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STATE OF ALASKA 
ENERGY ASSISTANCE PROGRAM

PURPOSE: The Energy Assistance Program (EAP) is administered in Alaska by the 
Department of Health and Social Services through the Division of 
Public Assistance. The purpose of the program is t~ provide 
assistance for low-incoine households to offset the high cost of home ‘ 
heating energy.

FUNDING: The progiam is 100% federally funded with a Low Income Home 
Energy Assistance Program (LIHEAP) block grant from the U.S.
Department of Health and Human Services. Approximately 10 million 
dollars is allocated for Alaska. While the State receives almost 7
million dollars, 9 tribal organizations run their own block grant
programs with the remainder of the federal allocation. Based on the 
federal allocation method, Alaska's native organizations would not 
be able to offer comparable services to the state program.
Therefore, the State arranges for the Department of Health & Human 
Services to provide a larger share of the state's allocation to the 
tribal organizations.

ELIGIBILIi 1: Both home owners and renters (including those who pay for
heating costs as an undesignated portion of their rent) may apply
for energy assistance. Eligibility is based on the applicant's 
average gross monthly income for the last 90 days. Applicants with 
income at or below 60 percent of the 1986 median income for 
Alaska are eligible for energy assistance:

Household Size Average Gross Monthly Income
1 F~993
2 1,300
3 1,606
4 1,912
5 2,218
6 2,524

For each additional member add approximately $57

Households containing an individual receiving Aid to Families with 
Dependent Children (AFDC), food stamps, Supplemental Security Income 
(SSI), or certain income-tested VA benefits are automatically 
eligible for energy assistance benefits upon application.

Households eligible for or receiving benefits from a tribal 
organization administering a LIHEAP grant are not eligible for 
benefits under the State EAP, except where an agreement to the 
contrary exists between the State and the ..ribal organizations.

In determining eligibility the following income is included:

- All wages and salaries before taxes and deductions.
- Payments from Social Security, Unemployment Insurance,

Workmen's compensation, VA bercfits, child support, alimony, 
and pensions.



- Receipts from self-employment after operating expenses.
- Insurance or annuity payments, dividends, interest, rents or 

income from estates or trusts.
- All Public Assistance payments.

The following are not included as income in determining 
el igibility:

- All assets including checking and savings accounts.
- Resources such as house or car.
- A'aska Native Claims Settlement Act payments.
- Permanent Fund Dividend
- Alaska Longevity Bonus

BENEFITS: The benefits given to an eligible household are determined on
the basis of that family's gross monthly income, home heating costs, 
and the geographic region in which it lives. Maximum grant amounts 
vary in different regions of the state, ranging from $200 to 
$1050. EAP grants are given once per program year per household.
EAP makes payments to home heating energy suppliers on behalf 
of eligible households. Households do not have to have overdue 
bills to qualify. If the household's account are not overdue, 
credit will be established with its home heating energy supplier. 
Credit can be established for home heating payments made for fuel 
oil, natural gas, electricity, propane, wood, and other petroleum 
products used for home heating needs. When the grant is used up, 
the household's case is closed and all bills again become the 
household's responsibility.

APPLICATION PROCESS: Households seeking energy assistance must contain an Alaska
resident, and submit an application. Only one application 
may be submitted per household. Applications are sent directly 
to all households receiving Public Assistance from the State. 
Applications are also available from Public Assistance district 
offices, village fee agents, many home energy suppliers, social 
service agencies, or by contacting the EAP office. Completed 
applications should be sent to this address.

Energy Assistance Program 
P.O. Box H-07 
Juneau, AK 99811-0641 
Phone: 465-3058

Incomplete applications and those lacking adequate verification of 
income will be returned for the necessary information. Applicants 
receive notice of their eligibility decision within 30 days 
of receipt of the application in the Juneau office. Applications 
are accepted until June 30, 1987.

EMERGENCY SERVICES: EAP provides expedited service to eligible households facing
termination of energy services required for heating the home. 
Emergency service is also extended to those eligible households who 
cannot obtain home heating service due to supply shortages or 
natural disasters. Households whose service has been terminated 
after depletion of their EAP grant may be eligible for additional



benefits. Households facing these situations should contact the EAP 
office in Juneau.

STATUS REPORT: As of May 12, 1987 the EAP had processed over 9,500 grants,
providing an average grant of $490 per household. Over 10,700 
applications have been received to date. The EAP expects to receive 
up to 12,000 applications this year. The 9 tribal organizations 
will serve an additional 8,000 households in Alaska. The average 
household size served by EAP is 3.5 people. One fifth of these 
households contain an elderly member, 1/3 have a member on food 
stamps, and 1/4 have an AFDC recipient in them.

ISSUES: The program, begun in 1979, has been reauthorized by Congress for 
another 4 years. President Reagan has recommended a 35% budget 
reduction. The latest U.S. House of Representive's budget actually 
gives LIHEAP a small increase. At this time the Senate has not 
passed a budget and the proposals for LIHEAP funding vary. Last 
year we received an 8% reduction. The reductions are justified in 
part on the availability of Exxon overcharge dollars, however, it 
does not appear that the EAP will receive any of these funds in 
Alaska based on the proposed budget developed by Community and 
Regional Affairs.

Power Cost Equalization, while reducing electric bills in rural 
ar^as does not always generate a double subsidy for our clients.
The grants are based on actual fuel costs to the clients by region. 
In addition, most of our rural grantees heat with wood or stove oil, 
rather than electricity, and EAP grants go to vendors providing 
those services.
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COMMITTEE ON HEALTH. EDUCATION 
AND SOCIAL SERVICES
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JUNEAU . AK 99811 

465-3759

THE HOUSE COMMITTEE ON 
HEALTH, EDUCATION AND SOCIAL SERVICES

will conduct a

* * * STATEWIDE TELECONFERENCE * * *

Date: Friday, May 15, 1987

Time: 7:30 - 9:00 A.M. (AST)

Subject: FEDERAL BLOCK GRANTS FOR THE
DEPARTMENT OF HEALTH AND SOCIAL SERVICES

The Federal government requires, as a condition of receiving 
block grant funding, a statewide public hearing concerning the 
usage of federal funds received and expended by the State of 
Alaska.

The Department receives block grant funds in the following areas’:

Preventive Health and Social Services 
Maternal and Child Lea1th 
Alcohol, Drug Abuse and Mental Health 
Low Income Energy Assistance

More detailed information on the amounts of money for each 
category received and specific program expenditures will be 
available at local Legislative Information Offices prior to the 
hearing.

Members of the committee are: Niilo Koponen, co-chair, (D)
Fairbanks; Johnny Ellis, co-chair, (D) Anchorage; Dave Donley,
(D) Anchorage; Max F. Gruenberg, Jr., (D) Anchorage; Alyce 
Hanley, (R) Anchorage; Bill Hudson (R) Juneau; Randy Phillips (R) 
Eagle River.

THIS IS A PUBLIC HEARING. ALT, TESTIMONY IS WELCOME.

For more information, contact your local Legislative Information 
Office or call Lisa McClaren in Juneau at 465-3759 _S t i l;,..





HOUSE HESS COMMITTEE MEETING MATERIALS 

October 22, 1987

A. GENERAL HEALTH CARE MATERIALS

Separate

Alaska Comprehensive Health Care Financing Study:
Description of Policy Options. Final Report, Volumes I and
II (also known as the Batelle Study) , March 1982

In the Packet

1. "Dukakis Plan puts Spotlight on the Uninsured", State 
Health Notes, October 1987, pages 1-4.

2. Washington Newsletter. "The Nation's Health", page 4, 
Sept. 1*987, (articles: "Panels Vote Medicare/Medicaid
Changes", "House Approves Catastrophic Insurance Plan", 
"House Backs $85 Billion HHS Budget")

3. "The Right Start: A Proposal to Provide Preventative 
Health Care for All Minnesota Children", Children's 
Defense Fund, 1986

4. 9/29/87 House Research Report (Sandi Depue), "Components 
of Health Care Costs in Alaska"

5. DRAFT: "A Comparison of State Indigent Care," Division
of Planning, DHSS, April 1986

6. "The Analyst's Corner: Primary Care Case Management for
Medicaid Clients: Michigan's Response", New England
Journal of Human Services. Volume VII, Issue 2, page 33

7. Presentation Before the Council of State Governments, 
Western Legislative Conference Annual Meeting re: 
Mandated Benefits, Blue Cross and Blue Sheild, Sept. 22, 
1987

8. State Mandated Health Care Coverage Laws (enacted 
through June 1987, Office of Government Relations, State 
Services Dept., Blue Cross and Blue Sheild Association, 
August 1987



B. MATERNAL AND INFANT HEALTH CARE STATISTICS

Separate

The Health of America's Children: Maternal and Child Health
Data Book - selected portions, Children's Defense Fund, 1987

"Intergovernmental Options for Reducing Infant 
Mortality" - selected portions, proceedings from a 
conference, Sept. 13-15

In File Folder

Selected data runs from birth/death certificates - draft 
analysis/comments by Marty Dilly, AK Dept, of Health and 
Social Services, October 1987

In the Packet

1. 9/18/87 Memo from Rita Schmidt re: "Prenatal Care and
Statistics"

2. 10/12/87 House Research Memo (Mary Jennings) re:
Location of Prenatal Care Providers in Alaska

3. 9/28/87 House Research Memo (Jay Livey) re: Maternal
and Child Health Statistics for Alaska

C. MATERNAL AND INFANT HEALTH CARE MATERIALS

1. "Medicaid Eligibility for Pregnant Women: Reforms
Contained in the Sixth Omnibus Budget Reconciliation 
Act", prepared by Sara Rosenbaum, April 1987

2. 10/7/87 House Research Memo (Brad Pierce) re: Omnibus
Budget Reconciliation Act Option for Pregnant Women with 
attachment

3. Alaska's Improved Pregnancy Outcome Proj ect

4. Florida's Handicap Prevention Act of 1986

5. Washington state legislation for prenatal care

6. Letter from and to Governor Cowper re: establishment of
National Commission to Prevent Infant Mortality, Sept. 
1987

7. "Postneonatal Mortality", Barbara Starfield, Annual 
Review of Public Health. 1985



8. "The Need for Prenatal Care in the United States:
Evidence from the 1980 National Natality Survey", Family 
Planning Perspectives. May/June 1985

10. "Background Paper on Universal Maternity Care," Journal 
of Public Health Policy. Spring 1986

11. "Cuts can mean high-risk babes," news article



HOUSE HESS - HEALTH MATERIALS ON FILE

Files containing information from each Canadian 
Province, and Territory, and from the Canadian 
federal government, regarding their health 
insurance programs

Report of the Task Force on Medical Liability and 
Malpractice. U.S. DHSS, Otis Bowen, August 1987

New Hampshire HB 393 - "An Act relative to health 
insurance for part-time employees" and back-up 
material

Connecticut - Comprehensive Health Care Plan 
(statutes)

Health Care Legislative Package (as adopted by 
the 1987 Washington State Legislature)

Washington Health Care Project Commission - Final 
Report, and List of Appendices. Dec. 1986

Wisconsin State - Health Care for the Uninsured 
information

Rhode Island - Catastrophic Health Insurance 
(statutes)

Comprehensive Health Insurance for High-Risk 
Individuals - A State-bv-State Analysis. Aaron K. 
Trippler, August 1986

AETNA XTRA - A comprehensive Major Medical 
Insurance Plan

Blue Cross - Three health plans

7i Manual on Providing Effective Prenatal Care 
Program for Teens. Children's Defense Fund, 1985

Opting: A Study of Medicaid Client Need. AK 
Legislative Affairs Agency, February 1977

A Decade of Progress. Office of Disease 
Prevention and Health Promotion, Dec. 1986

Major Changes in State Medicaid and Indigent Care 
Programs . IHPP, Dec. 1986



PAGE TWO

16. "A Corporate Rx for America: Managing Runaway 
Health Costs", Joseph A. Califanco, Issues in 
Science and Technology. Spring 1986

17. What Legislators Need to Know About Long-Term 
Care Insurance. NCSL, May 1987

18. State Efforts at Health Care Cost Containment: 
1986 Update. NCSL, Dec. 1986

19. Medicaid Eligibility: New State Options. NCSL, 
Feb. 1987

20. What Legislators Need to Know About Health 
Data/Cost Information Program. NCSL, June 1986



Dukakis Plan Puts Spotlight on the Uninsured
The announcem en t  by Governor  Michael 
Dukak is  in late August  of  a bold plan to 
provide heal th  insurance for  an est imated
600,000 uninsu red  MASSA CHUSETTS resi­
dents has propel led the issue of  prov id ing  
heal th  insurance  fo r  all Americans into the 
headl ines.  Is this development  "just p residen ­
tial  politics," or does it signal  renew ed  in te r ­
est in closing some of  the gaps in the n a t ion ’s 
system of  heal th  coverage?

U n d e r  the G o vernor ’s plan, all MASSACHU­
SETTS employers would be required  to provide 
all o f  their  employees who work  a m in imum  
number  of  hours a week with heal th  insurance 
benefi ts.  It paralle ls  a measure (S 1265) 
in troduced  in Congress by Senator  E d w ard  M. 
K ennedy  (D-MA) that  would impose m in imum 
heal th  coverage requiremen ts  on employers 
th roughout  the country.

To implement  the plan, the s ta te  will  need 
an exemption  from federa l  Employee R e t i r e ­
ment  Income Securi ty  Act (ERISA) rules, which  
proh ib i t  states f rom m anda t ing  employer  in su r ­
ance coverage. I f  a waiver  is not  g ran ted  by 
January ,  1989, the s ta te  will add a surcharge 
to the unemployment  insurance tax ( technically  
considered a "contribut ion"),  to cover  the 
cost o f  insuring workers  wi thou t  employer-  
provided  coverage. Companies  that  v o lu n ta r ­
ily p rovide benefi ts  will receive tax credits.

The plan is par t  o f  a comprehensive bill 
(H 6000) tha t  addresses heal th  care  cost 
conta inmen t ,  excess hospital  capacity , creat ion  
of a new agency -- the MASSACHUSETTS 
Heal th Partners h ip  -- to manage and a r range  
for  heal th  coverage for  the unemployed who 
are  uninsu red ,  and qua l i ty  control.

While this approach  to covering uninsu red  
workers  -- who make up at  least two thirds  
of  those w i thou t  heal th  insurance in the 
co un t ry  — is not  new, it is a su f f ic ien t ly  
d i f f i c u l t  pol i tical  object ive tha t  few other  
states have at tem pted  it. Nonetheless,  many 
states have  crea ted  or are designing programs 
to achieve broader  insurance coverage, through 
d i f f e r e n t  avenues. And as the bills enacted 
this year  demons tra te ,  there  is widespread 
agreement  on the par t  of  s ta te  legislatures 
on the need to work towards the goal, even 
i f  all o f  the money needed is unavai lable .

Forces Behind the MASSACHUSETTS Plan

T h a t  MASSACHUSETTS decided it could 
a f f o r d  to take on the business groups and 
al locate  s ta te  fu nds  to cover  other  segments 
o f  the un in su red  populat ion  arises f ro m  the 
convergence  of  a unique set o f  pol it ical d e ­
velop nents. Last  November,  fo r  example, MAS­
S A C H U S E T T S  voters weighed in by a 2-1 
marg in  in fa vo r  of  a re fe rendum  -- the f i rs t  
in the nat ion  on this issue -- urging Congress 
to enac t  a na t ional  heal th  program covering 
all c i t izens and  p rovid ing  a comprehensive 
set o f  services. The s ta te is also fo r tun a te  
to have a budget  surplus  and an unemployment  
ra te  tha t  is about  h a l f  the nat ional  average.

In add i t ion ,  large businesses in MASSACHU­
SE T T S cu r ren t ly  con t r ibu te  to care for  the 
un insu red  through  increased premiums paid 
to heal th  insurers,  who must pay the surcharge 
on hospi tal  bills. These fu nds  support  the 
s ta te ’s uncompensa ted  c a re / f r ee  care pool. 
The  legislation au thori z ing  the pool is due to 
expire  October  1, 1987, however,  creat ing 
pressure to devise a new system to deal with

r



• the problems of  inequi tab le  f inancing  (as 
perceived by business interests) and access 
(as perce ived by consumer advocates).

Final ly ,  the fac t  tha t  Dukakis  is runn ing  
for  Pres ident  has helped marshal l  support  
wi th in  the s ta te fo r  his plan. All o f  these 
factors  have fueled the cu r ren t  dr ive in the 
>,gislature to act  quickly  on the Governor’s 
proposal.  Some controversial  hospital  cost 
con ta inm en t  provisions o f  the proposal  (cap­
ping increases in hospital  charges,  and cer tain 
changes in the ce r t i f i cate  o f  need (CON) 
program are encounte r ing  oppos tion from 
hospitals.  But  according to legisla :ive aides, 
that  is not  l ikely to th rea ten  the p i r t  o f  the 
plan assuring universal  health  insun  nee.

Precedent :  HAWAII’S Plan

I f  M ASSACHUSETTS succeeds in passing 
and  implemen ting  the Govern or’s proposal,  it  
will not  be the f i r s t  to manda te  universal  
employer  coverage. In 1974, the HAWAII legis­
la tu re  enacted the Prepaid Heal th  Care Act, 
wh ich  included  a s imilar  requirement  that  all 
employers provide heal th  insurance, with 
some except ions fo r  those working part-t ime. 
The law was ruled inva l id  by the U.S. Supreme 
Court  in 1981 as a violat ion of  ERISA, but  
Congress quickly  g ran ted  a waiver  in 1982, 
a l lowing the law to s tand.

Even with the law, however ,  HAWAII’S 
medical  indigency problem has not  disappeared.  
In a p re l iminary  report  issued ear l ier  this 
year  (The  Medical ly  Indigent  in HAWAII.  
J a n u a ry ,  1987) the s t a te ’s Heal th  Department  
es t imated  that  5 percen t  of  the populat ion 
u n d e r  age 65 remain  uninsured.  Those who 
are  stil l  w i thou t  coverage include: 1) low- 
income self-employed workers  an d  their  de­
pendents ,  2) wage ea rners  working  less than  
20 hours  a week fo r  more than  one employer,  
seasonal  workers,  and others who fal l  into 
the excluded  categories  o f  the Prepa id  Heal th  
Care Act  or the Medicaid program; 3) non­
work ing  spouses or ch i ldren  of  low-wage 
earners;  4) fu l l - t ime s tudents  over age 21; 
and  5) immigran ts  who do not qua l i fy  for  
publ ic assistance.

The  MASSACHUSETTS proposal  addresses 
the needs of  these groups as well as the 
unemployed  by subsidizing their  insurance 
p rem iums or purchasing  a plan for  them. 
Funds fo r  this would come from the s t a te ’s 
f ree ca r e /b a d  deb t  pool, which derives about  
S315 mill ion an n ua l ly  from surcharges on 
hospi tal  bills, and  from  general  revenues.

Financing Dilemmas

While a few other  states have expressed 
inte res t  in obta in ing  an ERISA exemption,  
most have been re luctant  to impose a d d i ­
t ional  business costs upon employers with in 
the i r  borders.

Nonetheless,  both WASH INGTON and WIS­
CONSIN have developed s tate heal th  insurance 
plans,  p roviding the work ing  un insu red  and  
the i r  famil ies  with  income-based subsidies to 
enab le  them to purchase an a f fo rd a b le  heal th  
plan. These s trategies d i f f e r  f ro m  that  in 
M ASSACHUSETTS by choosing to f i rs t  exper i ­
m ent  with  dem onst ra t ion  programs tha t  are  
more l imited in scope and have smaller  b u d ­
getary requirements .

Sources o f  f in anc ing  for  new heal th  in su r ­
ance  programs vary  widely among  the states. 
W A SH IN G TO N ’S Basic Heal th  Plan, fo r  ex am ­
ple, will subsidize the premiums for  up  to
30,000 low-income enrol lees out  of  app rox i ­
mately  $19 mil l ion in general  revenue funds  
over  the next  two years. (For  detai ls,  see 
Notes. J une  1987). In WISCONSIN, a $10 mil ­
l ion app ropr ia t ion  fo r  f ive pilot programs was 
vetoed by the Governor ,  who indica ted  tha t  
f u r t h e r  s tudy  is needed in light of  the con­
s iderable  costs o f  implement ing  the programs 
on a s ta tewide basis. E f fo r t s  are  underw ay  
to restore a t  least some of  the funds  for  the 
pilot  projects,  perhaps scaled down some­
what ,  be fore  the legis lature ad journs at  the 
end  o f  the year.

A C h i ld re n ’s Heal th  Plan recent ly  enacted 
in MINNESOTA (HB 243, Section 63, Chap te r  
403 of  1987 Laws) uses an increase in the 
cigare t te  tax  to pay for  an expanded  program 
of  preg n an cy -re la ted  and ch i ld  hea lth  serv ices  
fo r  those mak ing  less than  185 percen t  of  
the poverty level. The  s ta te  has est imated 
t h a t  when  the program is fu l ly  implemented 
in FY  1991, the expected an n ua l  cost o f  the 
p rogram will be $5.7 million. MINNESOTA 
has also developed a plan to prov ide state- 
subsidized heal th  insurance  for  the un insu red  
cal led "HealthSpan." T h e  plan is descr ibed in 
a report ,  The Chal lenge c f  Providing Financia l  
Access to Heal th  Care in MINNESOTA. Depa r t ­
m ent  of  Heal th ,  F eb ru a ry  1987.

