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H EA LTH  C A R E  E X P E N D IT U R E S  IN TH E  U N IT E D  S T A T E S

The amount sp e n t  on hea l th  c a r e  in the  Un i ted  S t a t e s  
e x c e e d e d  $606 b i l l i o n  in 1989, w h i c h  i s  a p p ro x im a t e l y  
tw e l v e  p e r c en t  o f  o u r  g r o s s  n a t io n a l  p ro d u c t .  Health care 
expenditures in the U.S. are increasing at the rate of approximately 
twenty percent per year each of the last five years

The U.S. s p e n d s  $1,152 m i l l i o n  per m in u te  on hea l th  c a re  
and  i s  i n c r e a s i n g  $230,000. pe r  m in u te .

The U.S. spends 12 % of our GNP on health care more than any of our 
allied neighbors (Canada=*7.5%, Japan=8%, Great Britain=7%). These 
expenditures have a substantial negative effect on o ir ability to 
remain competitive in the world market place.

Health care expenses consumed 11.6% of U.S. residents disposable 
inc me in 1989 and impacts every purchase decision made today.
For example it is estimated that $700.00 of the purchase price for 
each new Chrysler automobile goes to pay for employee health care, 
as compared to foreign models at about $300.00. This demonstrates 
the additional financial burden of this sizable expense on our ability 
as a nation to compete in world markets for products and services.

Americans spent more for health care in 1989 than we did for food 
s tu ffs .

Of substantial additional concern is that while as a nation we spend 
more on heath care than any other nation (12% of GNP), fewer have 
access to health care protection, it is estimated that 38 million U.S. 
residents are without health insurance.

ALASKA HEALTH CARE EXPENDITURES.
The amount spent on health care in Alaska exceeded $1.5 billion in 
1990 up from $480 million in 1979. Alaska health care expenditures 
are increasing at the second fastest pace of the fifty states.
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Alaska spends approximately $2850.00 per minute on health care and 
is increasing by $534.00 every minute. At the current rate of 
growth, and without health care reform, the total health care 
expenditures in Alaska will exceed $10 billion by the year 2000.

Even though Alaska continues to spend more on health care there are 
fewer residents covered by health insurance. The Task Force 
estimates show that 90,000 Alaska residents are uninsured and 
without change 25% Alaskas' population will be uninsured by the 
year 2000.

With the increasing economic burden of health care expenditures, 
and the increasing number of residents without health care 
protection, Alaska is at a greater disadvantage than other states and 
nations to further its economy.

EXHIBITS THREE THRU SEVEN (On the following pages)
SOURCE: NOBLE LOWNDES 1991

Exhibit Three illustrates 1989 U.S. health care expenditures by 
source of payment, private sector employers, federal programs, 
state and local government programs, consumers and all others.

Exhibit Four illustrates 1989 Alaska health care expenditures by
source of payment, private sector employers, federal programs, j
state and local government programs, consumers and all others.

Exhibit Five illustrates Alaska health care expenditures from 1979
to 1989 and breaks down by payor (private sector, federal programs E
and state programs) \

Exhibit Six illustrates Alaska state spending for 1989 categorized 
by program, medicaid, employees, retirees, municipal and political 
subdivisions, workers compensation, and other state funded health 
programs.

Exhibit Seven illustrates total Alaska health care expenditures as 
compared to total population to determine per capita expenses for 
health care.
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PERCENT OF U.S. HEALTH CARE EXP. BY SOURCE OF PAYOR
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HCCC-TF EXHIBIT FIVE
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STATE OF ALASKA HEALTH CARE EXPENDITURES 1979 VS 1989

PRIVATE FEDERAL STATE/LOCAL

HCCC-TF EXHIBIT SIX

1989 STATE OF ALASKA HEALTH CARE EXPENDITURES BY STATE
PROGRAM

OTHER STATE PROGRAMS $28

MUNI/POLY SU BS  $40 MILLIO

WORKMANS COMP.$ 11 
MILLION

MEDICAID $121 MILLION

STATE EMPLOYEE/RETIREE PU\N $110 M
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HCCC-TF EXHIBIT SEVEN

STATE OF ALASKA 
PER CAPITA HEALTH CARE EXPENDITURE ANALYSIS

1979 -1989

1979 1984 1989

POPULATION 401,000 522,000 534,000

HEALTH CARE EXP. $480. MILLION $710. MILLION $1.34 BILLION 

PER CAPITA
HEALTH CARE EXP. $1197.00 $1360.00 $2524.00
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C A U S E S  O F  R IS IN G  H EA LTH  C A R E  C O S T S  IN A LA SK A

The Task Force in its expanded role, has investigated the problems 
and causes of rapidly rising health care expenditures in Alaska. The 
Task Force used public testimony, surveys, research (statewide & 
nationally) along with a detailed analysis of the delivery and 
financing of health care in Alaska in its investigation.

During this review the Task Force has identified not a sole culprit 
but numerous contributing factors that must be dealt with in an all 
encompassing manner to provide long term relief and health care 
expenditure management.

LIFE STYLE RELATED

Alaska residents like those in the lower 49 have seen increasing 
health care treatments due to life style injuries and diseases.
These include alcohol and drug abuse, sports related injuries, 
cancer, AIDS and heart disease as the major expenditure causes in 
Alaska.

COST SHIFTING FROM OTHER HEALTH PROGRAMS

Alaska has to recognize the impact of cost shifting on the total cost 
of health care. When other programs either cut back or reimburse 
providers at lower levels these liabilities are directly transferred 
to other payors.

In addition, when programs make either enhancements or reductions 
in benefit levels these add additional costs or program burdens.

UNINSURED/UNDERINSURED ALASKA RESIDENTS

It is estimated that there are 90,000 Alaska residents that are with 
out health care protection, in addition there are a substantial 
number that do not have adequate coverage.
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These residents are prevented from regular preventative care that 
would eliminate more serious and costly future health care needs.
Also compounding the health care cost problem is when the
uninsured / underinsured residents receive treatment they cannot 
afford. This is recognized by the health care provider as
uncompensated care, but this cost is generally spread out among the
other payors.

NEED FOR PREVENTATIVE CARE. WELLNESS INCENTIVES AND 
HEALTH CARE EDUCATION

More and more evidence points out the significant value in promoting 
wellness and preventative medicine. Through health education and 
programs that cover and promote preventative medicine Alaskans 
could improve their overall heaith and help reduce unnecessary 
expenditures.

Health care education and preventative medicine programs must be 
designed with up to date information and continually adjusted to 
changing medical trends, findings and advancements. These programs 
must also continually educate the public and recognize changes in 
lifestyle, surroundings and perception of health.

One example of a heath promotion, education and prevention program 
is the "Healthy Beginnings Program" recommended by the Health Care 
Cost Containment Task Force and instituted by the State for the 
employee health insurance plan in early 1990.

The "Healthy Beginnings Program" is a program for women and their 
babies starting with the first trimester, with screening for 
potential moderate or high risk pregnancies to determine steps 
necessary to eliminate oj reduce the risk of a premature or 
unhealthy delivery.

The program centers around early intervention, education and 
wellness along with continued communication with the mother 
throughout her pregnancy.
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Since the inception of the ’’New Beginnings Program" mothers who 
have participated in the program are reducing the number of low 
birth weight deliveries. The program has also saved the State 
Employee health plan millions of dollars.

Promoting health education, wellness and prevention is a cost
effective way to help assure Alaska residents are receiving health 
care at the appropriate time and level of treatment necessary.

HIGH COST_OF MEDICAL TECHNQLQG^AND_WASIE.

During the last five years two new facets of medical inflation have 
come to light. These are new technology and waste in the medical 
delivery system.

In recent years new technology in the form of equipment, 
procedures, treatments and medicines has greatly improved our 
ability as a nation to prolong life. While this has had a substantial 
effect on being able to keep people alive it has also come with 
substantial additional health care expenditures.

Alaska has also participated in this race for the newest and best
medical technology. While we too have been able to improve the 
longevity of our residents the cost has been significant.

A method must be developed to assure that the technology is 
available to residents without duplication or undue cos’ to the 
health care delivery system. In addition we must weigh the benefits 
and cost of any new technology that has a substantial effect on the 
Alaska health care delivery system.

■!̂ EgJLMllJNQlBEgI-MALEBACIl.CE- 1NS.U.BANC.E CQSIS
Malpractice insurance premiums and the associated costs continue 
to be a significant component of health care expenditures in Alaska. 
While many attempts have been made to improve and or reform the 
system no significant in roads have been made to reduce the overall 
costs.
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Malpractice premiums paid to insurance companies are only one part 
of the equation. Of equal importance and much more difficult to 
measure is the practice of defensive medicine by health care 
providers attempting to avoid a "claim".

The problem is not only one of cost but of those providers who go 
without coverage or inadequate protection. It is estimated that 
approximately 25% of physicians and 50% of obstetric / gynecologic 
practitioners in Alaska are uninsured for malpractice.

The malpractice problem must be dealt with in any comprehensive 
strategy to manage health care expenditures in Alaska, it should be 
done on a systemic approach, including loss prevention, education, 
financing of protection and the ability to project and lim it losses.

HEALTH INSURANCE CARRIERS ROLE

Health insurance carriers play an important role in the delivery and 
financing of health insurance in Alaska. In Alaska their are only 
seven insurance companies with any volume selling health insurance 
policies. Three nonres.dent companies have control of 
approximately 90% of the market place.

Alaska health insurance carriers have made constrictions in their 
underwriting standards and at the same time generally set premiums 
based on cost of claims plus overhead expenses & profit and 
instituted cost containment programs.

This limited the risk for carriers but placed additional burdens on 
access to health insurance adding to the population of those 
underinsured / uninsured.

It is recognized that writing and servicing health insurance policies 
in Alaska may be some what more expensive than in the other 49 
states. However, Alaska is a large and growing marketplace that 
needs affordable health protection.
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Q  RQWTH- QE1NEW. M ANDATE>l.g-QVEBAG£S-AND-h{£ALTH. .CARE 
SEECJALI1ES
Alaska like most other states has passed a number of measures 
(sixteen since 1985) that mandate additional coverages for health 
care services in health insurance policies. This proliferation of 
mandated coverages adds to overall heath care expenditures in 
Alaska.

Although many of these measures can be justified, in the future all 
measures that expand the mandated coverage list should b9 
evaluated by the legislature for total long term impact on the health 
care delivery system in Alaska.

New health care specialties have become an important component in 
the Alaska health care delivery system however, the trade off is a 
reduction in primary care providers especially in the rural areas.

HEALTH CARE PROFESSIONAL TRAINING AND RETENTiON

The future of the health care delivery system in Alaska revolves 
around the ability to train and retain quality health care 
professionals in Alaska. The programs in place today must be 
revisited and revised to keep up with the primary and emergency 
care needs of Alaska especially in rural Alaska.

GENE PAL OBSERVATIONS
Alaska has no central authority to provide health care planning, 
review of delivery, quality, access, and financing of health care 
protection. Alaska needs to have, in place, as the Health Care Cost 
Containment Task Force recommended, long term strategies to 
assure the medical delivery system remains accessible and 
a ffordab le .
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A LA SK A  H EA LTH  C A R E  D E L IV E R Y  S Y S T E M  F IN D IN G S

The Task Force in its expanded duties reviewed the health care 
delivery system in Alaska and its important role in managing health 
care expenditures in Alaska.

During this review the Task Force recognized the importance in 
continuing the work already done in building a health care delivery 
system of which we can be p.oud. But in order to continue to expand 
and improve the system certain long range plans and controls must 
be implemented.

ALASKA LARGE GEOGRAPHIC AREA AND RURAL POPULATION

Alaska has an enormous land area and residents in largely rural 
areas that require health care. Alaska does have a good rural health 
care delivery system, but it is not immune from the problems such 
as long distance travel for care, limited health care services in 
some areas, d ifficulty in attracting and retaining health care 
professionals in rural areas and small facilities with limited 
services.

However only about 20% of the health care expenditures in Alaska 
are expended in the areas outside of the cities of Anchorage, 
Fairbanks and Juneau.

URBAN ALASKA HEALTH CARE DELIVERY SYSTEMS

Alaska expends about 80% of its health care dollars in it's three 
largest cities (Anchorage, Fairbanks, Juneau) creating ancther set of 
complexities in delivering heath care to Alaska residents.

Because the urban areas have larger populations and many rural 
residents receive health care in these cities, they are able to 
generally support more health care facilities and providers normally 
found in cities of like size.
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The isolation from neighboring states also creates the need for self 
supporting health care delivery systems.

QUI.QF-.STAIL.HEALIhJ.CABE DELIVERY SYSTEMS
Alaska's health care delivery system relies on the systems of other 
states for certain treatments and as an alternate choice for 
residents.

Many Alaska residents choose to receive treatment or 
hospitalization in other states for a variety of reasons. These 
include the lack of available care in state or simply as a matter of 
convenience or comfort.

it is d ifficult to determine the amount of health care that is 
provided to residents by out of s*ate providers. However, the out of 
state delivery system provides an important alternate delivery 
system and an equally important safety valve.

This system of receiving care must be continually monitored to 
assure that it provides ra re  with out detracting or escalating health 
care costs for Alaska.

OTHER HEALTH CARE DELIVERY SYSTEMS IN ALASKA

Alaska has a number of other programs providing health care to 
residents. These include, Indian Health Service (I.H.S.), Civilian 
Health And Medical Programs for Uniformed Services (CHAMPUS), 
Veterans Administration (VA), Medicare, Medicaid and Public Health 
Systems.

In order assure and maintain an efficient health care delivery 
system in Alaska all systems must, when feasible, coordinate and 
share information to prevent duplication, gaps in service and fueling 
medical inflation.
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5URVBU3ESULIS
The survey done by the Task Force was designed to give greater 
insight to health insurance plans offered by Alaska employers, the 
costs for these plans, who is covered by health insurance, and 
additional data and perspectives from health care providers.

Over 300 surveys were mailed to various groups in Alaska including, 
municipalities, school districts, health care providers and private 
sector employers.

The survey questions were tailored to gather specific information 
relative to each category of respondent.

