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Department Overview

Alaska Department of Health and Social Services
Organization Chart
Commissioner
Bill Hogan
Chief Medical Officer Deputy Commissioner Deputy Commissioner Assistant Commissioner
Jay Butler, MD. | | for Medicaid and Health Care Policy for Famity, Community & Integrated for Finance Management
Bill Streur Services Sarvices
! Pairick Hefley Aflson Elgee
1
PUBLIC HEALTH * HEALTH CARE SERVICES Public Information ALASKA PIONEER HOMES + Performance/Quality
Director: Beverly Wooley + Madicaid Director B Ciay Bulcter Diractor; David Cots mumnm e
* Madicaid Policy & Planning Boards & Commissioos * Audits {including Legislative
! *+ Medicaid financing * Altka Protwst Homes Advisory Bosrd Audits)
* Public Hea'th Nursing « Medicaid reform - « Hearings & Appeals
 Epidemiciogy * Medicaid Management Legistative Retations BEHAVIORAL HEALTH  Focillies
* Chronic [Nsease information System - ) Diractor: Melissa Store + Administrative Services
Prevention & Health « Rtate Raview Widfa Laughlin g : + Budget
Promotion + Tribal Health sum 8 Comminsiara + Revenue
* Injury Prevention & « Cerlification . “‘M‘“ o srxd * Fiscal
Emergency Madical ' Heaith Planning & Systems oy Boar o Aok sl Orvg - Grants & Contracts
Services Deveiopment R Speclal Assistant * Sukcide Pravention Councl « Infarmation Technology
» Women's, Chlidren's Tara Horion - — * Regulations
. & Family Health - CHILDREN'S SERVICES « Lagal Services Coordination
» Bureau of Vital Stat. . Director; Tammy Sandoval
- Stata Laboratory aoarte b Commine
« Slate Medicsl ! ommisslons
Examiner's Office Atasks Civiaran's Trust
* Health Care Facilty JUVENILE JUSTICE
Licensing Dirsctor: Steve McComb
~ Juverria Jmmmycm ’
Public Heatth
Preparuennau Progrem [~ | PUBLIC ASSISTANCE
- Oiractor: Efiie Fizjamald
B || SEMIOR & DISABILITIES SERVICES
* Alwrha Heekh Cave Commission . Direclor: Rebecca Hilgendord
* Alazha Councl on Emeiency Medcal
Barvicn - . Offica of Faith-Based and | e
oy G Gt e Commarity lves i dore s S
* Rangionsl Heaith Inkymation Org . £ i . Spacial Educesian
+ EMetrionic Heath Recort sovgioups -nm'.qml seapeutics Comm. BC) Advaory Counal = Alesi COTmisaion on Aging
Effective Jan, 1, 2009, Rev, Jan. 21, 2009




S8¢CT

Health & Social Se

State of Alaska » Health & Social Services

Bill Hogan
Commissioner

* Contacts

"% 2009 Realignment
#2008 Annua! Report
% Organization Chart
% Priorities

¥ Publications

IHeadlines

A State Response Team Travels to
Emmonak

A State health department will continue to
survey residents over the next year
(FPDF)

"3 State launches FosterWear clothing
effort Tuesday (PDF)

H New database 10 help doctors, parents
track immunizations (PDF)

> Annual Medicare Drug Plan enrollment
window closes Wednesday

% State issues provisional license to
owners of long-term care facility (FDF)

> State assumes tempaorary management
of long-term care facility

* GState Health & Social Services names

-

LW

rvices

Services

Birth & Marriage Certificates
Child Care

Child Protection Services
Denali KidCare

Food Stamps

Immunization Information
fedicaid

Public Health Centers
Temporary "Cash” Assistance
Senior Benefits Program
Senior Information Office
Substance Abuse Treatment
...view more DHSS services
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Divisions
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Department Overview

State of Alaska Health & Social Services Public Notices myAlaska _Health & Social Senvices [ Isearcn
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State of Alaska » Health & Social Services » Alaska Pioneer Homes

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 Frlday June, 6,
2008. Anchorage
She’s Gotta Dance... Marge Gull is still daricing Fairbanks
_— the night away at a young 95; click here to read Juneau
David Cote the Anchorage Daily News story. Ketchikan
Division of Alaska Happy 104th Ura Harp! Ura Harp celebrated Palmer
Pioneer Homes Director her 104th Birthday on November 29th; click here Sitka
to see her on the front page of the Anchorage
. Daily News {pdf 811 KB).

"IM‘rHe presenving digrity and

TE VO { W .

Map of locations
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State of Alaska > Health & Social Serviges » Behavoual Health

Current Events & Sections
Announcements : > Home

* Division Contacts

o Department offers tools to understand,
support teens: Alaskans encouwraged to reach Programs
out to young peopie in thelr lives

ME|ISSHD‘;J;\2tC?L‘iT-S‘0n9 > Alaska Psychiatric Institute
Meeting Behavioral Health Needs Statewide - » Policy & Planning
Data Analysis of Behavieral Health Disorders >
“Partners promoting healithy Prevalence and People Served in Alaska,
communities.” FY2008

Prevention & Early
Intervention
Program Irgegrity

Mission & Values - _ : Traumatic Brain Injury
4 Pregentation - 10/23/03 Treatment & Recovery

Comprehensive Behavioral Health Treatment
& Recovery (CBHTR)
Grant Program SFY09 Funding Summary

Resources

» Advisory, Advocacy, 5
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Department Overview

25 State of Alaska Health 8 Social Services Public Notices myAlaska Health & Social Services[__ |Search
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State of Alatka » Healih & Sacial Senvicas

Quick Links Programs

* Contacts ¥ Adult Dental Care Program
*» Director's Office » Case Management

* Frequently Asked Questions Semwvices

» HIPAA Information *» Chronie & Acute Medical
» Help Beyond Medicaid X gssisl?ag_zz {CAMA)

- enali KidCare

# Medicaid State Plan

> o .
. > Medical Care Advisory Committee E?:Iynﬁlsiegoﬁfatsn::;?mngI
D ’""t"'”gmmS‘TE“F ner * Provider Informatian (EF‘gSDTJ
epuly Lommissione * Publications/Reports » .
. o Medicaid
> Prior Autharization > Medicare Part "D"
vacant > Recipient Help Line > i
DHCS Deputy Director » Resources , Preferred Drug List

A Transportation
> Useful Links

> Payment Error Rate Measurement (PERM)

% In the News {}: : 6

Alaska Medicaid
Recipient Handbook

Crbhaal hdodicaid
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State of Alaska * Health & Social Services * Juvenile Jushce

Of Interest

EaERE R G AT

Our Locations

H AJJAC Annual Report to the Governor, 2008
> Juvenile Justice's Year in Review
> Success Stories
A Threat Security and Safety:
- An Assessment of Secunty Needs for Alaska's
Steve McComb Juvenile Detention Facilities
Director * DJJ FYO7 Statistics
» McLaughlin Youth Center turns 401
* Restorative Justice System
> Information for Victims of Juvenile Ctimes

S =S g = Who's Who in the DJJ State Office

5 mploynu,m&
Opportunitic:

The mission of the Division of Juvenile Justice is:

2007 Year in Review

» Hold juvenile offenders accountable for their
behavior.

> Promote the safety and restoration of victims and

* Map of DJJ Locations
* List of DJJ Locations
* Youth Facilities

> Probation Services

What We are
Doing

Statistics

Publications
Performance Measures
Capital Projects
Grants

About Us

¥ The Direclar
" DJJ Report Card

v v v v vl
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Children's Sen

Safe Children, Strong Families

State of Alagka > Health & Social Services > Office of Children's Sernvices

Mission, Goals & Strategies

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.

Programs

_ » Adoption & Guardianship
- e = * Children's Justice Act
' Alacka Parent Tinp @ > children's Trust

A

ﬁM/J

h

ices:

REPORT

CHILD
ABUSE

1-800-478-4444

of Interest

M F osterVear

= Career Opportunities

* The Pipeline - An QCS Newsletter
* Radio & PSA Spots

* UAAFYSTA Infuﬂralnlng Calendar
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State of Alaska > Health & Social Services

Ellie Fitzjarrald
Director

Disector’s Office
Qur Mission

Proposed Regulations
and Public Notices

Fraud Contrel

Headlines...

For Employvers

Programs

3 State Response Team

»

> Job Start - Money for your
Travels to Emmonak Business!
Need help with your heating > Need help hiring?
bills? » Tax Credits for Employers
Anchorage Adult Public > Calendar of Job Fairs
Assistance office moving * Job Hotline for Employers
effective June 10th, 2008
PERM Payment Eror Rate For Customers
Measurement - Medicaid > Contact Us
A nationwide audit hggan - " l
this winter and promises to Work for us!

> AK Job Centers

have a major impact on
Alaska. Phone/Fax/TDD

* Alaska Quest Card
E: Prescription Drug Resource

SeniorCare program 1o
end following legislative

>
>
>
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Adult Public Assistance
Child Care

Chronic and Acute Medical
Assistance

Denali Kidcare

Farnily Nutrition

Food Stamps

General Relief Assistance
Heating Assistance
Medicaid

SeniorBenefits
Temporary Assistance

Get Help...

Online Manuals session List > ..finding a job?
> Native Farnily Assistance » Printable Application for > ..with Child Care?
Program Celebrates Public Assistance ¥ _with Child Support?
Eainmngs Lo = L it — ML T -
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Prevention. Promotion. Protection.

State of Alaska * Health & Social Services » Public Health

Ammouncements & Events Public Health
>

% Department offers tools to understand, Public Health Home
support teens: Alaskans encowraged 1o reach > Certification & Licensing
out to young people in their lives * Chronic Disease Prevention
Your opinion counts. Take this short survey & Health Promotian
on health care. Epidemialogy

W Results will be forwarded to President-elect > Health Plannning &
AT ' o ‘
Barack Obama's transition team. Systems Development

BCVCﬂ_)’ K. Wool American College of Surgeons lists ways to Injury Prevention & EMS

Ditector of Public Health improve state trauma system Laberatories
Trauma System Presentation Public Health Nursing

"Fish Coﬁsum‘?btion"@ > EE!D? Alaska Youth Risk Behavior Sur\fe-y Results Preparedness
. > View all Department of Health & Social State Medical Examiner
T —— ——— Services Press Releases . o
Breast & Cervicar Heautv Toric Vital Statistics

HPV & GARDASIL VACCINE Of Interest \;&;m;nﬁe ::ﬂr;ildren's &

seasoual. Avian au [TTTRPE] | > Certified Copies of Birth, Death, Marriage, &

Pandemier iflionia
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State of Alaska = Health & Social Services = Senior & Disahilities Services

Who do we serve? (pdf 234K} : Seniors - Adults with Physical Disabilities and Seniors on Medicaid Waivers - Persons
with Developmental Disahilities - Vulnerable Adults » Assisted Living Providers

2 Curreint Training Sections
BASIC Care Coordinator Training: » Adult Protective Services
Details and the registration form *» Care Coordination
Training and Resource
Materials
n * Developmental
Rebecea Higendorr D1 L1terest Disabilties
Director w2008 Waitlist Report > Personal Care Assistant
> . .
Recommendations for a Rate Methodology Program
for Home and Community-Based Services * Quality Assurance
About Us > 1st Quarterly Report 2009 Program
> Contractors Wanted for the Enviromental * Reports & Puhlications
*> Qur Service Modification Home Accessiblilty Program > Rural Long-Term Care
Principles > Recommendations for the Alaska Long Term Development
Care Plan Final Report * Grant Services

> Prosddar Cact Sunsoul > _blyraino Eacilibg
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Department Overview

Healtll & Social Services [:I Search

Finance and

VIaNgd

State of Alaska » Health & Social Services * Finance and Management Services

Quicklinks... Headlines.. Sections
» Capital Grants Status Report 08 & Long-term Forecast of Medicaid > Home
» Legislative Reports Enroliment and Spending in Alaska: * Assistant Commissioner
"4 StreamLine - November 2008 Supplement 2007-2027 > Audit
*> Facilities Funding Allocation Plan A Long-term Forecast of Medicaid > Budget
- Enrollment and Spending in Alaska: * Facilities
Supplement 2006-2026 > Grants & Contracts
A Lang-term Forecast of Medicaid > Human Resourcaes
Enrellment and Spending in Alaska: * information Sewices
Supplement 2005-2025 > Revenue & Finance
>

Alison Elgee
Director

Cuwrrent Projects....

H&SS FY-09
Budget

Overview

. Rt "f’/c’ epe NN

B (Ihercetingg Koty
F e o e Ty B eV

3.6 MB)

Vlew the DHSS FY08 Operating Grants (POF

Hearings & Appeals
Links

Commissioners Office
Division Contacts

Program Overview
Safety Plan

Yy ¥ v ¥

12




"SOPUNIIICD AURBEY)

PUR &3S CNEED SeJWE)] PUR
SemRAIRYY] Bujeley s SealAes
[Blo0S PUB UleeH jo Juewieceq

BNSEY UL 1o UoHeJp

UMY JO) eWeUl BUIpLUeAS eyl

1395



SUBYSB[Y S[aRIBUINA o

a0 WIEl-Buo o
WICe) eUBa-UNBeY o

ssaUlem puB YIBe o
OSNIR SOUBISINS o
SOIIENCINE

1396




Department Overview

Budget Highlights

DHSS FY2008 Actual Expenditures by Division

(Total Funds)

Health Care Services Juvenile Justice  Public Assistance
35.4% 2.6% 14.1%

Public Health
4.5%

Senior & Disabilities

: \ . — Services
Children's Services 18.6%

6.4%

Finance and
Management Services

Behavioral Health Alaska Pioneer Boards and 2.9%

12.4% i Homes Commissions
2.9% 0.2%
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Department Overview

Budget Highlights
« Medicaid

* Denali KidCare

« Child Care

« Substance Abuse

~ + Heating Assistance

 Governor’'s Health Initiative
« Capital Projects

16
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1/28/09
WHAT YOU
NEED TO
KNOW:
HEALTH
REFORM




Alaska State Legislature

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

Senator Bettye Davis, Chair
Senator Joe Paskvan,Vice Chair
State Capitol, Room 30
Juneau, Alaska 99801

Phone: (907) 465-3822

Fax: (907) 465-3756

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, Ai Davis

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 State Hospital and Nursing Home Association

Alaska Center for Public Policy . -American Cancer Society Cancer Action Network -
o : Alaska
K Alaska Health Care Roundtable American Beart Association - Alaska
- Alaska Mental Health Trust Authority Anchorage Project Access

Alaska Native Health Board
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.
Afternoon Session " 1:15-3:15 p.m.

PR

RETERNO @NSESSIONE=@ARROEBYILBING Butrovich-Fahrenkamp Room 203 (refreshments L
served)
1115 p.m. Welcome Wayne Stevens, AIosko State Chamber of Commerce

Moderator Rod Betit, Alaska State Hospital & Nursing Home Assn

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

%h o What You Need to Know: Health Reform for Alaska
%: - Lessons from Other States and Issues to Consider -
’“ i Keynote Speaker: Enrique Martinez-Vidal
i Vice Fresident, AcademyHealth

- % . Directpr, State Coverage Initiatives

£ ' R
SE , Qu%ﬁons & Answers

o AL e AP

Panel: Bill Hogan, Commissioner, DHSS
Linda Hall, Birector, Division of Insurance, DCCED
Enrique, Martinez-Vidal, Vice President, Academy Health
Alice Rarig, PhD, Health Planning & Systems Development, HSS
Rod Betit, CEQ/President, ASHNHA

3:15p.m. Adjournment

Hosted by:

Senate President, Sen. Stevens; House Speaker, Rep. Chenault; Senate HSS
Chair, ‘

Sen. Davis; House HSS Co-Chairs, Rep. Keller and Rep. Herron

Sponscred 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

S ALASKA HEALTH ASSURANCE ANDVOCACY TEAM




Shelley Hughes, Alaska Primary Care
Association
. Vice-Chair: Pat Luby, AARP-Alaska

< Members:
AARP - Alaska Alaska Native Tribai Health Consorfium
Alaska Association of Health Underwriters Alaska Primary Care Association
All Alaska Pediatric Partnership Alaska State Chamber of Commerce
Alaska Behavioral Health Association Alaska State Hospital and Nursing Home Association
Alaska Center for Public Policy American Cancer Society Cancer Action Network -
Alaska
Alaska Health Care Roundtable American Heart Association - Alaska
Alaska Mental Health Trust Authority Anchorage Project Access

Alaska Native Health Board

TN
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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.
Afternoon Session  1:15-3:156 p.m.
CNERARANGHBHOIEE Gastineau Suite (breakfast served)
7:30 a.m. Welcome Wayne Stevens, Alaska State Chamber of Commerce
Moderator Rod Betit, Alaska State Hospital & Nursing Home Assn

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

8:00 a.m, 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 Inifiatives:

2:00 a.m. Questions & Answers

Panel: Bill Hogan, Commissioner, DHSS
Linda Hall, Director, Division of Insurance, DCCED
Enrique, Martinez-Vidal, Vice President, Academy Health
Alice Rarig, PhD, Health Planning & Systems Development, HSS
Rod Betit, CEQ/President, ASHNHA

2:30 a.m. Adjournment

Hosted by:

Senate President, Sen. Stevens; House Speaker, Rep. Chenaull; 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
ALASKA HEALTH ASSURANCE ADVOCACY TEAM COmmerce
Shelley Hughes, Alaska Primary Care
Association
Vice-Chair: Pat Luby, AARP-Alaska

Members:
AARP - Alaska Alaska Native Tribal Health Consortium
Alaska Association of Health Underwriters Alaska Primary Care Association

All Alaska Pediatric Partnership Alaska State Chamber of Commerce
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Enrique Martinez-Vidal
Vice President, Academy Health
Washington, D.C.

Keynofe Spgaker January, 28, 2008
What You Need to Know: Health Reform for Alaska

Enrigue 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 SCL.

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 partnership could be developed
between AHRQ and states regarding quality improvement; and a piiot project
that presented AHRQ's State Snapshots to four states in an effort to create an
ongoing dialogue about how these reporis 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 o 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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28, 2008

| Enrique Martinez-Vidal

<%
Vice President, AcademyHeaﬂth Vv
Director, State Coverage Initiatives AcademyHealth
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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
e Lessons Learned from State Reforms
« Concluding Thoughts

State Coverage Initiatives %
Rabert Wood Johnson Foumi.a;qn
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State Coverage Initiatives (SCI)

e 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’
guestions |

» Grant funding/Coverage Institute

State Coverage Initiatives %

Robert Wood Johnson Foundation







TTPT

O 19%-22.9%
_.m 14%-18.9%

- Less than 14%

State Coverage Initiatives %

Robert Wood Johnson Foundationy

, i
Data: Two-year averages 1999-2000, updated with 2008 CPls
correction, and 2006—-2007 from the Census Bureau’s March 2000
2001 and 2007, 2008 Current Population Surveys
i 1
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Percent of Unins.(j'red‘---fﬁ}dulgts Ages 13-64

(Source: The Commonwealth Fund, 2008)

1999-2000 ~ 2006-2007

g

o n ° EEN 23% or more
‘> . EEE 19%-22.9%
- = 14%-18.9% A
- [ Less than 14%

eie as §/ Data: Two-year averages 1999-2000, updated with 2008 CPS -
State Coverage Initiatives Z correction, and 2006-2007 from the Census Bureau’s March 2000,

Robert Wood Johnsan Fousdation 2001 and 2007, 2008 Current Population Surveys.
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verage Changes

, 2000-2007

Health Ins"u;'ls'an"éfe;.;
Among Non-Elderl

5

‘B Uninsured

O Private, Non-Group

& Medicaid/Other Public
& Employer-Sponsored

State Coverage Initiatives J Data from Current Population Survey, Census Bureau,

Robert Wood Jehnson Foundation

Historical Health Insurance Tables,. August ;2008.
-
{
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QUALITY

State Ranking on Quality Dimension

State Rank
(] Top Quartite
Second Quartile
%] Third Quartile
M Bottom Quartile

W
~

SOURCE: Commonwealth Fund State Scorecard on Health System Performance, 2007

State Coverage Initiatives %

Robert Waed Johnson Foundation
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Drivers of State Health Reform Efforts

e Uninsured still high
e Employer-sponsored insurance down

e Costs/premiums increasingly
unaffordable — Indiv; Families; Govt

« Coverage needed for effective and
efficient health care system

e Lack of national consensus — future?
o Greater political will at state level

State Coverage Initiatives %
Robert Waod Johnsan 1’0undz;aon
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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 Requwed?
What is Affordable Coverage?
What is the Most Appropriate Benefit Design®?

Do Insurance Markets Need to be
Reformed/Reorganized?

o Best Mechanisms for Cost Containment/Systems
Improvement

State Coverage Initiatives %
Robert Wood Johnsen Found;t-lon
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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
»  SCHIP Parents/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

State Coverage Initiatives %

Robert Wood Jobhnson Loundat
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No Free Solutions:
Who Will Pay? Who Will 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 lottery; Slots
revenues; Gross Receipts Tax

State Coverage Initiatives %

Rabert Wood Johusen Foundation
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~Should Hea?th Insurance
Coverage Be Required?

« Unenforceable? Impingement on individual
freedom?

» Does your state have money for subsidies
to help lower-income uninsured (or an

exemption process)?

State Coverage Initiatives §_Z
Robert Wood Jelinsos Foundation

W Joln
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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

State Coverage Initiatives %
Robert Wood Johnson Foundation
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@ e | @
- Benefit Design .

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

« 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? Rl

State Coverage Initiatives %

Rubert Wood Johnson Foundation
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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

State Coverage Initiatives %

Rebert Wood Johnson Foundation
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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

State Coverage Initiatives %
Robert Wood Johnson Found;t-ion

Wood Johr
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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 Washmgton Rhode Island, Pennsylvania, and
elsewhere

« Primary Care Case Management (PCCM)

State Coverage Initiatives %

Rabert Wood fohnson Foundation
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High Access to Primary Care Correlates

with Low Health Care Spending

....................................................................................................................................................

