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HB 615 - 616

Information presented by Dr. Wayne _4yers, Director WAMI program
"In summary, it appjars to me that a medical school is Alaska might
be justified about ten years in the future. Development of a medical
school takes seven to ten years. In the interim, certain steps might
be taken which are entirely justified on their ow.i merit and could
eventually contrib 7 components of a medical shcool in Alaska.™

Information presented by Mr. Gary Dunn, Assoc. Dean, N. Dak. School of Medicine.
Dunn has been instrumental in the development of Rural Oriented
medical schools in three states, and here, with familiarity, outlines
a progressive developement of a medical school in Alaska. He
suggests the Area Health Education Centers Model for this state.

Information presented by Dr. J R Schofield, Assoc, of Amor. Medical Colleges
AAMC is the accrediting agent for medical schools.

Mr. Schofield ou.lines the general requirements for the development

of a new medical school and the controls oxorciaed by the national
accrediting authc ity.

Testimony: University of Alaska position on SB 615 -616

State and educational strategics to improve Rural Health Care (Prom WICHE)
The graduate medical education national advisory committee
estimatie a surplus of 70,000 physicians by 1990, however,
the surplus will not resolve the problem of rural health

providers. Tho information attached outlines some approaches
which states are using to address this problen.

Department of Health and Social Services on SB 615 - 616

Health Scion ; Newsletter

This article outlines tho number of Alaskar.s applying to the
WAMI program and those being Accepted

STATISTICAL INFORMATION

Staff Statistics on Physicians in Alaska
Staff Statistics - Table showing distribution of Doctors it Alaska
Federal Hap indicating Designated .Radical Caro Shortagos i.i Al ska



Physician Distribution Analysis

1930 Alaska State Population 400,481
Juneau Subarea HSA Population 24,686
Anchorage Subarea HSA Population 173,017
Fairbanks Subarea HSA Population
Population Outside Tri City Area 148,795 or 37.2X

Physicians Practicing Outside Tri City Area

Private T-3ctice 65 of 412
U.S.P._H. 40 of 102
Military 7 of 73
Federal 7 of 16
Municipal State 0 of 20
Total 119 of623" or 1lv.Il
Source: U.S. Department of Commerce, Dureau of Census, 1980 Census of

Population a.u Hous ”gj Alaska PHC80-V-3.

Alaska State Medical Association, Physician Distribution In Alaska,
October 1980.
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Texas
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Medical College, Nellore, India
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1975 - Consultant to King Faisal Specialty Hospital in Saudia
Arabia
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1981 - Chairman, Department of Surgery, Oral Roberts University
fchool of Medicine

- Chief of Surgery at City of Faith Hospital, Tulsa, 0K
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1. Outstanding Young Men of America - 1962

2. Golden Apple Award as best Medical School Teacher - 1969
3. Outstanding educator of America Award - 1973

A. Golden Scapel Award - 1978, 1979, 1980 as Outstanding Teacher in
Surgery



HEALTH SCIENCES NEWSLETTER

SPRING 1982

l. One of the most frequent questions advisors in the health professions
are asked concerns the students chances of admission. What is the competition?
The answer 1is very difficult to give in an accurate and meaningful manner.
Alaskan advisors are particularly at a disadvantage because students who apply
for programs sponsored by this state may have attended educational institutions
almost anywhere. Until recently it appeared that some of the best Alaskan
students studied outside this state and only made application for professional
prograas either at or near the end of their preparation. The receipt of such
an application from a student attending school outside of Alaska is usually

the first indication an Alaskan program has of the students Interest. To
prognosticate how many students will be applying in any given year is sheer
guess work. Over the past five years the applicants for medical school, as an

example, have ranged from the majority having attended school out-of-state,
down to only a handful.

The only data that this office shares with students when answering the
"chances ® questions are those cf the previous years application pool. The
following data were published by the Committee* on Admissions of theUniversity

of Washington School of Medicine and are shared here for your information and
use as you see fit. ~ c

The total number of applicants for the University of
Washington School of Medicine (including the University
of Alaska WAMI Medical Education Program) was 1,715.
Of that total 926 were requested to complete appli—

cations, 499 were interviewed and 201 were offered
positions.

Students who specifically qualified for applli tlon to

the University of Alaska WAMI Medical Education Progranm
numbered 42. Of Chat number, 29 were interviewed, and

10 of the interviewees were offered a position in this

program. All 10 accepted the position; therefore, none

of the alternates were admitted. The Admissions Com—

mittee usually appoints several alternates in the event
offered positions are not accepted.

Based on credentials at the time of application, the
cumulative grade point average of this years entering
c"ass was 3.57 with the BCPM (biology, chemistry,
physics, math) grade point average being 3.54. Average
MCAT scores were 10.52 in biology, 10.61 in chemistry,
10.22 in physics, 10.43 in science problrms, 9.61 1in
reading skills analysis and 9.62 In quantitative
analysis. Students entering our nedical program con—
tinue to have a somewhat higher grade point and MCAT
score average than the overall student body accepted
into medical schools.



State and Educational Strategies
to Improve Rural Health Care

The focus of WICHE"s effort has been to search
out [Innovative or coordinated mechanisms developed
by :.tates to specifically address the need of rural
communities. A number of strategies are available
3nd several may be used by a state- dependling on
the particular needs and resources of a par;lcular
state (see Index on page 9).

OFFICES OF RURAL HEALTH

As the unique needs of rural convnunlties have
become more visible recent years, there has been
a tr>-"d for states to create a centrall.ed office
responsible for coordinating rural health programs.
The strongest and best known office of ruMIl health
is probably that of North Carolina; 1t has served
as a mo—*! for many states developing programs de—
signed to Improve rural health care delivery.2 Six
of the thl -teen WICHE states have some type of cen—
tralized of 1ce. The Colorado Office of Rural Health
was established by executive order and Is administered
through the [lieutenant governor 3 office. Nevada“®s
office Is based in the School of Medicine, and tho
Wyoming legislature during Its 1981 session authorized
the creation of an Office of Rural and Coamunity
Health within the University"s College of Human
Medicine. Utah®"s Network of Rural Health Programs,
based In the University Medical Center, Is seen as
a precursor to a state office of rural health.
Oregon®s office, created by the legislature, Is based
In the State Health Planning and Development Agency
(SHPDA).  The Rural Health Division of the California
Department of Health Services serves In many ways
as an office of rural health for the nation"s most

populous state.

Although these offices differ in the ways they
were created and in their positions within iy

structure of state government, the roles they play
are similar. Generally the functions of the offices
include coordination of programs and resources di—
rected at rural needs, provision of technical assis—
tance to local communities, ar" the Improvement of
communication linkages.

RECRUITMENT, PLACEMENT. AND RETENTION

Since recruiting physicians, nurses, and other
types of health professionals 1Is a major problem
for most rural communities, this appears to be an
appropriate place for state Intervention. The mission
of four offices of rural health (Colorado, Wyoming,
Nevada, and Utah) specifically reflect program activ—
ities aimed at recruiting health personnel for rural
areas. In Alaska and New Mexico the state medical
associations operate physician placement programs.
The New Mexico Health Resources, Inc., has recently
btvn formed as a nonprofit corporation by members
of Or Governor®"s Task Force on Rural Medical Practice
to assist rural communities in recruiting and retain—
ing hcarh professionals.

Small towns and hospitals often lack adequate
resources or expertise to successfully recruit needed
personnel. A coordinated state network for recruit—
ment and plac-ent can be an efficient mechanism
to help meet the needs of many rural comnunttlcs,
provided that the centralized system Is working with
the appropriate leaders at the local level. It appears
tha* some types of Interstate cooperation could fur—
ther Increase the efficiency of recruitment m. works
and thei i)ility to successfully match providers
with CUMUﬂT [CS. " Tor Instance, the National Health
Professional Placement Network, based at the Univer—
sity of Minnesota, has centralized the computerized
matching of dental professionals with dental
opportunities.



STATE HEALTH DEPARTMENTS preceptorship program; however, these programs vary
according to whether they are required or elective,

As noted earlier in the Introduction, state the length of placement, and the timing of the precep—
departments of health play an important role in pic- torship (during pre-clinlcal or clinical training).
viding health services to rural areas. This inventory Some school . offer preceptorship placements in all
briefly describes some of the department programs different types of communities, but a few specifically
that appear to be unique In their rural focus. For require all students to take a placement in a rural
Instance, the public health nurses In Alaska play setting.  Some schools require a primary care clerk—
a particularly crucial role in care delivery because ship which encourages placement of students in rural
of the vremote nature of many communities. In practices. Other medical schools have decentralized
California the Rural Health Division of the Department the more traditional clinical training of students
of Health Services rnnrdinates several rural health Into community hospitals and clinics. The WAMI pro—
programs, Including a new Program to Preserve Rural gram (see page 69) provides a leading example of
Hospitals. decentralization; students may choose to take clerk—

ships (in internal medicine, pediatrics, psychiatry,
MEDICAL EDUCATION AND RURAL NEEDS obstetrics/gynecology, or family medicine) operated
at seventeen community clinical units located in

There are basically two ways In which medical rural or semi-rural areas within a four-state region
schools can try to prepare doctors for rural practice. (Washington, Alaska, Montana, ldaho). In other states
Some research indicates that students from smaller (California, Colorado, New Mexico) the Tfederally
towns and with certain other background characteris— sponsored Area Health Education Centers help to pro—
tics are more likely to eventually choose to practice vide and coordinate the extramural plact-""nts if
In rural communities.3 Thus a school may give some medical and other health professional student”
preference to rural residents in Its admissions proc— The basic philosophy underlying extramural education
ess or undertake special efforts to recruit qualified Is that exposure to the realities of rural practice
students from rural areas. WICHE did not Identify will help prepare students and encourage them to
any admissions programs In western Institutions de— eventually settle in a rural community.
signed to favor rural applicants, although some may
exist. It may be that selective admissions are too There 1is no agreement about what unique knowl-
difficult to [Implement, too controversial, or are edge, skills, and attitudes are particularly important
more likely to operate Informally. Some states do, to the successful rural practitloner--or If they
however, have special programs to recruit and retain are in any way different from those of an urban
minority students. practitioner. Thus there have been few attempts

to modify the standard content of the medical school

The curriculum itself offers the major way that curriculum to focus on rural needs. The new Primary
schools Influence the student physician. The most Care Curriculum being offered by the University of
common approach used by medical schools to scnslti/c New Mexico School of Medicine (see page S8) Is prob—
students to conrHinlty nerds 1Is to decentralize the ably tie most innovative approach to preparing stu—
educational process by sending students away from dents ror rural community practice. This program
the academic center for part of their training. basically restructures the educational process, em—
lhe prcccptorshlp experience requires a student to phasizing small-group problem-based tutorials and
spend a certain amount of time with an M.D. in his/her lengthy, repeated community experiences. The curric—
practice setting. Ilils burning experience provides ulum 1is based on a certain picture of the rural
students with different role models (specifically practitioner: that the rural M.D. must lie a general—
nonacademic), an opportunity to sec "real" patients, ist, able to operate Independently without extensive
as well as a chance to practice various clinical back-up; that the rural M.D. should have strong clin—

skills. Virtually every medical school has a ical reasoning skills and the characteristics of



a lifelong learner (being motivated and having the
skills to seek answers to new problems); that the
M.D. must be able to comfortably cope with rural
lifestyles.

Aside from the New Mexico curriculum, some medi—
cal schools have a course or portion of a course--
usually taught .by Departments of Preventive Medicine,
Community Health, or Family Medicine--that focuses
in oOme way on rural 1issues. For instance, Stanford
University offers a brief elective course that pro—
vides an overview of vrural health care delivery
(see page 27).

FAMILY PRACTICE RESIDENCY PROGRAMS

Nearly all of the WICHE states, including those
without their own medical schools, havedeveloped
Tamlly Practice Residencies. These programs are
designed to address both the problem of geographic”.l
maldistribution and the problem of specialty maldis—
tribution by producing more primary care physician;
who are somewhat likely to practice 1r non-urba;l
settings.” Someof these programs try toselect
residents who were reared in rural communities and
who are particularly interested in rural practice.
Many family practice residencies are actually located
In semi-rural communities and are therefore able
to provide residents with exposure to the needs and

realities ofrural towns, and toencouraoa their
graduates to eventually practice in si.rounding
communities. There Is evidence that location of

the last raining site (e.g., the residency program)
is an impjrtant factor in determining where the new
practitioner will decide to practice.”

NURSING EDUCATION AND RURAL MIEDS

Nursing educators have responded to the particu—
lar needs of rural areas inseveral ways. In order
to better prepare nurses already practicing and to
help retain these nurses in rural communities, sev'eral
schools have developed outreach baccalaureate programs
(e.g., Intercollegiate Center for Nursing Education
in Spokane, Washington; Monta.j State University;
University of Oregon; University of  Southern
Colorado). The School of Nursing at Weber State

College 1in Utah has developed an Associate Degree
Program for delivery in rural areas. A two-year
Masters Outreach Program is taught by faculty from
the University of Colorado School of Nursing at a
rural site on the basis of local demand. At least
two schools have developed special master® degrees
with a rural health emph«*.is (Nursing Specialist
for Underserved Rural Areas at Montana State Univer—
sity and Graduate Program in Rural F 1ily Health
at the University of Wyoming). There are ther gradu—
ate-level programs 1in the region which also prepare
nurses for rural practice (e.g., Nurse Clinician
and Practitioner Programs and Nurse  Midwives
Training). Some schools of nursing operate continuing
edi cation programs that focus on the educational
needs of rural nurses (e.g., Arizona, Coloradi

Many schools of nursing offer the opportunity
to take a preceptorship experience in a rural setting.
In contrast to medicine, almost none of the schools
seem to vrequire a rural preceptorship. In some
states, the placement rf nursing students may be
coordinated through an Area Health Education Center.
California has a unique Rural Clinical Nurse Placement
Center that arranges rural clinical placements for
senior student nurses from any of the more than eighty
nursing programs in that state.