Questions ranged from those eligible / ineligible for employer health 
plans, number of employees, plan design, employee/employer 
contributions, cost containment measures implemented, premium 
costs, ideas to help reduce ever increasing health care costs and the 
reasons for these increasing costs.

Questionnaires sent to health care providers had additional 
questions to determine their specific perspective about rising 
health care costs and certain contributing factors ie.\ bad debt, 
malpractice insurance costs and others.

The survey results gave us information that previously was not 
available. These includethe range of employer sponsored health plan 
designs, elig ib ility, associated premium costs, cost containment 
strategies employed, and respondents perspective, and impressions 
about the health care delivery system in Alaska.

In comparison to the State of Alaska active employee health plan, 
the survey results showed:
(1) the state no longer had either the most expensive health plan 

(64% of respondent's plans premium or premium equivalent 
was in excess of the states $385. per month) and,

(2) no longer was the State's plan the best in coverage (54% of 
respondents provide sim ilar or better benefits).
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With respect to the number of respondents offering health insurance;
(1) surprisingly 94% do offer some form of health insurance to 

their fu ll-time employees while,
(2) none of the respondents provide coverage for part-time, 

seasonal, or occasional employees.

The majority of respondents have implemented ways to reduce their
health plan costs;
(1) seventy one percent have implemented at least two cost 

containment measures, and
(2) sixty percent have also made benefit changes in the last two

In addition respondents also are implementing alternate financing of 
health insurance. Thirty one percent have self insured their plans.

The survey confirmed earlier information that the majority of health 
insurance in Alaska is underwritten by three carriers: Aetna, Blue 
Cross and Great West.

The survey asked specific questions about respondent's opinions 
relating to cost containment techniques that have worked for them 
and those that did not. Results showed that 55% of respondents felt 
that second surgical opinions and preferred provider organizations 
did not demonstrate significant savings. Seventy percent felt that 
utilization review, large case management and self insurance had 
positive results.

Respondents offered the following ways to control health care cost 
(shown with the percent of respondents offering each).

years.

Statewide plan................
Malpractice reform.........
Regulate provider rates

.87%
55%
53%

Provide insurance for uninsured..50%
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In addition, the survey asked respondents their views of the major 
contributors to rising cost of health care in Alaska (shown with the 
percent of respondents for each).

Health care providers........................ 67%
Malpractice insurance........................64%
Overbuilt facilities..............................59%
Insurance carriers...............................55%
Plan members..................................... 48%
New technology...................................46%
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STATE OF ALASKA 
HEALTH CARE COST CONTAINMENT TASK FORCE

R E C O M M E N D A  T I O N S

The Health Care Cost Containment Task Force has over the last 
twenty-two months reviewed the rapidly increasing costs of health 
care in Alaska and have identified not one sole culprit but many 
contributing factors that collectively drive the health care economy 
in Alaska.

The Task Force has identified the following main components that 
should be focused on as a minimum starting point to bring health 
care expenditures in control for Alaska.

* Cost shifting from other programs
* Federal program cost shifting
* Improve health care delivery and financing systems
* Uninsured / underinsured Alaska State residents
* Accessibility of care
* Mandated coverage costs
* Improve the involvement and education for end users
* Collect current and meaningful health care data
* Institute preventative medicine programs

The Health Care Cost Containment Task Force makes the following 
recommendations which are designed to provide affordable quality 
health care access for all Alaska residents.

A. Create an authority that would establish and maintain health care 
provider payment and utilization schedules taking into consideration 
geographic location, actual provider cost, availability, and medical 
necessity (potentially using an established system as a foundation). 
The schedules will be used by all public sector employers and 
available to private sector as well.
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And:

Would establish a voluntary health care protection procurement and 
financing pool to maximize purchasing power for;

i. State, local government and political subdivisions.
i i .  Underinsured / uninsured for State residents.
i i i .  Public / small employers plan.

This authority would be governed by a board and would assure that 
access to quality affordable was available to all Alaskans.

B. Collection and analysis of state health care utilization andcost 
data, to recognize trends and recommend solutions to the 
appropriate entity.

C. Expanded monitoring and certifying of facilities expansion and 
substantial equipment technological purchases to assure need and 
eliminate duplication or unnecessary expense. This would require 
revision of the C.O.N. statutes currently in place.

D. Promote health awareness, preventative medicine and quality 
health care for all state residents.

E. Provide quality affordable health care access for Alaska 
residents who are underinsured / uninsured.

F. Continue to evaluate the effect of Federal program changes and 
maximize the use of Federal Funds.

G. Promote health care professional training and retention in 
Alaska.

H. Develop a way for the sole proprietor and small employer to 
provide health coverage to employees and their dependents.

I. Continue to evaluate alternate and self funding as an option for 
the state employees and retirees plans. Include in the next Request 
For Proposal a request for bids on a comprehensive and unbundled 
basis.
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J. Form a cross section focus task force to continue to study and 
make recommendations to assure quality, affordable, health care 
access for all Alaskans.

TASK FORCE RECOMMENDATIONS FOR LEGISLATION

The Task Force recognizes the need for specific legislation to 
provide for a comprehensive approach to produce cost effective 
quality health care access to all Alaska residents.

Two separate but interrelated pieces of legislation are being 
recommended and endorsed by the task force. These are:

ALASKA STATE HEALTH RESOURCES AUTHORITY (ASHBA).

Creation of the Alaska State Health Resources Authority (ASHRA)
SB 83, HB 71 which once enacted would be empowered to manage the 
access, delivery, quality, planning and financing of health care in 
Alaska.

The authority would be implemented in two phases:

PHASE..QNE

By July 1, 1992 create and begin implementation of a statewide 
health care provider reimbursement schedules and utilization 
standards, which shall be used by all Alaska public employers and 
available for use by all other Alaska employers by application to the 
au tho rity .

This provision requires the authority to create a system or method 
that streamlines or results in cost efficient payments to providers, 
and includes schedules of maximum allowable reimbursement for 
health care related services. These schedules would be based on 
actual provider cost, geographic regions, and availability of care. In 
addition, this provision creates the statewide utilization standards 
system to monitor, track and validate patterns of treatment by 
health care providers. This assures that cost efficient and cost
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effective care is provided with out compromising the quality of care 
for participants in the authority.

The authority would also be required to issue an impact statement 
on all certificate of need applications within 60 days of notice, this 
will allow the authority to determine the cost implication of these 
proposed certificates or changes to existing certificates.

IMPACT
The goal of this phase is to reduce the rise in medical inflation for 
participants in the authority to at or about Consumer Price Index 
from its current level of about 20% per year. Another goal is to 
minimize cost shifting to other health care programs. With out this 
phase, health care expenditures in Alaska would top $10 billion by 
the year 2000. The State of Alaska's portion of this increase would 
exceed 3.0 billion. At the same time the ranks of uninsured 
residents would total 25% of our population, (exhibits one, and two)

PHASE TWQ (optional procurement of insurance)

Beginning after July 1, 1992, the Authority is directed to procure or 
provide comprehensive group health insurance for Alaska public 
employers and other employers in the state who elect to participate.

This would expand the pool of subscribers and maximize the 
opportunities for health care cost management and should realize 
significant additional savings for those participating in the 
au tho rity .

In addition to creating the most comprehensive, cost effective, and 
efficient method of providing a variety of types of health care plans, 
the Authority must meet the coverage requirements resulting from 
negotiated agreements.

The authority is also required to review and whe-e feasible provide 
health insurance protection for the uninsured and underinsured 
Alaska residents.
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No later than January 1, 1993 the authority would develop and offer 
a health insurance protection plan for the sole / small Alaskan 
employer.

1MEACT
Phase two would bring together the provider reimbursement and 
utilization management components with the delivery and financing 
of health care in Alaska. This will enable the state, through the 
authority, to provide access to quality cost effective health care for 
all Alaska residents.

ASHRA EXHIBIT ONE; illustrates the estimated impact on total and 
the states portion of health care expenditures as compared without 
the effect of ASHRA. Total health care expentitures would be 
reduced in the year 2000 from $10 billion to under $6.0 billion and 
the states portion would be reduced from $3.28 billion to $2.0 
billion. For a total estimated cost of health care savings of $4.0 
billion in the year 2000.

ASHRA EXHIBIT ONE

$9,050,000,000.00

$8,050,000,000.00

$7,050,000,000.00

$6,050,000,000.00

$5,050,000,000.00

$4,050,000,000.00

$3,050,000,000.00

$2,050,000,000.00

$1,050,000,000.00

$50,000,000.00

ESTIMATED IMPACT OF ASHRA ON HEALTH CARE EXPENDITURES IN
ALASKA
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No later than January 1, 1993 the authority would develop and offer 
a health insurance protection plan for the sole / small Alaskan 
employer.

IMPACT

Phase two would bring together the provider reimbursement and 
utilization management components with the delivery and financing 
of health care in Alaska. This will enable the state, through the 
authority, to provide access to quality cost effective health care for 
all Alaska residents.

ASHRA EXHIBIT ONE; illustrates the estimated impact on totai and 
the states portion of health care expenditures as compared without 
the effect of ASHRA. Total health care expentitures would be 
reduced in the year 2000 from $10 billion to under $6.0 billion and 
the states portion would be reduced from $3.28 billion to $2.0 
billion. For a total estimated cost of health care savings of $4.0 
billion in the year 2000.

ASHRA EXHIBIT ONE

$9,050,000,000.00

$8,050,000,000.00

$7,050,000,000.00

$6,050,000,000.00

$5,050,000,000.00

$4,050,000,000.00

$3,050,000,000.00

$2,050,000,000.00

$1,050,000,000.00

$50,000,000.00

ESTIMATED IMPACT OF ASHRA ON HEALTH CARE EXPENDITURES IN
ALASKA
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ASHRA EXHIBIT TWO; illustrates the estimated impact of ASHRA on 
the uninsured population in Alaska. ASHRA would reduce by the year 
2000 the number of Alaska residents without health insurance to 
about 40,000 from the 120,000 projected without ASHRA.

ASHRA EXHIBIT TWO

ESTIMATED IMPACT OF ASHRA ON THE UNINSURED POPULATION IN
ALASKA

ALASKA
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C O M PA N IO N  LE G ISLA T IO N

Proposed legislation would amend AS 18.0/ to create a rational 
frame work for the planning and development of all health care 
services in the state to ensure promotion and protection of public 
health, the providing of equitable access to health services, and the 
avoidance of unnecessary increases in health care costs.

By amending AS 18.07 the Certificate Of Need program would regain 
ar. important role in the approval process for health care facilities, 
technology, modification, expansion or change of purpose. This 
change would not only provide the system an early warning device 
but a way to accurately measure the initial and future cost impact 
to the total health care delivery system.

The task force has identified that the cost of facilities and 
technology has a direct impact on the total cost of health care and, 
therefore, should be prospectively managed.

PRQPQSED.BESQLUJQN
THE HEALTH RESOURCES AND ACCESS TASK FORCE

The task force recommends the adoption of a concurrent resolution 
creating a HEALTH RESOURCES AND ACCESS TASK FORCE to continue 
the study of this issue study forward recommendations regarding 
access to affordable, quality health care for all Alaskans.

The foundation of knowledge, education and demonstrated success of 
the Health Care Cost Containment Task Force must be built upon in 
order to see implementation of long term solutions to the health 
care crisis in Alaska.

The ideal approach is to take the expertise developed in the Health 
Care Cost Containment Task Force and combine the ambitions of the

T H E  C E R T IF IC A T E  O F  N E E D  P R O G R A M  (C .O .N .) , S B  8 4 , H B 6 9
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Universal Task Force (ch.179, SLA 1990) to create a hybrid focus 
group to simultaneously work on the management of health care 
expenditures in Alaska while improving access to quality health 
care.

It is envisioned that the work plan and resources of the group would 
have the depth to investigate all facets of health care access and 
financing in Alaska as compared to alternate solutions implemented 
by other countries, provinces, states and other health care programs.

This focus group membership should include:
Legislative Branch 
Executive Branch 
Private Sector Employers 
Non Profit Sector 
Health Care Consumer 
Health Care Providers 
Medically Indigent 
Labor Organization

It is important to have further work done in this area, and to provide 
information and input to the Alaska State Health Resources 
A u tho rity .

4 5
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OPEN/UNRESOLVED 
ALASKA HEALTH CARE 

DELIVERY ISSUES

The Health Care Cost Containment Task Force has, in its effort to 
find the cause of the rapidly increasing cost of health care in 
Alaska, found several contributing factors that need further 
inves tiga tion .

DELIVERY AND ACCESS

Delivery of health care in Alaska has been found to be one of the 
greatest contributors to the increasing cost of health care.
Traditional approaches to delivering health care when applied to the 
large geographic area of Alaska has created a hodge podge of service 
which is often inadequate, underutilized and thus more costly than 
what can be offered through a coordinated statewide system of 
delivery. In addition, the increasing population of underinsured and 
uninsured receiving uncompensated care causes additional strain on 
urban, as well as, rural facilities and providers.

Included within the problems of delivery and access to health care in 
Alaska are answers to some of the increased cost of health care. 
Some of these are overbuilt facilities, new technology which is 
often underutilized, a lack of prevention programs, the need for 
statewide planning, and inadequate financing of health care for all 
Alaskans.

UNINSURED./ UNQEB1M5UBEQ
The health of small businesses in Alaska is often dependent upon a 
limited number of individuals each of whom is very important to the 
operation of an organization which has no insurance for its 
employees or must pay an unreasonable price for limited coverage.

As the cost of health care increases, many of these sole 
proprietorships and small businesses and their employees are forced 
to join the ranks of the underinsured or uninsured.

4 7
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HIDDEN. CflSIS
Malpractice insurance coverage is a continuing problem not only 
adding to the cost of some medical procedures but increasing health 
care cost in general. Many health care providers believe it is 
necessary to practice defensive medicine as a means to lessen 
potential liability. This induced caution is reflected in additional 
laboratory test, unnecessary use of technology, exploratory surgery, 
increased inpatient time, and other practices that increase the cost 
of health care for everyone.