In MAINE, lawmakers  decided to repeal a 
ca tas t ro phic  medical  expense p rogram and  
t ransfe r  an y  remain ing  funds  (a f te r  prov id ing  
f i n an c ia l  assistance to el igible residents  who 
appl ied before  June  30, 1987) along with new 
sta te  appropri at ions to a Managed Care Insur ­



ance Plan Demonstrat ion  for  un insu red  in ­
dividuals .  The program will target  low-income, 
non-Medicaid el igible indiv idua ls ,  both em­
ployed and  unemployed,  who cannot  a f f o r d  to 
purchase  insurance.  While the law does not 
specify the num ber  of  participant .; ,  it calls 
fo r  developmen t  o f  f u r t h e r  e l igibi l ity  cr i te r ia  
to keep subsidies  w i th in  the am ount  budgeted 
by the legis lature  — approximate ly  $550,000. 
A d m in is t r a t iv e  expenses o f  program develop­
men t  a re  supported  by a  gran t  f ro m  the Robert  
Wood Johnson Foundat ion' .

In o the r  states where proposals to cover 
a t  least some port ion of  the un insu red  through 
a subsidized p rem ium  arc wa i t ing  in the wings, 
the f in an c in g  issue looms as a tough hurdle.  
Many  o f  these states are  among the largest 
(e.g., CA LIFORNIA , NEW YORK and NEW 
JERSE Y ) ,  which  means tha t  the potent ia l  
cost o f  covering  care fo r  all the un insured  
is ext remely  high. In others (e.g., FLORIDA),  
the budget  canno t  meet exist ing obl igat ions, 
m uch  less any  new ones.

Common Themes

Despite the d i f fe rences  in f inanc ing ,  the 
s imila r i t ies  between the MASSA CHUSETTS 
proposal  and  those u nd er  development  in 
o the r  s ta tes  are  im por tan t  because they in ­
dica te  the beg inning  of a consensus by state 
governments  on the basic elements and  p r in ­
ciples o f  a federa l  heal th  plan gua ran teeing  
coverage fo r  all. Common themes include:

1) Concern fo r  "mainstreaming" individua ls  
into exist ing p r iva te  insurance arrangements .  
r a th e r  than  incorpora t ing  them into Med­
icaid. Th is  depart s  f ro m  the proposal  advanced  
in  recent  years to al low the work ing  uninsu red  
to ^boy-into" Medicaid.  ~

2) Creat ion  o f  a f u n d  to provide  subsidies 
fo r  low-income indiv iduals  to help cover  the 
fu l l  p rem iu m  costs o f  insurance coverage. 
Low-income is most o f ten  def ined  as those 
fami l ies  ea rn ing  below 150 percent  to 200 
percen t  o f  the federa l  poverty line. In all of 
the plans,  enrol lees arc  expected to con t r ib ­
ute  to the cost of  premiums on an abi l ity-  
to-pay, s l iding scale basis and  in many  cases, 
cost-sharing is requ i red  for  cer tain services.

3) Prefe rence  fo r  s teer ing people into managed 
prepaid  heal th  care systems, such as HMOs, 
PPOs or other  heal th  a rrangements  tha t  pro­
v ide more e f f i c ien t  del ivery of  heal th  services 
and  emphasize am bula to ry  care over  inpa t ient  
hospi tal  care.  The concept  o f  risk assumption

is also of  importance  to states concerned with 
constrain ing  their  own budgets. The choice 
to fav o r  prepaid  plans is not su rpri s ing in 
states like WASHINGTON, WISCONSIN, and  
MINNESOTA, which already  have s ign if ican t  
HMO marke t  penetrat ion.

4) Inco rpora t ion  of  heal th promotion and 
preven t ive  services into plan operat ions.  This  
is especial ly ev iden t  in programs th a t  include 
a ful l  range of  prenatal  care services fo r  
p regnant  women, including  psychosocial  and  
nu t r i t i ona l  counsel ing, heal th  educat ion,  and  
rela ted  support  services.

5) Recogni t ion of  the need to preven t  em­
ployers f rom dropping  exist ing coverage for  
the i r  workers.  This  could be ach ieved  by 
imposing taxes on employers who cancel  their  
heal th  plans — an approach th a t  s ta tes  so 
f a r  have  fai led to adopt .  Instead, the new 
plans general ly  require  tha t  new enrol lees 
p rovide evidence tha t  they have not  b cen . r  
covered by any  plan in the previous six 
months. These requ irements  do not  address  
the need to encourage employers to provide  
coverage, however,

Vo luntary  Employer H ea l th  Plans

While e f fo r t s  to m anda te  employer  coverage 
of  worker s’ heal th  insurance premiums have 
been s tymied by ERISA, several  states arc 
suppor t ing  pr ivate-sector  e f fo r t s  to encourage 
businesses to provide heal th  insurance on a 
vo lun ta ry  basis. One such plan was a u th o r ­
ized by the OREG ON legis lature this year. 
T h e  new law (HB 2594, Chap te r  691) estab­
lishes an  Insurance Pool Govern ing  Board to 
oversee a  volun ta ry  program fo r  employers 
who 1) have 25 or fe w er  employees; 2) have 
not  co n t r ib u ted  to the cost o f  heal th  insurance  
premiums in the previous two years fo r  w o rk ­
ers to be enrol led in the new program; and
3) are  wil l ing to make a min imum con t r ibu t ion  
to the p remium cost.

The  s ta te will  contrac t  with a heal th  benef i t  
plan to cover the costs of  previously un in su red  
workers  and their  famil ies,  l imited to 10,000 
individuals .  The  program was kept  small be­
cause of  uncert a in ty  about  the cost to the 
s ta te  o f  tax credi ts  to employers fo r  premiums 
paid during  the f i rs t  f ive years  of  their  p a r t i ­
c ipat ion  in the program. It remains to be 
seen i f  the tax cred i t  will provide enough 
incent ive for  small employers to par t ic ipate  
in the program. A non-prof i t  organizat ion,  
Heal thChoice,  in Port land  had been operat ing  
a s imila r  program (withou t  the benef i t  o f  a
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tax credi t )  t h a t  was not  successful  -- largely 
because small businesses f in d  it d i f f ic u l t  to 
add  new f ixed  costs when they have cash 
f low uncerta in t ies .

Meanwhile ,  the FLORIDA legislature pro­
vided s ta tu to ry  au th or i ty  this year  for  the 
Small Business Heal th  Access Corporation,  
wh ich  will pool groups of  indiv idual s  employed 
by small businesses into larger groups to 
fac i l i t a te  a p rogram  o f  a f fo rd ab le  group in su r­
ance. To par t ic ipate ,  employers cannot  have 
prov ided  or o f fe re d  heal th  insurance in the 6 
months p r ior  to Ju ly  1, 1987. In i t ia l ly  the 
p rogram wil l  operate  in one urban county 
and  in a mul t i -county  rural  site. The s ta te is 
support ing  the e f f o r t  by al lowing the corpor­
at ion  to re insure  using funds f rom  the Publ ic 
Medical Assistance T rus t  Fund.  The program 
was developed by the state Heal th  and R e ha b ­
i l i ta t ive  Services Department  with  a grant  
f rom  the Rober t  Wood Johnson Foundat ion .

Momentum or "Walt and See11?

Other  states will con t inue to ex per im en t  
with  heal th  insurance plans on a dem on s t ra ­
t ion basis but  for  now, the spotl ight  will 
r emain  on the Dukakis  plan.

It remains to be seen, however , whether  
the plan is a "fo re runner  to a nat ional  heal th  
insu rance  plan" as Dukakis  has asserted. 
T here  is a chance that  the MASSACHUSETTS 
plan will  remain  just  tha t  -- another  opt ion 
among the plura l i ty  o f  s ta te  approaches to a 
complex problem.

At the least, it has focused a t t en t ion  on 
the cr i t ical  role tha t  states play in f inanc ing  
care fo r  the uninsured.  And as the debate  
over a na t ional  heal th  insurance plan proceeds, 
the s ta tes’ collective experiences in p rovid ing  
coverage for  the uninsured  will no doub t  be 
ca re fu l ly  examined.  — Debra J.  Lipson
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Panels Vote Medicare/Medicaid Changes
Medicare paym ents to prim ary  care 

and ru ra l physicians would rise 
sharply while those to all o ther doc­
tors would be curtailed under legisla­
tion approved by a  pair of Congres­
sional committees. The legislation, 
which is p a rt of Congress’s annual 
budget reconciliation process, also 
would lim it Medicare hospital pay­
ments and broaden Medicaid coverage 
of children and pregnant women.

The House Commerce Committee 
has proposed a 6 percent increase in 
fees for prim ary care sendees. T h a tis  
nearly double the 3.2 percent increase 
in fees scheduled for Jan u ary  1. Doc­
tors serving in ru ra l areas with a 
shortage of physicians would get an­
o ther 5 percent bonus. All o ther doc­
tors would get only a  2 percen t fee 
increase in 1988. In 1989, Commerce 
would limit the increase in physician 
fees to the rise in the M edicare Eco­
nomic Index m inus 2 percentage 
points. The savings from th a t move 
would be used to allow ru ral doctors to 
bring the ir prevailing fees up to 55 
percent of the national average over a 
three-year period.

The Commerce Committee plan is in 
conflict with another m easure ap­
proved earlier by the House W ays and 
Means Committee. R ath er th a n  pro­
viding incentives for prim ary  care 
doctors, Ways and M eans is try ing  to 
a ttra c t more doctors to M edicare's 
p a rtic ip a tin g  physician  program . 
Participating physicians agree to ac­
cept Medicare assignm ent for all cases 
in the coming year. Ways and M eans 
proposes a 2 percent fee increase for 
those doctors and a  1 percent h ike for 
all others.

The two panels also are in conflict 
over reductions in paym ents for over­
priced surgical procedures. Ways and 
Means voted a 15 percent chop in pay­
ments for nine common surgical pro­
cedures including cataracts, h ea rt 
bypass, and prostate surgery. Com­
merce voted a  5 percent cut for ca ta­
ract surgeons and a 10 percen t reduc­
tion for others.

O ther provisions in the reconcili­
ation package would:

• Provide Medicare coverage of flu 
shots, special shoes for diabetics, and 
drugs taken by organ tran sp lan t pa­
tients.

• Allow states to cover pregnant 
women and young children in families

with incomes up to 185 percent of 
the national poverty line. S tates 
would have to cover children in fami­
lies below a  s ta te  poverty line.

• Require nursing  homes to have 
24-hour nursing  beginning October 
1,1990. A registered nurse would be 
on duty eight hours a day in small 
homes and 16 hours in large homes; 
and licensed practical nurses would

Medicare beneficiaries would be 
protected from certain catastrophic 
medical costs under legislation ap ­
proved in  late Ju ly  by the House of 
Representatives. The legislation, 
which passed with strong bipartisan  
support, has been labeled veto m ate­
ria l by the W hite House. I t  includes 
new  coverage of prescription drugs 
and  expanded coverage o f nursing 
home, home health, and m ental 
health  services,

Under th e  term s of the House bill, 
no beneficiary would pay more than 
$1,800 in 1989 for covered Medicare 
services. In 1988, the elderly would 
pay  only one hospital deductible, 
now estim ated a t  $544. In 1989, 
spending for physician and other 
P a r t  B services would be held to 
about $1,100. Also in 1989, retirees 
with drug bills about $500 would get 
federal help to pay 80 percent of the 
cost of all o ther prescriptions. The 
elderly would be entitled to 150 days 
of skilled nursing  care (up from 100), 
35 consecutive days of home health 
care (up from 21), and $1,000 worth 
of outpatient m ental health  care (up 
from $250).

To pay for the new and expanded 
coverage, th e  elderly would be 
charged a m onthly premium of $2.65 
in 1989. The res t of the cost would 
be borne by taxpaying retirees — an 
estim ated 40 percent of the Medicare 
population. They would pay an an ­
nual “supplem ental prem ium ’ rang­
ing from $10 per person to S580 in 
1988.

While the House legislation is 
loosely based on a proposal sent to 
Capitol Hill by President Reagan in 
February, the changes made to the 
bill have prompted criticism from 
the President. In a Ju ly  25 radio

be on duty  for longer tim e periods.
• Set up  federal ru les for home health  

agencies to follow and require sta te  
inspections of agencies and random 
homes to check for quality  of care. E r­
ra n t agencies would be fined and could 
be suspended or expelled from M edi­
care and Medicaid.

• Increase the penalty on hospitals 
th a t dum p patients w ithout insurance

speech to the nation, Reagan accused 
the House of tu rn ing  h is “responsible" 
p lan  into a  "massive program th a t will 
impose a  new tax on the elderly and 
soon th rea ten  to bankrupt the Medi­
care tru s t  fund." Reagan labeled the 
House's su pp lem en t^  prem ium  idea a 
“su rtax  on beneficiaries’ income" th a t 
would raise the tax  ra te  on m ost elderly 
from 15 percent to 22 percent. The 
House, Reagan noted, would begin col­
lecting th a t  tax  a y ear before the bene­
fits are completely available.

The S enate  is scheduled to take up its 
own version of the catastrophic insur-

HHS Budget
Federal funding for AIDS research 

and  education and general biomedical 
-search would rise sharply u nd er a 

budgetapprovedA ugust4  by the House 
of Representatives. AIDS spending 
would riso to $945 million in fiscal 
1988, nearly  double th e  fiscal 1987 to­
tal. More than  h a lf the total would go 
to research b u t money for public educa­
tion and risk  reduction would rise sub­
stantially .

The appropriations m easure includes 
$85.4 billion for the D epartm ent of 
H ealth  and Human Services, nearly 56 
hillion more than  was requested earlier 
th is y ear by President Reagan. The 
House has ignored Rcngnn’s request for 
a cu t in medical research and health  
professions train ing money. Instead, it 
voted a S7 billion budget for the Na­
tional In stitu tes of H ealth and $209 
million for manpower train ing  and a s ­
sistance. Many public health  programs 
were left unattended in the bill because

on the n e a re s t public h osp ita l. 
Dumpers would be liable for a  30-day 
suspension from M edicare an d  fines of 
as much as $50,000 per p a t ie n t  

♦ Require slates to establish  insu r­
ance risk  pools for the medically 
uninsurable. Employers in states 
with such plans would cover the costs 
or would be taxed 5 perccru, of their 
employee benefits.

ancc bill after recess in Septem ber.
The Senate bill is s im ilar in many 

ways to th e  House plan b u t does not 
y e t contain a drug benefit Five Sena­
tors, led by George Mitchell of Maine, 
will propose a limited d rug  benefit 
when the Senate takes up its bill. The 
plan would only cover chem otherapy 
drugs, intravenous drugs, and im ­
m unosuppressive drugs for organ 
tra n sp la n tp a tien ts in  1989. Coverage 
of o ther drugs would begin in 1990 but 
would be lim ited to costs of about $600 
a  year w ith a  20 percent coinsurance 
charge.

Congress h as n o ty e t approved legisla­
tion extending the ir authority . Fund­
ing is expected to bo approved a t  a  
Inter date for such program s as family 
planning, health  block g rants, and 
prevention of sexually transm itted  
diseases.

The H w.se bill would provide $30 
million for health  care for the home­
less, $1.2 billion for Medicare contrac­
tors to process claims, $60.5 million 
for sta te  nursing  home inspections, 
and $30 million to pay for start-up  
costs for Medicare catastrophic insur­
ance protection.

Richard Sorian is editor o f McGrow- 
{{ill's "Medicine and Health" newslet­
ter, a part o f  the McGraw-Hill Health 
newsletter group in Washington, DC .
Register for the APHA Annual Meet­
ing in New O rleans, October 18 - 22. 
Forms in th is  issue.

House Approves Catastrophic Insurance Plan

House Backs $85 Billion
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Executive Summary
Minnesota's traditions — a commitment to the best quality of life for all 

citizens, and a standard of health care which is heralded nationwide — are being 
seriously undermined. While we still enjoy the reputation our previous good 
planning and policy-making have afforded us, we have neglected to meet the 
needs of all of Minnesota's people. The problems are serious:

•Not all Minnesotans have access to our health care system — many babies 
are being born to women who have had no prenatal care early in 
pregnancy.

•Not. all of us are in good health — infant mortality rates in 34 Minnesota 
counties exceed the national average.

•Insurance programs don't cover people who are too poor to afford them — 
about 340,000 Minnesotans have no health coverage.

•Public health programs are being cut back and those that exist are already 
falling far short of the need.

•The cost to Minnesotans of caring for those who have not received 
adequate preventive care is far beyond what it would cost to provide that 
care.

This report addresses the dilemma we find ourselves in today and proposes 
low-cost, efficient responses. We can no longer ignore the evidence that our 
health care system is excluding people who are unable to pay for it. Therefore, 
we all pay:

•by living in a community which can no longer boast that it takes care of 
those most in need, particularly the children;

•and by paying the costs of emergency care for problems that could have 
been avoided.

We must face this challenge, welcome public debate, offer appropriate 
responses and provide the leadership to put Minnesota once again at the 
forefront, providing the right start for all of our children.

The Right Start Program will provide coverage for prenatal, delivery and 
postpartum care for pregnant women and health care for children under the age 
of six who are not eligible for Medicaid and are not otherwise insured.

Minnesota must develop a Right Start Fund, financed through sliding fee 
premiums paid by Right Start users, expanded and improved use of Medicaid 
funds, and special dedicated taxes generated from the health care system or 
general revenue funds.
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Introduction
Minnesotans are healthy people. On average, 

we live longer than people in every state but one. 
Our infant mortality rate is among the best in the 
nation. Our use of disability programs is among 
the lowest in the U.S. One reason for this enviable 
record is the state's high quality medical care.

But not all Minnesotans have access to our 
excellent health care system, and not all of our 
citizens enjoy good health. In 1983 two in five 
nonwhite babies were born to a woman who did 
not receive any prenatal care early in pregnancy.
In 1983, infant mortality rates in 34 Minnesota 
counties exceeded the national average. And our 
rate of progress in improving key health measures 
for mothers and infants is slow.

Too many Minnesotans are left out of our 
health system because they have either no or 
inadequate health insurance and are too poor to 
pay out-of-pocket for the health care they need. In 
Minnesota, which has been a leader in developing 
prepaid health programs such as health 
maintenance organizations, quality is high, but so 
is competition. Health plans don't enroll families 
who are not insured and cannot afford the 
monthly fees. About 340,000 Minnesotans, 8 
percent of the state's people, do not have health 
insurance. Nearly one-third of our uninsured 
residents are children even though children 
comprise only 25 percent of the state’s 
population.1 Mosr of these children live in families 
whose incomes do not allow them to buy health 
coverage; most of the uninsured adults work in 
jobs that provide no insurance.2

Moreover, these families have few public health 
programs to fall back on. Public programs such as 
Medicaid and the Title V Maternal and Child 
Health Block grant are inadequate. Thirteen other 
states have higher Medicaid eligibility standards.3 
And very few of our counties furnish 
comprehensive prenatal and pediatric services for 
poor and uninsured families.

Finally, even those poor families who do qualify 
for Medicaid may face serious barriers to 
obtaining needed care. Some may live too far 
from a health provider to have access to services. 
Others live in areas where high quality providers 
do not participate in the program. Many face

racial and cultural barriers that deter them from 
securing needed services.

The challenge facing Minnesota is to find a way 
to provide high quality health care to all our 
children. We need to develop programs so that 
young families just starting out in the labor 
market, people ravaged by economic changes in 
rural Minnesota and on the Iron Range, and those 
who work in low wage, part time or seasonal jobs 
can benefit from our system of health 
maintenance. We also need to ensure that all 
Minnesotans, whether their care is publicly or 
privately financed, have access to the same high 
quality services.

This report intends to be a step toward ensuring 
the right start, a healthy start, for all Minnesota's 
children. The report covers three broad questions:

•Why do so many Minnesota families lack 
access to necessary health care?

•What are the health and financial 
consequences for these families and for 
the state?

•What do we need to do to give all our 
children the right start?

The Children's Defense Fund is committed to 
making these facts and needs known to policy 
makers and the public. We have written this report 
because of the important role Minnesota plays in 
shaping the health care financing and delivery 
system of the future. We have written it now 
because the progress we have made in infant 
health has virtually ccme to a halt both in 
Minnesota and in the (J.S. as a whole. Infant 
mortality actually rose in Minnesota in 1983.

In the final chapter of the report we will propose 
several key reforms including a new program 
called The Right Start. The Right Start program is 
designed to foster investment in preventive, cost- 
effective health care for children. Included in the 
program are prenatal care and delivery services 
and preventive and primary medical care for 
infants and preschoolers across the state. We 
believe that the state cannot afford not to make 
this investment.





CHAPTER 1

Minnesota Mothers and Children 
Without Health Insurance

Health care in Minnesota is among the most 
sophisticated in the country. On average, we have 
more physicians and hospitals per person than in 
other regions in the country. The quality of our 
health care is renowned.

