ALASKA LEGISLATURE COMMITTEE FILES  1987-1988 8672
4610 HUES J SB 37 - SB 67 (FILE 1) 51



[ orrAt%/w/dN o<ogeon Ny '

REQUES.:

BILL VERSION

FISCAL NOTE

Revision Date:

Agency Affected: Dept,

Tide: "An Act relating
printing of-.mino.rs; »
Sponsor: pi grhpr

to finger- 3RU. Public

Requestor: Spnate

EXPENDITURES/REVENUES:

OPERATING FY 88

PERSONALSERV ES
TRAVEL
CONTRACTUAL
SUPPLIES

EQUIPMENT

LAND & STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS

TOTAL OPERATING

CAPITAL

REVENUE

FUNDING: (Thousands of Dollars)

GENERAL FUND
FEDERAL FUNDS
OTHER

TOTAL

POSITIONS:

FULL-TIME
PART-TIME
TEMPORARY

ANALYSIS :

Dana Fabe.

Prepared by : |

Public Defender{

Judiciary

(Thousands of Dollars)

FY 89 FY 90 FY 91

(Attach aseparate page if necessary)

1/ f\|'->Phone s

Division: Public

Approved by Commissioner:

Agency:

Distribution (by preparer):
Legislative Finance
Legislative Sponsor
Requestor
Office of Management and Budget
Impacted Agency(ies)

Defender

John
Department of Administration

Agency \ /I Tv> na.v

Andrews | Date:,

PUBLISHDATE:

Defender

rnmpnr.,m. «Third Judicial

FY 92

CS SB 37
514187

of Administration
Agency

District

FY 93

Z?&—?%{ﬂ

)1 NS {%*<



CITY OF HOMER

POLICE DEPARTMENT

4060 H-ATH STREET HOMER, AK,, 99603-7609

S

Ci

February 8, 1988

Representative Mike Navarre
Ak State Legislature

PO Box V

Juneau, AK 99811

Re: Senate Bill 37
Fingerprinting of Minors

Dear Rep. Navarre;

(907)235-8113

The proposed bill appears appropriate and, if adopted,

should enhance our law enforcement operations. I do

see a

pccential problem with inability to fingerprint minors
arrested and held on adult status offenses, as the prints
are necessary Tfor positive 1identification in the event the
conviction record is used in subsequent sentencings (such as

DWI®"s, Fish and Game, and Parks offenses).

I would propose S.B. 37 be amended to included a

provision, 47.10.097(b)(3) to read:

new

(3) When the minor 1is arrested or held on an adult status

offense pursuant to A.S. 47.10.010(b).

Without fingerprints, the State would be unable to bring in

the prior conviction if the defendant <challenged
identity issue successfully.

Sincerely,

Michael L. Daugherty /
Director of Public Safety

MLD/db

the






LEGISLATIVE AFFAIRS AGENCY
LEGISLATIVE REFERENCE LIBRARY

May, 1988
Copies of minutes Jlisted below were originally included
in this file,, The minutes are available on the STAIRS
database CMPR. In order to save space copies of minutes

have not been left in the files. i
Mary Van Nimwegen
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HOUSE COMMITTEE REPORT

Q)
Date referred: 4/12/88 FURTHER REFERRALS: Finan
DATE: ~/ —/8 ~ 88
Health, Education and
The Social Services Committee has considered CSSB 42(°rTin)

"An Act relating to territorial service and BIA service under the
retirement incentive program; and providing for an effective date."”

RECOMMENDS:

[ 1 replace with [ 1 the same title

[ 1] attached amendment(s) [ 1 anew title
do pass
do not pass
no recommendation
individual recommendations

additional referral to the Committee

ADOPTS: L 1] letter of intent

ATTACHES NEW FISCAL NOTE(S):

[ ] fiscal impact [)/] same as previous fiscal note
[ 1 zero fiscal note published A]
[ 1 zero with analysis [ 1 same as previous zero fiscal

note published

SIGNING OTHER RECOMMENDATIONS:

C&SE>.



STATEO: Bill Version: CSSD w in
1588 DEGISLATIVE SESSION AU L

FISCAL NOTE

REQUEST:

Revision Date: Agency Affected: Department of Administration
Titie: An act relating to the Retirement  BRuU: Retirement and Benefits

Incentive Program
Sponsor: Duncc.n Components : Retirement and Benefits

Requestor: Duncan

EXPENDITURES/REVENUES: (Thousands of Dollars)

OPERATING FY 88 FY 89 Fy 30 Fy 91 FY 92 FY 93
PERSONAL SERVICES 3.0 6.0 0 0 0 1
TRAVEL 0 0 0 0 0 0
CONTRACTUAL 0 0 0 0 0 0
SUPPLIES 0 0 0 0 0 0
EQUIPMENT 0 0 0 0 0 0
LAND & STRUCTURES 0 0 0 0 0 0
GRANTS, CLAIMS 0 0 0 0 0 0
MISCELLANEOUS 0 0 0 0 o o
TOTAL OPERATING 3.0 6.0 0 0 0 | 0

CAPITAL 0 0 0 0 0 | 0
REVENUE 0 | 0 0 0 | 0 | 0
FUNDING: (Thousands of Doll ars)
GENERAL FUND 0 0 0 0 0 | 0
FEDERAL FUNDS 0 0 0 0 0 | 0
OTHER 3.0 6.0 0 0 0 | 0
TOTAL 3.0 6.0 0 0 0 j 0
POSITIONS:
FULL-TIME
PART-TIME
TEMPORARY
ANALYSIS: (Attach a separate page if necessary)
See attached
Prepared By: obert F. stalnaker, Acting Director Phone:  AB5-»<«60
Division: Retirement and Benefits Date: 3-16-88
Approved by Commissioner: John M. Andrews Date:
Agency: Department of Administration

Distribution (by preparer):
Legislative Finance
Legislative Sponsor
Requestor
Office of Management and Budget

Impacted Agency(ies) Page _i Of



Alaska g>tate Hegtslature

) COMMITTEES:
Senator Jim D uncan Finance
Resources

P.O. Box V Juneau. A laska 99811 Budget and audit

(907) 465-4766

March 22, 1988

TO: Representative Fran Ulmer, Chair
HouseN&tate Affairs Committee

FROM: SenatoJ™CIbS ™ M ncan

SUBJECT: CS SenateBill 42 (Finance), an act relating to
TERRITORIAL SERVICE AND BIA SERVICE UNDER THE

Retirement Incentive Program.

CS Senate Bill 42 (Finance), relating to territorial service
AND BIA SERVICE UNDER THE RETIREMENT INCENTIVE PROGRAM 1S
CURRENTLY BEFORE THE HOUSE STATE AFFAIRS COMMITTEE.

The current version of the bill would remedy an inequitable
SITUATION WHICH AROSE AS THE RESULT OF THE ORIGINAL RETIREMENT
Incentive Program. A handful of teachers who had service time
with the Bureau of Indian Affairs as teachers in Alaska were not
ELIGIBLE TO PARTICIPATE IN THE INCENTIVE BECAUSE OF AN AMENDMENT
TO THE ORIGINAL LEGISLATION WHICH EXCLUDED THE USE OF BIA SERVICE
CREDIT FOR THE PURPOSES OF QUALIFYING FOR THE INCENTIVE. So,
EVEN THOUGH THESE TEACHERS TAUGHT IN ALASKAN SCHOOLS WHICH WERE
OPERATED BY THE BIA UNTIL THE EARLY 1970°"S, THEY DID NOT QUALIFY
TO PARTICIPATE IN THE INCENTIVE.

The Finance CS for SB 42 would open a short window period
BETWEEN ENACTMENT OF THE BILL AND AUGUST 1, 1988, EXCLUSIVELY FOR
THE TEACHERS DISCUSSED ABOVE.

I WOULD APPRECIATE YOUR SCHEDULING CS SB 42 (FINANCE) FOR A
State Affairs hearing as soon as possible. I have attached
BACKGROUND INFORMATION FOR YOUR USE. My STAFF CONTACT ON THIS
bill is Roxanne Stewart at 465-4766.

Attachments

DistrictC



Box 246 RECEIVED 2

Barrow, Alaska 99723
January 15, 1988

Alaska State Legislature
Senator Jim Duncan

P. 0. Box V

Juneau, Alaska 99811

Dear Senator Duncan.

First, lwanted to express our appreciation for your efforts to correct the
Inequity iIn the RIP statute which prevented the participation of long-time
Alaskan teachers with Alaskan BIA teaching service. Your assistance as

prime sponsor of Senate Bill 42 has been very encouraging.

Secondly, my husband and lurge you to continue efforts in this regard. To
facilitate this we are enclosing a brief summary of our past corres—
pondence with you, along with recent developments in this area.

Although the RIP window is closed, there are a few persons around the
state who were deprived of the opportunity to participate in that program
because part of their teaching was under the BIA. They met TRS "20 and
out” regulations, and desired to participate.

My husband and Ihave taught inBarrow for the past 18 years, all in the
same school. The first 5 years were under the BIA, before the North Slope
Borough was formed. We saw fellow employees from the BIA years (BIA
Maintenance, Public Works, Roads, Utilities employees from round the
state) receive credit for their BIA service and qualify for RIP under PERS.
This was also true of former Public Health nurses and employees who had
transferred Into PERS with North Slope Borough service.

When we first heard of RIP nearly 2 years ago, we assumed we were
included, as TRS has already Included our category in the "20 ana out"
retirement option. Itwas with shock and disappointment that we found
ourselves eliminated due to the Kerttula amendment®s use of the definition
of "employer." As we did not have access to the "Definitions™ of the



sections related to education, twas several months before we found we
were not included. To us, It seems that we are not accorded "equal
protection” under the Constitution.._however Inadvertantly that may have
been. Our hopes rose last year as remediation under your SB 42 or HB 17
seemed possible. These were delayed past the window deadline by the
budget shuffe.

We now find that the inequitable statute has been inequitably applied, and
that 2 persons in Anchorage have actually retired using BIA teaching
service both to complete required years, and also for credit. Cur
investigations indicate that their retirement cannot be nullified (for
which we are glad), however for us to achieve the benefit they enjoy,
legislative action is necessary.

Just before Christmas, lcontacted all other known teachers around the
state with Alaskan BIA teaching experience. Of those who resconded to
previous questionnaires, there are 7 who could not retire last year because
of the Kerttula Amendment that still are Interested in retiring.

It Is our hope that SB 42 could be reworked to provide this remediation
relief by perhaps opening a 90-day enrollIment period for teachers unfairl
prevented from participating last year. It is obvious that this is not a
high-cost correction, and itwould still have some economic benefits to
school districts.

Bob Manners, our NEA-Alaska Legislative Mason man has been aware of
the constitutional equity problems of the original RIP as they relate to
former BIA teachers, and is our contact person there inJuneau for
attempting to resolve this problem. His phone number is 586-3090.

As persons who love their professions, and have spent much of our adult
lives in the service of native Alaskans, we beg your assistance with this
problem. A letter from Jan Faiks, received last spring is attached along
with a copy of your letter to us at that time %

Thank you very much for your assistance in "helping to make it fair."

Sincerely,

LJL

Peggy and JohmOavis, Teachers



Alaska 8>tate Segvalaittri WHILE IN SESSION

, P.0. Box V
House of Representatives State Capitol
"INieu, Alaska 99311
@) -166-3106
Al Adams OUT OF SESSION
Chairman P.0. Box 3B
Committee on Finance Kotzebue, Alaska 99752
(Q7) 442-3320
1024 W. 6th
February 25, 1985 avorage, Alaska 90501
(Q07) 274-0615

Official Business

Pe & John Davis
P.g%ox 246
Barrow, AK 99723

Dear Ms. & Mr. Davis:

Thank you for your letter regarding participation in the Retirement
Incentive Program by former Alaskan BIA teachers.

Although | have not been an enthusiastic supporter of the RIP
program,. | whole-heartedlx .agree with your position that this
program  has unfairly trea*'d those employees who would have
otherwise qualified forearly retirement except for the fact that a
portion of their teaching career in Alaska was under the BIA.

| have spoken to Mr. Bob Manners of the NEA andSenator Duncan's
office and understand that Senate Bill42 will be under consideration
in the Senate Finance Committee next week to deal with this
oversight in the original legislation. At this time | can assure you
that | will do everything possible tosee that this measure receives
favorable consideration in the House at such time as it passes the

Senate.

Again, thank you for bringing this matter to my attention. If there is
anything further | can do for you at this time, please don't hesitate to
contact my office.

Sincerely,

Al Adams
Chairman
House Finance Committee



PUDLIC OPIMIOH MESSAGp”CL. ; ;
DEAR SENATOR DUNCAN

NAVE LARRY M SMTH

TITLE:

DRESS: 3434 CALIPDELL AIRSTRIP ROAD
CITY: ANCHCRACGE

PHONE 333-9173

II. NO SO 42

*TIECT: EXTEND EARLY RETIREVENT INCENTIVE PROGRAM

SSAGE: | STRONGLY SUPPORT THE AVENDVENT 70 SD 42 WHCH WOUD ALLOW DIA
RVICE TO DE CREDITED UNDER THE RETIREIVENT INCENTIVE PROGRAM

= SENATOR UINKLEY AND SENATCR HALFCRD

LEASE KEEP ME ADVISED TO THE STATUS CF THIS DILL.

ZIP: 99504

POMID: 03095256
DATE: 03/14/00
TIVE: 09:32:56
“NAVE  ANCHORAGE LIO

OPIES: REPRESENTATIVES REPRESENTATIVES SENATORS

ADAVE BARNES ABOCD
QQUOHER BOYER BINKLEY
CROAN CATO COSHILL
COLLINS QOTTEN ELIAS0N
UAVIOSON DAVIS FAIIRENKAMP
DONLEY ELLIS FAIKS
FRANK FURNACE FANNING
QoL GRUONDERG FISCHER
GRUSSENDORF HANLEY HALFCRO
HERRVANN HOFAVIAN HENSLEY
HUDSON KOPONEN JONES
LARSON MARTIN JOSEPIISON
VENARD MLLER KELLY
NAVARRE PEARCE KERTTULA
PETTYJOHN PHILLIPS RCDEY
POURCHOT RIEGER STURGULBEWEKI
SHULTZ SPRINGER SZYNMAI.SKI
SUND SNACKHAMVER UEIILING
TAYLCR UMR ZIATOR
WALLIS ZANACKI

name:

TITLE:
ADDRESS:
CITY:
PHONE:
DILL NO.
SUBJECT:
MESSAGE:

POMD:
DATE:
TIVE:

LIONAVE:

COPIES:

PUDLIC OPINION MESSAGE
SENATOR  DUNCAN

JED WHITTAKER

2004 ASPEN
ANCHORAGE
N/R-

CEMOCRACY
PLEASE BRING HIR 4 TO A HOCR VOTE IT IS O\LY DEMOCRATIC TO DO 50.

ZIP: 99507

03095017
03/14/09
09:50:17
ANCHORAGE LIO

SENATORS

ABOCD
BINKLEY
QOAlILL
ELIASON
FAIIRENKAWVP
FAIKS
FANNING
FISCHER



PUDLIC opinion NMESSAGE

DEAR SENATCR DUICAM 1 DEAR: SHIIATCR CUICAM
mane: MLORED JOHNSON "7 NAVE MEARY K QLOVER
dZITLE._ 200 VTITLE:
address: STEWART ADDRESS: 4660 REKA »D 23l
CITY  ANOHORACE CITY: ANCHORAGE ZIP: 99500
PHOME: 333-8656 PHONE:  337-3021
DILL lio: SD 42 BILL NO SD_ 42
SUBJECT: EXTEND EARLY RETIREMVENT INCENTIVE PROGRAM SUBJECT: EXTEND EARLY RETIREVENT INCENTIVE PROGRAM
MESSAGE: | STRONGLY SUPPOF7 THE AVENDVENT TO SD 42 WHCH WOULD ALLON BIA MFSSAGE: | STRONGLY SUPPORT THE AVENDVENT IN SB 42 WHICH WOULD ALLOW BIA
SERVICES TO DE CREDITED UNDER THE RETIREVENT INCENTIVE PROGRAM SERVICE TO BE CREDITED UNDER THE RETIREVENT INCENTIVE PROGRAM
POIND: 03162613
e S B
TIME 16:28:13 TINE: 13:30:09
LIONAVE: ANCHORAGE LIO LIONAVE: ANCHORACE LIO
REPRESENTATIVES  SENATORS rfIPTFS: REPRESENTATIVES RFPRESENTATI
ADAVB BARNES ABOCD AOAVE BARNES ADOD
BOUCHR BOYER BINKLEY BOUGHER BOYER BINKLEY
CROAN CATO OOGHILL CROAN CATO QOGUILL
COLLINS COTTEN ELIASON COLLINS COTTEN ELIASON
DAVIDSON DAVIS EAIIRENKAMVP DAVIDSON DAVIS FAIIRENKAVP
DUILEY ELLIS FAIKS DONLEY ELLIS FAIK5S
MANK FURNACE FANNING FRANK FURNACE FANNING
L GRUENDERG FISCHER QL GRUENDERG FISCHER
GRUBSENDORF HANLEY HALFCRD GRUSSENDORE HANLEY HALFCRD
HERRVANN HOFRVEN HENSLEY HERRVARN HOFRVAN HENSLEY
HUDBON koponen JONES HUDSON KOPCONEN JONES
LARSON martin JOSEPIISON LARSON MARTIN JOSEPIISON
MENARD MLLER KELLY MVENARD MLLER KELLY
NAVARRE PCARCE KERTTULA NAVARRE PEARCE KERTTULA
PETTYJOHN PHILLIPS RODEY PETTYJOHN PHILLIPS RODEY
SHULTZ SPRINGER SZYMANSKI SHULTZ SPRINGER SZYMANSKI
SUIo SIMIIAVMER UEHLING SUID SVOKIIAVMER UEIILING
TALCR UMR ZHAROFF TAYLCR UMR ZARCFF
WALLIS ZANACK] WALLIS ZANK

RECEIVED fEB 2 3 1988

RLT."Flvrn mi 7?3



PUBLIC OPIMIOII

DEAR  J ATCR DUNCAN

iA~C CQUNNIE WWEB

* UE:

..IttSS: 1804 SOUTH SALEM DRIVE

CITY: ANCHORAGE, ALASKA

PHONE 561-0534

LLNO SO 42

DIECT: EXTEND EARLY RETIREVENT INCENTIVE PROGRAM

53AGE: | STRONGLY support AVENDVENT TO SB 42 WHCH WOUD ALLON B .1.A.
TO BE CPEDITED UNDLR THE RETIREMENT INCENTIVE PROGRAM

'oMD: 03120433
DATE 02 L2/83
TIME 12:04:33
ONAHE  ANCHORAGE IO

REPRESENTATIVES REPRESENTATIVES ~ SENATCRS
ADAVB BARNES ACOCD
BOUCHR BOYER BINKLEY
BROAN CATO COGHILL
COLLINS COTTEN ELIASON
DAVIOSON DAVIS FAIIRENKAVP
OONLEY ELLIS FAIKS
FRANK FURNACE FANNING
QL GRUBNDERG FISCHER
GRUSSENDORF HANLEY HALFORD
HERRVANN HOFAVN HENSLEY
HUDSON KOPONEN JONES
LARSON MARTIN JOSEPIISON
MENARD MLLER KELLY
NAVAPRE PEARCE KERTTULA
PETTYJOHN PHILLIPS RCDEY
POURCHOT RIEGER STURGULEWEKI
SHULTZ SPRINGER SZYMANSKI
SLND SNVACKIIAVMER UEHLING
TAYLCR ULMR ZHARCFF
WALLIS ZANACK]