MANAGING THE SYSTEM
Oversight will be necessary in any e ffo rt to coordinate access to 
federal state and local delivery systems. Attempts to merge or 
attract additional sources of financing and coordinate the use of 
facilities for persons needing health care in Alaska will require 
guidance. Even the operation and activities of the Alaska State 
Health Resources Authority the creation of which is supported by 
this Task Force as recommended in section 8 will require at least 
periodic oversight.

These issues represent some of the more obvious areas causing the 
cost of health care to increase and indicate a need to continue the 
work that has been started. While the work of the Health Care Cost 
Containment Task Force has brought to light some areas where 
millions of dollars in cost savings have already been achieved much 
more remains to be done. To establish realistic, reliable and 
efficient controls on the cost of health care and provide access to 
all Alaskans will require a great deal more work than has been 
completed to date

4 8
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N E A - A L A S K A
a f f il ia t e d  w it h  t h e  n a t io n a l  e d u c a t io n  a s s o c ia t io n

A N C H O R A G E  R E G IO N A L  O F F IC E J U N E A U  O F F IC E F A IR B A N K S  R E G IO N A L  O F F IC E
1411 W. 33RD AVENUE 

ANCHORAGE. ALASKA 99503 
(907) 274-0536

105 MUNICIPAL WAY. SUITE 302 
JUNEAU. ALASKA 99801 

(907) 586-3090

2118 CUSHMAN STREET 
FAIRBANKS. ALASKA 99701 

(907) 456-4435

February 11, 1991
To: Senator Pearce, Chair

Members, Seuate Labor and Commerce Committee
Re: S B  8 3 ;  " A n  A c t  r e l a t i n g  t o  th e  A l a s k a  S t a t e

H e a l t h  R e s o u r c e s  A u t h o r i t y ;  r e l a t i n g  to  th e  
d e l i v e r y ,  a u a l i t y ,  a n d  f i n a n c i n g  o f  h e a l t h  c a r e  
f o r  r e s i d e n t s  o f  th e  s t a t e ,  a n d  t o  th e  i s s u a n c e  
o f  c e r t i f i c a t e s  o f  n e e d ;  a n d  p r o v i d i n g  f o r  a n  
e f f e c t i v e  d a t e ."

NEA-Alaska supports and encourages your favorable consideration of SB 83. It 
represents a sound and viable alternative to the cost, quality, and utilization of 
health care services, especially as it may pertain to public school district employees.
Currently, school district employees are covered by a variety of health care plans 
with a broad range of benefits at differing levels of premium costs.
Many districts are disadvantaged in their ability to maximize benefit coverages at 
reasonable cos.s and have seen these costs increase at alarming rates in recent 
years.
Access to utilization standards, more efficient administrative and provider 
reimbursement systems, and the opportunity for reducing premium costs and for 
improving benefits through participation in expanded group pools represents 
substantial opportunity for .employers and employees alike.
Implementation of the provisions in SB 83 is a critical step if we arc to effectively 
deal with health care costs in Alaska.
Thank you for your consideration of our recommcndat'
Respectfully submitted, <

Bob Manners 
Executive Director Don Obcrg 

President

cc: S e n a t o r  D u n c a n



A L A S K A  S T A T E  E M P L O Y E E S  A S S O C I A T I O N
AFSCME Local 52, AFL-CIO

February 11, 1991

Hon. Jim Duncan, State Senator 
Pouch V
Juneau, Alaska 99811 

Dear Senator Duncan:

On behalf of the Alaska State Employees Association and its 9,000 
members statewide, I want to thank you for introducing Senate Bill 
83, which seeks to establish an Alaska State Health Resources 
Authority to help cap the state's increasing health care costs.

As you know from your experience with the Alaska Health Care Cost 
Containment Task Force, health care costs to Alaskans exceeded $1.5 
billion in 1989 and have been rising at a rate of more than 20% 
each of the past five years. These cost increases have 
concommittantly increased the costs of health insurance premiums 
for all Alaskan employers, including the State of Alaska, making it 
more and more difficult for them to continue health care coverage 
for their employees.

Clearly, something needs to be done to bring down or, at the very 
least, check Alaska's spiraling health care costs and SB 83 takes 
the right approach.

For its part, ASEA/AFSCME Local 52 has agreed to a defined 
contribution to health care costs in its collective bargaining 
agreement with the state, but this is only a step in what should be 
a comprehensive attept to contain costs throughout Alaska.

Furthermore, SB 83 makes inherently good public policy. Such an 
approach benefits union's, such as ASEA, by mitigating their health 
care costs; it benefits the State by lowering its operating costs; 
and it benefits private sector employers by reducing their cost of 
doing business with the state.

Again, my thanks to you and your colleagues on the Health Care Cost 
Containment Task Force for tackling a complex, difficult and 
controversial subject.

Respectfully yours

Buddy Maupin, Business Manager 
ASEA/AFSCME Local 52. AFL-CIO

ANCHORAGE OFFICE JUNEAU OFFICE FAIRBANKS OFFICE
J i l l  C  S t., Su ite  J25 

Anchorage , AK  99503-3925 
(907) 561-6661, FAX (907) 563-1355 

TO LL tree: 800-478-ASEA

240 M a in  S t., S u ite  200 
Juneau , AK  99801 

(907) 463-4949 FAX (907) 463-4950 
TO LL free: 800-478-0049

250 Cie.hm.-m S t., Su iro 500 
Fa irbanks, AK  90/01 

(907) 452-2300 FA X  (907) 452-2307 
TO LL tree 800-478-2305



N F I B  A la s k a
National Federation o f 
Independent Ruslnc'.s

F e b r u a r y  11, 1991

T h e  H o n o r a b l e  J i m  D u n c a n  
A l a s k a  S t a t e  S e n a t e  
P o u c h  V
J u n e a u ,  A l a s k a  99811 

D e a r  S e n a t o r  D u ncan*

T h e  l e g i s l a t i v e  a g e n d a  of N F 1 B / A 1 a s k a  is d e t e r m i n e d  b y  our 
b a l l o t .  T h e  b a l l o t  is o u r  annual poll of o u r  m e m b e r s h i p  on a 
s e r i e s  of i s s u e s  d e e m e d  cr i t i c a l  t o  small b u s i n e s s .  A 
m a j o r i t y  vote, of t h e  m e m b e r s  in r e s p o n s e  t o  t h e  poll, sets 
our p o l i c y  a n d  p o s i t i o n  o n  l e g i s l a t i v e  issues.

1 h a v e  p r e v i o u s l y  s h a r e d  t h e  r e s u l t s  of t h e  e n t i r e  poll wi t h  
y o u r  o f fice. N o w  that y o u  h a v e  i n t r o d u c e d  S B  8 3  - A l a s k a  
S t a t e  H e a l t h  R e s o u r c e  A u t h o r i t y  - t h e  o b j e c t i v e  of t h i s  
l e t t e r  is t o  s h a r e  w i t h  y o u  s o m e  t h o u g h t s  on t h e  bill.

T h e  i d e a  of a v o l u n t a r y  h e a l t h  i n s u r a n c e  p r o g r a m  a p p e a r s  to 
b e  a v i a b l e  m e a n s  of p r o v i d i n g  h e a l t h  i n s u r a n c e  t o  t h e  
u n i n s u r e d  p o p u l a t i o n  in A l a s k a .  Small b u s i n e s s e s  a r e  w i l l i n g  
t o  p r o v i d e  h e a l t h  i n s u r a n c e  t o  e m p l o y e e s ,  as long as t h e  cost 
is not p r o h i b i t i v e .  A  v o l u n t a r y  p o o l i n g  a p p r o a c h  i s  a m o r e
a c c e p t a b l e  a l t e r n a t i v e  t h a n  a l e g i s l a t i v e  m a n d a t e  t h a t  all
e m p l o y e r s  m u s t  p r o v i d e  h e a l t h  i n s u r a n c e  c o v e r a g e  f o r  t h e i r  
e m p l o y e e s .

T h e  k e y  e l e m e n t s  t o  N F I B / A l a s k a  m e m b e r s  s u p p o r t  of t h e  
c o n c e p t  of p o o l i n g  are: t h e  p r o g r a m  w o u l d  b e  v o l u n t a r y ,
a d m i n i s t e r e d  b y  p r i v a t e  i n s u r a n c e  c o m p a n i e s  and a f f o r d a b l e .

F o r  y o u r  r e c o r d s  t h e  f o l l o w i n g  a r e  t h e  r e s u l t s  of t h e  1991 
N F I B / A l a s k a  b a l l o t  q u e s t i o n s  r e g a r d i n g  h e a l t h  i n s u r a n c e :

State Office S h o u l d  l e g i s l a t i o n  b e  p a s s e d  in o r d e r  to c r e a t e  a v o l u n t a r y

JunMu^WBOi"4 h e a l t h  i n s u r a n c e  p l a n  w h i c h  w o u l d  b e  a d m i n i s t e r e d  b y  p r i v a t e
(9r r ) i n s u r a n c e  c o m p a n i e s  a n d  w h i c h  w o u l d  pool small b u s i n e s s e s

t o g e t h e r  s o  t h e y  c o u l d  p u r c h a s e  e m p l o y e e  h e a l t h  i n s u r a n c e  at 
g r o u p  r a t e s ?

Y e s  72.27. N o  17.07. U n d e c i d e d  10.87.

a. If th i s  p o o l i n g  of e m p l o y e r s  in o r d e r  to p u r c h a s e  h e a l t h  
i n s u r a n c e  w a s  a v a i l a b l e ,  w o u l d  y o u  p a r t i c i p a t e ?

flic Guardian ol Miull diiiinos
Y e s  50.27. No 19.37. Undecided 30.57.
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b. S h o u l d  e m p l o y e r s  b e  a l l o w e d  t h e  o p t i o n  of h a v i n g  t h e i r  
e m p l o y e e s  p a y  p a r t  of t h e  p r e m i u m  c o s t  of h e a l t h  I n s u r a n c e  
p u r c h a s e d  t h r o u g h  t h e  a b o v e  p o o l i n g  p l a n ?

N F I B / A l a s k a  h o p e s  t h i s  i n f o r m a t i o n  r e g a r d i n g  t h e  v i e w s  of 
small b u s i n e s s  o w n e r s  on t h i s  i s s u e s  will b e  u s eful to you. 
If y o u  h a v e  a n y  q u e s t i o n s  r e g a r d i n g  t h i s  i n f o r m a t i o n ,  p l e a s e  
do n o t  h e s i t a t e  t o  c o n t a c t  me.

I l o o k  f o r w a r d  t o  w o r k i n g  w i t h  y o u  on S B  8 3  and o t h e r  i s s u e s  
of i m p o r t a n c e  to t h e  small b u s i n e s s  m e m b e r s  of N F I B / A l a s k a .

S i n c e r e l y ,

Ye s  90.07. N o  5.27. U n d s c i d B d  4 . 8 7

K e s a  .JBrrel 
N F I B / A 1 a s k a  
S t a t e  D i r e c t o r



BE IT RESOLVED BY THE JUNEAU FORUM ON THE 1991 ALASKA 
CONFERENCE ON AGING:

WHEREAS health care expenditures in Alaska have risen from $480 
million in 1979 to over $1.5 billion in 1989, a per capita increase of 
$1327.00 per person‘per year; and

WHEREAS the number of uninsured or underinsured Alaskans is now 
estimated at over 90,000 persons; and

W HEREAS a large number of the uninsured and underinsured are 
senior citizens; and

WHEREAS the Alaska State Health Care Cost Containment Task
Force was created early in 1989 to find ways to control the ever
increasing cost of health care in Alaska; and

W HEREAS the Alaska State Health Care Cost Containment Task
Force has as a result of its research and investigation identified ways to
control the rising cost of health care in Alaska; and

W HEREAS the Task Force has endorsed Senate Bill 83 and the 
changes proposed therein necessary to rising health care cost; and

WHEREAS the Juneau Forum of the 1991 Alaska Conference on Aging 
has reviewed the findings and recommendations of the Alaska State Health 
Care Cost Containment Task Force;

BE IT RESOLVED by the Juneau Forum of the 1991 Alaska 
Conference on Aging that the rising cost of health care is a serious 
problem for senior citizens; and be it

FURTHER RESOLVED that the Juneau Forum of the 1991 Alaska 
Conference on Aging strongly supports the cost containment measures 
proposed in Senate Bill 83; and be it

FURTHER RESOLVED that the Juneau Forum of the 1991 Alaska 
Conference on Aging strongly supports the Legislatures passage Senate 
Bill 83, creating the Alaska State Health Resources Authority.

R E S O L U T IO N

Adopted: JUNEAU FORUM
1991 ALASKA CONFERENCE ON AGING

y  / /  7 7  ,

Chairperson:—
• y'' Lauris S. Parker'
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SUBJECT: ADMINISTRATION 90-36
HEALTH INSURANCE
WHEREAS, the Alaska Legislature through the work of the Health Care Cost Containment Task Force is 

looking at measures to control the rate of increase in the cost of health care for all 
Alaskans: and

WHEREAS, the cost of health insurance has increased sharply in recent years and shows no signs ot 
stabilizing; and.

WHEREAS, school districts are required to operate within a fixed budget and need to stabilize costs as 
much as possible to allow for reasonable planning for a sound educational program: and,

WHEREAS, the increasing cost of providing health insurance to school employees has a significant 
impact on the operating budget of school districts in Alaska; and.

WHEREAS. Alaska school districts have demonstrated that insurance pooling has been an effective 
means of stabilizing insurance costs for their types of coverage;

NOW THEREFORE BE IT RESOLVED that the Association of Alaska School Boards aggressively 
investigate the feasibility of pooling for school district employee health insurance as a 
viable alternative for providing cost containment on a significant budget item.

Association of Alaska School Boards
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R I G H T  O R  P R I V I L E G E :
SHOULD EVERYONE HAVE ACCESS TO BASIC HEALTH CARE?

" in  a civilized society, every m em ber o f  society should  have 
access to a basic package o f  health  se rv ic es"  U w c  R einhard t, a 
P rinceton  eco n o m ist and  m em b er o f  th e  N atio n a l L eadersh ip  
C om m ission  on  H ealth  C are , lias lik en ed  this to  th e  guaran tee  o f  
un iversa l access  to p u b lic  education . Y et, the U n ited  S ta le s  and 
S ou th  A frica  a rc  the on ly  m ajo r industria lized  p o w ers  th a t fail to  
g u aran tee  access to health  care .