Primary Care Score
-—
|
¢
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@ ; * s ; A s
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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

State Coverage Initiatives §Z

Robert Wood fohnson Foundation
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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

State Coverage Initiatives %

Robert Wood Jobison Fourd,
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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

State Coverage Initiatives %
Rebert Wood Johnson Foundation
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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

expansions

Expansion Childless Adults Children <300% FPL 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

State Coverage Initiatives %

Robert Wood Johnson Feundation
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Massachusetts Pillars of the Reform

o Employer Responsibilities
» Section 125 Plan Requirement
» Offer Coverage or Be Assessed

o Personal Responsibility/Individual Mandate

o Expansion of Publicly-subsidized Programs

« Major Changes to Insurance Market
> Merged Small Group and Individual Markets
» Raising age of dependents — up to 25
> Connector

State Coverage Initiatives %

Robert Waood Jolmson Foundation
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Current State of the Commonwealth

e More than 439,000 newly-insured between June 2006
and March 31, 2008

o 191,000 more in private coverage (no public $$) — more
than 40% of all newly covered have no subsidies |

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

o Non-group premiums are down over 40% and
membership has grown over 50%

o Approximately 1-2% of the MA population or 60,000
persons may be exempted from the mandate

State Coverage Initiatives §Z

Robert Wood folmson Fowxdation
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Vermont - Blueprlnt Components

=Blueprint legislation and fundmg
»=-xecutive Director at Governor’s Office level

Public Policy ve Dir _ _ |
|ntegration with Public Health Disease Prevention Programs
»Community Grants

Community *Environmental and Policy Strategies, Smart Planning

=211 as statewide resource tool

Self-Management

»Healthier Living Workshop—All conditions

- Over 40 statewide; 500+ enrolled

- +60% reduction in MD and ED visits post at one year
»Patient portal planned

Information Systems

»  Statewide RHIO, Health IT Plan
»  Web-based chronic care information systems
» EMR

Physician Practices

sConsensus treatment standards—7+ Diseases

»Clinical Microsystems support in practices —training, coaching, peer
support
=75% participation in 6 Communities (HSAs)D200 practices

Health Systems

=Required coordination across all payers in 3 pilots in 2008

=Contract with National Payment Reform Consultant

State Coverage Initiatives §é

Robert Wood Johnson Foundation
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California Proposed Reforms

o Shared Responsibility

> |ndividual mandate

> Guaranteed issue
> Financing: Government, Hospitals, Employers, Individuals

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

o Affordability & Cost Containment
> Subsidies for low-income adults and children
> Section 125 plans/HSAs

> Emphasis on HIT
» Increase Medi-Cal reimbursement rates (‘hidden tax’)

State Coverage Initiatives %

Robert Wood Johnson Foundation
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| Kansas - Summary of 2008 Legislative Action

Transforming
Medical Care

Improving Public Health

Expanding
Affordable Insurance

. Transparency project:
Health care cost and
quality (Kansas Health
Online)

. Healith literacy

- Medical home
definition

- Medicaid provider
reimbursement

- Community Health
Record (HIE)

- Insurance Form
Standardization

+» Increase tobacco user fee
» Statewide smoking ban

» Partner with community

organizations
> Education Commissioner
> Collect fitness data in schools
» Promote healthy foods in
schools
> Promote fitness in schools

-5 Wellnhess for small businesses

» Healthier food for state employees

» Dental care for preghant women

» Tobacco cessation in Medicaid (for
pregnant women only)

» Expand cancer screening

> Aggressive outreach &
enroliment of eligible
children (target pop:
'20,000)

s> Premium Assistance for
low income adults without
children (target
population: 39,000)

> Small Business
Initiatives (target
population: 15,000
young aduits and
12,000 employees of
small businesses)

Green — Passed with Funding, if Needed; Yellow — Passed with No Funding; Red — Did Not Pass

State Coverage Initiatives %

Robert Wood johnson Foundation
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Health Solutions New MexiCo Plan

\What was Proposed:

* Insurance 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.

State Coverage lmtlatlves §/

W Jobnson Four
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Pennsylvania Proposed Reforms:

Prescription for Pennsylvania

Rx for Affordability .

 Caver All Pennsylvanians.. .

) . - (B

“.. “Coverag

State Coverage Initiatives J

Robert Waed Johnson Foundation

Rx for Access

Health Care Workforce

Source: Presentation by Ann S. Torregrossa, Depluty-
Director & Director of Policy GOHCR. Alliance{for
Health Reform Briefing, October 26, 2007
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Indiana: Healthy Indiana Plan (HB 1678)

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

e  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
elmployeccla or $2,500 for 2 years if the employer establishes Section 125
plan; an ,

> 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.

State Coverage Initiatives %

Robert Wood Johnsoun Foundation
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lowa Reforms

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

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

e« A Medicaid buy-in option for those with disabilities
e A Medical Homes Initiative

o Healthy Communities Initiative, Quality improvement
council, transparency, electronic health plan to be

developed

State Coverage Initiatives %

Rebert Wood Johnson Foundation




WIaryIand Working.FamiIies and Sm,a?ll |
- Business Health Coverage Act

e 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 deductlon plan to allow for pre-tax premium
contributions; and

> agrees to offer a wellness benefit that is designed to prevent disease, reduce
poor clinical outcomes, and promote health behaviors and lifestyle ch0|ces

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

o Phase-in over four years of Medicaid eligibility up to 116% FPL for
~childless adults—enroliment 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.

State Coverage Initiatives %

Robert Wood John: ocundatior




ASAN

Minnesota — Coverage and Cost

o Childless Adults to 250%

o Section 125 Plans

o “Essential Benefit Set”

o Easier enrollment and
more seamless transitions

Children 275% FPL
Pregnant 275% FPL
Women

Childless 175% FPL
Adults

SSI Disabled | 100% FPL

o Directs development of proposal to promote

access to affordable employer-sponsored health
care through tax credits and deductions

State Coverage Initiatives %

Robert Waood fohnson Foundation
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“Minnesota Payment Reform and

Quality Improvement

Establishes a single statewide transparent system for
quality-based incentive paymentis
> 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 -

State Coverage Initiatives %

Robert Wood Johnson Foundation




New Jersey: Phases of Reform

Phase | Phase |l

Familycare Buy-in Creation of Garden State
» Passed Into Law — 12/1/07  AllCare
Individual Mandate

“Kids First” Mandate Sliding Scale Subsidies
Familycare Expansion Section 125 Mandate

Market Reform Charity care/related hospital
> Signed by Governor 7/8/8  subsidies redirected over time
> Implementation 9/1/08 to premium assistance

Collaborative Care System
Creation/Medical Homes

State Coverage Initiatives %

Robert Wood Johnson Foundati
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Washington State Reforms

o Provides access to coverage for all children by 2010 (SB 5093)

o Intensive education/outreach/admin simplification to enroll the
currently eligible

e Expands SCHIP to children up to 300% FPL (now 250%) in 2009
e Children above 300% FPL — full cost buy-in

o Creates Washington Health Insurance Partnership (Connector) (SB
1569)
» Targets small employers w/low-income workers
» Sliding scale premium subsidies for those <200% FPL

e Provides high quality, affordable health care based on
recommendations of the Blue Ribbon Commission in Health Care
Costs and Access (SB 5930)

Reimbursement Changes

Chronic Care Projects/Medical Homes

Washington State Quality Forum

Health Information Technology

Appropriate Care Settings

Wellness Programs

>
>
>
>
»
»

State Coverage Imtlatwes §/

Robert Wood Johns




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

o 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

State Coverage Initiatives J

Robert Wood Jobnson Foundation
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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
program

»Statewide ad campa|gn—called the children’s coverage
expansion an “all kids” program

State Coverage Initiatives %

Rebert Wood Johnson Foundation




Wisconsin’s BadgerCare 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

State Coverage Initiatives %

Robert Wood Iohnson Foundation
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Substantial Reforms

States with Recommendations
for 2009 Session

Connecticut
Kansas
Ohio
Oklahoma
- Oregon

Utah

State Coverage Initiatives %

Robert Wood fohnson Foundation




HealthFirst Connecticut Authority
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.

State Coverage Initiatives §_Z

Robert Wood fohnsan Foundation
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Kansas 2009 Health Reform Priorities —

Kansas Health Pollcy Authorlty

« Statewide Clean Indoor Air
* Increased Tobacco User Fees

 Increased Access to Affordable Health Care and
Health& Weliness
» 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

State Coverage Inltlatlves §/

Robert Wood Johnson Foundat




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 (Gl;
Mandate; Subsidies; Admin Efficiencies)

Connector

State Coverage Initiatives J

Robert Wood Johnson Foundation
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- Blueprint for Oklahoma — Draft Report

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

o Developing an affordable basic health
benefits plan

e Generating sufficient public revenue
e Encouraging the take-up of private coverage

State Coverage Initiatives %
't W son Foundation

Robert Wood Johnsol
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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

State Coverage Initiatives %

Rabert Wood fohnson Foundation
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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.

State Coverage Initiatives %

Robert Wood jolnsan Foundation
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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)

State Coverage Initiatives J
Robert Wood fohnsan Foundz;t“ion
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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 wellness
programs, it is proposed that deductibles, co-pays and co-
insurance will be reduced to amounts normally seen in
plans with much higher premiums

State Coverage Initiatives %

Rabert Wood Jolinson Foundaﬁon
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Cover Tennessee (‘07)

o 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
e 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

State Coverage Initiatives %

Robert Wood Johusen Foundation
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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

State Coverage Initiatives %

Rebert Wood Johnson Foundati
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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 buiiding: Faculty scholarships and
loan repayments, increasing educational capacity,
innovation in educational delivery

State Coverage Initiatives %

Robert Wood Johason Foundation
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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 Iin
underserved areas:
» Loan forgiveness program

> Affordable housing pilot

- Requires health insurers to recognize and reimburse
nurse practitioners as primary care providers

State Coverage Initiatives %

Robert Wood Johnsen Feundation
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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

State Coverage Imtlatlves \s/

Rabert Wood Jolmson Foundati
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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

State Coverage Initiatives %
Robert Wood Joluson Fomld;ion
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lowa (Enacted 5/08)

« 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

State Coverage Initiatives %
unidation

Rabert Woad lobnson Fou
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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

State Coverage Initiatives %

Robert Wood johnson Foundation
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Using Performance Measurement to Improve Quality

o 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

e To Drive Consumer Choice and Internal Quality
Improvement

State Coverage Initiatives %

Rabert Wood Johnson Foundation
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Public Reporting on Health Plan Performance

e Measures

> HEDIS: Clinical Measures (Administrative/Medical
Records)

> CAHPS: Patient Satisfaction (Survey)
> Complaints
> NCQA Accreditation

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

o Some Medicaid Programs publicly report as well

State Coverage Initiatives %

Robert Wood fohnson Foundation




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

State Coverage Initiatives %

Rabert Wood fohnson Foundation
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Public Reporting on Nursing Homes

o Structural/Descriptive Measures: Administrative
> Number of Beds
> Staffing Info: Number of Nurses; Turnover; Wages
> Financial/Cost

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

. Patient/Famin Satisfaction

o States generally publicly report
deficiency/complaint information

State Coverage Initiatives %

Robert Wood Johnson Foundation
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- Public Reporting of
Healthcare-Acquired Infections (HAI)

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

e Pilot Project: NM (2007)
o Confidential Reporting: NE, NV (2005)

State Coverage Initiatives §Z
Robert Wood Johnson Fuundnﬁrm
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® Report Card%uthors Face
Numerous Choices

Approach Issues

Claims Easy and cheap to obtain, but less
accurate

Chart review More accurate, but expensive

Surveys Consumers like, but expensive

Hospital Level Facility information, not care by specific
practitioner

Large groups of Heterogeneous, more valid statistically,

physicians ‘ less useful to patients

Individual physician Numbers of procedures too small, hard to

do risk adjustment, most useful to patients

Stars or bar graphs | Intuitive and familiar to consumers but can
: ' be misleading

Statistical ranges Closer to “fruth,” but more difficult to
explain

State Coverage Initiatives %

Robert Wood Yohnson Foundation
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Common Principles in
Performance Reporting

o Steering committee of interested parties
o Pilot first then full implementation

o Reduce duplication of effort by carriers,
facilities, and practitioners

e Continuous revision and improvement as
measurement techniques advance

o Focus on the Positive
o Web-based application

State Coverage Initiatives %
Robert Wood Johnson F(Jund::t_ion
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Delaware Health Care Commission - 1990

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.
s> 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

State Coverage Initiatives %

Robert Waod Johnson Foundation
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Delaware Health Care Commission

e Chairis Lt Gov

o Four government officials (ex officio)
> oecretary of Finance
> Secretary of Health & Social Services
> Secretary of Children, Youth & Their Families
» Insurance Commissioner |
o 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

State Coverage Initiatives %

Robert Wood Johnson Foundation




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

State Coverage Initiatives %

Rebert Wood Jolmson Foundatian
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‘Maryland Health Care Commission

o 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
0 One nursing home administrator
o One non-physician health care practitioner

o Also geographic representation requirements

e To the extent practicable, assure geographic
balance and promote racial, ethnic, and gender
diversity in the Commission's membership

State Coverage Imtlatlves §/

Robert Wood Jok
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Kansas Health Policy Authority - 2005

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.

State Coverage Initiatives %

Robert Woed Johnsen Foundation
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Kansas Health$olicy 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 CEOQ, 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

Y

State Coverage Initiatives §/

Robert Wood Jolmson Foundatiol
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Connecticut Office of Health Care Access

o Headed by a Commissioner who is appointed by the
Governor

e 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

o Certificate of Need & Compliance Unit:

o Research & Planning Unit:

State Coverage Initiatives %

Rabert Woad Jotnson Feundation
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Oregon Health Policy Commission - 2003

e 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.

State Coverage Initiatives J
Robert Woeod kehnson Fuundﬁtiun
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Oregon Health Policy Commission

o 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
» CEQO, The Lussier Center (Management Consulting Services)
> Chairman, Triquint Semiconductor
> Vice President and Chief Quality Officer, Samaritan Health Services

e Four legislators (one representing each legislative
caucus) serve as non-voting advisory members to
the Commission

State Coverage Initiatives %

Robert Wood Johnsen Foundation
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Lessons Learned in State Reform Efforts #2

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

State Coverage Imtlatlves %

Robert Wood John undati
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States Can Advance Reform
Initiatives But Need Federal Support

o 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

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

e 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

State Coverage Initiatives %

Robert Weod Johnson Foundation
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NaTioNAaL CONFERENCE

UMY _of STATE LECISLATURES .

The Ferum for America’s ddeas

NCSL Health Committee Roster

Caommittee Qfficers & NCSL Staff // Committee Members // Commitiee Jurisdiction

Committee Description

This committee has jurisdiction over state and federal health programs, legislation, regulations and poficies. The committee educates
Congress and federal agencies about state concerns regarding developments in federal health initfatives and programs and grants to
states. In addition, it serves as a forum for legislators and leqislative 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 heaith and prevention

Heal mmit

Chair: Senator Judy Lee, North Dakota
Vice Chair: Senator Ronnie W, Cromer, South Carolina
Vice Chair: Senator Bettye Davis, Alaska
Vice Chair: Representative Keith ). 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! Jay Johpson Wilson (DC) Martha King {Denver)

Alabama

Jerry Bassett, Legisiative 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 Linda Coleman

Alaska

Senator Bettye Davis
Representative Scott ). Kawasaki
Representative Sharon M. Clssna
Representative Peggy Wilson

Arizona
Senator Amanda Aguirre

Senator Carolyn S. Allen
.Senator Barbara Leff

Senator Debbie McCune Davis

Senator Meg Burton-Cahill

1 4 gp://www.ncsl.org/standcomm/schealth/schithroster.htm 1/26/2009
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Arkansas

Senator Barbara B. Horn
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. Avers, Office of Fiscal Analysis
Representative Peggy Sayers
Representative Patricia A. Dillon

Delaware

Senator Patricia M. Blevins
Representative Joseph E. Miro
Representative Nick T. Manolakos
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 Heaith Policy

Georgia

Representative Penny Houston
Representative Rich Golick

Jill C. Fike, Senate Research Office
Representative Eart Carter

Jessie Weathington, House Research Office
Senator Lee Hawkins

Senator Bon Thoemas

Senator Renee' S, Unterman
Senator Tommie Williams
Representative Sean Jerguson

Hawaii
Senator David Y. Ige

Illinois

Senator Mattie Hunter
Representative Patricia R. Bellock
Senator M. Maggie Crotty
Senator Dave Syverson

Senator Donne E. Trotter

Indiana

Eric Genzalez, House of Representatives
Casey Kline, Legisiative 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

14 90tp.//www.ncsl.org/standcomm/schealth/schlthroster. him
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Representative Lisa Heddens
Representative Mark D. Smith

Kansas

Sanator Pete Brungardt

Senator Jeff Colyer

Representative Pat George
Representative Don Hill
Representative Broderick Henderson
Representative Annie Kuether

Kentucky

Representative David Allen Watkins
Representative Derrick Graham Jr.
Geri Grigsby, Senate
Representative Thomas Burch
Senator Julie Denton
Representative Joni Jenkins
Barbara Baker

Miriam Fordham

Louisiana

Senator Bill Cassidy

Senator David Heitmeler

Senator Wilkie L. Mount

Senator Sherri Smith Cheek
Representative Karen Carter Peterson

Maine
Senator Kevin L, Raye

Senator Lisa T, Marrache
Representative Gary A. Connor
Representative Anne C. Perry
Representative Charles R, Priest
Representative Sharon Anghin Treat

Maryland

Defegate Karen S. Mantgomery

Senator Robert J. Garagiola

Senator Edward 1. Kasermeyer

Erin Hopwood, Dept of Legisiative Services/Ofc of Policy Analysis
Delegate Shane E. Pendergrass

Delegate lohn p. Donoghue

Simon Powell, Dept of Legisiative Services/Of¢ of Policy Analysis
Delegate Nathaniel T. Oaks

Massachusetts
Senator Susan C. Fargo

Michigan
Senator Deborah L, Cherry

Representative Kathy Angerer
Representative Brian N. Cailey
Representative Joan Bauer

Representative Mike Simpson
Representative Alma Smith

William N. Fairgrieve, House Fiscal Agency
Margaret Alston, House Fiscal Agency
Marilyn Peterson, House Legisiative Analysis Section
Susan Frey, House Fiscal Agency

Minnesota
Senator Linda L. Berglin
Senater John P. Daoll

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

epresentative Diane C. Peranich
‘onald M, Frith, House of Representatives

14 511p://www.ncsl.org/standcomm/schealﬂalschlth.roster.htm
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Missouri
Senator Charlie Shields

Senator Norma Champion

Senator Chuck Purgason

Senator Yvonne 5. Wilson

Senator Rita H. Days

Senator Gary Nodler

Montana

Susan Byorth Fox, Legisiative Services 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 Pirsch
Senator Arnie 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. Vitate
Assemblymember Joan M. Quigley

New Mexico ) .
Senator Gerald P. Ortiz y Pino

Senator Linda M. Lopez

Senator Dede Feldman

‘Representative John A. Heaton

Senater Kent L. Cravens

Senator Mary Kay Papen

Raul E. Burciaga, Legis/ative Council Service
Representative Jeff Steinborn
Representative Donaid E. Bratton
Representative Candy Spence Ezzell
Representative Keith ], Gardner

New York
Jacquie Donaldson, NY State Senate Finance Committee

North Carolina

Senator William R. Purcell

Carol Shaw, Program Evaluation Division
Representative Marilyn Avila
Representative Jeff Barnhart

Senator Debbie A, Clary
Representative William A. Current Sr.
Representative Nelsan 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

1 4 9Bitp://www.ncsl.org/standcommy/schealth/schlthroster. htm 1/26/2009
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Senator Shirley A. Smith
Senator Ray Miller

Okiahoma

Marcia Goff, House of Representatives
Mark Newman, House of Representatives
Representative Kris Steele
Representative Doug Cox
Representative Lee R. Denney
Representative Al McAffrey
Representative Mark McCutlough
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 Jewel! Williams

Representative Keith J. Gillesple

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

Senater 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, Caleman
Senator Jane Nelson

Senator Carlos 1. Uresti

Utah

Mark D. Andrews

Representative Rebecca D. Lockhart
Representative Merlynn T. Newbold
Representative Jim A. Dunnigan

Spencer Pratt, Legisiative Fiscal Analyst Office
Representative David Litvack

1 4 olstp:/www ncsl.org/standcomm/scheatth/schithroster. htm
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Senator Allen Christensen

Vermont

Maria C. Royle, Legisiative Council
Representative Steven Maier
Stephanie Barrett, Joint Fiscal Office
Representative Scott Wheeler

Nolan Langweil, Joint Fiscal Office

Virginia

Joe Flores, Senate Finance Committee
Senatar R. Edward Houck

Senator L, Louise Lucas

Senater 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 Torm Campbell

Jane Beyer, House of Representatives
Senator Karen Keiser

Senator Linda 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 Jaorgensen

Senator John M. Hastert

Senator Charles K. Scott

John H. Rivera, Legal Services Division, Legisfative Service Office

© 2009 National Conference of State Legislatures, All Rights Reserved

Denver Office: Tel: 303-364-7700 | Fax: 303-364-7800 | 7700 East First Place | Denver, CO 80230 | Map
Washington Office: Tel: 202-624-5400 | Fax: 202-737-1069 | 444 Narth Capitel Street, N.W., Suite 515 [ Washington, D.C. 20001
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Trust 3

* People with mental
illness

* People with
developmental
disabilities

« People with alcoholism ;.'