RECEIVED FEB 2 3 1988

SERVICE

TITLE:

CITY:
PHONE:
BILL_NO.
svMiFrT:
VESSAGE:

POMD:
DATE:
TIMVE:

LIONAVE:

COPIES:

SENATCR DUNCAN

PHYLI5S BRACKEN

P.O.BOX 771551

EACLE RIVER
694-9609
SB

0312164B
02/22/88
12:16:48

ANCHORAGE LIO
REPRESENTATIVES

PETTYJON
SHULTZ

TAYLAR
WALLIS

42
PXTEND EARLY RETIREIVENT INCENTIVE PROGRAM
I STRONGLY SUPPORT THE AVENDMENT TO SB 42 VWHCH WOULD ALLOW BIA

REPRESENTATIVES  SENATORS

MARTIN
MLLER
PEARCE
PHILLIPS
RIEGER
SPRINGER
SAVACKIIAMMER
UMR
ZANVKK

ABOOO
BINKLEY
COGHILL
ELIASON
FAIIRENKAWP
FAIKS
FANNING
FISCHER
HALFORD
HENSLEY
JONES
JOSEPIISON
KBLLY
KERTTULA

RCDEY
STURGULBWSKI
SZYNANSKI
UEHLING
ZHARCH

RECEIVED FEB 2 3 1988



PUDLIC OPINION MESSAGE PUBLIC OPINION MESSAGE

DEAR SENATOR DUNCAN DEAR. SENATOR DUNCAN
NAVE NANCY MOGEE NAME: JACKIE SMTH
TIILE: TITLE:
ADDRESS: 3134 DELTA DRIVE address: 3434 CAVPDELL AIRSTRIP RD.
CITY: ANCHORAGE ZIP: 99502 CITY: ANCHORAGE ZIP! 99504
rilONE: 240-0241 PHONE: 333-9173
DILL NO. SD 42 DILL NO SD 42
SUBJECT: EXTEND EJVIY RETIREVENT INCENTIVE PROGRAM SUBJECT: EXTEND E'RLY RETIREMVENT INCENTIVE PROGRAMI
MESSAGE | SUPPORT THE AVENDVENT TO SD 42 VWHCH WOULD ALLON  |A SERVICES TO IVESSAGE: | STRONGLY SUPPORT THE AVENDVENT TO SD 42 WHCH WOULD ALLOW DIA
BE CREOITEO UNDER THE RETIREMENT INCENTIVE PROGRAM SERVICE TO DE CREDITED UNDER THE RETIREVENT INCENTIVE PROGRAM
roMI0: 03112716 POMIO. 03112910
DATE: 02/22/00 DATE: 02/22/00
TIME: *1:27:16 TINE: 11:29:18
LIONAME: ANCIIOPAGE LIO LIONAVE:  ANCHORAGE LIO
PFTRFSENTATIVES REPRESENTATIVES SENATORS COPIES: REPRESENTATIVES REPRESENTATIVES SENATORS
ADAVB BARNES A00D ADAVG BARNES ABOD
BOUCHER BOYER BINKLEY BOUOHER BOYER BINKLEY
BROAN CATO OOGHILL BRON CATO OOGHILL
COLLINS COTTEN ELIASON COLLINS QOTTEN ELIASON
DAVICSON DAVIS FAHIRENKAVP DAVIDSON DAVIS FAIRENKAVP
DONLEY ELLIS FAIKS DONLEY ELLIS FAIKS
TRANK FUINACE FANNING FRANK FURNACE FANNING
GOL GRUENDERG FISCHER QL ARUENDERG FISCHER
GRUSSENDORF HANLEY HALFCRD GRUSSENDORF HANLEY HALFORD
HERRVANN HOFAVIAN HENSLEY HERRVANN HOFAVIAN HENSLEY
HUDSON KOPONEN JONES HUDSON KCPONEN JONES
LARSON MARTIN JOSEPIISON LARSON MARTIN JOSEPIISON
MENARD MLLER KELLY MVENARD HILLER KELLY
NAVARRE PEARCE KERTTULA NAVARRE PEARCE KERTTULA
PETTYJOHN PHILLIPS RCDEY PETTYJOHN PHILLIPS RODEY
POURCHOT RIEGER STURGULEWSKI POURCHOT RIEGER STURGULEWSKI
SHLTZ SPRINGER SZYMANSKI SHULTZ SPRINGER SZYMANSKI
5U110 SAAOKITAVVER UEHLING SUI0 SAACKIIAVMER UELILING
TAYLOR WMVER ZHAROFF TAYLCR UMVER ZHARCFF
WALLIS ZANACKI WALLIS ZANKK

RECEIVED FED 2 3 1938

RECEIVED . | ®., |_]



DEAR:

IUILE
TITLE:
ODRISS:
Cm:
PHONE
ILL NO:

I'PJECTT t

ESSAGE!

SENATOR  DULICAU

MORGEN PAULK

PUDLIC OPINION HES5AGE

4201 1 IDA APT. 4 /

A..
r A ;

TIRENCm . TNTIVE PROGRAM

POMID:
DATE
TINE:

ioliane:

COPIES:

03075807
02/22/88
07 50:07
ANCHORACGE  LIO

RFPPFSENTATIVES

UID
TAYLCR
WALLIS

ZIP: 99502

. J BARLY RETIREIVENT INCENTIVE PROGRAM
J,”PORT THE AVENDMENT FCR THE D.1.A. TO CE CREDITED UNDER THE

REPRESENTATIVES = SENATORS

KOrONEN
MARTIN
MLLER
PEARCE
PHILLIPS
RIEGER
SPRINGER
SAKIIAVWMER
UMR
ZANACKL

ADODO
BINKLEY
OOGHILL
ELIASON
FALIRENKAVWP
FAIKS
FANNING
FISCHER
HALFCRD
HENSLEY
JONES
JOSEPIISON
KELLY
KERTTULA

STURGULEWSKI
SZYMANSKI
UEHLING
ZHARCH

DEAR:

NAVE
TITLE:
ADDRESS:
CITY:
PHONE:
DILL NO.
SUDJECT:
VESSAGE:

~ PUDLIC OPINION MESSAGE

SENATOR DUNCAN

PEGGY DAVIS \/£D VAFftR 0 \

p.o.sox 246 RECTV

BARROWN ZIP: 99723

852-4711

SD 42

EXTEND EARLY RETIREIVENT INCENTIVE PROGRAM

WTH 17 YEARS BARROW TEACHING, | GOULD NOT RETIRE UNCER 1.P. DECAUSE

5 DARRCH YEARS VEHRE UNOER D.I1.A.. OTHER FCRVER D.I.A. BVPLOYEES  UNTEO THEIR
YEARS TOMFD R.1.P./P.E.R.S.. SUPPORT WCRDING TO CPEN A CORRECTIVE R.1.P. WINDOW
FCR APPROXIMATELY 7 TEACHERS LEFT STATEWMDE HE CARED. DO YQU?

POMD:
DATE:
TIMVE:

LIONAVE:

COPIES:

HELP MAXE IT FAIR!

04140203
03/02/88
14:02:03
DARRCM INFO OFFICE

SENATORS

BINKLEY
FISCHER
HALFORD
HENSLEY
UEHLING
ZHARCH



m +'innrios:

DC/R:

MMI1E:

TITLE:

rifC
'H |

' SSAQC;

POMID
DATE:
1110L,

kiname :

COPIES:

PUDLIC CPIMOI) MESSAGE
SLIATCR GUNCAlL S

JOHN DAVIS

do.< 2a6

DARROW
52-6745

EXTEND EARLY  TIREMCNT IMCEHriVE PROGRAN
TPFAT ALL ALASKA!) TEACHERS CQLITAIILV. ~ PASS SD A

oALTC3A6
03-02/00
1:23:A6

palton mro office
SFHAJIJWS

outlet
riSCIIER
HALT CRD
IILIISLEY
UEIILIILS
ZHAROFF

RECEIVED MAR 0 3 1983

PUDLIC CPIMOI) MESSACGE
DEAR: SENATOR DUNCAN

name > RUTH AMD HOAR

title:
address: P.O. nOX 113

CITY: TK ZIP: 99700

rilove 003-5532
DILL no: SD A2
sudjcct: EXTEND EARLY RETIRr.MENI>INCENTIVE PROGRAM
MESSAGE: 1 HAS DENIED THE OPTION OF THE EARLY RETIREMENT INCENTIVE PPORAM LAS
YEAR DTCAUSE MY SERVICE THIC INCINIPED ALASKA DTA TEACHING. TEACHER 1'HO TALOI
fATIVE _CHILDREN SHOULD DE CNTITLEQO TO THE S ®E DENETITS THAT OTHER TEacuros liI
the staie nr.cnivim.  ih.case surmoiiT so a2 to rectify this inequality.

rOMID:  0209Y729
DATE: 03/03/00
TIME: 09:47:29
LIONAVE: DELTA JUNCTION LIO

COPIES: SENATORS

BINKLEY
FISCHER

HALFORD
HENSLEY

ETILING
ZHAROFF

RECF|\/t:G fLfiP s> 1 ijn



DEAR:

name:
TITLE:
:0RESS:

cm:
phone:
'1L no:
UJLCI:
SSAGE:

PUDLIC opinion MESSAGE

SENATOR DUNCAN

MGCHAEL HOAR

DOX 113
TOK  ALASKA ZIP: 99700 /
803-5532 /
SO 42

EXTEND EARLY RETIREVENT INCENTIVE PROGRAM
I AVMA LO\G TIVE TEACHER IN THE STATE CF ALASKA WHD WAS DONIED THE

»T1011 OF THE EARLY RETIREIVENT INCENTIVE PROGRAM LAST YEAR BECAUSE MY SERVICE

:d WD ALASKA DIA TEACHING.

IALITY.

POMO.
DATE:
TIVE:

IONAVE

COPIES:

I URCE YQU TO SUPFORT SD 42 TO RECTIFY THIS IN-
IN THE INTEREST OF FAIRNESS. PLEASE SUPPORT SD AC.

02155255

03"uU/08

15:52:55

DELTA JUNCTION LIO

REPRESENTATIVE ~ SENATORS

SHULTZ COGHILL
BINKLEY
FISCHER
HALFCRD
HENSLEY
UEHLING
ZHARCH

RECEIVED MAR 0| 1988

DEAR:

NAVE:
TITLE:
ADDRESS:
CITY:
PHONE:
BILL NO.
SUDJEST:
IVESSAGE:

PUBLIC OPINION MESSAGE

SENATOR  DUNCAT

el £.Wrrn WR‘/PT

TIM MACDONALD
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EXTEND EARLY RETIREIVENT INCENTIVE PROGRAM
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QILCT: extend early retirement incentive program

SSAGE: | BEGAN TEACHING CHILDREN IN KOTZHDUE FCR THE B.1.A. IN 1973. I'M STIL
IBRE TEACHING FCR THE N.N.A.B.S.0. WHCH MOUD BENEFIT FINANCIALLY FROM MY RET
MINT. SEVEN NORTHERN ALASKAN TEACHERS, INCLUDING ME, ME UNFAIRLY DENIED OR B
A BEXPERIENCE UNCER THE EARLIER RETIREVENT BILL. PLEASE SUPPORT SB 92 NOW I
iU COVMTTEE

ZIP: 99752

POMID: 10112605
DATE: 03/03/83
TIME 11:26:05
GI-ME KOTZEBUE INFORMATION OFFICE

OPIES: SFNATOPS

BINKLEY
FirCHCR
HALrCRD
HENSLEY
UEIILING
ZHARCH

bV

RECEIVED HAit Hs HBR

PUDLIC OPINION MESSAGE

RECEIVED MAS 0 3 1988
CEAR, SENATOR DUNCAN

NAVE MARY NMACDONALD
TITLE:
address: P.O. BOX 272
CITY: DOT LAKE
PHONE: 802-2665
BILL NO: SB 92
SUQJECT: EXTEND EARLY RETIREIVENT INCENTIVE PROGRAM
VESSAGE: PLEASE SUPPORT THOSE TEACHERS MHO HAVE DEDICATED THEMVBELVES TO THE
EDUCATION CF RURAL ALASKA SCHOOLS WHILE UNDER BIA CONTROL  BENEFITS FCR EARLY
RETIREVENT SHOULD BE EXTENDED TO INCLUDE THESE DEDICATED EDUCATORS OF ALASKA'S
EARLY RURAL EDUCATION EFFORT. PLEASE VOIE YES FCR SB 92.
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BaA
Barrow, Alaska 99723
March 25, 1933

Representative Fran Ulmer, Chairman
House Committee on State Affairs

. -\
I.Q.BUA‘ v

Juneau, AK 99311
Dear Representative Ulmer,

InJanuary, lwrote you to express our appreciation for your efforts as
sponsor of HB 17 to correct the inequity in the RIP statute which
prevented the participation of long-time Ala-kan teachers with Alaskan
BIA teaching service. Since that time 1ithas been encouraging co learn of
passage by the Senate of SB 42 in jrevised form that we understand has
had input from the TRS, the House Research Agency - possibly including
your office, and other interested parties as well.

My husband and lurge you and Representative Menard, as co-sponsors of HB
17, and members of the House State Affairs Committee to work for rapid
movement of CSSB 42 inyour committee, and to facilitate its movement
through HESS and Finance in a timely fashion. It appears that possibilities
may be good, with two sponsors in State Affairs which reviews the bill
first, and the assistance ofRepresentative Adams. Though not an avid
supporter of the "RIP" concept Representative Adams has written us of his
support for this Bill because cf the equity issues involved.

A brief summary of our difficulties and the reasons we are so interested
in obtaining legislative relief may be of help to you in this effort.

Although the RIP window is closed, there are a few persons around the
stctv wr-£ d-rr ¥ed of the opportunity to participate in that program
because part of their teaching was uncer the BIA. They met TR5 "20 and
out" retirement regulations, and desired to participate.

My husband and Ihave taught in Earrow for the past IS years, all in the
same school. The first 5 years were under the BIA, before the North Slope
Borough was formed. 7/e saw fellow employees from the BIA years (BIA
Maintenance, Public V/orks, Roads, Utilities ernnloyees from round the



state) receive credit for their BIA service and qualify for RIP under PERS.
This was also true of former Public Health nurses and employees who had
transferred into PERS with North Slope Borough service. Not BIA teachers.

When we Tfirst heard of RIP nearly 2 years ago, we assumed we were
included, as TRS has already included our category in the *20 and out"
retirement option. Itwas with shock and disappointment that we found
ourselves eliminated due to the Kerttula amendment®s use of the definition
of "employer™ As we did not have access to the "Definitions” of the
sections related to education, 1twas several months before we found we
were not included. To us, it seems that we are not accorded “équal
protection” under the Constitution...however inadvertantly that may have
been. Our hopes rose last year as remediation under HB 17 or SB 42 seemed
possible. These were delayed past the window deadline by the budget

oPi e

V/e now find that the inequitable statute has been inequitably applied, and
that 2 persons in Anchorage have actually retired using BIA teaching ser—
vice both to complete required years, and also for credit. Our investi—
gations indicate that their retirement cannot be nullified (for which we
are glad), however for us to achieve the benefit they enjoy, itwill be
necessary for us to have help.

Just before Christmas, I|contacted all other known teachers around the
state with Alaskan BIA teaching experience. Of those who responded to
previous questionnaires, there are 7 who could not retire Inst year because
of the Kerttula Amendment that still are interested in retiring.

The CSSB 42 which passed the Senate last week corrects this inequity by

opening an enrolIment period for teachers unfairly prevented from

participating last year, and does so economically - the estimated cost
ig but about $6000 to $9000, Ibelieve. Yet passage of the BIn b1yl
I have some economic benefits to school districts.

v/e now earnestly request your support and assistance, both moral and
actual in seeing that this handful of hardworking professionals are not

ws 10 troed reyr making years of contribution to the native people of our
state during the years when neither state nor local government;
responsibility for the education of children in remote villages of the north.



Bob Manners, our NEA-Alaska Legislative Mason man has beer, aware of
the constitutional equity problems of the original RIP as they relate to
former BIA teachers, and is our contact person there InJuneau for
attempting to resolve this problem. His phone number is536-7090 A
letter from Jan Faiks, received last spring is attached including a
relevant summary of the problem.

Thank you very much for your interest in "helping to make it fair"”
Anything you can do to help bring 3bout an equitable solution, will be
appreciated.






vl

\MTI I @F AU3I K-A . POUCH Y .srAlt CAPIta
MG3H 1ILEROSILAINgIS -
LEGISLATIVE AFFAIRS AGENCY
LEGISLATIVE REFERENCE LIBRARY

May, 1988
Copies of minutes listed below were originally included
in this file. The minutes are available on the STAIRS
database CMPR. In order to save space copies of minutes

have not been left in the files. )
Mary Van Nimwegen

M, H?>8
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DEPARTMENT OF ADMINISTRATION
DIVISION OF RETIREMENT & BENEFITS

PLEASE REPLY TO:

0O 2600 DENALI ST. SUITE 401
ANCHORAGE. ALASKA 99503-2740

0O P.0.BOX CR
JUNEAU. ALASKA 99311-0203

Puulr, EmployeM Retirement System
Tear/iers Retirement System
Judicial Retirement System
Elected Public Olticeis Retirement System
National Guard Retirement System
Territorial Retirement System
Retirees Voluntary Oental-Vision Audio Plan
Supplemental Benefits System
Gioup HealtnrLite Insurance Benefits
Deterred Compensation Plan
Public Employers Social Socunly Contributions

STEVE COWPER GOVERNCR

PHONE: 1907)465-4460 FHONE:  (907) 277-7504
February 24, 1988
The Honorable Niilo Koponen
The Honorable Johnny EIllis
Co-Chairmen, Health, Education,
Social Services Committee
P.O. Box V
Juneau, AK 99811
Dear Representatives Koponen and Ellis:
Re: House CS CSSB 67 (HESS)

This letter is meant to provide our analysis of the fiscal impact if HCS
CSSB 67 (HESS) is passed into law. This analysis consists of two separate
components. The first addresses the direct increase to health ‘insurance
premiums for active state employees for an increased level of coverage.
The second addresses the costs to the retirement systems due to the
increased levels of coverage for the retiree's health plan.
Premiums for active state employees is estimated to increase $3.70 per
month per employee effective July 1, 1989. The costs arc assumed to stay
level each year thereafter because the state does not have any experience
analysis to indicate that costs will increase annually for this additional
benfit and it is a small portion of the total health insurance package.
The FY 90 -estimated cost for active state employees is calculated as
follows:

The increase of $3.70 per month

times the number of state employees

(12,000) x 12 months $532,800
There is also a financial impact to employers participating in the state's
retirement plans due to the increased Ilimits of coverage for mental or
nervous conditions wunder the retiree's health plan. In addition to the
costs to the state's operating budget shown above, this bill is estimated
to result in a .20% increase in the PERS emp”yer contribution rate and a
.15% increase in the TRS employer contribution rate and a .15% increase in
the TRS State Match contribution rate in FY 90. The estimated FY 90
payrolls are listed below and are assumed to remain level each year

thereafter.