Minnesota is also a national leader in the 
development and refinement of health 
maintenance organizations (HMOs). In the Twin 
Cities, where half of the state's population lives, 
over 40 percent of the residents are enrolled in 
HMOs, compared to 10 percent of all Americans.1

These advances have paid off for Minnesota.
V'/e are extraordinarily healthy people. On 
average, Minnesotans live longer than people in 
e very other state but one.2 In 1983, our overall 
nfant mortality rate was among the lowest in the 

nation, and in only six states were a smaller 
percentage of low birthweight infants born that 
year.3

However, not all Minnesotans are able to benefit 
from this excellent health care system. These 
advances and high quality medical plans are not 
within the reach of hundreds of thousands of 
Minnesotans Decause they do not have health 
insurance or health plan enrollment, nor can they 
afford to buy medical care out-of-pocket.

Health care is a very expensive commodity.
Very few Minnesota families would be able to 
afford this care if it had to pay for it on an out-of- 
pocket basis. This is especially true of families 
earning at or near the minimum wage. For 
example, health care for even a healthy baby can 
easily cost $400 per year and complete maternity 
care (prenatal plus hospital care) can amc jn t  to 
$4,000. Poor families without health coverage are 
unable to afford care. Yet, in 1985, more than
342.000 Minnesotans were not covered by health 
insurance. Of these, over 70 percent — 
approximately 246,000 — were uninsured for the 
entire year.4

Minnesota's most vulnerable citizens — 
children and mothers — are among the least 
likely to be insured.

•Over 100.000 children are uninsured.3 
Children represent about a fourth of the 
state's population but close to a third of the 
uninsured.6

•One fourth of Minnesota's ur.insure_d 
children are under six years of age.'

•Nearly one in five women between the ages 
of 18 and 24 — those of prime childbearing 
age — have no medical or hospital 
insurance.8

•According to the Minnesota Maternal and 
Child Health Task Force, "Poor women and 
women without adequate insurance are 
likely to postpone (prenatal) care.''

•The extent of uninsuredness among 
Minnesota's children and women of 
childbearing age can be seen in the amount 
of uncompensated inpatient hospital care 
that is attributable to obstetric and pediatric 
care alone. In 1983,43 percent of charity 
patients and 33 percent of "self-pay" 
patients (those with no health insurance) at 
Twin Cities' hospitals were admitted for 
services related to pregnancy, childbirth or 
newborn care.9

Why Are So Many Minnesotans 
Without Health Coverage?

Many Minnesotans are without jobs and 
therefore without health insurance. In Minnesota, 
like other states, health insurance is available 
primarily through the workplace. Nationally. 88 
percent of all private health insurance is provided 
through employers' group plans.10 It is no

1
9



SCHOOL CHILDREN IN LOW-INCOME FAMILIES: 1984 COUNTY RANKINGS
RANK COUNTY PERCENT RANK COUNTY PERCENT RANK COUNTY PERCENT

1 Carver 5.9 31 Murray 16.4 59 Pope 23 7
2 Dakota 6.2 32 Stevens 16.6 60 Koocnicmr.g 23.9
3 Washington 6.4 32 Mower 16.6 61 Roseau 24.5
4 Scott 7.3 STATE AVERAGE 16.7 61 Swift 24.5
5 Rice 8.1 34 Chippewa 16.3 63 Polk 25.2
6 Anoka 8.2 34 Isanti 16.8 64 Mille Lacs 25.3
7 Sherburne 8.6 36 Cottonwood 17 4 65 Ottertail 25.4
8 Olmsted 9.9 37 Stearns 17.6 66 Itasca 26.1
9 Steele 10.8 38 Clay 18.1 67 St. Louis 26.9

39 Benton 18.2 68 Crow Wing 27.1
10 McLeod 11.3 69 Traverse 28.0
10 Wright 11.3 40 Kandiyohi 18.5
12 Faribault 11.5 40 Wilkin 18.5 70 Norman 26.8
13 Brown 12.3 42 Watonwan 18.6 71 Big Stone 29.2
14 Martin 12.8 43 Rock 18.8 72 Pine 30.0
15 Freeborn 12.9 44 Douglas 19.1 73 Beltrami 30.2
16 Goodhue 13.1 45 Nobles 19 2 74 Becker 30.7
17 LeSueur 13.2 46 Lyon 19.7 74 Pennington 30.7
17 Waseca 13.2 47 Ramsey 19.9 76 Marshall 31.1
19 Blue Earth 13.7 48 Meeker 20.0 77 Aitkin 32.0
19 Nicollet 13.7 49 Lake 20.1 78 LakeOAVoods 32.6

79 Wadena 33.9
21 Jackson 14.4 50 Kanabec 20.8
21 Chisago 14.4 51 Cook 20.9 80 Lincoln 34.2
23 Winona 14.5 51 Grant 20.9 81 Todd 36.0
24 Houston 14.9 53 Lac Qui Parle 21.3 82 Morrison 37.5
24 Wabasha 14.9 54 Fillmore 21.8 83 Cass 37.6
26 Dodge 15.3 55 Pipestone 22.1 83 Hubbard 37.6
27 Sibley 15.4 56 Carlton 22.9 85 Clearwater 39.0
28 Hennepin 15.5 57 Kittson 23.5 86 Red Lake 42.5
29 Redwood 15.6 58 Yellow Medicine 23.6 87 Mahnomen 47.7
29 Renville 15.6

Rank of 1 is smallest, 87 largest. The same rank for two counties indicates a tie.
Source: Unpublished data. Child Nutrition Division, Minnesota Department of Education. Calculations by Children's 
Defense Fund using the following formula: K-12 students who applied and were found eligible for free school meals 
(family income at or below 130 percent of poverty, for example, gross income below $10,686 for a family of three), divided 
by all students.

surprise, therefore, that a large proportion of 
Minnesota's uninsured residents — 42 percent — 
are jobless." The recession of the mid-1980s, the 
decline of the Iron Range, and the recent farm 
crisis have left thousands of Minnesotans 
unemployed. In 1982, 212,000 Minnesotans — or 
10.4 percent of the labor force — were without 
work and therefore without the means to provide 
for their families. This economic setback, the 
most powerful in the state since the Depression, 
reached astonishing proportions in some regions

of the state. A t the depth of the recent recession, 
unemployment in the Iron Range rose to 45 
percent. By 1984, 41 of the state's 87 counties still 
had unemployment rates more than 1.5 percent 
higher than five years earlier. In December of 
1985. Minnesota's unemployment rate of 6.9 
percent rose to equal the national rate for the first 
time in 12years!'^

Among the communities in deepest financial 
trouble are those dependent on farm income. Net 
farm income in 1983 fell more than 25 percent



from the year before in 51 of /Minnesota's 87 
counties.13 Since then, the rural economy has 
worsened.

Many working Minnesota families have no 
health insurance. While the uninsuredness 
problem among the unemployed is not surprising, 
especially disturbing is the fact that so many of 
Minnesota's uninsured are in the labor force or are 
dependents in families who work. Forty-eight 
percent of all uninsured adults in Minnesota work, 
and nearly half of these work all year. Farmers are 
at great risk of being uninsured. 14 Moreover, 
every worker who is uninsured represents about 
two dependents who also have no insurance.12

•Employers of part-time and minimum wage 
workers are far less likely to provide health 
insurance-coverage as a fringe benefit. 
Women are especially affected by this 
practice. A 1985 study of the working poor 
found that the occupations in which women 
tend to be concentrated have much lower 
rates of job-related insurance than those 
employing the working poor as a whole.15 
Only 22 percent of persons employed in 
sales and only 24 percent of persons 
employed in the service sector were 
insured, compared to 40 percent of the 
working poor as a whole.

•Even when a family's primary breadwinner 
is insured through employment, children 
and other dependents are not necessarily 
covered under the policy. A third of 
uninsured Minnesotans live in families in 
which someone has health insurance.18 The 
worker's employer may not offer family 
coverage at all, or the cost to the employee 
of buying additional family coverage may 
be too high. And there are indicators that, in 
an effort to lower business costs, many 
employers in recent years have reduced the 
size of contribution to their employees' 
health insurance premiums. As the 
contribution burden falling onto the 
employee grows, the percentage of low 
income employees who can afford to 
purchase their employers' insurance 
coverage will decline.

Regardless of employment status, poor 
Minnesotans are more likely to be uninsured than 
those of higher socioeconomic status. In 1985, 23 
percent of families living below the federal

poverty level were uninsured compared to only 2 
percent of families with incomes of four times the 
federal poverty level.19

Children and their mothers are not only likely 
to be without health insurance, but they are also 
more likely to be poor. In 1980, prior to the 
height of the recession, over 50.000 Minnesota 
families with children under age 18 had incomes 
below the poverty level. Of these, over 20.000 
were headed by women with children over 18 
years and no husband present.20 Thus, while 
female-headed single-parent families represent 
only 11 percent of all Minnesota families with 
children, they account for 42 percent of families 
in poverty.

Children are among the groups most likely to 
be poor in Minnesota. More than 10 percent of 
children in the state in 1979 lived in families with 
incomes below the federal poverty level.21 If child 
poverty in Minnesota increased at the national 
rate between 1979 and 1983. then 13.4 percent — 
more than one in eight — of our children were 
poor in 1983.22
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A M r x C c .

Infants of low-income mothers 
said to face major hurdles
By l ’ AL  L IN K  W A I . L K  
Post-Bul le t in S p e c t r um  
E d i t o r

"A  voice lor those who have 110 
voice"—low-income mothers anil their 
children— was ottered at a C hild ren s 
Defense Fund hearing Wednesday night 
at Rochester Public Library.

Testimony dramatized the danger o f 
infant death or chrome illness when 
mothers can't afford prenatal care.

Some 650 Minnesota babies die each 
year before their first birthday. Low 
birth weight is the biggest contributor to 
their death or disability.

Rescue strategies for too-small babies 
can cost It) times as much as caring for 
those whose motheis were taught good 
nutrition and the hazards o f  habits such 
as smoking and d' inking, according to 
defense fund spokesmen. About a third 
o f Minnesota mothers delay prenatal 
care until the second and third trimester.

>'t

Dr. Walt Franz., from Mayo Clinic 
family medicine, testified "w e 're  not 
hearing fairy tales" about the plight of 
low-income and minority women and 
children.

Eleven infant deaths per 1.000 is 
"almost an epidemic" when compared, 
say. to 14.000 documented AIDS 
sufferers, he said. He said SO percent o f

ihc babies with a low birth weight stand 
the dunce ol'dy mg and tiny babies "are 
a sell-fulfilling prophecy . "  Especially 111 
teens, the condition is likely to happen 
again.

"Many o f our barriers are financial." 
said Phoebe Sevaggio. staff person lor 
the Minnesota Maternal and Child 
Health Advisory Task Force. She cited 
the increased cost o f insurance for farm 
lamihcs in particular.

A lormer victim of poverty said that 
when a mother has to choose between 
feeding her child and getting maternal 
health care, she w ill buy food.

Clients o f the Rochester Women's 
Shelter may bear added problems o f fetal 
injury and fear o f leav ing their homes for 
the doctor's office, said Nancy Kolaas of 
the shelter. She added they may not have 
heard o f community resources such as 
the Women. Infants and Children 
program.

A couple 01 presenters pointed out that 
teen-agers with unplanned pregnancies 
may deny their pregnancies, delaying 
care into the second trimester. One 
counselor said women may seek 
abortions because they can't afford the 
maternal care.
■h\i n/i/n//ruin
A V > i lu M i'i PuM-Biillcnii.
Oih’brrJ. IVSS

An indication of how poor Minnesota children 
are is that in 1984 one of every five elementary or 
high school-aged children in 40 out of 87 counties 
qualified for free school lunches because their 
families had low incomes.23

Obviously, poor and near poor families are in 
no position to buy an individual health insurance 
policy if no coverage is offered by an employer or 
if the employer's family coverage plan is too 
costly. A woman earning the m inimum wage, 
working full time, and supporting two children in 
1985 would have had gross earnings of $6,432 for 
the year — about three-fourths of the federal 
poverty level for a family of three. An average

health insurance family plan purchased privately 
would have cost her about $ 1,200. or 19 percent 
of her gross salary. One year's enrollment in a 
health maintenance organization would have cost 
her about $2,000. or 31 percent of her gross 
salary. Clearly, private insurance coverage would 
simply be out of the question.

Insurance Needs Are Rising
While there have always been people in 

Minnesota who did not have insurance, the 
problem is now on the rise. One way to measure
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the growth in uninsuredness is to measure
r i  •. 0 amount of uncompensated care

Between 1980 and 1983, 
vin Cities experienced a 48 
n bad debt and charity care.24 
conomy and sustained elevated 
1979 are two reasons for 
redness. Even when the 
ible to find another job, the new 

, .j -iCh less and offers fewer fringe
Denefits.

•Nationally, only one in four victims of the 
recent recession who have been able to get 
another job have health benefits:25 two in 
three of those who are still unemployed 
have no health insurance.26

•Half of those who have gone back to work 
are earning less than they did before, 
making it difficult to buy health insurance 
on their own.

Federal Reductions Have 
Contributed to the Problem

The number of persons in Minnesota who are 
uninsured has also grown because of federal 
budget cuts since 1981 that sharply and 
permanently restricted families' coverage under 
Medicaid, the nation’s largest public health 
program for pregnant women and children.

Changes in 1981 in eligibility requirements for 
Aid to Families with Dependent Children (AFDC), 
eligibility for which generally determines a 
familiy's eligibility for Medicaid, hurt Minnesota 
families who relied on Medicaid for health
coverage.

These cuts fell with particular severity on the 
working poor who were otherwise uninsured 
through the workplace. It is estimated that 13.500 
Minnesota households lost Medicaid eligibility 
between 1982 and 1984.28 Of those families who 
were terminated from AFDC, the working poor — 
the very families that already comprised the 
majority of Minnesota's uninsured families — 
were affected the most.29

Most families have been unable to replace lost 
benefits. One year after the 1981 cutbacks, 37 
percent of the working adults and 27 percent of 
their children who lost AFDC and Medicaid had 
no health insurance. Over 54 percent of these 
families reported that they delayed visits to a 
physician because they didn't have enough money 
to pay the bill.30

Even prior to the 1981 AFDC reductions, 
national statistics indicate that only one in 10 
children enrolled in Medicaid and living with a 
working parent could be expected to have all-year 
coverage. Because of these new Medicaid 
restrictions aimed at working poor families, the 
percent qualifying for all-year (or even part-year) 
Medicaid coverage since 1981 has dropped 
further.
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CHAPTER 2
Health Consequences 

for Minnesota, for Families
Insurance is a major determinant of access of 

health care. Preschoolers who are uninsured 
make less than half the outpatient visits of those 
who are insured1. Ready access to medical care is 
especially important for poor children, since 
poverty itself has an adverse impact on their 
health status.2 Poor children are more likely to die 
before their first birthday and are more likely to 
suffer from one or more disabilities.3 They are 
twice as likely to be hospitalized and 20 times 
inore likely to attend school irregularly because of 
ill health.4 Moreover, because of poverty and 
deprivation, poor children who are ill tend to be 
sicker for longer periods than non-poor children.3

Therefore, it is especially disturbing that the 
Minnesotans most likely to be uninsured are the 
very children and their families who are most in 
need of medical attention and the least able to 
otherwise afford health care.

The consequences of poverty among children 
and its effect on their access to health care can be 
seen by health measurements:

•Since 1978, there has been virtually no 
improvement in the proportion of babies in 
Minnesota born at low birthweight (5.5

pounds or less). While 5.3 percent of all 
births in 1978 were low birthweight. the 
number had declined to only 5.1 percent by 
1983.6 This is especially important because 
low birthweight babies are 40 times more 
likely to die during their first month of life 
and are at signficantly greater risk for such 
permanent disabilities as retardation, 
cerebral palsy, or epilepsy.7 

•Minnesota's infant mortality rate actually 
rose 4 percent from 9.4 deaths per 1.000 
live births in 1982 to 9.8 in 1983.8 While a 
single year increase does not represent a 
trend, we must be concerned.

•Between 1978 and 1983, Minnesota's 
postneonatal mortality rate (deaths among 
infants between the ages of 28 days to one j 
year) failed to improve. In 1978, the I  
postneonatal mortality rate was 3.6 deaths 
per 1,000 live births: in 1983 it remained 
the same.9 Failure to make progress in 
reducing postneonatal mortality is of 
concern because its causes, such as lack of 
access of health care, inadequate housing, 
nutrition and sanitation, are considered

MINNESOTA COMPARED TO ITS NEIGHBORING STATES BY 
KEY MATERNAL AND CHILD HEALTH INDICATORS: 1983

Low Early Late or Infant
Birth Prenatal No Prenatal M ortality
Weight % Care % Care Rate

MINNESOTA 5.1 79.1 3.6 9.8
WISCONSIN 5.4 83.8 2.5 9.6
IOWA 5.0 85.6 2.2 8.9
SOUTH DAKOTA 5.1 72.1 7.4 10.8
NORTH DAKOTA 4.7 81.5 2.7 8.9



BABIES BORN TOO SMALL: 1983 COGNTY RANKINGS
RANK COGNTY PERCENT

1 Wilkin 1.9
1 Lincoln 1.9
1 Lake O' Woods 1.9
4 Fillmore 2.2
5 Murray 2.5
6 Martin 2.6
6 Dodge 2.6
8 Wadena 2.8
8 Norman 2.8

10 Pine 2.9
11 Aitkin 3.0
12 Douglas 3.2
13 Kittson 3.3
13 Faribault 3.3
15 Red Lake 3.4
15 Marshall 3.4
17 Traverse 3.6
17 Houston 3.6
17 Cook 3.6

20 Scott 3.7
20 Goodhue 3.7
20 Clearwater 3.7
23 Mower 3.8
23 Isanti 3.8
25 Freeborn 3.9
25 Crow Wing 3.9
25 Benton 3.9
25 Beltrami 3.9
29 Ottertail 4.0

RANK COGNTY PERCENT

30 Renville 4.1
30 Mahnomen 4. i
30 Itasca 4.1
33 Wright 4.2
33 Lyon 4.2
33 Jackson 4.2
36 Yellow Medicine 4.3
36 Stevens 4.3
36 Redwood 4.3
36 Hubbard 4.3
36 Blue Earth 4.3

41 St'.arns 4.4
41 Koochiching 4.4
41 Becker 4.4
44 Pope 4.5
45 Washington 4.6
45 Steele 4.6
45 Sibley 4.6
45 Nicollet 4.6
45 Clay 4.6

50 Nobles 4.7
51 Morrison 4.8
51 Dakota 4.8
53 Winona 4.9
53 Kanabec 4.9
53 Chippewa 4.9

STATE AVERAGE 5.0
56 Le Sueur 5.0
56 Chisago 5.0
58 Cottonwood 5.1

RANK COGNTY PERCENT

58 Carver 5.1
56 Brown 5. i

61 Carlton 5.2
62 Waseca 5.3
62 St. Louis 5.3
62 Polk 5.3
62 McLeod 5.3
62 Kandiyohi 5.3
67 Big Stone 5.4
68 Anoka 5.5
69 Roseau 5.6

70 Rice 5.7
71 Pennington 5.8
71 Hennepin 5.8
73 Olmsted 5.9
74 Lake 6.0
74 Watonwan 6.0
74 Sherburne 6.0
74 Ramsey 6.0
78 Meeker 6.1
78 Todd 6.1

80 Grant 6.6
81 Wabasha 6.9
81 Swift 6.9
83 Mille Lacs 7.0
84 Pipestone 7.1
85 Rock 7.5
86 Cass 7.6
87 Lac Qui Parle 9.1

Rank of 1 is smallest. 87 largest. The same rank for two counties indicates a tie.
Source: 1983 Minnesota Health Statistics. Calculations by the Children's Defense Fund using the following formula: 
number of low birth weight babies (less than 5 1/2 pounds or 2,500 grams) divided by the total number of live births, 
times 100.

k /at - H KA/ A'"OJJS ^  7>/7VOt

8



preventable. Indeed, experts believe that 
over 80 percent of America's postneonatal 
mortality involves babies born at normal 
weight.10

•The disparity between black and white 
infant mortality rates is greater in 
Minnesota than for the nation as a whole. 
While the national black infant mortality 
rate is slightly less than twice the white rate, 
in Minnesota it is more than twice as bad 
— 22.7 deaths per 1,000 live births among 
black infants versus 9.8 deaths per 1,000 
white babies. Moreover black infant 
mortality rates in Minnesota are above the 
national average.11

•in Minnesota in 1983, one out of every five 
white women and two out of every five 
nonwhite pregnant women did not receive 
prenatal care early in pregnancy.12 
Minnesota’s progress in increasing the 
percentage of pregnant women receiving 
prenatal care has been very slow. In 1979, 
the Surgeon General of the United States 
established several objectives for the nation 
in the area of maternal and infant health. 
One of these objectives specified that by 
1990, 90 percent of all pregnant women 
should receive prenatal care early in 
pregnancy. But Minnesota's annual rate of 
progress has been so slow that the state will 
have to improve its annual performance 
1.75 times for whites and 9.5 times for 
nonwhites :f the goal is to be met.13