DENTAL EDUCATION AND RURAL NEEDS

As in medicine and nursing, the preceptorship
is used to expose dental students to the needs of
the community. The University of Colorado School
of Dentistry operates a Rural Preceptorship Program
that offers rural experience for students at various
stages In their training. The rural emphasis of
this school®s curriculum has probably resulted from
the fact that the need for this school was originally
Justified on the basis of the lack of dentists prac—
ticing 1in rural areas of the state; the school’s
Tuition Payback Program is unique, requiring students
;0 repay the state for their education by taking
one of two service options (see page 38). The Uni—
versity of Southern California operates a service
program called the Dental Ambassadors in which dental
students provide free care to low income children
by holding clinics in many rural locations. The



School of Dentistry at the University of Washington
is developing a réegional program in" which students
wil] have an option to take part of their clinical
training at a clinic in the student's home state.

OTHER EDUCATIONAL PROGRAMS

~ Various other programs exist that speC|f|ca|I;{
train _P_ersonnel_ to “meet the needs of rura
communities. Arizona State IIni.ersity offers training
in Multicultural Rural Mental Health. The curriculum
of the Graduate School of Social Work at the Univer-
sity of Utah is being redesigned to emphasize rural
needs, and in particular those of energy-impacted
areas.  Rural commumt?il health workers are trained
. Alaska (Community Health Aide Program) and in
Washington  [Community Health Advocate” Program at
the University of Washington). ~ The .nstitute of
Rural Environmental Health "at Colorado State Univer-
sity provides education and technical assistance
and conducts research in the areas of rural occupa-
(tj|_onal health, chemical use, and man-animal related
iseases.

PROFESSIONAI  ASSOCIATIONS

State associations--particularly the medical,
nursing, and hospital assoclations--often Play
role in focusing on the particular problems of rural
practitioners and prowdm&;. resources to meet those
needs. Continuing education Is the service most
often provided by professional associations, sometimes
n& cot(_)peratlon with local institutions of higher
education.

FINANCIAL [INCENTIVES

For many years stales throughout the country
operated medical student foan programs; students
wore allowed to repay their loans by practicing in
an underserved rural “area or by simply paying back
Iho money (often without Interest?]. The latter option
was often elected, and many of these state loan pro-
gram_s were displaced hy Ihe fedcrol National Health
ervice Corps.  Nevertheless, during recent vyears
the concept of loan for%weness in retfurn for service
Inrural or other underserved areas has received

increasing attention from some states. WICHE identi-
fied three examples of states currently using this
kind of mechanism, and others may exisl. Arizona's
Student Loan Board awards loans to me ical students
willing to commit themselves to at ' ast two years
of service in rural underserved ar is of Arizona.
The New Mexico Commission on Postsecondary Education
provides loans for medical and osteopathic students
who agree to practice in health,professmnal shortage
areas in the state. The Tuition Payback Program
at the University of Colorado School “of Dentistry
(page 3B ) offers students (all of when are state
residents) 'a choice between two ways of repaying
their service commitment to the state. California
has had a loan forgiveness program that has recently
been discontinued because 94dpercent of the physicians
who obtained the .oans failed to serve in a medically
underserved area. The state has now decided to put
this money into a loan program to establish practices
In undersérved areas.

~ The California legislature has enacted two inno-
vative programs designed to improve the dellverK
of care to rural and inner Clt¥ areas.  The Healt
Manpower Pilot Project allows Tor the demonstration
and  evaluation of new health profe.sionals (see
Bage, 24). Several aspects of the Song-Brown Family
hysician Training Act Fsee page 25) are very innova-
tive: it requires that every trainee enfolled In
a program funded by this act be Involved In an ap-
Prove experience in an underserved area; it requires
hat family practice residents, nurse practitioners,
and physician assistants receive team training; the
act maker further state funding of a program condi-
tional on outcome--that program graduates are actually
practicing in underserved areas.

REGIONAL EDUCATION AND OUTREACH NETWORKS

fhe WAM Program, based at the University of
Washington, i, Perhaps _the hest-known example of
a regional medical education network (See page 69).
Four™ states (Washington, Alaska, Montana, and ldaho)
share the resources of one medical stbool. Students
receive their first year of tralnlng at a cooperating
university in their home state and have the aptUmn
to take part uf their clinical training at s Community



Clinical Unit.  The resource sharing brought about
by WAM wa™ designed to prevent duplication of medical
school facilities ~and ‘to help _address the problem
of physician maldistribution. ~ The program also has
P_rowded_ continuing education benefits to practi-
foners in communities 1ivolved with the WAM rrogram.

The Aiea Health Education Centers provide impor-
tant examples of how urban educational resources
can be made available to rural practitioners (e.q.,
the Statewide Education Activities for Rural Health
Program in Colorado; the Area Health Education Con-
sortium of Treasure Valleﬁ, Idaho; and the Navajo
AHEC In New Mexico).  These networks address the
problems of health manpower eecruitment, retention,
and maldistribution by providing decentralized educa-
tional experiences for health {)rofessmnal students
and continuing _education and other back-up services
for local pracCtitioners.

Another example of regional education is provided
b¥ the new Extended Mastér of Public Health Program
at the University of Washington (see page ).
This experimental” program is  designed to provide
educational opportunities ‘or emp.oyed professionals.
Relatively little of the student’s tire is spent
in residénce at the University in Seattle; the re-
mainder of the coursework is” accomplished *hrough
directed study, seminars, and transfer credi*

In othe instances regional consortia of schools
have been formed to Prowde services to meet rural
needs.  In Arizona, four community colleges Joined
together to form a consortium ~ (SARAMELP) (see
page 21 ) to train allied health workers for rural
communities in the area. The Outreach Baccalaureate
Program (see page 73 ) in Washington is operated
by “a consortium  of four nursing schools.  Another
consortium of nursing schools™ in Colorado (see
page 36) was developed to teach physical assessment
skills to nurses at community sites in WYQm|n and
Colorado.  Several states have family Practice Resi-
denQY Networks (e.g., Ne» Mexico, Washington,
Calitornia) which provide residents with exposure
to various sites during the course of training.

Resources will continue to be located in urban
areas and in educational institutions.  In order
to help rural communities recruit and retain health
professionals--and  thereby Improve the access of
rural citizens to quality” health care--1t is crucial
to develop and implement” strategies that link avail-
able resources with rural needs.  This inventory
presents some examples of how the western states
are addressing this issue.
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UNIVERSITY OF ALASKA
February 19* 1982

The Honorable Charles H. Parr
Chairman* Senate HESS Committee
The Alaska State Senate

Pouch V

Juneau* Alaska 99811

RES Senate Bills 61S and 616 - Medical School

Dear Senator Parrs$S

The University of Alaska has reviewed tho potential impacts
of establlshine a medical school in Anchoraae and has con—
cluded that although such establishment may be Justifiable
in the future* at the present time* it is not.

Uayne Myers* M.D.* Director of the UAMI medical education
program on the Fairbanks campus* will present testimony at
the hearing today 1indicating how medical education* health
research and health care delivery services can be augmented
through the University over the next ton year period. He
will also consider the demand for physicians nationwide and
in Alaska* the high uet of medical training and the trends
nationally in medical school operation. His testimony* sup—
ported by a rerresentat ve from the University of Washington
Medical School* will Inaicate that it 1is not 1in the best in—
terests of the University of Alaska or the State to consider
establishment of a medical school at this time.

Sincerely™*
George C. West

Vice President for
Academic Affairs

LINE TERMINATED - CP



me university of Nortn Dakota

SCHOGi Or MEDICINE

cABY f. DUNN

Grind hfu No Itm January 29, 1982 AtiocUt* D*n |0r
(701) 77700)7 Ad'ninlunion

Hr Bill Z¥bach

c/o Senator Parr

Pouch V
Junelu, Alaska 99611
Dear Hr. Zybach:

If | had 1t to do again | would modify our arrangement In the following

ways:

1 De3| nate a coimunlty hospital as the teaching hospital and
enter }nt tenn contra%t WIP them ch Woul gll |D?]ur depart-
menta chalrmen nme icine, sur ery, OB/G oog R latry,
HE%JYO ogz ortho ae ICS, and atnfs to bf chles 0T those ervmes

frer r |denC|ﬁ In the ag isciplines along with the third year
clerkshlps at the designated nospital.

r% Establish mlcro medical centers which would Include a famil
medicine rgmdencx ? core facul(n/ [rom gour basic disciplines to
teach residents and fourth year medical students.
In looking at your situation | would suggest:
1) leach the first year of basic science at the university In Fairbanks.
Teach Year 2 basic science and third Zear clerkships at your

teachn% ospital site « perhaps Anchorage: alSo establish your cY|n|caI
researcﬂ sg ﬁere perhap J )

3) Establish micro centers for teaching.family medicine residents and
studen{ Fectlves (n Juneau, Ketchikan ang Fgalrban%

A) Adelt no more than 40 students - from Alaska - per year (elite).

5) Limit your first year residency enrollment to 3 per discipline.

6 IC smence faculty on state funds to 4 per discipline -
(6 tn E)a tho ogy% Y P P

7 L|m|t full- t|me clinical faculty on state funds:
S In ST“ erg 8 in med|cme S In 06/GYN. 4 In pediatrics

g W]Cy I dlcme ?gro 0gy 3 orthopaedics



Mr. Bill Zybach
January 29, 1982
Page two

8) Oean"s office and staff in anchorage (or wherever hospital 1is)
plus assistant deans at Juneau, Fairbanks and Ketchikan.

9) Place all full-time faculty on a medical service plan which will
return a high percentage of practice income to the school.

10) Emphasize excellence in research when selecting both your basic
science and clinical faculty - with the exception of family medicine.

I hope this sketchy outline along with the documents enclosed will be
helpful to you.

I am reasonably famil 1ir with Alaska and its people and would very much
enjoy helping you get your school "off the ground”.

Gary F. Dunn,
Associate Dean

GMO/kIDb

Encs.



LIAISON COMMITTEE ON MEDICAL EDUCATION

Council on Medical Education Association ot American Medical Colleges
American Medical Association One Dupont Circle. N.W.
535 North Dearborn Street Washington, D.C. 20036
Chicago. lllinois 60610
J.R. Schofield. M.D.
Edward S. Petersen. M.D. LfME Secretary, 1982-83
LCME Secretary. 1981-62 (202) 828-0670

(312) 751-6310

January 29, 1982

Senator Charles H. Parr
Pouch V

State of Alaska

Juneau, AK 99811

Dear Senator Parr:

In response to your request | am sending you a brief synopsis of the
general requirements for the development of a new medical school and the
controls exercised by the national accreditino ?uthority, the Liaison
Committee on Medial Education over such dV elopments.

The information which follows is derived from a very careful study of
the development of the last forty-four medical schools, all of which
enrolled their first class of beginning medical students in the U.S.A. and
Canada between 1960 and 1980. All of these data and a detailed analysis
thereof are being pulled together for publication in a book which 1 hope
will emerge sometime about the end of the calendar year.

Time Table:

First of all, it is important to understand that the devpkpment of
anything so complex as a medical school requires a very substantial period
of time. The general preparation of the authority for the medical school,
the feasibility studies necessary, and the beginning accumulation of the
essential resources for such a school has ordinarily required an average of
five years in the cohort of forty-four experiences we have studied. In
some circumstances, the time span for early preparation has been less than
five years but this usually was in a situation where there were a great
many resources already available which were given to the medical school
for its use. In a situation where all resources must be developed, more
than five years may be needed.

After the early planning, feasibility studies and preliminary movement
of resources has been well under way for some time, it is necessary for the
sponsoring institution to select a founding Dean for the school. After tie
founding Dean, (hopefully, a person of considerable experience in the
development and a subsequent management of medical schools) has been appointed,
another three to five years may be needed for the Dean to use his professional
expertise in recruitment of a faculty and their development of the remainder
of the technical and professional resources essential for the opening of
school for the first wave of instruction of medical students.
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Under these circumstances, it would appear appropriate for Alaska to
begin at any time the long process of consideration of the development of
a medical school, but on the basis of the forty-four prior experiences
throughout North America, | would caution against any attempt to move
precipitously toward the opening of a school before the necessary ingre—
dients for it have been carefully assembled.

Resources Needed for ihe Development of a New Medical School:
1. University Sponsorship:

With rare exception, all of the medical schools in the United
States and Canada are active components of an existing major univer—
sity. The best environment for the development of a medical school
is t e university which is sufficiently comprehensive that it has a
substantial enrollment, including r iduate study in at least the
science areas and in add"tion, opei tes other professional schools
such as Law, Business, 1 gineering, Architecture, and othe~ areas
which would complement .ne development of the program of medical
education leading to the M.D. degree.

2. Financial Support for Operations:

During the 1979-80 fiscal period, the mean expenditure for basic
educational operations of these 126 schools in the U.3.A. amounted to
twenty-five million dollars. A new school should expect to need around
ten to fifteen million dollars per year at the time the first class is
enrolled and would require increased expenditures upward from that
starting point, the degree of expansion being dependent upon the
complexity of the educational program, the prior availability of
resources and other variables.

3. Capital Financing for Basic Teaching Facilit* *s:

The forty-four new medical schools built a variety of buildings
and a summary of details of these will be presented 1n the book which
I am preparing. However, it might be adequate now to suggest that a
new medical school proposed at this time would need a minimum of 100,000
square feet NET for the housing of the basic science teaching activities
of the school of medicine, i.e., those subjects found in the first
couple of years of the Curriculum, which require class rooms, student
and faculty laboratories, library, faculty offices, administrative areas,
auditoria, facilities for student amenities, and other basic supporting
areas. Additionally, space must be made available as an extension of
this basic teaching building or elsewhere for the housing of the clini—
cal faculty to be mentioned hereafter as well as for animal facilities
to support research activities for the faculty. It is difficult to
estimate what the cist of the basic building would be in Alaska, but
100,000 square feet net as a minimal target could be calculated in terms
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of cost per square foot if one accepts the fact that approximately
sixty percent or less of the gross s are footage of a building
becomes the net usable available space.