 People with Alzheimer’s
disease and other
dementia /

% TRUST

The Alaska Mental Health
2 Trust Authority
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Formula for Success

e 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

committed partners + strategic thinking = results for Trust
beneficiaries

*TRUST

The Alaska Mental Headth
3 Trust Authority
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Five Focus Areas

Bring the Kids Home

Affordable, Appropriate Housing
Disability Justice

Workforce Development
Beneficiary Projects Initiative

Tk
[RusT
The Alaska Mental Health
Trust Authority
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Workforce Development

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 mTRUST

* training The Alska Mencal Healh

5 Trust Authority
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Training

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

*TRusT

The Alaska Mental He
6 "Trust Authority
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Recruitment & Retention

Alaska Alliance for Direct Service
Careers (AADSC)

Wages and Benetfits
“Grow Your Own”
Marketing Strategies
Cash Stipends/Loan Repayment Program
Alaska Psychiatric Residency study
" Trust

7 Trust Authori
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Administration/Other

Behavioral Health Alliance

Workforce Development Statewide Policy
Meeting

Workforce Development Manager
Vacancy Study

“TrusT




FY 2008 Results Aighlights

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
13% increase in enrollment in beneficiary
related degree programs

958 professionals across the state received
training through the Training and Technical
Assistance for Providers program, increasing
the number of professionals trained to
respond to cases of disability related abuses

The Alaska Mental Health
Trust Authority
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Ahead (n FY2090

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

"Trust

Mental H
10 Trust Authority
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® | Alasks’s Reslth Care Worliiereeas
Sh@ﬁ@g@ & Solutions

Interagency Presentation — Jan. 29, 2009
House HSS Committee, Alaska State Legislature

Possibles E

Trust Workforce Development
Focus Area

Delisa Culpepper, Chief Operating Officer
Alaska Mental Health Trust Authority
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Topics of Discussion

e Tribal Health System Overview

e Levels of Tribal Health Service Delivery
e Needs in Tribal Health Care

e Tribal Health Care Vacancy Rates

e Tribal Health Care Facts & Actions

e What is Needed?

Healthcare Workforce, HSS Hearing 1/29/09
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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

e We advocate for approximately 130,000 Alaska Natives/American Indians,
or 20% of the state population.
e Tribal health consists of :
— 7 tribally operated hospitals
— 21 tribally operated health centers in Alaska
— 161 tribally operated village clinics
— Qver 530 Community Health Aides or Practitioners

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

Healthcare Workforce, HSS Hearing 1/29/09 3
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Tribal Health Overview

e Socio-economic Status
— Remote Communities with little economic base
— High unemployment rates
~ Low income levels
e 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 Overview

* 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

* 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




TGl

THE ALASKA NATIVE HEALTH CARE SYSTEM

e HOSPITALS
© MD HEALTH CENTERS

* PAYNP HEALTH CENTERS
¢ PHN HEALTH CENTERS
» CHA CLINICS

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

»ﬁ‘g S KA
ADAK Q::% il L~

RéHal 0401
907.729-2822
hal@antho.og

Location Names and Service Level

TUMNETE o v
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EALR: g
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Native Healih
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Tribal Health Needs

e Village Health Care:
e Primarily provided by Community Health Aides/Practitioners
e Few training sites and limited training slots result in a backlog of those

needing training.
e 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.

e 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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Tribal Health Needs

e Behavioral Health

e The need for increased behavioral health services in Alaska is
well documented.
— Alcohol and Substance Abuse
— Mental lliness
— Domestic Violence and Child Abuse

e 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 Health Among Alaska’s
100 Largest Employers

Employees Ranking

Alaska Native Tribal Health Consortium/

Alaska Native Medical Center 1855 11
Yukon Kuskokwin Health Corporation 1292 15
Southcentral Foundation 1250 16
SE Alaska Regional Health Consortium 826 28
Maniilaq Association 555 44
Tanana Chiefs Conference 485 56
Norton Sound Health Corporation 478 59
Bristol Bay Area Health Corporation 355 70

2007 Alaska Economic Trends

Healthcare Workforce, HSS Hearing 1/29/09 9
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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 (NHSC) Loan
repayment issues

Healthcare Workforce, HSS Hearing 1/29/09
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Statewide Estimates

Occupational Groups Vacanc Tribal
P | P Positions Vacancies Y

Rate Vacancy
All Occupations 34738 3529 10.2% 16.5%

Physicians 1931 226 11.7% 27.1%

Professional Nurses 7139 696 9.8% 15.5%

CNA/LPN/PCA/HHA 1762 111 6.3% 14.3%

Dentist/Pharmacists
/ / 2281 404 17.7% 42.9%

| Therapists

| Behavioral Health 7450 1033 13.9% 14.5%
5523 434 7.9% 17.1%

189 ND ND 15.2%

! Managers 2947 7.6%
Health Information/

11.3%

Reimbursement
pealincarelWoikfoiceMEISS /29709
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Basic Tribal
Recruitment Facts

e Providers are getting more expensive and wanting to work
less

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

e 2years = Average length of employment stay of a
Medical Licensed Professionals (MLP) or a
Physician in rural clinic

e 6 months = Average time to fill MLP vacancy

e 14 months= Average time to fill a Physician vacancy

e 1 month = Average notice given to leave rural site
e 150% = Cost of Locums’ coverage compared to
direct hire

Healthcare Workforce, HSS Hearing 1/29/09
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Tribal Health Care Fact

—

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

e 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 Health Actions
&>

e Getting more efficient and effective with recruitment
efforts

e |ncrease education and outreach to encourage more
Alaska Natives to pursue health careers

* Increase incentives to stay in rural areas

e 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 needed?

e Provide Healthcare Professionals incentives to work at rural sites
e Provide State funded student loan reimbursement
e Increase support for health care professional education

e Support expansion of the number of primary care providers and
services in Alaskan communities

e Increased funding for the Community Health Aide/Practitioner
Program to increase the number of CHA/Ps and their training
opportunities

e Support training for Elder caregivers
e 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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Alaska’s Healih Care W@U’@@%
Shortage & Solutions

Interagency Presentation — Jian. 29, 2009
House HSS Committee, Alaska S'fate Legislature

Possibles>

Tribal Workforce Development Update ——

Evangelyn Dotomain, President & CEO
Alaska Native Health Board

5

Retirement ||

Healthcare Workforce, HSS Hearing 1/29/09 17
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Physician Supply and Demand Projection;

2006-2025
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Source: Association of American Medical Colleges
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Change in # of U.S. MD Grads Each Year

Training in Various Specialties: 2002-2007

1500
Anesth

‘ .
|
1000 - Subspecs Drag—Ped
|
\
|
|
\

Rad Subspecs

500 I I Med Pathology Psych
. I H N B

I L= L ——
| IM/Peds  Ped
-500 N ’ Ob/Gyn
-1000 . ™
-1500 "
Family Med
-2000

Source: Association of American Medical Colleges
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Family Medicine Residency Positions
Filled by US Graduates in the Match, 1994-2007
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1,000
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% US Med School Grads Entering
General Surgery Residencies

12.0

10.0

6.0

Percent

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...

S 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
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e Job vacancy rate (2007 survey): 12%

Physician Shortages

in Alaska

e 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

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

2600

2400

2200 |- -——--~
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— o— Desired Gain
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]

Healthcare Workforce, HSS Hearing 1/29/09

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

e Current (2006) shortage: 375
physicians

— Each year, gain of 78, loss
of 40

— Need increase annual gain
from 38 to 59

— Loss may accelerate
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1

Possibles

Ly

Trained

\\\ Professicnals

I

Active Practitioners
AK HC Workforce
Direct Care
Non-Direct

Retirement Attrition

N2

Healthcare Workforce, HSS Hearing 1/29/09
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Challenges to Adequate Physician
Supply in Alaska

e Aging of population

e Shortage of primary care physicians
e Educational debt

— 23% of 2008 US medical school graduates carrying
>5200,000 educational debt (N Engl J Med, Dec 18,
2008)

e Challenges of practice in Alaska, particularly in rural
areas

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

— HRSA: 20 states reporting “scarcities” of physicians

~ Healthcare Wrcﬁ,ﬂf%-éging 1/28/09 11
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Strategies That Can Enhance
Physician Supply in Alaska

e |nitiatives to increase interest in medical careers
o« WWAMI Medical School

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

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

e Utilization of mid-level providers

e 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
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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

e Serves all of community residents, without
regard for ability to pay or 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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CHC Model:
The Safety Net

* Provides comprehensive, primary &
preventive care

 “Primary Care” => medical, dental &
behavioral health

* Sliding fee scale promotes patient
accountability

* CHCs reduce use of costly Emergency Room
Vvisits

Healthcare Workforce, HSS Hearing 1/29/09




66T

Community
Health Centers
Alaska — 2009

 Network of 26 CHC Organizations
e 141 Delivery Sites

* Serving 81,000 Alaskans

* Tribal & Non-Tribal Models

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

Many Alaska CHC Patients
are Poor

"
.

- 5

T \
22%

0300% and Below FPL 0101-150% FPL
1152-200% FPL O Qver 200% FPL

Healthcare Workforce, HSS Hearing 1/29/09 6
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Geographic Disparities
in Health Insurance
Coverage

“No Health
Care Plan”
BRFSS 2005

“No Health Care Plan" by BRFSS Regio
20

0 2% 3) -
O 24% (i2)
O 16% (Stete Avg=19%) (2) -
B 7% @
B ana ren

o
*
‘W o

... &'JM"'&Q 'ph.flﬁi
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- The Aging of Alaska’s
- Population Will Continue to
Create a Strong Demand for
Health Care Services

1980 1990 2000 2005 2010 2015 2020 2025

Healthcare Workforce, HSS Hearing 1/29/09
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160%
140%
120%

80%
60%
40%
20%

0%

100% -

B Dental Care
155.8%

76.0%

Growth in Health Center

Dental & Mental Health
Care, 2000-2005

O Mental Health Care

134.5%

84.9%

Patients

Note: Mental health does not include substance abuse.

Patient Visits

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

Healthcare Workforce Shortage:
Giant Problem for Alaska’s CHCs

.,,_.w“ DI

* Large

* Unrelenting

* Getting worse

* Disruptive

* 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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Primary Care

The Shortage Problem —

Association " in the Na;tion
1 AU

¢ Only 9% of physicians practice in rural areas
— But 20 % of the population lives there
e Of 150,000 general dentists in practicing in US

— But only 14} % practice in rural areas

e CHC patients grew 579% from 2000 to 2006

Healthcare Workforce, HSS Hearing 1/29/09 12
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Alaska
Primary Care
Association

What are Factors that are
Driving this Shortage?

» “States, 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)

Healthcare Workforce, HSS Hearing 1/29/09 13
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,Aaska The Shortage Problem —
Primary Care . . |
Asooeiio! in Alaska Primary Care

Occupations

@@]Gu |
Family Physician 18.3% 15.8%
General Internist
Family Nurse Practitioner 23.2% 19.5%
Physician Assistant

* Long mean vacancy length (7-15 months)
* Higherin 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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Alaska
Primary Care
Association

Will the Shortage Get Better,
or Worse?

C ekt b

* “The deficit of health professionals in
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)

Healthcare Workforce, HSS Hearing 1/29/09 17
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Prospects

'\ Par’umpants

Tramed

Professmnals
Trained
Professicnals
(from Elsewhere)

Active Practitioners
AK HC Workforce

Direct Care

Retirement

Non-Direct Attrition

N\
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Alaska
Frimary Care
Association

A Problem that
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
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Alaska
Primary Care
Association

What Does National Expert
Opinion Say?

e “Recruitment & retention of health care
professionals has been a major problem for CHCs
since their inception.”

« “Federal 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,

Healthcare Workforce, HSS Hearing 1/29/09 20
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Alaska
Primary Care
Association

APCA — 2009
Legislative Priorities
Healthcare Workforce

=

 Workforce Shortage Solutions

— Health Care Professions Loan Repayment and
Incentive Program

— Medex

Healthcare Workforce, HSS Hearing 1/29/09
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7 & Aaskae’s Health Care Woerkiorees

LXEN Shortage & Solutions

Interagency Presentation — Jan. 29, ZOOSi
House HSS Committee, Alaska State Legislature

Alaska’s Healthcare Workforce:
View from the Safety Net

Marilyn Kasmar, Executive Director
Alaska Primary Care Association

Healthcare Workforce, HSS Hearing 1/29/09
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‘Alaska’s Healthcare Workforce:

Rod Betit, CEO
Alaska State Hospital & Nursing Home Association

Healthcare Workforce, HSS Hearing 1/29/09
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ursing Facilities

Alaska Primary Care
Health Professional Shortage Areas
by Type. for Census Areas and Boroughs

Harrow

Primary Care HPSA
O based on CHC, Alaska Native
i . of Low Income Poputation
with Hospital Locations
m Geographic HPSA
{Physicians eligitie for
10% Medicare banus)

24 Hospitals \
8 CAHs Part of area designated
3 Convering to CAH as automatic Alaska Native HPSA
2 Military (notgeographic)
1 Eligible
10 *25 beds % O Critical Access Hospital {CAH)

) Converting to CAH
© Hosypital {not CAH, not Militang
®  wititary Hospltal

- Prepared by Primary Care/Rurai Health Unit
Alaska DHSS August 2004

Healthcare Workforce, HSS Hearing 1/29/09
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Big Employers

ovidence Health System- Alaska’s largest
employer since 2001

* Five of top 20 employers are healthcare

e 24 of top 100 employers are health and social
services

e Health topped S5 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 & Analysis,
4 Data from Institute for Social and Economic Research, UAA

Healthcare Workforce, HSS Hearing 1/29/09




ndustry Perspective

tinerant 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 S11M in recruitment, S13M in Itinerants
(S24M total), 16 occupations

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

— FMH has saved at least $1.5M in nurse rec
since local training started

Healthcare Workforce, HSS Hearing 1/29/09
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vertime Survey Results

emp Nursing Hours Needed to Fill Vacancy:

— 2006 = 94,166 hours
— 2007 = 99,748 hours

* Opinion of Facility Administrators (2008)

— Has gotten “better” =2 5
— Has gotten “worse” = 10

Healthcare Workforce, HSS Hearing 1/29/09
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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




7POGT

“Access to Care:
_ommunity Innovations

“his request for workforce improvement is
not being done in a vacuum

 Rather —innovations are occurring in several
communities — Examples include:

* Kenai / Soldotna
e Ketchikan

* Anchorage

\

\

Heailthcare Workforce, HSS Hearing 1/29/09
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@roaches of Other States
ealth 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
Healthcare Workforce, HSS Hearing 1/29/09
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" Health Care Professions

~Loan Repayment & Incentive Program

\! ~-§ . B 7,
- - o -

Needed Innovati

Healthcare Workforce, HSS Hearing 1/29/09 | o 9 i ;i:f. o
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Service
Programs”

For those who
are farther
along in their
careers

Healthcare Workforce, HSS Hearing 1/29/09
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t-for-Service Programs

rateqy - 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.S., &, NIH)
— Local contributions to above

» Qutcomes - SFSP’s — in general — have good outcomes, but
there are important program differences -> across typ:

Healthcare Workforce, HSS Hearing 1/29/09
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vort-for-Service Program

remain necessary — regardless of training
productivity

« WWAMI has doubled, and, Nursing Program
has expanded greatly — but Agencies are still
pulling practitioners from elsewhere

Heaithcare Workforce, HSS Hearing 1/29/09




‘Experience of Other States

ew of 44 states
Total of 81 state-level SFSP’s for HC professions
Fully 21 states have two or more SFSP’s (47%)

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

» Several Strategies: Programs that integrate several
strategies have had greater success than have thos
programs which have relied on single approack

Healthcare Workforce, HSS Hearing 1/29/09
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i Other States with
or-Service Programs

| Arkansas (3) New Mexico (5)

lowa (2) North Carolina (4)

Maine (2) Oklahoma (3)

Minnesota (7) Tennessee (2)

Mississippi (2) Washington (2)

Montana (3)

Wisconsin (2)

Healthcare Workforce, HSS Hearing 1/29/09
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ences of Educational Debt

ike carrying a mortgage on a second home

* Pushes practitioners into more lucrative jobs
and specialties

* Discourages poorer students from health
careers

* But also - provides a lever to influence
practitioners, via loan repayment enticeme,

Healthcare Workforce, HSS Hearing 1/29/09
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SFSP Options...

/ B\
Support for
Service
N /
| 1 |
/ N e e N o
Loan Direct . Loans for Resident
Repayments Incentives Scholarships Service Support
N /L /2R VAN

Healthcare Workforce, HSS Hearing 1/29/09
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5P -> Timeline Example

cholarship Program Loan Repayment Program
Commitments Made Commitments Made

Medical Residency Service Post-Service :>
School Retention
| | I I | | | | I | | I I I
7 6 5 4 3 2 1 1 2 3 4 5 6
Years before service begins Years after service begins

* Physicians’ training years, commitment-
signing, service period, & post-service
retention (Pathman, 2006)

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

on Repayment Programs

ost 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 &
ncentive Program discussed in depth on
HPSD site:

www.hss.state.ak.us/dph/healthplan
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‘unding 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

Healthcare Workforce, HSS Hearing 1/29/09
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re Professions Loan Repayment
& Incentive Program —

Interagency Planning Group

Representatives 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)

Healthcare Workforce, HSS Hearing 1/29/09
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‘Dentists

e Pharmacists

* Physicians

Healthcare Workforce, HSS Hearing 1/29/09

Big Ten” Occupations

Tier-2

Dental Hygienists
Nurses (RN)

Nurse Practitioners
Physician Assistants
Physical Therapists
Psychologists
Social Workers
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th Care Professions

gram Elements

— Oversight Entity

— Fiscal Agent

— Practitioner Eligibility
— Site Eligibility

— Payment Details

— Program Evaluation
— Resources & Funding

Healthcare Workforce, HSS Hearing 1/29/09
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Alaska’s Health Care Worlkiorcas

Sh@ﬁi@g@ Selutions

Interagency Presentation — Jan, 29, 2009

House HSS Committee, Alaska State Legislature

Alaska’s Healthcare Workforce:
Alaska State Hospital & Nursing Home '\
Association

Rod Betit, CEO
Alaska State Hospital & Nursing Home Association

Possibles >

REtirement
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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 km?) of

the modern state of Alaska. " S
Check used to pay for Alaska,
worth $7.2 million

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

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 Il 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, L.ouis 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, 186711} with the purchase price set at

$7,200,000 (about 1.9¢ per acre), equivalent to approximately $104,000,000 in modern terms.[2) [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 of land.
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 fill. 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
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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 lay away 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 moring. 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 unti! 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
clapse before it would be blessed with Hoe printing presses, Methodist chapels and a metropolitan

police. It was "a frozen wilderness.[?]

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.[4]

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

The signing of the Alaska
Treaty of Cessation on March

testimony on that side was the weightier.” Soon, said Sumner, "A 30, 1867. L-R: Robert S.
practical race of intrepid navigators will swarm the coast ready for any Chew, William H. Seward,
enterprise of business or patriotism. Commerce will find new arms; the William Hunter, Mr. Bodisco,

Eduard de Stoeckl, Charles

1582 http://en.wikipedia.org/wiki/Alaska_purchase 2/11/2009




1583

Alaska Purchase - Wikipedia, the free encyclopedia Page 3 of 5

country new defenders; the national flag new hands to bear it aloft." )

. .. . " Sumner and Frederick W.
Bestow American republicanism upon the territory, he urged, "and you Seward.
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,"
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." (]

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
of 37 to 2. However, the appropriation of money needed to purchase ‘
Alaska was delayed by more than a year due to opposition in the House . 3;9‘ 1a £33
of Representatives. The House finally approved the appropriation in

July 1868, by a vote of 113 to 48.6]

5
: i
STUTEETR LI N TIN h

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 ) Russian“ratiﬁcation of the
had been established in 1804 to handle the valuable trade in the skins Alaska purchase, June 20,
of the sea otter. It contained 116 small log cabins with 968 residents. 1867.

The second town was St. Paul in the Pribilof Islands, with 100 homes
and 283 people. It was the center of the fur seal industry.

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, [ 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

http://en.wikipedia.org/wiki/Alaska purchase 2/11/2009
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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 by

Professor Igor Panarin, former KGB analystm, in an interview with /zvestia 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

s Adams-Onis Treaty
= Louisiana purchase

Notes
1. ~ Seward, Frederick W., Seward at Washington as Senator and Secretary of State. Volume: 3, 1891, p. 348
2. A http://www.measuringworth.com/ppowerus/
3.~ Oberholtzer, Ellis Paxson. 4 History of the United States since the Civil War. Volume: 1. 1917. p. 123
4, * Have you been to the "polar bear garden"? The loc.gov Wise Guide
5. * Oberholtzer, Ellis Paxson. A History of the United States since the Civil War. Volume: 1. 1917. p. 544-5
6. ~ "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. * Russian Scholar and KGB analyst Panarin predicts USA kaput in 2010
8. *"A Century of Lawmaking for a New Nation: U.S. Congressional Documents and Debates, 1774 - 1875 -
Treaty With Russia. March 30, 1867 English/French, image". Loc.gov. http://memory loc.gov/cgi-
bin/ampage?collld=llsl&fileName=015/11s1015.db&recNum=572. Retrieved on 8 December 2008.
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Background of Suicide Prevention in Alaska

__

o 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

______

o In FY2006 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

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

o FY2009 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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o 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

I @

o All Alaskan communitieé, 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.




What the Data Tell Us...

Alaska Suicide Rates
1998-2007
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What the Data Tell Us...
------

Alaska Age-Specific Suicide Rates and Numbers

1998-2007
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What the Data Tell Us...

Alaska Suicides by Sex, 1998-2007




What the Data Tell Us...

Alaska Suicide Rates and Numbers by Region
1998-2007
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What the Data Tell Us...
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What the Data Tell Us...

""" , . y _ _ | .

Suicide Methods in Alaska
1998-2007

Suffocation
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What the Data Tell Us...
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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.

I
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What the Data Tell Us...
------ ©) E——

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.




What the Data Tell Us...

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 Injufy 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

i @

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




09T

Current and Recent Activities
Federal Garrett Lee Smith Youth Suicide Grant

.E/

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.

o 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 disorders/self-destructive behaviors.
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Current and Recent Activities

Outreach & Community Engagement

o FY2009 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

o July 1, 2008 the Statewide Suicide Prevention Council
moved from the DHSS 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

............ _

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

)

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.