•In 1983, compared to its four neighbors 
(Wisconsin, North Dakota, South Dakota 
and Iowa), Minnesota had the second

highest percentage of babies born to 
women who had received late or no 
prenatal care.14 Only South Dakota's rate 
exceeded Minnesota’s. Minnesota also had a 
poor showing among the five states in the 
percentage of babies born to women in 
1983 who had received early prenatal care, 
as well as the second highest infant 
mortality rate.15

1 he consequences of reduced access to health 
care car. also be seen among children:

•In northwestern Minnesota, untreated dental 
problems for some children have gotten so 
bad that a number of children have actually 
required hospitalization. One little boy had 
to wait three months to be admitted to the 
hospital because the family had no way to 
pay until the father was laid off in the fall 
and became eligible for Medicaid.15 

•Five-year-olds coming in for school entry 
immunizations in rural Minnesota have not 
seen a doctor since they were six months 
old. Very young children from poor families 
will see a doctor only for emergencies, not 
for the periodic health assessments, 
immunizations and measurements of 
growth and development that they so 
frequently need during the infancy and 
preschool period. School nurses see 
kindergarteners with permanent hearing 
problems because the family could not 
afford doctors’ visits to treat ear infections.17

CS \ \  io Q j
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INFANT DEATH RATES: 1981-83 COUNTY RANKINGS
RANK COGNTY RATE

1 Kittson 0
2 Norman 2.7
3 Lincoln 2.8
4 Grant 3.0
5 Stevens 3.8
6 Murray 3.9
7 Clearwater 4.7
8 Jackson 4.8
9 Pennington 5.8

10 Kanabec 6.1
10 Lac Qui Parle 6.1
10 Renville 6.1
10 Rock 6.1
14 Ottertail 6.3
15 Cottonwood 6.7
16 Dodge 6.8
17 Pine 6.9
17 Sibley 6.9
19 Red Lake 7.1

20 Dakota 7.2
21 Carlton 7.7
22 Lake 7.8
23 Watonwan 8.0
24 Olmsted 8.2
25 Big Stone 0.3
26 A itk in 8.4
26 Martin 8.4
26 Sherburne 8.4
29 Marshall 8.5
29 Rice 8.5

RANK COUNTY RATE

31 Arioka 8.6
32 Douglas 8.7
32 St. Louis 8.7
34 Swift 8.8
34 Washington 8.8
36 Mower 8.9
37 Polk 9.0
38 Wright 9.1
39 Faribault 9.2

40 Scott 9.4
41 Hennepin 9.5
42 Benton 9.6
43 Stearns ‘ 9.7

STATE AVERAGE 9.8
44 Itasca 9.8
44 Koochiching 9.8
44 Lyon 9.8
44 Mahnomen 9.8
48 Fillmore 10.0
49 Meeker 10.1

50 Pope 10.5
51 Freeborn 10.8
52 Pipestone 10.9
53 Brown 11.0
54 Carver 11.3
54 Crow Wing 11.3
54 LeSueur 11.3
54 Ramsey 11.3
54 Winona 11.3
59 Morrison 11.4

RANK COUNTY PERCENT

60 Lake O Woods 1 i .5
60 Todd 11.5
62 Chisago 11.6
63 Traverse 11.7
64 Blue Earth 11.9
64 McLeod 11.9
64 Steele 11.9
67 Nobles 12.0
68 Goodhue 12.2
69 Isanti 12.3

70 Chippewa 12.4
71 Redwood 12.5
72 Kandiyohi 12.9
73 Cass 13.2
74 Wilkin 13.4
75 Hubbard 13.6
76 Becker 13.8
77 Waseca 14.2
77 Yellow Medicine 14.2
79 Mille Lacs 14.9
79 Nicollet 14.9

81 Houston 15.1
81 Beltrami 15.1
83 Wabasha 16.2
84 Clay 16.3
85 Wadena 17.3
86 Roseau 18.7
87 Cook 28.6

Rank of 1 is smallest, 87 largest. The same rank for two counties indicates a tie.
Source: 1981. 1982. and 1983 Minnesota Health Statistics. Calculations by the Children's Defense Fund using the 
following formula: number of infant deaths 1981-1983 divided by the number of live births 1981 -1983, times 1,000.
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NO EARLY PRENATAL CARE: 1983 COGNTY RANKINGS
RANK COUNTY PERCENT RANK COUNTY PERCENT RANK COUNTY PERCENT

1 Stevens 7.8 30 Anoka 18.4 59 Swift 25.7
2 McLeod 11.7 32 Pipestone 18.6 60 Lyon 25.8
3 Sibley 12.4 33 Hennepin 19.0 61 Todd 26.4
4 Rock 12.4 34 Mahnomen 19.6 61 Norman 26.4
5 Benton 12.5 35 Cottonwood 20.1 63 Traverse 26.9
6 Cook 13.0 36 Nobles 20.7 64 Chippewa 27.0
7 Redwood ’.3.7 STATE AVERAGE 20.9 65 Rice 27.2
8 Carver 14.0 37 Waseca 20.9 65 Hubbard 27.2
9 Renville 14.8 37 Itasca 20.9 67 Carlton 27.4

10 Douglas 15.1 39 Goodhue 21.1 68 Pennington 27.5
69 Freeborn 27.6

11 Nicollet 15.5 40 Pope 21.2
11 Mille Lacs 15.5 40 Clearwater 21.2 70 Lake 27.7
13 Morrison 15.7 42 Becker 21.9 71 Fillmore 28.3
14 Murray 15.8 43 Big Stone 22.0 72 Dodge 28.4
15 Sherburne 16.0 44 Lac Qui Parle 22.2 72 Crow Wing 73.4
16 Wilkin 16.3 45 Beltrami 22.4 74 Yellow Medicine 29.1
17 Brown 16.4 46 Lake O' Woods 22.6 74 Aitkin 29.1
18 Winona 16.5 47 Wabasha 22.8 76 Kanabec 29.3
19 Ottertail 16.6 48 Martin 22.9 77 Kittson 30.3

49 Marshall 23.0 78 Faribault 30.5
20 Blue Earth 16.7 79 Lincoln 31.1
21 St. Louis 16.8 50 Polk 23.1
23 Washington 17.3 51 Roseau 23.8 80 Koochiching 32.0
23 Grant 17.3 52 Olmsted 23.9 81 Chisago 32.2
25 LeSueur 17.5 53 Red Lake 24.1 82 Isanti 32.7
26 Jackson 17.6 54 Watonwan 24.2 83 Pine 33.4
27 Stearns 17.8 55 Ramsey 24.3 84 Cass 34.6
28 Wright 18.2 56 Wadena 24.7 85 Meeker 36.1
28 Scott 18.2 57 Kandiyohi 24.8 86 Mower 37.3
30 Houston 18.4 58 Clay 25.5 87 Steele 43.3

Rank of 1 is smallest. 87 largest. The same rank for two counties indicates a tie.
Source: Unpublished data. Center for Health Statistics. Minnesota Department of Health. Calculations by the Children s 
Defense Fund using the following formula: prenatal care begun later than the first trimester, divided by the total 
number of live births, times 100.
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CHAPTER 3 ^
Existing Programs 
Can’t Fill the Gap

Minnesota's commitment to meeting the health 
needs of its citizens is undisputed. But current 
public health programs do not meet the needs of 
some poor pregnant women and children, 
particularly working poor families who are 
without health insurance, largely because there is 
no systematic approach in Minnesota to 
addressing this population's health needs.

Instead, a patchwork of programs has grown up. 
Taken together, these programs do not fill the 
large gaps left by an employer-based health 
insurance system that is available only for middle 
and upper income employees and private 
insurance and prepayment plans that are 
prohibitively expensive. While each of these 
public health efforts is important, they simply are 
not enough.

Medical Assistance (Medicaid)
Medicaid is the most important source of health 

coverage for poor mothers and children in 
Minnesota. Jointly funded by the state, county 
and federal governments, Medicaid is the state's 
largest public maternal and child health program. 
In fiscal year 1982, nearly 165,000 children — 
more than one of every seven children in 
Minnesota — had some or all of their medical bills 
covered by Medicaid.1 Children make up 
Medicaid's largest population; 51 percent of all 
the state's Medical Assistance enrollees are under 
age 21. Moreover, because health services for 
children tend to be low cost, children account for 
only 14.8 percent of Minnesota's Medicaid 
budget.2

However, even though Minnesota exercised its 
federal option to extend Medicaid to all children 
and pregnant women who meet the state's 
eligibility definitions as well as pregnant women 
and children (known as the medically needy)

whose medical bills are so high in relation to their 
income that they qualify for partial coverage, the 
program is terriL-y inadequate. To qualify for 
Medicaid, a family must have monthly income 
that is well below the federal poverty le.els. This is 
because the standard of need, which is the 
maximum established by the state for 
determining Medicaid eligibility was only S528 
per month for a family of three in 1985 — less 
than 75 percent of the federal poverty level.3

Furthermore, while Medicaid is available to 
help a working poor family weather short-term 
catastrophic expenditures, it does not represent a 
continuous source of health coverage because of 
the penalties for working poor families that are 
now embodied within the program design. Even a 
small increase in family income or a few more 
hours of work, neither of which will yield enough ■ 
additional income to finance needed medical 
care, can cost a family its entire Medicaid 
coverage.

For example, eligibility levels are now so low in 
Minnesota that a single woman cannot work full­
time at a minimum wage job and still qualify for 
Medicaid coverage for prenatal care. She must 
wait until her medical bills are large (usually after 
delivering the baby) before she can qualify for 
partial coverage as a medically needy beneficiary. 
And since it is very difficult to obtain medical care 
on credit, this means that she becomes eligible 
only after an emergency has occurred and the 
damage has been done.

Furthermore, Medical Assistance 
requirements state that in order to qualify for 
Medicaid, a family with children can have no 
more than about $6,000 in personal assets.
This means that self-employed persons like 
farmers, loggers or truckers are usually
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ineligible for Medicaid because they have a 
small amount o f equity in the tools of their 
trade. In order to get prenatal care or medical 
care for their children when times are tough, 
they have to sell o ff their tools — their very 
means o f being self-supporting, contributing 
citizens.

One consequence of these requirements is that 
in 1983, only 39 percent of Minnesota children 
with family incomes below the federal poverty 
level had Medical Assistance coverage in 
Minnesota.

Finally, even families who are fortunate enough 
to qualify for Medicaid may still be effectively 
uninsured. Not all medical providers accept 
medical assistance. Many doctors and dentists 
have stopped accepting new Medicaid patients 
because they believe that payment levels are too 
low.

Miaternal and In fant Care 
P ro jec ts

Maternal and Infant Care (MIC) projects are 
comprehensive maternity and infant clinics 
funded under the federal Title V Maternal and 
Child Health Block grant. MICs are designed to 
provide high quality prenatal and maternity 
services to women who are low income and are at 
high medical risk of delivering an unhealthy 
infant. In 1984, 770 mothers received prenatal 
and maternity services through the St. Paul and 
Minneapolis M1C programs.4

Studies show that MIC programs contribute to 
better health outcomes among their patients.5 
However, existing MIC services are not sufficient 
to meet the need. Both programs have had to turn 
some pregnant women away. The Minnesota 
Department of Health estimates that 18.6 percent 
of all Minnesota births involve one or more 
medical high risk factors (such as poor maternal 
health). But only a small percentage of these 
babies were born to mothers who benefited from 
the MIC program. Moreover, the MIC program 
serves only two counties in the state.

In recent years, federal funding for this program 
has been severely reduced. Between fiscal years 
1982 and 1984 federal Title V funding levels in 
Minnesota declined by $1.3 million while the need 
for the services increased because of mounting 
unemployment and growing numbers of families 
terminated from the Medicaid program. The state 
provided no supplementary assistance to replace 
the lost MIC funds. In all likelihood, federal 
support for this program will be further reduced, 
either because of outright cuts in federal 
appropriation levels through the normal budget 
process or as part of the Gramm/Rudman/Hollings 
Deficit Reduction Act. Even if no cuts are made, 
program funding levels will almost certainly fail to 
keep pace with inflation.

Community and Migrant 
Health Centers

Community and migrant health centers are 
federally funded, comprehensive health clinics 
located in medically underserved areas. Studies 
show that community health centers are a 
valuable source of health care, contributing not
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Free or Sliding Fee Care for 
Pregnant Women and Young 
Children in Minnesota

1. Cook County Community Clinic, Grand Marais 
Cook Area Health Services, Cook

3. Duluth Community Health Center, Duluth
4. Community clinics and Minneapolis and Hennepin County programs
5. Community clinics and Ramsey County programs
6. The Mayo Clinic 

Mote: Migrant Health Services provides free or sliding fee prenatal child 
health care during the summer to migrant and seasonal agricultural laborers.

only to improved health, but also reducing health 
care costs through prevention and early 
treatment.6

In 1981, however, there were only five such 
centers, serving only four of Minnesota's 87 
counties, and in recent years these health centers 
have faced substantial cutbacks. In 1982 alone, 
federal budget cuts ended support of five 
community health centers in Minnesota affecting
42,000 patients.7

The Hill-Burton Hospital 
Program

The federal Hill-Burton program has provided 
millions of dollars to build and expand 
Minnesota's hospitals. In exchange for these 
funds, hospitals have agreed to provide a small 
amount of free or reduced-cost care (this promise 
is known as the "uncompensated care" 
obligation). But the program has never worked 
very well. Even after litigation was brought to 
promote compliance, among 21 Hill-Burton 
hospitals monitored between 1981 and 1985, 
three gave no required notices, nine gave 
incomplete notices, 13 hac not given the level of 
free care mandated, and fcur had actually denied 
benefits to eligible patients.8 Furthermore, the 
Hill-Burton uncompensated care obligations is 
time-limited, and most of this obligation is 
running out across the stale.

The University of Minnesota 
Hospitals

Low-income patients referred to the University 
of Minnesota by counties are paid for by a direct 
appropriation from the legislature called 
"University papers." Most of the care under this 
program is very complicated, high cost medical 
services.

Hennepin and Ramsey 
County Hospitals

Under state law, these two hospitals must 
accept anyone whether they can pay or not. Care 
available through these facilities is primarily 
costly inpatient treatment.

Community Clinics
Community health clinics provide medical care 

on a free or reduced-cost basis. But these clinics 
exist for the most part only in Minneapolis and St. 
Paul. Indeed, only five of i.he states 87 counties 
have any free or sliding fee facilities that provide 
prenatal care.9
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The Supplemental Food 
Program for Women, Infants 
and Children

WIC is a national public health and nutrition 
program. By providing food, nutrition education 
and access to health care, WIC improves birth 
outcome and saves money in medical, special 
education and long-term care. In 1979, Harvard 
School of Public Health estimated that for every 
$ 1 spent on WIC, $3 are saved in medical costs 
alone.10

In Minnesota, however, WIC administrators 
have done very little outreach because they fear 
raising hopes among the 111,000 women and 
children who are potentially eligible but can’t be 
served because of funding caps. Yet, outreach

must be done if we are to reach more WIC eligible 
hungry pregnant women. Even with little 
outreach, the WIC waiting list exceeds 7,200 
people.11 An indication of WIC’s current 
inadequacy is that 57 percent of the pregnant 
women using food shelves in Minnesota are not 
on the WIC program.12 Most said they did not 
know about the program.

The Private Sector
In a state with as much medical wealth as 

Minnesota, one would think that there are more 
than enough private resources to fill these public 
health gaps. But medical care is a business, and 
this fact is particularly evident in Minnesota,



where competition fostered by cost containment 
and medical care "corporatization " dominate 
health care.

For example, health maintenance organizations 
(HMOs) are viewed by some as the answer to the 
system’s current cost excesses and the need to 
place appropriate emphasis on prevention rather 
than treatment. As a national leader in developing 
and promoting cost-containment measures such 
as HMOs. Minnesota is regarded by people in 
other parts of the country as showing the way to 
the future. Unfortunately, however, HMOs were 
simpiy never designed to take care of people who 
cannot pay their way, because they compete in 
part by eliminating such medical care and its 
attendant costs. Like insurance companies, HMOs 
d j not enroll members free of charge. Thus, 
unlike other kinds of health care providers in 
Minnesota, including private hospitals, HMOs do 
not care for uninsured patients, or offer services 
on a sliding fee.

Moreover, HMOs may hold down costs in part 
because many of the people who use them are 
young, relatively well off, and healthy. HMOs were 
designed to care for large groups of employed 
individuals. These groups were selected in part 
because they are considered low risk and, 
therefore, low users of health services. Though 
many other Minnesotans could benefit from the 
comprehensive care offered through HMOs, they 
are sometimes selected out, either because the 
kinds of jobs they have do not offer HMO 
enrollment or they are self-employed or, worse, 
HMOs just do not want them as patients. An 
Indian clinic that was turned down from HMO 
membership even after all the financial 
arrangements had beei worked out testified at a 
CDF hearing that they < ould only conclude it was 
because the HMO did < >ot want Indians as 
patients.13

HMOs' zeal to save money can backfire with 
low-income, high-r>w:ed families. In one instance, a 
HMO refused to admit a diarrheal child to the 
hospital. When the doctor forced the issue on the 
fourth try and the public health nurse went to the 
home to provide transportation, it was discovered 
that the family did not know how to sterilize the 
baby bottles properly. By delaying prompt 
attention to the child, the HMO prolonged the 
amount of time it took to uncover the true cause 
of the infant’s illness.14

The Human Costs w
As a result of this fragile patchwork of 

programs, 82 of Minnesota's 87 counties have no 
recognized system of maternity or pediatric care 
for those who can't afford to pay the full cost and 
who aren't fully insured. In these counties, 
families make do with whatever "charity" medical 
care they can get from hospitals and doctors. And 
most of this care is "donated" only when it 
becomes clear that a family cannot pay its bills:

•Sue, a public health nurse in Beltrami 
County, reported at child health hearings 
sponsored by CDF about a family in which 
the wife, Martha, was seven months 
pregnant, had never seen a doctor, and 
planned to have the baby at home because 
the family had no money to pay for a doctor 
or hospital care.

•A  public health nurse in Washington County 
reported that she could not get any doctor 
in the county to see a child with a 104 0 
temperature whose mother had no cash to 
pay for the office visit. The closest access 
point was 40 miles away in inner-city St.
Paul.

These gaps carry enormous human and 
financial consequences:

•The doctor pointed out to newly pregnant 
Ann that her diet was seriously deficient of 
foods from the fruits and vegetables groups, 
and asked why. After a long pause, Ann 
looked up, tears rolling down her face, and 
said that she and her husband had two other 
children to feed and almost no money.
The doctor, shaken, said she understood 
and told her “ you do what you have to do."

•A  pregnant woman in the Rochester 
women’s shelter who discovered she was 
ineligible for Medicaid went back to her 
abusing husband to ensure medical care for 
her unborn child and her other children.
The unborn baby was subsequently injured 
in uitro by continued battering.

•A  mother in northern Minnesota finally 
found a dentist for her child 100 miles from 
her home, only to be told when she brought 
her child in for the appointment, "There 
must have been some mistake on the phone 
— we don't take Medicaid."
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CHAPTER 4  #Preventive Health 
Care Saves Money

About 3,400 babies weighing less than five and 
a half pounds are born in Minnesota each year.1 
These low birthweight babies are at great risk of 
illness, permanent handicaps, and even death.
Low birthweight babies are 40 times more likely 
to die in the first weeks of life than other babies.

Most of the babies born too soon or too small 
require neonatal intensive services. This costs 
upwards of $ 1,250 per day in Minnesota.2 In 1982, 
there were 3,083 admissions to neonatal care, and 
a total of 46,495 patient days.3 Gsing $ 1,250 a 
day, Minnesota spends more than $58.1 m illion 
on neonatal care each year.

Keeping the baby where it belongs — in the 
mother's womb — .hrough comprehensive 
prenatal care including preterm birth prevention 
programs, has been shown to save as much as 
$100 an hour for each hour between the 6th and 
7Vz months that a premature birth is delayed.4

Minnesota also spends preventable dollars on:

•Rehospitalization. Too-small babies who 
have been in intensive care are much more 
likely to be readmitted to the hospital than 
other bafcies.5

•Special Education Costs. Low birthweight 
is associated with physical and mental 
handicaps and developmental delays that 
require ongoing special education efforts. In 
1985, Minnesota spent about $238 m illion 
in local, state, and federal taxes on special 
education.6 This figure includes both 
regular and summer school, but does not 
include funds to teach immigrants English.

•Long-term Care Costs. Though more and 
more too-small babies are being saved with 
high technology medical advances, for each 
baby that dies, three more will be left 
permanently handicapped. Moreover, in 
fiscal 1986, Minneeota will spend $234.5

million to care for 6,900 mentally retarded 
institutionalized citizens. The average cost 
per person is $34,000.' It has been found 
that for every 100 too-small babies born at 
least two will need lifetime care.8That 
means that right now Minnesota is adding at 
least 68 children and $2.3 million to our 
institutional load each year. Much of this 
suffering, and expense, could be avoided if 
all mothers had access to preventive health 
care.