Note: Please Incluce Your Social Secunty Number In Al Correspondence & Requests Concerning Your Benefits,



The Honorable Niilo Koponen -2 - February 24, 1988
The Honorable Johnny Ellis

The cost to the state of $1,034.6 is calculated as follows:

The increase in the PERS contribution rate
(.20%) times the estimated FY 90 state PERS
payroll ($479,549,872) equals: $ 959.1

The increase in the TRS contribution

rate (.15%) times the estimated FY 90

University of Alaska TRS payroll

($44,753,863) equals: 67.1

The increase in the TRS contribution rate
(.15%) times the estimated FY 90 Department
of Education TRS payroll ($5,613,930) equals: 8.4

$1,034.6

In addition to the state costs described above, there would also be an
increase in political subdivisions' FY 90 contribution rate of .20% and in
sc'iool districts' contribution rate of 15%. This would result in an

increase in their annual costs as follows:

The increase in the PERS contribution rate
(.20%) times the estimated FY 90 political
subdivision payroll ($329,744,333) equals: $ 659.5

The increase in the TRS contribution rate
(.15%) times the estimated FY 90 school

districts' payroll ($319,882,344) equals: $ 479.8
$1,139.3

Although there would not be an adverse impact on the actuarial soundness

of the PERS and TRS funds if this bill becomes law, the unfunded liability
will ‘increase by $3,098,000 and the funding ratio will decrease by .3% in
the PERS, and the wunfunded liability will increase by $1,826,000 and the
funding ratio will decrease by .2% in the TRS.

Sincerely,

Robert F. Stalnaker
Acting Director

RFS/MBC/cam/6



HOUSE COMMITTEE REPORT

519187 Judiciary
Date referred: FURTHER REFERRALS: Finance
Health, Education and DATE:
Social Services CSSB 67 (HESS)
The Committee has considered

"An Act relating to insurance coverage for the treatment of a mental or
nervous condition,"”

HECOHMT3IDS:
[K] replace wi th 6 °f (Hesy) the same title
[ 1 attached amendment(s) 1 a new title
[ 1 do pass
[ ] do not pass
no recommendation
[ ] individual recommendations

L ] additional referral to the Committee

ADOPTS; c ] letter of intent

ATTACHES HEW FISCAL NOTE(s) :

[ ] fiscal impact [ ] same as previous fiscal note
L ] zero fiscal note published
[ ] zero with analysis [ ] same as previous zero fiscal

note published

SI0OTD9G DO PASS: SIGHING OTHER RECOMMENDATIONS:



Blue Cross.

of Washington and Alaska

15700 Dayton Avenue North/P 0 Box 327
Seattle. Washington 98111 0327
206(361-3000

BLUE CROSS OF WASHINGTON AND ALASKA
PROPOSED 2/16/88 AMENDMENT TO
1988 ALASKA HCS CSSB NO. 67

Section 21.42.365(c)(2) should be amended to read as follows:

(2) "cost"™ means the lesser of the following

() the actual charge for the treatment received for a men—
tal or nervous condition; or

(b) the usual, customary and reasonable charge for the
treatment as determined by the contract of coverage; or

(c) the charge agreed to by contract between the provider
and the third party pavor;
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DEPAEITSIEIVT OF ADMINISTRATION
DIVISION OF RETIREMENT & BENEFITS
PLEASE REPLY TO:

U L=

o 2600 DENALI ST. SUITE 401

o P.O.BOXCR
ANCHORAGE. ALASKA 99503-2740

JUNEAU. ALASKA 99811-0203

PHONE: (907)463-4460 PHONE: (907) 277-7504
February
The Honorable Niilo Koponen
The Honorable Johnny Ellis
Co-Chairmen, Health, Education,
Social Services Committee
P.O. Box V
Juneau, AK 99811
Dear Representatives Koponen and Ellis:
Re: House CSCSSB 67 (HESS)

(2/9/88 Draft)

Public Employees Retirement System
Teachers' Retirement System
Judicial Retirement System
Elected Public Ollicers Retirement System
National Guard Retirement System
Territorial Retirement System
Retirees* Voluntary Oentai Vision-Audio Plan
Supplemental Benefits System
Group HeaithrLite insurance Benefits
Deferred Compensation Plan
Public Employers Social Security Contributions

SIBE CONFR GOVER\CR

12, 1988

In accordance with AS 24.08.036, | am providing an analysis below on House
CSSB 67 (HESS). The analysis includes the long-term and short-term costs
to the state if the bill is adopted and the impact the bill will have on
the actuarial soundness of the Public Employees' (PERS) andTeachers'
(TRS) Retirement Systems funds.
The financial impact shown inthis letter represents the costs to
employers participating in the state's retirement plans due to the
increased limits of coverage for mental or nervous conditions under the
retiree's health plan. In addition to the costs to the state's operatino
budget outlined on the fiscal note, this bill is estimated to result in a
.20% increase in the PERS employer contribution rate and a .15% increase
in the TRS employer contribution rate and a .15% increase in the TRS State
Match contribution rate in FY 89. The estimated FY 89 payrolls are listed
below and are assumed to remain level each year thereafter.
The cost of $1,034.6 is calculated as follows:

The increase in the PERS contribution rate

(.20%) times the estimated H 89 state PERS

payroll ($479,549,872) equals: $ 959.1

The increase in the TRS contribution

rate (.15%) times the estimated FY 89

University of Alaska TRS payroll

($44,753,863) equals: 67.1

The increase in the TRS contribution rate

(.15%) times the estimated FY 89 Department

of Education TRS payroll ($5,613,930) equals: 8.4

$1,034.6

Q- 34LH

Note: Please Include Your Social Secunty Nurmber In Al Correspondence & Requests Concerning Your Benefits,



Messrs. Koponen &Ellis 2- February 12, 1988

In addition to the state costs described above, there would also be an
increase in political subdivisions' FY 89 contribution rate of .20% and in
school districts' contribution rate of .15%. This would result in an
increase in their annual costs as follows:

The increase in the PERS contribution rate
(.20%) times the estimated FY 89 political
subdivision payroll ($329,744,333) equals: $ 659.5

The increase in the TRS contribution rate
(.15%) times the estimated FY 89 school

districts' payroll ($319,882,344) equals: $ 479.8
$1,139.3
Although there would not be an adverse impact on the actuarial soundness
of the PERS and TRS funds if this bill becomes law, the unfunded liability
will increase by $3,098,000 and the funding ratio will decrease by .3% in
the PERS, and the wunfunded liability will increase by $1,826,000 and the
funding ratio will decrease by .2% in the TRS.

Sincerely,

Robert F. Stalnaker
Acting Director

RFS/bb/7



Work Draft

STATE OF ALASKA Bill Version: hcscssb67(hess)
1988 LEGISLATIVE SESSION Publish Date:

FISCAL NOTE

REQUEST:

Revision Date: Agency Affected: ah Agencies
Title: An Act relatino to insurance BRU: Retirement and Benefits
coverage for mental and nervous disorders.

Sponsor: Faiks and Kerttula Components: Retirement and Benefits
Requestor: (ghlb) ~
EXPENDITURES/REVENUES: (Thousands of Dollars)

OPERATING FY 88 FY 89 FY 90 FY 91 FY 92 FY 93
PERSONAL SERVICES 0 0 532.8 532.8 532.8 532.8
TRAVEL 0 0 0 0 0 0
CONTRACTUAL 0 0 0 0 0 0
SUPPLIES 0 0 0 0 0 0.
EQUIPMENT 0 0 0 0 0 0
LAND & STRUCTURES 0 0 0 0 0 0
GRANTS, CLAIMS 0 0 0 0 0 0
MISCELLANEOQUS 0 0 0 0 0 0
TOTAL OPERATING 0 0 532.8 532.8 532.8 532.8

CAPITAL

REVENUE 0 0 0 0 0 0
FUNDING: (Thousands of Doll ars)
CENERAL FUND 0 0 a3l & 8 & 481.6 481.6
FEDERAL FUNDS 0 0 2A.5 2".5 24.5 245
OTHER 0 0 26.7 26.7 26.7 26.7
TOTAL 0 0 532.8 532.8 532.8 532.8
POSITIONS:
FULL-TIME 1 0 0 0 3 0
PART-TIME E) 1 0 0 0 0 0
TEMPORARY 0 1 0 0 0 0 0
ANALYSIS: (Attach a separate page if necessary)

DRAF-®

Prepared By: Robert F. stalnaker, Acting Director Phone: 465-4470
Division: Retirement and Benefits Date: 2-11-88
Approved by Commissioner: John M. Andrews Date:
Agency: Department of Administration

Distribution (by preparer):
Legislative Finance
Legislative Sponsor
Requestor
Office of Management and Budget

Impacted Agency(ies) Page J__of

-ev: 1/11/87 1516KP/02n 02



Page 2 of 2

House Committee Substitute for Senate Bill 67
(2/9/88 Draft Version)
Fiscal Note Analysis
Prepared by Division of Retirement & Benefits
Department of Administration

February 11, 1988

This bill would require would require increased limits
of coverage for mental or nervous disorders wunder the
state's health plans for active employees of the state
and retirees.

This bill is estimated to result in a S3.70 per month
increase in Health Insurance costs of an estimated
12,000 state employees effective July 1, 1988. The

costs are assumed to remain level each year thereafter
because the stare does not yet have any experience
analysis to indicate that costs will increase annually
for this additional benefit, and it is a small portion
of the total Health Insurance package.

The FY 89 estimated cost for active state employees is

calculated as follows:

The increase of $3.70 per month
health cost times the number of
state employees (12,000) $532,800

Additional costs reflected in increased employer
contribution rates in the Public Employees' (PERS) and
Teachers' (TRS) Retirement Systems are discussed in a
separate letter to Representatives EIllis and Koponen.



RAPER/foepartment o Health & Social Services

POSITION

POSITION PAPER

Committee Substitute
for
Senate B ill 67 (HESS)

"An Act relating to insurance coverage for the treatment of
a mental or nervous condition."

This bill expands group health insurance coverage to include an
option for 45 days per year of in-patient treatment and 50 hours
total per year of out-patient treatment cr office visits for each
covered individual.

The department supports the progressive approach of this

legislation. However, we suggest several amendments which we
believe facilitate access to a cost-effective continuum of mental
health services by rural and urban Alaskans. The amendments allow
mental health services to be provided in the least restrictive
environment and help to reduce the per client cost of care. This
continuum includes: comprehensive diagnostic and evaluation
services; professional services given in the office, home and
extended home; case management; day treatment; various levels of
residential care (group hom.es and other residential facilities); and

general or psychiatric hospital services.

1) The definition of "inpatient treatment.” Sec. 21.42.365(d)(4),
should be extended to include coverage for appropriate treatment
received in residential onild care facilities which are licensed by

the Division of Family ar.d Youth Servioss under AS 47 .55.

Acute psychiatric care facilities are an essential part of a
complete continuum, cf psychiatric services, however, many persons
who suffer from a mental c¢cr nervous condition may receive
appropriate inpatient treatment in the less restrictive and less
costly environment of a licensed group home cr residential care
center. The only private acute psychiatric care hospital in Alaska
listed an FY 1986 cost c¢cf 3551.00 per day. 3y comparison, per day
costs for group homes range from. $39.25 to $210.00.

2) The definition of "outpatient treatment.” Section 21.42.365
(d)(8). should be expanded to include any mental health care
provider who has a master's cr doctorai_deoree in psychclcgyx
nursing, or scoial wcrk ar.d works in conjunction with one or ..more
licensed mental health care providers.

As presently written CSSB 67 allows reimbursement for
outpatient treatment only if the provider:

(1) has a master's or doctoral degree in psychology,
nursing, or social wecrk, and

(2) is employed by a community mental health care facility
which provides the treatment, and

(3) works in conjunction with a licensed provider.



CSSB 67 Page 2

The department believes that expanding the scope c¢cf reimbursable
providers would allow access to qualified providers by clients in

areas without community mental health centers. Some rural areas do
not have easy access to a mental health center, but have
prcfessicr.al services available through licensed facilities or
prcfessionals working in conjunction with licensed professionals.

This r.ay be accomplished by adding "cr" to the end cf
subsection <3; and adding another subsection to read:

person who works in conjunction with one
the professionals identified in subsectio: BJii J, (3)(
an& la (ii: ) above, and has a doctoral dear =e _r.
nursing, c¢r social work.

The legislature has already supported Medicaid reimbursement
for inpatient psychiatric facility care, outpatient treatment in a
psychiatrist's cffice, and the services of the various levels cf
professionals in state supported community mental health centers.
LAS 47.07.030; . CSS3 57 provides an opportunity for persons r.ot
eligible for the Medicaid program to gain similar insurance
coverage.

The Department of Health ar.d Social Services endorses the

concept of insurance reimbursement for a full continuum of mental
health services provided through licensed facilities or when
provided by professionals working in conjunction with licensed
professionals. The need fcr increased accessibility is highlighted

in many recent reports (e.g. 1986 Resource Committee Report fcr S.B.
520, 1985 API Children's Facility Study, and 1335 Bar.ergee Study or.
Child and Adolescent Grants and Contracts;.

CSSB 67 is a significant step forward in the delivery of mental
health services in Alaska ar.d is supported by the department. The
department supports this legislation and urges consideration cf
these amendments prior to passage.

RECOMMENDED BY:

_A-y-PTp

Dr. Mel Henry, Lirec; Kim Busch, Director

\ivisicn CJ Mental H Division of Medical Assistance
Developmental Disabilities

Yvonne Chase, Director
vision of Family and Youth Services

Approve-d by: ,U
Myra mT Munson, Commissioner



STATE OF ALASKA BILL VERSION : CS SB 67 (HFSS)

1988 LEGISLATIVE SESSION PUBLISHDATE:
REQUEST:
Revision Dale: Agency Affected: Health & Social Services
Title: ...relating to insurance coverage forBRii « Community Mental Health Grants.
the treatment of a mental or nervous cond. Institutions and Administration
Sponsor: Components = Community Mental Health
Requestor: Grants. Alaska Pcyrhiatrir TnstitntP

EXPENDITURES/REVENUES: (Thousands of Dollars)
OPERATING FY 88 FY 89 FY 90 FY 91 FY 92 FY 93

PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES

EQUIPMENT

LAND & STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS

TOTAL OPERATING -0- -0- -0- -0- -0- -0-
CAPITAL oL o 0. .
REVENUE -0- -0- L -0- -0- -0-

FUNDING: (Thousands of Dollars)

GENERALFUND
FEDERAL FUNDS

OTHER

*TOTAL -3- -0- -0- -0- ... N

POSITIONS:

FULL-TIME
PART-TIME
| TEMPORARY

ANALYSIS : (Attach aseparate page if necessary)

see attached sheet

Prepared by: Phone : 4(35370
Division : Date:
(/& Approved by Commissioner: Myra M Munson”ffi*'At- Date. H-'-t-tfg

Agency: Health & Social Services

Distribution (by preparer):
Legislative Finance
Legislative Sponsor
Requestor
Office of Management and Budget
Impacted Agencv(ies) page

| ol
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FISCAL NOTE

More Alaskans would be able to obtain needed mental health services as a result
of passage of this bill. These services could be provided by the public or
private sector. The Department of Health & Social Services is unable to
estimate how much revenue would be generated by the public sector (Alaska
Psychiatric Institute and grantee community mental health centers) because
consumption patterns might shift if people could access the private sector.

Page 2 of 2
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DEPARTMENT OF ADMINISTRATION
DIVISION OF RETIREMENT & BENEFITS

PLEASE REPLY TO:

o 2600 DENALI ST. SUITE 401
ANCHORAGE, ALASKA 99503-2740

o P.O.BOX CR
JUNEAU. ALASKA 99811-0203

Public Employees' Rellremenl System
Teachers' Rellremenl System
Judicial Rellremenl System
Elected Public Ollicers Rellremenl Syslom
National Guard Retirement System
Territorial Retirement System
Retirees' Voluntary Oental-Vision-Audio Plan
Supplemental Benchls System
Group Heatlhllile Insurance Benefits
Deterred Compensation Plan
Public Employers Social Security Contributions

SBECOAFR CVERR

PHONE: (907)465-4460 PHONE: (907) 277-7504
February 12, 1988
The Honorable Niilc Koponen
The Honorable Johnny Ellis
Co-Chairmen, Health, Education,
Social Services Committee
P.O. Box V
Juneau, AK 99811
Dear Representatives Koponen and Ellis:
Re: House CSCSSB 67 (HESS)
(2/9/88 Draft)
In accordance with AS 24.08.036, | am providing an analysis below on House
CSsB 67 (HESS). The analysis includes the long-term and short-term costs
to the state if the bill is adopted and the impact the bill will have on
the actuarial soundness of the Public Employees' (PERS) and Teachers'
(TRS) Retirement Systems funds.
The financial impact shown in this letter represents the costs to
employers participating in the state's retirement plans due to the
increased limits of coverage for mental or nervous conditions wunder the
retiree's health plan. In addition to the costs to the state's operating
budget outlined on the fiscal note, this bill is estimated to result in a
.20% increase in the PERS employer contribution rate and a .15% increase
in the TRS employer contribution rate and a .15% increase in the TRS State
Match contribution rate in FY 89. The estimated FY 89 payrolls are listed
below and are assumed to remain level each year thereafter.
The cost of $1,034.6 is calculated as follows:
The increase in the PERS contribution rate
(.20%) times the estimated FY 89 state PERS
payroll ($479,549,872) equals: $ 959.1
The increase in the TRS contribution
rate (.15%) times the estimated FY 89
University of Alaska TRS payroll
($44,753,863) equals: 67.1
The increase in the TRS contribution rate
(.15%) times the estimated FY 89 Department
of Education TRS payroll ($5,613,930) equals: 8.4
$1,034.6

Note: Please Include Your Social Security Number In Al Correspondence & Requests Concerning Your Benefits,



Messrs. Koponen & Ellis 2. February 12, 1988

In addition to the state costs described above, there would also be an
increase in political subdivisions' FY 89 contribution rate of .20% and in
school districts' contribution rate of .15%. This would result in an
increase in their annual costs as follows:

The increase in the PERS contribution rate
(.20%) times the estimated FY 89 political
subdivision payroll ($329,744,333) equals: $ 659.5

The increase in the TRS contribution rate
(.15%) times the estimated FY 89 school

districts' payroll ($319,882,344) equals: $ 479.8
$1,139.3
Although there would not be an adverse impact on the actuarial soundness
of the PERS and TRS funds if this bill becomes law, the unfunded liability
will ‘increase by $3,098,000 and the funding ratio will decrease by .3% in
the PERS, and the wunfunded liability will increase by $1,826,000 and the
funding ratio will decrease by .21 in the TRS.

Sincerely,

Robert F. Stalnaker
Acting Director

RFS/bb/7
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Analysis:

Page 2 of 2

House Committee Substitute for Senate Bill 67

(2/9/88 Draft Version)
Fiscal Note Analysis

Prepared by Division of Retirement & Benefits

Department of Administration

February 11, 1988

This bill would require would require increased limits
of coverage for mental or nervous disorders wunder the
state's health plans for active employees of the state
and retirees.

