dollars) 

FY 2012 FY 2013 FY 2014 FY~ FY2E 

0.0 0.0 0.0 0.0 0.0 

(Thousands of Dollars) 

0.0 0.0 0.0 0.0 0.0 

I 

Phone 465-4906 
DatelTime _______ _ 

Date 218/2010 

Page 1 of 1 
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TEN THINGS YOU SHOULD KNOW ABOUT FAS 

1. Drinking during pregnancy can cause permanent damage to a 
developing fetus. 

2. FAS is one of the most common causes of mental retardation, and is 
the only cause that is entirely preventable. 

3. According to recent State of Alaska DHSS surveillance data, more 
than 126 children are born at risk for FASD each year in Alaska. 

4. Prenatal exposure to alcohol can cause brain damage and other 
permanent birth defects. 

5. Obtaining an FAS diagnosis can improve an individual's ability to 
function in the world, and may reduce secondary disabilities like 
depression and school failure. 

6. FASD is found in all races and all socio-economic groups - wherever 
women drink alcohol FASD exists. 

7. There is no safe level of alcohol consumption during pregnancy. 

8. Women should stop drinking prior to trying to conceive - alcohol can 
cause damage to a developing fetus even before a woman knows 
she is pregnant. 

9. FASD is 100 percent preventable. 

10. With the right diagnosis, support and understanding, many 
individuals with FASD are living happy and full lives. 

From State of Alaska, Office of Fetal Alcohol Syndrome FAQ 
http://www.hss.state.ak.us/fas/info/faqs.htm 
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ECONOMIC COSTS OF ALCOHOL 
AND OTHER DRUG ABUSE IN ALASKA, 

2005 UPDATE 

PREPARED FOR: 

THE ADVISORY BOARD ON 
ALCOHOLISM AND DRUG ABUSE 

DEPARTMENT OF HEALTH 

& SOCIAL SERVICES 

PREPARED BY: 

IIII McDo",ell 
G R 0 U P 

JUNEAU· ANCHORAGE 

DECEMBER 2005 



Full report is available online: 
http://www.hss.state.ak.us/abada/pdf/mcdoweIiJept200S_091307.pdf 
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Fetal Alcohol Spectrum Disorders 

Prenatal exposure to alcohol can cause specific birth defects which may include 
physical, mental behavioral, and learning disabilities. Many children with fetal 
alcohol disorders are not identified until they reach school age or later. Individuals 
with alcohol-related effects may have difficulties with attention, memory, and 
problem solving. Heart, liver, and kidney defects are also common, as well as vision 
and hearing problems.13 Alcohol-related effects that fall within the broad category of 
fetal alcohol spectrum disorders (FASD) include: 

• fetal alcohol syndrome (FAS), 

• partial FAS (PFAS), 

• fetal alcohol effects (F AE), 

• alcohol-related neurodevelopmental disorder (ARND), 

• and other alcohol-related birth defects (ARBD)." 

13 National Organization on Fetal Alcohol Syndrome, What is FASjFASD?, www.nofas.org/faqs.aspx?id=9 
14 US Department of Health and Human Services, SAMHSA Fetal Alcohol Spectrum Disorders Center for Excellence. The 
Language of Fetal Alcohol Spectrum Disorders. 

Economic Costs of Alcohol and Other Drug Abuse in Alaska, 2005 McDowell Group, Inc . • Page 34 



Full report is available online: 
http://www.hss.state.ak.us/abada/pdf/mcdoweILrept2005_091307.pdf 
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During the past ten years, a number of F AS prevalence rates have been established. 
Studies by the Centers for Disease Control and Prevention indicate a national rate 
from 0.2 to 1.5 cases per 1,000 births across various popuiations.1S Other studies, 
including those focusing on specific high-risk populations such as Native 
Americans, other minorities and families living in poverty have indicated rates from 
0.5 to 5.0 per 1,000 live births. Oearly, the data is varied and limited. 

In establishing a clear number of infants born each year in the United States with 
Fetal Alcohol Syndrome, the CDC estimates between 1,000 and 6,000 children will be 
born with F AS each year - a preventable birth defect and disability. 

Beginning in 1997, Alaska was one of five states comprising the CDC's Fetal Alcohol 
Syndrome Surveillance Network (F ASSNet), a program established to provide 
consistent and comparable F AS prevalence rates. Participating states included 
Arizona, Colorado, New York, Wisconsin and Alaska (however, FAS rates for 
Wisconsin are not available). At 1.5 per 1,000 live births, Alaska has a significantly 
higher rate of children born with F AS than other states in the F ASSNet program. In 
addition, Alaska data showed an estimated F AS prevalence rate of 4.8 per 1,000 live 
births among Alaska Natives. CDC data indicates F AS prevalence rates ranging from 
0.3 per 1,000 in Arizona and Colorado to 0.4 in New York. 

CDC estimates that other prenatal alcohol-related conditions, such as ARND and 
ARBD, occur approximately three times as often as FAS.'6 Within the wider category 
of FASD (which would include individuals with FAS), the US is estimated to have 
about 10 cases per 1,000 live births. 17 

Alaska's estimated rate of all births impacted by prenatal alcohol exposure is 16.3 
cases per 1,000 births, based on the 1995 to 1999 birth years. While these aIcohol­
related effects are closely associated with FASD, these rates are not directly 
comparable to national FASD rates of 10 per 1,000 live births due to differences in 
diagnoses and reporting at the state and national levels. Based on 16.3 cases per 1,000 
and the number of live births from 1995 to 1999, approximately 160 infants are born 
each year in Alaska with F AS and other effects from maternal alcohol use during 
pregnancy. Of those, approximately 15 are born with Fetal Alcohol Syndrome (FAS). 