•Income Support and Social Service. Some 
of the babies who are born too small will 
need income support and social services for 
the rest of their lives. Minnesota is generous 
with our social services and income support 
programs for the handicapped, but it would 
be even kinder to avoid the problem by 
fostering more healthy babies. t

•Lost Income and Productivity. Minnesota's* 
people are its best economic asset. Some 
economists are projecting a labor shortage. 
Each too-small baby that is disabled for life 
means hundreds of thousands of dollars of 
lost earning power and economic activity to 
the state.

How Much Can Be Saved?
Cost/benefit analyses from around the country 

confirm the impressive savings that can result 
from the provision of comprehensive maternity 
care.

Numerous local studies, from places as diverse 
as rural New Mexico11 and New York City show 
that prenatal care produces substantial short and 
long-term savings.

The State of California found that every 
Medicaid dollar invested in prenatal care and 
delivery services for high risk, low income women
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Spent Saved 
$1.00 $ 3.38

$1.00 $ 6.17

$1.00 $11.00

The Institute of Medicine, 
part of the National 
Academy of Sciences, in 
its landmark study 
Preventing Low 
Birthweight, found that 
every dollar spent to 
provide comprehensive 
maternity care saves 
$3.38 in the first year of 
the baby's life alone. 
Michigan reports that by 
providing prenatal care 
to all women in need, it 
w ill save $6.17 in 
neonatal care costs for 
each dollar invested in 
prenatal care.9 
Colorado found it can 
save $11.00 in medical, 
and long-term 
educational, and 
institution'll care for each 
$1 spent jn  prenatal 
care.10

who could not otherwise afford such care returned 
$4 in avoided medical costs.12

Providing continuous, preventive health care to 
children is also a cost saving strategy. Neglecting 
the health of infants and preschoolers, as 
Minnesota, and for that matter the nation as a 
whole, is now doing has both short and iong-term 
negative cost implications.

•It costs about $20 for a doctor's office visit 
to treat a child with strep throat. It costs 
about $3,500 to hospitalize a child whose 
untreated strep develops into rheumatic 
fever.13

•A  recent federal study demonstrated that 
hospital costs were reduced 25 percent for 
low income people with access to 
comprehensive primary and preventive 
health services. 4

•Children with the least care have been found 
to cost the most — an average of $638 per 
year. Those with the most care cost the least 
— $378 a year, according to the American 
Academy of Pediatrics.1 ̂

It is clear that providing comprehensive health 
coverage for pregnant women, infants and 
preschoolers is not only the right thing to do. it's 
the most cost-effective strategy as well.
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Preventive care saves
money — and lives
By Dave Durenberger

W ashington
T he C h ild ren 's  D efense Fund has been 

holding public hearings around 
M innesota concerning  health care  for 
poor w om en and their ch ild ren . A large 
part o f  the discussion has cen tered  on 
preventive o r  “ w e lln e ss"  care .

P reventive health care  is an old idea. 
W e have long know n that a healthy life 
style and regular m edical care  pay o f f  in 
the long run. But preventive care  is 
gain ing visibility as a  necessary p a n  o f  
national health policy, and it 's  a 
developm ent w ith vast im plications.

I t’s no  coincidence that this new  
em phasis on prevention  com es at a time 
o f  sp iraling  health-care costs. O ur 
country  is seeking w ays to cut costs 
w hile assu ring  all A m ericans access to 
adequar ■care,

• • •

Bettei ’hild and m aternal health care  is 
a  key elem ent. Few  A m ericans realize 
that p o ven y  is the biggest single k iller o f  
ch ild ren  in o u r nation. A nd w hile we 
spend roughly S3 billion per year to 
hospitalize sick infants, the federal 
health program  that is specially targeted

to m others and ch ild ren  receives less
than S500 m illion in annual funding. O ur
infant-m ortality rate has reached a
plateau higher than the com parab le rate
in 12 o ther industrialized nations.

• • •
T he m otivation for the preventive-care 

push isn ’t solely financial. A m erica is in 
the m idst o f  a fitness revolution.
E xercise and nutrition a re  com m on 
concerns. People are  realizing that 
“ w ellness c a re "  and health habits — like 
not sm oking — im prove the quality  o f  
life. T hey enable us to live lon ger and 
r.tore enjoyable lives. A nd they save 
lives.

But the gravy is that w hen w e are 
health ier, the nation can spend less to 
treat ou r illnesses. T he governm ent 
spends less, recipients o f  public and 
private  health insurance jpen d  less, 
taxpayers spend less. So it’s no w on der 
that we a re  taking a  m ore active interest 
in investing our health-care e ffo rts and 
resources m ore w isely.

• • •
• Excerpted from 
Mpls. 5tar& Tribune,
Tuesday, October 22, 1985

Mkotva-ix
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CHAPTER 5

Ensuring the Right Start 
for Every Minnesota Child

Since che state's founding, Minnesota has had a 
commitment to ensuring that our children get the 
right start in life. In the past this has meant prairie 
physicians in our earliest years, the founding of 
Gillette's Children's Hospital in 1897 and the St. 
Paul Children's Hospital in 1924, the Maternal and 
Child Health Division of the State Health 
Department in 1935, Medicaid in the 1960s, and 
statewide preschool screening of young children 
in 1978.

The Children's Defense Fund also wants all 
Minnesota children to get the right start in life. A 
healthy start will allow them to take advantage of 
Minnesota’s investment in education, and to go 
on to become productive adults. The challenge in 
the 1980s is to ensure that all of Minnesota's 
families have access to and can afford to go to the 
doctor for prenatal and preschool child health 
care. To extend the benefits of preventive health 
and cost containment strategies to all our 
children, we must create a new program in 
Minnesota. Therefore, we are proposing a new 
program, The Right Start Program.

The Right Start Program
What is it? Simply put, the Right Start Program 

is prepaid, comprehensive, sliding fee health 
coverage for pregnant women and preschool 
children who are currently uninsured or 
underinsured. Families apply and get care at their 
provider, and pay what they can. Eligibility ends 
when families earn more than double the federal 
poverty guideline, get adequate coverage 
elsewhere, or children reach age six.

The program has three goals:

•lower infant death and disability:
•increase the overall health and productive 
capacity of our future labor force:

•contain health, special education, and long­
term care costs

The Right Start Plan that we propose is in 
keeping with the state's long tradition of concern 
for maternal and child health. It is a humane, 
simple and cost-effective approach to financing 
basic health services for our most vulnerable 
children and pregnant women. It makes 
maximum use of existing funding resources and 
medical delivery systems. The purpose of the plan 
is to provide coverage for prenatal, delivery and 
postpartum care for pregnant women and health 
care for children under the age of six who are not 
eligible for Medicaid and who are not otherwise 
insured. We propose that the Right Start begin in 
1987, and that by 1991 Right Start be extended to 
cover all c.iildren under age 18.

How Would Right ®
Start Be Funded?

Right Start would be funded two ways. First, we 
are recommending certain low-cost but 
exceedingly important reforms in the Medicaid 
program to make its coverage more accessible 
and attractive to families. There is strong evidence 
that many pregnant women and young children 
who are now eligible for Medicaid are not now 
receiving it either because they do not understand 
how to obtain coverage or because they are 
deterred by the need to apply for assistance at a 
welfare office. Because families covered by 
Medicaid have half the cost of their care borne by 
the federal government, and because Medicaid 
provides coverage for such a broad array of 
services (as well as coverage for children over the 
age of six) we believe it is essential for Right Start 
to make maximum use of this program.

However, we estimate that there are 3.900 
pregnant women and 17,000 children under age 
six who have family incomes below 200 percent 
of poverty and who are uninsured. Thus, our 
proposal also calls for the development of a new

•
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Right Start Fund, similar to the high-risk 
insurance fund which Minnesota maintains for 
individuals who cannot secure insurance through 
their employer or the marketplace. This fund 
would come from the sliding fee premiums paid 
by those enrollees who, in accordance with Right 
Start's eligibility standards, are financially able to 
contribute toward the cost of coverage. Additional 
sources of funding might include the following:

•General Revenues. Many states, including 
Maine, Michigan, New York, Massachusetts 
and Ohio, provide general revenues for 
programs that furnish maternity and 
pediatric care for poor and uninsured 
pregnant women and children. A general 
revenue approach is appealing because our 
tax structure is a progressive one, and a 
wide range of payors would contribute.

•Sin Taxes. Some states, including Texas and 
Minnesota, have levied cigarette, liquor or 
gambling taxes to fund health care.

•Special Dedicated Taxes Generated from 
the Health System Itself. Some states have 
begun to experiment with special taxes on 
health insurers and institutional providers to 
help support health services for the 
medically needy. These health fund pools 
are sensible, since the money can then be 
returned (either through direct grants or 
expanded insurance coverage) to the 
providers themselves, thereby reducing the 
amount of uncompensated care they must 
provide. States that currently employ such 
systems include New York, Florida, South 
Carolina and West Virginia. In Minnesota we 
currently use a dedicated insurance tax to 
fund our high risk insurance pool.

A sufficient tax to cover the cost of the Right 
Start Fund could be modest in size. It would be 
attractive to those providers now furnishing 
uncompensated care, because their 
uncompensated care would decline as a result of 
the insurance available through Right Start. 
Moreover, a modest tax would be a fair way of 
assessing providers such as HMOs that currently 
pay no state taxes and do not provide 
uncompensated care. They could in effect have 
their tax money returned to them in the form of 
payment for enrollment by Right Start 
participants.

Who Would Be Eligible for 
Services Under the Right 
Start Fund?

Families that include women of childbearing 
age and children under six would be eligible for 
Right Start if their income is below 200 percent of 
the federal poverty line for their family size.

What Benefits Would Be 
Available Through the Right 
Start Program?

The Right Start Program would pay for those 
basic benefits now covered under the Medicaid 
program that are most important to pregnant 
women and children. These include:

•services of physicians, certified nurse 
midwives and clinics (such as public health
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clinics, HMOs. private group practices, 
community health centers and hospital- 
based maternity and pediatric clinics). 
Payment would be made not only for 
diagnosis and treatment but also for 
services such as check-ups for children, 
health education and nutrition counseling 
for pregnant women.

•inpatient hospital services 
•prescribed drugs 
•laboratory and x-ray services 
•family planning services 
•preventive health services for children 
including:
• periodic health assessment in accordance 
with the schedule recommended by the 
American Academy of Pediatrics

- immunizations
- vision and hearing care
• treatment for physical, developmental or 
other health problems disclosed during 
assessments

- mental health services

Though we have not included dental care in the 
list, it should be strongly considered for part of 
the pre-school package since dental problems are 
the single largest untreated health condition 
among America's children.

How Would Families Apply for 
Right Start Coverage?

Applications for Right Start should be available 
through physicians' offices, health plans, public 
health clinics and programs (such as Head Start or 
Community Action Programs) serving low income 
families. In addition, in order to encourage 
families to enroll, applications for Right Start/M  
(that is, Right Start-Medicaid) would be available 
in identical locations. The Right Start-M application 
should be as streamlined as possible, and the 
evidence of enrollment in Right Start-M should be 
a Right Start card identical to the Right Start 
Program card except for an "M" to indicate that 
the family has full Medicaid coverage.

What Care Do They
Pregnant Women 

A ll pregnant women need early 
and continuous prenatal care 
beginning before the end o f the 
f irs t tr im este r, bu t ideally, as early 
as pregnancy is detected. Women 
who have low risk  pregnancies 
need between 9 and 11 v is its  
th roughou t the pregnancy. For 
women who are high risk , v is its  
may need to be m ore frequent.

Comprehensive prenatal care 
includes:

•ro u tin e  m edical 
examineMons, including 
m aternal and pregnancy 
h is to ry

• screening fo r serious genetic 
diseases 

•screen ing  fo r maternal 
diabetes, sexually 
transm itted  diseases, Rh 
facto r, anemia and rubella — 
all o f w hich can adversely 
a ffect fe ta l developm ent. 

Subsequent v is its  should 
include m on ito ring  o f blood 
pressure, urine and w eight gain, as

Need?
well as detection  o f problem s, 
such as toxem ia or m aternal 
d iabetes, which can leaci to 
b irth ing  d ifficu ltie s  and poor in fan t 
health  if u n trea te d .1

Accord ing  to the In s titu te  of 
M edicine, com prehensive prenatal 
care m ust also include in itia l risk  
assessm ents fo llowed by prenatal 
education on:

•behaviora l r isks  in pregnancy 
(such as d rink ing , drug abuse 
and c iga re tte  sm oking  during 
pregnancy.

• th e  early s igns and 
sym ptom s o f pregnancy 
com plica tions

• the role o f good n u tr itio n  in 
good pregnancy outcom e, 
and

• the im portance o f early and 
continuous prenatal care.

Such education should begin 
e a rly  in pregnancy to  achieve the 
best resu lts . In add ition, pregnant 
women should receive counselling 
on the em otional and physical side

effects o f pregnancy and how to 
prepare fo r labor and de livery .2

#
Young Children 

The Am erican Academ y of 
Pedia trics recomm ends tha t 
in fan ts  receive no less than e ight 
health tare  v is its  in the firs t 18 
m onths o f life .- Am ong the m ost 
im p o rta n t services infants need 
are:

•re gu la r sc:eenings, includ ing 
health and developm ental 
h is to ries  

•phys ica l exam inations 
•deve lopm enta l assessments 
•im m un iza tion s  appropriate 

fo r age and health h is to ry  
•assessm ent o f n u tritiona l 

s ta tus 
•v is io n  testing  
•hearing  testing  
• la bo ra to ry  services 

appropria te  to  the ch ild ’s age 
and popula tion  groups. 

A ppropria te  trea tm ent and 
fo llow -up a fte r screening, is, o f 
course, essen tia l.4
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The Right Start e lig ib ility determination 
process should be constructed so that Right Start 
applications that indicate a family income below 
Medicaid e lig ib ility levels are automatically 
“ rolled over" to the Medicaid agency for the 
crossover determination. Furthermore, if a family 
loses automatic Medicaid coverage, then the 
Medicaid agency should notify the Right Start 
Program so that the sliding fee can be determined 
and a Right Start card can be issued with no 
intervening loss of coverage.

How Much Would 
Enrollment Cost?

Enrollment in Medicaid is free, of course. For 
families enrolled through the Right Start Fund, 
coverage costs would be set every six months 
based on the family's income at the time of 
application. The fee structure m ight begin at 185

« . K L O s

Maine Funds 
Prenatal Care
In 1 98 3 , Maine began a program  
to  help poor and unem ployed 
fam ilies  ge t good prenata l care.
A ll services except hosp ita liza tion  
are covered by a se t p rice , and 
care is g iven by the priva te  
p rov ide r o f the fa m ily ’s choice. 
R e im bursem ent m irro rs  M edicaid 
rates and e lig ib ility  levels are 
capped a t 80  percen t o f the s ta te  
m edian incom e. To encourage 
early  care, the program  covers 
o n ly  m others  who sign up in the 
f ir s t  o r second tr im e s te r o f 
pregnancy.

The response was so g rea t th a t 
p u b lic ity  was q u ick ly  ended.
A b o u t 5 0 0  babies were covered 
before the one -tim e-on ly  federal 
s ta rt-u p  m oney ran o u t. The M aine 
Leg is la tu re , recogniz ing both  the 
need and the co s t e ffectiveness o f 
ensuring adequate prenatal care, 
has chosen to con tinue  the 
program  using s ta te  funds.

#

percent of poverty, as is done in other states, or it 
could mirror that current!', used in the state's 
Sliding Fee Child Care program, or it could be 
based on one of a number of fee structures used 
by counties or community clinics. If family 
incomes decline during their enrollment, they 
could notify the Right Start program for a 
downward adjustment of their premium fees.

Mo deductibles would be applied to any services 
available under the Right Start Fund, and no more 
than nominal co-payments (in accordance with 
federal Medicaid standards) could be required for 
any Right Start Fund item or service. A ll providers 
participating in the Right Start Fund would be 
required to accept an assignment of benefits, so 
that families would not have to prepay any item or 
service.

What Providers Would Be 
Eligible to Participate 
in Right Start?

Any provider furnishing covered services can 
be a Right Start provider, If a family chooses to 
enroll with a qualified HMO or other prepaid plan, 
an annual enrollment fee no greater than the 
Medicaid capitation would be paid by the Right 
Start Fund to the plan on the family's behalf. 
Qualified Right Start plans are those that;

•furnish, or arrange and pay for, all Right 
Start services 

•include specialists in obstetrical and 
pediatric care in their professional panels 

•have affiliations with hospitals furnishing 
Level I through Level III maternity and 
newborn intensive care services 

•except in the case of health centers funded 
under Section 330 of the Public Health 
Service Act, draw no more than 75 percent 
of their enrollees from publically funded 
programs 

•meet all applicable state licensure 
requirements

While Right Start encourages enrollment in 
prepaid plans, we recognize that there are still 
numerous practicing physicians and clinics who 
are not yet a part of a formal carefully structured 
pre-payment system capable of providing and/or
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arranging for all necessary care on a capitated 
basis. Thus, the Right Start Fund could also 
provide families the option of obtaining regular 
insurance to cover office-based practitioners on a 
fee-for-service basis. Providers participating in the 
insurance portion of Right Start would be also 
required to accept a direct assignment of benefits 
and could not bill patients for charges. Payment 
schedules should be in accordance with the 
Medicaid program. This may, of course, mean 
that Medicaid reimbursement schedules for Right 
Start services may have to be re-evaluated in 
order to get enough providers to participate.

Other Things That 
Need to Be Done

In addition to enactment of Right Start in 1987, 
we make the following recommendations that 
should be acted on as soon as possible:

Strengthen and enforce medical child support orders.
Minnesota law currently orders parents with 

child support obligations to cover their children if 
health insurance is a /ailable through work. This is 
not routinely enforced, however. The Minnesota 
Non-Tax Revenue Commission has created a plan 
to extend that requirement to ail parents with 
support orders, define minimum insurance 
standards, and to simplify compliance and make 
it as automatic as possible. The federal 
government has recently ordered all states to 
include medical child support in their regular 
enforcement efforts, and has agreed to pay 70 
percent of the costs. The new medical child 
support plan was passed by the 1986 Legislature 
and should be implemented immediately.

Include community providers in 
Medical Assistance 
pre-payment strategies.

Currenc efforts to move Medical Assistance to a 
pre-paid basis, and to evaluate the quality of care 
given by various providers so the state can "buy 
smart" should be applauded. It is important, 
however, that community provioers be included in 
any statewide prepayment scheme. These public 
and smaller community clinics have expertise

with the poor and currently see many of the very 
people who are Medicaid-eligible or will be served 
through the Right Start program.

To exclude these providers simply because they 
are not at this moment members of prepayment 
plans would be short-sighted. It would also be 
expensive, since continuity of care, transportation 
problems, language and cultural differences all 
affect the use of health care. Denied access to 
community providers, some people will go 
without needed care, and would subsequently 
deveiop the expensive problems we are seeking to 
avoid with our preventive strategy.

The Medical Assistance demonstration project 
now being conducted in Hennepin, Dakota, and 
Itasca Counties includes community providers, 
and some HMOs have begun to contract with 
community providers for certain services. These 
efforts should serve as models for statewide 
Medical Assistance prepayment efforts.
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Strengthen the WIC program.
Minnesota cannot afford to have poor pregnant 

women and little  children going hungry. Beside 
the private sector efforts to support food shelves, 
which we applaud, the Governor and Legislature 
must make the WIC program work better. Three 
things need to be done.

First,  an intensive information campaign to 
inform the hungry pregnant  women about  WIC.

This can be conducted through food shelves, by 
training people who give obstetrical care about 
WIC and how to get their patients enrolled, and by 
supplying WIC information through other 
systems, such as stuffing flyers in commodity 
distribution bags and grocery bags in low income 
communities, and T.V. and radio public service 
announcements. The State Department of Health, 
which currently has an unfilled position to do WIC 
outreach, should use those funds and any other 
resources available to begin outreach 
immediately. We cannot afford to wait,

More pregnant women can also be brought into 
WIC by offering incentives to program 
administrators. As was done by the MEED 
program to encourage placement of General 
Assistance eligibles. WIC should offer a small 
financial bonus to WIC programs for each new 
pregnant woman brought into the system.

Second,  we should create  a WIC reserve.
Minnesota has underspent WIC funds by 

$991,000 over the last two years. This tragedy has 
occurred because the WIC funds from the federal 
government are somewhat unpredictable, and 
program administrators felt they must budget 
conservatively in order not to overspend. This 
underspending in the face of such great need is a 
shame, but luckily it can be easily remedied. A 
small WIC reserve, perhaps $50,000, should be 
set aside. The Legislature should direct that WIC 
money be spent. Because WiC is carefully 
administered, the reserve would most likely not 
even be used.

Third, the s t a te  should com m it  s o m e  funds to 
WiC.

Right now about 111.000 Minnesota mothers 
and children who are eligible for WIC are not on it 
because the program is severely under-funded. 
This large group of people who cannot be served 
has discouraged administrators from publicizing 
the program for fear of raising hopes that cannot 
be met. But the consequences of not doing 
publicity are that many of the people who could 
benefit most from the program are not served 
because they do not know about it. In order to 
better serve pregnant women and children in 
need, and to allow the program to fu lfill its 
purpose of building better babies and containing 
medical costs, the state of Minnesota should 
allocate $3.1 m illion for WIC so that all those 
currently on the waiting list can get help. Further, 
the state should direct all WIC administrators to 
publicize the program.