. B
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Next Steps

o 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.1)

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
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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 which OCS is effectively
discharging its child protection responsibilities under:

1. the State Plan submitted to the U.S. Department of Health and Human
Services under 42 U.S.C. 5106a(b);
. Child Protection Standards under federal and state laws; and
. 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
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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 diversity 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
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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

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

Alaska Citizen Review Panel
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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

2008 Annual Report

OCS staff and partnering agencies

Juneau: met with local OCS staff and partnering
agencies

Juneau: met with Lt. Governor Sean Pamell
Juneau: met with Commissioner Karleen Jackson,
Deputy Commissioner Bill Hogan, and Director
Tammy Sandoval

Juneau: met with Representative John Coghill and
chief staffer, Rynnieva 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 Tarnmy Sandoval, Director of OCS and
Christy Lawton, Children’s Services Manager for
Northern Regional Office

Anchorage: Art Hansen and Carol Olson attended
the Alaska Native 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
cominittee

Fairbanks: Art Hansen attended the Community
Cares Conference

Fairbanks: Fred Van Wallinga met with

Alaska Citizen Review Panel
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Representative Coghill’s staff member, Rynnieva
Moss

May 21-23, 2008 St. Paul, Minnesota: Fred Van Wallinga and Carol
Olson attended the National Citizen Review Panel
conference

Annual activities

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 ICWA 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 11% 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
+ ICWA workers

+ Local police departments

+ OCS staff

» School principals, nurses & counselors
s State 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 OCS 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.

Barow

REGION

e

i

SQUTHEAST
REGION
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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, OCS create a fifth region to be headquartered in Bethel. This region
would be broken out from the existing Southcentral region (SCRO). It would include the
six existing OCS 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.

SOUTHEAST
REGION

- s -

PROPOSED 5TH
l REGION Dulinghem -
| King Salman
, .
| o
%
r bUnlllﬂu 4 !
GCS Offices in Alaska by Region
| ]
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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
Area

Population
(2006 Census
Bureau est.)

% Population
Under 5 Years
Old

% Population
Under 18
Years Old

Land Area
(sq. miles)

Kenai Peninsula
Borough

52,304

58

24.7

16,013

Kodiak Island
Borough

13,072

7.7

30.0

6,560

Matanuska-Susitna
Borough

80.480

6.4

26.2

24,682

Valdez-Cordova
Census Area

5,872

6.2

24.7

34,319

Aleutians East
Borough

2,647

35

12.1

6,988

Aleutians West
Census Area

5,239

3.2

12.8

4,397

Bethel Census Area

17,147

37.1

40,633

Bristol Bay
Borough

1,042

27.0

505

Dillingham Census
Area

4,970

33.6

18,675

Lake and Peninsula
Borough

1,548

31.2

23,782

Wade Hampton
Census Area

6,443*

42.4

14,614*

Yukon-Kouyukuk
Census Area

BT7+*

6.5

279

21,885%*

Total current SCRO

201,745

7.0

273

213,053

Total proposed
Southwest region

39,913

10.6

36.7

131,479

Total remaining
SCRO

155,728

6.3

259

81,574

Alaska

670,053

714

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.
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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 SCRO 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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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
Caseload

Average Cases
Per Month

Highest Monthly
Caseload

Anchorage

3,313

42.6

552

557

Northern

1,277

16.4

213

223

Southeast

788

10.1

131

137

Southcentral
(existing)

2,397

30.8

400

416

State Total

7,775

100

1,296

1,321

Proposed
Southwest

861

11.1

144

146

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

Region

Total Cases

% of State
Caseload

Average Cases
Per Month

Highest Monthly
Caseload

Anchorage

1,112

38.1

185

220

Northern

535

18.3

89

109

Southeast

381

13.0

64

74

Southcentral
(existing)

893

31.0

191

State Total

2,921

100

530

Proposed
Southwest

270

9.2

45

57

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 sexuval 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 Bethe! 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.

Alaska Citizen Review Panel 18
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The carly 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 | 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 sitvuations 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
Suvpervisor 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 OCS 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.

OCS, 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 OCS needs more staff and leadership support to be a
proactive part of this. The safety of Alaskan’s children is the number one
priority; this agency saves lives.

The OCS 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 of the 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 Child 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 OCS 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.

Alaska Citizen Review Panel 20
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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 cuiturally 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

Conclusion
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.

e The arca 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 1o 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:

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

. 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
meonth 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.

. 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 handle it appropriately. Those standards are spelled out in
Appendix D for each case type.

. 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
Family/Youth 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 his/her 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:

AP Electronically signed
June 30, 2008

Fred Van Wallinga, Chair

y %Jp—‘/\/ Electronically signed
%«/( }2 June 30, 2008

Carol J. Olson, Vice Chair

’ﬁ/) @ Electronically signed
Con . C(;DQM/ June 30, 2008

Pamela M. Dupras, Member

. o . .
/ Yy, / Electronically signed
o i June 30, 2008
W /{L'/_'_

rd

Dana W. Hallett, Member

Mh ’)J M c Electronically signed
D— - June 30, 2008

Arthur S. Hansen, Member

M Electronically signed

Susan Heuer, Member June 30, 2008

/2

Esperanza M. Redelfs, Member Electronically signed
? ; June 30, 2008

Ralph D. Taylor, Member 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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Appendix A

KATE TEA, LCSW, GAL
130 Trading Bay Road, Suite 310
Kenai, Alaska 99611
Office 907.283.6551  Fax 907.283.6553
katetea@alaska.net

March 17, 2008

Ms. Tammy Sandoval

Division of Health & Social Services
Office of Children’s Services

323 East 4" Avenue; McKay Annex
Anchorage, AK 99501

Ms. Sandoval,

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 CASA/GAL Conference this past fall. We may
have also spoken together at the ICWA 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 of the 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 [ 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. 1
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 intakefinvestigations 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 15 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/Social Work/cswe/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 10 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 11
Guardian ad litem

cC. Mr. James Steele, SCRO Children’s Services Manager
Ms. Abigale Henderson, SW V, SCRO Staff Manager
Ms. Katie Stafford, Kenat 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; they must learn everything they can about the organization, its
strategies, and customers. Leaders must dedicate a large percentage of learning time to getiing
to know existing team members in the shortest possible time-frame. Transition from the outside
and you face the task of identifying and placing the 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
Personne] 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 1V-E State Plan

Tribal Title IV-E

Service Array Section (Programs)

Resource Family Section (Foster Care & Adoption)
State office and field offices - one agency




Appendix C

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
ORCA Help
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
The CJA

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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Appendix B
OCS WORKFORCE GOALS & STRATEGIES
GOAL .
S:g-ﬁ'l\'"E_IE:‘-YY START | FINISH COMIfLETE RES?’-{J?\E:IBLE COMMENTS / PROGRESS

GOAL #1 - ORGICULTURE / VALUES: Improve public, partner, stakeholder and staff understanding of OCS' mission, vision,
values and desired outcomes.

St . .
ra:egy Increase Public Education Efforts
. Social Norms Marketing o Mike Developing proposal; schedule meeting with Jeff
Activity 1 Campaign 9/30/2008 3/31/09 25% R&R Workgroup Linkenback; pursue with Nat'l Alliance/ACT
St . . . . .
raBtegy Develop a comprehensive and consistently implemented New Staff Orientation Plan
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% Work ‘ro program implementation to Mgrs during Mgmt
program. group Team Mtg in November
. Create a Developent Plan for 0 Distributed to current CSMs and Staff Managers
Activity 2 New Staff Mgrs & CSMs. 8/20/08 9/9/2008 100% SLT as an FYI
Straéegy Communication Plan
Creale a "Communications Distributed to Statewide Mgmt Team with directive
- e o
Activity 1 S;gde“nes document for staff 6/18/08 |9/22/2008 100% SLT to discuss / distribute to staff.
StraI;egy Appreciative Inquiry
Activity 1 5‘2'3:?; ;ln?g:etr?t Qi‘;‘:\m'm"’e 10/6/08  [12/31/2008 20%  |SLT Senior Leadership Team reviewing
OCS Workforce Executive Steering Committee 12/8/08 Page 10of 7
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GOAL
STRATEGY START | FINISH % STAFF COMMENTS / PROGRESS
COMPLETE| RESPONSIBLE
ACTIVITY
GOAL #2 - TRAINING: Provide comprehensive and on-going, culturally-competent and current best practices training.
Stra;egy Incorporate Mission, Vision and Values into Supervisor's Curriculum
Train on the importance of
Activity 1 supervisory role in supporting  [8/1/2008 11/18/2008 [55% Jay C In process
MVV among their staff
StraBtegy Cadre of Supervisors ! Facilitators (based on need)
Canvass supervisors who have
completed Supervisor Training
Activity 1 to select those who are willing 14/1/2009  17/1/2009 D% Jay C Work not yet sfarted
to provide ongoing training for
OCS employees.
Straéegy Review Curriculum and Decide Implementation Plan
Activity 1 Develop proposal J [ L JJay C |
Strategy " . - "
D Become a "L.earning System Rather Than a Training System
Activity 1 Develop proposal ] | 1 lJay C ]
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.

Strategy

RJP
A
Produce an OCS-featured
. Realistic Job Profile OVD to be o . . Urban taping and staff interviews comptete, David
Activity 1 incorporated into OCS hiring 11/1/07 1431/2009 {50% Mike; David Caldwell has yet to interview rural staff and
rocedures. capture ‘B Roll
L .
St aBtegy High Schoot / College Interns
tmplement State of Alaska's
Activity 1 intern Program into OCS Maritt
’ offices
OCS Workfarce Executive Steering Committee 1218/08 Page 2 of 7
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GOAL
STRATEGY START | FINISH % STAFF COMMENTS / PROGRESS
ACTIVITY COMPLETE| RESPONSIBLE
St"aéegy Double Fills
Activity 1
Strategy |5, cans
D
Activity 1

Strategy E|5 Step Interviewing Process

Activity 1

Strategy F|Job Fairs

Activity 1

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

A AWW Agreements*

Activity 1

Strategy

B Telecommuting Agreements*

Activity 1

Strategy

C Job Share Agreements*

Activity 1

OCS Workforce Executive Steering Committee 12/8/08 Page 3 of 7
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GOAL % STAFF
STRATEGY START | FINISH °
COMPLETE| RESPONSIBLE COMMENTS / PROGRESS
ACTIVITY
Stra[;egy Lunch and Learns
Activity 1
Strategy E|On-going Training
Activity 1
St’a;egy Team Building
Activity 1
Straéegy Continue Implementing Workload Study Results
Activity 1
Stral:egy Student Loan Forgiveness
Add OCS caseworkers to any . . i
Activity 1 |2000 legislation related toa  10/3/08  |4/20/2009 |10% Mike N:':eo';‘:‘”mk'"g with DHSS staff on the DHSS leg
loan forgiveness program prop
Strategy | |Recognition Program
' Implement and use latest . . .
Activity 1 departmental program for all  |10/1/08 20% Everyone ggiil;i;x;g:?‘:tg;gaprogram being reviewed by
OCS staff
Welcome and congratulate new . .
Activity 2 employees at completion of 10/13/08 Jay C Ii$gqllggbto dcorp)e from the contract amount in the
TONE with OCS t-shirts udget
OCS Workforce Executive Steering Committee 12/8/08 Page 4 of 7
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GOAL
STRATEGY START | FINISH % STAFF COMMENTS / PROGRESS
Aaaliohg 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

A Evaluation of Current Stipend Program

Contractor Don Schmid will D. Schmid has given preliminary findings to N
Activity 1 review effectiveness of stipend |9/1/08 11/1/2008 |90% Contractor Schmid Rolfzen, T. Sandoval & C. Lawton

program for past 3 years.

Strategy

B Implement Recommendations from Evaluation

Begin fo implement
recommendations to revise
stipend program beginning
2009

Activity 1 11/1/08 4/172009 30% Christy Lawton

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

A Data to Manage / Decisions

Activity 1

Strategy

8 Competencies for Positions

Activity 1

Strategy

C Performance to Appraisals Re: Competencies

Activity 1

OCS Workforce Executive Steering Committee 12/8/08 Page 50f 7
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GOAL
STRATEGY START | FINISH % STAFF COMMENTS / PROGRESS
COMPLETE| RESPONSIBLE
ACTIVITY
Stra[;egy Knowledge Transfer Plans
Develop Knowledge of Transfer . o, . , .
Activity 1 Plans per Admin. Order 237 Maritt Maritt to provide 'Getting Started’ presentation to
. Mars TBA
deadline
Strategy E[Performance Coaching
Expand recent DOP-delivered : ;
Activity 1 trainings received in Anchorage|11/13/08 Mike Trav_ls presented t(.) Mgrs at statewide Mgmt Team
? ; 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
paradigm of OCS workload Tammy Staff Survey resuits

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
A

Kentucky's Public Child Welfare Certificate Program

Activity 1

GOAL #8 - Other: These must be categorized as 'Other’, or miscellaneous goals at this time.

ra . .
St ;egy Review Work Group Membership
. , Mike obtained CSM participation during statewide
Activity 1 |Reestablish membership of the 114,19,08  [12/15/2008 75%  |Mike Mgmt Team Mtg in Anchorage in November;
R&R workgroup . .
CSMs to appoint others from Regicn
OCS Workforce Executive Steering Committee 12/8/08 Page 6 of 7
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) GOAL
STRATEGY START | FINISH % STAFF COMMENTS / PROGRESS
COMPLETE| RESPONSIBLE
ACTIVITY
Stra';egy Break Out into Subcommittees
Direct tasks of R&R workgroup
Activity 1 to smaller subcommittees when Mike
appropriate
Straéegy "Training"” Becomes "Learning"
Activity 1
OCS Workforce Executive Steering Committee 12/8/08 Page 7 of 7
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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 of time 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.pdf. 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/Qualityimprovement/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 (P/P) is a continual process within the OCS. Last year the format
of our P/P was revised to become more user-friendly. This year the focus was on revisions to update
P/P. 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 Bethef.
The Governor’s Proposed FY2010 Budget was released on December 15, 2008, and does not include a

request for funding a 5" 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.

OCS Frontline Vacancy and Turnover Rates

Vacancy Rate Turnover Rate Turnover Target Rate

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
e
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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 hireis sent a
DVD and asked to sign a simple attestation form which states 1) they have watched the video; and 2)
they stilf 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 OCS is also adapting its website to include virtual, realistic
job profiles of current OCS 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 OCS 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 OCS 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. OCS has observed that our caseloads have
come down over the past year and are far more manageable than in recent years.

The OCS 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 OCS 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, OCS will adopt and
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implement those policy and procedures in their entirety. Retention and recruitment of OCS staff is a
systemic challenge. Many of the options determined viable are unattainable by OCS alone and must be
supported at the state level.

Recommendation 3 - Fix the telephone system.

In planning for FY09, OCS 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 heen 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 of the issues. However, as is noted in your report,
adequate staffing of OCS 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 OCS 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
OCS shares the toll-free reporting number {as well as the Children’s Trust Parent line) with the media
whenever the OCS 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 Naticnal 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 ahout 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. OCS
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

e e —
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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 OCS 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
0OCS 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, OCS made several requests for EAP critical stress debriefings this past year.

tn 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) unveited 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.

OCS managers and supervisors are increasingly cognizant of the complex personal and familial
responsibilities that young workers juggle in today’s world. Through cur annual staff surveys and
employee exit surveys, OCS 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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Appendix A

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/piacement search case note in
ORCA.

3.5.5 Background Checks for Placement Resources and Interstate Requests for Chiid
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).

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.

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.

o ltis 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.

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.
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.

e 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:

e 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 chitd 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 Placement/Trial Home Visit/Return Home.
» The section has been reorganized, and updated to reflect ORCA procedures.
e 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.

o ltis 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
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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 Regiona! 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 (ICPC) 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.

o ltis 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.
e 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 inthe month court proceedings are initiated to remove the child from home.
As a result, Parent’s Seif-Declaration of Income and Resources 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.

For eligibility for IV-E Adoption Assistance it is no longer required that the child is eligible for
AFDC in the month that the adoption petition is filed.

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.

The policy on minor parent and baby in placement has been updated to reflect the current
federal rules.

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.

s« The section has been updated to reflect ORCA procedures.

6.2.2.6.B Guardianship Subsidies

+ The definition for “hard to place/special needs child” has been added.

¢ The section has been expanded to include the policy and procedures for subsidy
negotiations.
Information has been added about the approval process for guardianship subsidies for
children under age ten.

¢ 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
¢ 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.
e |tis 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

» 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.
Examples are provided for what specific kinds of information must be given to the out-of-
home care provider.
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.

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 Qut-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-LIC-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” checkboxes.
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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.

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. _

06-9437 Clearance Form: Information about the background check requirements has been
added as pages 2 and 3 of the form.

06-9712 APSIN Request Form: The statute citations on the form have been updated.
06-9730 Financial Summary Sheet. This form was originally used oniy 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-LIC-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-LIC-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.

06-9385 Request to Review Licensing Record Log: used to record requests to review
licensing files.

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 Forms Finalized in 2008  {12/17/08) Page 7 of 8
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Appendix A

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 thase 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-LIC-10 Well Child Exam/lmmunization 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 (12/17/08) Page 8 of 8
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Statutory Requirements
(AS 47.30.660)

e 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 )




Comp Plan Leadership Team
and Data and Planning Group

e 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
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Comprehensive Integrated Mental Health Plan:
What is it? '-

e On-line tool for legislature, executive branch,
stakeholders, and partners

e A source of information about the issues
impacting all Trust beneficiary populations

Forward

Comprehensive Integrated Mental Health Plan: 2006-2011

@%ovin g

Comprehensive Integrated Mental Health Plan and Alaska Scorecard, 2/12/09
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pe ity Populations
Addressed in the Plan

e Comp 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
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@mMovmg

—>> Forward i

the Comp Plan?

e Prevalence data

e |Information about:
— Substance abuse
— Suicide
— Mental Health |
— Safety and Injuries Justice
— Housing
— Education
— Economic Security

e Current system of care
e |nitiatives and emerging issues

Comprehensive Integrated Mental Health Plan and Alaska Scorecard, 2/12/09
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PLOT

Alaska Scorecard:
How it Works

Information [?);

¢ Provides links to on-line drilldown information
e Shows trénd data

e Links to Comp Plan data, initiatives, and system of
care

° http://hss.state.ak.us/dph/healthplanhing/Scorecard

!
Comprehensive Integrated Mental Health Plan and Alaska Scorecard, 2/12/09 8
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1
T 7
?/ \¢ The Comp Plan

and Scorecard Guide Policy

~ o 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

Comprehensive Integrated Mental Health Plan and Alaska Scorecard, 2/12/09
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Welcome to SLED :: FAQ Alaska Page 1 of 1

‘:: About ::HotTopics ::FAQsAlaska ::Commenis :: Help :: Digital Archives :: Aska Librarian :: Digital Pipeline
=iI- Statewide Library Electronic Doorway

Information Ressuices for, about and by Alaskans

Home : : Search : : Help
ElFont Size

FAQ ALASKA - Frequently Asked Questions About Alaska

Question :
When did Alaskan Native people become (.S, citizens?

ANSWER :

* The Alaska Territorial Legislature offered Alaskan citizenship to Native peopte with a 1815 enabling act, but U.5. 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 46th State, 2nd ed., by Claus-M. Naske and Herman E. Slotnick. Norman, University of Oklahoma
Press, 1987

l.ast Modified: 27 September 2001
For further information about Alaska, contact your nearest fibrary. For comments or corrections about this site, contact:

Alaska State Library:e-mail - asl@eed.state. ak.us

ElFont Size

Copyright 2004 University of Alaska Fairbanks. All rights reserved.

Loy ipriisled alaska.edu/akfaq/akfaqq1 027 html 211172009
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Prevention - a Concept for State Medicaid
Programs

e

Frederic S. Goldstein

SRR T e L

President

U.S. Preventive Medicine

02/17/09

U.S. PREVENTIVE
MEDICINE'
more good years.




Agenda

¢+ USPM Background

¢+ The Current Health Care System
+ How Prevention Works

¢+ |deas for Alaska

U.S. PREVENTIVE
MEDICINE
more good years.




USPM Background

+ Extensive experience in Health Plans, Hospitals, Chronic
Care Management, Medicaid and Commercial

¢ Over 10 years of Medicaid Care Management
experience

¢+ Rural States
+ Diverse populations
¢+ Experience with NA/Al and IHS

+ National and International Services

U.S. PREVENTIVE
MEDICINE'
more good years.
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CREATING NEW PARADIGM

¢ 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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WHY PREVENTION?

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

b

+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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“THE PREVENTION PLAN
COULD BE THE BIGGEST |
INNOVATION IN
HEALTH CARE IN THE
LAST 30 YEARS.”

- (W, Jormmy Thompson

Matignsi Paticy Agtvisor, ULS. Préventive Mediane

INTRODUCING AN EXCITING NEW

PRESCRIPTION FOR WELLNESS.

The Prevention Plan™ is a revolutionary  The Prevention Plan™ is supported with RN
new health care concept for employers.  coaching, web tutetials, reminders ang
Using robust technalogy and thorough lab  reward programs designed to change

work, The Prevention Plan™ igentifies the  behavior to improve health. Your presaiption /

top five risks for an employee and thed  lor 3 healthier and more produttive work G OV' TO m my Th O m pso n
provides a custon'n‘ret?, step-hy-st.em plan Iurct.! vhas arri‘vee. Prevention is WUI I Form er Secreta ry Of H H S //

to help them fower thair personal risks. I's  medicine, 2nd it'sbacked by U.S. Preventive

private, secure and completely poctable.  Medicine® - the worid beader in prevention. J

CTIE
PREEEE?}ION | c: : U.S. PREVENTIVE
Cafl E36-713-1180 er visit ThePraventionPlan.com 1o learn more, | MED[CINE
more good years.
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U.S. PREVENTIVE
MEDICINE
more good years.