This bill is estimated to result in a $3.70 per month
increase in Health Insurance <costs of an estimated
12,00 state employees effective July 1, 1988. The

costs are assumed to remain level each year thereafter
because the state does not yet have any experience
analysis to indicate that costs will ‘increase annually
for this additional benefit, and it is a small portion
of the total Health Insurance package.

The FY 89 estimated cost for active state employees is
calculated as follows:

The increase of $3.70 per month
health cost times the number of

state employees (12,000) $532,800
Additional costs reflected in increased employer
contribution rates in the Public Employees' (PERS) and
Teachers' (TRS) Retirement Systems are discussed in a
separate letter to Representatives EIllis and Koponen.

DRAFT
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S QUESTION #2: &

Why Are Mental Health Bernefits
So Troublesome For Health Insurers?



Creg Scandlen speaks as an analyst for the Blue Cross ft
Blue Shield Association. He sa%s “insurers are nervous
about dllykind of benefit that they can't gel an actuarial
handle on," that is, be able to project usage patterns, fees
charged and total payout.

Studies of mandated mental health benefits indicate
that, even where cost barriers have been removed, a
very small segiment of the population uses the henefits,
redommant){ the more affluent. In the Federal
mployee Health Benefit Program, only 2% used the
mental health benefit but spent 8% of the available
monies.

l.inda Frisman, of the economics department at Boston
University, .offers this insight: the Massachusetts
mental health mandate doesn't affect two million
residents (the self-insured), those on Medicare, those
on Medicaid.

Wisconsin Stale Rep. [ohn Merkt gquestions "when is
enough, enough?" in mandated mental health coverage,
citing usage of the benefit by the 4,200 students on
the Madison campus of the University of Wisconsin,
one-third of whom used the benefit last year, enough

to more than double the student health insurance
premium. Of the claims for psychiatric, alcoholism and
drug abuse services. 90"'., were psychiatric, d pattern
that he labels “abuse.” He explains: "This benefit is
subject to ,overuse and abuse by both users of the
service prOVIdérS of the service." Merkt launched a
study that found students using the full benefit in the
first semester, then using the full benefit again in the
second semester. This was corrected by changing the
student health policy from a calendar-ycar basis to a
policy-ycar basis.

Moreover, state legislators voted to double the first-
dollar coverage (from Sa00 to 81,0008. but added a 10%
copayment. Then they expanded outpatient treatment
locations to include the offices of psychiatrists and
nationally re%Jstered psychologists. Unsatisfied, the%
voted an inpatient-benefit minimum (30 days or S7.0U
minus a 10% copayment, whichever is less).

CONGRESS FEARFUL

Insurers argue that Congress, unlike the states, has been

fearful of abuse and excessive cost for mental health

benefits, hence legislating a 50% copayment and even a

%/IZ%Q annual limit for psychiatric coverage under
edicare.

Earl Thayer, serretary of the Stale Medical Society
of Wisconsin, sees mandates as "a self-generating
mechanism to increase care when it’'s not really needed."
He explains: “It's damned expensive when you take
optional things and make them mandatory, it sounds
like you're treating people equally, but mandates arc
creating a demand that was never there before.”

Jn the matter of abuse. Wisconsin Stale Rep. Walter
Kunicki says that, “in many cases, mental health centers
are staffed with persons of limited training who hold
themselves out as mental health practitioners in order to
bill for services which are more properly classified as
social services." He calls these understaffed centers
"psychotherapy mills.”

The Wisconsin Department of Health & Social Services
contends that mandating outpatient coverage reduces
the demand for bed care.

But insurers find it nearly impossible to identify dis—
placed costs.

New Hampshire Blue Cross & Blue Shield found these
disturbing results of a mandated mental health benefit:

FRNGEG « PERFECIME » 9
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MENTAL HEALTH BENEFITS

When Mental Health*
Was Mandated ... In 28 States

1973 California ,
Maryland (enriched 1975)
Massachusetts (enriched 1982)
Oregon

1974 lllinois (enriched 1977)

1975  Connecticut(enriched 1982)
Louisiana
Minnesota ,
New Hampshire (enriched 1983)
North Dakota

1978  Colorado

Florida (enriched 1983) « Psychiatric inpatient claims have not declined.
Vermont ) . . %0
Virginia (enriched 1977) ¢ Hospital length of slay for such disorders h*’
Wisconsin increased.
1977 New York » A 54% increase in costs the second year, a 245
West Virginia increase in four years.
+ Community mental health center rales have gone i.p
1978 Kapsas 30% fasteyr than the fees charged by priva>
1979 Arizona psychiatrists.

Arkansas (enriched 1983)

Maine (enriched 1983} Similarly, a study of CHAMPIJS (health program i :
Tennessee (enriched 1980) dlepen(ri]ents OI[I those in m||||tarykservm€) Shgwﬁnt%atth
' ' N7 claim-heavy Hawaii, social workers charge ar.
ﬂ1a|322$tales l,n the 1)703 psychiatrisrs, and more than half of the?r claims we:?
1980  Missouri disallowed because of price.
1981 Ohlo_ . Massachusetts was one of four stales to feel the init.-i
St ﬁe”“Ched 1984) impact of stale-mandated mental health coverage. T..t
Terad year was 1973.
1982 (none: hut see 1973 and 1975) California. Maryland and Oregon were in that maii:r,
1983 Washington group. . _
1984 Hawaii But it is Massachusetts which sums up the result ;;
those 12 years. Says John Thompson, president of Bl.e
ﬂ‘ﬁ')}[eSi)%jeNSHeS already Shield of Massachusetts (with Blue Cross-Blue Shir.d
N h the biggest health insurers in the state and nomir.il

targets of the 1973 legislation):

not counting alcoholism (38 states) and . -
- i Prior to the mandated S500 mental health benefit
drug abuse (L5 states). benefits which the Plan paid SI.9 million for outpatient mental

m\éﬂl(}/gténden;ﬁleggag? %ﬁgv'ﬁénﬁgfsﬁggﬁﬂ health benefits. Payments have increased by 2,400%

benefit itself ... exceeding S48 million in 1985.

Meanwhile, 34 states mandate paying for “Moreover, there are now more than 6,800 psy-
psychologists. 6 for psychiatric™ nurses chiatrists. and licensed clinical independent social
and 10 for social workers. : workers participating in the benefit... a ratio of one
*mtst%?eli{]tmg mentally handicapped mental health provider for every 666 citizens ... the

10 + PERSPECTIVE « SPRING/86



highest of any state in the country. Mandating
reimhursement policies for third-party payors
increases the proliferation of providers.”

WISCONSIN CARE BOOMING

Wisconsin’s experience matches Massachusetts':

e In 1974 when mental health benefits were mandated,
there were 39 approved outpatient clinics in the stale.

« By 1984, clinics ballooned to 939 and are "still
increasing.”

Similarly, says Blue Cross & Blue Shield United of

Wisconsin:

e in 1974. mental health claims amounted to 25Ca month
per subscriber.

e By 1984, that figure had jumped to SI1.58,"flying in the
face of reasonable cost-contniament efforts."

Other Blue Cross & Blue Shield Plans have looked at
menlal-health mandates on the basis of added fees to the
subscriber:

« SBextra family fees per month in Massachusetts.

e "nearly $5" in Kansas, and

e "between S2 and S3" in Maryland.

No sooner did the Supreme Court hand down its ruling
that states had a right to mandate benefits than a bill was
introduced asking Massachusetts legislators to increase
the mental health mandated psychotherapy benefit from
S500 to Si.000. But that was one of only dozens of such
legislative thrusts provoked by the decision.

States are accused of "dumping," getting rid of their
social responsibility. James Young. MD, vice president of
Blue Shield of Massachusetts, explains how pressures
develop: The slate moved to de-inslilutionalize mental
patients; at the same lime, the legislature "passed
mandated-bcnefits legislation to facilitate it.”

Kevin Dwyer in the UUSINGSS |OUKNAI. says that
"mandates have been a boon to outpatient treatment and
counseling centers, the home health care industry, chiro-
practors, optometrists, even government-run health
services agencies."”

A business regulation committee in Maine was told that

the proposed mental health bill (1983) “fs without cost-

restraint ... no regulatory restraints on the cost or

growth of mental health (services)... not subject to rate

review, certificate of need, or even health planning

(except for inpatient beds) ... and precluded the selec—
tive contracting, fee negotiations, preferred provider

arrangements or capitated reimbursement mechanisms

which hold so much promise in the area of cost contain—
ment."” The law passed anyway. 1*



CON ESSI%NAL BUDGET OFFICE
Us

WASHINGTON, D.C. 20515 [oriv 2. 1087

Honorable William H. Gray, 111
Chairman

Committee on the Budget

U.S. House of Representatives
Washington, DC

Dear Mr. Chairman:

This letter responds to a request by the Committee Staff for an
estimate of H.R. 1067. the "Medicare Mental Illness Non-Discrimination
Act" introduced by Representative Downey. Technical problems with the
legislative language in the bill prevented us from estimating the bill

as introduced. However, discussions with your and Representative
Downey®"s staffs permitted the following general estimates to be
developed.

The intent of the bill is to remove the current limitations on
Medicare coverage of mental health and inpatient psychiatric hospital
services. Current law limits the maximum reimbursement for sen/ices
provided by a psychiatrist or non-psychiatric physician providing for
the treatment of mental, psychoneurotic, or personality disorder to
$250 per calendar year for each Medicare beneficiary. Medicare only
recognizes a maximum of 62.5 percent of $500 of such charges, or
$312.50, and will reimburse 80 percent of this amount or $250.
Consequently, the effective coinsurance rate is 50 percent for the
first $500, and 100 percent thereafter. The reimbursement limit
applies to all mental health services whether or not they are supplied
by a physician or psychiatrist. However, the limit does not include

diagnostic services supplied by a physician. Current law also limits
inpatient psychiatric hospital care to 190 days during a beneficiary 3
lifetime.

Our estimate of the cost of removing the current limitations on
mental health and inpatient psychiatric hospital care 1is contained in
the following table. Per your staffs® request, we also have included
an alternative approach where the mental health benefit limit is raised
from $250 to $2000 per calendar year. The unrounded increase in the
Part B monthly premium for each option is also shown as requested. All
estimates are in millions of dollars for fiscal years.



Honorable William H. Gray, Il

April 2, 1987
Page 2
Fiscal Years
5-Year
Option 1988 1989 1990 1991 1992 Total
1. Eliminate Mental Health
Limit of $250 per year
Outlay Increase (millions of $) 150 230 3k0 450 520 1690
Premium Increase .($ per month) A1 .12 1.7 .13 .13
2. Increase Mental Health
Limit from $250 per year
to $2000 .per year
Outlay Increase (millions of $) 140 210 300 400 460 1510
Premium Increase ($ per month) . .10 .10 .11 .11 .12
3. Eliminate Inpatient
Psychiatric Hospital
Lifetime Limit
Outlay Increase (millions of $) 270 410 460 510 560 2210

Premium Increase ($ per month) .20 .21 21 .22 .23

Development of this estimate involved using data from the Medicare
and the Medicaid Statistical Systems. The estimate also benefited from
the recently completed Medicare Mental Health Demonstration conducted
by the Department of Health and Human Services. This demonstration was
a multi-year, multi-million dollar examination of the expansion of
Medicare®s mental health benefit. Several of the experimental
variations examined by the demonstration were very similar to the
modifications of current Medicare law proposed in the bill.

Mental Health Estimates

The Medicare statistical system data showed that approximately
465.000 Medicare beneficiaries used $47 million in mental health
services *n 1985- Hence, the average jser of mental health services
used $101 1in 1985e In addition, approximately 10 percent of the
beneficiaries who had mental health services had claims that totaled
very near or at the $250 limit. More importantly, this 10 percent of
users consumed approximately 29 percent of all Medicare mental health
outlays.
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The Medicare mental health demonstration had a number of
demonstration sites where Medicare beneficiaries were allowed unlimited
mental health benefits. The average weighted cost per Medicare user in
these sites was over S510 per year. However, the demonstration did
focus on providing services through carefully selected provider groups
and outreach activities. A more general expansion of the mental health
benefits might therefore not be expected to produce increases of this
magnitude. Hence, we reduced this estimate of per capita spending in
an unlimited setting by 25 percent to approximately $384 per year.
One approach to the estimate would have been to assume that provision
of an unlimited mental health benefit would have raised the average
outlay per user from $101 to $384 per year. However, such an approach
would omit several important considerations.

First, many observers believe that some elderly who currently need
mental health services are receiving them through providers billing
mental health services through other billing codes not subject to the
mental health limit, thus avoiding $250 limitation. We were unable to
locate any reliable data regarding the frequency of this occurrence.
However, we did reduce the overall increase in cost per user by 5
percent to account for this factor based on widespread agreement that
at least some care is being provided 1in this manner. A second
consideration in the estimate is the increase in the number of users of
mental health services that removing the limit would produce. The
Medicare Mental Health Demonstration found that the number of users of
services doubled during the demonstration. Since the 465,000 current
users represent 1.52 percent of Medicare enrolles, that would mean that
approximately 3 percent of all Medicare enrolles could become users.
Given the estimates of the prevalence of mental health problems among
the elderly which range as high as 18 percent, an increase from 1.52
percent to 3 percent users seems reasonable. However, although we
believe that this level of use would eventually be reached, 1t would
take several years to reach these levels due to such constraints as the
available supply of providers. Hence, we have assumed that the use
rate would be 1.8 percent in 1988, 2.1 percent in 1989. 2.6 percent in
1990 and 3 percent in 1991 and 1992. Finally, although the Medicaid
statistical system could not produce exact estimates, it appears that
eleven states offer some additional mental health coverage to medicare
beneficiaries who are also medicaid eligible. Based on conversations
with Medicaid staff in these states, we reduced the estimate by 5
percent to account for this factor.

Our estimate of eliminating the Mental Health Limit (option 1)
involved combining the foregoing assumptions with our baseline
assumptions concerning increases in program prices and overall Medicare
program growth. The estimate of placing a $2000 per calendar year
limit on mental health reimbursement (option 2) built on the estimate
of option 1. Specifically, the Medicare Mental Health Demonstration
found that 6.2 percent of the users exceeded $2000 per year in costs.
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The 6.2 percent of users consumed 12 percent of total mental health
services, and we have reflected this in our estimate.

It should be noted that an argument can be made that other
Medicare savings ill accrue because of the improved health status of
those receiving .nese expanded services. However, the demonstration
evaluators found no such effects. Based on their findings and a lack
of other evidence on whether such offsets exist, we made no adjustment
in our estimates.

Inpatient Psychiatric Benefit Estimate

Medicare spent approximately $550 million on providing 103,700
beneficiaries inpatient psychiatric hospital care in 1985-
Unfortunately, the Medicare Statistical system could not identify the
exact number of persons that reached their limit during the year.
However, the Medicaid Statistical system 1identified approximately
31,000 Medicare enrolles that received $813 million 1in inpatient
psychiatric hospital services through the Medicaid program. If the
current 190 day lifetime Medicare reimbursement limit were eliminated,
Medicare would pay for many of the services currently being reimbursed
through Medicaid, and federal costs would increase by the state share
of Medicaid. In addition, some additional utilization would occur from
beneficiaries or their families who are financing care not currently
being paid for by either Medicare or Medicaid. After examining the
current distribution of stays in such hospitals, it appears that a 12
percent increase could be expected based on the number of stays at the
current limit. As was the case with the mental health estimate, the
combination of the foregoing assumptions and our baseline assumptions
yielded our estimate of eliminating the Medicare inpatient psychiatric
hospital limit.

Please note that all estimates are preliminary pending final
legislative language. If you have any further questions, please call
me or have your staff contact Don Muse (226-2820).

With best wishes.

Sincerely,

Edward M. Gramlich
Acting Director

cc: Honorable Thomas J. Downey
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Changes In Health Care Costs
and Utalizataon Associated
With Mental Health Treatment

James O. Blose, M

Harold D. Holder, Ph.D.
P.P.

Health insurance claims offam-
1lies covere(ﬁ)y Aetna's Federal
Employees Health Benefit Pro-
gram from 1980 through 1983
were analyzed to detefmine if
any. changes in total health care
utilization and costs were associ-
ated with the initiation of men-
tal health treatment, A total of
26,913 families in which at least
one member received mental

1070

health treafment were compared
with a randomly selectedgroup of
16,468 familiés in which no
member bad received mental
health treatment. Total health
utre costsfor those receiving men-
talhealth treatment were signifi-
cantly higher than costs fot the
comparison group. However,
those costs dropped significantl

after initiation of mental healt

treatment and continued to_de-
cline over the study period. The
biggest declines occurred among

October 1987 Vol. 38 No. 10

persons age 43 and older, a find-
Ing that may have important pol-
icy considerations.

While mental health care could be
seen as adding to the overall oos.
of general health care, there i
growing evidence that mental
health care actually results in lower
total heath care utilization and
costs for treated persons. This can
be the result even when the cost of
mental health care itself is includ—
ed. Follette and Cummings (), in

Hospital and Community Psychiixry



one of the first major American
studies of chis question, found that
the use of nonpsychiatric medical
services dropped following the ini—
tiation of psychotherapy. Jones
and Vischi (2) reviewed 13 studies
and found that 12 showed reduc—
tions in medical care utilization-
ranging from 5 to 85 percent fol—
lowing mental health intervention.

Mumford, Schlesinger, and
Glass (3), in a meta-analysis of 15
controlled cost-offset studies pub—
lished before 1978, estimated the
cost-reduction effect for mental
health treatment at between 0 and
14 percent.

Mumford, Schlesinger, and
Glass (4), following a review of
research on the impact of psycho—
logical intervention on recovery
from surgery and heart attacks,
found that on the average psycho—
logical intervention reduced hospi—
talization by approximately two
days below the control group §av—
erage of 9-92 days.

Another study by Mumford and
associates (B), which utilized a
meta-analysis of published cost-
offsec research, found that the
range in outcomes varied from a
72.4 percent increase in the use of
medical services following psycho—
therapy to a 181.6 percent de—
crease. The study found that the
offset effect is likely to be greater
for inpacient medical care utiliza—
tion than for outpatient utilization.
Italso found that older people had
greater offset effects following
mental health treatment than did
younger people.

Dr. Holder is director of the

Prevention Research Center in

Berkeley, California, and lectur—
er in the School of Public

Health at the University of Cali—
fornia. Mr. Blose isa senior ana—
lystat the Human Ecology Insti—
tute in Chapel Hill, North Caro—
lina. Dr. Holder 3§ address is
2532 Durant Avenue, Berkeley,

California 94704. This research

was conducted under contract
no. ADM 281-83-0011 with the

National Institute of Mental

Health.

Hospital and Community Psychiatry

The same research ream has also
conducted a five-year longitudinal
analysis of medical care utilized by
persons enrolled with the Blue
Cross/Blue Shield Federal Em —
ployees Benefit Program from
1974 through 1978. They found
that persons with from seven to 20
mental health outpatient visits had
medical care charges that were
$309 lower than those of the com —
parison group, and those with
more than 21 visits had charges
$284 lower than the comparison
group (6)-

Two studies have been conduct—
ed involving patients from the Co —
lumbia Medical Plan. Kessler and
associates (7) found a 7.6 percent
reduction in medical visits for
adults in the year following the
beginning of the psychiatric epi—
sode compared with the year be—
fore, and a 9.3 percenc reduction
for children. Hankin and associates
(8 found that the receipt of spe—
cialty mental health care was fol—
lowed by a short-term reduction in
nonpsychiatric utilization.