Our children are precious. They are also 
vulnerable and growing more so. It is up to us as a 
state to marshall the expertise and resources to 
provide comprehensive, dependable preventive 
health care coverage so that all our children can 
get the right start in life. This is a cost 
containment strategy both for the health care 
industry and for the state. It's also the right thing 
to do. Our children are our future. We can't afford 
to wait.
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COUNTY FACTS AFFECTING OUR CHILDREN

GENERAL

Children2 Unemployment rate3
County Population1 0-4 1984 1979
Aitkin 13.595 863 16.8 10.4
Anoka 207.355 17.022 15.0 2.9
Becker 30.972 2.328 13.4 8.2
Beltrami 32.903 2.677 8.9 6.2
Benton 26.434 . 2,512 8.4 5.6
Big Stone 8.083 571 7.1 4.7
Blue Earth 52.844 4.904 5.1 3.2
Brown 28,617 .  2.394 6.6 4.0 .
Carlton 29.342 2.377 11.2 6.6
Carver 39.573 3,107 4.6 2.8
Cass 21.344 1.593 10.8 7.0
Chippewa 14.881 1.269 7.5 4.6
Chisago 27.559 2,315 6.4 3.9
Clay 49,203 4,262 5.5 5.0
Clearwater 9,056 706 19.5 12.0
Cook 4,286 280 11.3 6.9
Cottonwood 14.178 1.014 6.9 3.9
Crow Wing 42.287 3.343 10.2 7.1
Dakota 208.308 18.206 4.6 3.2
Dodge 15.744 1.502 8.4 4.6
Douglas 29.505 2,372 6.9 5.4
Faribault 19,218 1.332. 6.2 3.9
Fillmore 21,915 1,702 7.5 4.1
Freeborn 35,398 2,727 8.0 4.8
Goodhue 39.385 3.045 6.5 3.7
Grant 7.209 525 6.7 4.2
Hennepin 945.970 74.001 4.6 3.3
Houston 18,774 1.618 6.0 5.0
Hubbard 15,264 1,013 12.4 8.4
Isanti 25,203 2,191 5.5 5.1
Itasca 45,047 3,473 12.6 8.6
Jackson 13,549 876 5.3 3.0
Kanabec 12,366 1.153 11.4 6.8
Kandiyohi 39,520 2,915 6.7 4.7
Kittson 6.774 437 9.4 5.9
Koochiching 16.759 1.430 10.3 7.2
LacQui Parle 10,395 799 6.3 2.7
Lake 12,740 936 16.4 4.0
Lake O'Woods 3,925 290 9.3 5.0
Le Sueur 23.585 1.994 9.1 5.0
Lincoln 7.972 584 6.9 4.1
Lyon 25.770 1.954 6.0 3.9
McLeod 29.971 384 6.3 3.2
Mahnomen 5.677 1.040 11.3 9.5
Marshall 12,804 1,908 13.8 9.3
Martin 24,669 2,049 6.3 3.4
Meeker 20,920 1,727 10.0 5.3
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#

ECONOMIC HEALTH
HARDSHIP

Single parent families4 K-12 students in Percent change
Percent no 

prenatal care in
Percent of 

1983 babies 1981-1983
Percent of all low-income homes, 19845 in 1982-83 Number of first trimester. born under infant death

Number families Number Percent farm income5- 1983 births7 1983® 5.5 lbs.9 rate10

260 6.8 477 32.0 + 6 200 29.1 3.0 8.4
4.943 9.7 3.911 8.2 -2 6 5 3.544 18.4 5.5 8.5

680 8.8 1,527 30.7 +104 481 21.9 4.4 13.8
840 11.3 2.141 30.2 + 25 583 22.4 3.9 15.4
502 8.1 805 18.2 -2 3 590 12.5 3.9 9.6
106 5.2 436 29.2 - 4 2 111 22.0 5.4 8.3

1.124 9.1 1.354 13.7 +24 805 16.7 4 3 11.9
561 7.7 717 123 -4 0 491 16.4 5.1 11.0
729 9.3 1.500 22.9 + 257 135 27.4 5.2 7.7
748 7.8 489 5.9 -2 3 645 14.0 5.1 11.3
487 8.4 1.465 37.5 + 88 342 34.6 7.6 13.2
247 6.0 433 16.8 -1 6 203 27.0 4.9 12.4
439 6.4 794 14.4 - 5 4 464 32.2 5.0 11.6

1,089 9.3 1.282 18.1 - 3 5 694 25.5 4.6 16.3
201 8.6 752 39.0 -2 5 134 21.2 3.7 4.7

90 7.9 141 20.9 NA 56. 13.0 3.6 28.6
263 6.3 479 17.4 -2 9 178 20.1 5.1 6.7

1.028 9.1 2.161 27.1 -4 5 644 28.4 3.9 11.3 
7.2 £  
6.8 »

5.047 10.1 2.739 6.2 -3 8 3,460 16.8 4.8
244 6.1 550 15.3 -5 4 273 28.4 2.6
455 6.1 1,041 19.1 - 1 7 437 15.1 3.2 8.7
364 6.8 548 11.5 - 3 3 269 30.5 3.3 9.2
383 6.4 772 21.8 -3 8 317 28.3 2.2 10.0
821 8.1 762 12.9 -2 9 468 27.6 3.9 10.8
752 7.2 900 13.1 - 9 598 21.1 3.7 12.2
120 5.9 298 20.9 + 21 106 17.3 6.6 3.0

33.143 14.0 20,405 15.5 -3 1 14,614 19.0 5.8 9.5
399 8.2 468 14.9 -2 8 307 18.4 3.6 15.1
296 7.5 1,012 37.6 -1 1 235 27.2 4.3 13.6
410 6.9 748 16.8 +55 416 32.7 3.8 12.3
972 8.3 2,247 26.1 - 2 7 633 20.9 4.1 9.8
226 6.0 320 14.4 - 4 7 190 17.3 4.2 4.8
261 7.9 475 20.8 + 7 22(5 29.3 4.9 6.1
714 7.5 1,197 18.5 -1 6 2 . 60(5 24.8 5.3 12.9
121 6.5 269 23.5 -3 1 92 30.3 3.3 0.0
404 8.6 843 23.9 -4 2 206 32.0 4.4 9.8
150 5.1 366 21.3 - 7 133 22.2 9.1 6.1
214 6.0 558 20.1 NA 149 27.7 6.0 7.8

72 6.7 200 32.6 +28 12 22.6 1.9 11.5
422 6.8 619 13.2 -  29 419 17.5 5.0 11.3
110 5.0 467 34.2 -4 8 106 31.1 1.9 2.8
470 7.5 1.051 19.7 -3 3 403 25.8 4.2 9.8
534 8.8 500 11.3 -2 7 494 11.7 5.3 11.9
121 5.3 833 47.7 + 25 97 19.6 4.1 9.8
187 8.1 910 31.1 -2 7 179 23.0 3.4 8.5
524 6.7 558 12.8 -2 8 391 22.9 2.6 8.4
357 6.4 997 20.0 -4 6 345 36.1 6.1 10.1
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COUNTY FACTS AFFECTING OUR CHILDREN

GENERAL

Children2 Unemployment rate3
County Population1 0-4 1984 1979

Mille Lacs 18.316 1.633 9.0 5.7
Morrison 30.046 2.517 10.7 7.3
Mower 39.816 2.858 6.7 5.1
Murray 11.441 865 8.2 5.1
Nicollet ’ ' ' 27,976 2.380 5.0 2.8
Nobles 21,934 1.630 6.8 3.4
Norman 9,534 665 7.0 4.5
Omsted 95.791 8,475 4.6 3.7
Ottertail 54.864 " 3.825 9.9 6.2
Pennington 14.036 1.282 9.1 5.4
Pine 20.576 1,676 11.2 7.5
Pipestone 1 1.405 799 5.1 4.9
Polk' " ‘ ' :' 34,562 2,667 8.6 5.6
Pope 11,854 884 7.5 4.7
Ramsey 457,123 35,778 4.8 3.8
Tad Lake 5,340 413 15.2 10.3
Redwood 18.835 1,518 5.3 3.3
Renville 19.685 1.393 8.5 5.1
Rice 47,012 4.029 7.5 4.9
Rock 10.728 893 •4.0 2.9
Roseau 12.845 1.099 11.0 6.2
St. Louis 213,662 3,660 12.2 5.8
Scott 48.885 3.040 5.3 2.8
Sherburne .. . . . 33,258 1,229 8.0 5.0
Sibley 15.671 16.326 7.3 4.4
Stearns 113,815 11.334 8.0 5.9
Steele 30.498 2.711 6.6 3.7
Stevens 11.191 859 5.6 3.7
Swift 12,776 988 9.5 5.0
.Todd 26,034 2,048 8.2 5.4
Traverse 5,402 370 6.3 4.5
Wabasha •••„ 19.178 1,732 8.4 4.2
Wadena 14.001 1.124 9.4 5.4
Waseca 18,711 1.838 5.9 3.3
Washington 120.502 9.334 4.4 3.0
Watonwan 12,046 1,000 6.7 3.3
Wilkin 8,348 701 6.3 4.1
Winona 46,478 4,129 7.8 5.3
Wright 62,199 6,353 6.1 3.7
Yellow Medicine 13,095. 918 6.2. 3.5

STATE 4,145,607 335,104 6.3 4.2
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ECONOMIC HEALTH
HARDSHIP

Percent no Percent of
Single parent families4 K-12 students in Percent change prenatal care In 1983 babies 1981-1983

Percent of all low-income homes, 19845 in 1982-83 Number of first trimester. bo,n under infant death
Number families Number Percent farm income6 1983 births7 19836 5.5 lbs.9 rate10

375 7.6 1.418 25.3 NA 314 15.5 7.0 14.9
560 7.5 2,515 36.2 -2 1 548 15.7 4.8 11.4
865 7.8 1,125 16.6 -4 2 554 37.3 3.8 8.9
174 5.5 254 16.4 -2 8 162 15.8 2.5 3.9
507 8.0 310 13.7 -3 7 370 15.5 4.6 14.9
429 7.2 755 19.2 -3 6 320 20.7 4.7 12.0
157 6.2 475 28.8 -1 9 106 26.4 2.8 2.7

2,200 9.5 1,765 9.9 -2 1 1,750 23.9 5.9 8.2
892 6.3 2,143 25.4 -1 9 771 16.6 4.0 6.3
389 9.7 867 30.7 - 8 226 27.5 5.8 5.8
431 8.3 1,239 30.0 + 6 340 33.4 2.9 6.9
195 6.2 564 22.1 -6 7 182 18.6 7.1 10.9
793 9.0 1,653 25.2 -3 0 550 23.1 5.3 9.0
183 5.7 444 23.7 -3 0 200 21.2 4.5 10.5

17,001 14.8 13,262 19.9 -5 8 7,710 24.3 6.0 11.3
87 6.2 499 42.5 -1 8 88 24.1 3.4 7.1

350 6.8 576 15.6 -2 8 324 13.7 4.3 12.5
313 5.7 591 15.6 -4 2 340 14.8 4.1 6.1
865 8.1 1,164 8.1 -3 3 700 27.2 5.7 8.5
156 5.4 349 18.8 -4 5 160 12.4 7.5 6.1
209 6.2 660 24.5 - 1 4 198 23.8 5.6 18.7

6,451 7.7 9,018 26.9 NA 2,835 16.8 5.3 8.7
350 6.5 737 7.3 -2 0 793 18.2 3.7 9.4
485 5.5 599 3.6 -3 0 6 539 16.0 6.0 8.4
232 11.1 408 15.4 -4 2 217 12.4 4.6 6.9

1.995 8.2 4.526 17.6 -1 5 1,952 17.8 4.4 9.7
575 7.2 678 10.9 -2 5 500 43.3 4.6 11.9
159 5.8 311 16.6 -6 6 140 7.8 4.3 3.8
231 6.7 670 24.5 - 3 8 174 25.7 6.9 8.8
388 5.9 1,822 36.0 -2 8 431 26.4 6.1 11.5
103 6.8 208 28.0 - 7 6 83 26.9 3.6 11.7
350 6.8 629 14.9 - 8 332 22.8 6.9 16.2
290 7.8 1,153 33.9 NA 213 24.7 2.8 17.3
352 7.3 514 13.2 -3 8 301 20.9 5.3 14.2

2.408 8.3 1,595 6.4 -6 1 1.852 17.3 4.6 8.e
226 6.6 401 18.6 -2 5 199 24.2 6.0 8.0
170 7.8 311 18.5 + 10 106 16.3 1.9 13.4

1,044 10.1 1,113 14.5 - 3 7 702 16.5 4.9 11.3
986 6.6 1,502 11.3 -2 5 1,156 18.2 4.2 9.1
215 5.9 509 23.6 -1 8 23C 29.1 4.3 14.2

107,271 10.3 122,943 16.7 - 2 9 65,559 20.9 5.0 9.8

m
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CHILDREN’S HEALTH HEARINGS
Minnesotans Who Presented Testimony at Children's Health Hearings In 

Northwest, Northeast, Southern and Metro Minnesota 
September and October, 1985

Children's Health Hearing 
Saturday, September 21, Bemidjl 
Hearing Speakers

Dr. Mark S. Becker 
Cass Lake Physician 
La Porte

Robin Buchanan
Cass County Nursing Services
Benedict

AliceCollins 
Planned Parenthood 
Bemidji

Nancy Jacobs Contrucci 
Early Childhood Education 
Bemidji State University 
Bemidji

Steve Engel 
WIC Consultant 
Bemidji

Bonnie Engen
Clearwater County Nursing Service 
Bagley

Patti Haasch
Leech Lake Head Start
Bemidji

Wayne Kuklinski 
Tri-Valley Head Start 
Crookston

Ruth Nepper
4 County - Early Periodic Screening/WIC 
Warren

Blanche Niemi 
White Earth Head Start 
Callaway

Cathy Nye
Services for Children with Handicaps 
Bemidji

Mary Lou Rindahl 
Outreach, Inter-County 
Oklee

Kathy Simonson 
Inter-County, Head Start 
Oklee

Roleen Walgenbach
Leech Lake Reservation Health Division 

vnidji

Children's Health Hearings 
Thursday, October 3rd 
Northeast Minnesota-Grand Rapids 
Hearing Speakers

Linda Anderson
Maternal and Child Health Nurse 
A itkin County Public Health Department

Wendy Anderson 
Dietician
WIC Project Director 
Koochiching, Itasca Action Council

Sue Bounds
Coordinator. Early Childhood Program and 

Special Education School District 318 
and the Tri-County Cooperative No. 946 
Director, Infant and Toddler Center 
Grand Rapids High School

Barb Bunte 
Public Health Nurse 
Big Fork

SueErzac 
Public Health Nurse 
Maternal and Child Health 
Itasca County Health Department

Delores Larson
Community Health Representati /e 
Leech Lake Reservation Businers Committee 
Cass Lake

Jackie Thompson
AFL-CIO Department of Community Services 
Duluth

Randy Rehnstrand 
Administrator
Community Health Services Board 
A itkin. Koochiching. Itasca Counties

Barb Richards
School Nurse
Big Fork, Effie. and Togo
Itasca County Health Department

Bruce Rowe 
Administrator
Community Health Services Board 
Carlton. Cook Lake. St. Louis Counties

Dorothy Villock
Director. Teenage Parenting Program 
District 318 
Grand Rapids

Diana Seeger
parent of handicapped child 
Grand Rapids

Southern Minnesota - Rochester 
Hearing Speakers

Judith Aarsvald 
Licensed Psychologist 
Lutheran Social Services 
Rochester

Myra Ahrens. R.N.
Minnesota Migrants Council 
Dodge Center

Judy Barton
Community Health Service Administrator 
Wabasha County

Beulah Estran 
WIC Coordinator 
Rice County

Dr. Walter Franz 
Family Medicine 
Mayo Clinic

Kirsten Hall
Community Health Services 
Rice County

Barbara Huus
Assistant Director. Parent Child Health 
Olmstead County Health Department

Nancy Kolaas 
Women's Shelter 
Rochester

Amy Miller 
Nurse Practitioner 
Planned Parenthood 
Mankato

Phoebe Selvaggio 
Minnesota Department of Health 
Maternal & Child Health Division

Lynn Skinner 
Regional Director 
Planned Parenthood 
Rochester

Valerie Strauss 
Counselor
Catholic Social Services 
Rochester

Lynn Theurer
Community Health Services Administrator 
Winona County

Linda Thielbar
Head Start Administrator
Goodhue. Wabasha. Rice County CAP Program
Zumbrota



Trjsf' Tnwnsdm 
Outreach Coordinator 
Minnesota Valley Action Council 
Mankato

Metro Minneapolis • St. Paul 
Hearing Speakers

Majel Carroll
R A.P. Washington County 
Cottage Grove

Sarah Brown 
new mother 
St. Paul

Mary Edwards
Office o f Senator Durenberger 
Minneapolis

Dr. Betty Jerome
Teen Age Medical Service
Minneapolis

M ichelle Johnson 
new mother 
St. Paul

Margaret Jones 
M.N.C.H.I.P.
Minneapolis

Kevin Kenney
Associate County Administrator 
Hennepin County

Mayor George Latimer 
St. Paul

Wanda M iller
Health Services Supervision 
S». Paul Public Schools

Moreen Smith 
Indian Health Board 
Minneapolis

James Robinson 
Loft Teen Center 
St. Paul

Ann Ricketts
St. Paul Maternal Infant Care Program 
St. Paul

Joan Rambeck
Minneapolis Health Department 
Minneapolis

Lenora Sherard
Pilot City Health Center
Minneapolis

Susan St. Fauver 
Refugee Clinic 
St. Paul

Sv V ar..\
Commume. N utritionV ,
S: Paul Health Department

\  eromca Williams 
Minneapolis Urban League

Karen Zeleznak 
Parent Child Health 
Washington County

Mortheast Minnesota - Bemidji 
Hearing Panelists

Gladys Drouillard
Leech Lake Reservation Business Committee

Luanne Myberg 
Director. Minnesota Project 
Children's Defense Fund

Representative Edgar Olson 
Fosston • District 2B

Representative Ted Thorson 
Bemidji • District 4A

Judy WeiU
Director. State and Local Affairs 
Children's Defense Fund 
Washington. D C.

Senator Gerald W illet 
Park Rapids • D istrict 4 
Chair Finance Committee

Representative Maurice Zaffke 
Backus • D istrict 4B

Northeast Minnesota - Grand Rapids 
Hearing Panelists

Senator Ron Dicklich 
Hibbing ■ District 5
Member. Health & Human Services Committee 

Dana Hughes
Prenatal Care Campaign Co ordinator 
Children's Defense Fund

Commissioner Marilyn Krueger 
Chair. St. Louis County Board

Luanne Myberg 
Director. Minnesota Project 
Children's Defense Fund

Representative Paul Ogren 
A itk in • District 14A

RoySkramstad
Jobs Service Field Office Director 
Hibbing

Representative Loren Solberg 
Bovey- District 3B

Southern Minnesota • Rocnester 
Hearing Panelists

5t r.aior a\ ne rainson 
LanesDoio D istric t J2 
Memner Health & Human Services C om m ittee

Dr. Dan Broughton
Consultant ■ Department of Pediatrics
Mayo Clinic

Dana Hughes
Prenatal Care Campaign Co ordinator 
Children's De(er._a Fund

Commissioner Lee Luebbe 
Winona Con.ity

Luanne Myberg 
Director. Minnesota Project 
Children's Defense Fund

Representative Peter Rodosovich 
Faribault • District 25B
Member. Health & Human Services Committee

Mary Ann Senjem 
Representative Tim Penny's Office 
First Congressional District

Metro Minneapolis - St. Paul 
Hearing Panelists

Senator Linda Berglin
Minneapolis • District 60
Chair. Healm and Human Services Committe

Roy Garza. Director 
Community and Government Relations 
United Way of St. Paul

Representative David Gruenes 
St. Cloud - 17B District 
Chair. Health Subcommittee 
Health & Human Services Committee

Commissioner Ruby Hunt 
Ramsey County Board

Vusel Mgeni
Sabathani Community Center 
Minneapolis

Sara Rosenbaum. Director 
Child Health Division 
Children's Defense Fund 
Washington. D.C.

James P. Shannon 
Executive Director 
General M ills Foundation 
Minneapolis

Luanne Myberg 
Director. Minnesota Project 
Children's Defense Fund

W illiam Udoka 
Health Director 
Minneapolis Urban League
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“All children should have quality health care available and accessible.’’ 
Minnesota Maternal and Child Health Plan, 1985

“All Americans, rich or poor, deserve access  to quality health care.” 
Senator David Durenberger, 1985

“Finances are the primary barrier to m aternity care in Minnesota.” 
American Academy o f Pediatrics, Minnesota Chapter, 1984

“Comprehensive prenatal care is a key to healthier babies and m others.”
House DFL Committee on Families, 1935

“The Minnesota Legislature [should] make s ta tu to ry  and regulatory changes to 
provide comprehensive prenatal care for ail pregnant women in Minnesota not 
covered by third-party payers.”