COMPLETE WELLNESS
PROGRAM

OUR PRODUCT SUITE

( CUSTOM CHRONIC CARE
k MANAGEMENT PROGRAM

\ ‘ WELLNESS PLUS
PREVENTION PLAN PLUS™ CUSTOM CHRONIC CARE
1 L MARAGEMENT PROGRAM

(o M'L( ADVANCED
)|

_'CREVENTIOH PLAN PREMIUAT

r————— —

DIAGNOSHCAND
ASSESSMENT PROGRAM




MANAGING THOSE USING
THE MOST RESOURCES

The Prevention Plan CM

Heart Failures Depression
Diabetes Hepatitis C

COPD Cancers

CAD « Breast
Schizophrenia . Cervical
¢+ Bipolardisorders
* High risk maternity
Sickle Cell

Colon
Prostate

U.S. PrREVENTIVE
MEDICINE
more good years.
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(Chronic diseases are the #1 cause of death and disability
in the U.S.

138 million Ameri icans, representing

45% ot the total population, have at
ledst one chronic disease

Chronic diseases kill more than 1.7 million Americans per year, and
are responsible for 7 of 10 deaths in the U.S.

Frrittrrit




69T

the nation’s health care spending

| | i
L \_ U
During 2005, the U.S. spent almost $2 trillion on health care
< ‘ ‘

Of every dollar spent...

.75 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

r a
“The Unuted States cannot effectively address escalating health care costs

without addressing the problem of chronic diseases.”

-- Centers for Disease Control and Prevention

"Patients with chronic diseases account for 75% off
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$700 A

Level of health spending among the

nonminstitutionalized U.S. population, 1987-2000
(in billions of nominal dollars)

~$%211 billion

(" Two-thirds of the increase in health care spending 1s
due to increased prevalence of treated chronic disease

$6%_/’__7.9

~

[ ] = Increas
attributak
to rise in
prevalenc
treated
chronic
disease
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(" The doubling of obesity between 1987 and today accounts for A
nearly 30% of the rise in health care spending

Percent of U.S. Adults Who are Obese¥*
1985

]

No data <10% 10%-14%
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The

percent ot
children
and youth
who are
overweight
has tripled
since 1980

Percent of U.S. Adults Who are Obese*

" The doubling of obesity between 1987 and today accounts for
nearly 30% of the rise in health care spending

[t the
prevalence
of obesity |
was the
same today
as 1987,
health care
spending il‘]
the US
would be 10
percent
lower per
person—

about $20(

|
|
)

billion less

[] _

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 1ll
patients receive only 56% of the clinically
recommended preventive health care
services
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THE CAUSE
HEALTHCARE 1.0 and 2.0

V4
Business as usual dOESﬂ t 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
MEDICINE'
more good years.
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WHAT CAN WE DO ABOUT: IT

one SOIUﬁOﬂ in sight:

Milken Institute s-tudy finds

¢+ Prevention

+ Early detection

¢ Chronic condition management

could save U.S. S1 trillion annually...

“An Unhealthy America” 2007
Nonprofit, nonpartisan economic think tank

U.S. PREVENTIVE
MEDICINE'
more good years,




MEDICAID

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
MEeDICINE'
more good years.
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Alaska’s Unique Features

¢+ Rural to the extreme which is affected by infrastructure

(roads, facilities, etc.)

+ Diverse population, AN/AI

ALASKA IS UNIQUE

+ [ssues must be overcome through innovative uses of
people, systems and technology.

U.S. PREVENTIVE
MEDICINE’
more good years.
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STATE PRIORITIES

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,




STATE PRIORITIES

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.

U.S. PREVENTIVE
MEDICINE'
more good years.
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MEDICAID

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.




MEDICAID

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.




MEDICAID

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

MEDICAID

¢+ Pay for data systems (Look to Stimulus package with

funding for Heath IT.)

U.S. PrevENTIVE
MepICINE
more good years.




Specific Areas to Consider

¢ Care Management for Persons with Severe and Persistent
Mental lliness — :

*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.

U.S. PREVENTIVE
MEDICINE'

Targets from FY 2009 DHSS more good years,
\ Qverview
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MEDICAID RESULTS

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
MEDICINE'
more good years.
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MEDICAID RESULTS

Clinical Improvements

¢ Mental lliness costs disproportionately fall within Medicaid,
particularly for those living with Severe and Persistent Mental
llIness.

*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)

U.S. PREVENTIVE
MEDICINE
more good years.
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MEDICAID RESULTS

Program outcomes for persons with adult and pediatric asthma,
CAD, COPD, diabetes, heart failure, adult and pediatric sickle cell,
and adult depression, schizophrenia, schizoaffective and bipolar

. disorder

A4

<Dh

Outcome Metric

Agerepate E:'igr'br'e
Population
1 year prior
7/1/05-6/30/06

Cohort
1 year prior
7/01/05-6/30/06

Cohort Year 1
{Enrotled> 6mos)
7/1/06-6/30/07

Avarage PMPM total medical & pharmacy costs

59853 PMPM

$1,191 PMPM

SEO2 PMPM

Hospital Admissions per thousand per
¥y {Ad m/K/Yr)

244 Adm./K/Yr

467 Adm.JK/Yr

5565 Adm./iK/Yr

Bad Days per thousand per yr (BD/K/Yr)

4,025 BR/K/MNT

2,955 BD/K/Yr

2,180 BD/K/Yr

ER visits per thousand par yr (ER/K/Yr}

914 Visits/K/Yr

1273 Visits/K/Vr

1007 Visits/K/Yr

U.S. PrREVENTIVE

MEDICINE

more good years.
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MEDICAID RESULTS

Clinical Improvements

¢ Chronic Care costs for heart failure, COPD and diabetes
are high and these conditions require extensive self
management skills

Aggregste Lligible
Population Cohort Cohort Year 1

2 vear prior 2 y:ear prior {Enrolled> &moaos)

Outcorne Metric

Avaraga PMPM total medical & pharmacy costs 52,034 PMPM £3,252 PMPM 82,737 PMPM

Average PMPM inpatient costs 5872 PMPM 51,087 PMPM 5699 PMPM

Bad Days par thousand per yr (BD/K/Yr) 8,746 BDSK/NT 12,310 BOJK /YT B,291 BD/K/Nr

U.S. PREVENTIVE
MEDICINE'
more good years.




Quality Improvements

QUALITY IMPROVEMENTS

Qe Vieesury LA Asscssment

—

§
!
i

At 6 Wionihs

Foot Exams (diabetes) 12%

A1c tests (diabetes) 47%

Monitor blood pressure 14%
(hypertension)

Asthma Action Plan 26%

U.S. PREVENTIVE
MEDICINE"
more good years.

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.

C.

PREVENTION
PLAN
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IN CLOSING

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 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.

Alaska Health Care Strategies Planning
Council, December 23, 2007

U.S. PREVENTIVE
MEDICINE
more good years.
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MEDICAID

Comprehensive Prevention
Approach - 1°, 2°, 3°

¢ Baseline assessment of all beneficiaries

-

¢+ Shared clinical information system, statewide

¢+ Comprehensive sung[tZagyocacy[coéching for

beneficiaries across the continuum

¢ Individualized plan for each beneficiary

U.S. PREVENTIVE
MEDICINE’
more good years.
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Jan’04 to Dec’'05 TeleBehavioral Health m__=_no:_=nm__.m__

1 APPTS ATTENDED mmm APPTS SCHED'D —— Expon. (APPTS ATTENDED) |

T 1 - # of Scheduled Appointments = 813
1 -# of Appointments Patients Kept = 538
mmm - # of person/hours of training = 1530
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AFHCAN Pathfinder
Telehealth & Telemedicine Information

B Glossaries

Telemedicine Glossary by ATSP -

http:/fwww atsp.org/telemedicine/glossary.asp

emerging arena of health care. This glossary contains definitions for more than 200
words and phrases.

Telehealth and e-health glossary http:/ftelehealth. net/glossary.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 application of telecommunications
technolegy, 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 hitp://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://iwww.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.net/

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
healthcare problems

®m RESOURCES

Department of Veterans Affairs: Telemedicine Initiatives by

State - hitp://www.va govitelemed/ 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:/Awww.usda.gov/rus/telecom/dit/dit. 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 1
Maintained by M M Rydesky ’ ’
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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 - hitp.//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 -

hitp:/feww fda. govifdac/features/1997/497 tele.htmi

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:/iwww. nim.nih.gov/researchitelfront 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 modetls 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:/itelehealth.hrsa.qov

HRSA has established the Office for the Advancement of Teleheailth (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 - hitp:/ftie telemed.org/

An international, quality resource for information 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:/fwww.ntia.doc.gov/reportsitelemed/index.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 - hitp:/ficsl.ee washington.edu/~clau/tmresources. tml
Offers links to sites in the categories of general telemedicine, compression and teleconferencing

standards, networking, and medical imaging.

[ ] Telenlledicine Journals & Libraries

Telemedicine Journal and e-Health: http:/Awww.liebertpub.com/tmj/default].asp

A peer-reviewed journal covering all aspects of clinical telemedicine practice, technical advances,
enabling technologies, education, health policy and regulatiocn 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, MEDLINE, Current
Contents/Clinical Medicine, EMBASE, Excerpta Medica, Research Alert, SciSearch/Science
Citation Index-Expanded, Science Citation Index, PsycINFO. The official journal of the American
Telemedicine Association.

Journal of Telemedicine and Telecare: http://www.coh.ug.edu.auljtt/index.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 JTT is indexed in
Index Medicus/MEDLINE, Science Citation Index®, SciSearch®, Research Alent® and Current
Contents®/Clinical Medicine. The JTT 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 - hitp://www.atsp.org/telejournal/lhomepage.asp
ATSP is the sponsoring agency. Presents audio recordings of the Telemedicine TeleJournal.

These monthly teleconferences are available to anycone 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, hospitat
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 3
Maintained by M M Rydesky : N ’
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Student Comments about AFHCAN Training

The following quotes are from student evaluations
from a recent Train-the-Trainer Workshop.

By far, one of the most organized, thoroughly presented,
and fun training classes | have attended, The performance-
based approach was tight on the mark. You have armed me
with all the tools | need Lo go forward and develop a
training program.

Very user-iriendly material. Easy to understand.

Strategic planning was one of the most useful segments.
This lets us start applying the application to our
organizations.

Greal job. Excellent instructors all the way around!
Liked the hands on, especially the troubleshooting.

Very easy 1o understand for folks with limited
computer skills.

35-003-0

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 fuilly-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 1o emulate a
realistic clinical workflow where cases are sent involving
multiple providers and specialiies.

PR

AFHCAN

Telehealth Sales & Marketing Director
Phone: 907-729-2260
Toll Free. BBB-449-4435
Fax: 607-729-2269
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

Alaska MNative
Tribal Health Consortium

Total Training and
Support Solutions

Let AFHCAN training put you on the fast track
to success in using AFHCAN products

AFHCAN

Access Without Limits
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New User Training

8 hours

o Teaches a clinical user how 1o use the AFHCAN
Software and the AFHCAN Cart

o Includes coverage of digital camera, otoscope, denta
camera, tympanometey, spirometer, and other peripherals
O Assumes no background knowledge

Non-Clinical Orientation

1 hour

o Provides an overview of the functions and features of the
AFHCAN Cart and Software

a Excellent for anyone who desires a general
understanding of the AFHCAN system

&1 Assumes no prior knowledge

Training Refresher

4 hours

O Introduces the latest hardware and software features

O Provides a quick review of the basics

O Builds on existing knowledge by delving inte the fine points
of operation

G Assumes some pricr training or experience using the
AFHCAN Cart and Software

Desktop User

1 hour

O Provides an overview of the software far practitioners who
use the AFHCAN software to receive cases for consultation
O Assumes no prior knowledge

1
'|
1
:
!
l
H
z
;

System Administrator

4 hours

a Course covers administrator responstbilities including:
0 Installing AFHCAN Software
& Adding. editing. or deactivating providers and groups
& Naming conventions for groups, sites, etc.
Uinderstanding the basics of AFHCAN networks
&1 Basic troubleshooting

O Tailored for technical staff

Train-the-Trainer Workshop

4 days

8 Workshop includes:
&1 The New User Training Course
@ Creating a strategic training plan
& Communicating the value of training to executive staff
®1 Assessing telehealth clinical flow for optimal productivity
o1 Adutt leaming tips and tricks

& Tailored for trainers and trairing managers

Cart Hardware Upgrade Procedure

16 hours

B Trains a technical person to Lpgrade an existing

AFHCAN Cart to the current hardware baseline

® Assumes a basic familiarity with standard hand tools and
safety practices

RN U —

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 Suppart/Help Desk Services
to answer questions and resolve both clinicat and
technical issues. Telephone, email, and on-site technical
support services are available for the instaliation 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 avaitable far difficult hardware or
software problems, Technical support staff is available to
travel to your place of business. Contact AFHCAN far
additionat details.




"Security at AFHCAN is not
just a firewall; it is a process

from the design stage through

the final implementation and
management of the AFHCAN
solution.”

"Security is built into the
software and not added as
an afterthought.”

"AFHCAN takes extraordinary
effort to make sure that
servers are hardened and
firewalls are configured to
provide maximum security.”

Statermnents {rom & final security review
of AFHCAN by a Certified lnformation
Security Auditor (NSA).

The AFHCAN Software will be available
in multiple languages in laie 2006.

35.002.0, Rev A

President’s Award
American Telemedicine Association (2004)
Established o recognize a project that has made
* a subsiantial contribution toward the
advancement of telemedicine.

Most Innovative New Technology Device
for Diagnostics (2004)
Presented by The Emerging Technologies and
Healtheare Innovations Congress (TETHIC) to a
novel diagnostic lechnology that improves
precision, accessibility, turnaround time,
or access to diagnosis.

Telehealth Sales & Marketing Directer
Phone: 907-729-2260
Toll Free: 877-885-5672
Fax: B07-729-2269
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 infermation

Alaska Native
Tribal Health Consortium

AFHCAN

Access Without Limits

AFHCAN Software |

An Enterprise-Wide Telehealth Solution

|
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A Simple Interface With
Powerful Capability

The heart of the AFHCAN store-and-forward telehealth system is
the AFHCAN Software, Designed by health care

professionals, the system has proven effective in many

clinical scenarios.

Access 10 biomedical peripherals is as easy as 1 - 2 - 3. Users
may login, then easily use the peripherals for a
patient exam,

m Touchscreen Compatible

m Color coded for easy navigation

m Three (3} clicks to access peripherals once logged in
m 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
telehealth case include:

u Audiometoer

m Dental Camera
m Digital Camera
m ECG (12-Lead}
w Holter Recorder”
m Scanner

* Avallable late 2006

m Spirometer

m Stethoscope”

m Tympanometer

m Video Otoscope

m Vital Signs Monitor

m Other scopes (i.e. vidso Sources)

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 healthcare delivery without
generating new business rules.  Features accommodate
workflow!

= Cases can be sent 10 an individual or a group {Department)

= Consultants can be advertised locally or shared
emerprise-wide

m Cases can be Sent. Archived. Discarded, or placed on Hold

m Trust Relfationships can be established between one or
many organizations

m Clinicians have options t© use drop down menus or free text

m Clinicians have option to receive email notification

m Case Summary, Images and 8illing Forms can all be printed

Reliable and Robust for lower
Total Cost of Ownership (TCO)

AFHCAN Software supports secure client-to-server and server-to-
server connectivity over a wide range of telecommunications
infrastructure. This technology typically reguires no changes in
organizational firewalls, while providing high perfarmance and
reliability. AFHCAN has successfully transmitted telehealth data
over salellite links on days when starms prevented the
transmission of telephony, fax, email, videc and browsing.

m Flexible — Self tuning optimizes connectivity over Sateliite links,
Satellite phones, dedicated lines, POTS of Internet.

m Reliable - Small data packets with retransmission capability to
overcame peol cannectivity

® Efficient - Users can also create cases when completely
disconnected from the server!

m Firewalt 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-ta-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 at the iogin page to start using
the soltware.

2, The user has four choices, Sefecting
"Create a New Case” provides access to all
the biomedical devices.

Secure - from Design to Deployment

The AFHCAN Software and all preloaded clients and servers are
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 needed to
maintain secure system (patches, fixes, Service Packs). AFHCAN
refies on industry-standards such as PKI {Public Key Infrastructure)
and digital certificates from Verisign tc provide secure
communication and code security.

m Supports automatic downloads of authenticated code updates
to servers and clients

= Data transmission is encrypted for the “end site” (3DES/SHA1)

m Data is signed by the originating site for non-repudiation
purposes and data validation

m External "Hardware Security Modules” store and protect digital
certificates outside the Operating System

m Customer controls all server-to-server trust relationships
between organizations

w Remote monitoring and alarming built in for proactive
management

w Servers are “hardened” to ensure secure deployment

w Role-based Security for users and application administrators

® Fully auditable - tracks all user activitics.

Evaluation

AFHCAN software supports crganizational needs for evaluation

and utilization reporting requirements. The scftware provides the
capability to pose evaluation questions to users with cach telemedi-
¢ine case, and servers provide reporis on response

summaries and utilization information.

3. The user may select any peripheral at
this point, For example, selecting Video
Olgscape starts the next screen.

4. The live image from the Video Dtoscope 15
1a1ge enough Lo view and share with Lhe palient.
Contsals are easily identified on the right side of
the screen.
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Continuing Education Units .

Alaska Native Medical Center is accredited as = -~
a sponsor and provider of Continuing Medical
Education credits (CME's) for phys?(’iia'ns by the
Alaska State Medical Association. Alaska
Native Medical Center designatéls this -
continuing education activity as r;{ee}ing the
criteria for 9.0 hours of AMA PRA Ceﬁegery 1
Credit™. Each physician should claim bbly
credit commensurate with the extent of R

participation in the Tiactivity.

Alaska Native Medical Center is an Approved

Provider of cohtinuing education’by the Alaska

Nurses ‘Association, an-accredited approver by

the American Nuré/es Association Credentialing ~ ?

~ Center's Commission on Accreditation. e
’ Provider Number AP-06-002. Alaska Native

Medical Center designates this continuing

education activity as meeting the criteria for

9.0 Continuing Nursing Education (CE) credits.

e

s

: AFHCAN is located on the third floor of the Consortium

1 Office Building {(COB) of ANTHC. The CCB is located on the
1 Alaska Native Medical Center campus, and includes a

| number of fullyequipped conference rooms. In addition 1o
| our Cemputer Based Training, our instructor-led classes

1 involve hands-on training. The AFHCAN training room

! includes AFHCAN Carts, desktop computers loaded with

: AFHCAN software, videoteleconferencing capability, and a

P

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: 888-449-4435
Fax; 907-729-2269
Visit our website at www.afhcan.org for mare information

30338

Alaska Nativa
Tribal Health Consortium

Computer Based
Training Software

Computer assisted learning is a
powerful afternative to traditionai
education approaches

-
D ——1
o r———)
o ———]

~ —————

o —

AFHCAN

Telehealth So!utions‘
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Benefits

m The AFHCAN CBT 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

'w Studies show that students typically retain twice
as much information from a CBT 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

m 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

m Search tools have been built into the program to
serve as fast and efficient reference sources

» With CBT each student tailors AFHCAN training to
meet their specific needs

m» Supervisors can provide the same quality training
to shift workers without having to rearrange
schedules

m Health care providers can access the CBT during

' patient care to verify their learned skills

Students can chooese to follow the module hy
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 the table of contents for a
complete version of the module or choose the
section that they desire to listen to. This aflows
the students to concentrate on smaller parts of
the medule 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.

w 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

m The CBT features a multi-media approach to learning
that is compatible with a wide range of learning
styles

u 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

a Supervisors now have the flexibility to train new
employees quickly and efficiently in as little as an

hour a day on various modules

u Students can refresh their skills when needed,
instead of when a trainer is available

Cost Effective

Computer based fraining avoids the expense and loss
of work involved in traveling to a central location for
training and is cost effective too!

m 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: 8907-729-2285

Toll Free: 888-449-4435

Fax: 907-729-2269
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Wall Mount System ~
Video Capture

Save on valuable space using a
wall mounted system with
adjustable height, integrated
CPU, touchscreen monttor and
video capture card, Acquire
images from endoscopy and
othet video cquipment with
simultaneous disptay on
high-resalution monitors.

Portable "Briefcase”™
Telehealth Unit

This unit has a keyboard and
tablet PC with touchscreen.

Integrates digilal camera, ECG,

Spirometer, and videcconfer-
encing, Also, has video and
USB interface capability 1o
external devices,

—d
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AFHCAN and the Alaska Native Tribal Health Consartium

The Alaska Federal Health Care Access Network (AFHCAN)
began as a project of the Alaska Federal Health Care
Parinership (AFHCP) in 1998 to improve health care for feder-
al bereficiaries in Alaska using telemedicine techrology. During
the early years of the project there was overwhelming response
for creating a store-and-forward telemedicine systemn in Alaska.
The Alaska Native Tribal Heslth Censortium (ANTHC) is the
managing partner of AFHCAN. ANTHC is a ribal
organization, as defined :n 25 U.S.C. 450 [b) {c).

AFHCAN Sales & Marketing Director
Phone: 907-729-2260 Toll Free; 877-885-5672
Fax: 907-729-2269
E-mail: afhcansales@afhcar.org

AFHCAN
Alaska Native Tribal Health Cansortium
Division of Information Technology
4000 Ambassador Drive, Anchorage, AK 99508

Visit our website at www.afhcan.org for mere Information

Ataska Native
Tribal Health Consertium

The AFHCAN Telehealth.
Platforms and Peripherals
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ECG {12-Lead)

The KMark Digital ECG by Migmark Diagrastics
is 2 highly advanced interpretative 12-lead

ECG system

Audiometer plus Tympanometer
The Earscan by Micra Audiometnics provides
ttweshald screening audometry plus fast and
normal speed Lympanometry. .

SR ETE 4

BLOE@D, “HrEHERE
Digital Camera !

The latest technology in high resolution _g{‘, & b
digitait camera and docking staton are ; )

integrated seamicsshy.

TeOOh .OC SOCDEOT

et P L e e
DI vk T ORU

Dental Camera

The Evelution M series by Digital Doc is a
small dentsl camera with superior oplics, auto
focus and oxcellont cobor roproduction.