FASvs. FASD 

It is important to remember that the information being used to determine the 
economic costs of care and service delivery to individuals with Fetal Alcohol 
Syndrome is only a small portion of the overall impact of prenatal exposure to 
alcohol and the resulting birth defects and disabilities. Beginning in 2000, the State 
of Alaska began extensive efforts to improve and expand the ability to appropriately 
diagnose individuals prenatally exposed to alcohol. In 2005, Alaska has a broad and 
regionally diverse network of diagnostic teams across the state.'. Data collected from 
these teams indicate that from July 2000 through March 2005 teams have conducted 

l5 FAS: Guidelines for Reforral and Diagnosis, CDC, 2004. 
16 CDC, Tracking Fetal Alcolwl Syndrome, www.cdc.gov/ncbddd/fas/fassurv.hbn 
11 National Organization on Fetal Alcohol Syndrome, VVhat are the Statistics and Fads about FAS and FASD?, 
www.nofas.org/faqs.aspx?id-12 
l' For information on available services go to http://health.hss.state.ak.us/fas/teams/ default.hbn). 

Economic Costs of Alcohol and Other Drug Abuse in Alaska, 2005 McDowell Group, Inc . • Page 35 
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Full report is available online: 
http://www.hss.state.ak.us/a bad a/pdf/ mcdowell_ rept2005 _091307 .pdf 

755 F ASD diagnostic assessments. Of this number, 76 (10.0 percent) were diagnosed 
with FAS or atypical FAS; 378 (49.9 percent) were diagnosed with Static 
Encephalopathy; 251 (32.2 percent) were diagnosed with Neurobehavioral Disorder; 
and 50 (6.6 percent) were found to have no evidence of organic brain damage. 

What this data indicates is that the costs associated with all alcohol-related births are 
. much higher than those estimated just for individuals with F AS. And, as noted in 

the break-through research of Dr. Ann Streissguth in 1996 (Understanding the 
Occurrence of Secondary Disabilities in Clients with Fetal Alcohol Syndrome [PAS] 
and Fetal Alcohol Effects [P AE]), individuals with FAE (what is now referred to as 
FASD) are more likely to develop secondary disabilities and need more services than 
those with Fetal Alcohol Syndrome and the associated facial dysmorphology. For 
Alaska and the economic costs associated with all fetal alcohol spectrum disorders, 
the costs could be as much as 80 percent higher than indicated for F AS alone. 

Economic Cost of Fetal Alcohol Syndrome 

The cost of caring for and prOviding appropriate services to a person with F AS can 
be significant These costs may include neonatal care for low birth weight to special 
speech therapy, behavioral management, or residential care for adults with F AS. 
Lifetime costs for care for children born in 2003 with F AS are estimated below. 
However, these costs are excluded from the total health care costs for 2003, as the 
component of that expenditure in 2003 alone cannot be determined. 

Methodology 

To estimate the economic costs from F AS, the research team first determined the 
number of live births with FAS in Alaska. The Alaska Department of Health and 
Social Services has closely monitored incidence of FAS in the state since 1998, as part 
of a U.S. Centers for Disease Control (CDC) monitoring program called the Fetal 
Alcohol Syndrome Surveillance Network (FASSNet), the ongoing Alaska FAS 
Surveillance Project and the Alaska Birth Defects Registry. The development of 13 
community-based F ASD diagnostic teams across Alaska has also assisted in the 
collection of data related to both F AS and other alcohol-related disabilities included 
in the F ASD umbrella definition. 

The Alaska F AS Surveillance Project data collection system is based on reports to the 
Alaska Birth Defects Registry, and uses medical chart data points to identify children 
with F AS or other prenatal alcohol-related conditions. DHSS staff consider the 
surveillance program to be highly rigorous. Alaska clinicians and case workers use a 
diagnostic process developed by researchers at the University of Washington Fetal 
Alcohol Syndrome Diagnostic and Prevention Network. Reporting of birth defects to 
the state registry is mandated by Alaska law. While Alaska's FAS surveillance 
system is believed to capture the majority of prenatal alcohol-related cases, it is 
possible that underreporting could make the incidence rate even higher. 

For birth years 1995 to 1999, the incidence rate of FAS in Alaska is 1.5 per 1,000 live 
births. 19 This was the highest rate of the five states that were involved in developing 

" Susan Merrick, FAS Surveillance Project MJmager, Alaska Department of Health and Social Services, personal communication, 
July 2005. 

Economic Costs of Alcohol and Other Drug Abuse in Alaska. 2005 McDowell GrouP. Inc . • Page 36 
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Full report is available online: 
http://www.hss.state.ak.us/abada/pdf/mcdowel!Jept2005_091307.pdf 

the CDC FASSNet system. (The lowest rate was 0.3 FAS cases per 1,000 births.) 
However, the incidence of all prenatal alcohol-related conditions, including such 
conditions as alcohol-related birth defects (ARBD) and alcohol-related 
neurodevelopmental disorder (ARND), as well as F AS, is 16.3 per 1,000 live births. 
nus incidence rate is assumed to be consistent in birth year 2003. 

To estimate FAS costs in Alaska, the research team relied on data published in 
Health Professions Education Partnership Act of 1998 (Senate Bill 1754). The cost of 
treating an individual with F AS over his or her lifetime was estimated to be at least 
$1.4 million in 1995. These costs could include neonatal intensive care, medical and 
surgical services (not related to neonatal care), special speech therapy, behavioral 
management, and residential care. Medical and surgical service might include 
rectifying or monitoring hearing loss or cleft palate surgery. Residential services 
include special education, home care, speech therapy or institutional care. The 1995 
data was adjusted for inflation using the Bureau of Labor Statistics Consumer Price 
Index for medical care. Additionally, costs of prOviding care were adjusted by the 
Alaska differential for cost of living (65 percent in 2003). The resulting total lifetime 
costs (in 2003 dollars) for providing services to an individual with FAS are estimated 
at $3.1 million. 

The total cost for providing services to an individual with F AS born in Alaska during 
2003 was estimated by multiplying the lifetime costs by the number of F AS births 
during that period. 

Results 

Table 18 presents estimated costs for FAS births in Alaska during 2003. During that 
period, Alaska had about 15 FAS births. Total economic costs resulting from services 
to all individuals with F AS in Alaska totaled approximately $47.0 million. 