I would sungest that the matter of sponsorship ought to be well
established early on and that the State government ought to decide
whether or not it has the sustained interest to finance tna project
at the magnitude set forth above with the careful notation that these
estimates are in 1980 dollars.

4. Faculty:

After the Dean has been appointed, his principal task will be
to recruit the memLers of the faculty. It is unlikely that the
university sponsoring the medical school will have on land already a
surplus of faculty members who could be assigned to duiy in the medical
school. Therefore, the medical school will find it necessary to
attract from other universities all of the faculty needed for itw
educational programs. The forty-fou new schools we have studied by
and large built the number of full-time faculty members to the level
of around 125 FTE by the time that the first entering class rose to
the fourth year of studies and was ready to be graduated. The full—
time faculty are substantially assigned to the basic science areas and
to administration while the clinical faculty needs a hard core or criti—
cal mass of full-time people to organize the clinical teaching activities:
the efforts of this latter group sometimes may be supplemented by such
contributions as may be made vo“untarily by the local physicians or by
some of that cadre of practicing physicians who may be able to devote
part-time on salary to the functions of the school. In view of the
long standing shortage of physicians in Alaska, it is doubtful that
the currently practicing physicians have a great deal of surplus time
to devote to a new school of nedicine.

5. Clinical Teaching Resources:

This is probably the most difficult area to be addressed in the
development of a new medical school. A wel 1lestablished formula has
been in use for the last half century with regard to the number of
hospital beds needed per clinical clerking student in the third year of
the normal curriculum. By that, | mean that approximately eight to ten
general hospital beds are needed for each student In the class, i.e.,
if the class of students totals fifty, then the need for hospital beds,
preferably in one institution, would run four to five hundred hospital
beds. Additionally, the medical students during the final two years
of their study have to observe a sufficient number and variety of
patients receiving expert care to introduce them to the full spectrum
of methods of modern diagnosis and therapy. The other requirement
which the hospital must have before medical students can be assigned to
it would be programs of graduate medical education, that Is, residency
training programs in the various pecialties. I would suggest that first
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attention be given now to the feasibility of developing a residency
program in Family Medicine with the ultimate intent of expanding into
programs of graduate medical education in the fields of Internal Medi—
cine, Pediatrics, Obstetrics/Gynecology, etc.

In addition to a substantial teaching hospital resource, medical
student” require some experience, probably in the fourth year, 1in
ambulatory clinics. These can be located at some site away from the
primary teaching hospital described above but are a significant com—
ponent of the education of a physician in these times.

Housing for clinical faculty and teaching space may be needed on
the hospital site if school and hospital are not immediately adjacent -
a much to be desired arrangement.

6. Adequate Supply of Students for the Study of Medicine:

An effort should-be made early on to determine the population of
college students in Alaska who opt for the study of medicine and who
during the past five years have been applicants to medical schools and
additionally, the number of premedical students who have indeed been
admitted to medical studies.

These student., may require financial support for the pursuit of an
educational program extended through premedical college days, nedical
school and then the residency program subsequent to that.

7. Scholarly Research Activities:

Every medical school has to develop the capacity for adding to the
body of knowledge and the development of a climate of learning which
would facilitate the development of attitudes of life-long study in the
students enrolled therein. It would seem to me that one of the things
which could be done in the near future in anticipation of a medical
school would be for the State to support the development of certain
research activities in the general area of public health. By this, 1
mean that qualified persons should be supported in the study of the
special health problems in Alaska. These | assume (from far away)
have to do with some of the fundamental areas of the maintenance of
health such as sewage disposal and water purification for the various
comunlties as well as prevention of infectious diseases and special
diagnostic and treatment facilities for such problems as alcoholism,
drug abuse and any other special areas where medicine and social behavior
come together.

8. Twould su gest that some attention be given by apgro riate persons
early pn to a stugy e use of physman extenders f he delivery
of medjcal care throu%hrut the Stale. ?/ physician extender, | medn
a physician's assistant, a nurse practitioner, ‘or some other category
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of health care provider who is not a physician, who would not be given
independent prerogatives of the practice of medicine jnd who would

always perform under guidance of a licensed physician, or a group of
physicians, preferably. I refer you to the experience of the

Australians in providing some form of supervision, by radio, of

persons trained to deliver a limited amount of medical care in th®
"outback" central area of Australia. It is quite possible that some

areas of low population, in remote places in Alaska, nay never be able

to attract a physician, full time; thus, other methods should be explored.
(This Aay be done already.)

During the period of feasibility studies end early development of
a new school or medicine in Alaska, it would appear prudent to continue
relationships with the University of Washington, which has long demon—
strated Its interest in and capacity to aid in development of educational
programs at sites far distant from Seattle.

Accreditation is a public statement which provides assurance to society that
"raduates of the accredited school are achieving reasonable and appropriate
national standards, assurance to the students that they receive a useful and
valid educational experience, to the institutions sponsoring the medical school
that their efforts and expenditures are suitably allocated and to the licensure
authorities of the fifty states and five jurisdictions that the graduates of
the medical school are worthy of licensure. The Liaison Committee on Medical
Education through its staff, Dr. Petersen and myself, are very interested in
your proposals and would welcome further inquiry from .,ou as this consideration
may be continued in the future. We should like to know of early commitments
for a school, results of feasibility studies, etc., as chese emerge. Upon
request, we can provide significant consultation on all of the many tasks to
be performed.

JRS:Jp

cc: Edward S. Petersen, M.D.
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E3 615 - 616

Information presented by Dr. Wayne Myers, Director WAMI program
"In summary, it appears to me that a medical school is Alaska might
be justified about ten years in the future. Development of a medical
school takes seven to ten years In the interim, certain steps might
be taken which are entirely justified on their own merit and could
eventually contribute components of a medical shcool in Alaska.””

Information presented by Mr. Gary Dunn, Assoc. Dean, N. Dak. School of Medicine.
Dunn has been instrumental in the development of Rural Oriented
medical schools in three states, and here, with familiarity, outlines
a progressive developement of a medical school in Alaska." He
suggests the Area Health Education Centers Model for this state.

Information presented by Dr. J R Schofield, Assoc, of Amer. Medical Colleges
AAMC 1s the accrediting agent for medical schools.

Mr. Schofield outlines the general requirements for the development
of a new medical school and the controls exercised by the national
accrediting authority.

Testimony: University of Alaska position on SB 615 -616

State and educational strategies co improve Rural Health Care.(Prom WICHE)
The graduate medical education national advisory committee
estimatie a surplus of 70,000 physicians by 1990, however,
the surplus will not resolve the problem of rural health
providers. The information attached outlines some approaches
which states are using to address this problem.

Department of Health and Social Services on SB 615 - 616

Health Sciences Newsletter

This article outlines the number of Alaskans applying to the
WAMI program and those being Accepted

STATISTICAL .NPORMATION

Staff Statistics on Physicians in AT aoka

Staff Statistics - Table shoving distribution of Doctors in Alaska
Federal Map indicating Designated Medical Care Shortages in Alaska



Physician Distribution Analysis

1980 Alaska State Population
Juneau Subarea HSA Population
Anchorage Subarea HSA Population
Fairbanks Subarea HSA Population
Population Outside Tri City Area

Physicians Practicing Outside Tri City Area

“rivate Practice 65 of 412
U.S.P_H. 40 of 102
Military 7 of 73
Federal 7 of 16
Municipal State 0 of 20
Total 119 of 623
Source: U.S. Department of Commerce,

Population and Housing, Alaska PHC80-V-3.

Alaska State Medical
October 1980.

Association, Physician Distribution

or

400,481
24,686
173,017
53,983

148,795 or 37.2%

19.1 1

Bureau of Census,

1980 Census of

in Alaska,



Back und Information for
SB 615-h16
(Medical School)

I. Alaska medical students

1978: 46 ( 8 WAMI)
1979: 44 (10 WAMI)
1980: 46 (10 WAMI3
1981: 49 (10 WAMI
1982: 52 ElO WAMI;

2. Cost Survey of Western Medical Schools
a. Operating Costs $32,500 per student on the average (nationally
[public] 79-80, $28,000 per student)
b. Facilities - Western Medical Schools withou" Hospital 500 to 550
square feet per student, cost has beenabout $75,000 per student
($150/sq. ft.).

3. Average Class Size is 150 students nationwide, but there are 13
schools with a class size less than 75.

4. Under WICHE Student Exchange Program and WAMI (University of
Washington):
a. Alaskans have access to 16 medical schools
Arizona: Uof Arizona
Califoruia: [lomn lintia, 1L, Stanford U., UC Davis,
UC irvin* , UC<A, UC San Diego,
UC San FruncifttO, USC

Colorado: U of Colorado
Haw.iii: U of Hawaii - Manna
Nevada: U of Nevada - Reno
Hew Mexico: U of New Mexico
Oregon: u of Qregon

Utah: U )f Utah

Washington: U ol Washington (WAMI)
b.  Atiniuin Attendance (1978-79 through 1963-83)

[nstitut ion 1978-7) 1979-80 1980-81 1981-82 1982-8 1
U. of Arizona I (1) 1
Koran l.inda U. (1) 5 () 4
UC San Diego @)
UC San Francisco @)
U. of Colorado 3 1
U. of Hawalii 1> 2 (O
U. of Nevada I
U. of Qregon 1
U. of Ut.iti 1 () 1
U. of Washington 1
WAMI H @B) 11 (10) 39 (10) 38 (10) 39*(10)
6h (9) 44 (11) 46 :i2) 49 (16) 52M 15)

( ) m freshmen * mestimate



c. WICHE Costs:
(1) Support Fees

Year Fee Total Cost
1978 $12,000 $96,000
1979 $13,000 $91,000
1980 $14,200 $99,400
1981 $16,300 $179,300
1982 $18,700 $243,100

(ii) Administrative Cost (1981-82): $46,300 Compact Dues

d.  WAMI Cost 1981-82:

(i) Student Level Per Student Fee
Ist Year At Fairbanks
2nd Year $24,171
3rd Year $23,874
4th Year $16,111
(i) Administrative Cost
Overall Program Administration $ 84,283
Clinical Site Cost (Travel) 45,024
Teaching Assistance 43,189
$172 496

Arizona Sample Cost (1981-82)
m Medical Operating Cost - $20,458,900 (State Funds)
. Enrollment:
Total 360 students
Class 90 students
¢c. Operating Cost Per Student: $56,830
d. Teaching Hospital (300 bed)
$10,217,000 state funds
36,459,100 ~client fees
1,464,200 other



G9-9

Source:

Human of Ilealth Manpower, Health Reaourcra Adialnletral Inn, U.S. DULV, I/npuhl lahcil Ilat, 19/B.



Background Information for
SB 615-616
(Medical School)

Alaska medical students
1978 46 (. 8 WAMI)
1979 44 (10 WAMI)
10SO 46 (10 WAMI,
1981 49 (10 WA.1D)
1982 52 (10 WAMI)

2. Cost Survey of Western Medical Scnools
a. Operating Costs $32,500 per student on the average (nationally
'public 1 79-30, $28,000 per student)
b. Facilities - Western Medic .1 Schools without Hospital 500 to 550
square fc*t per student, cost has been about $75,000 per student
($150/sqe ft.).

3. Average Class Size is 150 students nationwide, but there are 13
schools with a class size less than 75.

4. Under WICHF. Student Exchange Program and WAMI (University of
Washington):

a. Alaskans have access to 16 medical schools
Arizona: U of Arizona
Cal ifornia: homa Linda, U., Stanford U., UC Davis,

UC Irvine, UCLA, UC San Diego,
UC San Francisco, USC

Colorado: U of Colorado
Hawai i: U of Hawaii - Mnno..
Nevada: U of Nevada - Reno
New Mexico: U of New Mexico
Oregon: U of Oregon
Utah: J of Utlh

U

Washington: of Washington (WAMI)
b. Alaskau Attendance (1978-79 through 1982'83)

Institution 1978'79 1979'80 1980'81 1981'82 1982'
U. of Arizona - - 1 | | (1) 1
I.uma Linda U. - - 5 (3 4
UC San Diego 1 1 1 El; & ©
UC San Francisco - 1 (1) | | 1
U. of Colorado 3 2 1 |
U. of Hawaii 1 (1) | 1 ,M |) I
U. of Nevada 1 1 1 -
U. of Oregon I 1 1
U. of Utah - - - 1 () I
U. of Washington 1 - - an

WAMI 3 (8) 37 (10) 39 (10 38 (10) 39*

46 (9) 44 (V) 46 (12 49 (16) 52*

()« freshmen * o gstimate



WICHE Coses:
(1) Support Fees

Year Fee Total Cost
1978 12,000 96,000
1979 13,000 91,000
1980 14200 99,400
1981 16,300 %179,300
1982 18,700 243,100

(i1) Administrative Cost (1981-82):

~—

| 6,ju0 Compact Dues

d. WAV Cost 1981-82:

(1) Student Level Per Student Fee
|s:  Ytfar A FiirtM'n
nd - Year 24,171
3rd  Year 23,874
4th  Year 16,111
(11) Administrative Cost
Overall Pro%rmn Administration $ 84,263
Clinical Site Cost (Travel) 4%,024
Teaching Assistance 43,169
$172.496

Arizona Sample Cost (1981-82)
a. Medlca Perat|ng Cost - $70,468,900 (State Funds)

b. Enrollmen
Total 360 students
Class 90 students
Cost. Per Student’ $66,8)0
| (300 hed)

state finds

C. Operan
pita
000
100 client fees
200
300

n
each|n?
3

other



POSITION PAPER
CS FOR SENATE BILL NO. 61S and 616

CS for SB 61S Is "An Act providing for the planning of a Medical and Health
Services School 1In the University of Alaska at Anchorage."