Minnesota Coalition on Health Care Costs, 1984

“C onsum ers  should have basic health care benefits and catastrophic coverage. 
The s ta te  governm ent shouid cover those  who are unable to pay.”

Minnesota Medical Association. 1983

“ Prenatal care for uninsured pregnant women with incom es below 2 0 0  percent 
of poverty is a top priority.”

Commission on the Economic Status o f Women, 1986 Legislative Agenda



ALASKA STATE LEGISLATURE 
HOUSE OF REPRESENTATIVES 

RESEARCH AGENCY

P .O .  Box Y. State  C ap i to l  
J u n e a u ,  A laska 99811-3100 

Mail S top  3100 
(907) 465-3991

September 29, 1987

MEMORANDUM

TO: Representative Niilo Koponen

ATTN: Lisa McLaren

FROM: Sandi Depue
Administrative Officer

RE: Components of Health Care Costs in Alaska
Research Request 88.051

You asked us to find out what items make up the column "Health Care" in
Table 2 on page 2 of the September 1987 issue of Alaska Economic Trends
(article entitled "The Cost of Living in Alaska"). You also requested a 
comparison of those costs between Alaska cities and other cities in the 
United States.

Mr. Ed Eboch, editor of Alaska Economic Trends, told me they had quoted 
figures from the American Chamber of Commerce Researchers Association's 
"Inter-City Cost of Living Index," First Quarter 1987. Attachment A is
copies of pages from this document. The first page explains that the
following items are encompassed in the heading "Health Care":

Hospital Room - Average cost per day of semi-private room;

Office Visit. Doctor - General practitioner, average charge;

Office Visit. Dentist - Teeth cleaning and inspection: no x-ray or
fluoride treatment; and

Aspirin - 100-tablet bottle, Bayer brand.

The remaining six pages of Attachment A list the cost of various items for 
247 cities within the United States. I have highlighted the costs for hos­
pital rooms, doctor visits, dentist visits and aspirin.

I hope this information is useful to you. Please contact me if I can be of 
further assistance.

Attachments
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Inter-City Cost of Living Index 
First Quarter 1987
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5330 3188 8518 1056 85 583 765 J o g i f j ^ a o o  p 67 |
5330 3188 8518 1056 75 667 002 ) 0 2 1 f 0 2 6 1\
9220 1522 10762 1337 jO 633 753
8661 3815 12676 1326 60 633 786 S'/ad

9780 1152 100 660 739
6762 2667 9 709 1230 125 695 B 37
3733 2580 6313 1266 60 725 815 ^605*)  ™ 11 0 * 14 I ;
606 7 3065 9112 16)8 550 1112 ? 7 ) 5 0 I t  6 r
8656 3192 11866 1265 620 753 200 QO Ja* ? n

W*(r " W  Si
5567 6687 10236 1660 50 600 053 3 6 6 0 0  i j |OpQ"»y 6’1 ^ 7 6  /
3586 3292 6078 1223 60 566 931 5 6 7 6 0  S 9 j b ' P * 8 O'S: 10
5567 6687 10236 1660 88 599 853 | 6 2 y 5 ^ 7 * 0  * 3 t0O.t3 8 1

6893 6217 9 11 0 1291 55 537 099 |35fe0 8
5321 3693 8 816 1250 533 882 1 4 5 * 0  6 j
6563 6169 0692 1130 600 839 j 6 6 pO 2 6 0  9 ' 1
66 76 6018 8 69 2 960 217 065 » 6 5 c o  h i  - M m z  .3
5668 6133 9581 1616 50 500 8 62 B 6 6 i o  K M r t i l W  3 6 - <

5609 6299 9 9 0 8 1635 600 759
? j T  .v §  m
11(S30 2 2 *  * m O p '  3 9 4

16668 1610 75 6 50 796 z r i i j  . v q  3 b.4

11 360 1656 517 065 ? s | o a  2&7-1
12 73 1 1361 75 695 819
10306 1630 75 660 053

12 195 1631 600 821 •t  s i  £ « f < |  » ® 'j|
86 16 6032 16 666 1 852 60 660 792 718» h i  - > 3 };
8663 66 32 16 895 1987 60 508 7 36 M  9 1 3 ^/1 6 0 0 1 } 13
9090 6 100 13 190 1856 60 520 757



0UAR1ER 1, 19 0/ ZA 25 26 27 20
FR2 BO APT

Cl f Y A'lO STATE OR J CRH FD COK RENT

CALMDUU CA 12A 58 23 1 12 350

CIJLUHBIIS CA 126 59 25 119 3A9
UAL TON GA 1 12 51 2A 09 330

HACI1N CA 111 59 25 123 350

fillME CA 1 16 61 23 110 320

CHAMPA IGII 11 121 55 26 I 77 3 70

LUAPLESTUN 11 116 56 25 1 10 395
OEC Al UR 11 110 50 20 1 1 A 277

OMAO-CIIIES IL-IA 1 IA 50 2A 110 3A2
OUlNCY |L 115 51 2A 160 3AI

ROCK TORU IL 117 50 27 136 375
SPHIMCFIELD IL 111 5A 20 125 36 A

AMUERSOII IN 126 60 22 1 16 303

IILUrmiNCIUN IN 126 56 27 111 361

FORI WAYNE IN 109 57 27 152 A20

IN01ANAPIIL IS IN 109 50 26 115 382

MARION IN 122 55 27 136 36A

SOU III OENO III 115 53 22 131 A17
WARSAW III 1A2 56 23 171 350

AMES IA 1 1 1 53 22 120 399

CEDAR RAPIDS IA 121 56 21 1 A3 373

CL AR1 NOA IA 1 A 0 60 2A 13 A 250

CLIN ION IA 123 52 25 106 325
COUNCIL niUFFS IA 123 56 2A 163 366

FORI DODGE IA 111 53 25 1 19 325
IOWA CITY IA 117 52 20 130 375

MARSHALL TOWN IA 122 53 21 136 293

HAS(Jll CIIY IA 101. 51 22 119 292

CARDEN CIIY KS 133 59 21 1A6 330
CHE AI BEND KS 136 56 20 153 3A8
LIUERAL KS 137 60 27 121 311
SAL INA KS 123 5A 22 102 201
WICHITA KS 111 5A 23 159 335

1 EX INGT3N KY 135 50 26 129 AA3

LOUISVILLE KY 127 55 23 117 371
MAYFIELD KY 119 67 27 119 253

OWENSOOIIO KY 133 61 26 1 73 312
SOHERSri KY 1A6 50 2A 132 266

II Al ON ROUGE LA 1 IB A 7 20 120 296

LAE AY ETIE LA 125 51 2A 137 331

LAKE CHARLES LA 126 60 19 120 339

ItllNROF LA 129 5 A 22 1 IA 336

MURCAN CITY LA 130 66 23 127 3A0

NEW URL E ANS LA 118 50 22 137 33A

LEWISTON HE II 1 5A 29 1 79 3 79

Sec tion  3 • Page 8

P R 1 C E IE P O R T
29 A 29B 30 A JOB 31 30*31 32 33 3A 35

IIOHE HOME ALL­ PART OTHER TOTAL TELE 7 IRE GASO
PRICE P H ELECT ELECT 1HRGY ENRCY PIIOH BUS BAL LINE

100000 650 10715 10715 1696 A 17 059
9C500 59 3 8129 31A3 11272 1 0A9 65 A50 7A5
91B50 600 6210 3599 9809 1069 5A0 033
0 012 0 50 7 9092 5A60 1A 552 1856 50 560 8A9
06500 569 11027 11827 1782 50 56 2 0A9

10A600 713 6007 5968 12 775 1 A 73 50 66 7 899
7966 7 55A 11 30 A 11 38A 21 16 500 806
71937 Al 2 6007 5968 12 775 I58A 50 550 907
82800 550 7659 AA07 12C66 20A9 62 530 083
79200 528 12676 12676 IA39 AO 550 053
0 756 7 50 A 10155 562B 15703 1536 60 72A 06A
8A560 569 A660 6713 11301 1503 50 610 067

80000 521 A856 66A2 11A98 1579 50 570 8A5
70906 535 13065 13065 16A6 50 5A0 861
7602A A93 5015 5666 11A81 228A 50 A 75 079
0696 3 561 5A21 559A 11015 1922 105 600 OA 7
00700 5A6 5290 52A1 10539 1659 50 500 909
7A0A0 A79 A815 50B9 990A 1765 50 52 A 831
95667 655 71 AO 5055 12195 1703 300 092

119233 795 59 79 A 6 50 10629 1867 60 739 055
97720 6A0 6100 A 126 1023A 1915 50 600 867
65000 A3 1 0380 A032 13212 7A1 350 0AA
75000 517 59 AI ABU 10 752 1867 50 503 8 62
7266 7 A77 6950 A9/7 11527 1915 75 6A0 0 69
90000 637 6376 AO05 10A61 11 AO 50 567 069
105000 692 6A62 392A 10 306 1875 50 667 899
69000 AAA 60 A 2 A 395 10A37 1760 50 A92 929
0 A79 1 566 5821 A 329 10 150 1915 50 62 7 059

71150 A81 0630 2 765 11355 1520 A 0 0 035
8A500 559 6207 32A2 9AA9 1265 5A2 022
0 7000 566 5973 3837 9810 1532 533 076
70600 527 7053 2973 10026 1553 A90 799
79000 51 7 10339 2900 13319 1515 75 >50 762

97215 6A2 L1AA2 11AA2 1933 60 5A9 813
0 1300 520 55A9 5530 11079 2070 60 5A0 0A7
69700 A69 6395 A 66A 11059 1857 500 8 32
01922 550 A619 3506 0 125 2506 530 033
71200 A86 9891 9091 2105 A 13 091

09100 568 9731 1793 I152A 10AO 55 500 759
79058 516 1AO06 IA066 1816 A5 600 765
71A67 A67 13170 13170 I7 7A 600 8A3
7 7600 501 1A639 1 A 639 1720 A90 8A9
7266 7 505 8200 3 700 11 500 1667 52A 912

0 7600 580 11970 11930 19 AO 80 539 7A5

72380 A56 6323 5A15 11730 158A A56 029



%

o i j ari er  i .  I ' / i i i  

C U V  ANO STATE 

UAL nHURT HO

mi s  t o n  ha
TITLIinOKG-LEOHINSTER HA

RENTON HARBOR-SI JOSEPH HI
JACKSUH HI
LAOS lor, HI
HAROUCTIE HI
TRAVERSE CIIY HI

Sf ClOHO HO 
sr PAUL HO

COLE PORT HS 
LAUREL HS

CLIOTOO HO 
COL Him I A HO 
JET FERSITO CITY HO 
JUPLIH HO 
KIHKSVIllE HO 
POPLAR OLOfF HO 
ST JOSEPH HO 
ST LOUIS HO 
SPR ITICr I ELD HO

niLL TOGS HI 
GREAT TAILS HI 
HISSOUI.A HT

HASTINGS 'IE 
KEARNEY NE 
L lOCOLN NE 
OMAHA NE 
HAY OE NT

RENO-SPAAKS NV

NEWARK-Cl I ZAQF III NJ

ALAMOGORDO NH 
ALBUCOEROUE NH 
CLOVIS OH 
TAR HI OG 100 OH 
LOS ALAHOS OH 
iioswrLL OH

AlBAOY-tni  OMIE OY 
111 OGHAM 100 OY 
Bill I All) OY 
CHENANGO COUNTY NY 
KHI RA NY

26 25 26 27 28 29 A
TRZ DO APT IIOHE

OR J CRN TO COK RENT PRICE

126 66 26 105 698 9 7660

136 79 29 129 1 200 225 00 0
112 68 25 119 500 171667

1 1 5 56 26 125 326 88500
103 60 25 186 295 70608
136 59 27 152 650 90000
122 60 30 153 376 7393 3
136 58 28 129 667 9 33 33

11 T 5 / 25 162 386 75761
109 56 25 163 685 966 00

126 88 20 106 376 79000
122 68 21 122 258 756 60

126 57 25 127 289 7 6 1 50
121 57 20 165 316 B3250
116 66 IT 106 2 95 900 0 0

98 62 26 105 332 755 50
130 58 26 126 338 8 266 7
160 59 27 125 310 686 00
122 52 26 116 316 8 66 00
117 53 26 151 608 855 10
111 59 26 139 277 78800

137 68 23 169 3 79 9 39 00
136 69 23 129 373 75000
12 3 68 26 139 310 6 3 5 00

130 56 25 167 330 7 01 9 5
127 57 20 166 316 720 00
11 a 55 21 127 358 870 00
i n 50 26 113 399 809 0 0
126 57 32 139 360 8 25 00

99 52 28 125 681 103760

128 56 30 126 709 13 2200

129 56 27 I 50 351 93833
11 0 60 26 169 610 103923
126 56 26 130 350 855 90
135 59 29 165 359 956 67
126 63 26 172 638 135000
123 58 25 165 299 B6020

125 52 25 136 656 1 1 3750
106 51 20 126 381 89267
129 68 .30 169 306 600 72
120 60 29 132 296 9 20 76
130 52 29 127 369 791 60

Scrti

J L |>T

P R 1 C E Pt E P (11 R r
298 30 A 300 31 30 M l 32 33 36

IIOHE ALL- PART OTHER III 1 AL TELE I IRE
P M ELEC1 ELECT ENRGY ENRGY PI ION BUS HAL

63 7 1 11 65 11165 ? o e6 90 599

1 506 6 695 8196 16691 1 9 5 / 120 6 00
1122 9 690 5580 1 50 TO 1682 100 5 15

600 595  7 5387 11 366 1568 90 569
535 5105 6019 11206 1530 60 650
622 3500 6 029 9 52 9 16C3 75 66 5
502 56 71 7525 129 96 1630 100 500
635 7329 7775 15 106 17S7 100 52 5

693 7062 5500 125 62 1960 25 590
626 5266 7269 126 93 2 056 75 710

515 95 33 2935 126 6 8 2 689 75 5 6 9
695 9 1 5 7 9 1 5 7 2 539 5 10

696 8 826 3109 120 13 1069 6 70
556 6 09 2 3266 9 3 3 6 1201 6 20
616 5 763 6 295 100 58 813 50 56 3
500 1 05 52 105 52 1325 6 60
552 6150 6617 1 05 6 7 1530 390
666 981  7 9 8 1 7 1558 6 00
568 5691 6 56 2 10233 1689 50 550
570 60 67 6639 1 26 86 1306 75 508
533 6751 6002 8 7 5 3 1660 50 6 20

60 1 5618 6970 105 88 1 7C7 50 5 10
692 65 10 6627 8 93 7 1786 50 6 0 0
6 17 5170 3883 9 0 5 3 1732 5 20

651 5796 5522 1 13 18 1361 650
677 5300 3961 9261 1132 515
570 5329 5013 103 62 1657 65 603
551 6 926 6 63 5 9561 2 160 75 5 60
550 6 06 9 5056 1 1 1 23 1963 6 93

675 7885 3096 1 0 9 79 1635 100 600

860 8662 8528 17 190 1297 120 556

625 6667 3607 10056 2227 566
681 6711 2 916 9 6 2 7 1606 60 6 33
566 1 10 0 0 11000 2 610 510
615 5271 3616 8 88 5 2252 6 2 8
883 3 666 3216 6 80 0 2156 5 83
558 6 2 03 2963 7 166 2325 6 80

766 7605 5763 13368 2036 60 696
587 85 20 6200 16 T28 2268 50 500
635 52 35 6679 11916 2 657 100 507
6 0 9 7660 7592 152 52 1769 69 9
52 8 76 7 3 8115 16 3 8 R 2 105 75 388

35
GASU
LINE

803

823
855

921
892 
869 
9 1 9  
956

869
8 63

829
893

779
767
867
759
729
789
739
795
735

8 29
7 66  
783

829
9 07
619
865
8 89

819

799

827
767 
863
869
876
823

763 
855  
8 39 
857 
899

3 - Page 9



Section 3 - Page 10

o u a r t e r  t .  i -j o  r 24 25 26 27 28 29 A 290 30 A
FRZ 00 API IIOHE IIOHE A IL -

r . n v  a n d  s r a t e UP J CRN rn C0K RENT PRICE P»l ELECT
r.Lfl lS FAILS MY 119 54 32 151 405 76660 503
lirw YORK NY 139 55 31 109 991 135000 927
SAHA] or,A SPRINGS NY 114 54 31 142 403 1 14000 757
SCIIENff. 1 ANY NY 13 1 55 32 161 439 109000 745
SOfFOLK COON 1Y NY 141 55 29 123 786 189500 1216
SYRACUSE NY 00 59 28 125 344 70960 462
CHAPEL Nil L NC 112 48 22 159 444 120667 798 12132
CHARCOT 1E NC 109 46 20 124 395 9 300 0 597 12132
EL 1 / AOC1II C I I Y  NC 103 5 J 22 106 380 80000 529 12587
GKC ENSIIORU NC 116 42 20 116 344 95075 607 12125
GREENVILLE NC 115 50 21 95 324 94400 619 10002
HICKORY NC 118 47 19 92 330 02967 537 12137
HIGH POINT NC 115 44 19 123 360 102500 667 12171
RAI E IGII NC 109 49 19 131 452 104340 671 11290
ROANOKE RAPIOS NC 121 52 21 137 265 02398 556 13948
ROCKY HOONI NC 122 54 21 104 362 09820 579 10975
W IL I I1NGTON NC 111 51 21 122 345 94978 622 10971
HI IIS I ON- SALEM NC 109 49 21 131 355 106750 701 12132
AKRON Oil t o o 50 19 104 399 8085C 537
ASHLAND Oil 134 59 22 158 290 84000 564
our. yr os an 113 63 21 129 266 76000 534
CAN 1 .;N OH 107 51 70 1 10 360 77167 513
LOLUOROS OH 136 59 27 145 355 82750 543
d a y  t no on 126 66 23 109 446 93333 601
FINDLAY 1)11 122 56 26 106 342 9 548 7 647
LIMA OH 120 61 24 119 330 85400 56 9
i n R A I I I  OH 122 54 24 142 322 9013 3 609
YOOIIGSIUUN OH 116 51 20 134 295 04500 576
OKLAHOMA CITY OK 123 60 27 177 321 73300 492
TULSA OK 126 59 25 131 336 81434 53 6
CUGFHE HR 127 56 25 157 383 95525 616 6452
SALEII OR 120 51 24 1 34 313 78000 513 8 65 1
FRIF PA 1 19 53 22 145 385 0 5500 577
HARHISUURG p a 134 52 27 123 432 8 794 0 561 14635
H A /LT TOU PA 134 51 27 113 395 69500 493 17296
1 AOCAST Eh PA 132 63 28 129 375 04250 557 13809
IFIIANOtl PA 134 53 28 115 400 8 5000 562 11965
HIIOIGIIHCHY COUNTY PA 116 52 29 133 499 119000 774 19185
Pil l LAOELI’ ll 1 A PA 120 56 30 124 571 102280 660 19185
UAYNESOORI) PA 136 45 27 149 362 98333 69 1 11689
WILKTS-OARRE PA 128 57 28 108 410 78640 529 15066
YORK PA 129 50 27 139 402 87150 58 1
CTILIIHI) 1 A SC 105 52 21 147 369 80140 573 1468 3
FLORENCE SC 112 54 22 112 375 90167 509 10814
GREENVILLE SC 90 60 15 100 315 86400 560 11539
HYRILF REACH SC 112 56 20 121 412 103525 670 10212
SPAR 1 ANIIORG SC 92 57 16 111 385 1)2200 531 11539

R 1 C E P E P 0 P T
JOB 31 30 *31 32 33 34 35

PARI OlllER TO IAL TELE 7 IRE GASO
ELECF ENRGY ENRGY PIION DUS UAL LINE

5125 84 50 1 3 5 75 2038 50 579 824 ’ ' ' w f  j p ,
108 65 10697 21562 24 )6 100 6 70 017 m o o  *aqa  3900  * 5,:

9R00 4534 14334 3170 402 816 ['60DO itH0'V206;7 324.5
4 744 104 30 15174 27J6 90 570 BC3 f ju i io  2 9 q o  358p f t s ;

16344 6542 22886 3698 75 760 799 1 5 * 7  379O - <4667 *8 9 ;
5391 8JS1 13 742 2659 60 489 809 I 0 « 5  2540. .2.380 1076^

12 132 1562 50 600 8 20 19R10 262)3 VS-Jci?
12 132 1829 70 490 849 I 5 f 3 3  2 9 Q 0 , ,J 2 2 5  jb f t l
12 587 1803 504 920 U B o a ^ S f lO  • :289b |5 4 ?
12125 1752 50 500 856 14*00 l2 « f r i i '  25^0 198;
10002 i s e i 50 525 872 I 6I 00 SzfiS jr  $ 9 9 0  S4B;
12132 1665 723 866 14151) ' # Q p |  2047 f 4 T j
12 171 756 75 480 845 1 5 | ° 0  laffl- 2340 3 u
11250 1817 60 530 851
13948 1602 530 059 1 2100' MW) 3 6 | 0 { m '
10975 1933 50 4 75 846 l 5 f c o | | g /  3 o p o j j ^
10971 1687 50 4 70 852
12 132 1650 50 495 856

1 ^ 1  H r  3tf ° i
7311 6204 13515 1925 65 649 819 | ojLantq! J j 3 i 2 5 f t 9 2
7352 5862 13214 1702 500 0 52 K 2 5 6 7 » 0 $
6362 6404 12 046 1863 475 846 [99I)0e |§§Q  W 50o |8uf>
6404 4852 11256 1983 40 460 835 1.70 (illdi E 2 4 0 0 W 8 9
6440 6175 12615 25C3 60 645 059 fell )0 (1 8 1  K 2 b*60k£ 8j
677 1 4938 11 709 1962 60 575 853 190 70 21 $  £ 2 4 0  OS 9Q
54 23 5 360 10 783 1964 550 841 165 30 7 l « | « 6 B 0 < 4  !55
6047 6169 12216 2127 60 550 009 181 30 24Q9 jw?2550M0*
6245 6131 12 376 1620 650 821 311 30 21 6J $ 3 0 3  3SE 02
7628 4300 12000 1583 60 367 832 j l i  13 ? 2 3 » ^ 6 3  3 & 0 j

9309 3310 12619 1 739 75 450 769 LisU § 3 9 p |& q o o B 3 2 i
8284 3 774 12058 1702 60 556 783 0200 0 6  M  ||3 g  12£31 j.