Emotional problems could be as—
sociated with either underutiliza—
tion or overutilization of medical
care (3)- Underutilization as a re—
sult of self-abuse or neglect can
contribute to excess morbidity and
untreated physical disability or dis—
ease. Thus higher medical care
costs could follow mental health
treatment as a consequence of an
improved emotional state and in—
creased self-awareness (9,10).

On the other hand, overutiliza—
tion prior to initiation of mental
health treatment could resulc in
substantially higher general medi —
cal care costs. The above studies
suggest that overutilization of
ncalth care prior to initiation of
mental health treatment is more
likely than underutilization, on the
average.-

Research design

This paper describes the results of
aresearch project to further inves—
tigate the question of over- or un-
derutiiization of health care and to
document the nature of changes in
health care coses and utilization
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following initiation of mental
health care. The findings described
are from a study of federal employ —
ees and their family members en—
rolled with the Aetna Life and Ca—
sualty Company under the Federal
Employees Health Benefit Pro—
gram (FEHBP) during the calendar
years 1980 through 1983. To doc—
ument changes in total health care
utilization and costs, the study ana—
lyzed all health insurance claims
filed by covered individuals who
began mental health treatment.

During the years covered by this
study, Aetna FEHBP was the sec—
ond largest of more than 100
health plans available to federal
employees. Two benefit options
were available under the plan: the
high-option plan, which sec limits
of $20,000 annually for inpacienc
mental health care and $1,000 an—
nually for outpatient mental health
care; and the low-option plan,
which had limits of $15,000 and
$750, respectively.

Both options included coverage
for treatment services tendered by
a wide range of practitioners and
fecilities, as long as overall care of
the patient was evaluated and con—
trolled by a physician. There were
no changes inmental health cover—
age during the study period.

In this study, persons receiving
mental health treatment were de—
fined as chose who had received
medical treacmenc under a primary
diagnosis of mental illress. All
health care claims were reviewed
to locate all families with one or
more members who had filed at
least one claim for mental health
treatment and who were continu—
ously enrolled with Aetna during
the study period. The number of
such families totaled 26,915, and
33,009 individuals in these fam—
ilies received mental healch treat—
ment.

In addition, a random sample
from the total continuously en—
rolled population of families who
did not file claims for mental
health treacmenc was selected as a
comparison group. This random
sample was composed of 16,468
families and included 41,829 indi—
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viduals who were stratified by age

tomatch the age distribution of the

mental health study group. Fam—
ilies with any member receiving

treatment for alcoholism or drug

abuse were excluded from both

the comparison group and the

mental health study group.

The 1ideal research design for
determining statistically significant
changes in total health care pat—
terns would use experimental
treatment and no-creatment con—
trol groups randomly assigned
from the same population. Howev —
er, the identification of a diag—
nosed but untreated group is im—
possible in a large field study utiliz—
ing health insurance claims as a
means to identify the treatment
population.

An alternative Is a quasi-experi-
mental design that utilizes a non—
equivalent comparison group as
well as multiple pretests and post—
tests (11,12). A pre-post design
was used to compare pre-mental-
health-treatmenc averages over
various time periods with averages
after initiation of treatment.

Since the comparison group isa
nonequivalent one, itcan be used
only for baseline comparisons with
the mental health treatment group.

In addition, a longitudinal analy—
sis that pooled available data from
all individuals was used to describe
long-term patterns. The pre-post
analysis permits reliable testing for
statistically significant changes in
cost and utilization. The longitudi—
nal analysis permits use of all the
available data to document long-
cerm trends and tendencies.

Comparison of the groups

The mental health scudy group and

the comparison group were quite

similar in average family age, fam—
ily size, and type of health insur—
ance plan option. The average fam—
ily size for those with at least one

member receiving mental health

care was 2.57 persons, compared

with 2.54 persons in fanilies in the

random sample. The average fam—
ily age (as of January 1984) was

48.8 years for the mental health

treatment group and 49.2 years for

the comparison group. The same

percentage of both groups (79 per—
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cent) were enrolled under high-
option coverage.

The monthly per-person ¢o.jis
(in January 1980 dollars) for all
health care for families with at least
one member receiving mental
health treatment were S158.82,
compared with S91.85 for the ran—
dom sample. Most of this differ—
ence was the result of inpatient
treatment costs ($104.85 a month
for the mental health treatment
group versus $60.12 a month for
the random sample). However,
there were also differences be—
tween the two groups in ambula—
tory care and other costs over the
four-year study period.

The families with at least one
member receiving mental health
treatment averaged .39 inpatient
days per person per month com—
pared with .18 days for the random
sample. Mental health treatment
costs amounted to S22 per month,
or 14 percent of the 159 average
monthly costs for all health care
for persons in the mental health
study group, thus indicating that
these cost differences are not due
primarily to the cost of mental
health treatment. All of these com —
parisons were statistically signifi—
cant at p<.001. In point of fact,
given the relatively large treatment
group and comparison group sizes
utilized in this study, most differ—
ences were statistically significant.
Meptal Qea{tp treatment
COStS and utilization
During the 1980-83 period, those
in the continuously enrolled popu—
lation who filed mental health
treatment claims were largely fe—
male (60.6 percent). The mean age
was 45.3 years but varied widely.
More than 16 percent of the group
were under 21 years old and 23
percent were 65 and over. Forty-
five percent of the group were
enrollees (federal employees or
annuitants), 33 percent were
spouses, and 22 percent were de—
pendent children. Less than 1 per—
cent were other dependents.

The cost of mental health care
per person receiving care during
the study period was S2,079 (Janu—
ary 1980 dollars), of which 63.4
percent was paid by Aetna as
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health 1insurance benefits. Inpa—
tient care, though utilized by only
20 percent of the mental health
patients, accounted for 60 percent
of mental health treatment costs.
The average length of inpatient
mental health treatment was 32.2
days. More than half of the inpa—
tient stays were 21 days or less,
and almost a fourth were seven
days or less. The average cost per
admission was S3,887 (January
1980 dollars), and the average
number of admissions per person
utilizing inpatient care was 1.57.
No datawere available on whether
the inpatient stays were in special—
ty facilities or general hospitals.

Ambulatory care was used by
83.7 percent of those receiving
mental health treatment, and they
had an estimated 22 mental health
ambulatory visits per person dur—
ing the study period. The number
of estimated visits s based on
claims data from institutional pro—
viders only; whether a similar
number of visits were made to
private practitioners is unknown.
The primary providers of ambula—
tory mental health care were physi—
cians, who accounted for 71 per—
cent of total visits (Aetna 3 codes
did not distinguish between types
of physicians); psychologists, who
accounted for 20 percent; and psy—
chiatric social workers, who ac—
counted for slighdy more than 3
percent.

Pmoo t gatterns
of medical care
Total medical care costs and utili—
zation for individuals receiving
mental health treatment were ana—
lyzed using the first such treatment
event as a reference point. Individ—
uals began treatment during each
month of the study period, and
there were varying amounts of data
available for analysis before and
after initiation of treatment. For
example, persons beginning treat—
ment in early 1980 would have
only a few months of pretreatment
data but more than three years of
posttreatment data. For those
whose initial treatmentwas in mid-
1983, the opposite situation ap—
plied.

The primary research question

Hospital and Communicy Psychiatry



was whether there was a reduction
in total health care utilization and
cost following initiation of mental
health treatment. Thus the study
tested for statistically significant
changes in medical care costs and
utilization using three groups com —
posed of individuals having similar
pre- and posttreatment periods.
The firstgroup contained persons
for whom 12 months of pretreat—
ment data and 12 months of post—
treatment data were available
(N =12,699). Analysis found a sta—
tistically significant decrease in to—
tal monthly health care costs per
person (t=6.44, df=25,396,
pC.001). The costs dropped from
S$263.28 before treatment to
$208.79 after initiation of treat—
ment (January 1980 dollars).

Longer and more meaningful pe—
riods of comparison were provided
by group 2, persons for whom a
full 24 months of pretreatment
data and 12 months of posttreat—
ment data were available
(N=5,213). In general, cost and
utilization levels in group 2 in—
creased from the 13- to 24-month
pretreatment period to the 12
months preceding initial mental
health treatment; they then de—
clined during the first 12 months
after initiation of treatment. Total
health care costs per month per
person increased from S121 to
$278 and then fell to S202 after
initiation of treatment (F= 102.14.
df= 15,638, p<.001). This pattern
is primarily due to changes in inpa—
tient costs, which went from
S74.91 during the 13- to 24-month
pretreatment period to S201.33 af—
ter initiation of treatment. Inpa—
tient costs in the 12-month period
after initiation of mental health
treatment dropped to S127.70.
The differences were statistically
significant (F=82.02, df= 15,638,
p<.00l). Ambulatory costs and
utilization remained essentially the
same during the first year after
initiation of treatment.

These results are confirmed in
the analysis of group 3, those with
at least 12 months pre- and 24
months posttreatment data. This
group provides clear evidence that
the decline in cost and utilization
continues in the second year fol—
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lowing the initiation of mental
health treatment. Total health care
costs per month per person fell
from $242 in the year before treat—
ment to $214 in the first year after
treatment began to $162 in the
following year. These differences
were statistically significant
(F=21.88, df=17,64.2, pC.001).
As with group 2, this drop was

These results provide
considerable evidence
chat total health care
costs and utilization
gradually increased
efore mental health
treatment was initiated
and decreased afterward.

primarily the result of decreases in
inpatien; days per monch per per—
son from .63 to .52 to .39 days
(F=19.02, df=17,642, p<.001)
and inpatient costs per month per
person from S167 io S133 and
S106 <F=13-95, df=17,642,
pC.001). Ambulatory care costs
actually increased in the year fol—
lowing initiation of treatment
(from $59.15 in the year before to
$64 .15 in the year after) due to the
use of ambulatory mental health
services, but they fell below the
pretreatment lewvel in the second
posttreatment year ($42.29).
These differences were also statis—
tically significant (F=60.59,
df= 17,642, pC.001).

These results provide consider—
able evidence that the total health
care cost and utilization for treated
persons gradually increased prior
to the initiation of mental health
treatment and then decreased af—
terward. This istrue even when all
mental health treatment costs and
utilization are included in the anal —
ysis. Ambulatory care often did
not follow this pattern, likely due
to extensive use of ambulatory
mental health care during the peri—
od after initiation of treatment.

The health care patterns of the
family members of persons receiv—
ing mental health treatment were
Vol. 38
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also analyzed. Total monthly
health care costs for the family
members of mental health patients
showed a downward trend, begin—
ning before the point of initiation
of mental health treatment of the
family member or members; For
example,- untreated individuals
with data for at least 24 months
before and after initiation of treat—
ment for amember of their family
(N=3,074 families) had total
health care costs per month per
person of $101.71 inthe 13-to 24-
month pretreatment period,
$93.13 in the 12-month pretreat—
ment period, and $74.03 in the 12-
month period after initiation of
treatment (F=5.05, df=9,221,
p<.01).

While ingeneral the health care
patterns of the family members of
mental health patients follows that
of the treated group, that is, costs
are higher before treatment and
lower after initiation of treatment,
the peak in costs occurred in the
second year prior to treatment and
declined after that point. This
could suggest that family members
anticipated the start of mental
health treatment, or that they put
more personal energy into support
and less into utilization of health
care as the family member with
mental health problems became in—
creasingly disabled just prior to
treatment. It is also possible that
the increasing disability of the fam—
ily member with emotional prob—
lems in some ways deterred other
members from utilizing health
care.

Longitudinal analysis of

total health care costs

The pre-post analysis confirms that

statistically significant changes in

health care patterns are associated

with the initiation of mental health

treatment. However, the patterns

of average monthly total health

care costs can also be examined

longitudinally by pooling the data

forallmental health patients (more

than 33,000). This yields a distri—
bution of average cost per individ—
ual over a six-year period- 36

months before and 36 months af—
ter the initiation of mental health

treatment. The pretreatment val—
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ues were $108 (31 to 36 months),
$128 (25 to 30 months), $124 (19
to 24 months), $126 (13 to 18
months), $147 (seven to 12
months), and $493 (one to six
months). Posttreatment initiation
values were $239 (one to six
months), $183 (seven to 12
months), S167 (13 to 18 months),
S158 (19 to 24 months), $144 (25
to 30 months), and $137 (31 to 36
months).

These data illustrate the gradual
rise in total health care costs over
the 36-month period before the
start of mental health care and a
sharp climb in such costs in the six-
month period immediately prior to
treatment. After treatment began,
total costs dropped continuously
over the following 36 months.

The longitudinal patterns of age
and gender subgroups were similar
to that of the overall study popula-
tion. However, important differ-
ences becween subgroups did ex-
ist. One way of examining these
differences is to evaluate the ex-
tent to which the health care costs
of persons receiving mental health
treatment converge with the cost
levels of individuals of similar age
or sex from the random sample of
families in which no members re-
ceived mental health treatment.

For each six-month interval de-
fined above, monthly total health
care costs of treated individuals
were transformed into a propor-
tion of the average monthly per-
person health care costs of the
corresponding age or sex cohort
from the random sample. The age
and sex cohort provides a baseline
for the expected level of cost on
the average. For each month of the
study period, average total health
care costs for the mental health
patients (defined by age group or
gender) were divided by the
monthly average for the corre-
sponding age or sex cohort to de-
velop an index or ratio. Thus a
value of 1 indicates that the
monthly average for any interval
was equal to the monthly four-year
average of the baseline group. A
value less than 1 means the mental
health treatment group experi-
enced costs less than the baseline,
and a value greater than 1 indicat-
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ed costs higher than baseline.

All of the three youngest treat-
ment subgroups (under 14, 14 to
19, and 20 to 24) incurred initial
costs (in the 31- to 36-month pre-
treatment period) that were higher
than their age cohorts, with values
of 1.47, 1.19, and 1.61, respective-
ly. By the end of the follow-up
period (31 to 36 months after initi-
ation of treatment), health care
costs for all groups remained con-
siderably higher than for their age
cohorts (2.49 for those under age
14, 3.17 for ages 14 through 19,
and 2.44 for ages 20 through 24).
The 14 to 19 age group had the
highest costs relative to their non-
treatment age cohort at the time of
initiation of treatment. Their costs
peaked at a level 23 times higher
than their general age cohort.

Compared with their younger
counterpans, mental health pa-
tients in the three older subgroups
(25 to 44, 45 to 64, and 65 and
older) incurred costs that con-
verged more closely with those of
their age cohort by the final post-
treatment interval (31 to 36
months). This is illustrated by the
values of 2.12 for those between
age 25 and 44, 1.73 for those
becween age 45 and 64, and 1.37
for those age 65 and older.

Cost ratios for males and fe-
males were also analyzed. Females
in the treatment group initially (31
to 36 months prior to treatment)
had total health care costs per
month that were significantly high-
er than costs for females in the
random sample (a proportional val-
ue of 1.77). Males receiving men-
tal health treatment, however, had
costs comparable to males from
the random sample baseline ac this
point (1.01). By the final posttreat-
ment period, males were closer to
the levels of the random sample
(1.66) than were females (1.99),
although the costs for treated fe-
males were closer to their actual
pretreatment costs.

Conclusions

The results of this study provide
confirmation of the findings of
previous studies as well as provide
new findings, previously unreport-
ed, concerning che question of the
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potential for mental health treat-
ment to reduce ocher health care
costs.

In this study, the total health
care utilization and costs of Aetna
FEHBP-enrolled families receiv-
ing mental health treatment were
higher chan those ofademographi-
cally similar comparison group of
enrolled families not receiving
mental health treatment.

The longitudinal pattern of total
health care costs illustrates that a
marked increase in such costs
among individuals with mental
health problems can be expected
over the 36-month period prior to
initiation of treatment. A decrease
in total health care costs can be
expected following che start of
mental health treatment—even
when che costs of this treacmenc
are included. This is in contrast to
Borus and associates’ finding (13)
that offset savings in general ambu-
latory medical care were overshad-
owed by charges for the specialty
mental health care itself.

Our analysis of specific age sub-
grcups indicates that subpopula-
tions are differentially contributing
most to the overall drop in total
health care utilization. The best
convergence with the baseline lev-
el of their general age group co-
horts occurred for patiencs who
were age 65 and older, followed by
those in che 45 to 64 age group.
The two youngest groups, ages 14
to 19 and under age 14, had the
least convergence with their gener-
al age group cohorts. It is possible
that these differential cost patterns
are due in part to age-related varia-
tions in specific diagnoses or in
severity of mental illness. This is-
sue could noc be addressed with
the data available for this study but
merits further investigation.

It is not possible to estimate
exacdy how much of the decline in
health care utilization after initia-
don of treatment is due to treat-
ment per se versus other factors
such as self-selection and modva-
don, regression toward the mean,
and so forth. The relatively long
periods before and after inidadon
of creatment used in our analyzes,
however, provide a valuable per-
spective for evaluating this issue.
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Some previous studies that have
utilized relatively short pretreat-
menc periods (usually 12 months)
have been open to the criticism
that the reductions in health care
costs immediately following treat-
ment initiation mighc be explained
by "regression to the mean" (3,5).

Following an extraordinary level
of stress and discomfort (one
expression of which is increased
health care utilization), a subse-
quent drop in health care utiliza-
tion could be expected (at least
temporarily) simply because of the
termination of the crisis at hand.

Some of the observed decreases
in costs and utilization in this study
are likely related to this natural
adjustment. However, we found
that the health care costs of treated
individuals continued to drop in
relation to their prior costs as well
as in relation to the costs of un-
treated persons of similar age and
sex for up to three vyears after
initiation of treatment. We believe
it is racher unlikely that this de-
cline is totally explained by an end-
ing of a personal crisis (and the
resulting statistical regression).

This study, like the others cited
earlier, supports a conclusion that
the initiation of mental health
treatment by self-motivated pa-
tients can yield positive reductions
in health care utilization and costs
for a large insured populadon even
when there is no direct control
over the variety and quality of
care. Such a finding has important
policy implications for prepaid
medical groups as well as insurance
companies.

No study of the health care costs
and utilization of treated persons
based on a single enrolled health
insurance population is readily
generalizable beyond that popula-
tion. Given the heterogeneity of
enrolled populations, the variety
of health insurance benefit plans
across the country, and the mix of
available general health care and
mental health treatment services,
no single study is likely to be na-
tionally representative.

This study is not as subject to
biases due to regional variations in
general health or mental health
care as is much other research,
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since the population of persons
Filing mental health treatment
claims with Aetna is a national one,
drawing on all 50 states. However,
it is not necessarily geographically
representative of either the U.S.
population or the population of
federal employees, since many fac-
tors influence the choice of health
plans by government workers.

Roughly 60 percent of Aetna
claimants receiving mental health
treatment are age 45 and older.
The scudy finding that older age
groups have greater opportunity
for cost reductions than younger
groups is an important policy con-
sideration. Older people tend to
use more medical care services
than those in younger age groups,
specifically more expensive hospi-
tal care. As che Aetna-enrolled
population is older than many en-
rolled populations, studies ofa no-
ticeably younger enrolled popula-
tion may find smaller treatment
effects.