CS for SB 616 is "An Act naklng a special appropriation to the University of
Alaska for developnent of a plan for a Medical and Health Services
School at Anchorage; and providing for an effective date."

The first Bill CS for SB 61S requires the University of Alaska prepare a plan
for the planned developnent of a Medical and Health Services School to be
located in Aichorage. The plan Is to include five points that Mill cause

the progran to enhance health care to Alaskans.

The second bill CS for SB 616 provides for the Sun of $100,000 to fund a
study and resultant plan to create a Medical and Health Services School at
Anchorage.

The Uepart”®nt feels this proposed study and the tine schedule laid out
to accomplish the program, coupled with the five areas to be approached
wiii produce a plan that ..,/ enable an Inforned decision to be nede.

Me support the passage of Senate Bills 61$% and 616.

\%; ft i.=
Cir.7 Mirector
bile Health

Recomanvm Jed by

Date: 3 /7 -JV

kr'ir«»nl by:

| Helen D, Beirnw, {fen“niS“O**rr
y Oepartnvnt of Health

Hate:



THE LEGISLATURE OF T1!E STATE OF ALASKA
TWELFTH LEGISLATURE

FISCAL MOTE

I. REQUEST
|II/ReS

ﬂaf‘rmJB:ILng—er(slgﬂggY\Dpfe"‘l ?ne and teaching hospital In the

Requested by ComdUs lon Date

Un|ver3|ty of Alaska at Anchorage -
R aeney arfected  Departnent of Health anE‘ea cHaI Services

Program Category Affected hoalth/Publlc

8RU. Program. Or Subprogram(s) Affect«d_

(Motei If more than one budget component it affected, separate linealtern
emounts and funding for each component In the analysis section.)

EXPEJIDITURES (Thousands of Dollars)

EYy 82 Fy 8 FY 8 F 8 FY 80 Fy 87

to0 pcrscum.services } ) Q -Q—_ 0
200 TRAVEL 0 8" 0
200 CONTRACTUAL 5 ) @ n -
400 COEOtOOITIES 0 U fl 0
S00 equiphuet J ( _C 0
400 LAND t STRUCTURES _Q
TOO GRAMIS.CLAIMS.ETC. a 0
TOTAL
IUIOIIU (Thousands of Dollars)
EfRAL ?l_ I ) -
ERALC IWAOS Al 0 ( 1
OMR (Specify Source) 0 1 U
rxniucm
Euti tins
PARI find -8 - — 8- 8 - 8 - 3E
UimxiART 0 vV t -0 0

I, AMUYSIS (See Fiscal Mot* Preparation Instruction. Section III)

V. try* -

Original* tagislative finance
CCI M} tl and Hanagamant

frina Im m m (First legislator ti«s*4)
>1*091 (B*v. 12/81)
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SEMATE BILL NO. 615

“An Act establishin % a school of medjcine an(ii teachng hospital In the
University of Alaska at Anchorage and for a limitation on expenditures
for de3|gn and construction.”

Senate Bill No. 615 creates a school of medicing at the Unjversity of

Al«ska-Anchorage, authorizes. the construgtion of a university hospit
ané( sets a UnPt o? 108 mlﬁlon do(”]ars %or the de5|ugn ané c%nstr@ct?on

The advanta%es are many In having a medical school and university hospital
within the State. Some are:

% the quality of care Pw?ed IS Im Eﬂrov8
opportunities for continulng medic ucation are Improved,
especiall f?r growders In"the rural areas;
) total medical care could he pgow ed within the State;
the Umversﬂgl comP tency Is proa ?ned an streng thened; and
research Oﬁ rtunities directly related to Alaskd medical problems
will be ennanced.

"hi* chojce of Anchorage as a location Is wise. In Alaska W|th its small

Ropulatl n, a medical ‘school and university hospﬂa would Iynecesm
ave to be located In a large populatlon center and transportation huf.

The sl/e ?f a ?nlvervlt medical famhtyr or center Is wore than the size

of a similar sl/ed cwvnunlty hosPlta his 1s because of tne need for

Iargﬁ lumber (if research Izi\bora orlea facuyl w offices, specialty clinics
amp « atory care clinics, and sp eC|a y constructon re uwed for

a teaching hospital. In order to_he a, V|a le unjversit that
covering %IP medica spemaﬂtles '3 minimum of 106 bec wou% %e requwe(!

As such a "certlflcate of nerd* Is required hy both State and Federal regu-
lations. A 300 bed facility would be the largest hospital In the State,
Incrrasr the number of available beds In Anchorage hy appropriately 501 and
would thus most likely he refused approval. Two possible solutions to this
dilrani* would be: 1) negotiate with the Alaska Area Native Health Service
Hospital in Anchorage to close aiti then contract with then to handle their
patient load: ?) class the university hospital as a ’statewide* or "at-large”’
facility with a certain percentage of beds obligate to referrals from outside
the Anchorage area.

It Is felt the maximum amount of funding - 500,000,000 ts not adequate.

In generil a community hospital has about 1.000 square feet of space per hed.
for a confined medical school-jn lvers Ity hospital the ratio Is approximately
1600 sguarw feet per bed. Taking thw cost p*r sqguar** foot of recent construe*
tlon of *n addition to the Pjtmer Hospital (1?0?,6/sq. ft.) we calculate the
cost for planning ami construction to be $?0?,S/sg. It. times 1600 sq. ft.
times 100 room or 5131,676,000 In 19ft? dollars. Oocuments ws* have obtained
Indtcat* hospital construction takes from Inception to 1.4-8.0 years until
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the first patient 1s received. At 10% annual inflation this could mean
costs of $159,266,250 (3 years) to $256,499,888 (8 years).

While we realize costs will increase drastically /e would urge the legislature
to delay the project by one year and to commission a study of the feasibility
of such a project and the costs. It is estimated the cost of such a study
would be $150,000. The population may be too small to afford the broad

¢ 7inlcal spectrum of patients so necessary for teaching purposes.

The Department supports the concept of a medical school and university hos—
pital but we feel a thorough study should be completed before commencing
this project.

Recommended by: ( ./, / m fi<<?.'( /11,{\
rrs: fTJbeau.M.0., Director
Division of Public Health

4/ 1 1 =

Date: St

Approved by:
Commlssioner
Department of Health and
Social Services

Date:



THE LEGISLATURE OF THE STATE OF ALASKA
TWELFTH LEGISLATURE

FISCAL NOTE

REQUEST
Bill/Resolution Ho. Senate Bill No. 615
Title "An Act estahlishing a school of medicine and teaching hnsoital 1in the
Requested by Commissioner®s Office Date Z2/1/8?
University of Alaska at Anchorage

FISCAL DETAIL
Agency Affected Department of Health and Social Services

Program Category Affected Health/Public Health

BRU, Program, Or Subprogram(s) Affected

(Note: If more than one budget component is affected, separate line-item
amounts and funding for each component in the analysis section.)

EXPENDITURES (Thousands of Dollars)

FY 82 FY 83 Fy 84 Fy 85 FY 86 FY 87

100 PERSONAL SERVICES 0 0 0 0 0 ..0
200 TRAVEL Q 0 0 0 n
300 CONTRACTUAL - U 0 0 0 0
400 COMMODITIES 0 0 0 0 0 0
500 EQUIP IENT 0 0 0 0 n .0
600 LAND & STRUCTURES 0 0 0 0. Q_ 0
700 GRANTS,CLAIMS,ETC. 0 0 0 0 0 0
TOTAL 0 0 0 0 0 0
FUNDING (Thousands of Dollars)
GENERAL FUND .0 u 0 0 0 0
FEDERAL FUNDS BT ...0 D) 0 0 0}
OTHER (Specify Source) Y 0 0
POSITIONS
FULL TIME -0:— 0. . "0 0 0 0
PART TIME 0 9] n 0" 0" 0
TEMPORARY (T 0 @ 0 0 0-
I11. ANALYSIS (See Fiscal Note Preparation Instruction, Section 111)
IV. DATE 2/1/K? PREPARED BY Udvid UruCQ * fC

AGENCY Pent, of Health & Social Services

Original: Legislative Finance PHONE 465-m o n

cct

Budget and Management
Prime Sponsor (First Legislator Named)

33-001 (Rev. 12/81)
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SENATE BILL NO. 61fi

"An Act making a special appropriation to the University of Alaska for
design and construction of Phase 1 of a school of medicine and teaching
hospital at Anchorage and providing for an effective date."

Senate Bill No. 616 appropriates $30,000,000 to begin Phase 1 of the
University of Alaska-Anchorage school of medicine and teaching hospital.

In a position paper on SB 615 we recommended the proposed project be delayed
one year to allow for the completion of a feasibility study. Itis recom—
mended that action on this bill be delayed pending the completionof the
referenced study.

The Department of Health and Social Services supports this project in
concept, but does not recommend passage of SB 616 at this time.

E. S. fiavVauT/M.D., Director
Division of Public Health

Date: 'yW*'

Approved by:
Ileien I). Beirrre, Commissione
Department of Health and
Social Services

Date:



THE LEGISLATURE OF THE STATE OF ALASKA
TWELFTH LEGISLATURE

FISCAL NOTE

I. REQUEST
Bill/Resolution Mo.Senate Bill No. 616

Title "An Act making a, special appropriation to the. University of .Alaska. for
Requested by Commisssslicarear'ls Office Date c-nloc

design and construction of Phase | of a school of medicine.
I1. FISCAL DETAIL
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Population Distribution of Doctors in Alaska*

Borough Population # of Doctors % of Population % of Doctors
Anch 173,017 365 43 59

Fbnk 53,983 101 13 16
Juneau 19,528 32 5 5

Ketch 11,316 20 3 3

Kenai = 25,282 17__ 6 3
subtotal 283,126 535": 70 86

Other 117,355 88 30 14

Total 400,481 623 100% 100*

Alnformation from the US census bureau and the Alaska State Medical Assoc.



RATE PER 100,000 POPULATION DY YEAR

PROFESSION 1950 1965 1970 1970 1975 1979 1979 1901

U.S. U.S. U.S. AK. U.S. u.s, AK, AK,

1

PHYSICIAN 134.0 L39.9 140. 7 166. 7 105.1 113.0 140.0
PHYSICIAN ASSI1T - 12.0
R.N. 218.1 317.6 363.9 440.1 520,0 609.6 031.0
L.P.N. 252.0 238.3
PSYCHOLOGIST 5,1 15,2
CHIROPRACTOR 10.01 u.o 11,0
OPTOMETRIST 9.6 8.0 0.9 5.5 9.3 9.7 6.2 6,3
DENTIST 49.0 46.5 47.1 42.0 50,3 54,0 47 .3 49.1
PHARMACIST 56.6 52.5 54.4 46.0 56,2 62.4 56.4 43.1

ALL figures from DIIEW Statistics CKcept 1901 AinsUn stotistics which | took from the

Division of Occupational Licensing(removing ail non-residents from figures),
1 Figures are based on oil licensed professionals, excluding those residing out

of state and those not in active service.

Information from Senate HESS 1981-1982 Interum Report
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University of Alaska. Fairbanks

Fairbanks, Alaska 99701

February 5, 1982

The Honorable Charles Parr
The Senate

Alaska State Legislature
Pouch VvV, M/S 3100

Juneau, AK 99811

Dear Senator Parr: Re: S.B.615 6 616

The attached materials are submitted as background for Senate HESS
Committee Hearings on Senate Bills 615 and 616 on February 19.

In summary, it appears to me that a medical school in Alaska might
be justified about ten years in the future. Development of a medical
school takes seven to ten years. In the int«. *im, certain steps might be
taken which are entirely justified on their own merit and could even—
tually contribute components of a medical school 1in Alaska.

These Include development of a family medicine post-M.D. specialty
training program, expansion of medical student training in Alaska
through the WAMI Program and itrengthening of applied health research
closely tied to medical education.

Sincerely

WnynaW. Myers, M/D.
Director?™ WAMI Program

WVMZbm
Attach.



MEDICAL EDUCATION NEEDS

Basic Questions

The question of whether Alaska should establish a medical school
can be addressed in two ways:

a; Should we move directly arJ Immediately?

b) Should we begin laying the groundwork now,setting up a

system of immediately needed u”alth personneltraining and
research programs which can at the appropriate time become
components of a medical school?

Physician Supply

Alaska now ranks approximately 40th in the nation in physicians per
capita. These national comparisons omit federal physicians which are
relatively numerous in Alaska. chcc»wc probably rank in the 385 nationally.
The relative youth of Alaska®s population and the extensive use of
physician extenders, such as village health aides, lets our physician
supply take care of more people than would physicians 1% a state with a
more elderly population and no physician extenders.

Substantial numbers of physicians arc migrating to AUskn. In the
first 9 months of 1980, 58 M.D.s took out new Alaska licenses, for an
annual in-migration rate of 70-80 per year. Wc do not have out-migration
figures since many doctors leave the state after 2-3 years of ullltnry
or PHS duty but keep their Alaska licenses in force.

Future Physician Needs

Drs. Chase and Rosenblatt of the University of Washington have used

two dllfuront methods to project the number of family physicians, general

lutcrnlstr and pediatricians which will be required in the WAMI states



in the next 20 years. One approach, "demand/utilization”™ assumes that
people will use medical care as they currently use Jt in regions which
are well supplied with doctors The "needs" approach estimates the
number of physicians which would be required to provide as much care as
the medical profession feels should be provided.

Both approaches suggest Alaska needs more primary care physicians;
right now at least 100 more family physicians, 20-30 more general interiists
and 20-A0 more pediatricians. A similar increment should be added over
the coming 20 years.

Nationally a surplus of physicians is xpected to develop in the
coming decade. Unfortunately the surplus will be in the specialty areas
which are tlready oversupplied. The primary care specialties will be
marginally s ipplicd.