Table 18 
LifetIme Costs of MedIcal and Residential ServIces 

for Children Born with FAS in 2003 

Alaska births in 2003 

FAS incidence per 1,000 live births 

FAS births 

Lifetime FAS cost 

InCidence and 
Costs 

10,084 

1.5 

15 

$47,037,000 

Source: Birth data from the Alaska Bureau of VItal Statlstlcs. McDowell Group, based on 
FAS data from Alaska Department of Health and SocIal Services: and Health 
Professions Education Partnership Act of 1998, S. 1754, 108d Congress (1998). 

Economic Costs of Alcohol and Other Drug Abuse in Alaska, 2005 McDowell Group, Inc . • Page 37 
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Senator Kevin Meyer 
Alaska State Capitol 
Juneau, AK 99801-1182 

February 8,2010 

RE: SCR 12 Fetal Alcohol Spectrum Disorders Awareness Day Proclamation 

Dear Senator Meyer, 

I am writing this letter in support of Senate Concurrent Resolution No. 12 proclaiming 
September 9, 2010, as Fetal Alcohol Spectrum Disorders Awareness Day. I was 
planning to provide testimony by phone, but unfortunately, I am unable to break away 
from work. 

Over the past 22 years as a behavioral health clinician I have witnessed firsthand the 
devastating consequences of prenatal alcohol and FASD for Alaska's families and 
communities. 

Alaska unfortunately has the highest known rates of FAS/FASD in the United States. As 
you know, Alaska also ranks high in many other statistics such as domestic violence, 
sexual assault, and suicide. One of the secondary .. mnsequences of prenatal alcohol is 
that those with an FASD without adequate support often experience significant mental 
health problems, are at greater risk for suicide, and are frequently exploited and 
victimized. 

Your efforts towards keeping FASD awareness active, and on the forefront of people's 
minds, will make a difference for Alaska's families and communities. This will happen by 
communicating the importance of awareness and taking action to prevent future FASD, 
as well as provide interventions for those who are already impacted. 

Thank you for your efforts. If I can answer any questions, or be of help, please let me 
know. 

~~L 
Michael Baldwin 

5340 Tudor Top Circle 
Anchorage, AK 99507 
907-250-7736 
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Anchorage Council on Fetal Alcohol Spectrum Disorders 

,.,. ~ CocmdI ... Mmlsfld:2]J!l! .. ~o/tnd#MbOIJtlItIIOI"""""'''==Lilln''.~forptlOpltt 
~ ", ",."". .",., IIlpCII:fUN tIIIIIm lIN jWlb."'" 0/ MSO. 

February 5, 2010, 

TO the members of the Alaska State Senale HSS Committee, 

I am writing on behalf of the aeencles. programs and community member. that partiCipate In lhe 
Anchorage council on FASO .sking the committee to support pas58l1e ofSRC 12, relatinc to FASO 

Awareness Oav, September 12, 2010. 

Our council has been Involved In FASO prevention, education.nd support actiVities for many years. 
One of our most intensive community outreach actIvIltes has been the annuallntemational FASO 
Awareness Oay events takl"ll place each year on September 9 It 9:09 am for the I.st 10 years. 

With l\Iaska hailing the highest know rate of Fetal Alcohol Spectrum Disorders In the United Stetes, 
we believe it Is imperative that prevention activities such as that proposed In this resolution be 
actively encouraged whenl!lll!r possible. 

Each year, members of more Alaskan communities set tolletherto plan and conduct FASD prevention 
ilnd education events on September 9. It will be wonderful to have the support of our leatslature as 
we continue our wor1< on this serious health Issue. 

We look forward to Joining many other Alaskan communities puttillll on community· based FASD 
educational activities next 9/9 and encourage the members of the Senate HSS committee to approve 
SRC 12. 

~J~ 
Cheri Scott, facilitator 

Anchorage Council on FASD 
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AdvIsory Board on Alcoholism 
and Drug Abuso 

Alaska Mental Health Board 

Senator Kevin Meyer 
Alaska State Capitol 
Juneau, Alaska 9980 I 

Dear Senator Meyer, 

ALASKA MENTAL HEALTH BOARD 

ADVISORY BOARD ON ALCOHOLISM AND DRUG ABUSE 
431 NORTH FRANKLIN STREET, SUITE 200 

JUNEAU, ALASKA 9980 I 
(907) 465-8920 

February 8, 2010 

Re: SCR 12 - FASD Day 

The Advisory Board on Alcoholism and Drug Abuse and the Alaska Mental Health 
Board express their appreciation and support for your resolution declaring September 9, 2010 
Fetal Alcohol Spectrum Disorders Day. As you know, fetal alcohol spectrum disorders are 
100% preventable. Raising awareness and recognition of this fact will help prevent more 
Alaskan children from being born affected by prenatal alcohol exposure. 

Even more importantly, it will raise awareness of the special, and often very individual, 
needs of individuals diagnosed with fetal spectrum disorders. Too often the services and 
supports they need to thrive - at home, at school, and in their communities - are not available. 
By designating a day to focus on the unique issues of fetal alcohol spectrum disorders and their 
impact on Alaska, we can not only support Alaskans with FASD but also prevent future 
Alaskans from experiencing FASD. 

Thank you for your continued work on this important issue. 

Sincerely, 

Debi Keith, Chair 
AMHB 

James Duncan, Chair 
ABADA 
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Supporting families who care for children and youth with special needs 

February 8, 2010, 

TO the members oftha Alaska StatQ Senate HSS Committee, 

I am writing to ask the members of the Senate HSS committee to support pSS58gl! of SRC 12, relating to 
FASO Awareness Day, september 12, 2010. 

I manage the FASD Family SUpport Program housed It Stone Soup Group. This program provides FASD 
focused tralnln. to family members and servlce providers, infonnation and refe/nllservlces and support 

to hlmilies of children and adults who !lqIertence FASD. 