A m ericans strugg le  w ith th e  is su e  o f  w h eth er hea lth  ca re  is a 
rig h t o r  a  p riv ilege . In  a  co u n try  th a t h as th e  b e s t h ea lth  care  
technology  in the  w orld , nearly  3 7  m illio n  o f  its  c itizen s  d o  no t 
have health  in su rance . T hose  w h o  can n o t a ffo rd  to  p ay , often  
ca lled  th e  “ m ed ica lly  ind igen t,”  fa c e  m a jo r access  b arrie rs  to  
h e a lth c a re  serv ices.

In  the absen ce  o f  a  na tional h ea lth  p o licy , th e  hea lth  ca re  
access  and rig h ts  deba te  is cen te red  in  s ta te  leg is la tive  cham bers. 
M edical ind igency  a n d  uncom pensated  health  c a re  c o s ts  w ere 
identified  a s  to p  p rio rity  issues fo r  th e  1989 leg isla tive  sessions, 
and  w ill co n tin u e  to  dem and a tten tio n  in  th e  1990s. T h e  tliree 
p rim ary  concerns iden tified  by leg is la to rs  a re  ensu ring  access  to  
health  care , pay ing  fo r it, an d  ex p an d in g  the av a ilab ility  o f  
in surance to  un in su red  persons. H ea lth  c a re  ana ly s ts h av e  sug­
gested  that w h ile  in  p a s t years s ta te  leg isla tu res p ro ceed ed  slow ly , 
s ta te s  arc  now  tak ing  a  leade rsh ip  position  o n  these  issues. 
A ccess, cost, a n d  q u a lity  issues co n tin u e  to  h ead lin e  th e  po licy  
concerns o f  co n su m ers, prov iders, a n d  payers.

F inancing  health  ca re  for p e o p le  w ho  d o  n o t h av e  p riv a te  in ­
su rance  o r w ho  a rc  no t e lig ib le  fo r go v ern m en t p ro g ram s is  a  
m ajo r problem  fo r s ta te  leg islatures. M ed ica l ind igency  h as taken 
on g rea te r urgency  in  recen t y ea rs  b ecau se  o f  ch an g es in th e  health  
care  system . In  the  past, health  c a re  p rov iders  u sed  a portion  o f  
the ir pro fits  from  pay ing  patien ts to  subsid ize  th e  costs  o f  care  to  
this nonpaying  group . R ecen t e ffo rts  by  in su rers , the business 
com m unity , and  governm en t to  red u ce  th e ir health  c a re c o s ts  have 
m ade  it increasing ly  d ifficu lt fo r p ro v id e rs  to  co n tin u e  th is  prac­
tice. T h e  focus o f  th is  artic le  is u n iv e rsa l access to  health  ca re  and  
sta te  effo rts to en su re  availab ility .

Who are the medically indigent?
T h e  term “ m ed ically  in d ig e n t"  usually  app lies  to  low - 

incom c uninsured peop le  w ho a rc  un ab le  to  pay  fo r  li.e ir m edical 
care . O thers m ay a lso  be  included  in a  s ta te 's  d e fin ition , includ ing  
insured  persons w ho can n o ta ffo rd  to pay  fo r serv ices no tco v e red  
by th e ir  po lic ies, o r fo r high in su ran ce  d educ tib les  o r  co -p ay ­
m ents. Even m idd le-c lass ind iv iduals m ay  be co nsidered  m ed i­
ca lly  ind igent if  they  canno t pay  fo r th e  costs o f  a  catastrophic  
illness o r accident. T h e  fo llow ing item s reveal in fo rm ation  about 
uninsured  and m ed ically  ind igent peop le  that m ay  b c o f  in terest to 
s ta te  law m akers:

o  A lthough  M edicaid  elig ib ility  c rite ria  vary  w idely  am ong 
sla tes , on  th e  average , an  A m erican  w ith  l"  o  children  m ay 
c a m n o m o rc tlia n  $6 ,0 3 6 a n n u a lly to q u a lify  fo r M edicaid . In 
A b b a m a , a  fam ily  o f  th ree  can  c a m  n o  m ore th a t S 1,418 per 
y ea r to  be  e lig ib le  for M ed ica id , in  California, the  threshold 
is  $10 ,704 .

o  O n e  in  th ree  A m ericans is  w ithou t adequate  insurance cover­
ag e  and  m illions g o  w ithou t b asic  health  ca re  services, 

o  N early  one-th ird  o f  H ispan ic  A m ericans a rc  uninsured, 
o  M ore  than  o n e  in five  A frican  A m ericans do  n o t have health 

insurance.
o  O ne-th ird  o f  the uninsured a re  ch ild ren , including som e five 

m illion  ado lescen ts ageo  10 to  18. U ninsured children 
rece iv e  4 0  pe rcen t less physic ian  ca re  than insured  children, 
a c c o rd in g tb lh eN a tio n a l A ssocia tion  o f  C h ild ren ’sH osp ita ls 
&  R ela ted  Institu tions (N A C H R I). 

o  F o rty -fo u r p e rcen t o f  un insured  ch ild ren  liv e  in fam ilies will.
incom es below  th e  federal p overty  level, 

o  A lm ost 2 0  p e rcen t o f  un insured  ch ild ren  live  w ith an adult 
w ho  is  in su red  through the w orkplace, 

o  T h e  inc idence  o f  uninsured residen ts is  a lm o st tw ice as high 
in  the  W estern  and  Southern  s ta tes  than  in th e  N orth C entral 
and  N ortheastern  states, 

o  P ersons w ith o u t health  in su ran ce  “ s e lf  ra tio n ”  by seeing a 
d o c to r ab o u t 6 5  p ercen t a s  frequen tly  a s  those  w ith coverage 
o r  by  n o t ev en  seek ing  m ed ical care , 

o  M illions o f  p ersons w ho do  rece iv e  health  care  serv ices, bu t 
e ith e r c an n o t pay  o r  do no t p ay  fo r them , genera te  b illions o f  
do llars o f  uncom pensated  health  c a re c o s ts  each  year.

Should the health systembe restructured ?
T h e  la s t sev era l years have w itnessed  a  sh ift in public policy 

ap p roaches to  m eeting  the needs o f  th e  m ed ica lly  indigent. The 
h ea lth  ca re  system  is  see ing  a  c h a n g e  in  th e  “ R ob in  H o o d "  ethic 
o f  co m p lian ce  w ith  th e  expec ta tion  tha t p rov iders arc  som ehow  
ob liged  to se rv e  patien ts regard less o f  th e ir ab ility  to pay. Public 
d eba te  is b rew ing  ab o u t hew  m uch health  care  is " a d e q u a te "  for 
those  w ho can n o t pay  for it. A s th is d eba te  con tinues, several 
factors p o in t to  a  health  care  system  w ith  g row ing  problem s:

1
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i> I tca lili c a re  costs con tinue to  sky rock e t. In  1 9 8 8 . nationa l 
health' expend itu res w ere 1 1 .3  percent o f  the g ross n ationa l 
product (G N P ) ,  the b roadest m easu re o f  U .S .  econom ic  
ac tiv ity . B y  1 9 9 3 , health  ca re  spending w i l l  g row  to  an 
estim ated 13  percent o f  the G N P . 

o  The gap betw een the m ed ica l " h a v e s "  and " h a v e  n o ts ”  is 
w idening.

» M illio n s  o f  A m ericans rep o rt fin an c ia l b arrie rs to  rece iv ing  
adequate hea lth  ca re , 

u T he  U .S . has on e o f  the h ighest in fan t m o rta lity  ra tes in  the 
industria lized  w o rld , exceed ing  that o f  1 6  o th e r d eve lop ed  
nations.

o  O u r n a tion ’ s  sa fe ty  net is  fra y in g . P u b lic  h o sp ita ls  a rc  
endangered and n o  lo n g e r h ave  th e  resou rce s to  se rv e  as 
health p ro v id e rs  o f  last re s o r t  

o  T he  ab ility  o f  hosp ita ls  to  ab so rb  uncom pensated c a re  costs 
has d im in ished  as th e ir a b ility  to  sh ift  c o &  has d ec lin ed  and 
as the un insured  p opu la tion  has g row n , 

o  Physic ians re p o rt  that the ag ed , p o o r , and  uninsured u ti liz e  
em ergency ro om s  as a  p rim a ry  sou rce  o f  hea lth  ca re  and  that 
o v e rc row d in g is  sev e re ly  lim itin g  the p ub lic ’ s  r ig h t to  t im e ly  
and good  q u a lity  care , 

o  Access to  em ergency m ed ica l and  traum a se rv ices is  threat­
ened by the con tinu ing  p ro b lc m s o f hea lth  ca re  fin an c ing  and 
because s o  m any em ergency ro o m  patien ts a re  un insured . 
Em ergency ro om  c lo su res  p resen t access p rob lem s even  fo r  
those w ho  a re  fu l ly  insu red , 

o  U .S . h osp ita ls  and  em ergency ro om s  w ith to o  m any  patients 
and  too  few  beds a rc  in a w idesp read  and g row ing  c r is is , ac ­
co rd ing  to  the  Am erican  C o lle g e  o f  Em erg ency Phys ic ian s 
(A C E P ).

o  In  som e qua rte rs , M ed icare  and M ed ica id  a re  equated w ith 
ch a rily  c a re  because reim bursem en ts under these p rog ram s 
som etim es a re  fa r  b e low  costs , 

o  M edicaid  e lig ib i li ty  has been  e roded  o v e r  the p a s t decade, 
g ove rnm en t re im bursem en t le v e ls  and  " r e d  tape”  inh ib it 
physic ians from  treating the p o o r , and  em ergency ro om s  
have been lab e led  as the " o p e n in g  th rough w h ich  d e b lj 
b low .”

Thcscand  o  lite r p rob lem s fu e l the n a tion a l hea lth  ca re  debate. 
State leg is la to rs  f in d  them se lves in  the m id d le  o f  the fra y .

Can change be expected?
Thcovcn rid ing  p rob lem  w i l l n o t be s o lv ed  righ t aw ay .and  the 

issues raised as a  re su lt w i ll set the agenda f o r  change . Inequ ities 
in the d istribu tion  and p rov is ion  o f  ca re  w i l l req u ire  change at 
m any leve ls . T h e  need fo r  change is apparen t, bu t the re  is  no 
consensus as to  what fo rm  the change w ill la k e  in lig h t o f  
expectations ve rsus econom ic rea lit ie s .

Can im p rovem en t at the state and lo c a l le v e l re s o lv e  the in ­
creasing fin an c ia l burden o f  p ro v id in g  ca re  on  the n a tiona l le v e l?  
Departm ent o f  H ea lth  and H um an S e rv ice s  S ecre ta ry  L o u is  S u l­
liv an , M D  has d ec la red  that state and lo c a l g ove rnm en t and 
p rivate em p lo y e rs  m ust share in  the so lu tio n  to  the p rob lem . 
Scho la rs  suggest that to ta l resou rces b e  determ ined in the context 
o f  federal and state budgets.

Rationing h a s  b e e n  p r o p o s e d  as o n e  possible solution to the 

current crisis o f  cost in health care. A d v o c a t e s  believe the 

allocation o f  resources m a k e s  f u n d i n g  decisions m o r e  rational.

"In an era of federal budget deficits and tight state budgets, how to assist the medically indigent has

R a tion in g  a ls o  has been c rit ic ized  as an unhea lthy "s top g ap ”  
m easu re tltat d en ies ca re  to  the m ost deserv ing  segments o f  the 
m ed ic a lly  ind igen t p opu la tion . P roponen ts a rgue that a tw o-tie r 
system  is d eve lo p ed , o ffe r in g  “ second  c la s s ”  lu fd ic in e  in a  lop  
q u a lity  e n v iro n m e n t

O v e r  the p ast f iv e  y e a rs , the states have  taken d ie lead in 
d eve lo p in g  le g is la tio n  to  add ress the g row ing  p rob lem  o f  paying 
f o r  and  en su rin g  access to  m ed ica l se rv ices fo r  the m ed ica lly  in ­
d ig en t. S ta tes h a v e  expe rim en ted  w ith  a  num ber o f  d iffe ren t 
p ro g ram s f o r  the ind igen t. T h e  m a jo r ity  o f  state leg is la tu res have 
enacted  o r  con s id e red  b i l ls  to  expand  access to and fin ance health 
c a re  f o r  m e d ic a lly  ind igen t p erson s.

Conclusion
T h e  an sw e r to  thic question  o f  w hether access to  basic heald i 

ca re  f o r  a l l  is a  r ig h t o r  a  p r iv i le g e  is  both p o lit ic a l and p o lic y  
o rien ted . T h e  U .S . S up rem e C o u r t  has determ ined that there is no 
constitutional r ig h t to  m ed ica l c a re , even  to  m ed ica l ca re  that is 
life s a v in g . F u tu re  so lu tio n s  w i l l  c om e  from  C ong ress and the 
in d iv id u a l sta te  leg is la tu res . C hanges to  the cu rren t health care 
system  w i l l re q u ire  an  exam in a tion  o f  the fo llo w in g :
1. C om m un ity  in terdependency -  the inevitab le conc lusion  that 

n o  on e  g ro u p  can  d o  it a lon e .
2 .  V o lu n ta ry  a c tion  -  the acceptance o f  short-te rm  and inter­

m ed ia te  stra teg ic s to  d eve lo p  an  equ itab le  and a ffo rd ab le  
lo n g -te rm  so lu tio n .

3 .  D e c is io n  m ak in g  p rocess — the p rom ise  o f  spec ific  benefits 
o r  the  ra t io n in g  o f  hea lth  ca re  serv ices .