Vital Signs Monitor
The measurement of vital signs plays a funda-
mental foke in medical evaluabion and
Iyplcally inciadns: biood prossure, pulse,
pulse oametry (02 satwuration), respiratory
rale angd lemparaturs

Expansion Capability

Support for TWAIN-compllant devices (.g.
film scanners), digital cameras, and extemeal
video devices using composite of s-videa
auilary inpuls.

Scanners
Paper and film scanners are accessed
through o simple, one touch user interface,

Video Qloscope

Integrated camera and light saurce to provide
high resolution, wide angle views for ENT
specialities.

Spirometer

The Midinark Diagrostics 10mark Sprometer
& an extremely easy to use diagnostic tool
and is completaly integealed with the
AFHCAN sofltware,

Videoconferencing Add-Cn
This solution incorporates 8 tigh reselation
pan-tit-zoam camera with a sofrware client that
support [P-based videoconiferencing with the
latest H.264 compression for supenor image
quality.

T0E AFREHD GHEY

The AFHCAN Carl is a mobile workstation
with integrated biomedical peripherals,
wireless network capability, and power
managemenit hardware that allows health
care professionals to:

# Capture patient information using
electronic forms and integrated biomedical
peripherals.

M Capture information from external
imaging devices such as microscopes,
ulirasound and surgical scopes.

W Forward the information to another
prafessional or group of professicnals at
a distant location for review and
consultation.

The AFHCAN Cart is small enough to fit
thraugh a door, has large rubber wheels to
neqotiate uneven fioor surfaces, has a low
center of gravity 10 minimize instability, and
is designed to meet the ergonomic needs of
a wide variety of users, The AFHCAN Cart is
designed Tor patient safety with low EMI

and an isolated power system.
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Videoconference Training
for End-Users |
1

AFHCAN training provi!des significant
return on your technology investment
and company’s bottom line by
increasing the skills and knowledge

of end-users.

AFHCAN training—cal]?ses are
designed to empower end-users with

”ftﬁp practical skills to successfully

Y

use videoconferencing equipment for
educational, administrative and
" glinical sessions.

o

With hands-on exercises and practice
opportunities that mirror real life
scenarios, AFHCAN training courses

+ benefit the entire workforce.

A}

Jraining is available onsite or in our
Anchorage training facility.
Please contact us at (907) 729-4708
or (907) 729—2/285 to discuss
scheduling options and pricing.

30339

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 reom includes AFHCAN carts, deskiop
computers with AFHCAN software installed, a wall-mounted
PC and videcconferencing capability.

The AFHCAN conference room has videoconference
capability and is used for small and large group sessions.

The small videoconference reom is designed for one-on-one
administrative. educational or patient sessions.

AFHCAN is located on the third floor of the Consortium
Office Builgding (COB) of ANTHC. The COB is located on the
Alaska Native Medical Center campus,

AFHCAN
Alaska Native Tribal Health Consortium
Heaith Information and Technclogy Division
4000 Ambassador Drive
Anchorage, AK 99508

Phone; 907-729-2285
Fax: 907-729-2269
E-mail: customersupporti@afhcan.org
Visit our websile at www.afhcan,org for more information’

Alaska Native
Tribal Health Consortium

Videoconference
Training |

Learn how to get optimal usage of
vour videoconference equipment

AFHCAN

Telehealth Solutions




Learn How to
Videoconference

AFHCAN videoconference training modules
are highly interactive. All modules include
hands-on practice opportunities with a
variety of video equipment.

Module 1: Basics-An Introduction to Videoconferencing
equipment

Participants will:

W Gain a basi¢ understanding of components; camera,
codec, remote control, and monitor

@ Test equipment functionality

W Store and delete presets

H Initiate and terminate pointto-point and multi-point
sessions

Module 2: Cameras & Connections

Participants will:

m Use a document camera to project quality images into
a videoconference session using printed materials,
3-D ohjects and an SD card

W Set up and connect to a document camera

m Connect a laptop computer

Module 3: Room Design & Framing Subjects

Participants will:

W Understand elements of room design

u Understand appropriate room arrangement for one-on-
one, small and large group sessions

W Practice videoconference etiquette & “tele-presence”
for one-orn-one, small and large group sessions

Module 4: Troubleshooting

M Participants will learn various troubleshooting
technigues for audio/video peripherals, the video-
conference unit, TV/LCD panel, and network cables

Meodule 5: PowerPoint for Videoconferencing

Participants will:

M Learn best practice techniques for creating PowerPoint
presentations

H Create or convert a PowerPoint presentation that meets
best practice guidelines

Module 6: Orlenting Patients

Participants will:
W Plan & prepare for a provider-patient videoconference
M Facilitate a clinical VTC session
N Learn steps to ensure patient privacy,
confidentiality & safety

Module 7: Consulting via Videoconference;
Best Practices for Providers

Participants will:

W Learn & practice proper “tele-presence” and
videoconference etiquette

H Conduct a patient-provider videoconference session

H Discuss document management workflow between
referring and consulting sites

B Learn steps to ensure patient privacy and
confidentiality




Irere McGlashan at the
Oonalaska Wellness Center in
Dutch Harbos, Alaska transmits.
an electrocardiogram (ECG) to a
refereal physician in Anchorage.
Dutch Harbor is located on
Unalaska, a remote island in the
Aletetian Chain, 800 air miles
from Anchorage.

“Access tor ENT services
has improved dramatically
in regions using telemedi.
cine. in some of these
regions, wait times for
ENT services have
decroased tfrom sin
months 1o essentially no
delay for care.”

Iuhn Kokesh, D

AFHCAN and the Alaska Native Tribal Health Consortium

The Alaska Federal Health Care Access Network (AFHCAN)
began as a praject of Ihe Alaska Federal Health Care
Partnarship (AFHCP] in 1998 to improve health care for
federal beneficiaries in Alaska using telemedicine technology.
During the early years of the praject thefe was overwhelming
response fer creating a store-and-forward telemedicine system
in Alaska. The Alaska Native Tribal Heallh Consortium (ANTHC) is
lhe managing pariner of AFHCAN. ANTHC is a tribai
oiganization, as defined in 25 U.S.C. 450 (b) (z).

AFHCAN Sales & Marketing Director
Phene: 907-729-2260  Tall Free; 877-885-5672
Fax: 907-729-2269
E-mail: afhcansales@alhcan.org

AFHCAN
Alaska Native Tribal Health Consortium
Division of Information Technology
4000 Ambassador Drive, Anchorage, AK 99508

Visit our website at www.afhcan.org far more infarmation

Alaska Mattve
Tribal Health Consortium

Access to health care professionals
regardiess of where you are...
Telehealth solutions brought to you by AFHCAN

AFHCAN

Ao ss Mithiagt Timits
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Whole Product Solution

The AFHCAN telehealth platform is a secure and proven "store and forward”
technalogy that increases the quality and accessibility of heafth care at the point

of patient contact. The AFHCAN system provides anh innovative approach to ease of
use, mobility. support for widely varying clinical workflows, and a robust
communication platform, AFHCAN offers a whole preduct salution that includes:

& Store and Forward Telehealth Soflware

& Automatic Software Updates

B Applicaticn Hosting Services with Third Party ASP's

& AFHCAN Telehealth Cart and other Platforms

® Integrated Biomedical Peripherals

W Clinical Workflow Assessments

® Cerufied Training for Administrators, Users, and Suppart Staff
u Service Level Agreements (SLAs)

W Help Desk / Customer Support

W Remote Manitoring

AFHCAN Software

The heart of the AFHCAN store-and-forward ielehealth
system is the AFHCAN Software designed o support
existing clinical relationships between crganizations.
Our goal 5 not 10 require new business rules, but to
enable and facilitate healthcare delivery. The
“tnterprise Solutien” allows autonomous health care
organizations to share multimedia telehealth data in a
controlled, secure and rabust manner consistent with
HIPAA Privacy and Security Requirements,

AFHCAN Support Services

Tetephone Support
AFHCAN provides telephene suppert to answer questions and reselve both clinical and
technical issues.

Training

Our goal is to provide training apportunities for health care professionals, administrators,
and technical staff to expand the skifls and knowiedge needed to enhance the quality of
health care in their communities. We also provide train-the trainer classes to develop on-
site training staff. Training is offered in Anchorage Alaska or at an organization's site.

Sofuwware Update Packages

Qne of the benefits of the AFHCAN Soltware is that softwate upgrades are distributed auto-
matically. New features and functionality can be added without the need for user interven-
tion or an expensive IT service call.

Dispatched Technical Support
For complex hardware or software problems, technical support staff is available for hire
te perform on-site work.

2. The user then has four choices.
Selecting "Creale a New Gase™ provides
access o inegrated biomedical
peripherals.

3. Theuser may seiect any peripheral at
this poin, For example, selecting Video
DROSCOpE Slants the ned streen.

4. The vt image From Lhe Video
[Descope is large enough Lo view and
shaie with the patient. Contsols are
easily identifed on the right side of
It soreen, .

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:
8 Capiure patient information using electronic
forms and integrated bicmedical perigherals,
W Capiure information ftom external
imaging devices such as microscopes,
ultrasound and surgical scopes,
® Forward the information to anather
professional or group of professionals at a
distant lecation for review and consultation.
The AFHCAN Cart is small enough to fit
through a door, has large rubber wheels to
negotiate uneven floor siifaces, has a
low center af gravity to minimize
instability. and is designed 1o meet the
ergonamic needs of a wide variety of
users. The AFHCAN Cart is designed
for patient safety with low EMI and an
isolated power system.
Other hardware platicrms include
wall mounted systems and light weight
partable systems.

Biomedical Peripherals

Biomedical peripherals that are
integratad with the AFHCAN Scftware and
may be used fo devolop 2 cemplete
telehealth case include:
o Audiometer

B Tympanometer

B Dental Camera

M Digital Camera

M ECG (12-Lead)

W Halter Recorder”

W Scanner

W Spiromeler

| Stethoscope™

W Video Otascope

B Vitat Signs Monitor

~ Avallable late 2006
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State of Alaska
mbudsman

INVESTIGATIVE REPORT

Ombudsman Complaint A2008-0581
Finding of Record and Closure
March 9, 2009

This investigative report has been edited to remove all confi dentf&al mformanon
and information that would identify the complainants in accordance wrth AS 24.55.160.

SUMMARY OF THE COMPLAINT 2 /\>

On April 10, 2008, an Anchorage resident complained to tl?é Ofﬁce of the Ombudsman that an
Office of Children’s Services (OCS) caseworker mterv1ewed his children on school grounds in
the absence of a school official in violation of Alaska Statute

The ombudsman opened an investigation into the‘fo]lowmg allegation stated in terms that
conform with AS 24.55.150. j ’

N
Allegation One: OCS mterwewed the complainant’s children on school grounds
arbitrarily without a school ojﬁcml present,
: f g(
During the course of this mve::l}gatlon the ombudsman added the following allegation:
Y
Allegation T WO%OCS unreasonably conducted interviews of the subjects of reports of
harmina matmer inconsistent with Alaska Statute 47.17.027 and on occasion in a
manner that thivarted the intent of 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 I 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
OCS employees to inform the school that a report of harm had been received and that an
interview on school grounds was necessary. OCS 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 OCS 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. OCS closed the case and notified the parents via letter.

INVESTIGATION

e N
AS 47.17.027(a)(3) requires that a school official be present during an 1nterv1ew of a child on
school grounds. It states, in relevant part: s

AS 47.17.027 Duties of school officials. SN
(a) If the department or a law enforcement agency ’proVides written certification to

the child's school officials that (1) there is reasonable-cduse to suspect that the child has
been abused or neglected by a person respon31ble fg%th% child's welfare or as a result of
conditions created by a person responsible for\th% child's welfare; (2) an interview at
school is a necessary part of an mvestlgatlon ‘to.détermine whether the child has been
abused or neglected; and (3) the interview a?\school is in the best interests of the child,
school officials shall permit the child,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 custodlanr Aschiol official shall be present during an interview at
the school unless the child oblects%r the department or law enforcement agency
determines that the présencé:of the school official will interfere with the investigation.
The interview shall be conducted as required under AS 47.17.033. Immediately after
conducting an lnterv%“w ‘althorized under this section, and after informing the child of the
intention to nonfy the Shild's parent, guardian, or custodian, the department or agency
shall make e{r“ery reasonable effort to notify the child's parent, guardian, or custodian that
the interview occurred unless it appears to the department or agency that notifying the
child's parent, guardlan 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 of a 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 OCS
(known as the Division of Family & Youth Services at the time the statute was enacted)
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[Ombudsman emphasis] 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 prowsmn testified about the necessity of allowmgg\ntervnews
on school grounds because it is a neutral, safe environment free from potenha.!’coercmn
by the alleged perpetrators. The earlier, discretionary version of the prov1smn appears o
have been prompted by a suggestion by Bob Weinstein, then- Supgnntegldent of the South
Island School District and chair of the Professional Teaching Practices' Commission.

Mr. Weinstein also testified that, in his view, it was 1mportant for, s¢hool officials to be
present during interviews to protect the rights of the children bemg interviewed; to ensure
that interviews are terminated if the child decides that. h@ or she no longer wishes to
participate, for example. A fc—fjv

Drafters changed the “may” to “shall” in response to discussion held between interested
parties during a subcommittee meeting on thxs bill. The assistant attorney general who
drafted the change later testified that it was- mtended to reflect “that the intent in most
situations was to have the school ofﬁc1als be'p present.” (see April 19, 1990 House Health,
Education and Social Sew1ce§§tmdl%g>Commlnee minutes).
NS

OCS Policy and Procedure- 2 2 5 addresses how OCS employees are to conduct an
investigation and assess a- cl\'n.isl;djfor safety. The relevant portions state:

The worker vs;lpmake diligent efforts to contact the child at home, school, childcare, or

any other place, where the worker believes the child may be found.

(OCS Policy 2.2.5.f.1.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
225.£1.D)

All children will be interviewed separately and away from the alieged 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 of OCS, the presence of the District/School representatlve WILL/WILL
NOT (circle one) be detrimental to the interview. g\‘

* k ok ok ok \‘\
A school official shall or shall not be present during the: mterwew [AK. Statute Sec.
47.17.027. () (3)]. ;>"‘~ Sl

If a school official cannot be present during the inte} oFvi e/;')v it is because the child objects
or DHSS determines that the presence of the schoo\lyof’ﬁ(:lal will interfere with the

investigation. '3;‘ e

* KK
A school official O shall or [ shall not be present during the interview.
[AK. Statute Sec. 47.17.027 (a) (€)) 62
s:‘,L T ok ok ok K *
If a school official cannot. be pfg§ent during the interview, it is because:
[1 the child objects. i d
OR /’\d‘ .*-,, B

investigation. _ -~y

/‘

Lori Fitzpatrick, Chi[c{f_en ’s Services Specialist II, OCS

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 8, 2008, 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 sociab\q‘orkers and
children’s services specialists are required to complete. This course addresses the investigation

portion of a child protection case. Q

Dr. Lally and Mr. Bush said that FYSTA training focuses on how the OCS employee engages
with people, not the procedural aspects of conducting an 1nvest1gat10n They stated that OCS’s
regional managers are to instruct employees on the procedures tised when conducting interviews
at schools. They also said that it would be difficult to. address*the procedural aspects of
conducting an interview on school grounds because Eia_cf/ school district operates differently.

Ombudsman’s Statewide Survey of OCS E mployees

The ombudsman investigator surveyed a random selection of OCS employees from each region
of the state on the procedures they lise. ‘wheri conducting interviews on school grounds. The
survey was intended to determme whemﬂ/OCS employees were aware of the statutory duty
imposed on school officials by AS 47:17.027 and whether they are sufficiently trained to conduct
interviews on school grounds

The investigator surveyed 28. employees in July and August 2008. Both supervisory and
subordinate employees were interviewed.

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: Juneau, 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.

1. 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 if he 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"t;é?Anchorage
investigations units, as well as the office’s Children’s Services Manager over the course of
approximately two weeks. The first five respondents reported that the dec131on to exclude a
school official was left to the discretion of the employee. The fast four participants indicated that
school interviews had been a topic during a recent staff meetln’}g and 'that Anchorage employees
are now being encouraged to have a school official present dunng interviews. This apparent
change in policy may or may not be attributable to the notl f *of this investigation issued by the
ombudsman’s office. Y A

2. Have you ever determined that a school‘ﬁfﬁcigl’s presence would interfere with
the interview? E

Responses to this question varied. mdefj\r*:Beth of the Bethel respondents said they always
indicate that a school official’s presencg Would interfere and, in fact, the form letter that each
submitted to the ombudsman, mvestlgator 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 instructs investigators to interview children alone.

R
3

Several respondents'\ih&i\eated 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.

FTN

Several supervisors said that the decision to exclude school officials is }cﬂ to the discretion and
Judgment of the investigators. Y
D f}
Several participants said the OCS manual required caseworkers: to interview children alone. The

P
ombudsman investigator presumed that these respondents f\t'ere rgferrmg to OCS manual
proviston 2.2.5. All of these participants interpreted the prOVlSlOl’l to mean that the interview
must be conducted with only the child present. b

4. If you have indicated that an official is not to be ‘present during the interview, did
you document this in the case file? ~. i

i

None of the participants who have excluded school officials documented the exclusion, or the
reasons for excluding, in the case ﬁle W

5. Do you feel that your ofﬁce h;s\ a good working relationship with the school
districts in your region, and what'::ontrlbutes to the relationship?

- \rv

Participants overwhelmmgly,reported a good relationship with the school districts their offices
cover, Participants repeatedly mentioned the same factors as contributing to a positive
relationship. They mentioned 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 of friction 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 homelessness 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
grounds. However, one respondent stated that the OCS manual is long, caseloads are high, and
employees don’t have time to read policy. The same respondent stated, however, that it would
probably be helpful to have a specific policy addressing school interviews because employees
refer to the manual when they have questions. Several participants mentioned high employee
turnover as a reason to formulate a policy regarding school interviews. One participant said that a
policy would be beneficial because everyone conducts interviews a little bit differently.

Three of the four supervisory staff surveyed expressed support for a specific policy to address
interviews on school grounds.

A common concern raised by participants, however, was that an addltlonalr;éhcy would lead to
additional bureaucracy for OCS staff. Others believed that another pohcy\mlght be too rigid and
constrain OCS caseworkers unnecessarily; they stated that, if ado ted,;a new policy should be

phrased as a guideline, rather than as a strict requirement. N

ANALYSIS AND PRELIMINARY FINDINGS | "”’

The standard used to evaluate all Ombudsman complm—rﬁs i§ the preponderance of the evidence.
If the preponderance of the evidence indicates’ thgt it is-more llkely than not that the
administrative act took place and the complainant’ ?cntmsm of it is valid, the allegation is found

justified. . 8

The ombudsman investigated the,\fp_l'lo_'\?\‘?i_rgg‘allegations:

Allegation One: OC.S:\méR:ewed the complainant’s children on school grounds
arbitrarily without a schggl%jf icial present.

The Office of the Ombud;}an s Policies and Procedures Manual at 4040(5) defines Arbitrary in
pertinent part as: \

(B) the agency’s action or decision was based on a delegation of authority to the
agency under inadequate standards;

(D) the agency’s action or decision was not based on a conscientious
consideration of all relevant factors.

Allegation Two: OCS unreasonably conducted interviews of the subjects of reports of
harm in a manner inconsistent with Alaska Statute 47.17.027 and on occasion in a
manner that thwarted the intent of AS 47.17.027.

The Office of the Ombudsman’s Policies and Procedures Manual at 4040(2) defines an
administrative act as unreasonable 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 OCS interview conducted on
school grounds uniess either:

(1) the child objects, or

(2) the department determines that the official’s presence will 1nterfer§>w1th the
investigation. - >

o

SR
This plain language of the statute places the duty on the school—%fﬁbél'fo be present when OCS
caseworkers interview children on school grounds. In order fot.a- caseworker to exclude a school
TN A
official, the caseworker must determine that the official’s [presence will interfere with the
investigation. o’ s
D v
Research into the legislative history of the statute: reveale?l that the drafters intended a
presumption in favor of school officials being prcs%nt when children are interviewed. It would
therefore negate both the intent and plain language- Sf the statute for OCS workers to make a
wholesale determination to exclude school oﬂimals from all interviews they conduct on school
grounds. Individualized decision maklng is clearly required under the statute.
However, the statute does not supply any guldelmes or criteria to consider when making a
determination that an offiCIal $ presence would interfere with a report of harm interview, and
OCS has not created any rg&gulatory or policy guidelines in the 18 years since this statute was

implemented.

Further, the plain lﬁhguage of the provision requires that the child be interviewed apart from the
alleged perpetrator and’anyone who may “compromise the investigation process.”

OCS 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 mtlitary 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 OCS employees
to employ when making a determination to exclude a school official, it appears that OCS
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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. ESW

Ms. Fitzpatrick’s second rationale for exclusion, that children are unwxlllng to make disclosures
with officials present, may at times have some merit. There may. 1y ideed be occasions where
children are unwilling to disclose with an official present. Howeverythere may also be occasions
where children are more likely to make disclosures when a an ofﬁcnal is present because the child
knows and trusts that person. Thus, Ms. Fitzpatrick’s ; secondfratlonale for excluding school
officials was not reasonable unless she explalned”’*spemﬁcally, why she did not believe the
complainant’s children would make dlsclosure w1th a school official present.

Ombudsman Standards at 4040(5)(D) defipc,sdan arbitrary action as an action or decision not
based on a conscientious consideration.of ‘é&l_&;’elevant factors.

Ms. Fitzpatrick admitted she dldn t allow Anchorage School District officials to sit in on her
interview with the compiamant 5l chlldren in accord with AS 47.17.027. She instead notified
school officials that they would n)gt ‘be allowed in her interview with the complainant’s children.
The agency provided Ms. Fltzlg;imck no standards upon which to base this decision. That opened
the way for the ca(\se&orker to'make an arbitrary decision.

Ms. Fitzpatrick did nog.make 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 rhis 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.




Investigative Report A2008-0581 -11- March 9, 2009, 2009

Allegation Two: OCS unreasonably conducted interviews of the subjects of reports of
harm in a manner inconsistent with Alaska Statute 47.17.027 and on occasion in a
manner that thwarted the intent of AS 47.17.027.