I am also thl.doptive parent of. youns man who was severely affected by prenatal e)(pOsure to 
alcohol. We are one of the lucky families -ourson 1550 Impaired that he qualifies for many services and 
supports. Many of my friends and the families I worle With every day are not so. lucky. Their children look 
typical and so the world expects them to be able to function as if they'didn't have organic brain damage 
from their prenatal alcohol exposure, 

Our family has bHn proud to be part of the annuallntemational FASD Awereness Day events taking 
place each year In Alaska on september 9 at 9:09 am for the last 10 years. We see itas an excellent 
opportunity to help educate the community about the needs of Individuals IIvln. With FASO and the 
Importance of preventln. prenatal damage to Mure members of our community. 

As both a servk:e provider that works With families deanna with the issue. of FASD everyday and a$ the 
parent of a wonderful cnild With FAS, I want to encourage the members of the Senate HSS committee to 
approve SRC: 12 proclaiming september 9,2010 Fetal Alcohol Spectrum Disorders Awareness Day, and 
continue to identify ways to assist our state in combating this terrible disorder that Impacts every area 
of our state budget In one way or another. 

C;:'d4/ 
Cnerl SCOtt. Manager 

FASD Family Support Program 

Stone SOup Group 

107 E. Northern Lights 8lvd., #100 I Anchorage. Alaska 99503 I (907) 561-3701 :: 1-877-786-7327 I www.stoncsoupgroup,org 
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Liz Clement 

From: 
Sent: 
To: 
Subject: 

Ms. Tilton, 

Liz Clement 
Thursday, March 11,201012:33 PM 
'Kathleenmtil@aol.com' 
RE: (no subject) 

Thank you for the email. I will place a copy of your message on each of the House Health and Social Services Committee 
members' desks at the hearing this afternoon. That way they will all be able to see it as they listen to testimony and talk 
about SCR 12. 

Sincerely, 

Liz Clement 
Staff to Rep. Herron 
Alaska State House District 38 
t: (907) 465-6576 
f: (907) 465-4589 

From: Kathleenmtil@aol.com [mailto:Kathleenmtil@aol.com] 
Sent: Thursday, March 11, 2010 12:26 PM 
To: Liz Clement 
Subject: (no subject) 

Liz, 

I would like to be heard. I am currently a Foster Parent with a beautiful Cognitively Disabled 12 year old who has 
introduced me to FASD. I want to learn as much as I can & being able to attend public functions would be a safe 
cooperative to do just that. I am hoping this e-mail will be considered a voice as I have an appointment this afternoon and 
am unable to speak by phone ...... . 

Thank you for your time & efforts involving this very important matter. 

Sincerely, 

Kathleen M. Tilton 

1 
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Alaska State Legislature 

Senator Con Bunde 
Senate District P 

Senate Minority Leader / Senate Republican Caucus 
Member: Senate Labor & Commerce Committee 

Sponsor Statement 

SCR 13 

"Supporting senior caregivers and encouraging the Department of Health and Social Services to 
provide additional education on the effects oj aging and the importance oj senior caregivers." 

Alaska's senior population is growing. The number of Alaskans 65 years of age or older is 
expected to increase by 155 percent in the next 20 years and the population of those 85 years 
or older is projected to double by 2050. Per capita, Alaska has the fastest growing 85 and over 

population in the entire nation. 

While advances in medicine, technology, and assisted living practices are enabling seniors to 
live longer, more productive, and more comfortable lives than ever before, the fact remains 
that many of our aging loved ones will at some point require some form of caregiving. In fact, 
more than 25 percent of all seniors need some level of assistance with their daily activities. 

It is critical that we as a state are prepared to meet and manage the needs of our aging 

population. 

By supporting senior caregivers and encouraging the Department of Health & Social Services to 
provide additional education on the effects of aging and the importance of senior caregivers, 
SCR 13 draws attention to the changing demographics of aging in Alaska and highlights the 
critical role played by senior caregivers in helping meet the needs of our aging population. 

Sen.Con.Bunde@legis.state.ak.us 907-465-4843 Juneau 907-269-0181 Anchorage 1-800-892-4843 
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FISCAL NOTE 
STATE OF ALASKA Fiscal Note Number: 

2010 LEGISLATIVE SESSION Bill Version: CSSCR 13(HSS) 

(S) Publish Date: 3/16/10 

Identifier (file name): SCROl 3·DHSS·SDSA·3· 12· 10 Dept. Affected: Health & Social Services 

Title Supporting Senior Caregivers RDU Senior and Disabilities Services 

Component Administration 

Sponsor Bunde 

Requester Senate HSS Component Number 2663 

Expenditures/Revenues (Thousands of DOllars) 
Note· Amounts do not include inflation unless otherwise noted below 

I "ppropnallon 
Required 

OPERATING EXPENDITURES FY 2011 
Personal Services 
Travel 
Contractual 
Supplies 
Equipment 
Land & Structures 
Grants & Claims 
Miscellaneous 

TOTAL OPERATING 0.0 

ICAPITAL EXPENDITURES 

ICHANGE IN REVENUES ( 

FUND SOURCE 
1002 Federal Receipts 
1003 GF Match 
1004 GF 
1005 GF/Program Receipts 
1037 GF/Mental Health 
Other Interagency Receipts 

TOTAL 0.0 

Estimate of any current year (FY201 0) cost: 

POSITIONS 

IFulI.time 
Part-time 
Temporary 

ANALYSIS: (Attach a separate page it necessary) 

Information 

FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 

0.0 0.0 0.0 0.0 0.0 0.0 

(Thousands of Doliars) 

0.0 0.0 0.0 0.0 0.0 0.0 

Senate Concurrent Resolution 13 supports senior caregivers and encourages the Department of Health and Social 
Services to provide additional education on the effects of aging and the importance of senior caregivers. There are 
no foreseeable costs. 