6452 2072 60 600 78Z 1 76 00 0 tfo 12 Cl 13 D ?
8651 1976 50 570 789 !09|Q t | J M % 4 | 6 0 | 3  53

5670 6241 11911 1912 75 490 829 '23 f5  5 2 | o « 3 | o o l l 9 ' T
14635 1445 120 539 827 63 00 « 1 « 3  S3$6CR3 3<?
17 296 1315 75 360 893 54*0 ; |9 9 0  Si2«i25|Jl69
13 809 1437 130 574 7 72 171*7 U9 p  £ 2 f 5 0 | 3  24
11965 1192 570 843 202*0 lOW) f  24f>0|b51
19105 1305 125 539 797 17580 $ 6 9 0  £ 4 i9 0 S 3 2 9
19 105 1345 130 474 804 J8520 31 00  $3 90O |29O
11689 1354 36 7 902 I 7000 f l W  $ 2()60.13 15
15066 1240 90 395 785 21590 -19*0 7 26*0 12 95;

6523 5405 11528 1941 65 500 o n [ 7590 '13(36 12590 537;[ . r ^  . «  B-. g
14683 1710 565 861 io4o  5 4 2 6  s3i9 'o S o w
10814 2523 450 836 15590 j j i o j  k 276'7 B l 2
11 539 237 1 75 525 017 I 6090  § 2 0 9  « o | o  S i s :
10 212 1736 50 470 044 r n *
11 539 2052 400 041

€



m
P R I C E  R E P C I R I

UUARUH 1, 190 7 26 25 26 27 28 29A 2911 30 A 300 31 30*31 32 33 36 35
FR2 no API IIOHE IIOHE ALL- PARI OTHER ID 1AL TELE TIRE GASU

CIIY AND S1 A IE OR J CRN ED COK RENT PRICE P*l EL EC r ELECT ENRGY ENRGY PIICN DUS OAL LINE |
Aberdeen so 127 53 20 150 320 TB125 531 8529 6306 16833 1736 675 7 89 * m
RAP 11) CIIY SI) 127 58 29 1 76 606 67633 66 6 5159 5709 10968 2071 85 650 859 in
v ru H iu  him so 166 59 25 1)6 270 68500 656 6606 52)0 9636 1662 667 8 59
n n is ro i im -va 112 66 16 117 358 8 366 7 56 1 10636 10636 1986 690 897 16$>0
CIEVCLAMO III 116 55 25 116 286 83750 550 1381 7 1 3 8 7 7 1723 58) 8)2 l2f 50
IACKSUN im 1)6 61 27 125 318 73000 6 16 12533 12533 1612 600 919 l5t ool
k i or.scdr i hi 112 66 15 136 330 8 0000 551 10325 10325 1881 62 5 869 h i 50]
KNOXVILLE III 110 51 19 130 393 78622 519 1202 1 1202 1 1799 85 500 009 IS *
MCMINNVILLE IN 162 59 25 112 2 79 78667 576 9703 9 7C3 2155 625 8)9 14
HrMPNIS IN 116 58 29 122 366 8 7000 570 7332 2717 10069 1665 85 579 765 9?
HIIRRI SI3WN III 110 69 18 166 262 7196 7 68 t 12668 12668 1596 520 882 3<SJQ̂
NASHVILLE-OAVIOSON th 129 59 27 132 635 99850 67a 7532 6536 12068 1811 85 500 879 591°
PARIS IN 129 65 27 112 362 7 0000 663 10733 10733 1592 600 062 ;15; - 0.*
AOILENE IX 113 56 27 131 287 86000 551 83 70 2608 10978 1269 60 580 831 709 0
AMARILLO IX 122 56 26 139 368 86600 569 7098 2925 10023 1319 65 500 867 '82 0
ads n i l  rx 112 56 26 139 668 99500 635 5765 5589 11356 1369 50 669 799 !05 0
nEAUHONt IX 117 57 22 135 375 75000 689 6900 3317 10217 1300 50 502 791 95 7
DROWNSVILLE IX 126 58 29 163 305 76100 506 16563 16563 1262 50 570 912 [93 0
ORYAN-COLLECE S IA IIO II 7X 129 57 29 1 76 357 96680 626 12708 12 708 1561 569 829 jt n 0
DALLAS IX 129 61 27 156 667 9 6391 605 9992 2612 12606 1662 100 596 7 79 [06 0
EoiunuRr, ix 126 58 30 132 326 73660 6 56 I2B00 12800 1235 596 932 LT6 10
EL PASO IX 112 51 26 161 321 91000 587 6789 2783 9572 1323 75 590 905 149 lO
1 OR I WIJRIII IX 129 52 30 168 365 78000 692 8323 6526 12867 1368 75 630 7 95 (196QQ
IIAII LINDEN IX 120 59 30 129 333 79867 529 11089 11089 1373 95 606 916 |162DO
HOI) SION IX 123 61 25 1 36 308 7 290 2 669 9666 2393 12C39 1566 88 669 726 { 18625
milllSVILLE IX 127 62 25 139 389 T3967 666 12356 12356 1257 63 5 856 [ .56! JO
KERKVILLE rx 132 57 31 166 605 86600 552 7760 1272 9032 906 550 819 L;ia: 70
K ll LEEN IX 13) 66 27 138 608 88660 565 10953 10953 1505 520 879 \ i i )0
LOU DOCK IX 11) 53 26 161 325 76680 687 7268 3663 10691 1196 75 539 8)9 I5fi 10
LUFKIN IX 125 60 23 133 380 75000 677 9202 3608 12810 1125 600 906 1i 26; fo
HLALLEN TX 122 56 20 139 321 70200 502 12185 12185 1235 680 899 100,0
NACOGDOCHES IX 126 59 29 160 398 82167 53 6 9202 3608 12810 1113 510 833 65 (01
HOCSSA IX 1)5 56 29 131 318 77180 501 11073 11073 1301 625 099 69 to
SAN ANTONIO IX 123 51 27 139 302 92500 606 9779 2768 12 567 1310 58 620 757 691°SlirRMAII IX 125 63 26 162 320 65800 551 8917 6193 13 110 1733 660 836 l«3 JO
TEMPLE IX 137 50 25 169 306 7596 7 696 11385 11 385 1291 500 8 39 72 0
TEXARKANA IX-AR 130 60 27 136 369 76000 503 7070 2809 9879 1586 533 829 3
1YLER IX 121 57 29 152 300 72500 673 7122 3861 10903 1690 570 896 83 0
VICI0R1A IX 127 57 26 162 330 09500 587 10990 10990 1263 723 069 90 7
WACO IX 120 56 26 151 360 76900 696 12518 12518 1235 75 500 875 77 0
U lf.lll IA E A ll S IX 126 59 28 156 308 88560 586 16612 16612 1235 75 679 916 70 0
SAI I LAKE CIIY Ul 116 50 26 120 336 80969 533 5106 6 712 9 B 18 2269 50 610 799 19

J ♦
Oj

MIYITPELIEK-UARRE VI 1)5 51 25 139 638 96000 603 16986 2500 1 7606 1711 90 383 819
IIAMP I UN K1IAUS/SE VIRGINIA 125 56 22 100 361 95030 615 10870 ioe78 2152 130 530 839 L'

r i z
PHI Ilf. C WILL 1 AM VA 119 61 76 126 695 172630 183 10816 108 76 2107 600 065 185mnilANUKE VA 119 52 20 109 366 99100 636 9109 9 109 1768 576 057
OLYMPIA GA 120 52 28 130 323 86600 553 3301 6069 7 3 70 1572 629 779

?2Z0O- 
;?5WJ #; ^ s
?T«Oi 

U T 2 p k ? 0 5  
3580&8I

24?o&6*

>37 6.0 W  07
|j£og)4?
S27UOS3D529»
Jm 'T i 3 3 ?
-■” 52 366 
*30*0531?

z zp
i t *  5 5 < S 3  2 ?  
} { 2 > » q  3 2 6  
1 -Z 6 3 0  2 7 J  
' i ^ d O  2 9 7  
f ^ 3 6 0  16Q  
•;-J *A O  2 8 5  
c?i< |.80 2 7 6  
' 1 4 7 5  2 86 
J 6 0 0  2 2Q 
1 2 * 2  5 2 1 5  
|  2 ? 7 5 .  2 9 6

;*a*50\ 3 IQ 
'920 3 1 7

35 (26
5H

Section 3 - Paye II
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S e c t i o n  3  * P a g e  12

P R 1 i E R E P O R T
UUARI CIt 1. 198 7 24 25 26 27 28 29 A 298 30 A 308 31 30*31 32 33 34 35

FR I 08 APT IIOHE "~1E ALL- PART OTHER TOTAL TELE TIRE GASO ( S R ^ O O C ^  o eF 45p :
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EXECUTIVE SUMMARY

Most state governments administer statewide indigent health care programs. 
The State of Alaska for instance, administers the General Relief Medical 
(GR-M) Program. To ascertain how the current GR-M Program compares to other 
state indigent care programs, the Department of Health and Social Services 
analyzed three components of each state indigent care program.

The review of the benefit coverage component indicates GR-M ranks Alaska in 
the upper one-fourth of all states in regards to the quantity of services 
provided. The type of benefit coverage provided by GR-M places the program 

in the upper one-third of all programs.

The review of the eligibility standards component reveals that only one 
program allows substantially more income and assets than Alaska's GR-M. 
Fourteen other programs have income and asset criteria similar to those of 
GR-M, while 21 programs have more restrictive criteria.

The review of the source-of-funding component shows 26 programs, including 
Alaska's GR-M, are solely funded by state government, and 26 are jointly 
funded by state and local government. Six depend on local funding only.



DRAFT
A COMPARISON OF STATE INDIGENT CARE

The State of Alaska currently administers a state indigent care program, the 
General Relief Medical (GR-M) Program. For indigents who qualify, GR-M provides 
benefits similar to those of the state's Medicaid Program. The similarity be­
tween the benefits of these two programs is explained by reviewing their history.

When GR-M began in 1953, it offered major medical care to two groups of people: 
those not covered by private health insurance and those covered under other federal 

programs, such as the Indian Health Service. In 1972 Alaska entered the federal 
Medicaid program, and GR-M changed in two ways: first, all GR-M recipients were
moved to Medicaid; next, GR-M was redefined to cover only low income adults and 
children who did not qualify for Medicaid and who had no other coverage. After 
1972, GR-M recipients were provided similar medical services to those available 
to Medicaid recipients. The last, major change to GR-M was made in 19R2: two

groups, low income children and pregnant women who did not qualify for Aid to 
Families with Dependent Children, were moved from GR-M to Medicaid. However, 
another major change now seems inevitable.

The Governor's FY 87 budget calls for a 45 percent reduction from FY 86 spending 
for GR-M. Anticipating-'this budget reduction, the Division of Medical Assistance 
requested research to ascertain how Alaska's GR-M Program compares with other 

state indigent care programs. This report describes the methodology used for 
the comparison and highlights the results.

Methodology

A format for the comparison was adopt' i first. Since many states have a residual 
statewide program like GR-M based on tneir respective Medicaid programs, the 
chart of "Medicaid Services State by State" was selected for the format. This 
chart, a copy of which is located in Appendix A, lists the eight mandatory hasic 
services and the 32 optional services provided by Medicaid.

The Medicaid format was used to tally each progam's benefits. The Intergovern­
mental Health Policy Project's document, State Programs of Assistance for the 
Medically Indigent! was used as a source. This report is an up-to-date compen- 
dium of statewide programs that are designed to assist the medically indigent 
and are administered or funded wholly or in part by the state government. The 
document profiles each state's program(s). A program profile includes a descrip­
tion of eligibility standards, administrative responsibilities, benefit coverage, 
source of funding, recipient counts and total expenditures. The benefit coverage 
component of a profile was used to tabulate each program's benefits. Appendix R 
contains the tabulation, Figure 1: State Indigent Care Services.

Several benefits listed in the source document did not match with benefit cate­

gories in the Medicaid format. Two methods were used to include these services 
in the tally. First, to accommodate benefits beyond Medicaid, three additional 

categories--transportation, medical equipment and supplies, and kidney dialysis—  
were added to the format. A second method was used for services similar to 
Medicaid benefit categories; here, two types of assumptions were made. The first 
type assumes that a given benefit from the source document can be equated with a 
Medicaid benefit category. The second assumes that a given benefit constitutes 

only part of a Medicaid benefit category; this report designates the latter as 
a partial service. Appendix B lists both types of tabulation assumptions.
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method used to categorize and rank benefits was based on several assumptions as 
well as information from a document with a few incomplete entries. Further, the 
ranking assumes equal weight for all service categories.

Reviewing Column 5a of Table 1 in conjunction with a state's ranking will 
reveal a program's focus. For example, compare Michigan's General Assistance- 
Medical (GA-M) Program with Missouri's GR-M Program. According to Table 1, both 
programs offer five "Basic" services. However, Michigan's GA-M Program has 
three times as many "Optional" services as Missouri's GR-M Program, and thus 

ranks higher than Missouri. Column 5a indicates that Michigan's program provides 
"Ambulatory" services whereas Missouri's provides "Basic Coverage."

The type of benefits provided by state indigent care programs range from those 
that are the same as a state's Medicaid program to those that provide ambulatory 
services only. Table 3 lists all benefit types in ascending order of services 

as well as their distribution among the states. Alaska's GR-M Program, which 
is similar to Medicaid, is situated in the upper one-third of all state indigent 
care programs.

Table 3: The Distribution of State Indigent Care Programs by Benefit Type

Benefit Type?
Number of 
Programs

Varies by County 10

Ambulatory 5

Inpatient Hospital 5

Hospital (Inpatient and Outpatient) 8

Hospital and Physician 1

Hospital and Ambulatory 1

Basic Coverage 6

Similar to Medicaid 11

Same as Medicaid 9

TOTAL3 56

The "Scope of Eligibles" category in Table 1 reverls that only one program, 
California's County Medical Services Program, allows substantially more income 
and assets than Alaska's GR-M. To qualify for California's County Medical 
Services Program, an adult must earn less than $484 a month and have liquid assets 
under $1,500, excluding the home and autombile. To qualify for Alaska's GR-M 

Program, income must be less than $300 a month and liquid assets less than $500, 
excluding the home and vehicle. Fourteen other programs have income and asset 
criteria similar to those of the GR-M Program, while 21 progams have more re­
strictive criteria.

-3-
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A COMPARISON OF STATE INDIGENT CARE

The State of Alaska currently administers a state indigent care program, the 
General Relief Medical (GR-M) Program. For indigents who qualify, GR-M provides 
benefits similar to those of the state's Medicaid Program. The similarity be­
tween the benefits of these two programs is explained by reviewing their history.

When GR-M began in 1953, it offered major medical care to two groups of people: 
those not covered by private health insurance and those covered under other federal 
programs, such as the Indian Health Service. In 1972 Alaska entered the federal 
Medicaid program, and GR-M changea in two ways: first, all GR-M recipients were
moved to Meuicaid; next GR-M was redefined to cover only low income adults and 
children who did not qualify for Medicaid and who had no other coverage. After 
1972, GR-M recipients were provided similar medical services to those available 
to Medicaid recipients. The last major change to GR-M was made in 1982: two
groups, low income children and pregnant women who did not qualify for Aid to 

Families with Dependent Children, were moved frcm GR-M to Medicaid. However, 
another major change now seems inevitable.

The Governor's FY 87 budget calls for a 45 percent reduction from FY Rfi spending 
for GR-M. Anticipating-'this budget reduction, the Division of Medical Assistance 
requested research to ascertain how Alaska's GR-M Program compares with other 

state indigent care programs. This report describes the methodology used for 
the comparison and highlights the results.

Methodology

A format for the comparison was adopted first. Since many states have a residual 
statewide program like GR-M based on their respective Medicaid programs, the 
chart of "Medicaid Services State by State" was selected for the format. This 
chart, a copy of which is located in Appendix A, lists the eight mandatory basic 
services and the 32 optional services provided by Medicaid.

The Medicaid format was used to tally each progam's benefits. The Intergovern­
mental Health Pol’ey Project's document, State Programs of Assistance for the 
Medically Indigent! was used as a source. This report i s an up-to-date compen­

dium of statewide programs that are designed to assist the medically indigent 
and are administered nr funded wholly or in part by the state government. The 
document profiles each state's program(s). A program profile incluoes a descrip­

tion of eligibility standards, administrative responsibilities, benefit coverage, 
source of funding, recipient counts and total expenditures. The benefit coverage 
component of a profile was used to tabulate each program's benefits. Appendix R 
contains the tabulation, Figure 1: State Indigent Care Services.

Several benefits listed in the source document did rot match with benefit cate­
gories in the Medicaid format. Two methods were used to include these services 
in the tally. First, to accommodate benefits beyond Medicaid, three additional 

categories--transportation, medical equipment and supplies, and kidney di aly s i s—  
were added to the format. A second method was used for services similar to 
Medicaid benefit categories; here, two types of assumptions were made. The first 
type assumes that a given benefit from the source document can be equated with a 
Medicaid benefit category. The second assumes that a given benefit constitutes 

only part of a Medicaid benefit category; this report designates the latter as 
a partial service. Appendix R lists both types of tabulation assumptions.



For instance, when a state's profile is listed as "Home Health" in the benefit 
coverage, the service was tabulated as a partial "Skilled Nursing Facility and 

Home Health Services" (a Medicaid category). Figure 1's Key (in Appendix B) 
explains the symbols used to distinguish between partial and complete services.

To determine how Alaska compares to other states, the chart of State Indigent 
Tare Services (Figure 1) was summarized. The 43 benefit categories were condensed 
into three groups: "Basic" and "Optional" (both based on Medicaid services) and 

"Other" (the additional categories added to the Medicaid format). There are 
eight basic and 32 optional services under Medicaid, and three other services 
beyond Medicaid. The total number of services in each group is shown in Columns 

5b, 5c and 5d of Table 1, Appendix B.

A ranking of states by program benefits was selected as the method for comparing 

services. The total of all services--the "Basic", "Optional", and "Other" service 
categories--was used to assign position. That is, the state with the most 
services in a single program was listed first in Table 1, the state with the 
next highest follows, etc. The ranking explanation in Appendix B explains how 

ties were resolved.

Two other state profile components were compared in Table 1. To show how 
other states' eligibility criteria compare to GR-M's, a "Scope of Eligibles" was 
included. Asset and income requirements in the eligibility standards component 
of the state profiles (in the source document) were reviewed to derive the com­
parison shown in Column 3. Categories for comparison include:

- "More" (those states with less restrictive eligibility requirements, such 
as allowing more assets and higher income than GR-M's criteria),

- "Equal" (those states with criteria the same or similar to Alaska), and

- "Less" (those states with more restrictive criteria).

The "Scope of Eligibles" analysis does not influence the ranking in Table 1.

To show how other states pay for state indigent care programs, Column 4, "Finan­
cing," was included in Table 1. The source-of-funding component of the state 

profiles (in the source document) was reviewed to determine whether state and/or 
local governments provide financial support for the care.

The state profiles in the source document also describe other state programs or 
policies that assist the medically indigent. These include limited state indigent 
care programs, indigent care provisions in rate-setting states, alternatives to 

impose private health insurance coverage, and certificate-of-need provisions 
affecting indigent care. The Director of the Division of Medical Assistance 
expressed interest in the limited state indigent care programs. These are sum­

marized in Table 2, Appendix C.

Results

The analysis indicates that benefits provided by state indigent care programs 
vary in both quantity and type. The number of services provided range from New 

Jersey with 35 to Florida, Mississippi and Nevada each with three. Alaska 
ranks ninth with 25 services, placing it in the upper one-fifth of all states. 
Column 6 in Table 1, Appendix B contains the complete ranking. Note that the