These factors suggest that a family medicine specialty training
program should be developed in Alaska in the very near future.

Access to Medical Education

In 1980, 16 Alaska residents entered medical school. The WAMI
Program accepted 10; other state medical schools accepted 2, and A
entered private medical schools. Last yc/ir these 16 successful applicants
were chosen from Al* candidates. Alaska ranks 50th in the nation in the
number of state resident i entering medical school per 100,01J population,
and approximately 36th In the number entering per 1,J00 baccalaureate
degrees earned each year.

Theoe nodcst flgurco represent a marked increase since the late 60s
when Alaska was generating only 2-3 applicants per year. Major factors
have teen the WAMI Program which made admission to medical school a

re» l«tic aspiration for Alask.ias by providing 10 openings per year



reserved for Alaskans, and the general improvement 1in higher education
opportunities for Alaskans.

Nationally the number of first year medical school openings has
increased from 9,700 to 17,200 in the past 15 years as 19 new shcools
opened and most existing schools expanded their classes.

The number of medical school applicants nationally peaked in 1974
at 42,600 with a success ratio of 1:2.8. In 1980, 36,000 applicants had
a success ratio of 1:2.1. This decline in the number of applicants has
not taken place in Washington, Alaska, Montana or Idaho where the number

of applicants continues to climb.

Feasibility of an Alaskan Medical School

Medical schools require a large number of faculty to adeouately
* e * .
cover the required curricular breadth. National experience suggests
that 40 entering students per year is the bare minimum for a cost-
effcctive operation. Of 126 U.S. medical schools only six are this
small and at least three of these are in .n earlv growth phase. For
Alaska to admit 40 -.tudcnts per year from its present population of
400,000 we would have to accept 10 studci ts per 100,000 population per
year. This figure is cxccoded by only four states; New York, Nebraska
and North and South Dakota. Hawaii, Kansas and Maryland approach this
figure with 9-10 per 100,000 per year.

If wc aspire to give Alaskan applicants the nr...lonal average chance
of admission to medical school of approximately 1:2, the number of
Alaskan applicants would have to double to fill a class of 40 students.

Last year approximately 1,100 Alaskans earned baccalaureate degrees,

(two-thirds of them "outside®™) or 2.75 degrees per 1,000 population.



This figure is far below the national average of 4 per 1,000 but it is
increasing very rapidly at about 15% per year. It will probably surpass
the national average because an unusually large proportion of Alaskans
are of college age. (Alaskans®™ median age 1is 22 years versus the national
meuian 28 years).

If the current grov in the number of Alaskan residents earning
bachelor®s degrees is sustained, we might be abxe to Justify a medical
school of minimal size in as littl- as six years. If a portion of this
growth is a "porr-pipeline" transient phenomenon, more modest educational
growth should bring us to this point within 10 years.

The planning and development of a medical school in a site without
an existing teaching hospital typically has taken seven years. Ten
years is not unusual, and is probably a realistic figure for Alaska
given our current reliance on "outside"™ centers for highly specialized
care.

Medical School Finances

I have asked Dr. James Schofield, Director of the Department of
Institutional Development of the Association of American Medical Colleges
to send financial information directly to Scntor Parr.

In general terms, capital instruction costa of recently developed
achools have ranged from 30 to 100 million djllars dcpendli g on whether
construction of a new teaching hospital was required.

In FY1979 the median operating cost of the U.S. medical schools was
$43,000,000. The median level of state support was $10.5 million but
the averaging process Included private schools, some of which receive
little state support. Furthermore, 1in this period of contracting federal

participation, this figure is expected to rise.



EXISTING MEDICAL EDUCATION RESOURCES IN ALASKA

Preclinical Education

The WAMI Program teacher, the first year of medical school in Fairbanks
to approximately 12 students per year, with the equivalent of 6 full
time faculty positions divided among 18 individuals.

Clinical Education

WAMI Community Clinical Units in Anchorage teach family medicine,
psychiatry, and obstetrics and gynecology. Each unit is staffed by
local physicians and trains students per six week blocks of instruction.
Postgraduate Education

There are currently no organized internships or residency training
programs in Alaska. Wc are the only state lacking such prograns.
Research oS- e

The WAMI Program In Fairbanks and the UAF Division of Life Sciences
corduct a modest research program concentrating on environmental hazards
(cold, air pollution, asbestos, protazoan diseases) and on health service
delivery studies. Total health research budget is approximately $300,000.

The UAA School of Nursing, Center for Alcohol and Addiction Studies,
and Depar:ments of Mology and Chemistry conduct research In a variety
of fields Including hj%>thcrmln, traditional Eskimo healing practices,
basic nerve physiology and microbiology.

The strongest and best established biomedical research unit In
Alaska la the U.S. Center for Disease Control Field Station In Anchorage.
This small (6 member) unit le internationally recognized particularly
for its work on hepatitis and cancer atsong Alaskan Natives. President

Reagan®s budget proposals Include, 1in various drafts, profound budget



cuts (35-57Z) for CDC. Th<sc cuts will probably scan closure of the
Alaskan operation. This is most regrettable. The CDC now serves an
important functi- n in guiding public health efforts in Alaska and would
be a major building block In assembling an academic nedical education/
public health unit in Alaska.
Teaching Hospitals

Providence Hospital in Anchorage is the largest hospital in the
State and is a major potential resource. The medical staff In 1976
voted to continue te permit WAM medical students to be trained there.
The staff, however, defeated a motion to explore the feasibility of
establishing residency training.

The Alaska Hospital and Medical Center expressed serious Interest
in both undergraduate and graduate medical education In 1977

The Alaska Native Medical Center has several teaching programs in
collaboration with other schools and has expressed Interest in expanding
this role.

Fairbanks Memorial Hospital and Its medical staff have been extremely
aupportlve of the "AMl Program and Us students.
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RECOMMENDATIOKS

The feasibility ol aetablUhlng a nodical school Id Alaska should
b« studied In detail with a projected date of opening of 1991.
Such e study would coec spproxlaately $100,000.

A Faally Medicine realdency training progran ehould be eatabllehed
In Alaska with an opening date of July 19SA. Initial operating
coate would cone to approxlnately 1700.000 per year rlelng to
$1,000,000 per year when the progran wae full at three yeare.
Raaodelllng coate for a required faally oedlctne practice center
would approalnate $$00,000. A major portion of the operating

budget la traditionally recoverable fron participating hospital

revenues and fron faally practice center patient revenues, tven* ally

this programgene rated revenue al]lh. *otel one half the operating

bu get. Theae levela of aupport. houuvet, take four to flvo pears
to develop.

The present fourth year nedical e*tool ofur lagS In Utchorepe
should be eapanded to an eotlie year*# m rltola with a tarpeled
opening date of July. 1911. This can be accenpllehed without new
construction with en operating budget of arrroalnately $790,000 per
year.

hepot lat lona should be opened with the haiverelty of Washington to
Increase the nunher of Aleakana ednltied to tho UAItl Progran with a
targat of 1§ slots In Septenber IW). Inrrenontal coat Would ho
epprwalnetely $10,000 In MOi. $00,000 In nrt§, SUO.000 In fm .
$700,000 In fT17 end thereafter.

The (Mverelty'e health research base should ha strengthened. An



An Initial atap would be tha adoption of tha U.S. Cantor for Dlaaaaa
Control laboratory in Anchorage  Thla would coat approxlaatoly
$600,000 par year.

Pina*ly, tha davalopaent of a nedical achool should not ba paralttad
to acllpaa tha naad for aora aodast haalth paraonnel training and
raaaarch needs outlined in previously aubaittad natarlala.
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Planning for Graduate Medical
Education, An Institutional Effort

byJohn D. Chase. MO., and RogerA Rosenblatt. M.D.

t

Ifeconomics ii known u (hadiimal science, health
manpower planning defies polite characterization. Al-
though economists rarely achieve consensus—and are
rarely nght—money, the subject of their discourse,
commands our rapt attention. Trying lo determine the
appropriate mix of various types of health manpower
Eertonnr‘ is lo entera morass where you are unlikely to

ert%ht tnd will certainly o1. be loved. -

he University of Washington School of Medicine
hat undertaken an effort to determine which physician
SEemaInes are most likely to be needed in the years
anead by the four stala area: Washington. Alaska. Mon-
tanaand Idaho * Theoretically, by first determining the
optimal mix of physician man, <wer and then contrast-
ing this Ideal slate with Ihe current and projected sup-
ply of physicians, we should bt able to determine the
existing deficits and surpluses of physicians by their re-
spective specialties Since the School of Medicine has
under Us jurisdiction more than 600 residency and fel-
lowship trainin% positions, ideally It could shape the
future supply of postgraduate educational opportuni-
sm lo maids the demonstrated needs. _
~Unfortunately, although the progression of physi-
cians from medical school thnngh residency, post-
paduate training and inlo practice may have some of

VteodUfevc™ <*r*gnand tuatacatanatyvt ptondrd by Ms
Jantda Abumt

the linear aspects of a stochastic chemical reaction, the
rescmblanco is tenuous. Furthermore® while the theo-
retical process for predlctmﬁ future _mani)ower require-
ments Is straightforward, the individual steps in this
deceptively simple equation are fraught with impreci-
sion. In its most skeletal form, tho problem can be stated
as follows: (1) Determine tho amount of health services
required by « defined pojml.ition; (22 Determine the op-
timal mixture of various types of health personnel
needed lo provide services to tho population; FS) Project
lhe future chat ;e in jiopulation demography, and from
this determine tho numbers of various tﬁpes of health
professionals that will be required. Some have then sug-
gested that by manipulating the educational, licensing
and reimbursement systems tho future supply can tho:l
be brought into (lemony with the future need. '

This rather pristine projection founders immedi-
ately on the concept of need. There does not exist, un-
ortunatrly, an Avogadro's number describing the num-
ber of physicians required to provide health care to m
?lven population. Need is a relative concept, and it is
mpossible lo reduce need to an absolute measure. All
one can do It describe lhe assumptions used in deter-
mining the yardstick and proceed me there.

Or Chate u auoctale dean lor cincal altan and protestor ol
rrmdt*w Or Rosenblattn d*oclot ot 9» retoatch section and
annum tv& etw o!ta/ndymecUcne



The previous paper has described the methodologi-
cal tools available to the health manpower planner. The
crux of the issue revolves around the determination of
the number and type of health professionals needed to
care for a population of known size and demographic
composition. This issue itself has two major compo-
nents: first determining the number of encounters with
the health care profession that will, or should, be gener-
ated by the population under discussion, and then par-
titioning these encounters among the wide variety of
health professionals who minister to the public, often
preferring services that overlap. Both components of
thisconundrum require that value judgements be made,
and it is essential that these value judgements be made
explicit in order to evaluate the recommendations that
emerge.

However, as muddy as the problem may appear to
those familiar with the more precise biomedical world,
itisboth the responsibility and privilege of the medical
school to delve into these perilous waters. To abstain
from attempts to determine and influence the future
medical manpower of Ihe region we serve is to accept as
correct the highly arbitrary interplay of external forces
that determines the distribution of specialty training
opportunities in our facilities. Our clinical and educa-
tional facilities are limited, and it only makes sense to
harness the efforts of our diverse and decentralized fac-
ulty and clinical institutions to train physicians who
are both capable and willing to fill the real needs of the
people they serve. Moreover, national policy is moving
rapidly towards increased central control over the pro-
duction of various physician specialists, both through
inducements to provide training slots and by attempt-
ing. with less success, to change tho reward system en-
capsulated in the mechanism of third-party reimburse-
ment. just as WAMI has demonstrated lhe ability of this
medical school to create a decentralized regional sys-
tem of moci al education, the school should grapple
with the difficult but important task of helping to deter-
mine into which specialties our students will flow as
they complete postgraduate training and enter practice.

In light of theso considerations, Dean Robert L. Van
Citters appointed a Graduate Medical Education Advi-
sor) Committee to examine the issue of residency train-
ing in the WAM1I area and to make recommendations as
It possible changes in the residency mix. after deter-
m 'ting as best as possible Iha future need for physi-
cians in the WAMI area. This paper draws upon early
work and presents same of tho statistical information
from which the eventual recommendations will be
drawn.

S lates an d W A M

The number of medical schools and medical slu-
drnts has expanded rapidly in the last two decades: the
growth in student positions is now being reflected in a
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growing number of practicing physicians, both in abso-
lute numbers and numbers relative to the population
they serve. From 1963 to 1976, the number of licensed
physicians in the United States expanded from 276.000
t0 409,446: during this period, the University of Wash-
ington doubled its class size, largely through the cre-
ation in 1969 of the WAMI Program in regionalized
medical education. Available residency positions have
grown apace, and the University of Washington Affili-
ated residency positions have grown from 140 in 1960
to 500 at present.

Tho most pronounced growth has occurred in the
disciplines of family medicine, internal medicine and
pediatrics, the so-called primary care specialties. As
depicted in Figure 1. all the specialties have shown
some growth during the decade from 1968 to 1978, but
primary care residency slots have more than doubled.
This growth pattern can be attributed to the creation of
the discipline of family medicine and increasing em-
phasis in general medicine and pediatrics—a deliberate
societal and professional response to he widespread
perception that many people lacked access to personal
health care in aneraof growing subspecialization.

Although this increase in tho availability of pri-
mary care residency opportunities demonstrates the
responsiveness of the School of Medicine to needs arti-
culated both by the public and by the profession, it is
difficult to determine the extent to which these modifi-
cations have been successful in meeting the needs of
the region. Moreover, no yardstick exists for determin-
ing further changes. The purpose of this paper is to at-
tempt to estimate future requirements for tho primary
physician specialties, and compare these estimates
with the current supply of physicians by specialty in
eachol the WAM I states.