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.
Although AS 47.17.027 requires school officials’ presence, it also allows for some measure of
discretion, yet there are no standards to guide OCS employees in thelr decision- makmg process.
Employees are unaware of the statutory duty placed on school off' c1als 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 of the survey/résponses indicating that the
majority of interviews take place on school grounds. .~

~ G
The Ombudsman’s survey of OCS offices stateWJde showed that caseworkers either don’t know
what AS 47.17.027 requires or ignore it. Although 0CS years ago issued standard language to
caseworkers to help them adhere to the statiite, individual offices have amended or now ignore
the agency-sanctioned language. Investlgatloxfjalso showed that many OCS caseworkers issue
blanket exclusions to school staff mthoﬁt consnderlng the issue on an individual basis, in
violation of the spirit of the statute, The, agency has failed to establish guidelines to help
caseworkers determine when E\xcludmg a school official is appropriate. The absence of a
statewide policy and procedure addressmg school interviews 18 years after the Legislature
passed the statute is untenablerJThls practice is inconsistent with, and fails to achieve, the
purposes of the statute, That is unreasonable.

-

\

Therefore, the ombudsman 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 OCS failed to conduct interviews in compliance with
statute and in a manner that thwarted the intent of the law. OCS 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 OCS 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 OCS 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

OCS, at some point, developed a form letter for its 1nvest1gat0r§to present to school
administrators when conducting interviews on school grounds, The, Ietter cites OCS’s statutory
authority to conduct an interview on school grounds and prov1des a place to make a record of
whether OCS has determined that a school official will mterfere with the interview.

The letter, however, appears to have been modified b ’the Various OCS offices and several
versions submitted to the ombudsman 1nvest1ga¢?g\1\'\_;§o longer reflect the statutory language of
AS 47.17.027. The ombudsman therefore recommends the following:
e
Recommendation 1: OCS should‘}e-s?andardize the letter of introduction used
o 7
by caseworkers and presented tmsghool personnel when interviewing children
on school property to mtrror ff; Janguage of AS 47.17.027.
VA

OCS agreed with this recommenggtlon.

BS h

The agency responscéé?ﬁ‘sﬁé,s&he intent of the recommendation.

R

Because multiple survey respondents indicated that a large percentage of interviews occur on
school grounds, it is imperative that OCS 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.

1769
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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 pollcy/, rather than a
mandate-based policy. { N

For example, child protectlve services employees in Portland, Oregon use the following
guidelines when assessing whether an official should be present durlng an interview:

1. The child may be disinclined to disclose the abuge i 'Lfront of a school official that they
see every day for fear of shame or hum1hatlon

2. The school official is acquainted w1th ér. hﬂgs a relatlonshnp with the parent or the
offending party. R

3. The parent/offending party is well-Khown or respected within the community.

4. The child already feels “v1ct1mlzed~\w1th1n the school system because of problems at
school, such as academic of dlscxplmary problems.

5. The school official has a hlstae‘ry of interference with (CPS) interviews.

6. Law enforcement is also pr?sent so there is no need for the presence of an additional
party. NS

7. The abuse is espec1ally dlsturbmg and horrific and the child is too vulnerable to be aware
of boundarlesk or pnvacy rlghts when being interviewed.

8. The caseis murky or previous investigations were impossible to substantiate so accurate
information is:critical, 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: OCS 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

* ok ok k¥

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: OCS should develop a method for documentmg in the case
[file the reasons why a school official has been excluded from an: mtervzew.

Director Sandoval noted: 9 )

Included in the policy revision planned as noted in 2. abov}e guldance will be
provided on documenting the justification for why.a: school official was excluded
from an interview. %\ 2

The agency response satisfies the intent of the recommendatlon

f\*\t*#r’

Many school district personnel are not awar50f the duty imposed on them to be present during
child protective services interviews. As such ‘OCS should incorporate information regarding this
duty into the training that it already- prowdes {o many school districts regarding the duties of
mandatory reporters, to foster compllee’i\flth AS 47.17.027. This training should include a
discussion of OCS’s behavioral. .expectations of school officials who are present at interviews.
The Ombudsman therefore recommends

Recommendatmn 4 OCS should incorporate information about the duty

imposed by /{S 4 7.17.027 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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* & ok &k &

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, OCS believes that the presence of school officials in Report
of Harm interviews on school property is detrimental to the quality of the information
obtained, OCS should approach the Alaska Legislature’s two HS&S committees to
discuss a change in the law.

Director Sandoval stated: - fi; X\?

OCS does not believe that the presence of school officials is demmental to the

quality of the information obtained, barring rare cwcumstances/Therefore, oCs

will not be advocating to have AS 47.17.027 modified”~ v
The agency response satisfies the intent of the recommendatnon)

* & k ok kT

The complainant’s children were interviewed by-an OEBS“ caseworker without a school official
present. The decision to exclude was a:bltrary"”AS‘47 177027 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 requlrement was put into law was to ensure that children’s
rights are adequately protected dunng,chﬂd protectlve services interviews. The complainant’s
children were not provided that protecfi?m and for that, they deserve an apology. Therefore the
ombudsman recommends: »

.' ’.(‘\
Recommendation 6: OCS should issue a letter of apology to the complainant’s
and their chlldrenui\‘l >3

S

OCS agreed with tmgrecommendatlon and will issue a letter of apology. The letter of apology
was sent to the complamants in January.
The agency response satisfies 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,

1772
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FINDING OF RECORD AND CLOSURE

Based on OCS’s response to the proposed finding of justified, this overall complaint has been

closed as justified.

OCS accepted Recommendation One, Two, Three and Six. The agency’s response satisfied the
intent of Recommendation Four pertaining to notifying school districts of their responsibilities
under AS 47.17.027 but the ombudsman remains concerned that the inconsistent practice will
result. [n answer to Recommendation Five, OCS 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 Kkilling our children at the rate
unintentional injuries are, the public would be outraged
and demand that this killer be stopped.”

C. Everett Koop, MD, ScDC. ScD
Former US Surgeon General
Former General Chairman, The National SafeKids Campaign




Treating Trauma

o Like heart disease or cancer, trauma is best
combated with a strategy that addresses
prevention, acute care and rehabilitation.
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IntroduCtion

o Injury is a major public health problem
| olLeading cause of death in 1st 4 decades of life
 mleading cause of loss of productivity

o Despite obvious magnitude little public focus
o Significant progress in individual patient care
o Trauma systems shown to save lives
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Trauma in Alaska
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0 Leading cause of death age 1-44.
0o 400-500 alaskans die each year.

o Over 5000 admitted to the hospital.
o Over 1000 with permanent disabilty.

o 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

o Motor vehicle crashes leading cause of death.
o Firearm related injuries, second.

o 2004 hospital cost for Alaska trauma patients over
S73 million.

o ~ 25% over trauma admissions uncompensated.
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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

u Facilities (trauma center designation)
u Personnel (training)

u Patient'transport

u Triage
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Facilities-Trauma Centers

o Level | -Definitive subspecialty care, research.

o Level Il — Definitive subspecialty care, surgery,
ortho, neurosurgery.

o Level lll- General surgery, ortho no neurosurgery

o Level IV- Stabilization, limited or no surgical
capacity
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0 15-25% improvement in survival of the seriously
injured.

1 Increase productive working years
0 Improve statewide disaster preparedness.

o Inclusive systems
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1 Preventable Deaths

: The impact of

| F,l:a_u ma systems

[0 BEFORE trauma

system
O AFTER trauma

system
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Trauma systems & crash mortality

Nathens et.al. 2000
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Trauma Center and Disaster
Preparedness

0 Maintain readiness
o Staffed for all types of injury

o Broad communications with regional hospitals and
aeromedical resources.

O Surge capacity
o Decontamination
0 Resources to facilitate patient recovery




Trauma Systems and the Public

o 2004 Harris poll

o Most people want a trauma system in their area.

0 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

0 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

0 1993 statute- EMS authority for designating
trauma centers created.

0 Hospital participation voluntary.

o Standards for trauma center designation follow
American College of Surgeons criteria.
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Alaska Trauma System

« Verification of compliance by outside reviewers for Level |,
i,

o In-state review for Level IV
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Current Status

noTwenty—four hospitals in Alaska

@Verified / Certified

01 level Il center - ANMC
04 level IV centers- NSH -MEH - YKHC -SCH
0 9 other reviews or consultations.

cNon-Verified
0 2 centers providing care for multiple trauma patients
0 6 centers that provide surgical capabilities
o0 2 military hospitals
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§tate of Alaska:Trauma System Consultation November
2-5 2008

Site Visit Team

Reginald A. Burton, MD FACS
Jane Ball, RN, DrPH

Samir M. Fakhry, MD FACS
Holly Michaels

Drexdal Pratt, CEM

Nels Sanddal, PhDc, REMT-B
James D. Upchurch, MD

Team Leader, Trauma Surgeon
ACS Consultant

Trauma Surgeon

ACS Program Coordinator

State EMS Director

ACS Consultant

Emergency Physician
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Objective

0To help promote a sustainable effort in the
graduated development of an inclusive
trauma system for Alaska
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Advantages & Assets

thery committed individuals who use their
time and expertise every day to serve
‘Alaska citizens

oExtensive networks for transport

03 large medical centers with extensive
subspecialty expertise within the state

olarge Level | trauma center in Seattle
which freely accepts adult and pediatric
trauma patients
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Advantages & Assets

-o0One center maintaining ACS Level I

verification standards and other small
hospitals working toward Level IV
verification

nAlaska Trauma Registry with all 24 acute
care hospitals providing data

oinjury prevention activities are well
‘established

Olnitial 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

o 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




Trauma Care in Alaska 2009

I

o “ 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”




908T

Definitive Care Facilities

0 Establish, as soon as practical, a second Level Il Trauma
Center in Anchorage in accordance with ACS COT
verification criteria to meet the existing volume and acuity

‘demands.

0 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.
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Definitive Care Facilities

0 Study pediatric trauma care needs and establish
one or more in-state centers of excellence in
pediatric trauma care.

0 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




System Coordination and Patient
Flow

o0 Implement standardized prehospital triage and
trauma activation protocols customized to the three
‘response areas (Anchorage, Southeast, and the bush).
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Financing

. Provide state funding to hire a fulltime trauma
system manager.

- 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

0 MDs, nurses, admin, and prehospital. Meet twice a
year.

o Oversight- Trauma designation Level 1Vs
- EMS/ prehospital triage and
interfacility transfer
guidelines
-Trauma system performance
improvement.
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Head Injury Guidelines for Rural and
Remote Alaska

o Developed 2004 by an ad hoc group of the trauma
systems review committee.

o Adopted mostly by the tribal system.

o Decreased unnecessary medevacs from the bush
75%. Saving of over $300,000 medevac costs.

0 No adverse consequences.
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Current Activity US

0 2008 Georgia $60,000,000 to create trauma fund.

o 2009 Arkansas $20,000,000 to develop statewide
system of trauma center

o Federal legislation currently being considered in
the House and Senate.
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Alaska Trauma System: Where do we
rgo now ?

0 Increasing facility participation is essential to
developing an inclusive system.

o “Carrots and/or sticks”

0 The time has come, this legislation can save lives.
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Alaska CJATF Legislative Presentation 2/2/10

Qverview
Title: Intro to the Alaska CJATF and recommendations for 2010-11
Presenter: Cathy Baldwin-Johnson MD, Chair

Force Background
« History of CJATF
S g Coorirator | . 2009 projects
Cathy Braldwin- Johmson MD Q..w o 2010 projects
Jan Rutherdsle Co-Chair » Concerns noted by CIATF
Shannon Bacrgen : 1. Inconsistent interpretation of use of CACs statute
Jobn Biol¥ 2. Ability to assure confidentiality of medical and forensic interview
B CoopeaMD eer review
Coyndy Caarran peer 1 :
Dreceh DeCrod 3. Inability of current assauit statutes to adequately protect children
Bradley Grigg .
Judsgr: Charles Huguelet Recommendations
T hom Janidlo 1. Clarification of use of required CACs where possible to include law
Lance Joani enforcement
"1“: Karskina 2. Minor revision to medical peer review confidentiality statute to in-
"S 05::‘3"" clude CAC organizations
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Byarb Ramos 4, Evaluation of current criminal assault statutes as they relate to
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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

o 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
O

Child protective services address in home CM
Law enforcement responds to criminal CM.

¢ No standardized definition dictates what CM is, thus making comparisons and magnitude

assessments impossible.
e The Alaska Surveillance of Child Abuse and Neglect (SCAN) links pre-existing data
together to identify unique cases of maltreatment

o]
Q

Apply a standardized CDC developed public health definition of CM.

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.

SCAN is in its third year, and is 100% funded by the Title 5 MCH block grant
Currently mortality surveillance linkages multiple data sources and applies a
working case definition to identify cases of maltreatment-confirmed, related, or
suspected cases.

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.

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 1992-2005, the death
certificate (DC) identified 22 cases of maltreatment/homicide as a cause or contributor to
death (0.15 per 1,000 live births). Including the related cases identified by SCAN the
number increased to 74, and 133 with suspected cases (0.52 and 0.93 per 1,000 live births
respectively). Among the 133 maltreatment-related cases, 35% were abuse (SBS, blunt
force trauma), and 65% 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 Anchorage/Mat-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
= 1 out of every 4 infant deaths were CM-related (~25%)
o Southwest region had no significant difference in CM-related infant mortality
= 1 out of every 8 infant deaths were CM-related (~13%)
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
s 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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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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= Natlonal Children’s Alliance WhICh

e Sets minimum standards for CACs
e Sets minimum standards for State Chapters
e Provides

« Limited funding for Chapters

e Support, Training and Technical Assistance
« National recognition
« Accreditation

r.\'M'IjL“)NAL
CHILDREN'S
ALLIANCE
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iance provides:

* Technical assistance & support to existing and
developing:
e Children’s Advocacy Centers
e Multidisciplinary Teams
e Child Protection Teams

* State representation at the regional and national
levels

e Limited funding through national grants
¢ Coordination of statewide efforts
e Training
e Data Collection in collaboration w/CJA & SCAN

e Statewide protocols to ensure high & consistent
level of service
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* Anchorage — Alaska C.A.R.E.S.
¢ Bethel - TWC The Children’s Center

‘@ Copper River Basin - Copper River Basin CAC

¢ Dillingham - Nitaput Child Advocacy Center

@ Fairbanks - RCPC Stevie’s Place

@ Kenai Peninsula - Kenai Peninsula CAC

@ Juneau - S.A.F.E. CAC

° Kodiak-Kodiak Area Native Assoc. CAC - Developing
® Mat-Su - The Children’s Place

® Nome ~ Kawerak CAC




® A child and family friendly environment for
coordination of investigative process in child abuse
cases, specifically child sexual abuse

“nice people, cozy, homey, - I felt safe here”
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il Advocacy Cnters

¢ Specialized Forensic Interview
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“My favorite part (of being at the
CAC) was finding out my body is OK”
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Child Advocacy Centers provide:

e Collaboration with mental health services for earlier
response to referrals
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~Child Advocacy Centers provnde

o Identification of risks and assessment of needs of
child and family and referrals to address those issues

,h@ﬂ@@l@ll@.f
<ESEE®
M@Mwm

“Everything was well explained-you guys are doing a
great job. Thank you.”




“¢ On-going support and follow up for family
throughout the system process and beyond

- 2 '?.“ ? g
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Child Advocacy Center

“All 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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hild Advocacy Centers prowde

CASE TRACKING/DATA COLLECTION:

¢ System for monitoring case progress and tracking
outcomes

¢ CACs in Alaska use a uniform data collection system,
NCA Trak which is required for funding

* Helps identify strengths and challenges of the team &
the system response - —

COMMUNITY AWARENESS
© Presentations

kmx ik
Child Ady ‘oqcyCentc ’?&

e Classes

¢ 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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Location of CAC & o FYo8 | FY 09

year opened
unities
served

Anchorage 96 | . 2.7 B 601 756 740 | 921 | 823 " 8,017

Bethel o1 35 131 161 137 184 121 935
CopperRiverBasin - 17 . . o 12 12
Dlllmgham 03 32 15 28 40 45 28 182
____Tairbanksoz o 26 163 !f’er__Q__¥42 33 8o
Juneau o1 19 102 89 100 90 87 948
: Kenal Pemnsula o8 30 . _'r - j_.' | 37 47 84
Mat—Su 99 1 142 98 152 145 167 ,479
| Nome o2 17 ' 1'6;___._. 37 24 | 23 20 . 196

TOTALS 209 1,133 1,332 1,333 1,587 1,527 12,733
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SEAN PARNELL, GOVERNOR
Bill Hogan, Commissioner
3601 C Street Suite 902
ANCHORAGE, ALASKA 99503

DEPT. OF HEALTH AND SOCIAL SERVICES PHONE: (907) 269-7800
ALASKA HEALTH CARE COMMISSION

January 15, 2010

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 overnight. 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 fong term.

Sincerely,

Ward B. Hurlburt 111, MD, MPH Deborah Erickson

Chair, Alaska Health Care Commission Executive Director

Chief Medical Officer Alaska Health Care Commission

Department of Health & Social Services

1838




1839

Acknowledgements

This report represents the contributions of numerous individuals to whom the Commission would like to
extend our thanks.

The Commission greatly appreciates the foresight of Governor Sarah Palin in establishing the
Commission under Administrative Order 246.

The Commission is grateful for the leadership of our first Chair, Dr. Jay Butler, who was called to duty
last spring by the U.S. Centers for Disease Control and Prevention to lead the nation’s effort to develop
and distribute vaccine to combat the novel HIN1 influenza pandemic. Dr. Butler was instrumental in
launching the Commission, laying the groundwork and leading the critical first steps.

Special thanks goes to Department of Health & Social Services Commissioner William Hogan, who
supported the Commission by loaning staff and providing information to the effort, and who stepped in
as interim Chair on Dr. Butler's departure untii the department’s new Chief Medical Cfficer was named.
The Commission would like to thank department staff who helped provide administrative and logistical
support in their “spare time”: Bonnie Caress, Nina Hauptman, Lucy Hansen, Shane Miller, Sherri Stears,
and Serafine Bourne.

The Commission is most grateful to the Section of Health Planning and Systems Development in the
Division of Health Care Services, who prepared a “primer” on health care in Alaska for the Commission
{included as Appendix A of this report), and also supplied additional data, information and guidance in
support of health care research and analysis by the Commission, including Deputy DHSS Commissioner
William Streur, Pat Carr, Alice Rarig, Faith Allard, Neal Gilbertsen, Mark Millard, Mark Doughty, Karen
Lawfer, and Jean Findley.

For the experts who took time out of their busy schedules to prepare presentations and other
informational materials and make formal presentations to the Commission at our meetings — we are
especially thankful: Dennis McMillian, Dwayne Heyman, Gina Perez, Paul Sherry, Fred Pearce, Donald
Pathman, Karen Perdue, Dennis Valenzeno, Harold Johnston, Rosyland Frazer, Mark Foster, Tom Hunt,
Joan Fisher, George Rhyneer, David Morgan, David Johnson, Valerie Davidson, Stewart Ferguson,
William Streur, Doug Eby, Jan Harris, Pat Carr, James Nesbitt, Carl Ekstrom, Kathy Allely, Andrea
Fenaughty, Karol Fink, Cathy Giesel, Sharon Cissna, and Alex Cahana.

And finally, the Commission appreciates the many members of the public who were devoted enough to
the health of Alaskans to take time to attend Commission meetings in person or over teleconference
and testify during public hearing portions of Commission meetings. And a special thanks to those who
took the effort to review drafts of the report and provide comments to the Commission.



1840

Alaska Health Care Commission
2009 Report/2010-2014 Strategic Plan

Table of Contents

Executive Summary

I Introduction

A,

8.
C.
D

Purpose of this Report
Background on the Commission
Summary of 2009 Activities

. The Commission’s Vision for Transformation of Alaska’s Health Care System

Il. Health Care Delivery & Access Challenges in Alaska

A.
. The Cost of Health Care in Alaska

B
C.
D

The Cost of Health Care in the U.S.

Health Insurance Coverage of Alaskans

. Health Care Delivery System Challenges

lll. 2009 Health Policy Findings & Recommendations

A.

The Role of Consumers in Health Care Pg.24
1. Healthy Lifestyles

2. Primary Care Innovation

Statewide Leadership Pg. 26
1. Response to National Health Care Reform

2. Permanent State Health Planning Board

Health Workforce Development Pg. 28
1. General Workforce Findings & Recommendations

2. Physician Shortage

Health Information Technology Pg.37
1. General HIT Findings & Recommendations

2. Health information Exchange & Electronic Health Records

3. Telehealth

Access to Primary Care for Medicare Patients Pg. 45

Pg. 8

Pg. 10

Pg. 15

Pg. 23




IV. Health Care System Transformation Elements Pg. 50
A. Access to Health Care Pg. 50
1. Health Insurance Coverage
2. Health Care Workforce Development
3. Physical Health Services
4. Behavioral Health & Long Term Care
B. Cost & Quality {Value) - Pg.52
1. Cost of Care in Alaska
2. Primary Care Innovation
3. Value-Driven Purchasing
a) Leverage State Purchasing Power
b) Provider/Payer Cost Sharing Demonstration Projects
¢) Cost and Quality Transparency
d) Evidence-Based Medicine
€) Payment Reform ‘
f) Reporting and Non-Payment for Health Care Acquired Conditions
4. Fraud & Abuse Control
5. Tort Reform
6. Process Innovation Strategies
C. Prevention Pz. 58
1. Public Health: Population-Based Prevention
2. Safe Water & Sanitation Systems
3. Employee Health Risk Management

V. 2010 - 2014 Strategic Plan for Improving Alaska’s Health Care System Pg. 61
A. 5-Year Planning Framework

B. Suggested Action Plan for 2009 Recommendations
C. 2010 Work Plan for the Alaska Health Care Commission

APPENDICES  Available on the Commission’s Web Site at
http.//hss.state.ak.us/healthcommission/default.htm

Appendix A: Health Care in Alaska
1. How Health Care in Alaska is Provided

2, How Health Care in Alaska is Funded
Appendix B: Coordination of Health Care Planning Efforts in Alaska
Appendix C: Meeting Summaries & Other Commission Documents

Appendix D: Table of Abbreviations and Acronyms

1841



1842

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. Itis 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
iliness 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:
. Improve access to health care services and affordable health insurance coverage.