Prepared by: Rebecca Hilgendorf, Director 
Division Division of Senior and Disabilities Services 

Approved by: Alison Elgee, Assistant Commissioner 
DHSS Finance & Management Services 

(Revised 11I6l2009 OMB) 

Phone 907·269·2083 
Datetrime 3/10/104:36 PM 

Date 3/12/2010 

Page 1 of 1 
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DEPT. 0' BEAL'IB & SOCIAL SEJ1VICES 

Alaska Commission on Aging 

March 1, 2010 

The Honorable Bettye Davis, Chair 
Senate Health, Education and Social Services Committee 
Alaska State Capitol, Room 30 
Juneau, AK 99801-1182 

Subject: Support for SCR 13, Senior Caregivers 

Dear Chair Davis: 

SEAN PARNELL, GOVERNOR 

P. 0. BOX 110693 
JUNEAU, 'ALASKA 99811-0693 
PHONE: (907) 465-3250 
FAX: (907) 465-1398 

---The,Alaska.Gommission'on,Aging,(AGoA)-supports·SGR-13~a,bill-that·recognizes·the'important'role-of.------------­

family and professional caregivers who care for older Alaskans, some of whom have Alzheimer's disease 
and related dementias (ADRD), by providing the assistance they need to remain in their homes and 
communities for as long as possible. The number of older Alaskans with Alzheimer's disease and related 
disorders is projected to nearly double within the next decade, based on national age-based prevalence 
rates, and quadruple by 2030. Fifty-eight percent of residents at the Pioneer Home have ADRD (Pioneer 
Home, January 201 0 report). SCR 13, authored by Senators Con Bunde and Lesil McGuire, also highlights 

( Alaska's demographic aging transition. 

For the second year in a row, Alaska is the state with the fastest growing population of older adults age 65 
years and older. Between 1998 and 2008, the number of Alaska seniors grew by over 50%, which is more 
than four times the national average. 

The growth of the older Alaskan population is occurring at both ends of the senior age continuum - among 
the youngest seniors (age 60 to 64 years) many of whom moved to Alaska during the 1970s pipeline era, 
and the "oldest old: those age 85 years and older who are the most frail, the most prone to Alzheimer's 
disease and related disorders, and most in need of long-term support services. 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 becoming of retirement age. 

Alaska's emphasiS on caregiving performed by family and professional home- and community-based 
(HCBS) providers has made a significant difference in seniors' ability to remain at home; this is apparent in 
the increased average age of admission to the Pioneer Homes from 76 in 1998 to 86 in 2008. As a result of 
caregiver efforls, older Alaskans are able to continue living at home and in their communities, where they 
most desire to be, and spend fewer years in nursing homes when this care is most appropriate. Rates for a 
semi-private room in a nursing home will rise by 192% over the next twenty years, increasing from $187,815 
(in 2008) to $549,662 by 2030 (Genworth Financial 2008 Cost of Care Study). 

The majority of caregiving for persons with ADRD is performed by loved ones_ In Alaska, there are 
approximately 14,539 unpaid ADRD caregivers who have contributed an estimated 12,550,265 hours of 
unpaid care that is valued at $139,307,943 (Alzheimer'S Association 2009). Without family caregivers, the 
state would be paying far more for Medicaid long-term support services. 
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ACoA supports SCR 13 and its recommendations to regularly review state policies and programs to ensure 
they address the needs of Alaska seniors and their caregivers and for the Department of Health and Social 

( ,ervices to provide education about the aging process and the importance of senior caregivers. Please feel 
free to contact Denise Daniello, ACoA's executive director (465-4879), should you have any questions 
regarding our position. Thank you for your consideration. 

Sincerely, 

~~-&..£. 
Sharon Howerton-Clark 
Chair, Alaska Commission on Aging 

Cc: Senator Joe Paskvan, Vice Chair 
Senator Johnny Ellis 
Senator Joe Thomas 
Senator Fred Dyson 
Senator Con Bunde 

Sincerely, 

Denise Daniello 
ACoA Executive Director 
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February 26, 2010 

The Honorable Bettye Davis, Chair 
'",,: ;,' ""~'" .,,~, . 

MRPAlaska 
3601 C Street 
Suite 1420 
Anchorage, AK 99503 

., i;'; ~:, •. ~. "~; ,', ", 
)',-.... , ... 

T 1-866-227-7447 
F 907-341,2270 
'TIV 1-877-434-7598 

, www,aarp_org/ak 

! 
I 

Senate Health, Education and Social Services Committee 
Alaska State Capitol, Room 30 
Juneau, AK 99801-1182 

"", ",."'" '; '; : ::' ,;, :;.1 
~," ~~', - ~~:,';J'>" 1 

RE: SCR 13 (Bunde)--Support 
Dear Chair Davis: 

On behalf ofthe members of AARP in Alaska, we encourage you and your colleagues on 
the Senate Health and Social Services Committee to support SCR 13, authored by 
Senator Con Bunde and co-sponsored by Senator Lesil McGuire. 

SCR 13 puts a spotlight on the changing demographics of aging in Alaska and the critical 
role played by family caregivers, 

The fastest growing age group in America is the eighty-five plus. 
the fastest growing eighty-five plus in the entire nation. 

Per capita, Alaska has 

The eighty-five plus are the age group most likely to need some assistance with activities 
of daily living. The majority of this assistance is rendered hy family caregivers. 

Many Alaskan families will find themselves in a caregiving mode as our population ages. 
AARP supports the recommendation in SCR 13 that encourages the Department of 
Health and SoCial Services to provide education about caregiving to all ofus and to 
support the efforts offamily caregivers to take care of older relatives and friends, 

Without family caregivers, government would face increasing demands for paid 
assistance for older citizens. This would significantly impact the Medicaid long term 
care program as well as the personal care attendant program. 

Family caregivers don't "dump" their responsibilities on government. They step up to 
the plate and provide assistance as they are able. We often find caregivers in their 70's 
and 80's caring for older parents as well as frail spouses and siblings. 

With a little help and support, Alaska can do much to help these caregivers continue to 
assist their family members, This is a legitimate and appropriate service for state and 
local government to render to those citizens who give so much of themselves. 

We should shine a spotlight on these caregivers, recognize their efforts, and provide 
whatever education we can to help them maintain the independence of their family 
members and their own health and well-being. 