F Y I
For further information on 
project activities, contact: Shelda L. Harden Policy Specialist Health Services Program 
Human Services Department 

1050 Seventeenth Street, Suite 2100 
Denver, Colorado 80265 

(303) 623-7800
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S T A T E  A C T I V I T Y

Hawaii
“Hawaii did i( first,'' said State Rqrresentative Tun Short, chair of 

Hawaii's Hcaltlt Committee in the Ilouscof Representatives, referring to 
the state's 1981/ Universal Health Care Insurance Act. “By guarantee­
ing health care insurance for all of Hawaii’s people, we have taken 
another step toward national leadership in health care."

The new law focuses on basic coverage for preventive primary care, 
prenatal care, childhood immunizations, mammograms,pap smears, and 
all aspects of outpatient care. Also included are an expansion of 
Medicaid services and specially targeted health services for gap group* 
that have difficulty obtaining conventional insurance, such as the home­
less. Fifty thousand uninsured Hawaiians will gain health insurance 
cov .rsgeunderlhcnewlaw. ThestatcDcpartmcntof Health will admini­
ster the program and purchase healthcare coverage for specific services 
from pri vatehealth insurance contractors for individuals who qualify for, 
and choose to purchase the bargain coverage on a sliding-fec-scalebasis. 
These arc primarily low-income individuals who cannot participate in 
existing programs and do not have the means to purchase private health 
care insurance coverage.

Massachusetts
The Health Security Act of 1988 created one of themost comprehen­

sive ltealih insurance plans in the nation. The law guarantees the gradual 
introduction, over four years, of coverage for all residents. The legisla­
tion was designed to expand the number of businesses providing insur­
ance to their employees. Other uninsured persons are to receive insur­
ance through a state program administered by the new Department of 
Medical Security. By 1992, businesses with more than five employees 
will be required to pay a surcharge of 12 percent of each full-dmtf 
employee's fust 514,000 in wages into a health insurance trust fund, up 
to a maximum of 51,680 per employee.

Employers who provide health insurance can deduct those costs 
from the surcharge, resulting in major new costs only to employers who 
do not proride insurance. Although this approach is designed to comply 
with the federal Employee Retirement Income Security Act (ERISA) 
provisions, it is unclear whether it would survive a court challenge. The 
law also provides positive incentives for small businesses to provide in­
surance before the 1992 deadline. A number of insurers are in the im­
plementation phase of the health insurance program and some 15,000 
residents have gained insurance coverage from the state; most are 
disabled unemployed adults, disabled children, pregnant women, and 
people who have left welfare to take a job without insurance. However, 
M issachusetts is currently in the midst of a serious economic crisis that 
is' ilccly to affect the universal health law. Critics worry that thcslale will 
nut carry its share of the costs.

California
In the Iasi 10 years Californ ia 's uninsured population has risen 

approximately 60 percent to 5.2 m illion people. Two-thirds o f the unin­
sured residents a rcc ith ercm p loyedo rdcpcndcn tso f someone whoiscm- 
ploycd. Two bills signed into law  this fall are designed to ensure 
coverage to all working residents by 1992:

A task force authorized under C h a p te r  829 (AB 350) will report to 
the legislature M arch 1.1990on die statutory responsibility o f employers

to jrrovide employees with insurance and changes in insurance rate- 
setting practices to ensure dial coverage is both available and a f fordable.

Chapter 797 (SB 1207) expands eligibility for small business tax 
credits for employ trsponsored health coverage. A tax credit of up toS25 
a month per employee (or 25 percent of die cost paid or incurred during 
■ Ux year by an employer to provide coverage) to firms dial provide 
benefits equal to or better than those in the basic program. Eligible firms 
«re those diatemploy 25 orfcwcr workers and employers will be required 
to pay at least 75 percent of the premiums. The lax credit will take cf feci 
in January 1992.

Oregon
In Oregon, o v a 400,000 people -  one out of every five living in the 

state — have no health coverage. In the absence of a federally approved 
national health policy, Oregon arrived at die following prescription to 
provide access to health care for cveiybody:

Of the 300,000 Oregonians living below the Federal Poverty Level 
(FPL), only 160,000 are being served by the stale Medicaid program. 
Chapter 836 (SB 27) revises the current state Medicaid program to 
expand eligibility and redesign the health care package. Eligibility 
would expand by allowing all residents under 100 percent FPL to have 
access to Medicaid benefits. Currcndy, cligibles include families under 
58 percent FPL, pregnant women with young children up to 100 percent 
FPL, medically needy, and aged, blind, and disabled.

The benefit package would be redesigned by the Health Service 
Commission appointed to review all health services, as generally pre­
scribed by the act, and rank them in order of most important to least 
important. The commission will present its recommendations to the 
Joint Legislative Committee on Health Care, which will make recom­
mendations to the Emergency Board. The Emergency Board and 
subsequent Ways and Means Committees will appropriate funds on a per 
capita rate, which will determine the quality of the health care package. 
Revenue shortfalls will not result in reduction in cligibles or provider 
rates, but by reduction in the benefit package.

A tax credit program was established in 1988 to encourage small 
businesses, who have not previously offered health care benefits, to 
provide such benefits. In return, the employer receives an affordable 
benefit package and a tax credit of up to 525 per employee per month for 
as long as the employer provides the benefit Chapter 381 (SB 935) 
attempts to provide access to health care for uninsured working Orego­
nians by expanding the existing tax credit program administered by the 
Insurance Pool Governing Board and creating incentives and rewards to 
employers who provide health benefits.

Chapter 838 (SB 534) addresses the problem of providing health 
care services to the uninsured and uninsurablc and the need to spread the 
cost to as broad a base as possible. The measure establishes the Oregon 
Medical Insurance Pool Board as a state agency to supervise a medical 
insurance risk pool. It also appropriates SI in million general funds loihe 
Oregon Medical Insurance Pool Account.

Other
In New York, state health commissioner David Axelrod, Ml), 

proposed a universal insurance coverage plan, with elements of cosi 
control, in Scplcmbcrof this year. The UNY’Care plan isexpccted to be 
introduced in the 1990 legislative session. In Pennsylvania, state rep­
resentative Donald W. Dorr inuoduccd a package of bills to increase ihe 
availability of health insurance and health services.
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MEDICAL INDIGENCY 
PROJECT

T h e  N ational C onference  o f  S tate  
L egisla tu res (N C SL ) lrn sa  strong  com m it* 
incn l to  in s isting  s ta te  leg isla tu res w ith 3 
variety o f  medical indigency issues. N C SL 
is assem bling  a  consortium  o f  funders to  
address lire problem s o f  medical indigency. 
T he C o lo rado  T rust and  A m erican C o l­
lege o f  E m ergency P hysicians a rc  the first 
to support the M edical Ind igency  P roject. 
N CSL received  a  tw o -y ear g ran t from  th e  
C olorado T rust to  ass is t sta te  leg isla to rs in  
develop ing  p o lic ies  o n  health  ca re  fo r th e  
m edically  ind igen t. T h c C o lo ra d o T ru s tis  
a  private  foundation  e stab lished  in  1985. 
Its p rim ary  m ission  is  to  p rom ote  and  
enhance  the health  an d  w ell-being  o f  a ll 
people, particu larly  th e  c itizen s o f  C o lo ­
rado. . T he  A m erican  C o llege  o f  E m er­
gency  Physic ians s trives  to  p rov ide  a  un i­
fying d irection  o f  p u rp o se  in  th e  field  o f  
em ergency  m ed ic ine . T h e  co llege  p ro ­
v ides in form ation  regard ing  the p rac tice  
o r  em ergency  m ed ic in e  and  encourages 
tra in ing  o f  em ergencyphysic ians, w ith th e  
aim  o f  im prov ing  em ergency  room  care.

T h e  p ro jec t co n duc ts .on -site  techn i­
cal assistance , pub lishes period ic  reports, 
and m ain ta ins an  in form ation  c lea ring ­
house on  innovative s ta te  p ro g ram so fca re  
for the m ed ically  ind igen t. T h e  p ro jec t 
a lso  w ill p roduce  th ree new sle tters on  Is­
sues concern ing  the m ed ically  indigent. 
ProjeclNo tes is  the f irs t in  a  series o f  reports 
on access to  ca re , financing , an d  the  qual­
ity o f  health  c a re  fo r th e  m ed ically  in d i­
gent:-

PtojcciNolcs_______________________________

7 I S? 
V:

TECHNICAL ASSISTANCE
v ; • T echn ica l ̂ a ss is tan ce  se rv ice s  o ffe r

A n u m b er o f  s ta te s  h av e  expressed  a n  
in terest in  technical ass is tan ce  fo r  1989 - : 
19S0 on  a  variety  o f  to p ics  re la ted  to  the 
issue o f  m ed ical in d ig en cy . B e q u e s ts  fo r

produced a  variety o f  publications arid odrcr 
. inform ation  reso u rces on  m a jo r .m e d ic a l 

firid igency  h i ^ t h p o l i c ^ ^  
o f  each<publication-is p ro v id ed  upon  r e ­
quest a t no c o s t to  s ta te  leg is la to rs , leg is la -

National Conference 
of State Legislatures 
1050 17th Street, Suite 2100 
Denver, Colorado 80265

INFORMATION
CLEARINGHOUSE

T h e  M edical Indigency P ro jec t and 
o ther heal tli p ro jec ts h ave  developed an 
ex tensive inform ation clearinghouse on a 
varie ty  o f  heaith  top ics. T h e  inform ation 
clea ringhouse  guaran tees legislators and 
legislative staff a  quick, reliable, and knowl­
edgeab le source  o f  inform ation w hen re­
search repo rts  and legislation  arc  being 
fo rm ulated . N C S L ’s  H ealth  Services 
P rogram  fie ld s over 1,000 inform ation 
requests a  y ear from  leg isla tive  offices, 
health  departm en ts, o th e r health  care  p ro ­
fessionals, an d  th e  m edia.

Requests cover a  broad range o f  medical 
indigency top ics , including: uncom pen­
sated  c a re , M edicaid  e lig ib ility  and e x ­
pansion , fu n d in g  sources, health  insurance 
regu la tion , r isk  poo ls , m andated  health  
benefits, an d  sta le  p rogram s fo r the m edi­
cally  in d ig e n t T h e  resources o f  the M edi­
cal Ind igency  P ro ject in form ation  c lea r­
inghouse m ay  b e  accessed by contacting  
p ro ject staff.

____________________ December 1989

MEETINGS 
AND SEMINARS

N C S L ’s  A nnual M eeting and o ther 
sem inars a n d  conferences p rov ide  an op­
portun ity  to  reach  a  large nu m b er o f  in ter­
ested leg isla to rs . H ealth  issues a rc  alw ays 
am ong th em o stim p o rtan tse ss io n sa tih e se  
m eetings and  d raw  large aud iences. Infor­
m ation  on upcom ing  w orkshops w ill be in ­
c luded  in  fu tu re  ed itions o f  ProjeclNoles.

Non-Profit Organization 
U .S . Postage 

PA ID 
Denver, Colorado 
Permit No. 3534
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The headlines of the nation’s newspapers and periodicals 
mark the absence o f a national health care assurance policy: 
“ US Must Cure Health Care nis;“  “ State Health Care 
Funding Criticized;”  “ Can You Afford to Get Sick?: The 
Battle Over Health Benefits;”  “ US Rations Health Care;” and 
' * Deciding What Medical Care the Poor Can Have: Lists Are 
Drawn Up." State and federal efforts to better the health care 
systci. i arc fragmented and often work at cross purposes. The 
lack of agreement on a solution begs the unanswered ques­
tion: who is responsible?

Health care expenditures have escalated astronomically 
in the last 25 years. Health care costs consumed 5.9 percent 
of the Gross National Product (GNP) in 1965. The U.S. 
Department of Commerce has reported that the nation’s 
health care tab was $600 billion in 1989, or 11.5 percent of 
the GNP. Those billions, up 10 percent from 1988 total 
health care expenditures, translate into approximately $2,400 
per person. 1990 health spending is expected to reach $661 
billion. At the same lime, the number of uninsured has grown 
substantially.

Medical indigency and health insurance arc top priority 
issues for the 1990 legislative sessions. Health insurance 
issues are explicitly tied to medical indigency policy. Im­
proving access to health care is of concern to medical 
indigency policymakers as millions o f uninsured people 
report financial barriers to receiving needed care. Mandating 
health insurance benefits, establishing financial incentives 
for employer-paid coverage, and creating state-sponsored 
insurance plans arc a few of the key issues facing state 
lawmakers today.

INSURANCE STATUS
Recent efforts to help solve the problems o f medical in­

digency and uncompensated care focus on the “ insurance 
status”  of the population. Lack of insurance leads to an 
abundance of problems for individuals and health care pro­
viders alike. If they can’t afford to pay cash or the insurance 
deductible, the 37 million Americans without health insur­
ance must rely on the goodwill of hospitals, doctors, and 
other providers. Lack of health insurance or insufficient 
insurance coverage is not an exclusive problem of the unem­
ployed. the elJerly, or persons living in tural areas.

people than the combined populations of New York, New 
Jersey, and Illinois, 

o Of the uninsured and increasingly underinsured Ameri­
cans, the majority have ties to the workplace. Twenty-three 
million “ working poor”  have jobs or are dependents of 
workers.

o Almost one third o f uninsured employees work for em­
ployers who do not offer insurance. More than onc-thi rd of 
uninsured workers do not participate in their employer’s 
health insurance plan even if they are eligible. Approxi­
mately one-third of uninsured workers do not qualify for 
their employer’s health plans.' 

o Underinsured people are those who cannot pay for their 
share of insurance deductibles or copayments or for medi­
cal care not covered by their insurance policies. Fifty 
million Americans are covered only part o f the year, and 
millions more arc covered by inadequate plans for cata­
strophic illness or accident. Nearly every health care con­
sumer has the potential of facing medical expenses for 
which he or she cannot pay because insurance policies gen­
erally have a cap on expenditures, 

o The uninsurable or “ high risk" population consists of an 
estimated one to two million people with high health risks, 
such as heart disease, diabetes, or acquired immunodefi­
ciency syndrome (AIDS). Many arc refused health insur­
ance coverage and others cannot afford to purchase an 
individual policy, which usually is offered for a much 
higher premium, 

o Researchers believe that the uninsurable population is 
growing and attribute the increase to the following factors: 
insurers arc adopting more restrictive health insurance 
standards due to an increasingly competitive insurance 
market; not as many employers are providing health insur­
ance benefits because o f escalating costs; and advances in 
technology enable insurers to identi fy people who have po­
tentially costly illnesses, 

o Others presumably can pay for their care but do not. For 
example, some people who have insurance donotpaythcir 
deductible or copayment amount. It is unclear how many 
insured people have difficulty paying these costs.