This study makes an important
contribution to an ever-enlarging
research base concerning the pat-
terns of health care before and
after mencal health treatment. The
study documents the potential of
reductions in total health care costs
following initiation of mental
health treacment. The longitudinal
pooled data show that total health
care c0S r, at the end of the 36-
month period following initiation
of treatment are higher than the
costs at the equivalent poinc 36
months before treatment. Howev-
er, given the six-year span repre-
sented and che gt.jeral tendency of
health care costs to increase as a
population ages, this result is not
surprising.

Since the cost trend following
treatment initiauon is downward,
it may not be unrealistic to expect
even lower total health care costs
over a longer follow-up period.
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Alaska Mate tGegtslatun’

PRESIDENT JAN FAIKS
POST OFFICE BOX V
907-465-3755 JUNEAU. ALASKA 99811
§enatt
May 11, 1987
MEMORANDUM
TO: Representatives Johnny E Ilis and N iilo Koponen,
Co-Chairmen,
House Health, Education and Social Services
Comm ittee
FROM: Senator Jan Faiks
President of the Senate
SUBJECT: Background on Senate B ill 67
An Act relating to insurance coverage for the
treatm ent of a mental or nervous condition
The Senate HESS Committee Substitute to Senate B ill 67 has
been referred to your committee for consideration. This bill
w ill require insurers to offer their customers the opportunity
to purchase minimum mental health coverage in all health
insurance policies sold in Alaska, and w ill elim inate the
discrim ination which currently exists between mental health
and other medical insurance benefits.

Currently, twelve states have passed sim ilar laws which
require that policy holders be given the opportunity to
purchase mental health insurance. Fourteen other states take
a stronger position; they do not give the policy holders an
option, but rather require that minimum mental health coverage
be included in every health insurance policy.

The Senate HESS Committee Substitute adopts the
"mandatory/option” approach because it allows subscribers to
decide whether the benefits of mental health coverage are
worth the added premium costs. | would like the committee to
consider the adoption of the "mandatory benefit" approach,
thus requiring the inclusion of mental health care in group
insurance policies.

OUT OF SESSION

6060 YUKON DRIVE ~ ANCHORAGE, ALASKA 99516  907-274-6611



M ost states that require .aental health coverage also define
the minimum coverage that must be offered. Senate B ill 67
requires a minimum of 45 days of inpatient treatment and 50
equivalent hours of outpatient treatment per year.

The Senate HESS Committee Substitute has changed this
requirement from 50 hours to 50 visits. I would like to

m aintain the original language of 50 hours, as it would
provide greater benefits to the patients and would not create
adm inistrative problems for the insurers, since the medical
profession already keeps detailed time records of patient
visits.

These requirements are consistent with the requirements of
other states. For inpatient services, four states require a
minimum of 30 days, while two other states require 45 days.
For outpatient services, minimum requirements are expressed in
either visits (one other state calls for thirty per year) or

dollar lim its (six states have minimums ranging from $500 to
$1000 per year). The remaining states require only that
mental health benefits be on par with those offered for other
illnesses.

When mental health coverage is offered, usually the benefits
are much less than those available for other treatment.
Insurers w ill often require that their customers pay a higher
deductible or a greater portion of the cost of mental health
services.

In order that mental health coverage be given parity with
other coverages, then, this bill requires that the former be
offered under the same terms as the latter.

There are several myths that have impeded the requiring of
mental health coverage in health insurance policies. According
to one belief, the costs of psychiatric treatment are unpre-
dictable and uncontrollable.

This belief stems in part from the common perception of mental

illness in terms of only its more serious forms, like
schizophrenia. However, only 15% of persons who are treated
in private mental hospitals suffer from this acute disease.
For most forms of mental illness, only one hospital stay with
several follow-up visits are all that is needed for successful

treatm ent.

About one-fifth of our population suffers some degree of
mental impairment, ranging from mild anxiety to chronic
schizophrenia. For our young people, aged thirteen to twenty
four, the leading cause of death is not injury, disease, ofr
accident, but is suicH e.



In 1984, mental illness was estimated to have cost our nation

67.6 billion dollars. This figure includes not only the
direct cost of treating mental illness ($12 billion), but also
the greater cost of lost productivity and employment ($44.6
billion) and of mental health related crimes, vehicle acci-
dents, and other social burdens ($11 billion).

Studies show that treatment is effective for 80% of all
patients who have mental disorders.

From seven to ten percent of subscribers use mental health
benefits when these are available in their policies. This is
approximately the same rate that subscribers use extra care
from other medical specialists.

There is no evidence that mental health benefits are abused at

a rate that differs from other health benefits. If insurers
are concerned about accountability, they can subscribe to peer
review services that will review the validity of individual
claim s. These services have shown a costs-to-savings ratio of
1:100.

It is true that mental health coverage w ill mean higher
premium cost to subscribers. However, this cost is not
substantial. A national survey of 79 major corporate plans

revealed that the average annual premium increase for each
subscriber was $29.47.

On the other hand, psychotherapy produces savings in the form
of increased employee productivity and reduced absenteeism.

As mental health treatment becomes more affordable and available
to employees, employers report a significant increase in job
attendance and productivity and a significant reduction in
on-the-job accidents. The Equitable Life Assurance Society

has verified that every dollar invested in mental health

treatm ent results in a three dollar increase in productivity.

M ental health treatment also reduces drug and alcohol-related

crime.

M edical science has long recognized the correlation between

physical disease and mental health. Physicians have estim ated
that up to one-half of all ailments which they treat have
symptoms of mental or emotional disorder. Many dollars that
are now paid for other medical services are actually paid for
the indirect treatment of mental impairments. In addition,

studies have proven that direct treatment of mental problems
results in lower costs for other medical care.

In a 1983 study, a moderate amount of psychotherapy was shown
to significantly reduce hospital costs for persons suffering
from four different types of chronic disease. Another study



that same year showed that patients who received outpatient
psychotherapy treatment used 56% fewer medical services than
those who had not been treated.

Finally, there is a cost savings that will be enjoyed by the
State of Alaska. N ationw ide, the state governments pay about
50% of the total cost of our mentalhealth b ill. When sub-

scribers are given access to mentalhealth coverage on the
same basis as other medical benefits, more of this burden w ill
be shifted from the State to the private sector.

Senate B ill 67 may indirectly reduce the dependency of the
community mental health centers in Alaska on State funds.
These facilities currently receive matching grants from the
State and charge their patients a sliding fee base upon their
ability to pay. A fter the grant is matched, all additional
fees are devoted to enhance the programs and expand their
facilities. D ivision of Mental Health personnel report that
because of a lack of funds, these centers can only provide
25-30% of the communities' mental health needs. They predict
that the passage of a mental healthinsurance bill will allow

them to serve up to one-half of this need.
Specifically, this bill proposes the following:

Section 1. COVERAGE FOR TREATMENT OF A MENTAL OR NERVOUS

CONDITION. AS 21.42 is amended to add a new section (21.42.365)

which w ill require coverage for treatment of a mental or
nervous condition.

(a) AIll insurers who are authorized under AS 21.09 to provide
major medical coverage in Alaska must offer the insured or
subscriber or other person covered by the policy minimum
benefits of 45 days a year of inpatient treatment for each
covered individual, and a total of 50 hours a year of outpa-
tient treatment or patient visits of mental or nervous condi-
tions .

The com mittee substitute from the Senate HESS Committee
changed this coverage from 50 hours to 50 visits, as the
insurers felt that it would be too difficult to record office
visits which last fractions of an hour.

I request that the House HESS Committee change this back to
the original language specifying hours, rather than visits, as
it is to the greater benefit of the patient. The record-
keeping of these visits would not place a burden on the
insurers, as doctors already keep detailed time accounts of
patients' visits.



(b) The insurer or service corporation cannot charge more for
this coverage than for the cost of treating any other condition
or illness. Contract lim itations must be reasonable.

(c) The Senate HESS CS to this b ill provides that if an

insured or a subscriber does not opt for the coverage under
this section, the insurer or service corporation may offer
other coverage for treating a mental or nervous condition.

I ask that the committee consider changing this language to
adopt the mandatory benefit approach, whereby mental health

care benefits must be included in group insurance policies.

(d) This portion contains a definition of terms used in this
section.

I would request that the committee consider changing the

definition of ‘'office visit" in section (7) to reflect that
treatm ent which is provided through the professional offices
of the listed classes of mental health care providers.
Section 2. AS 21.36.090(d) is amended to prohibit unfair
discrim ination against a person who provides a state-licensed
medical service covered under a group disability policy that

extends coverage on an expense incurred basis, or under a
group service or indemnity type contract issued by a nonprofit
corporation, if that service 1is within the scope of the
provider's occupational license.

Section 3. AS 21.87.340 is amended to add additional chapters
and provisions which apply to service corporations.

Section 4. Provides an effective date for this act for
policies entered into on or after January 1, 1988.

A similar bill was introduced last year. It passed the
Senate, and made it through the House, but died in the Rules
Committee during the final hours of last year's session.

Passage of this legislation is vital to provide A laskans
access to mental health coverage on the same basis as other
medical benefits, which, in turn, will shift more of this
burden from the State to the private sector.

I am enclosing an amendment and a marked-up copy of SB 67

which reflect the requested changes to this bill. I would
appreciate the com m ittee's consideration of the legislation at
its earliest convenience. Should you need any additional

inform ation, please let me know.

Thank you.



Sitka Mental Health Clinic

P.O. Box 1763
Sitka, Alaska 99S35
(907) 747-8994

Michael Boyd, Ph.D.
Psychologist

12-9-87

Honorable Nilo Koponen

Co-Chairman House, Health Ed. and Soc. Svcs. Comm.
Rm. 106

Capital Building

P.O. Box V

Juneau, Alaska 99811

Dear Representative Koponen:

I am writing concerning CSSB 67 which is scheduled to come before
your committee during the upcoming session of the legisalture.
CSSB provides for insurance coverage for treatment of mental or
nervous conditions. I would like to encourage you to speedily
act on CSSB 67 and refer it on with arecommendation of approval
by the house.

State funded mental health programs depend on insurance payments

for much of their revenue. At this time, many insurance companys
will not pay for treatment provided by someone who is not a
psychiatrist or licensed psychologist. While many clinics
are directed by psychologists or psychiatrists, few can afford to
have professionals of that level as primary care givers. CSSB 67
provides that state funded mental health clinics would be
eligible for insurance payments as long as a therapist 1is
supervised by a physician or a psychologist. With the provisions

of CSSB 67> state funded mental health clinics would be more able
to collect needed revenue from third party payors.

Respectfully,

Michael J.”~Boyd,"Ph.D
Psychologist

MB/imr
cc: Albert P. Adams
John Sund

Albert Adams



FEB 08 '88 11:02 LIO - FAIRBANKS P*2

fflitnld mfig)) ft" lo Kofouea- /iuse /tess

[lyfe* /Ticdjfyreils
fiex: SB ~7-
Clidadl Secfd). CI8pI& auprvifdfcrs
Paht t/f/fg

HyA' filarsha Schmteterf MASUOt fhesu)
Be<itve Pfrechv
\erJaL Chaffer
MNailwcUl /Usoc. ef Sac/d)? u/wfotcs

NMiSod ft AMMuds fkect d/rjUadl SOClad
HL incLuded as <uA(fie<E ipya"d*rs of ylenfzd? fadltfit.
Sinfc&A Uffhenit ftgQud ta p/a @ of ttup/oj Mo,

SpecfacdWy, 5*c. ~52/, va. Qotije- %olint 143
\AddilU a M) Seduat b Vel |, |

ivfrL Qitnicaj, Adcicd LUorhf Tbunted § OffPEM
ss a ACHI sCOxD UK b (L5 ncfe Q)

) ctvhfiiccavrt bo (k MidvALprapeWed

<~rorta.W a/vVwIr CeSflcaylrti cf cli/ilcd
SCD’\djr-Uy 'Kers.

'fhtS'G -* Gvzja zcdfcM s r& LtU j fydudU si

0) “fvPrSul iZeMisttr-of QhlcdfjSactdl' UJaytrn

Adiond $-cdsiftj $ fredtk. Gom Praifdgws
© ) émjzma\t/\UK 8 Emw/«w incun

A+ 1h tfrct “vre nuf *SI|*I'[I’& is tkfd- QQt r
15-50 Quilcye 20d.Q Mi\Wis d\/I(A&«n"k

U AasiOiZe~h~tfect %fu@* W cr
UCALL bE. H\GRI#D (B A I 0 wAI»® H?ﬁMUl.ni/n



Cs-
fr N
3-1" pk

Vi?

% *

sT vi\ > S>

nn P o
‘To™ 8

w
1

>

2 fF S

fiL}" -

R-TBs



.FEB 03 '38 11:03 LIO - FAIRBANKS P.,4

?
() f)tasi. Y S PR S |/<te s V/e«y

SArtM tud MO .

LOtfiioot UcMisfM $ SXcfyld uv/kivsS Jog \kn
Sfefe- d  Wfft. 1& hbk $htouil{udl

[i€ W#3*=s H id A fis/k ifrQ fc

Huchan'tsvd.is asiuyt 1iioX LuM cdm s
Qri wet laj JpYtich'nflLtrS).  AdAJfie'AdMt

AUNMD ML pMm A | o
&Co <Mihtb> 1} Jtf, Qtccuuul o”™dIftctdiax ¢ Y&it'U|

vmicrvskiw alMir . [/VAsu)

<&t (f Clucdx Social P yadirat Csic)

iu 7-Masta.j ‘'thci”? cut <7+0/JJ-S. q yfayoAtcu

CMful+fess'm icde a * h a / t d {Alik s

Loe Ciau. m t r& CO \uim .cuS1 M xat ACStO he. o$*S as, cvn
al kviut-M -fe -b clU!'al2 soclyi
beuuiu not di0  Acsul's Cv fita

Ju< QMO OM dMcd. socM$. uvrt jpyadte?..
Hts Ay/ UOOC d!&)*aMCE |



\L
wrv

- ATV (L rrr:

FEB 08 '80 11:03 LIO - FAIRBANKS

WATKINS, SALLEE A., DR* PIPML ACSW
Private Practice

PO Box 2167, University of Alabama, Tuscaloosa AL 35456

PH: (205) 752-4377H

REGNO: 024904 CERT: LCSW, AL

PRAC; FAM; I; GR; CP

EDUC: DSW 81 U Alabama iTnii--r*iij, at -uewoj u ai.vVmh4,
University AL

SPEC: AD; C; GER; Gen Prac

EXPER: 83- Asit Prof University of Alabama Birmingham; 80-83
Bryce HotgiUI Social Work Supervisor! 74.77 Br«w*r-Porch
Children# Center Social Worker

Tuekegcce Institute

SMITH, ELSIE M.*
Tusktgee Univerilty
808 Neal St, Tuskegee Institute AL 36088 PH: (205) 727-0214
REONO; 006181 7
PRAC: OR11
EDUC: MSW 57 Atlanta U, Atlanta GA
SPEC; AD; A: MIN
EXPER; 74- Dir Spec Prgm Tuskegee University; 72¥74 Dir Campus
Hﬁ;}vigyal Development Ctr; 61-72 Outpt Soc Wkr Tuskegee Mtl

r

LCSW/AL ACSW

Waterl «

CRAVEN, DOROTHY S.*
Veteran* Admin Med Ctr
Rt 1Box 110, Waterloo AL 35677 PH: (205) 766-5683
REONO: 074870
PRAC: I; | AM: CP; GR
EDUC: MSW 70 U Alabama, University AL
SPEC: AD; Gen Prac
EXPER: 82- Veterans Admin Med Ctr

LCSW/AL ACSW

ALASKA ( ~

Anchorage

ml £0)

ANDERSEN, ELLEN M ,* ACSW
US Public H&altb Service

2955 Drake Dr, Anchorage AK 99508 PH: (907) 26J-9J57B
REONO: 001201

PRAC: FAM; OR

EDUC; MSW 72 U Michigan, Ann Arbor MI

SPEC: C

EXPER; 78- Sr Soc Wkr US Public Health Service; 77-78 Soc Wkr *J » fJAftVIN JtIITN

Bureau ofIndlan Affairs; 75-77 Pottawattamie Child Guidance Ctr *

ANDREINI, MfLDSED J.
Ctr for Chdn & Parent* .
3J34 Stanford Driva, Arnhcrfijo AK 70800 rn. (707)
Counseling Ctr
501 F Ninth Avenue #7A, Anchorage AK 99501
PH: (907) 279-544I1B
REGNO: 024144 CERT: RN, AK; RN, CA
PRAC: I; FAM; CP; OR
EDUC: MSW 82 U Houston. Houston TX
SPEC: AD; Hat DI»; Mar/Dvc; Med Con; Gen Prac
EXPER: 54- Executive Director Ctr for Chdn & Parents; 82- Clinical
Social Worker Private Practice

ACSW

BLAKE, DANIEL A.* ACSW
Private Practice
1709 Brsgan Suite B, Anchorage AK 99J0S  PH: (907) 279-3822B
REGNO: 012861

. - . - -
EBve: WBIVIS SAveron U'ONDwi, 3 Luui MD
E]Z(EAEE: 78- Private Practice; 76-78 Ped SW Yole-NH Hosp Yale Sch
of Me

NASW Register of Clinical Social Workers—1987
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ALASKA
CAKRAHER, BARBARA SHARP* ACSW
Humana Hospital
7231 Kleka Circle, Anchorage AK 99504 PH: (907) 338-1167
Social Services Dept, 2801 DeBarr, Anchorage AK 99508
PH: (907) 276-1131
REGNO1001202
PKACi I; UR; FAM
EDUC: MSW 69 U North Carolina, Chapel HD NC
SPEC: AD; Med Con; Dth/Dyg; Sub Ab
EXPER: 82- Soc Svc Director Humana llosp; 7J-80 Clinical Soc Wkr
NC Mem Hasp; 71-72 Sr Soc Wkr Queen EllzIl Hosp

CRAIG, HELEN S.
uangaon iMyc&utrte Clinic

2503 Spmcewood, Anchorage AK S9504 PH: (907) 561-1361B
REGNO; 017326

PRAC: FAM; 1

EDUC; MSW 74 U lIllinois, Urbana 1L

SPEC: A

EXPER: 77- L&ngdon Psychiatric Clinic; 7-1-77 Involvement Centers
of Wisconsin; 74-74 Mattoon Coinmunny Mental Health Center

ACSW

DOHRMAN, MARGIE M. * ACSW
DHEW-PHS-mS
PO Box 6377. Anchorage AK 99502  PH: (907) G94-2207
REGNO: 011872
PRAC: |
EDUC; MSW 68 U Denver, Denver CO
SPEC: AD
EXPER; 63- Clinical Social Worker .Alaska Native Med Ctr
DUKE, VERONICA M.* ACSW

State of Alaska

Stste of Alaska, 2900 Providence Drive, Anchorage AK 99508

PH: (907) 561-1633

REGNO: 0Q0s42

PRAC: |

EDUC: MS 59 U Missouri, Columbia MO

EXPER: 72- Chf Soc Wkr Alaska Psych Inst Program Manager;
70-72 Psych Soc Wkr Alaska Psvch Inst; 56-60 Psych Soc Wkr Slate
of MO