AARP recommends an "AYE" vote on SCR 13, 

Jennie Chin Hansen, President 

HEALTH I FINANCES I CONNECTING I GIVING I ENJOYING 
William D. Novelli, Chief Executive Officer 

I 
! 

I 
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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 considemtiou. 

Sincerely, 

W~.tO~ 
/ Mhrie Darlin, Coordinator 

AARP Capital City Task Force 
415 Willoughby Avenue, Apt. 506 
Juneau, AK 99801 
586-3637 (voice) 
463-3580 (fax) 

CC: Vice-Chair Joe Paskvan 
Senator Johnny Ellis 
Senator Joe Thomas 
Senator Fred Dyson 
Senator Con Bunde 

i 
I 
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Resource of Alaska 

Anchorage & 
Statewide Services 
1750 Abbott Road 
Anchorage, AK 99507 

phone 907-561-3313 
fax 907-561-3315 

Toll-free in Alaska 
800-478-1080 

Fairbanks Services 
565 University Ave. 
Suite 2 
P.O. Box 72791 
Fairbanks, AK 99707 

phone 907-452-2277 
fax 907-457-3376 

Juneau Services 
3100 Channel Drive 
Suite 19 
Juneau, AK 99801 

phone 907-586-6044 
fax 907-586-6044 

Mat-Su Valley Services 
Trinity Bam Plaza 
P.O. Box 4406 
Palmer, AK 99645 

phone 907-746-3413 
fax 907-746-3413 

www.alzalaska.org 

February 26, 2010 

Senator Con Bunde 
State Capitol, Room 423 
Juneau, AI< 99801 

Dear Senator Bunde, 

On behalf of the Alzheimer's Resource of Alaska and the individuals we serve, I would 
like to thank you for introducing Senate Concurrent Resolution n.13 supporting 
caregivers of Alaska seniors. 

Seniors choose to remain in their home and their community, with help from family, for 
as long as possible. Family caregivers are honoring their elder's wishes; more than 700/0 
of people with Alzheimer's disease and related dementias (ADRD) live at home where 
they are cared for by family and friends. However, the demands of caregiving can come 
at a high cost to the caregiver's own physical and mental wellbeing. Caregiver stress is 
becoming a major health risk for caregivers. 

Education and support services give caregivers tools and skills that enable them to 
maintain families' independence and are an effective mechanism for families to continue 
caring for a loved one in their own home and community. Families assume most of the 
responsibility for the care of the older family member while working, caring for 
children and holding other responsibilities. In the later stages, when some people with 
ADRD move to an assisted living facility or nursing home many family caregivers 
continue to assist with financial and legal affairs, medical care and emotional support. 
Some even continue to help with bathing, dressing and personal care needs. 

Education for caregivers is a key component in the statewide infrastructure of senior 
care. Research shows thateducation and support services for the family caregivers can 
maintain this informal care longer and delay placement of the elder by an average of 1 ¥ 
years. State funding simply leverages the enormous contributions by families making 
education and support services highly cost-effective. We must increase our support of 
this informal, unpaid, caregiving network. 

Thank you again for introdUCing SCR N.B. 

Sincerely, 

G~~ 
Dulce Nobre 
Executive Director 

Alzheimer's Disease Resource Agency of Alaska, Inc. 
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H. Con. Res. 59 Agreed to September 23, 2009 

ene tltundred ~Ie\)cnth [ongre55 
of the 

'1I:tnited ~tllte5 of 2lmerica 
AT THE FIRST SESSION 

Begun and h,.ld at 'he City o!Wo&hinjflon on TUf',day. 
'he ,ixth flay of January, 11(10 ,'wu_and and flint' 

ILonrumnt 'Rmlution 

Whereas 8,000 people in the United States turn 60 years old every 
day; 

Whereas an estimated 35,900,000 people, 12.4 percent of the popu­
lation, are 65 years of age and older; 

Whereas the United States population age 65 and older is expected 
to more than double in the next 50 years w 86,700,000 in 2050; 

Whereas the 85 and older population is projected to reach 9,600,000 
in 2030 and double again to 20,900,000 in 2050; 

Whereas it is estimated that 4,500,000 people in the United States 
have Alzheimer's disease today; 

Whereas it is estimated that number will increase to between 
11,300,000 and 16.000,000 by 2050; 

'Whereas 70 percent of people with Alzheimer's disease and ot.her 
dementias live at. home, and these individuals are examples of 
individuals who need assistance in their homes with their "activi· 
ties of daily living"; 

Whereas currently over 25 percent of all seniors need some level 
of assistance with their "activities of daily living"; 

Whereas in order to address the surging population of seniors 
who have si~ificant needs for in-home care, the field of senior 
caregiving will continue to grow; 

Whereas there are an estimated 44,000,000 adults in the United 
States providing care to adult relatives or friends and an esti· 
mated 725,000 nonfamily private paid senior caregivers; 

Whereas both unpaid family caregivers and raid caregivers work 
together to serve the daily living needs 0 seniors who live in 
their own homes; 

Whereas t.he Department of Labor estimated that paid caregivers 
for the year 2006 worked a total of 835,000,000 hours, and the 
projected hours of paid senior caregivers are estimated to increase 
to 4,350,000,000 hours by 2025; and 

Whereas the longer a senior is able to provide for his or her 
own care, the less burden is placed on public payment systems 
in State and Federal governments: Now. therefore, be it 

Re,wlved by the Haul/e of Representatives (the Senate concur­
ring), That Congress-

(1) recognizes caregiving as a profession; 
(2) supports the private home care industry and the efforts 

uf family caregh'ers nationwide by encourn~,'ing inclh'iclutils to 
provide care to family, friends. and neighbors; 
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H. Con. Res. 59-2 

(3) encourages accessible and affordable care for seniors!" 
(4) reviews Federal policies and supports current Federa 

programs which address the needs of seniors and their family 
caregivers; and 

(5) encourages the Secretary of Health and Human Services 
to continue working to educate people in the United States 
on the impact of aging and the importance of knowing the 
options available to seniors when they need care to meet their 
personal needs. 