H E A L T H  C A R E  F O R  T H O S E  W H O  C A N N O T  A L W A Y S  A F F O R D
C A R E

o A decade ago, approximately 25 million Americans under 
age 65 did not have health insurance. Today. 37 million 
Americans, approximately 16 percent of the nation’s popu­
lation, have no health insurance coverage at all, more
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o Seventeen percent, representing 9.5 million women o f 
child-bearing age (15 to 44), have no private or public J 
health insurance.1 Researchers have concluded that 9 per­
cent o f women who have private insurance have policies 
that provide inadequate coverage for maternity carc.s 

o Between the ages o f 15 and 44, women’ s need for health 
services is substantially higher than men’s because o f re­
productive health needs, including perinatal care and con­
traception. Furthermore, the reproductive years are the 
time period when women's health most affects society as 
a whole, by determining the health o f  the next generation.

0 Burdens o f inadequate and incomplete insurance coverage 
weigh heavily on minority women. A disproportionate 
burden o f illness falls on ethnic minorities, especially 
African-American women, giving rise to a greater need for 
health care.

Among the factors contributing to the growth in the un­
insured population arc the following: a smallerpcrcentageof 
poor people arc covered by Medicaid, because states have 
limited eligibility over the years to help control costs; most 
new jobs in the past 10 years are in the service sector, where 
employees arc less likely to be covered by health insurance; 
and work-based dependent coverage appears to be declining. 
For this reason many state initiatives focus on expanding 
work-based insurance coverage, either by giving employers 
incentives or by requiring them to make insurance available.

1 Irene Fraser, P rom oting H ealth Insurance in the W orkplace: 
S ta te  a n d  L o ca l In itia tiv e s  to  In c re a se  P riv a te  C overage  
(Chicago: American Hospital Association, 1988).
1 Kay Johnson, Director, Health Division, Children’s De­
fense Fund, quoted in Hunger Action Forum, Vol. 2, No. 8, 
August 1989.
3 Paula Braveman, MD, et al., "W o m en  W ith o u t H ea lth  
In su ra n ce : L in ks  B e tw e e n  A cc ess , P o ve r ty , E th n ic ity , a n d  
H ea lth ,"  T he W este rn  J o u r n a l o f  M e d ic in e ,  1988 Decem­
ber. 149: 708-11.

FINANCING INSURANCE COVERAGE

"A m a jo r  reason  w h y  r  o m a n y  p e o p le  la ck  h ea lth  in su r­
a n ce  is tha t s ta te  g o ve rn m en t reg u la tio n s a re  in crea sin g  
the co s ts  o f  in su ra n ce  a n d  p r ic in g  m illio n s  o fp e o p le  o u t 
o fth c  m a rke t f o r  in su ra n ce . F reed o m  o f  ch o ice  in hea lth  
in surance m ea n s  b e in g  ab le  to  b u y  a  hea lth  in su ra n ce  
p o lic y  ta ilo red  to  in d iv id u a l a n d  fa m ily  needs. T h is  is a  
fre e d o m  tha t is ra p id ly  vanish ing  fr o m  th e  h ea lth  in su r­
ance m arke tp lace ."  John C. Goodman and Gerald L . 
Musgrave, Freedom of Choice in Health Insurance, 
National Center for Policy Analysis

I\_________________________________________________ I

A1150states havemandatedbenefitlaws which typically 
require employers that offer group health plans to include 
specific benefits. During the past 20 years, states across the 
U.S. have imposed nearly 700 o f these mandates. This ! 

i approach has become increasingly more controversial when 
employers arc mandated toprovide insurance coverage. The 
National Center for Policy Analysis estimated that in 1986,

I between 14 percent dnd 25 percent, or 5.2 million to 9.3 
million o f the people without health insurance, had no 
insurance because state governments imposed special inter­
est regulations that mandated expensive coverage.

States are struggling with the financial realities o f health 
care mandates. States are not always in a financial position 
to respond to urgent health care needs. The vagaries o f 
funding a multitude o f state programs sometimes require 
states to mandate employer-based expansions o f health care 
services. Financing programs at times is simply beyond the 
capabilities o f current state budgets. However, employer- 
based mandates are not the only alternative available, a 
variety o f state approaches arc presented below:
o One approach to insuring the employed uninsured popula­

tion is to expand the number o f employers who offer heal th 
benefits.

o Another approach is to develop mechanisms that enable 
employees who cannot afford their share o f the premium 
for work-based insurance, especially for dependents, to 
purchase insurance at affordable rates, 

o Unemployed uninsured people also may benefit from pro­
grams that enable more workers to purchase insurance, if 
they arc allowed to participate, 

o The problems facing the underinsured may require insur­
ance policies to provide coverage for more services, such 
as mental health benefits, mammography screenings, and 
maternity care, 

o Another approach is to exempt certain covered services 
from cost-sharing requirements.

In 1990 many states will consider these approaches as 
well as state risk pools for the one to two million Americans 
deemed uninsurable.
o At least 15 states have insurance risk share pools to help 

provide access to insurance for high risk individuals who 
otherwise would have trouble obtaining coverage, 

o The costs to risk pool participants arc usually 25 to 50 
percent higher than premiums paid by persons with private 
insurance.

o Even with the high contributions paid by covered people, 
risk pool programs must be subsidized to cover thci r costs.

State legislatures and the federal government arc con- : 
sidcring a variety o f other financing mechanisms. Altcma- ! 
lives include using funds from general revenues, changing 
the estate and gift tax laws, increasing tobacco and alcohol 
taxes, creating tax incentives forcxpanding health coverage, 
enacting state risk pool arrangements, mandating benefits, 
and Medicaid expansions.

II
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W H O S E  R E S P O N S I B I L I T Y ?

S T A T E

S tale  g o v e rn m e n ts  a rc  fa c e d  w ith  in c re a s in g  h e a lth  c a re  
c o s ts  fo r th e  m e d ic a lly  in d ig e n t an d  a rc  u n d e rp re s s u re  to  find  
m o re  ad e q u a te  a n d  e q u ita b le  m e a n s  to  f in a n c e  h e a lth  c a re . 
T h e  fo llo w in g  s ta te  e x a m p le s  i l lu s tra te  th e  in n o v a tiv e  w a y s  
in  w h ich  s ta te s  a d d re s s  th e se  is su e s :

C O L O R A D O

T h e  C o lo ra d o  H e a lth  C are  A c c e ss  A c t ( I IB  1 0 3 4 ) w a s  
in tro d u ced  by  R e p re se n ta tiv e  C a ro l T a y lo r -L iu lc  an d  S e n a ­
to r  S ally  H o p p e r  in  Ja n u a ry  o f  th is  yea r. T h e  le g is la tio n , 
p a tte rn ed  a f te r  th e  1989  O re g o n  B a s ic  S e rv ic e s  p a c k a g e , 
p ro p o se s  to  a d d re s s  th e  ac c e ss  p ro b le m  in  tw o  w a y s : firs t, b y  
g u a ran tee in g  b x sic  h e a lth  c o v e ra g e  fo r  e v e ry o n e  w ith  in ­
c o m es u n d e r th e  fed e ra l p o v e n y  lin e  a n d  c o m m ittin g  n o t  to  
red u ce  e lig ib ili ty  o r  p ro v id e r  p a y m e n t d u e  to  b u d g e t c o n ­
s tra in ts ; and  s e c o n d , b y  g iv in g  sm a ll e m p lo y e rs  a  tax  in c e n ­
tiv e  to  p ro v id e  h e a lth  in s u ra n c e  fo r  th e i r  e m p lo y e e s , a 
s tra teg y  in te n d e d  to  h e lp  th e  w o rk in g  p o o r. T h e  ac t w o u ld  
ad d  as  m an y  a s  1 7 0 ,0 0 0  C o lo ra d a n s  w ith  in c o m e s  b e lo w  th e  
federa l p o v e rty  lin e  to  th e  e x p a n d e d  M e d ic a id  p ro g ra m , 
m an y  o f  w h o m  w o u ld  b e  c h ild re n . U p  to  2 4 5 ,0 0 0  C o lo ra d o  
w o rk e rs  a n d  th e i r  fa m ilie s  in  th o u s a n d s  o f  sm a ll f irm s  a lso  
a rc  ex p e c te d  to  b en e fit.

U n d e r  th e  p ro p o sa l, a n  in d e p e n d e n t, o b je c t iv e  c o m m is ­
s io n  c o m p rise d  o f  h e a lth  c a re  p ro v id e rs , c o n su m e rs , an d  
e x p e rts  in  h e a lth  c a re  f in a n c in g , d e liv e ry , and  e th ic s  w o u ld  
d e v e lo p  a  lis t o f  h e a lth  c a re  s e rv ic e s  in  o rd e r  o f  p r io rity , 
a cco rd in g  to  th e  b e n e fits  a n d  c o s ts  o f  e a c h  se rv ic e . T h e  
p ro p o sa l re q u ire s  th e  c o m m is s io n  to  c o n su lt w ith  th e  J o in t  
R ev iew  C o m m itte e  fo r  th e  M e d ic a lly  In d ig e n t, th e  Jo in t 
B u d g e t C o m m itte e , an d  th e  H o u se  a n d  S e n a te  h e a lth  c o m ­
m ittees .

S p o n so rs  o f  th e  le g is la tio n  h o p e  to  b e n e fit  b u s in e ss  in  
Uircc w ays: b y  g iv in g  sm a ll e m p lo y e rs  a c c e ss  to  lo w -c o s t 
h e a lth  in su ra n c e  th ro u g h  a  s ta te  p o o l; b y  p ro v id in g  a  tax  
c re d it to  sm a ll e m p lo y e rs  w h o  p u rc h a s e  in s u ra n c e  th ro u g h  
th e  poo l; an d  b y  g iv in g  all e m p lo y e rs  v a lu a b le  in fo rm a tio n  
o n  the e f fe c tiv e n e ss  a n d  a p p ro p r ia te n e s s  o f  se rv ic e s  p r io r i­
tiz ed  by th e  c o m m is s io n , w h ic h  e m p lo y e rs  c a n  u s e  in  d e s ig n ­
in g  m ore  c o s t-e ffe c tiv e  b e n e fit  p a c k a g e s , th u s h e lp in g  th em  
to  co n tro l c o s ts .

G E O R G I A

In 1989 R e p re se n ta tiv e  E .M . C h ild e rs , c h a ir  o f  the  
H o u se  1 Ica lth  a n d  E c o lo g y  C o m m itte e , a u th o re d  a  re so lu tio n  
in the G e o rg ia  G en e ra l A sse m b ly  c re a tin g  d ie  A c c e ss  to  
H ea lth  C a re  C o m m iss io n  (1 9 8 9  G e o r g ia  L a w s , p .  1 7 4 9 , H R  
162). T he  c o m m is s io n  is  c h a rg e d  w ith  s tu d y in g  fac to rs  th a t 
lim it a cce ss  to  h e a lth  ca re  in  G e o rg ia  an d  m a k in g  re c o m m e n ­
d a tio n s  c o n c e rn in g  p ro g ra m s  an d  p o lic ie s  to  im p ro v e  a c c e ss  
in th e  s ta te . T h e  c o m m is s io n  is c o m p o s e d  o f  3 0  m e m b e rs : s ix  
rep re sen tin g  th e  s la te  G e n e ra l A sse m b ly  (h e a lth , in su ra n c e , 
an d  a p p ro p r ia tio n s  c o m m itte e s ) ; h e a lth  p ro v id e rs  (h o sp ita ls

p h y s ic ia n s , n u rs e s , a n d  h e a lth  c e n te rs ) ; h e a lth  c o n su m e rs ; ! 
b u s in e ss ; in s u re rs ; an d  s ta te  o rg a n iz a tio n s .

A  c o m p re h e n s iv e  so lu tio n  to  th e  p ro b le m  o f  m ed ica l ; 
in d ig e n c e  is  th e  g o a l. G e o rg ia  h a s  o n e  o f  th e  h ig h e s t in fa n t 1 
m o rta lity  ra te s  in  d ie  U n ite d  S u ite s . E ig h te e n  p e rc e n t o f  d ie  ! 
p o p u la t io n  u n d e r  ag e  65  is  u n in s u re d , in c lu d in g  5 5  p e rcen t o f  
fa m ilie s  w ith  in c o m e  b e tw e e n  5 0  a n d  100 p e rc e n t o f  th e  ; 
fed e ra l p o v e rty  lev e l. O fp a r t ic u la r c o n c c m  are  d ie  fo llo w in g  ; 
ru ra l h e a lth  is su e s : 4 0  p e rc e n t o f  d ie  s t a te 's  p o p u la tio n  a re  1 
lo c a te d  in  ru ra l a re a s ; 5 0  jic rcen t o f  d ie  p o p u la d o n  ag ed  65 
an d  a b o v e  a re  lo c a te d  in  ru ra l a rea s ; an d  p ro b le m s  ex is t w ith  
th e  f in a n c ia l in s ta b ili ty  o f  th e  s u i te ’s ru ra l h o sp ita ls . ,

IN D IA N A I
L e g is la tio n  e n a c te d  in  1989  (1 9 8 9  I n d i a n a  A c ts , P .L . I 

3 2 7 , S E A  3 8 5 )  e s ta b lish e d  a C o m m iss io n  o n  S ta te  H ea lth  . 
P o l i c y .T h c c o rn m is s io n is in tc n d c d to im p ro v c lh c c f f c c i iv c -  ■ 
n e ss  o f  p ro g ra m s  fin a n c e d  b y  th e  s ta te  an d  d ie  e f fe c tiv e n e s s  : 
an d  d e liv e ry  o f  h c a ld i c a re  s e rv ic e s  in  d ie  s ta te . A .stu d y  and  • 
rc c o m m c n d a d o n s  a rc  to  in c lu d e  re se a rc h  o n  a c c e s s  to  hea lth  
c a re , th e  c o s t o f  h e a ld i c a re  an d  its  u n d e r ly in g  fac to rs , 
p re v e n tiv e  h e a lth  c a re , a n d  th e  ro le  o f  h e a lth y  life s ty le s . T h e  
a c t  a lso  c re a te s  a S ta te  H e a lth  P o lic y  A d v iso ry  C o m m itte e  to 
p ro v id e  in fo rm a tio n  a n d  a s s is t th e  c o m m is s io n  in  the p e r- : 
fo rm a n c e  o f  its  d u tie s . T h e  c o m m is s io n  is  to  su b m it an  ; 
in te r im  re p o r t to  th e  g o v e rn o r  a n d  th e  G e n e ra l A sse m b ly  
b e fo re  N o v e m b e r  1 ,1 9 9 0 ,  a n d  a  f in a l re p o r t b e fo re  N o v cm - ' 
b c r  1 ,1 9 9 1 .