The Advisory Committee formulated a set of as-

sumptions in order to make the scope of the problem

manageable. Although the assumptions are of them-

selves controversial, they at least allow one to proceed.
The most significant assumptions were: (1) The fee-for-
scrvice system will continue to be the major vehicle by

which people obtain medical care; (2) The use of physi-

cian extenders and physician surrogates will not have a
major impact on the number of physicians required: (3)
Although major technological changes may either in-
crease or decrease the public's demands for physicians,
such factors will be ignored for the purposes of this
study; (4) In addition to the commitment of the School
of Medicine to assure an adequate supply and appropri-
ate mix of physicians for the WAMI population, the
school also has an obligation to provide adequate
graduate training opportunities for local students grad-
uating from our medical school. In actuality, although
these assumptions may themselves be arguable, they
had relatively little impact on the process of comparing
needs and supply which is described below.

Health manpower planning is exquisitely sensitive
to the data sources used. There is no shortage of data
ovailable to project both the supply and demand sides
of the manpower equation; unfortunately, the sources
of data are multiple and at times contradictory, o clear
indication of the general theoretical murkiness with
which the field is afflicted. However, in order to under-
stand the figures presented here, it is necessary to have
at least a passing acquaintance with the data sources
themselvos.

Data on population are provided most accurately
by the decennial census—current lawsuits notwith-
standing. Since the 1DR0 census data are not available at
the time of this writing, wc have used the most recent
population projections goncratcd either by the states
themselves or by the Census llureau. The population of
the WAMI area is growing rapidly, chicfly because of
lhe influx of people into the state of Washington. Figure
2 graphically depicts the population projections for
ear.’, ot the WAMI stales.

Physician population has also grown, and grown
more rapidly in the WAMI states than the population
itself; this Is reflected in Figure 3 which presents the
p.ijjulation-to-physician ratio for each of the states and
for the country asa whole. The source of the data is the
American Medical Association, which despite a built-
in reporting lag. has probably the best existing data sys-
tem for tracking physician supply. It should bn noted
that the figures exclude federal physicians but include
physicians in training, since, in 1'J77.12.8 percent of all
nun-federal physicians in Washington were in training
In-addition, since many ol these training positions were
created relatively recently, the rapid fall in the popula-
tion -In-physician ratio in Washington is somewhat
overstated. All ol the WAMI states have fewer physi-
cians per thousand population than does the nation 0s a
whole: Washington tanks 14th among the states by

Actual and Projected Population

for WAMI States (1960-2000)
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population-to-physician ratio, while Alaska, Montana,
and ldaho are 46th, 38th, and 48th respectively.

Table 1 presents the distribution of physidans by
specialty in the WAM I states with respect to the popu-
lations they serve and compares these figures to those
prevailing in the nation as a whole. The figures for
Washington closely resemble the national figures: 39
percent of the physicians are in the three major primary
care disciplines, with the majority of physicians in nar-
rower medical, surgical or ancillary subspecialties. The
pattern is similarfor each of the other states, except that
the aggregate supply of physicians relative to popula-
tion is significantly smaller.

Itis clearfrom these figures that the medical profes-
sion in the United States consists predominantly of
non-primary care specialists and of subspecialists. This
finding is particularly striking when one considers tho
recent trends in the supply of the major primary care
disciplines. The number of general and family practi-
tioners has fallen from 30 percent of all physicians in
196P to 15 percent in 1977 during a period where total

numbers of physicians increased rapidly, a trend re-

flected in the statistics for the Northwest. During this
same period, there has been an appreciable increase in
both the number of general internists and pediatricians
with respect to the population, although not sufficient
to balance the overall total loss of primary caro physi-
cians available to the public. Given a national goal that
50 percent of all graduating physicians will enter the

primary care disciplines of family medicine, general in-

terna] medicine, and pediatrics, the available statistics
would indicate that in the country at large—and in tho
WAMI states in particular—wc are short of the goal. In
addition, wc must take into consideration the age of
those physicians currently in practice. Today's nr ive
general and family practitioners arc far the most part
members of an aging cohort of physicians who bogan

practice in the 1940s. Tho avorago ago of family physi-
cians in the WAM I area isabout S3 years, and a substan-

tial number of those currently practicing will be lost to
death or retirement over the next decade. In the some
area, the average ago of internists and pediatricians is

«f.

D e term i inog thoe Foutuo e N eeds Fooor

Pohoy s icoiaans in thoe W oA M Are a

While our data as to the current supply of physi-
cians nro quite adequate, our tools for projecting and
quantifying Inc need for different categories of physi-
cians are quite imprecise. Data sources are plentiful, but
the interpretation of those data sources is extremely
sensitive to the assumptions made about how medical
cote is provided. We can ascertain with some precision
lhe number of people in the population who will have
myocardial infarctions during the coming year:wrhave

WsihngtonV fldoa VrXumo$8 1
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Table 1

Non-Federa! Physicians in Direct Patient Care

' MDs/100.000 Population/1977

EEEIY

1
All Primary Care

GP/FP
Internal Medicine
Pediatrics

TOTAL oo

Surgical Specialties
Genera) Surgery
OB/Gyn
Neurosurgery
Ophthalmology
Orthopedics
Otolaryngology
Plaslic Surgery
Colon/Rectal

- Ihorae>c Surgery

Urology
TOTAL

Medical Specialties
Dermatology

Pcd Al and Card
Cardiovascular

Allother Ini Med Subspec.

Neurology
Psychialry
Phys/Renahé& Other

TOTAL

Ancillary
Anesthesiology
Paihology
Radology

TOTAL

Poputit'on 197J. US. PIC50000C>, Wjihmaion. 3,527000.

Washington Alaska Montana Idaho U S.

319
195
8.2

59.6

120
92
16
55
66
29
12
02
07
34

433

22
03

27 m

26
18

I0C t .

90
292

79
44

78
201

267 294
129 125
62 56
458 475
82 106
6.7 66
08 12
39 - 46
0 61
28 23
08 07
00 00
02" -05
1 32
321 358
00 19
00 03
06 15
20 16
109
53 41
65 35
155 138
25 49
25 30
42 69
92 154

AL X 355.900. Montjnj, 754600, ktoho. fi3] IV

315
94
45

454

91
61
08
46
53
16
08
00
OI
2]
316

13
01
18
12
to
29
37

120

28
25
57

110

241
%1
96

57.8

137
100
15
5.1
53
2.5
11
03
09
31

433

21
04
21
35
i
106
18

288

58
44

13
175



much more difficulty determining what kind of physi-
cians should take care of them or what proportion of the
physician's time will be spent in this endeavor. Yet
when reduced to its element, that is the problem that
we must deal with if we are to make any meaningful
projection about manpower needs.

The simplest way to determine the future need for
Physmans IS to derive a population-to-physician ratio
or each specialty discipline and apply this ratio to the
projected total population for the time period in ques-
tion. There are several sources for such a ratio. One of
the most used is that developed by Medical Economics
and published in that magazine in 1973. These stan-
dards are professionally derived, a numerical con-
sensus among Leallh providers stating what the optimal
level of physic an supply should be to assure optimal
health care. Th advantage of this approach is its rela-
tive simplicity; onco consensus has been hammered out
among the participants, projecting future supply is
quito st_ralﬂhtfprward. The disadvantage of the ap-
proach is that it tends to enshrine current patterns of
care delivery since the professionals involved in tho ef-
fort tend to start from a base of their own world outlook
and experience. One can also question whether health
professionals themselves ore sufficlen' dispassionate
about the future of their respective disciplines to pro-
duce numbers hased on logic rather than emotion or
self-interest, Partlglpatln%m such exercises helps Ehy-
sicians state explicitly their expectations about how
health care should be provided but offers us relatively
little in tho way of assistance in the determination of
actual future need for physicians' services. The recently
released estimates mado by the Graduate Medical Edu-
cation National Advisory Council (GMENAC) used a
modification of this approach. Their "adjusted needs
model” used a population-hased estimate of medical
need, submitted to professional review and judgement
at several steps in the process

Tho DomiititIT Itiliz.ition Model

to our pluralistic medical system—a sometimes
lcwildrring hybrid ol private fee-for-servicn medicine,
numerous third-party insurers, and overlapping fed-
eral. state, and local agencies—it Is useful to look at
vli.it care peo;;le seek as an index to what care should
be provided. Two basic data sources indicate which
physician's ‘erviccs jwople actually use. The firs. . lhe
National Ambulatory Medical Care Survey (NAMCS%,
an actual random sampling of wh.d happens in the of-
fices of private practice, fee for-service physicians.
NAMCS provides Information an the demographic
b.cakdown of patirnls seeking medical care, the
Ilinesses prompting patient visits, as well as the work-
bad and productivity of various types of physicians. It
it, 0nly a partial picture, however. because It Ignores
h sspital practice and does not account (or the teaching.

1

administrative, and research activities of Ehysicians. It
also excludes the increasingly large number of ﬁhysi-
cians working in organize set_tln?s such as health
maintenance organizations, public Institutions, or oc-
cupational clinics. Extrapolating from the NAMCS data
alone serlous!?/ understates the number of physicians
needed to fulfill their multiple societal roles.

The second major national source of data about
health carc utilization comes from the Health Interview
Survey (HIS). HIS collects its information from a ran-
dom sample of tire population—not only that segment
of the population (hat uses phrsm[ans—and thus pro-
vides @ much more accurate reflection of the actual ill-
ness experience of the population, as well as another
method of gauging tho utilization of health servir
likely to be a better reflection of the actual utiliz
health services—since it collects Information f
ticnts who use physicians who work in all Unc .
tings—and gives us some way to begin to assesl |-
groc of unmet need. Information from the HIS *urvcy
Indicates that IS percent of all illnesses deemed to be
medically serious by the respondent are never trcatod;
SO percent of all ilinesses never result tn physician con-
sultation. It is important to recognize that segments of
our population do not receive ao'ec+>* medical caro
because of a variety of barriars Including poverty, cul-
tural disparities, and an inadequate supply of ﬁhysr
cians In somo rural and inner-city locations. Although
mqreasmﬁ the oggrogato supply of physicians will not
of itself eliminate these barriers, projections of the num-
ber and tyEes of physicians who should be produced
ought to take account of these unmet needs.

- Some verY Interesting Information a rut the reh
tivo p uductivlly of different types of physicians comes
from comparing tha utilization data gleaned front the
Health Interview Surveg with thn actual relative supply
of physicians. Although general and family physicians
had dwindled to IS percent of physicians by 1977, the
Health Interview Survey showed that SI percent of all
thsmlan visits in that year were to physicians identi-
ied by Ihe respondent as G P/F.P.; in contrast, general
Internists, whose nnmlvrs have been growmgI slowly
over thn last two decailm and who now nationally com-
prise 14 percent of all physicians, accounted for only 11
percent of pa’irnt visits, tlowever, it is not at all certain
that patients can nuko a dear cut and accurate identifi-
cation of their physician's specially using identical
terms It is also noted tliat the data Indicate a higher rate
of hospital visits for the internists, and a greater fre-
quency of care of the critically ill. These observations
msy in part explain this apparent wide variation In pro-
ductivity. llut it Is very cleat that the fiscal and numeri-
cal cDfuequrncns of matifiower ﬁlar)n_mg will be h|?hly
dependent nn whether family physicians or general in-
ternists assume the majority of care for adult patients,
rarputhelically, pediatricians represent about five per-
cent of ell physicians and deliver about ten percent of



all patient visits. Table 2 adapts tho HIS utilization
data to tho WAMI states and projects the number of
physicians needed in tho three major primary care cate-
gones for 1980.1990, and 2000, using our hest current
ata on polpulanon trends and adjusting the require-
ment to reflect needed time for hospital visits, practice
management and other non-direct patient care require-
ments of practice. The technique used to calculate the
number of physicians needed is relatively straightfor-

ward. The poPuIation is broken down into segments by
or each demographic “slice," the number

age and sex;

Estimalec Requirements for Primary Care
Physdans for the WAMI States
Using a Demand/Utilization Approach
(Based cn the Health Interview Survey)

General/
Family — General o
Physicians Intemis's Peculricians

WAS-tINGTON ‘

1980 Xr. . 2038 616 179

1990 2.426 984 220

2000 2.700 1.124 248
'Currerv Soppty (1976) ~ 1.043 535 248
ALASKA

1980 202 1 35

1990 243 90 41

2000 275 104 41
*Current Sw.rpty (1978) 132 37 » .
MONTANA "
1940 419 168 63

1990 476 196 64

5000 S29 224 66
'‘Cooeol Supply (19TB) 223 96 44
IDAHO

198G 474 , 162 .75

two 581 * 722 84

9000 839 276 97 >
*Cunenl Stagey (1978) 236 74 36

‘figures mckKVorWyiAc* wlhotf HI bated/y>ysruU rtt

of visits peryear to each kind of physician is calculated
from the survey data. Since we know the population
pyramid for tho WAMI states, we can sum up the ex-
pected utilization for each of the specialties and then
divide the figure by the respective productivity of each
kind of physician, i.e., the number of actual patient vis-
its seen per year for each specialty. The result gives us
the number of physicians needed to care for our grow-
ing population in the future, based on current patterns
of utilization by pationts and the maintenance of the
status quo in the woy medical services are delivered.

The data give us somo insight into where the major
dls "arities exist between the curreut supply of physi-
cians and that which is needed to tako care of patient
load* given tho current level and pattern of patient de-
mand for physician services. There Is a continuing and
sizeable deficiency of primary caro physicians who arc
occupied in direct patient care in all four states, with
the exception of podiatricians in the state of Washing-
ton. Using this method as nppliod to tho four-state area,
we should almost doublo the number of general and
lamtly physicians and general internists, and have half
*gain thenumbor of pediatricians.

It is important to noto tho! these numbers are very
sensitive to lhe data sourca used; using date from the
Notional Ambulatory Medical Care Survey gives much
lower numbers in all categories for the number of physi-
cians required. Howes or, we consider that the Health
Interview Survey data, which rctognlzo tho existence of
sites of practice beyond private offices, reflect much
more completely and accurately the actual behavior of
the entire population. Thus we favor using this data in
calculating physician need based on current patterns of
utilization.