Attest: 

Clerk of the House of Representatiucs. 

Attest: 

Secretary of the Senate. 
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National Family Caregivers Association Page 1 of2 

Monday Mar 1, 2010 Contact Us 1 SI1e Map Search I Home > 

" About NFCA .. NaUonal F emily Caregivers Month" Media Room 
II \Mlo are F emily Caregivers?.. Messages to Live By 
\I Caregiving Resources II Volunteer Network - CCAN 

" Caregiver Advocacy 
II Donate IJoin NFCA National Family caregivers Association 

• Connecting Caregivers a NFCA Store 

Who are America's Family Caregivers? 

Rosalyn Carter said it best: "There are only four kinds of people in the world -
those who have been caregivers, those who are currently caregivers, those 
who will be caregivers and those who will need caregivers". Caregivers are 
needed for family members of all ages. With appropriate information and 
support, family caregivers can help their loved ones across the lifespan. 

So, who are family caregivers ... It's a complicated question and answers may vary depending upon 
whom you ask. Physicians may give an answer different from social workers and researchers may 
undoubtedly quote statistics. However, if you really want to know who America's family caregivers 
are, you need to ask them directly. 

America's family caregivers are familv, friends, partners, and neighbors. To better understand the 
experience and the meaning of being a family caregiver go to The National Family Caregiver Story 
Project. The NFCA Story Project is a collection of first-person accounts by family caregivers. It is the 
gateway to becoming part of a growing group of family caregivers who have reached out to share 
their thoughts, feelings and find solace in the words of others. As you read the stories of America's 
family caregivers you may find yourself nodding in recognition and find the answers to Who are 
America's Caregivers? 

Research and Statistics: 

NFCA Research and Reports have focused largely, but not exclusively, on those family caregivers who 
provide Significant levels of care. One aspect of our research has sought to better understand how to 
communicate effectively with family caregivers, since so many are uncomfortable with calling 
themselves anything other than a spouse, a parent, or a loving adult child. 

There is an extensive body of family caregiver research available on many different aspects of the 
caregiving experience. You can find out more about the financial, physical and emotional impact of 
family caregiving as well as information on family caregivers at work and in the healthcare system in 
the Caregiver Statistics section of this site. 

Suzanne Mintz on YouTube 

Listen to Suzanne Mintz, President/CEO of NFCA, talk about family caregivers. Click here for the video 
on YouTube. 

4544 http://www.thefamilycaregiver.org/who_areJamily_caregivers/ 3/1/2010 
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In·Home Care 
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Find 
Home Care 

"I got to a point where 

1 didn't like driving or 

running errands by 

myself. Now, thanks 

to my CAREGiver 

Susan, 1 don't put off 

getting the things 1 

need and 1 actually 

enjoy getting out." 

. Ruth, Florida 
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Call us today at 866-996-1087 
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CAREGiver 
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Us 

Contact 
Us 
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Senior Home Care 

Services 

Everyone shares similar concerns about 

health care for our parents, grandparents 

and loved ones as they reach retirement 

age and beyond. Perhaps your mother 

gets confused and can't keep her doctor 

appointments and medications straight. 

Or your dad seems depressed and 

doesn't enjoy fishing anymore. Maybe 

your grandmother suffering from 

Alzheimer's needs regular attention while 

you're at work. That's when Home 

Instead Senior Care can come into the 

home and be the caregiver for you. 

Learn more about how Home Instead 

Senior Care can help you care for the 

senior in your life. 

Are you seeing that your loved ones 

need home care as they age? Have you 

thought about a nursing home or 

assisted living facility but want to keep 

them in their home for as long as 

possible? Are you starting to wear out 

because of the impact the senior care 

you're providing is having at work and 

with your family members? Do you fear 

for a loved one's safety? 

Home Instead Senior Care can help with 

compassionate, home senior care 

services delivered right in your loved 

one's home. Whether a few hours a day 

or long-term care 24 hours a day, a 

CAREGiver can assist you, All 

CAREGivers are thoroughly screened, 

extensively trained, insured and bonded, 

Home Instead Senior Care 
Means Exactly That 

Shant Video: Twitter Fecebook Email Embad 

Home Instead Senior Care's mission 

is to enable seniors to live happy, 

healthy, and independent lives in 

their homes. As the industry leader 

for in-home, non-medical care, Home 

Instead's CAREGivers help turn 

clients' ordinary days into 

extraordinary experiences. Hear what 

actual clients have to say about how 

Home Instead has improved their 

lives. 

matched to your preferences, professional and reliable. 

4545 http://www.homeinstead.com/services/default.aspx?Print=true 3/22/2010 
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Become a part of 

the North American 

Home Instead 

Senior Care family 

of franchises 

International 

Franchise 

Opportunities 

Media Room 

Home Instaad, Inc demonstrates commitment to quality care through our proprietary PEAQ 

program, -Pursuing Excellence by Advancing Quality. In fact, we commissioned J.D. Power and 

Associates to routinely survey CAREGivers and clients to ensure consistent delivery of high 

quality service. 

We understand that making the decision to use outside help for caring for an elderly 

loved one is difficult. That's why we provide a wealth of senior care resources and 

Alzheimer's and dementia care resources for you to consider. 

Home Instead Senior Care offers a wide variety of services, which may grow to include 

activities and support that are unique to you and your elderly loved one's needs. 

Senior Services include the following and more - all tailored to meet your needs: 

Companionship Services 

o Offer elderly companionship and 

conversation 

o Provide respite care 

o Monitor diet and eating 

o Check food expirations 

o Assist with evening and tuck-in 

o Stimulate mental awareness 

o Assist with entertaining 

o Answer the door 

o Reminisce about the past 

o Assist with clothing selection 

o Care for houseplants 

o Provide reminders for 

appointments 

o Discuss current and historical 

events 

• Participate in crafts 

o Play games and cards 

o Supervise home maintenance 

• Record and arrange recipes 

• Oversee home deliveries 

o Prepare grocery lists 

o Clip coupons for shopping 

o Monitor TV usage 

• Mail bills and letters 

o Buy magazines, papers and books 

o Rent and play movies 

o Plan visits, outings and trips 

o Visit neighbors and friends 

o Read religious materials 

o Maintain calendar 

o Maintain family scrapbook 

o Record family history 

Services vary by location. 