ECKKICH, SHERRY™*
Dlv of Fam St Youth SVC
6S01-A Donnn Drive, Anchorage Al 99504 PH: (907) 337-0879
REGNO: 027283
PRAC; I; CP; OR; FAM
EDUC: MSW 76 Washgtn U/OW Brown, St Louis MO
SPEC: AD; Fam Vio; Oen Prac; Mar/D, , Med Con
EXPER: 85 Social Worker Div of Fam St Youth Svc; 83-85 Psych
Providence Hospital; 78-82 Psych Malcolm Bliss Mtl HIth Ctr

Dtt
Coaling

2003 East 33th Avenue. Anchorage AK 99508 PH: (907) 56 M799B
REGNO: 020429

PRt C: t; TP; HR; PAM

EDUC: PhD 76 U Pittsburgh, Pittsburgh PA; MPH 73 U Pittsburgh,
Pittsburgh PA; MSW 71 U Pittsburgh, Pittcburgh-PA

SPEC; A; AD; Chd/ Sex Ab; DthDyg; Gen Prac

EXPER: 86- Director Good News Counseling of Alaska; 84-G6
Director Samaritan Counseling of Alaska; 7J-84 Director Alaska
Childrens Services Executive

GIN, ROBERT G.*
Alaska State Sch for the Deaf
Alo-ska State Pvgm for Deaf, 1729 Sunrise Dr, Anchorage AK 99508
PH: (907) 277-9810
REGNO: 001006
PRAC; I; GR; FAM
EDUC: MSW 62 U Michigan, Ann Arbor Ml

SPEC: C_A; AD; Gen Prac; Med Con .
.sam m 73-'soc bvc spec mroka otnic ich tor me Deal: 70-73 soc

Wkr Alaska Chdns Svc Ctr for Chdn & Parents; 66-70 Dir
Therapeutic Svc Jesse Lee Home

ACSW

ACSW

ACSW
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ALASKA
Eagle River STPORTZP LIBBY FINESMITH* CSWINY ACSW
* * rivate Practice
e Prac o Y M., DR LESWICA ACSW £ Box 83003 College, Fairbanks AK 99708 pH: (907) 455-66758
Star Rt Box 5203. Eagle River AK 99377 PH: (907) 694-2055H RN 133 M OR
Private Practice EDUC: MSW 77 Columbia U, New York NY
éﬁ” (gog\l)ozrgr;eégolilghts Blvd, #204, Anchorage AK 9930ft SPEC: A: C: Mar/Dvc; Oen F;rac; Chd/ Sex Ab
REONO: 018302 EXPER: 84- Clinical Social Worker Private Practice; 80-84 Counselor
PRACi I* FAM Resource Ctr Parents & Children; 77-80 Organizer NYC Commission
EDUC: DSW 69 U California, Berkeley CA; MSW 61 UCLA, Los Human Right
SAg‘gi'EZ CA WOODS, PAMELA W. ACSW
A . . - - Fairbanks Counseling & Adop
EXPER: 83- Private Practice; 80-83 The Collective A Feminist PO Box 73411, Fairbanks AK 99707 PH: (907) 488-3948B
Therapy Center; 77-80 Alaska Womens Resource Center Therapy REGNO: 027859
Prgm -
PRAC: FAM; I; CP; GR
|_ RY EUGENE F ACSW EDUC: MSW 82 U Washington, Seattle WA
of Army SPEC: AD; A: Chd/ Sex Ab; Mar/Dvc; Oen Prac
Box 3020, Loveland Circle, Eagle River AK 99577 EXPER: 86* Clinician Fairbanks Counseling & Adoption: 82-35
PH: (907) 862-9190 Clinician Fairbanks Comnunlty Mental Health; 82-82 Lecturer Dept
REGNO: 009371 of Psych Unlv of Alaska
PRAC*FAM
EDUC: MSW 63 U Utah. Salt Lake City UT i
SPEC: C; AD \. Kodiak
EXPER: 82- ADCO CPC Fort Richardson AK; 75-82 Soc Wkr VA A .
; : ’ FIELDS, DONALD K.* ACSW
Center Hot Springs SD; 67-75 Psych Soc Wkr MO DIv Mtl Hith Kodiak Is Mental Health Ctr
PUGH, RICHARD G.* CCSW/UT* PO Box 2693, Kodiak AK 99613  PH: (907) 486-5742B
USAF REGNO: 022J66
3366 Kantlshna Dr, Eagle River AK 99377  PH: (907) 552-4732 PRAC: L, CP; FAM; GR )
REGNO: (023821 EDUC: MSSW 75 U Missouri. Columbia MO
PRAC: I’CP' FAM SPEC: AD; A; Oen Prac; Mar/Dvc; Dth/Dyg
EDUC: MSW 76 Castleton St Col, Castleton VT EXPER: 75 Clinician Il Kodiak ts Mental Health Ctr
SPEC: AD; A; Mar/Dvc; Fam Vio; Chd/ Sex Ab
EXPER: 85- Elmendorf USAF Regional Hospital -"C/SAPP, CAROLYN D,* ACSW
Kodiak Island MIIC
Fairbanks 1515 Lynden, Kodiak AK 99613 PH: (907) 486-3386H
A + 316 Mission Rd #119, Kodick AK 99615 PH: (907) 486-57423
LUNDQUIST, BEVERLY ACSW REGNO: 022251
I\ Private Practice MCiIilI*"EAhL-GRAE
1310 Jer]nifer Drive, Fairbanks AK 99709 P1J: (907) 455-6302 EDUC: MSW 70 VA Commonwealth U. Richmond Va
REGNO: 019799 SPEC: C; A; AD; MIN; Sub Ab
PRAC: I; FAM; OR; CP EXPER; 83- Psych Soc Wkr Kodiak Island MHC; 78-83 Forensic
EDUC: MSW 80 Smith Col, Northampton MA Soc Wkr St Elizabeth Hospital
SPEC: AD; A; C; Gen Prac; Chd/ Sex Ab
EXPER: 85- Supervisor Resource Ctr for Parents & Children; 84-
Private Practice; 81-84 Clinician Fairbanks Comm Mtl HIth Ctr Nome
MM'WRK A* ACSWyABRONSTON, SNUtLEY N.» LSCSW/KS*  ACSW
At . Private Practice
1737 University Ave G43, Fairbanks AK 99709 490 Front Street, Nome AK 99762 PH; (907) -143-2133
PH; (907) 479-4168B .
. REGNO: 002734
REONO: 021753 PRAC: I EAM: GR
PRAC: GR, I, FAM, CP EDUC: MSW 64 U Kansas. Lawrence KS
EDUC: MSW 78 U Utah, Salt Lake City UT EXPER: 81- Cli
SPEC MIN: A; AD; Gen Prac: Sub Ab - Clinician Norton Sound Family Svcs; 75- Private
pbic: so- consultant Applied Behavioral Ecology; 83-85 Director I'leuiee with Psychiatric ciisti: 7e-/n fry/ate practice spawns
Mental Health lanana uu ts; t0-8Z Director Autism Teaching Mission X3
. ACSW
PATRICK.Rn.EYi COLLEEN C -
Fairbanks Counseling & Adop, PO Box 1544 222 Front St. Box 1!6.1, Nome AK 99762 PH: (907j-H3-2855B
Nano ? 9707 PH:( )456-4729B REGNO: 017001
REGNO 019153 PRAC' * GR
E I:AM; L CP; GR EDUC: MSW 69 U Utah. Salt Lake City UT
; MSW 79 U Washington, Seattle WA SPEC: AD; Ale Ab
XPER: 79- Private Practi ector Wrangell Offl
EXPER 83 E)lrectorSEal%anY(s Counsellng & Adoptlon /8 83 %oueJ ateway Mil HY&] %al% l1cﬁerap|st Rl sychi ngtrllc(?gs%ﬁute
Worker Jesse Lee Home AK Chdns
SL-SCOLLAN, ELIZABETH L.* ACSV"POYOUROW, MARVIN Sk AC
Fairbanks CMBC/Priv Prac 352 E Third St Box 699, Nome AK 93762  PH; (907) +43-S2C-6
PO Box 82326, Fairbanks AK 69708 PH: (907) 452-1375B KfiG.YO; 024538
REGNO; 022393 PRAC; FAM: OR; CP'J
PRA I FAM; CP; GR EDUC: MSSW'57 Columbia U, New Yurk NY
EDUC: MSW SOTulane U, New Orleans LA SPEC: A; AD: Gen Prac; MerDvc ¢ Ak
0
?WB@Q’h"at« r}H;ao%e %#‘“\94 %Ild "Boxuol Spec-ali** 1M£IETEU?[E %M(WGMU"WF@ Hﬁ @ST utrector
Fairbanks CMHC; 81-84 Dlrector Treatment Hospitality House Extended Clarc SE CO FanvMHC

NASW Register of Clinical Social Workers— 1987 9
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Reducing costs while enhancing Quality of care isa ma-
jor issue now affecting every component of the health/
mental health delivery system, including social work ser-
vices, Social workers must be more conscious of and
knowledgeable about the actual service delivery cons of
their interventions as well as more alert to the cost-
benefit Implications of the provision of social vod ser-

vices in the larger context of overall expenses for health/
mental health cmi.

As more health Insurance policies Include mental health
benefits, and as budgets for agencies decrease, cfinical
soda] worker? In all settings are steadily exploring with
clients the use of health insurance to help defray the cost

Introduction

of clinical social work services, The use of insurance
payments (also called "third-party payments") is thus
of vital Interest to ail clinical social workers.

A further Issue is societal recognition of social workers
li fully rjiulifud prof*ejion«U» who yiwviUc the CUIX Ot
mental health services in the United States, but who too
frequently are devalued or are seei. as legitimately prac-
ticing only when under a physician's supervision. This
misapprehension is fostered by other professionals who
perceive clinical social workers as competitors for clients
and dollars. Thus, the struggle for professional recogni-
tion is tied to the struggle for independent mental health
provider status.

The Information contained in this report will be useful
to social work practitioners, agency administrators,
social work students, and NASW m*mbcri currently
working to achieve full rtiiognitlon ot prufcjiluiiud
social workers. Efforts are being rewarded through suc-
cessful legislation 2nd regulation at the federal and state
levels, through more knowledgeable consumers, and
through successful negotiatlous-svith rrpresentttlvas of
the insurance Industry to recognize social workers.
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I GENERAL PERSPECTIVES

A. On Third-Party Reimbursement

flharging fe*< for *nte<» it common practice tn lociaj
work agencies. The contract for payment, whether ver-
bal or written, it usually between the agency and the
client recipient of the service. With the advent of major
medical insurance protection in the 1950s and the emer-
gence of federal health-care programs such as Medicare
In the 1960*, many persons receiving treatment for emo-
tional and mental illnesses became eligible for reim-
bursement of all nr part of the cost of treatment received
from approved health-care providers. Some states have
recently enacted legislation requiring health Insurance
contracts to Include coverage for mental health. This is
usually for a specific amount and is called "mandated™
mental health coverage (see section D below). Some
employers, consumers, and unions also Insist on cover-
age for emotional and mental illness and substance
abuse in insurance contracts. In spite of this progress, by
1987 most health insurance contracts and many federal
health-care programs do not provide benefits for the
treatment of emotional or mental illnesses or substance
abuse. Moreover, few of the contracts and programs
that do provide such benefits recognize clinical social
workers as qualified providers of treatment whose fees
for service can be reimbursed.

When a client has insurance coverage for mental illness,
the policy usually requires that the client pay a certain
amount before the Insurance Is activated. This is called a
"deductible" and may vary from $50 to $500. depend-
ing upon the policy. After the deductible has been met,
the insurance policy will reimburse the client for a pro-
portion of the fees charged. This proportion varies from
policy to policy but usually is 50 percent to 80 percent of
the fees charged. Sometimes there is a maximum allow-
able amount for a particular service. For example, if the
policy pays 50 percent of an allowable fee of 540 per visit
after the deductible has been met, then the company will
reimburse the client S20 for each visit, If the charge Is
$50 per hour, the client must pay $30 per hour to make
up the total of 550. The amount the client pays Is re-
ferred to as a "copayment."

Insurance companies issue policies which specify the ser-
vices and service providers they will cover, They may
also specify an upper limit to the total amount they will
pay, and restrict the number of therapist visits for which

thev will oav wr week or D:r vear. It Is therefore Impor-
tant to encourage the client to scrutinize the Insurance

policy in order to clearly understand entitlements and
limitations. It Isalso important to remember that the in-
surance reimbursement is to the client, and only if bene-
fits can be and are assigned, will reimbursement checks
go directly to the social worker or agency.

Three factors need to be considered in attempting to

determine if i cikni is eligible for reimbursement. They
are: fl) Is the client tnciirmt fnr the Ir»itm«?rtt of tho

diagnosed Illness? (2) Are social workers recognized aft
qualified provider* under the state's insurance laws, the
specific Insurant contract, or the regulations pertaining
to the federal program? (3) Docs the provider meet the
Criteria established by the state, or social work profes-
sional association, or Insurance contract for recognition
as a clinical social worker? The answer to all three ques-

tions must be affirmative for the insured person to
qualify for reimbursement ir. accordance with the condi-
tions of the contract or program.

S. On Securing Recognition

There are four basic methods fcr securing recognition of
clinical social workers as approved providers for reim-
bursement under health insurance contracts. They are:
(1) mandated recognition of the profession by state or
federal legislation; (2) voluntary recognition by the in-
surer; (3) demand for inclusion by the purchaser of the
contract; and (4) a negotiated demand by consumer
representatives (soch as labor unions).

Each of these methods requires that supportive informa-
tion be amassed by the clinical social work advocate(s)
and that appropriate decision makers be convinced that
recognition of clinical social workers is a decision thct
will benefit their constituents.

The process will be much the same whichever population
is selected as the immediate target. Success will require
fact-finding, the designing of an effective presentation,
and the building of an app-oprlate political support
base. Recosnitlort via state cr federal legislation is mntt
effective since it affects all of the people under that enti-
ty's specific jurisdiction. State licensing at the independ-
ent clinical practice level is considered a prerequisite for
effecting an amendment to the state’s insurance code to
Include social workers As qualified mental health pro-
viders (a vendorship law), Social wcrk licensing and ven-
dorship laws al the state level are more effective than in-
dividual negotiation with hundreds of insurers, employ-
ers, and consumer groups. Successful vendorship efforts
depend upon building a broad political support base;
that I« a cnal)ti->n of cocinl »&). and aon

sumer groups.

The NASW national office provides basic background
information, dm, and resources to assist in the design-
ing of an effective strategy. Ongoing consultation is
available to NASW members and slate chapters.

Professional Social Work Recognition
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"Frerdom-of-choice" JcgicJ«tlon requires that If health
Injurw:e!? provides mental health coverage, thebehefi*
clary ha* vne freedom to «hoo»c any quaiifled mental
health provider. "Vendorship" refer* to the status of a
group, in this case clinical social workers, to be eligible
for Insurance reimbursement as a qualified provider of
mental health services. This legislation Is usually an
amendment to the state's insurants laws and refers to
qualified providers as those who we duly certified or
licensed for mental health practice in that state. Thus,
legal regulation of social workers Is almost always a pre-
requisite to a state vendorship law Some states do not
have frcedom-ofichotce legislation but rather specifi-
cally mandate that beneficiaries be reimbursed for ser-
vices provided by appropriately licensed or certified
social workers. Vendorship efforts are important to en-
sure that all citizens are free to choose their mental
health provider and are not limited to only one profes-
sion.

Fifteen states and the District of Columbia currently
have some form of such vendorship legislation: Califor-
nia, Florida, Kansas, Louisiana, Maine, Maryland,
Massachusetts, Montana, New Hampshire, New York,
Oklahoma, Oregon, Tennessee, Utah, and Virginia, as
well as the District of Columbia. Tahi- t for furchar
details of state vendorship laws.

General Perspectives

A number of NASW chapters arc currently working on
vendorship or fr«edom-of-choice legislation in their
states, and the NASW 1984 Delegate Asser .bly voted
vendorship activities as one of the top priorities for the-
‘AssociiKon.

> g

A number of states have passed legislation mandating
that all Insurance companies that write health coverage
In that slate must Include, as a covered service, reim-
bursement for mental health claims. Other stales have
passed legislation that requires insurance companies ‘o
offer these mental health benefits but permits the sub-
scriber to reject the benefits. This latter law is called
"mandatory availability." Laws mandating benefits for
alcohol and drug treatment or requiring mandated avail-
ability have also been passed in many states. Mandated
mental health benefits laws frequently provide for reim-
bursement for licensed social workers and thus the law
becomes a vendorship law,

Mandated mental health lows do not usually apply w
acir-insuned plans, which now cover a major portion of
employees.
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tincUr a v*iicy or health Insurance and benefit pro-
grams the federal government provides health protec-
tion for million* of citizens, Including federal employ-
ees, military personnel and their famllic*, and depend-
ents and ward* of the government, This complex array
of services and enabling legislation makes It unlikely that
a tingle piece of federal legislation could order that clini-
cal social workers be approved as reimbursable pro-
vider* under all of these programs, Therefore, NASW
advocates and works for the Introduction and enact-
ment of many different pieces of-federal health and
mental health legislation.

The programs presented below represent the major seg-
ments of the federal responsibility for health care, and
serve as models for the private health Iniuronce Indus-
try.

A Civilian H Irt]h @d Medi&al
A

S A

The Office of the Civilian Heahh and Medical Program
of the Uniformed Services (OCHAMPUS) is adminis-
tered directly by the Secretary of Defense through the
Office of the Assistant Secretary for Health Affoirs. It is
the civilian component of the Military Health Service*
Systems with approximately 6.2 million eligible benefi-
ciaries. It is charged with the responsibility for provid-
ing, through fec-for-service arrangements, medical care
for military retirees; dependents o, ‘litary personnel
and retirees; members of the Commissioned Corps of
the United States Public Health Service; the CHAM-
PUS/Veterans Administration Program; handicapped
dependents of active military personnel; and employees
of the NationBUbceanographieJuid Atmc ;heric Ad-
ministration.

Benefits covered under CHAMPUS roughly parallel
those available under other public and major private
health care plans. These include most inpatient and out-
patient health services, a portion of physician and hospi-
tal charges, medical supplies and mental health services,
Determination of benefits is made by the Department of
Defense, often in response to Congressional action.

CHAMPUS conducted a demonstration project on the
reimbursement of clinical social workers as Independent
mental health care providers between December 20,
1980 and September 30, 1982. Results indicated that
treatment services provided by clinical social workers
were cost-effective, and, In 1983, Congress directed the
Department of Defense to continue the recognition of
clinical social worker* inUcpciUcnt mental health
treatment providers. Accordingly, regulations to that ef-
fect wetc published a3 a final rule In the March 1, 1984

Insurance and the Government

Federal Regiiter. The following excerpt appears on p.
7362, section 199.12, "Authoriied Provider*.":

Certified Clinical Social Workers, A dinteal social
worker may provide covered services Independent of
physician referral and supervlsbn, provided the clinical
social worker meets the following criteria:

(1) Is licensed or certlfltd as a clinical social worker by
the Jurisdiction where practicing; or, If theJurisdiction
does not providefor "censure or certification of clinical
social workers, is certified by a national professional
organization offering certification of clinUol social
workers; and

(2) has at least a master's degree in social work from a
graduate school o fsocial work accredited by the Council
on Social Work Education; and

(3) has had a minimum of two years or throe thousand
hours cf post-master's degree supervised clinical social
work practice under the supervision of a master's level
social worker In an appropriate clinical setting, a deter-
mined by the Director, OCHAMPUS, or adesignee.