I, 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.

il.  Assure that health care services delivered in Alaska meet the highest quality and safety
standards.

\YA 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

8 01-15-10
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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 consumetr’s role in health and health care
o Support healthy lifestyles and create cultures of wellness
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 respaond 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
Strengthen the pipeline of future health care workers
support workforce innovation and adaptation as patient care models evolve
Direct workforce planning to be more coordinated
Increase the supply of primary care physicians by
=  Supporting educational loan repayment and financial incentives for recruitment
=  Expanding the WWAM! 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 Regquest relief from federal reimbursement inequities and administrative burdens
o Develop a PACE (Program of All-Inclusive Care for the Elderly) program

o 0 0 0

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 of this 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.0.) 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:

¢ Partl: anintroduction including background on the Commission, a summary of the
Commission’s 2009 activities, and a description of the Commission’s vision, goals and values;

e Partll: information on the challenges of delivering and accessing health care in Alaska;

¢ Partlil: the Commission’s proposed strategy for transformation of Alaska’s health care system,
including findings and recommendations on key issues analyzed during the year;

e PartIV: a brief explanation of the design elements required for health care system
transformation identified this year that are recommended for future analysis;

e PartV: 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.O.
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:
. Serve as the state health planning and coordinating body;
Il.  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
of the state;
ii.  Areduction 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,
Il 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; Soidotna.

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; Anesthesiclogist 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.Q. 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.O. 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
bilis 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 repart will add some value to on-going efforts to strengthen Alaska’s health care delivery system
and improve the health of Alaskans.

! Or. lay Butler served as Chair of the commission through mid-June. Commissioner Wiiliam 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.

2 A table comparing the purpose, duties and membership of the bodies that would be created under each of these
bills and A.Q. 246 is included in Appendix D of this report.
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C. Summary of 2009 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;

Identifying, analyzing and developing recommendations regarding a few critical priority issues;

4. Outlining a 5-year strategic planning framework, including identification of:
a) apreliminary 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.

w

The Commission identified as their initial priorities for analysis and policy recommendation development
for this year the following issues:

e The consumer’s role in health care

e Statewide leadership for strengthening the health care system

* Heaith care workforce development, with a focus on the physician workforce

e Health information technology

e 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/healthcommission/). A listserv 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).
Products: 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

. Contained Cost
ll. 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 iliness 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 Il 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

Source: OECD Health Data 2008, OECD (http:/fwww.cecd.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.5. 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." Nor do
higher costs mean that Americans have greater access to care. In 2004 97% of U.5. 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 octher diagnostic test in the
past 2 years, compared to 84% of Canadians and 83% of Australians.”
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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 24"
among the 30 OECD nations; and the U.S. ranked 28" 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 QOECD national health expenditure in 2007 was less than half that amount, at $2,984 per
person.”

FIGURE 2: National Health Expenditures per Capita, 1980-2007
Average spending on health per capita (SUS PPP)

1980 1984 1988 1992 1996 2000 2004
Source: QECD Health Data 2009, QECD {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”
fevel 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.
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Government (all levels — federal, state and local) pays 64% of Alaska’s health care bili, including public
insurance programs (Medicaid and Medicare), government employee and retiree insurance premiums,
medical care for military personnel and dependents, Indian Health Service support of tribal 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 enroliee 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 DHS5 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 play a 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 play a 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
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Description Code AK Fee WA Fee % Difference
Outpatient Office Visit — Lower Level 99212 $62.46 $22.69 175%
Qutpatient 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.™" 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 540,000 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 AK Fee WA Fee HI Fee
Qutpatient Office Visit — Mid Level 99213 $127.00 $76.00 $61.00
Radiology (MR, 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 ‘
I

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
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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 55,626 during
that same period.™ 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 S8.0% 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 only* 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. Mast 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 workfarce 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.™

* 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 3rd-party health insurance coverage. The “Indian Health Service only” amount included here is an estimate
based on respondents to the survey identified as “Al/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 selutions 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 of these 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 alfl other industries,
outpacing the state’s population growth during that same period by five times.™ 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 propartion of vacancies with 1,033
vacant positions in 2007,

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.”™ 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.
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PART III: 2009 Health Policy Findings & Recommendations

The Commission identified
five priority issues for
analysis this year:

A. The Consumer’s Role in
Health and Health Care

& 4'.7 B. Statewide Leadership
J A \C

O \ C C. Healthcare Workforce
? f Statewide \ ﬁ\

D. Health Information
Technology

Leadership

E. Accessto Primary Care

Health for Medicare Patients

information
Technology

PREVENTION-BASED

Alaska Health Care Commission’s
Health Care Transformation Strategy

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 of the
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 Ald: 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 Alf: Employee health risk behaviors can be changed through firancial 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 profonged course of iliness and disability due to these
conditions is costly. 75% of ali 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 neariy 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
aduft smoking from 27% in 1991 to 22% in 2008. They also learned about successful worksite wellness
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 mode| 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 Maodel” 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

s 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 Bla: 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 heatlth 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 constderable 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 TV 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 play a 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 Bla: 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 arder 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 & 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.0.) #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 fong 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.O. #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 handie 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 #2468, 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 Cla: Health care in Alaska is big business and represents a significant employment sector.

Finding C1b: 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 C1d: 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 C1f: 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
alt refated activities are fully coordinated.

Health care in Alaska is a six billion dollar industry, representing 16% of the state’s gross domestic
product.™ 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.”™™

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.™

The costs associated with these vacancies are high. 20 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. ™

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:
e Doubling the nursing program to more than 220 AAS and BS admissions each year, and
providing AAS nursing programs in 12 communities;
s 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;
e Expansion of the distance Master’s program in social work;
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e Provision of rural allied health training via distance delivery;
* Doubling the Master’s of Public Health program to 70 distance students; and,
e 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.

tast 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 behaviora! 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 warkforce 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 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.

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 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.

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 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,

Z. Physician Shortage

Finding C2a: 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 C2c: New physicians face disincentives to entering primary care specialties.

Finding C2d: Providers stay to practice where they train.

Finding C2e: 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 workfarce 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.*" The Task Force was commissioned by the President of the University of Alaska and the

* The Commission includes both osteopathic as well as allopathic medicat 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.

32 01-15-10




1867

Commissioner of the Department of Health & Social Services to address guestions 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 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, ™

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 coupte 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.>*"

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. " 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 2008 for the 15"
consecutive year, and also #1 for both rural medicine and for family medicine for the 17" consecutive
v,ear_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 pfanned 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. ™

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 pravide 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

xliv

programs.

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.
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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.’

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.

® 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.

36 01-15-10




1871

D. Health Information Technology

1. General HIT Findings & Recommendations

Finding D1a: Development and utilization of electrenic 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 —itis 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

a) Development and Use of HIE/EHR

Finding D2a: 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 paper to 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 D2b: 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.®"
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 of terms. i The new standardized definitions include:

e Electronic Health Records (EHRs) - “electronic records of health-related information on an
individual that conform to nationaily 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 refated 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
controlied 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.”

® 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 healith 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)
far 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 play a 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 (}an 2010). DHCS is also responsible for
development of a new Medicaid Management Information System {(MMiIS), 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. ATAC'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 of the 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 MMI5 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 aperational by the fall of 2011.

RPMS (Resource and Patient Management System)}: an information management system
administered by the U.5. 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 epidemiclogical 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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e $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 (nformation
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.

s $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 D2a: 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 heaith record systems.

Recommendation 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.

Recommendation D2¢: 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 D2d: 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 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.
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b) pPrivacy and Security

Finding D2c: Alaskans are concerned about the privacy of their personal heafth information. Progress
has been made by the federal government to develop national health infarmation 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 | 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 poficy. 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 il of HISPC include, a Privacy and Confidentiality Policy, a Policy and
Procedure for Addressing Breaches of Confidentiality, an ldentification 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 D2f: The Commission recommends that the Governor designate a statewide entity
with the responsibility for ensuring broad implementation of heaith 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. Telehealth/Telemedicine

Finding D3a: 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 D3b: Barriers to adoption and use of telemedicine include:’
+ 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 of teleheaith
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
19252 - 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" 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 of telehealth 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."™ 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 elCU, the Alaska Psychiatric Institute’s Telebehavioral Health Care Services Program, and the
Southeast Alaska Regional Health Consortium Telebehavioral Health Program.

” The order of the bullets in this finding is not meant to imply priority order of significance.
8 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.™ 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:

e The Rural Health Care Program of the 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.™

- s 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 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.

Recommendation 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.
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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.

e Part C (Medicare Advantage), an optional fee-for-service plan that provides Part A and Part B
benefits through a private health insurance ptan.

¢ 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 1980C.
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 GDP, 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
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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."™ 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 paperwork.

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 111.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 {510 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 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 demanstration 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 of the many other benefits a PACE program would offer eligible Alaskans, the Commission
determined the state should facilitate development of this program.
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fecommendation 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 develapment 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(¢}: 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 federai 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.

45 01-15-10




1884

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 heaith care coverage will require analysis and understanding of:

+ National reforms adopted in and for Alaska. Strategies for increasing health insurance
coverage in pending federal legistation 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 faw {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 empioyed 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.

50 01-15-10




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 lll, 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
s 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.




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 tong 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 Il 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. Primary 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. Aot 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
51.5 billion last year in Medicaid expenditures, payment of state employee and retiree claims (not
courting 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 Profects

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 white 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.

¢) 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.

d} Evidence-Based Medicine

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.lxix Ixx 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.” ™ 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

e) Payment Reform™"

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 commeodities 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 therefare 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 methaods, 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.

s  Pay-for-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.

e 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.

e 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 of time — for example, coronary artery bypass surgery and extending 3¢ 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 utitized 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 Aiaska. tn 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 tawsuits 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. ™ 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 (alse 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 hottlenecks. 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/Injury 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.”™ " 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. ™ Attainment of the Commission’s vision to transform Alaska’s health
care system so it focuses on creating health and not simply treating iliness 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,
laborataories, 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."™
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 11-times higher.®™" 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 haviqg these basic services. In
rural Alaska however, only 77% of homes have modern sanitation facilities. ™"

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 ang 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.

60 01-15-10




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 | of this Report.

Il. Accurately Describe Alaska’s Current Health Care System
Begun in 2009 — Documented in Part It 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. Fillin the gaps and complete the picture
3. Analyze impact of national health care reform on Alaska

lll. Build the Foundation for a Transformed Health Care System
s Statewide Leadership
s  Workforce Development
* Health Information Technology
Begun in 2009 - Documented in Part lll 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 lll 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

Increase Access
* Percent of Alaskans insured
*  Percent of Alaskans who have a specific source of on-going care
*  Measure of insurance affordability
* Indicator of workforce supply
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 provider revenues based on value
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
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
Legislature investigate and support additional strategies to encourage
and support healthy lifestyles, including strategies to create cultures of
wellness in any setting.

Governor: 2010 - Direct DHSS to investigate and
develop recommendations for effective strategies to
encourage and support healthy lifestyles of Alaskans.
Legislature: 2011-2014 - |dentify and consider
politically and financially feasible strategies requiring
legislation and/or appropriation based on
recommendations from the Governor.

Jan 2010 ~ Dec 2014

Cost: Initial (2010) cost: $0;
Future costs variable
depending on availability of
funding and approach to
implementation

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.

Commission: Include healthy lifestyles strategies
analysis and recommendation development on 2010
work plan; Coordinate with DHSS investigation of
same guestion,

Jan 2010 — Dec 2010
Cost: 50 (assumes funding
of Recommendation B2a)

AZa: 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.

Governor: Direct DHSS to:

1} collaborate w/the AHCC to define patient-centric
care models and identify performance standards and
measures; 2) pursue grant opportunities to obtain
funding for piloting medical home models of care;
and, 3) identify statutory and regulatory barriers to
development of such care models,

Legislature: Consider future requests for removal of
statutory barriers and financial support for pilot
projects and new payment methodologies.

Jan 2010 - Dec 2014

Cost: Initial (2010) cost: SO;
{assumes funding of
Recommendation B2a)
Future costs variable
depending on availability of
funding and need for pilot
project funding.

Bla: 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.

Governor: Direct DHSS to develop proposal for
development of health policy analysis capacity.

Jan 2010 - Dec 2014

Cost: Initial (2010) cost: $0;
Future costs to he
determined

B2a: The Commission recommends that the Alaska Legislature establish
ah 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,

Legislature: Pass legislation to establish a Health
Care Commission in statute, and fund associated
fiscal note,

Governor: Sign passed legislation into law

Jan 2010 - Apr 2010

Cost: 5500,000 annual
operating budget (based on
DHSS fiscal notes for
pending legislation)
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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.

Governor: Direct state agencies to ensure future
health care and economic development plans
consider health workforce needs and strategies.
Legislature: Direct legislative committees to ensure
health care and economic development agendas
consider workforce needs and strategies.

Jan 2010 - Dec 2014
Cost: 50

Clb: The Commission recommends that the Governor and Alaska
Legislature explore strategies for strengthening the pipeline of potential
future Alaska health care workers.

Governor: 2010 — Direct DEED, DHSS, and Dol WD to
collaborate together and with stakeholders on the
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.

Jan 2010 - Dec 2014
Cost: S0

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.

Governor: 2010 — Direct DHSS to consider innovative
approaches to health workforce development.
Legislature: 2011-2014 — Consider future requests
for legislation and financing of health workforce
innovations.

Jan 2010 - Dec 2014
Cost: 50

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. :

Governor: 2010 - Direct DHSS to collaborate with
system stakeholders to develop a recommendation
for the most appropriate entity to be charged with
the responsibility for health care workforce
development planning coordination.

Jan 2010 - Dec 2014
Cost: Estimated $0 -
$250,000 depending on
capacity and needs of
designated entity

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.

Commission: Include health workforce planning
coordination, analysis, and recommendation
development on 2010 work plan

Jan 2010 - Dec 2010
Cost: 50 (assumes funding
of Recommendation B2a)

C2a: The Commission recommends that the Governor and Alaska Legislature: Limit future appropriations intended to | Jan 2010 ~ Dec 2014
Legislature target the state’s limited financial resources invested in increase the supply of practicing physicians in the Cost: S0
physician workforce development to strengthening the supply of state to utilization for primary care physicians only
primary care physicians. {Family Physicians, Pediatricians, General Internists,
and Psychiatrists).
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C2b: The Commission recommends that the Governor and Alaska
Législature 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.

Legislature: Pass legislation to establish educational
loan repayment and financial incentive program to
support recruitment and retention of primary care
providers.

Governor: Sign passed legislation into law

Jan 2010 — Apr 2010
Cost: Estimated $1.5 -
$7.5M annually

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.

Legislature: Pass legislation to continue WWAMI
expansion as state general fund resources allow.
Governor; Sign passed legislation into law

Jan 2010 - Apr 2010

Cost: $600,000 {estimated
annual cost of 4-seat
expansion in at year)

C2d: The Commission recommends that the Governor and Alaska
Législature 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.

Governor: 2010 - Direct UA to collaborate with
system stakeholders to develop proposals for
development of pediatric, psychiatric and primary

care internal medicine residency programs for Alaska.

Legislature: 2011-2014 — Consider future requests
for state participation in support of residency
program development and operation.

Jan 2010 - Dec 2014

Cost: Initial (2010) cost: 50;
Future costs variable
depending on availability of
funding and approach to
implementation

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.

Governor: Send letter to congressional delegation.
Legislature: Send letter to congressional delegation.

Jan 2010 - Apr 2010
Cost: 50

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.

Governor; Direct DHSS to work with health
workforce development stakeholders to make
planning for physician extender and primary care
team worker occupations a high priority.
Legislature: Consider future requests for health
workforce development targeted at primary care.

Jan 2010 - Dec 2014

Cost: Initial {2010) cost: 50;
Future costs variable
depending on availability of
funding and approach to
implementation

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.

Governor: Follow development of the state HIE and
consider future requests for support of HIT needs.
Legislature: Consider future requests for HIT
development.

Jan 2010 — Dec 2014

Cost: Initial (2010) cost: S0;
Future costs to be
determined
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D2a: 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.

Governor: Direct DHSS to work with the state HIE
contractor and AK EHR Alliance on exploration of
options for assisting small primary care practices with
adoption of EHRs.

Jan 2010 - Dec 2014

Cost: Initial {2010} cost: $0;
Future costs to be
determined

D2b: The Commission recommends that the Governor ensure Alaska’s
statewide health information exchange supports providers who have not
vet adopted their own electronic health record system by facilitating
identification and purchase of systems that are interoperable with the
state exchange.

Governor: Direct DHSS to work with the state HIE
contractor and AK EHR Alliance on facilitating
identification of EHR systems that are interoperable
with the state HIE.

Jan 2010 - Dec 2014

Cost: Initial (2010) cost: $0;
Future costs to be
determined

D2c: 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.

Governor: Direct DHSS to work with the state HIE
contractor and the Division of Public Health on
integration of electronic real-time disease reporting
systems in the statewide exchange.

Jan 2010 — Dec 2014

Cost: Initial {2010) cost: 50;
Future costs to be
determined

D2d: 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.

Governor: Direct DHSS to work with state HIE
contractor to identify potential uses of data from the
exchange to support health care quality, safety, and
efficiency improvement opportunities.

Jan 2010 - Dec 2014

Cost: Initial {2010) cost: 50;
Future costs to be
determined

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.

Commission: Include HIE, MMIS and ARRA EHR
status review, analysis and recommendation
development on 2010 work plan

DHSS: Provide quarterly report to the AHCC on
status of HIE, MMIS, and ARRA EHR implementation

Jan 2010 - Dec 2010

Cost: 50 (assumes funding
of Recommendation 82a)

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 collaborate with the state
HIE contractor and system stakeholders to develop a
recommendation for the most appropriate entity to
be charged with the responsibility for
implementation of health information security and
privacy protections.

Jan 2010 ~ Dec 2010
Cost: S0
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D3a: The Commission recommends that the Governor and Alaska
legislature work with federa! 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.

Governor & Legislature: Jan 2010 - Dec 2011:
Follow Denali Commission’s 2-year broadband
mapping initiative. Jan 2012 - Dec 2014: Work with
local, federal and private sector partners to address
gaps in service where identified.

Jan 2010 - Dec 2014
Cost: 50; Future costs to be
determined

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

Governor: Direct DHSS to investigate and develop a
project proposal for pilot testing innovative
reimbursement mechanisms for telemedicine-

Jan 2010 - Dec 2014
Cost: Initial {2010) cost: S0;
Future costs to be

new payment methodologies through Medicaid, and work with other delivered services through Medicaid. determined
payers to encourage adoption of successful methodologies.
E(a}: The Commission recommends that the Governor and Alaska Same as for Recommendations €2a — C2f Same as for

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.

Recommendations C2a —
C2f

E(b): The Commission recommends that the Governor and Alaska
Legislature explore strategies for remaving 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.

Governor: 2010 - Direct DHSS to investigate and
develop recommendations for facilitating support of
FQHCs and RHCs,

Legislature: 2011-2014 - |dentify and consider
politically and financially feasible strategies requiring
legislation and/or appropriaticn based on
recommendations from the Governor.

Jan 2010 — Dec 2014

Cost: Initial (2010} cost: $0;
Future costs variable
depending on availability of
funding and approach to
implementation

Elc}: 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

Governor: Send letter to congressional delegation to
initiate discussion.

Legislature: Send letter to congressional delegation
to initiate discussion.

Jan 2010 - Dec 2010
Cost: 50

to Medicare patients.
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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 fraudutent 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.

Governor: Send letter to congressional delegation to
initiate discussion.

Legislature: Send letter to congressional delegation
to initiate discussion.

Jan 2010 - Apr 2010
Cost: 50

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.

Governor: Direct DHSS to investigate and develop a
recommendation for a process to compare public and
private insurance administrative requirements.

Jan 2010 — Dec 2014

Cost: Initial {2010) cost: $0;
Future costs to be
determined

£({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: Direct DHSS to develop and submit SPA to
CMS adding PACE as an Alaska Medicaid benefit, and
to develop capacity to negotiate rates with providers
interested in developing a PACE program.

Jan 2010 - Dec 2010

Cost: $200,000 (estimated
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 ptan 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

© 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.

© Recommendation Cle:

o Coordinate with the DHSS/AMHTA/UA Behavioral Health Workforce Partnership, Alaska
Health Care Workforce Development Coalition and the Legacy Plan Health Care Workgroup

» Continue analysis of heaith 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-military/VA 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,” and some locally owned and operated clinics.
Governments also play a 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 20" century. Then Alaska’s location gave it a critical military and communication defense
role for the country during World War H 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

' 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
faciities, 6% worked in
home health care, and 2% Alaska's Health Care Jobs
in other ambulatory care Where they are, 2006
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

Qutpatient
Care Centers

non-tribal private sector Nursing and %
was likely about 23,000 in Residential fwiat o Wl Other
2007, or at least 6% of the Care " Ambulatory

9% 2%

state’s total employment.’

Figure 1: Alaska’s Health Care Jobs, 2006

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 different
services, facilities and programs. A simplified graphical presentation shows relationships of
some of the key components in Figure 2.

Figure 2: Continuum of Care

Least Intensive Most Intensive

$ §% 553
o o o o o o o o e o e o e o e o S o B o o e  a  a s oan s
Home/Community Based Community & Regional Services &TFacilities Facility Based &/or High Tech
Prevention Outpatient Intensive outpatient In-patent Medical
Larly Intervendon (Less Intensive) (Expanded O/P Scrvices) I'rearment {Hospital)
Case Management Day treatment Examples: day surgery, Residential

dialysis, cancer treatment
long T'erm Care:
Home-based maintenance Home health skilled care Assisted living Nursing Home

3 Fried, N. “Alaska’s Health Care Industry,” Alaska Economic Trends, Anchorage, February 2008.
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1. PRIVATE 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,* 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