The major flaw in the demand approach to man-
power planning is that it perpetuates past solutions to
the problems of medical rare delivery. It does not do-
scribe an Idealorevrn necessarily advsireablo model. If
Urge segments ol the population currently do not re-
ceive car* because of an in dequatn supply of the spe-
cific physician specialty, these inequities wifi persist if
we use lhe demand model.

Kstablisliin® norms for medical care it a difficult
proposition, however. How much mod' ulcar* do *w
pin need* Which health services make a differed in
helplug people achieve an optimal iteto of well being?
And once wo have determined that Ideal level of ser-
vices. who should deliver them? These are very Impor-
tant questions, and it is both appropriate and essential
that we ask them. However, unlike the more pristine
world ol the physical sciences, there are no preordained
physical constant* waiting lo be discovered. Health ser-
vices research, as a field of quantitative scholarly en-



deavor, is much too primitive a science to give uncqui-
vocal results to these fundamental 3uestio_ns.
Ultimately, our opinions and our values will determine
the framework in which these questions are asked and
answered.

~As partof this attempt to project the need for physi-
cians, a measure was developed which has been termed
"treated health needs." This method allows us to com-
bine the most useful elements of the NAMCS and the
HIS data bases. From NAMCS. we are able to determine
what physicians usually do for a particular illness, e.g.,
how many times the pat ent is seen in the office setting.
From the HIS surve?/, wa have a fairly accurate idea of
the distribution of ilinPises and complaints 4n the gen
cral population. By nr iding these two data sources, we
axe able to detcrmhe the number of physician visits
that would be gerjrated if people sought medical atten-
tion for all conditions which usually result in physician
consultation. By allocating those visits among the three
major primary cau specialties according to thoir cur-
rent market shares and dividing by their relativo pro-

jctivity. one can derive an estimate of the number of
pnysicians "needed" to adequately attend lo the full
range of illnesses reported br tho general population.
Thglse figures for tho WAMI stotes are presented in
Tably 3.

It is evident that determining optimal physician
supply basnd on somo estimate of "need” producos
much higher figures than projecting numbers based on
current level rf utilization. A certain amount of skepti-
cism is more likely in order. Although there are un-
doubtedly segments of tho population who would be
better off if they went to physicians more frequently,
there probably are other segments of tho population
who would benefit from a little more distance from the
medical establishment. Perhaps of more significance to
tho School of Medicine is that at this moment it Is really
immaterial which method Is used if tho point of tho ex-
creiso is to determine which categories arc deficient and
which are in surplus. Although tha ratios varv. tho con-
clusions ore very much the same for tho demand model
ond for the needs model. Primary care physicians con-
tinue o be needed inappreciable numbers.

The University of Washington School of Medicine,
through tint WAMI program and its network of affiliated
postgraduate training programs, is having a direct ond
Increasing impact on the number and type of physi-
cians that practice in Ihe states of Wasl ington, Alaska,
Montana, and Idaho. Although physicion migration is
an important factor in practice location, an institution
with some measure of control over more than 600 post-
graduate training positions should be able to influence
the mix and distribution of physicians practicing in this

area. Since the school exists primarily to serve the med-
ical care needs of the people of this region, it is our re-
sponsibility to tailor our training opportunities to the
needs of the population.

This preliminary effort to project the needs for pri-
mary care physicians in the WAM | area over the next 20
years is the first steE in developing the data base that
will enable us to make deliberate choices about how we
channel our resources. We have started with the d!-d-
plines of fa_m|I>6 medicine, general internal medicine,
and pediatrics because this group accounts for nearly

Table 3

Estimated Requirements for Primary Care
Physicians for the WAMI States
Using a "Needs” Approach

General/

Family_ General o

Physicians Internists Pediatricians
WASHINGTON .
1980 3.139 692 307
1090 3734 . 808 312
2000 4.813 940 397
‘Current Supply (1970) 1,043 535 248
ALASKA
1980 336 59 Y
1990 3Pn 10 82
2000 430 m 86

‘Current Supply (1978) 102 37 23
MONTANA

1980 045 147 139
1990 102, 168 142
2000 804 185 146
‘Current Supply (1978) 225 96 44
IDAHO e
1980 641 130 135
1990 793 161 142
2000 954 195 182

‘Current Supply (1978) 255 14 35

'FiguresmcMc only ollice mnd hospital based physicians



three-quarters of all patient visits, yet represents a mi-
nority of the physician population. Itis the genoral con-
sensus of the major professional organisations and the
public in general that the public will be served best by
augmenting the ranks of primary care physicians. There
is less consensus about which of the primary care disci-
plines deserves the most attention.

In the exercise described above, national surveys of
office-hased physicians and studies of the way in which
the general population used medical resources were
used to project the requirements for primary care physi-
cians in the WAMI states over the next two decades.
These projections assume that the patterns by which

medical care is now being delivered will remain rela-

tively stable and that population growth will continue.
It is interesting to note that it is really unimportant
whether current demand orassumed need is used as the

benchmark by which to determine future physician re-
quirements. Although the magnitudo of the results dif-

fers, both methods predict continued large deficits for

primary care physicians in the four-state area. The cur-

rent supply of office- and hospital-based pediatricians
appears to be adequate in Washington, but inadequate
in ldaho, Montana and Alaska.

Tho School of Medicine has already initiatod sig-

nificant new programs thatwill have an impact on those

situations. The creation of the Family Physician Path-

way in 1968 and the creation of a network of family
medicine residencies over the subsequent decade have
greatly increased the number of students selecting ond
the number of residents completing training in family
medicine. The more recent creation of primary care
tracks in internal mcdicino and pediatrics has increased

the sizes of both these residency pools and is channel-
ing increasing numbers of students into generalist ca-

reers. Preliminary' re tilts show that the graduates of
these programs tend to remain in tho WAMI area;
whether the production is sufficient to meet the need
will await further data. It is obvious that this planning
effort is in its infancy. We have not even dealt here with
the numerous subspecialty training programs and the
requirements for the graduates of their programs in our
region.
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It is extremeIY difficult to change the patterns and
proportional efforts of Post%raduate training. Our cur-
rent residency' and postdoctoral progirams are the cre-
ation of years of work by dedicated clinicians, teachers
and researchers. Clinical services are often predicated
on adequate houscstaff in certain disciplines. Medical
school teaching is_performed largely in the clinical
years by residents. To perturb this sytem is to intrude

qround hallowed by tradition. Change will not come
easl

gut change is necessary, and much is to be ?alned
by ﬂeneratmg that change from within the instifution
Rather than being saddled with arbltrarY dictates from
ex?emal forces, we have the opportunity to mold our
own destiny. We should continue to develop the best
data and the best tools so that we can do it in as rational
and dispassionate a manner as possible.

ADDITIONAL READING

AP °Hmj%’r§29r8“ﬁ 30 E%?Pméﬁi %fTH'Z (i E%‘SQEW“ e
ﬁf; l{ Heath Sei ﬁe H? 3& ns r%Eﬂcrﬁsonnm|n|strat|R
escribes [he newly ev vm % f réllmarycare ng%rm: sses
t evarletyo approachesto raining phy: Icians int |sarealf

9 grnod lJJ%PveeSrﬂLWl Clr%?cga ghﬁgund E%Eeosle%?r%
stu physician manpower requ emen

Men nhaII R C.. Girard. Rogor A ; and Ab[ah mson, t
by il S S e OB S
P“ﬁ“?mnﬁh%" éﬁﬂig%” o “a".'(;%ndkﬁtvh%rfay ﬁ%“n’%.m
cal student car er ch olce te é‘ips alto: curriculurh change at
the U nnf]ers%y as ingt 240 17 17-1741, EA es W
t| noft anfest alI ove occurre |11| e\%ist as mf (%

educational strycture o the&J Iversity ol Washington School o

(l)v'egrgz ﬂ%h%ngs udz'eWtD%Ct Inal thishas had on residency choices

hwarz R eriment in regional medical
catmn%/ W ((A 1335] %ﬁ Qn artmL gone ot tir
arc Itects oqram hat eview: tho r t|onfae an%

?ﬁ%“ﬁ‘ﬁ%&%%&ﬁ%M%%ﬁ%%onsé% OGPl parto






ooooooooooooooooooooooooooooo

BACKGROUND

Alaska is ‘he major marine state in the US. No other state has as great a proportion of
the continental shelf or coastline, and none has as big a stake in its marine resources. The
Institute of Marine Science is dedicated to providing a comprehensive marine program for
Alaska. Its role and impact must be statewide, even though administratively, th centra’ offices
and facult* arc attached to the Fairbanks campus. This has worked out well, and with state
and federal help, we have become one of the leading marine institutions in the country.

Hie Seward Marine Center is the coastal arm of the Institute. Long range plans call for
three major functions there. 1) Marine research, especial!) in marine biology, 2) home port for
the o.-canographic research vesscl(s). and 3) marine education. The first two functions are
accomplished, with the laboratory" facilities in constant use and the R/V Alpha Helix docked,
when In port, at our own pier. Some work isstill required there, but at present our priority is
to gci the third function underway.

THIS REQUEST

~ We are requesting the funding for Phase Il of the construction of i marine education
facility. Phase 1is proceeding very well and will open this summer. It contains the rudiments of
the basic needs; i.e., auditorium, display area, reception area.

WHAT WILL PHASE Il ADD?

Class laboratory space isan important ﬁart of the Phase I1. as well os wet aquariur space,
some office g>ace and a seminar room. Although we can begin the education and extension
program with Phase |. and plan to do so this summer. Phase Il would enable us to do a complete
job. In fact, it will allow us to address all our major functions, and Alaska will liave a compre-
hensive marine program. With the developing and excellent fisheries program in Juneau, our
oceanograghlc J)rogr_am and these new  Seward facilities. Alaska will have the minimum essential
university-based marine program.

HOW WILL FT BE USED’

Education programs of all types will Ire accommodated and developed. Examples are:
short courses for various audiences, grade school to high school; school teacher credit courses;
*'retreading™ courses for professionals, public programs and lectures in the summer;extension,
(t:)om][?unidty college courses; seminars and workshops. Summer university credit courses will also

e offered.



COMMITTEE REPORT

SENATE
FURTHER: Finance
1/7il1/U2
Date: 31V =2-
Mr. President:
HEALTH/ EDUCATION AND
The Committee on has had SB 617

aai.ing special approp-i*Linns to the University of Alaska for various
capital projects

under consideration and (a majority of the committee) (the committee)
reports it back with the following recommendations:

1 do pass ( ] do not pass

do pass with attached amendments(s)

1 same title

replace with CS for J new title

and recommends

/ "D attaches a "Letter of Intent"” ( 1 New Fiscal Note

reports it hack without recommendation

1 referred to the Committee
MEMBERS SIGNING MEMBERS HAVING
)0 PASS OTHER RECOMMENDATIONS
"CHAIRMAN

S 60 (Rev. 12/78)
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Parking

12 Car

Proposed Mouting Units

Troll

Native Plant Area

Existing Steep Slope — r— —
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Two Story
laboratory

Parking
36 Card

Washington Stroot

Mound'

Service
Yard

Parking
76 Car

C*lIpark

NEXxisting Tree*

Scale 1'-40'

North
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Coniferous Troo

Largo Shrub
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December 10, 1980

VIl SPACE RE HIREMENTS

Marine Education Center*
[1ES-80cwy
SUIMRY SHEET
Room Ho. Space Phase Ket SF oCC
oL Auditorium 1 1892 100
0? exhibits | 1500 100
03 Office 1 128 1
W ffice. % 12 1
05 ece,p_non 200 3
(o Aguarium 2 1500 100
07 PreE Room 2 716 |
08 Glassroom ) 1144 38
09 [IDr*ry/S<ry, 2 1296
10 Manager Office 2 150 1
1 Secrétary Office 2 100 1
TOTAL HET /ssiweie SPACE* 8798 Sf
12 Storage 2 50 0
ﬁ e S B
15 | 16 Restrocm %Janitor T 488 0
1/ loading Cock 2 488 0
18 Mechanical Room 1 4
m total w: m assignable 387
SPACE* 1576
. Tout ne * 112 10.37A
C|rculat}o 6 fg(ﬁ&f) 112 1,556
Malls 9ST  RSfe 1 A2 516
iotai Niaiiut sjt 12 aas
PHASE | y/AvAJUftt iDUJI* 5.343
e || S A



PRINCE WILLIAW SOUND COMMUNITY COLLEGE

PO 00»590
VoKItt Aloihe 99666

January 6# 1961

Senator Jay Kerttula
v
Juneau. Alaska 99611

Dear Sanator Kerttula,

Thank you for your letter of December 7th regarding the 6enete*e list of
basqc %eed* for each regEon ang cosm n{ty wﬂﬁlrn Aqasﬂa.

Our sayor need :%} Prince Millie* bound Cce nlﬁy CoAIe_ e la for ?éieq*uate
closertoan ang office space. are &urrenty ouaed | Jhree, old t*
Pess lease min the State.ot Alaska. Two.of the buil |dngrs are utilised
or office and claserooe ?ct'vmes and one 1S rsed at a do mltom/.
are,th? OBE}/ él_nlversny of klaaka unit that does not have ownership of

a single building.

would certainl reciate your support for e new.rmc: caspn building.
'Ar/ﬁa University o Aﬂgﬁaa ownﬁ.gc acregpwhch IS WI'[W]H thE Cit of,V0|derg
and overlooks’ Valdes key. This location would i rtain > be the scit
sgectacu ar cawyu* setting In ﬂae state. 3 would be dellgz/hte to taka

you 0s. a tour of this property during your neat visit to Valdes,

Jay, 3 would Ilka tc with you end your fasuly a kapp; *ev Tear fro* all
of the staff at

President

Prince Milliaa hound
-own mty College

JDtftw
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PROPOSED AGRICULTURAL/CLASSROOM BUILDING

PROJECT NARRITIVE:

The total project ding of S3,800,000,00 will provide a much
needeg IaJ)sroJom {Bora [or g bunw ng Po accommorgate
eX|st|ng gr %rams In agrlcu tural smence as well as general
classroom r use by all academic programs.