T h e  S te e r in g  C o m m itte e  o n  H e a lth  C a r t  fo r  th e  M cd i- ! 
c a lly  U n d c rsc rv e d , a c o a li tio n  o f  h e a lth  c a re  p ro v id e rs , bu si- , 
n e ss , g o v e rn m e n t, an d  c o n s u m e r  re p re se n ta tiv e s , is su ed  a 1 
re p o r t c a ll in g  fo r  s ta te -s u p p o rte d  d e m o n s tra t io n  p ro je c ts  to  
te s t  p r iv a te  f in a n c in g  m e c h a n ism s  fo r u n in s u re d  and  u n d e r-  1 
in s u re d  re s id e n ts . T h e  p ro je c ts  a re  in te n d e d  to  h e lp  the s ta te  
d e v e lo p  an  o v e ra l l p o lic y  fo r  f in a n c in g  d ie  d e liv e ry  o f  h ea lth  
c a re  s e rv ic e s  to  th e  w o rk in g  p o o r. T h e  c o m m itte e  rc co m - , 
m e n d e d  th a t th e  s ta te  e x p a n d  i ts  M e d ic a id  p ro g ra m  to  c o v e r  j 
m o re  w o m e n , c h ild re n , a n d  in fa n ts  w h o  c a n n o t a ffo rd  h ea lth  
c a re . I t a lso  re c o m m e n d e d  th a t  th e  s ta te  s tu d y  w ay s  to  • 
d e v e lo p  o th e r  p u b lic  p ro g ra m s  to  in c re a se  h e a lth  co v e ra g e  
fo r  th e  in d ig e n t. *I

MISSOURI

In  D e c e m b e r  1989 , R e p re se n ta tiv e  G a il L . C h a tfic ld  
p ro p o s e d  s w e e p in g  le g is la tio n  to  c re a te  th e  M is so u r i Uni v cr- 
sa l H e a lth  A ssu ra n c e  P la n  (H B  1 1 2 7 ). T h e  s p o n s o r  e m p h a ­
s iz e d  th a t th e  in te n t o f  th e  le g is la tio n  is  to  p ro v id e  in c reased  
h e a lth  c a re  c o v e ra g e  to  c it iz e n s  w h o  a re  c u rre n tly  u n in su red  
b y  re s tru c tu r in g  th e  s ta te ’s  f in a n c in g  m e c h a n ism s  so  tha t 
in d iv id u a ls , b u s in e sse s , a n d  p ro v id e rs  o f  h e a lth  ca re  m ay  all 
b e n e fit . T h e  p ro p o s e d  le g is la tio n  w o u ld  c o v e r  a range o f  
o p tio n s , in c lu d in g : m a n d a to ry  e m p lo y e r  c o v e ra g e , d irec t 
s ta te  su b s id ie s  o f  in d iv id u a l p re m iu m s , an d  e x p a n s io n s  o f  
M e d ic a id . T h e  b a s ic  p re m ise  b e h in d  th e  b ill is  to  e s ta b lish  a 
C a n a d ia n  s ty le  c o m p re h e n s iv e  h e a lth  p ro g ra m  w ith  th ree  
g u id in g  p r in c ip le s :  u n iv e rsa l a c c e ss , co s t c o n ta in m e n t, and  
q u a lity  a s su ra n c e .

3



I l i c  C a n a d ia n  sy s te m  m e n tio n e d  a b o v e  is  p e rc e iv e d  to  
h ave  o n e  o f  the b es t h e a lth  c a rc  sy s te m s  in  th e  d e v e lo p e d  
w orld . T h e  m o d e l is  b e s t d e sc r ib e d  as a  s in g le -p a y e r  p u b lic  
system  p ro v id in g  at fo rd a b le , u n iv e rsa l c o v e ra g e . E ach  p ro v ­
ince h as its  o w n  sy s te m , a lth o u g h  a ll p ro v in c e s  c o n fo rm  to  
b a s ic  m lc s  o f  u n iv e rsa li ty  an d  access ib ility .

T h e  M isso u ri p la n  is  in te n d e d  to  re p la c e  th e  p a tc h w o rk  
o f  p r iv a te  an d  p u b lic  in su ra n c e  w ith  a s in g le  s ta te  in su ra n c e  
p ro g ram  fo r  w h ich  e v e ry o n e  is  e lig ib le  a n d  w ith in  w h ich  
e v e ry  re s id e n t w ill h a v e  acce ss  to  a  b as ic  p a c k a g e  o f  h e a lth  
c a re  s e rv ic e s . T h e  p ro p o se d  p lan  w o u ld  c o n so lid a te  all o f  th e  
m o n ey  p re se n tly  b e in g  p a id  b y  p riv a te  c o m p a n ie s  a n d  in d i­
v id u a ls . a s  w ell a s  th e  s ta te , fed e ra l, an d  lo ca l g o v e rn m e n ts  
in to  a  s in g le  fund . F in a lly , th e  p la n  c o n ta in s  q u a lity  a s s u r­
ance  p ro v is io n s  fo r c o n s ta n t m o n ito r in g  a n d  im p ro v e m e n t o f  
the q u a li ty  o f  ca rc .

Ptojwt Notes_______________________________   .

OTHER
N e a rly  1.8 m illio n  re s id e n ts  o f N o r th  C a r o l in a  e ith e r  

h ave  n o  h e a lth  in s u ra n c e  o r  in a d e q u a te  co v e rag e . A  ta sk  
fo rce o f  th e  N o rth  C a ro lin a  In s titu te  o f  M e d ic in e  h a s  p ro ­
p o sed  c re a tio n  o f  a  c o m p re h e n s iv e  h e a lth -b c n c f its  p la n  th a t 
w o u ld  re p re se n t th e  m in im u m  lev e l o f  in su ra n c e  c o v e ra g e  to  
w h ich  all c it iz e n s  w o u ld  h a v e  ac c e ss . T h e  p la n  w o u ld  in c lu d e  
c o m p re h e n s iv e  c o v e ra g e  fo r  p rim a ry  c a rc , p a rt ic u la r ly  p re ­
v en tiv e  se rv ic e s , b u t w o u ld  p ro v id e  fo r  o n ly  10 d a y s  o f  
in p a tien t c a rc  in  o rd e r  fo r  th e  co v e ra g e  to  re m a in  a ffo rd ab le . 
T h e  g ro s s  c o s t o f  th e  p la n  w o u ld  b e  $ 1 .4  b illio n , b u t in s titu te  
o ff ic ia ls  c o n te n d  th a t th e  n e t c o s t w o u ld  b e  m u c h  lo w e r  -  
ab o u t $ 7 0 0  m illio n  — b e c a u se  o f  sa v in g s  re su ltin g  from  
red u c tio n s  in  c o s t sh if t in g  a n d  o u t-o f-p o c k e tc x p e n d ilu rc s  by  
the m e d ic a lly  in d ig e n t.

In W a s h in g to n  s ta te , a  b ill in tro d u c e d  la te  in  1989 
w o u ld  c re a te  th e  U n iv e rsa l H e a lth  A ccess  P ro g ra m , b a se d  on  
th e  C an a d ia n  h ea lth  c a rc  sy s te m . N e a r ly  7 0 0 ,0 0 0  p e o p le  -  
15 p e rc e n t o f  th e  p o p u la tio n  — re m a in  u n in su re d  an d  u n a b le  
to  a ffo rd  h ea lth  se rv ic e s . R e p re se n ta tiv e  D en n is  B rad d o ck  
h o p es  th a t a  u n iv e rsa l h e a lth  sy s tem  w ill e n a b le  th e  s ta te  to  
c o m b in e  a n d  s tre a m lin e  th e  v a rio u s  h e a lth  c a re  p ro g ra m s 
c u rren tly  o p e ra te d  b y  th e  s ta te  w ith  a  p rice  tag  o f  $ 3  b illio n  
a  year.

FEDERAL
F ed era l p ro p o sa ls  a ls o  h av e  a d d re sse d  th e  is su e  o f  h ow  

io  b e tte r  p ro tec t u n in s u re d , u n d e r in su re d , an d  u n in su ra b le  
A m erican s .

T h e  P e p p e r  C o m m iss io n , c re a te d  b y  the n o w -re p e a le d  
M ed ica re  C a ta s tro p h ic  C o v e ra g e  A c t o f  1988, is  cu rre n tly  
fo rm u la tin g  re c o m m e n d a tio n s  on  h o w  to d c a l  w ith  th e  in s u r ­
ance c r is is , c u rb  c o s ts , a n d  w id en  a c c e ss  to  ca rc . A m o n g  th e  
issu es b e in g  d is c u sse d  a re  th e  fo llo w in g : im p le m e n ta tio n  o f  
e m p lo y e r-p a id  h e a lth  in s u ra n c e  fo r w o rk e rs  an d  d e p e n d e n ts  
c o u p led  w ith  a n e w  p a y ro ll tax  to  b u y  c o v e ra g e  fo r th o se  
lack in g  in su ran ce ; c re a t io n  o f  a  s in g le  g o v e rn m e n t ag en cy  
e m p o w e re d  to se t ra te s  fo r M e d ic a id  a n d  M e d ica re ; and  
ex p an s io n  o f  M ed ic a id . T h e  “ p la y  o r  p a y "  o p tio n  a lread y

' I
h as  b e e n  e m b ra c e d  o r  p ro p o se d  in  so m e  s ta te s , e .g ., M assa- ! 
c h u sc tts , C o lo ra d o , O re g o n , an d  W ash in g to n . H o w ev er, j 
c r i tic s  fe a r  it w o u ld  h u rt sm a ll F inns a n d  tr ig g e r  u n e m p lo y ­
m en t.

T h e  S o c ia l S e c u r i ty  A d v iso ry  C o u n c il, a  p riv a te  sec to r 
p a n e l s tu d y in g  th e  sy s te m , h as un til Ju ly  1990  to  d raft a 
re p o r t, w ith  a  fina l re p o r t o n  the  h e a lth  c a rc  sy s tem  d u e  to  the 
D e p a rtm e n t o f  H ea lth  a n d  H u m a n  S e rv ic e s  by  Ja n u a ry  19 9 1. 
T h e  C o u n c il , u n lik e  th e  P c p p c rC o m m is s io n .h a s n o c o n g re s -  
s io n a l m a n d a te , an d  n o  m a jo r  c h a n g e s  o r  re s tru c tu rin g  are  i 
e x p e c te d  to  b e  su g g e s te d .

C o n g re ss  h as p a s s e d  se v e ra l in i tia tiv e s  to  e x p a n d  M ed i- 1 
c a id  c o v e ra g e . 'ITie c u rre n t tre n d  is  to  e x p a n d  M ed ica id  : 
w h e re b y  s ta te s  a rc  a b le  to  a d d re ss  th e  h e a lth  ca re  needs o f  
p re g n a n t w o m e n , in fa n ts , an d  c h ild re n  in  lo w -in co m c  fan ti- 1 
lie s . F o rty -o n e  s ta te s  h a v e  ra ise d  M e d ic a id  in c o m e  c lig ib il-  j 
i ty  to a t  le a s t th e  fu ll fed e ra l p o v e rty  lev e l. O f  th e se , n in e  have  
in c re a se d  th e ir  e l ig ib ili ty  le v e ls  to  the  m ax im u m  a llo w ed  -  
185 p e rc e n t o f  fed e ra l p o v e rty .

LABOR/BUSINESS
T h e  U .S . C h a m b e r  o f  C o m m e rc e , the  N a tio n a l A sso c ia ­

tio n  o f  M a n u fa c tu re rs , an d  o th e r  b u s in e ss  g ro u p s  a rc  p u sh in g  
fo r  g o v e rn m e n t a c tio n . B u s in e s s  re p re se n ta tiv e s  m a in ta in  
th a t th e y  " h a v e  d o n e  a ll w e c a n  d o ”  to  m a n a g e  hea lth  ca rc  
c o sts . E m p lo y e rs  re a liz e  th a t i f  th ey  d o  n o t in su re  w o rk e rs  
th ey  p a y  d e a rly . T h e y  su b s id iz e  the  c o s t o f  c a rc  p ro v id e d  to  
w o rk e rs  w h o se  e m p lo y e rs  d o  n o t p ro v id e  h e a lth  c a rc . T h e  
is su e  o f  h e a lth  c a rc  c o s ts  is o n e  o f  th e  m o s t b itte r ly  fo ugh t at 
th e  b a rg a in in g  tab le , c .g , “ B a b y  B e l l "  c o n tra c t, P itts ion  
C o a l C o m p a n y  strik e .