NOTE: Patients’ organic medical problems must receive
appropriate concurrent management by a physician.

In order to be reimbursed by CHAMPUS, a qualified
clinical social worker must have a provider number. To
obtain this, call or write the fiscal intermediary for your
state:

CHAMPUS Fiscal Intarmoriifirtes
Claims Processing Jurisdictions

BLUE CROSS OF RHODE ISLAND
North Cwtral (E) Northeast (E)

Illinois Connecticut
Indiana Maine
lowa Massachusetts
Kentucky Michigan
Minnesota New Hampshire
Ohio New Jersey
West Virginia New York
Wisconsin Rhode Island
Vermont

Blue Cross of Rhode Island
CHAMPUS Program

1 WH>tww*.«d MU
Providence, R1 02903

(401) 272-8500 X2562 tCaniir.ind)
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BLUE CROSS OF WASHINGTON/ALASKA
Northwest (E)

orac

Tl rmd’“

Blue Cros</Blut Shield of Washington/Alaska
CHAMPUS Program

7001 - 120th Street, S.W.

MI. Lake Temcfi, WA 98C43

(206) 771-0203

BLUE CROSS/BLUE SHIELD OF
SOUTH CAROLINA

Southeasl (E) Southwest (0

Alabama Arizona
Florida California
Georgia New Mexico
Mississippi Nevada
Tennessee

Blue Crow/Blue Shield of South Carolina
CHAMPUS rVjvirtmPn.

1800 St. Julian Place

Columbia, SC 2y204

(803) 799-0777 X4131

HAWAII MEDICAL SERVICE
Hawaii (E)

Hawaii Medical Service
CHAMPUS Program

818 Keeflmnnirt) Strut
Honolulu, HI 56814

(808) 944-2353

WISCONSIN PHYSICIAN'S SERVICE
South Central (E) Mid-Atlantic (1)

Arkar.s&i Delaware
Kansas D.C.

Louisiana Maryland
Missouri North Carolina
Oklahoma Pennsylvania
Texas South Carolina

Virginia
Wisconsin Physicians Service
CHAMPUS Program
1617 Sherman Avenue
Madison, Wisconsin 53707
(608) 221-4711 X654 (833)

P. 14

eerqgﬁals mal%es Health

Th Federal Employees Health Benefits Act (FEHBA)
mandates thil the U.S. Civil Service Commission nego-
tiate with the private Insurance industry for health In-
surance benefits packages for federal employees, re-
tirees, and tbrir dependents. The Office of Personnel
Management (OPM) oversees the program. Many com-
panies who provide Insurance for federal employees
under FEHBA have for many years voluntarily included
social workers « reimbursable providers of mental
health services. In February 1936, the President signed
into law an amendment to FEHBA which requires that
such coverage be included in health plans provided for
some 10 million federal employees, retirees, and depend-
ents. It farther provides that insurance carriers may not
require that social workers be supervised by any other
health professional, but may require psychiatric referral.
The amendments regarding clinical social workers shall
be effective with respect to contracts entered into or re-
newed for calendar vears beginning after December 31,
1986.

C. Medicaid

Medicaid, authorized by Title X1X cf the Social Security
Act, is administered by (he stales, who have the option
of authorizing reimbursement of social workers as
health-care providers. A number of states will reimburse
for clinics! social work services if they are provided in an
organized medical treatment setting such as a hospital or
outpatient clinic. A number of states will also reimburse
for clinical social work services If the social worker is an
employee of a psychiatrist.

The state Medicaid agency can provide informaiion on
each state’s policy. Title XIX offers an area In which
NASW chapters can advocate for changes in the state
law or for regulations to include social workers as eligi-
ble for Medicaid reimbursement.

D. Madlcar$

Medicare, is authorized by Title XVIII of the Sodal
Security Act. At this time, clinical social work services
are sometimes reimbursed for home health care, al-
though the reimbursement patterns vary from region to
region.

NASW sponsored legislation that directed the Health
Care Financing Administration (HCFA) of the Depart-
ment of Health and Human Services to conduct a clini-
cal social work Medicare demonstration project. HCFA

Professional Social Work Recognition
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awarded d contract to SR! International (formerly th\J
Stanford Research Institute) and approved California as
the demonstration site. The demonstration project end-
ed Dwember, 1985. Analysis cf the data is being com-
pleted and afinal report will be reviewed by HCFA and
given to Congress in April, 1987. Because of complica-
tions in the development of an evaluation ' f this proj-
ect, it Is anticipated that the results will be Inconclusive.

© I g v o

In 1974 Congress passed the Employee Retirement In-
come Security Act (ERISA). Although its primary pur-
pose was pension reform and protection, It also covers
employee welfare benefit plans. In a somewhat confus-
ing fashion, ERISA preempts all state laws that "relate
to" employee benefit plans, but doe? not preempt 3tate
laws regulating Insurance. This general standard thus af-
fects mandated mental health coverage and vendorship
laws In 2 critical fashion.

For example, some larae firms such es IBM. At COA,
J.C, Penney Co., Xerox, and others have taken the
position that their self-insured plans are employee bene-
fits and ere thus subject to ERISA and exempt from
state regulation. Their argument concludes that a state

Insurance and the Government

vendorship law requiring reimbursement of clinical
social workers does not apply to them.

In a 1982 Maryland case, Metropolitan Life insurance
Company/General Electric vc. Maryland Insurance
Commissioner, the Maryland Court of Special Appeals
ruled that to impose the Maryland Vendorship Law
(which  requires reimbursement of clinical social
worker.; on the GE employee health Insurance contract
would preempt ERISA, and that the insurance carrier
therefore does not have to recognise clinical social
workers for this contract.

A number of state legislatures have passed resolutions
urging Congress 10 revise the ERISA lew so that it can-
not undermine state's rights.

In the meantime, there have beet: a number of cases
challenging this ERISA preemption. The Supreme
Court agreed to hear on its 198-1/85 docket the latest
case of Metropolitan Life Insurance Co. v, Massachu-
setts, The insurance company claimed that ERISA ex-
empted them from complying with the lav. mandating
mental health rr»vi-r*2* (t** ahnv*) In time, Ih*
Supreme Court upheld the power? of the state to regu-
late insurance companies. The state’s power to require
insurance plans to cover mental disorders, said the
court, were not preempted by ERISA.



V. NONGOVERNMENT insurance companies

The question U frequently 'sked: "What Insurance
companies reimburse for social work services?" To
answer this question, clients must be put Into two
groups: those who work for the federal government and
thoie who do not. Federal employees axe coveted by
private Insurance companies that must adhere to federal

policies (i« Federal Employees Health Benefits Act on
P#«a 6). Tlic dependents ot military personnel are cov-

ered by CHAMPUS (see page i).

People who axe not federal employee* h*v* imurano*
policies written by private companies for individual em-
ployers who may be slate or county governments, social
agencies, Industries, or any of a host of others. Each
policy is for the benefit of specific employees and will
vary according 10 the agreement negotiated between the
employer and the employees and between the employer
and the Insurance company. Sometimes the health pro-
visions are a part of union-employer negotiations. Even
when a large firm with many work sites negotiates a
health package that seems to include or at least not to
exclude, social vorkcrs as qualified mental health pro*
viders, the local ilalms offices mav interpret the rnntract
dltterentty, Thui, unless you arc talking about federal
employ***, it I* not possible to list iiuuicmce companies
that "cover clinical social workers" as qualified pro-
viders of mental Health services. Many insurance com-
panies have done ?0 In specific contracts, bul it must be
remembered that those same firms have also written
neaitn-benefii plans that exclude social work services.

The following is a partial list of companies that either
currently issue, or at one time have issued, policies that
reimburse for clinical social work.

P.IS

Life 4 Castalty IrsLrance Co
Arencan Gererd

Bankers Life Casualty Insurance Co.

Blue Cross/Blue Shield (in many localities)
Ceatral National li)>ur«jice Company Of Oman*
Concord!* UMfaM Plan

Continental Assurance Co,

Connecticut General

Employers of Wausau

CsuJtAblc Imiuutce s. Lite insurance Co.
The Hartford Group

John Hancock Insurance Co.

Liber.y Mutual Insurance

Lincoln National LIf-. Insurance Co.
Massachusetts Mutuju Insurance Co.
Metropolitan Insurance Co.

Missouri State Medical Plan

Mutual Benefit Life Insurance Co.
Mutual of Omaha

New England Mutual Life Insurance Co.

New York Life Insurance Co,
Northvuyittrn Notional Life tiuurmive Co.

Occidental

pacific Mutual Insurance Co.
Provident Insurance Co.
Prudential Insurance Co.

Republic National Insurance Co.
Rial* Farm

Travelers Insurance Co.

Union Pilot Life Insurance Co.
United of Omaha

Western and Southern Insurance Co.

Nongovernment Insurance Coverage
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V. ROLE OF THE PROFESSIONAL ASSOCIATION

The following describes some of NASW’j effort* to
define clinical social work and the qualifications of
pr*.lltloneri, to set standards for ethical practice, and
to establish quality assurance mechanisms.

A. Clinical Social Work Section

The NASW Clinical Social Work Section Is the natlonii
unit responsible for identifying the programmatic needs
of clinical social workers and making appropriate
recommendations to the NASW Board of Directors.
The Section collaborates vnlh other national units con-
cerned with health and mental health, occupational
social work'and families and coordinates activities of
peer review, and the NASW Register of Clinical Social
Workers. In addition to Its work In developing the
NASW definition of clinical social work, the Section
and its predecessor Council has planned three national
conferences on clinical social work, NASW publications
on clinical social work, and institutes on clinical social
work and on private practice at national conferences. A
fourth national clinical conference is being planned for
the fall of 1968.

In January 1964, the NASW Board of Directors adopted
_the following definition of clinical social work:

Clinical social work sham with alt social work practice
the goal of enhancement and maintenance of psycho-
social functioning of individuals, families, and small
groups. Clinical social work practice is the professional
application of social work theory and methods to the
treatment and prevention of psychosocial dysfunction,
disability, or Impairment, Including emotional and men-
tal disorders. It is based on knowledge of one or more
theories of human development within a psychosocial
context.

The perspective ofperson-In~situatlon is central to clini-
cal social work practice. Clinical social work Includes In-
terventions directed to interpersonal Interactions, intra-
psychic dynamics, life support and management Issues,

O'iinicol social work services consist o f assessment; diag-
nosis; treatment, Including psychotherapy and counsel-
ing; otiem centered advocacy; consultation; and evalua-
tion. The process of clinical social work is undertaken
within the objectives of social work and the principles
and values contained In the NASW Code of Ethics.

Lhis definition was incorporated In the Standards lor
the Practice of Clinical Social Work that were approved
by the NASW Board of Directors in June 1984. Single
copies are available free of charge from NASW chapters
or from the national office.

Role of the Professional Association

NASW Felleves the aedentlaling of clinical social
workers Sthe responsibility of the social work profes-
sion. It | the profession’s criteria that provide the basis
for definitions enacted by state and federal legislative
and regulator) bodice « re)l as those approved or ac-
cepted by Insurers. The Association’s standards for the

independent practice of clinical social work include the..
"following criteria;

1. A degree from a graduate program In social woik ac-
credited by the Council on Social Work Education; and

2. A minimum of two years (full-time) or three thou-
sand hours (part-time) of post-MSW cllnieai social work
practice under the supervision of a master’s degree-level
social worker; and

3. Certification as a clinical social worker by a profes-
sional organization offering such accreditation; or

4, Licensure or certification as a clinical social worker
by the state In which care is provided, If the slate offers
such accreditation. Forty-one jurisdictions currently
license or certify social workers (sec NASW's State
Comparison of Laws Regulating Social Work).

B. g(t)wculal}lmx(Reglster of Clinical

The NASW Register of CiJriical Social Workers was Ini-
tialed in 1976 as a mechanism for identifying qualified
clinical social work practltjppers. Ttwj Register lists clini-
cal practitioners who me*s the following criteria for the
independent practice of clinical social work:

Education:

Has a master’s or doctoral degree in social work from a
graduate school accredited or recognized by the Council
on Social Work Education.

Supervision:

Has 2 years of full-time experience, or 3,000 hours ac-
cumulated over a period not less than 24 months (for
part-time experience), of post-master's clinical social
work practice that was supervised by a social worker
holding at least a master's degree.

Currency:

Has at least 2 years of full-time experience or 3,000
hours accumulated over a period of not less than 24
months (for part-tlrie experience) of direct practice
within the last 10 years.

A
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ACSW

Is a current member of the Academy of Certified Social
Workers, or Is licensed or certified In a ju<e at the
appropriate level.

The 1987 edition of the Register will list ovc 16,500
clinicians across the United States and TfUSt Territories.
The Register Is divided into two major sections: an
alphabetical listing within city and state, and an alpha-
betical Index of total llst'ngs.

Revised editions are planned on a biennial basis. The
Register Board decided that the needs of both clients
and social workers demanded an approach for reviewing
and accepting applications on a continuing basis. Con-
tinuing registration was started following the publica-
tion of the 1982 Register and will continue following the
publication of the 1987 edition.

Some private insurance carriers accept listing in the
NASW Register of Clinical Social Workers as evidence
that a practitioner meets the minimum requirements for
recognition os an Independent mental health provider,
Copies of new editions of the NASW Register are sent to
major insurance companies for their use In Identifying
qualified clinical social workers. The Register is also
used for referral purposes by corporations that have
their own self-insured health programs. In addition it is
used by Aging Network Services as a referral source and
by targe corporations with Employee Assistance Pro-
grams.

Listing in the NASW Register of Clinical Social
Worker* was one of the_sr,teria for recognition of social
workers who would be eligible to participate in'fhc
Department of Defense 1980-82 Experimental Study on
the Reimbursement of Clinical Social Workers and the
Department of Health and Human Services' Direct
Reimbursement of Clinical Social Workers Demonstra-
tion Project. Listing in the current NASW Register
meets one of the eligibility criteria currently accepted by
CHAMPUS for direct r imbursement and for approved
peer reviewers.

Listing in the NASW Register of Clinical Social
Workers may also be used to qualify for membership in
specialized treatment associations such as the Society for
Clinical and Experimental Hypnosis, Inc. It is used by
some NASW state chapters and practitioner* as a refer-
ral source, and may be used by state social work regula-
tory boards to identify qualified clinical social workers.

C. Diplomat® in Clinical Social Work

Established by the Board of Directors in June, 1986, the
Dtplomate irt Clinical Social Work ii an advanced

10

specialization certification. To qualify, a social worker
muit fulfill the requirements for listing In the NASW
Register of Clinical Sodgl Workers, and have completed
on additional 3 years of clinical social work experience
and an advanced clinical social work examination. Until
September 30, 1957, thoee who are otherwise qualified
will be admitted without examination.

D. Po$r Rovlew

Peer review Is a system whereby clinical social workers
assess quality of services and analyze professional clini-
cal social work practice. Quality assurance through peer
review provides protection of clients. An Important test
cf the quality of work of a clinical social worker is
whether the services ore, upon review, found to e clini-
cally necessary and of tin acceptable level, l.e., In respect
to the results obtained, the amount of time required to
achieve acceptable i;csults and the method of interven-
tion employed,

In October 1983, NASW established the National Peer
Review Advisory Committee 10 develop guidelines and
criteria for a national social work peer review program
to work with the CHAMPUS Professional Peer Review
System and to provide peer review of individual cases
for private insurance carriers.

As of October 1984, approximately three hundred ex*
perienced social workers had been selected, and approx-
imately one hundred fifty have completed ihe NASW
peer review training programs. Full integration of social
work reviewer* into the CHAMPUS peer review system
had occurecd by January 1935. Peer review t$also avail-
able for private Insurance companies arid NASW cur-
rently has contracts to provide peer review for Aetna,
Metropolitan Life and Prudential of Florida.

E NASW Inourgno© Program

Mnce 1V67, tne NASW insurance Trust has been offer-
ing an expanding array of health, life and disability in-
surance programs designed exclusively for NASW mem-
bers. Clinical social workers are recognized as Independ-
ent mental health treatment providers under the
NASW/PrIncipal Financial Group Insurance Plan. The
Insurance Trust sponsors a variety of programs at
NASW conferences designed to educate members» . in-
surance Issue*.

Under the NASW-sponsored professional and office
liability insurance program, NASW members can

receive professional and premises liability coverage for
as Illlle its S-10.CO annually. TUc program K also avail.

Professional Social Work Recognition
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*ble to agencies, social work students, and ihclr schools.
The Importance of liability Insurance cannot be over*
stated. Social workers are increasingly involved In mal-
practice actions, Even if an employer or agency provides
some coverage, it is usually in the social worker's best
Interest to havo additional individual coverage. Rates
for liability Insurance offered to NASW members are
the lowest currently available.

F. Occupational Social Work

Occupational social work Is an excellent opportunity for
clinical social workers who wish to be on the leading
edge of a new employment trend and who have knowl-
edge and experience in chemical dependency treatment,
Many employers are developing employee assistance
programs to address problems of dysfunction that affect
job performance and lower productivity, Whether inter-
nal or external to the worksite, these programs help
workers and their families cope with such difficultieras
alcoholism, drug abuse, mental dysfunction, AIDS,
stress and burnout In addition to concerns about child
care and elder care. Employee assistance programs are
found in a variety of settings: corporations, unions,
hospitals, military, small business, government, famity
service agencies, universities, and private practice.

Social workers wishing to enter this field will find they
need specialized training. In most instances, it will be
necessary to take courses in employee assistance pro-
grams, addiction counseling, labor-managemem rela-
tions, working with unlohs or coping with the corporate
system. Several schools of social work offer a specializa-
tion in occupational social mwork, while numerous
schools offer course work and supervised field practice
or continuing education in chemical dependency, Other
resources Include a myriad of institutes, individual en-
trepreneurs, workshops and conferences that focus on a
wldo range of topics such as alcohol and drug abuse in
the workplace, work and family stresses, drug testing in

Role of the Professional Association

the workplace and social worker's cole In employee
assistance programs awt others,

In 1986, NASW established a National Commission on
Employmant and Economic Support to be responsive to
the needs of occupational social workers and to assist
the Association In developing programs and policies that
meet the challenges of the workplace. Wc have an Oc-
cupational Social Work Information Service and Clear-
inghouse. Approximately 4) NASW chapters have ac-
tive programs or interest groups in this practice area. A
National Survey of Occupational Social Workers, con-
ducted in 1985, provides a profile of workers, work set-
tings and job tasks. The second National Conference on
Occupational Social Work, “Beyond The Leading
Edge: The World of Work in the Year 2000,” will take
place September 9-12, 1987 Ln New Orleans as part of
the NASW Annual Conference.

= 861l Workers ™"

The Academy of Certified Social Workers (ACSW) was
founded In 1960 by NASW as the first major step
toward scientific star.usid setting for social work prac-
tice. The ACSW strives to publicly recognize those
social workers who have achieved a level of skill and
knowledge beyond that acquired in a graduate program
of social work education. Certification Is achieved
through:

1) membership in NASW and adherence to s strict pro-
fessional code of ethics,

2) evaluation of &significant umount of work experi-
ence by three professional colleagues,

3) an objective written examination,

Academy members have reached a level of practice
which qualifies -hem for independent, self-directed
practice.
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