Fundlngd for the proposed project will accommodate all costs to be

ncurr roject Includin construction, furnishings. and
gqlé?pmt?nt B dg3|dn an(! adm|Jn|gstrat|oon (see attached prequmary
ge
The Preliminary Project Schedule Is as follows:
Funding Approved July, 1982
Proj ec% Popgram Complete Oct%ber, 1982
hématm Design Complete December, 13?2
De3|gn Development Complete January, 19
Construction Documents Complete  March, ~ 1983
AUuEytisement for 3tds arch 133
W ,
Construction Complete Atﬁ)gust, 1984
The Preliminary space distribution 1Is as follows:
Space Net SF
A r|cultural Lab 4000
VR Laos 1200 SF ea
C assroom 0 600 SF ea
Storage 400 SF
Office Occu atlons Lab 2,000
) F Saecrlljolt gOfﬂces (1)'5 % Sl|§ ea
Storage y 300 %F
Agrlcultural Mechanics Shop VIIU0
Storaﬁe
Neldt ? _
Small Tnglne Mechanics
General _Classrooms ,
81 150 SF 2000
Admtntstratlon Office 1SO
19 ISO SF
acult
Faguity pItice, 700

TOTAL NfT ASSIGNABLE SF 1S.450
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Space Net SF
Spine Connection 3,000

Rest Rooms 800

Jani tori al 300

Mechani cal 800

Ci rcui ati on 2,300

Wall Space 1,100

TOTAL NON-ASSIGNABLE SPACE 8,300
TOTAL GROSS SF 23,750

The Agricultural/Classroom Building 1is planned to be constructed
approximately 50* to the south of and parallel to the

Library/Classroom Building currently under construction. The
Agrlcultural/Classroom Building will be constructed on two levels
and served by an elevator. The upper 1level will contain general
classrooms and offices and will be located at the same elevation
as the existing Phase I - IV classrooms. The second level,
following the natural site contours, will be located below the
general classrooms. This "lower” level will contain the labs and

shop and will have a direct southern sun exposure as required for
the agricultural labs.

The proposed facility will be constructed using a steel frame

superstructure and will have a masonry exterior enclosure. The
Interior spaces will be constructed using concrete floors and
finished w/VAT or carpet. The walls will be painted GWB on metal
studs and the celling will be a acoustical lay-in systenm. Two

sets of 600 SF classrooms will contain movable partitions to
allow them to be converted to large classrooms.

The proposed facility will be connected to the existing building
with an enclosed arcade Intersecting the glass arcade currently
under construction as part of the Library/Classroom Building.

Vehicular access will be provided for panel trucks to the 1labs
and shops as well as fire truck access.

In addition, the proposed Agricultural/Classroom Building will
require all new wutilities 1including water well, wunderground fuel
storage, electricity and sewage back pits. Additional parking Is

not anticipated.

All portions of the proposed facility will be acccssable to handi —
capped individuals.

In order to Insure the rate of fuel consumption Is kept to a
minimum, the proposed facility shall use as minimum design, stan-—
dards ASHRAE 90-75. In addition, the design consultants shall
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provide the most efficient heating, cooling and ventilation
systems possible. Further, the consultants shall consider the
most current "Stat;e-of-the-Arts"™: building design and details in
order to insure that use of renewable resources and energy costs
are kept to a minimum.

Operating expenses for the AQlicultural/Classroom Building are
anticipated to be approximately $142,500.00 per year and require
employing one additional full time janitor. No additional
faculty or staff are anticipated at this time.



MAT-SU COMMUNITY COLLEGE

PRELIMINARY PROJECT BUDGET

Total Project Income! $3,800,000.00 Direct Appropriati
Site Survey and Topo $ 8,000
Soils Study 6,000
Archi tect 250,000
Legal 3,000
Construction Testing 10,000
Moveable Equipment 194,615
Furni shi ngs 142,800
Make Ready - Move In 5,000
Telephone Installation 2,000
Art In Public Places 25,000
Admi nistrati ve 190,000
Constructi on 2,963,585

(including contingency)
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POSITION PAPER

SENATE BILL NO. 633

The "Act relating to work performed by prisoners in state institutions,"”
would effect operations and management of state institutions.

Enactment of this act would result in eliminating disputes between
staff and prisoners in reference to work assignment responsibilities. The
act would also be consistent with 7 AAC 60.400 which is titled "Prohibited
Conduct for Prisoners.”™ lender Major Infractions, paragraph b ?(15), dis—
ciplinary action may be taken against a prisoner wix> refuses to work or
participates in a work stoppage.

tThe Department supports this bill and reccnmends the following amend-
ments.

Secnon 1, 33.30.225, page 1, paragraph The last sentence in
paragraph shoA?d ho amendedpéJ readp,us ? Eﬁ'%wg ); The ;un>unt o? the
(Iqratun ent mag not exceed 513.00 a_day except in institutions where
he w? ;t) rams [ guwe prisoners to jxiy” their daily expenses For
exam he” Palmer orrectmna enter has a Work progran tliaf rei]uwes
ﬁ”é ? (5 pay or ersonal ¢lot msg shoes, hea(tjh an CO?] fort_fions
ica dental ‘expenses. The prisoners are paid a low of $.35 per hour
to a h|gh of S.RO/Ixwir,

Sect|on 33.30,225, page 1, paragraph (h) sixxild U» amended to rejui as
follows: (b) a prisoner VVIX» refuses” to work witon dinvied to Cit» S0 |HV *hp

cxirmlssioner” under é his section 1S S |sc nar lon
AL L S e s e

Section 33.30. 250 page 2 - #]Jk| a num ra h "c" to remd jis folltws:
¢) Whenever a prisoner |s no» ft Yrd an |won th bnjrs «r periods

f (nfiloymmt, Ix* slvill — confined In tix* Jall or furlouglt” facility as
direeled 1a" the* ctrmlssinner.

Ib>cierktxkd by:

Wh Jones. Jr.

ter D.
é gtl r|13 thAQJult n>rnvtions

(kite;

/ >y
I"litna (Cinie
fit nlsstotwr

Uite



Amendments SB 633

1. Page 1, line 17. Delete the last line .In this paragraph and replace with:
Theamount of the gratuity payment may not exceed $3.00 a day except
In institutions where the work programs require prisoners to pay

their daily expenses.
2. Page 2 Insert after line 22
AS 33.30.250(c) is amended to road:

(¢) Whenever the prisoner is not otployed and between the hours of
periods of employment, he shall be confined in jail or furlough facility
as directed by the ocnrol™ioncr. ((UNLESS THE COURT DIRECTS alHEFWISEY)

3. Pago 1 After line 27. Insert:
AS 33.30.250 is amended by adding a new sub section (d)

(d) Not withstanding provisions of this section, prisoners nay not be

required to participate in Correctional Industries Programs except on a
voluntary basis.



836.10.020 Alaska Statutes § 36.10.070

construction, repair, preliminary surveys, en%in,eering studies, cod-
suiting, maintenance work or any other retentici of Services neces-
sary {0 complete any given prog)ect, 9 per cent residents shall be
employed where they are available and qualified, li 10 or fewer per-
sons are employed Under the contract, then 90 per cent residents
shall be employed where they are available and qualified. In all
cases of public” works prodects, preference shall be given to_rea-
dents, § la_ch 177 SLA 1960; am § 11 ch 142 SLA 1972; am §1ch
208 SLA 1972)

Effect of amendment*, — Jht{ first ~ first Pentgnce, supstituted . "consult-
19(2. amendment substituted "gr_a ns” for o™ and Inserted “or an
p,g Itical subgivision 0 he séate. for ~ other retention of services necesur
) oLou%hs, cities and school districts”  to comﬁ) ete a? iven project
in %e Irst. sentence, , A[n. ur. reférence—"Am. Jar
The sece.id 1972 amendment, in the  Public Works and Contracts, $ 12j!

. Sec. 36.10.020. Apprentices. Apprentices must_be properly reg-
Hs&g(rﬁd apprentices in their particular craft. (§ Ic ch 177 SL

Sec. 36.10,030. Reduction of work force, When a work force is
reduced, resident workers,_except sudoerwsory personnel, shall be
terminated last. ($ Id ch 177 SLA™ 1960)

Sec. 36.10.040. Application to contracts invoking federal fundv
In a contract involving expenditure of federal aid funds, this chap-
ter may not be enforced in a manner that conflict with federal
statutes 81vmg preference to veterans or prohibiting other prefer-
%rches 109r60|scr|m|nat|ons among United States citizens. (J 2 ch 177

- Jiiv. reference —43 Am. Jur,
public Work aad Contract*, | 4.

Sec. 36.10.050." Employment of aliens.
Repealed by { 17 ch 142 SLA 1J72

itor** *»u —Tn» repeale eec- Aa. t rfntW'.<'4l Am J )
tieervtIcrtan frem T( 3, o 1'77d, sLa  Public Q/\}orkL and Contract*. || %
w3 91, 92.123.

Sec. 36.10.060. Employment of prisoners. No prisoner current|
sening sentence in a penal or correctional Institut on may be em-
ployed on a public_ works wect subject to the provisions of this
chapter. (ft 4 ch 177 SLA 1960)

Sec. 36.10.070. Unavailability of resident workers, (a)h When
resident labor is unavailable, the contractor shall inform the com-
missioner of labor of the number of additional workers needed- The
commissioner of labor shall investigate the facts and designate the

6

nuanber of nonresidents M
riod.

_ gbl When residents ot!|
in § 10 of this chapter, are
notify the commissioner of
needed. (8 5¢h 177 SLA 19|

Effect of amendment. — Th|
amendment added aubtection

.Sec. 36.10.075. Duties

sioner of labor shall promt
the provisioni of this ch
method, time and content!
this chapter and reportini
vision bg the Department!
covered by .his chapter. (§

Sec, 36.10.076. Duties of
or political subdivision of
chapter shall notify the
u - planned public’ works,
manner prescribed by the
2912)

.Sec. 36.10.080. Chapter
sions of this chapter are
works contract let after Apr]

S-o 36.10.090. Publleali-
aioner of [abor shall distrill
the state rg];overnment and
a list of the name; of pcrs]
thi* chapter. No person apj
tion. partnership or associi
est may work as a contra*,
itruction "scr.tr..* for the *
three yean from the date of

_(b) A local government
sitt). of th." chapter which
visions may he required to |
available for the project ir.
a.tion may be denied up to |
ﬁubllc school foundation irj

ead found to be in violati«
‘orfei. hit position.

(c) A perron or goverm.
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§3330.150  provation, Prisons,ana Prisoners  §33.30.250

Although the sentencing court cun modrfred on other grounds, 584 P.2d 38
recommend that the defendant be (1978).

incarcerated in a partrcular facility under " Resource allocation |s an executrve
Alaska's stathes the _ultimate resPon concern. involving, man ag/ to d dF

albilitv for the classification and thus  sions which necesSitate thnt Court ini erfer-
Blacement of prisoners in its charge has cnce be kept to a minimum. Rust v. Stale,
een vested in the Division ofCorrectrons sup, Ct Op No. 1668 (File No. 3172), 587
Rust v. State. Sup. Ct. Op. No. 1668 (File P.2d 134, on tehearing modified on other
No. 3172), 582 P.2d 134, on rehearrng grounds, 584 P.2d 38 ?197)

Sec, 33.30.150. Visitation Prrvrleges An honor prisoner with good
behavror servrn%asentenc 0T one year or more may be permitted as
a privilege and otasarr t to visit with his family at a place other
than his place of con mement and at his own exgen efora Perrod not
exceeding one week nor. more frequently than once each 6Ix months
under rutes and re I?n?ns adop tedb ythe commissioner and in nis
sole discretion. The failure oth rrsonerto return to the place of
confinement not later than thee xpira |ono aperro during which he
IS authorized to be away from t Paceo confinement Under this
section Is an up]lawful evasion under AS 11.30.093. (§ 7 ch 133 SLA
1960: am 5 4 ch 171 SLA 1976)

Eftret of amendmenta. — The 1976 repealed by | 21, ch. 116, SLA 1978. For
intendment added the second sentence present provision* concerning unlawful

Editor's notes — AS 11.30.093, evasion, sec AS 11.56.340 and” 11.56.350.
referred to at the end of the section, was

Article 3. General Provisions.

Section Section

225. Crstuity for institutional work 300. Crrme against convict in pemten.
250 Waork furlough ary

260 Rehabilitation furloughs 310 Effect of judgment of imprisonment
270 Employment of impriSaned persons In penitentiary

260 Creditfor labor while imprisoned 320 Effect of sentence to life imprison-
290 Forfeiture of property ‘upon con ment

metion and lien for fine and costs

Sec 33.30.225. Gratuity for institutional work. A prisoner not
n furjough may pot he required to Perform work other than personal
%usek epin Whrle detained or confined in a prison facility. A rrsoner
ovo artrcrpates In |nst|tut|onal Work programs is eli |be
fur a rat a ment eamountoﬁ e gratuity may not exce

a day"an |t e the same amon%al state prr on cilities for the
performance of similar wi.Ik, 124 SL

Editor's note*. — Sect-on |. el 124, date of this Act may be abolished in favor
SLA 1971. provides “No postson in the of employing a prisoner to carry out the
cUsalird service emitting on the rfhetue  responsibilities of the position.*

Sec. 1:3.30,250. Work furlough. <g Whenaperson it convicted of
a crime and Is sentenced to a prison facility, or'is imprisoned in the