Home Helper Services 

o Provide Alzheimer's Care 

• Assist with laundry and ironing 

o Take out garbage 

o Aid with morning and wake-up 

o Arrange appointments 

o Provide medication reminders 

o Aid with reading 

o Assist with walking 

o Write letters and correspondence 

o Organize mail 

o Change linens 

o Plan, prepare and clean up meals 

• Make beds 

o Dust furniture 

o Drop off and pick up dry cleaning 

• Pick up prescriptions 

o Organize and clean closets 

o Assist with pet care 

o Shop for groceries and supplies 

o Prepare future meals 

• Escort to appointments 

o Accompany to lunch or dinner 

o Escort for shopping and errands 

o Attend plays and concerts 

o Escort to religious services 

• Attend club meetings and sporting 

events 

o Aid with airport tasks 

Personal Services 

Assistance with: 

o Eating 

o Grooming 

o Dressing 

• Bathing 

o Incontinence 

o Cognitive impairment 

• Mobility 

• Medication reminders 

To download and print our brochures, click here. 

454 6 http://www.homeinstead.comlservices/default.aspx?Print=true 3/22/2010 



4547 

·...... .w ..... ,u ......... u .. '" 'UU' 

Senate Concurrent Resolution No. 13 

My name is Kevin Turkington. I am the CEO of Senior Care of 

Alaska Inc, serving senior Alaskans since 2002, the board president of 

. the Older Persons Action Group since 2003 and the newly formed 

Alaska Chapter of the National Private Duty Association, NPDA. The 

Alaska Chapter of the NPDA is result of four private, competing 

companies working together for those we feel a strong passion to 

serve and protect. 

I am testifying in support of SeR13. I believe it can be the vehicle 

that brings a better balance to our states legislation and support for 

our ENTIRE senior population. So much of our resources appear to be 

focused on our low income seniors; and I agree that these senior 

individuals need that support. However, about 75 percent of the senior 

population are not eligible for most of these services. 

The most profound statement of SCR13 is on line 11 and 12, 

which states: "WHEREAS the longer seniors are able to provide for 

themselves, the less the public payment systems supported by state and 

federal governments are burdened" I believe we ::\s a state focus more 

on providing for low income persons; to the tune of about $38,5001 per 

person of the total 36762 recipients in the Medicaid Waiver program 

alone. These costs continue to rise as we increasingly throw more 

money into a system that over time seems to increase and even 

encourages dependence on it. There are providers3 who flat out tell 

seniors and their families that they need to get their loved ones into a 

'spend-down' situation as soon as possible so as to use their services 

under Medicaid. 



--------------........... : __ ... _ .... _----.::.::-.. =.:-.• :.u:-u:::,o:u---';;;".~r I~ LUlU Ut.L::Iam rUUL 

4548 

The recent Federal Audit and Moratorium ofthe Medicaid 

program in Alaska speaks loud and clear to the problems we as a state 

face, including the reality that the current system seems to pay for poor 

management and fraud, making serving the Medicaid system very 

lucrative for many. Ever wonder why about 904 percent of agencies 

serving senior and disabled Alaskans are Medicaid providers? 

Guaranteed income! Add to that, it appears the state is even 

considering rewarding these organizations with more money through a 

review process if they find they aren't making enough profit providing 

services under Medicaids. 

I believe that the best way to serve seniors and lower the costs of 

doing so is by empowering both the senior and their providers whether 

by a family member or a professional caregiver. I believe that this can 

be accomplished best by filtering all current regulations and 

subsequent legislation through seRB and the powerful statement it 

makes on behalf of seniors and their families. I believe it says that we 

as a state really do care about our seniors, all of them. 

I think that if we stay on a path we are currently on, throwing 

more and more of our resources towards a system that can't be 

sustained, we will not meet the challenge. 

However, by recognizing seniors caregiving as a profession, by 

supporting the private duty home care industry and the efforts of 

family caregivers to provide care to family, friends and neighbors, by 

encouraging accessible and affordable care for ALL seniors, and provide 

the educational support on the effects of aging and the importanceand 

availability of senior caregivers we will meet the challenge Alaska faces 

with the expected 157 percent6 growth of Our senior population over 

the next 20 years. 
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, believe most of us really do care about those we propos~to 

serve. I know I do. It's why I started my company and it's why I actively 

serve in the community with several organizations. 

I believe that by providing a means, both in education and 

support for people to do for themselves and encourage less 

dependence on the State of Alaska will we be able to meet the 

challenges ahead. Medicaid was designed to help those individuals 

who just plain fall through the cracks, whether by choice or by no fault 

of their own. But widening the cracks isn't the answer. 

I ask that you recommend passage of Senate Concurrent 

Resolution 13 and pledge to help support all of our seniors, making 

safe, affordable and professional care accessible, whether through 

family, friends or organizations. I can assure you that I will be doing so 

both through my company as well as through the organizations I serve 

with. 

In s 
rvice" rM (L...C_-__ 

" .. .,,, ... , .. Turkir1gton~A 

Senior Care of Alaska Inc, Alaska Chapter NPDA, Older Persons 

Action Group. 

Notes: 

1 AKSAS data, Report to Senate Health and 50cial SelVices Committee, November 3, 2009, PrJ 4, 

2 AKSAS data, Report to Senate Health and Sodal Services Committee, November 3, 2009, pg 5, 

• From competitor marketing calls made by our staff to other providers in the Anchorage area. 

• Based on ACS Yellow Page listing 30 companies and knowledge of which are not serving the Medicaid pragram. 

s refer to Senate 8/11 32. 

6 SCRB, line 9. 
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Senior and Disabilities Medicaid Services 
FY 2009 Expenditures by Service Category 

Total Expenditure = $298,841,000 

Excludes waiver determinations. 
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