U n io n s  h a v e  p la y e d  a  m a jo r  ro le  in  d e v e lo p in g  c m - j 
p lo y c r-b a sc d  h e a lth  c a re  co v e ra g e  fo r w o rk in g  fam ilies . \ 
U n til re cen tly , su c h  c o v e ra g e  p ro v id e d  a c c e ss  to  c a rc  fo r 
m o s t w o rk in g  A m e ric a n s  and  th e ir  fam ilie s . B u t the hca ltii j 
in s u ra n c e  sy s te m  h a s  e v o lv e d  d u r in g  th e  p a s t d e c a d e  b ecau se  j 
o f th e  sh if tin g  ec o n o m y . O v e r  th e  y e a rs , o rg a n iz e d  lab o r has : 
fo u g h t to  p ro te c t  w o rk e rs  fro m  in c re a se d  h e a lth  c a rc  co sts . | 
H o w e v e r, o n ly  2 9  p e rc e n t o f  e m p lo y e rs  to d a y  o ffe r  100 ! 
p e rc e n t re im b u rse m e n t fo r  h e a lth  c a re , c o m p a re d  w ith  53  
p e rc e n t ju s t  f iv e  y e a rs  ag o . A  g ro w in g  n u m b e r o f  w o rk e rs  arc  t 
n o  lo n g e r  p ro v id e d  fa m ily  c o v e ra g e  o r  c a n n o t a ffo rd  h ig h  1 
m o n th ly  p re m iu m  c o n tr ib u tio n s  to  in su re  sp o u s e s  an d  ch il-  ! 
d rc n . W o rk in g  fa m ilie s  a re  n ow  p a y in g  m o re  fo r  th e ir  hea lth  < 
c a rc , i f  th e y  c a n  a ffo rd  to  p ay  fo r it all.

In  o rd e r  to  c o n tro l sk y ro c k e tin g  c o s ts , an  A F L -C IO  j 
g ra s s ro o ts  c a m p a ig n  se e k s  to  d e v e lo p  a  f iv e -p o in t na tiona l 
h e a lth  c a re  p ro g ram  th a t w o u ld : p la c e  a c a p  o n  a ll he a lth  ca re  
e x p e n d itu re s , a ssu re  a ll A m e ric a n s  a cce ss  to  b a s ic  hea lth  carc  
se rv ic e s , in v e s t in  te c h n o lo g y  a s se ssm e n t, d e v e lo p  g u id e s  fo r 
p h y s ic ia n s  to  c o n su lt in  tre a tin g  v a rio u s  c o n d itio n s , and  : 
in fo rm  c o n su m e rs  ab o u t c o s t an d  q u a lity  o f  h e a lth  ca rc  , 
s e rv ic e s  b y  m a k in g  m a te r ia ls  a v a ila b le  to  a ll c o n su m ers . ■ 
F e d e ra tio n  P re s id e n t L a n e  K irk lan d  h a s  s tre sse d  th a t the i 
A F L -C IO ’s o b je c tiv e s  arc  to  la u n c h  a  “ c o m b in e d  federa l- ; 
s ta te  p ro g ram  th a t w ill c o n tro l h e a lth  c a rc  in f la tio n , req u ire  : 
a ll b u s in e sse s  to  d o  th e ir  fa ir  sh a re  in  p ro v id in g  h e a lth  c a re  ! 
p ro te c tio n  to  e m p lo y e e s , p ro v id e  c o v e ra g e  fo r th e  p o o r and 
u n e m p lo y e d , c 'T cc tiv c ly  m o n ito r  th e  q u a li ty  o f  h e a lth  ca re ,
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and eliminate unnecessary procedures."

"R esults o f  the. I9N  7  N a tio n a l M ed ic a l E xp en d itu re  S u r ­
vey ind ica te  th a t m a n v  em p lo yees w o u ld  p re fe r  a lte rn a ­
tives to  co stly , h ig h -o p tio n  tra d itio n a l in surance, a l ­
though  m a n y  em p lo y ers  d o  no o ffe r  them . F urtherm ore , 
em p lo yees se em  w illing  to  tra d e  so m e reductions in  
d ed u c tib les  a n d  co p a ym en ts  f o r  a d d itio n a l p ro tec tio n  
a g a in st ca ta s tro p h ic  m ed ic a l expenses. B u t th e  appea l 
o f  m ore  tra d itio n a l h ig h -o p tio n  b en e fits , such  a s  f ir s t-  
d o lla r  co v era g e  f o r  h o sp ita l sta ys , w ill lea d  m a n y  em ­
p lo y ee s  to  ch o o se  th e  h ig h -o p tio n  p la n s , no  m a tte r  h o w  
f in a n c ia l in c en tive s  a re  c h a n g e d  to  fa v o r  low -op tion  
p la n s  a n d  H M O s . "  Pamela Farley Short and Amy K. Taylor, National Center for Health Services Research.

More Americans are paying more for their own health 
costs, according to the Employee Benefit Research Institute. 
Of 1,000 Americans surveyed, about 43 percent paid higher monthly premiums in the last two years; another 32 percent paid more fordeductiblcs; and about40pcrccntpaidmoreco- 
paymcnts and dcpcndcnt-coverage costs. Critics argue that what wc do not need are programs that are little more than "band-aids," stop-gap measures that moderate the inequi­ties individuals now ex, jriencc in the distribution and pro­vision of medical care in our nation.The question remains, where will responsibility lie? 
Policymakers at both the stale and federal level continue to 
struggle with these issues. Is a national legislative solution 
the answer? .Some argue that only a federal solution is equi­
table. On the other hand, federal proposals are often charac­
terized as preemptive of state authority. States arc wary of 
federal interventions that strip state flexibility and displace state plans to deal with the problem. Arc individual state so­lutions the answer? Slates arc in varying degrees of fiscal 
health. Many contend that piecemeal state solutions will fur­
ther ham per efforts at ‘ ‘ uni vcrsality.' ’ The debate continues, 
and states retain the authority to address their own needs and develop service systems designed to best respond to their unique circumstances.

F Y I
For further information, contact: 

Shclda L. Harden, Policy Specialist 
NCSL Health Services Program 

1050 17th Street, Suite 2100 
Denver, Colorado 80265 

(303) 623-7800

ALTERNATIVE FUNDING SOURCES FOR CAKE 
OF TIIE MEDICALLY INDIGENT

Medical indigency issues continue to dominate health 
carc agendas ac ross the nation. Legislators feel prcssu re from 
a variety of sources to address the problem, including health 
carc advocates, business leaders, physicians, and hospitals, 
most notably public hospitals. The last few years have 
witnessed a shift in public policy approaches to meeting the 
needs of the medically indigent. The goal of presenting state 
information in ProjectNotes has been to inform statelcgislators 
of these approaches.

A variety of approaches have been proposed and imple­
mented to help solve the problem and legislators are keenly 
aware that what works for one state may not be acceptable or 
feasible in another. Proven and promising strategics states 
have used to control health care costs while seeking alterna­
tive revenue sources to fund carc for the medically indigent 
are highlighted in the April edition of ProjectNotes.

TECHNICAL ASSISTANCE UPDATE
The Medical Indigency Project has sponsored state tech­

nical assistance programs in Alaska, Colorado, Kansas, 
Nevada, Oklahoma, South Carolina, and Wisconsin. The 
April edition of ProjectNotes recaps these programs and tracks 
legislative activity surrounding the issue of medical indi­
gency i: state since the program presentation.

1989 HEALTH CARE LEGISLATION REVIEW
The Health Services Program is currently compiling the 

seventh in a scries of NCSL publications summarizing 
significant health carc laws passed by the 50 states, com­
monwealths, and territories in 1989. The section on Medical 
Indigency will be previewed in the April edition of Pro- 
jectNctes.
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MEDICAL INDIGENCY 

PROJECT
T he N ational C on ference  o f  S tate 

Legislatures (N C SL ) has a strong  com m it- 
nicnt to  assisting  s ta te  leg isla tu res w ith a 
variety o f m edical indigency issues. NCSL 
is assem bling a  consortium  o f  funders to 
address the problem s o f  m edical indigency. 
The C olorado  T rust and  A m erican  C o l­
lege o f  E m ergency P hysic ians a rc  the first 
to suppott th e  M edical Ind igency  P ro je c t 
NCSL received a  tw o-year g ran t from  the 
C olorado T ru st to  ass is t sta le  leg islators in 
developing po lic ies on  health  care  fo r the 
medically in d ig e n t T he  C o lo rado  T rust is 
a  private foundation  estab lished  in 1985. 
Its prim ary m ission  is to p ro m o te  and 
enhance the health  and w ell-being  o f  all 
people, particu larly  the c itizen s o f  C o lo ­
rado. T he A m erican  C o llege  o f  E m er­
gency P hysicians strives to p rov ide  a  un i­
fying d irection  o f  purpose in the field o f  
em ergency m ed ic ine . T he  co lleg e  p ro ­
vides inform ation regard ing  the practice 
o f em ergency  m edicine and  encourages 
training o f  em ergency  physic ians, w ith the 
aim o f  im proving em ergency  room  carc.

T he p ro jec t conducts o n -s ite  techn i­
cal assistance, publishes period ic  reports, 
and m aintains an in fo rm ation  c learing ­
house on in n o v a liv e s ta tep ro g ram so fca re  
for the m edically  indigent. T he  pro ject 
also w ill p roduce  three new sle tters on is­
sues concern ing  the m ed ically  indigent. 
ProjectNotes is the first in a se ries  o f  reports 
on access to  carc , financing , an d  the q u a l­
ity o f  health  ca re  fo r the m ed ically  in d i­
g e n t

National Conference 
of Stale Legislatures 
1050 17th Street, Suite 2100 
Denver, Colorado 80265

TECHNICAL ASSISTANCE
T echnical assistance serv ices o ffe r 

legisla tures program s tailored specifically  
to  the ir s ta te 's  situation . A ssistance  in the 
past has included special w orkshops, ass is­
tance w ith drafting  legislation , an d  special 
testim ony.

A  num ber o f  states have expressed  an 
in terest in technical assistance fo r 1989 - 
1990 on  a variety  o f  topics re la ted  to  the 
issue o f  m edical indigency. R equests fo r 
technical assistance  com e from  s ta te s  w ith 
large m edically  ind igent pop u la tio n s and 
sta tes th a t have experienced  a re cen t in ­
crease  in  th is g roup . S tates chosen  to  re ­
ce ive  technical assistance  a re  determ ined  
according to sta te  need, issue a rea , po ten ­
tial im pact on the leg isla tive  p rocess , and  
leg isla tive  in terest. I f  yo u r s ta te  leg isla tu re  
is in terested  in m ore  inform ation o n  tech ­
nical assistance program s concern ing  is­
sues affecting the m edically indigent, please 
con tac t p ro jec t staff.

-• • ' '■ :V V ■PUBLICATIONS v
•. • ■

T h e  M edical Indigency P ro jec t has 
produced a variety o f  publications and other 
inform ation resources on  m ajo r m edical 
indigency health  po licy  issues. O n e  copy  
o f  each publication  is p rov ided  upon  re­
quest a t no cost to sta te  leg islators , leg is la ­
tive staff, and s ta te  leg isla tive lib raries. 
P lease con tac t N C S L ’s B ook  O rd e r D e­
partm en t a t the num ber listed  in the FY I 
section.

INFORMATION
CLEARINGHOUSE

T he M edical Ind igency  P ro jec t and 
o ther health  p ro jec ts have  developed an 
ex tensive  inform ation  c learinghouse  on  a 
variety  o f  health  top ics. T h e  inform ation  
c lea ringhouse  gu aran tees leg islators and 
legislative staff a  quick, reliable, and know l­
edgeab le  source o f  in fo rm ation  w hen re ­
search  reports and  leg isla tion  a re  being 
fo rm ulated . N C S L ’s H ealth  Services 
P rogram  fie lds o v e r 1,000 inform ation 
requests a  y ear from  leg isla tive  offices, 
health  departm en ts, o th e r  health  carc  p ro ­
fessionals, and  the m edia.

Requests cover a  brood range o f  medical 
ind igency  top ics, inc lud ing : uncom pen­
sa ted  care , M ed icaid  e lig ib ility  and e x ­
pansion , fund ing  sou rces, health  insurance 
regu la tion , r isk  poo ls , m andated  health  
benefits , and  s ta te  p rog ram s fo r the m ed i­
cally  ind igen t. T he resou rces o f  the M ed i­
ca l Ind igency  P ro jec t in form ation  c lea r­
inghouse  m ay be accessed  by con tac ting  
p ro jec t staff.

MEETINGS 
AND SEMINARS

N C S L ’s A nnual M eeting  and o ther 
sem inars and co n feren ces p rov ide an o p ­
portun ity  to roach a  large num ber o f  in ter­
ested  leg islato rs . H ealth  issues a rc  alw ays 
am ong th em o stim p o rtan tsc ss io n sa tlh c sc  
m eetings and  d raw  large audiences. Infor­
m ation on upcom ing  w orkshops w ill be in ­
c luded  in  future ed itions o f  ProjectNotes.

Non-Profit Organization 
U.S. Posiagc 

PAID 
Denver, Colorado 
Permit No. 3534
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by Linda Dei’nkovj0fait&

A l l i a n c e  S t r i v e s  f o r  U n i v e r s a l  C o v e r a g e January 1991
In 1989, after a legislative effort that would have allowed all Minnesota residents to buy into a basic "Chev­rolet" insurance plan to cover health care costs fell apart in a dispute over financing, Rep. Paul Anders Ogren decided it was time to do what has become known in the political world as "networking."
The themes sounded again during the debate over the Minnesota insur­ance plan, Ogren said, "was that it will become a magnet for people who are ill, that it will put [the state] at an economic disadvantage relative to its neighbors, that the problem has to be solved by federal action, because of thesheer complexity and the cost."
Looking around, however, Ogren realized that many other states were also trying to address the problems of the uninsured and that a few -  most notably Massachusetts and Oregon -  had actually succeeded in enacting substantive reforms. The problem, in his view, was that they were doing so in isolation, with no means for sharing information and learning how to avoid each other's mistakes. "There was no resource network for progressive legislators pushing for universal health care at a state level," he observed.
That's when the Minnesota Demo­crat hit on the idea of launching the Slate Alliance for Universal Health Care -  "as sort of a signal to legisla­tors across the country that we can be a damned sight bolderthan we've been thus far."
In mid-December, in concert with the Health Committee of the National Conference of State Legislatures (NCSL), the Alliance co-sconsored

a special two-day seminar on the theme "Expanding Access to Health Care." The session, a follow-up to the Alliance's first formal meeting, which was held in August 1990 in Nashville, took place Just before the NCSL‘s regular state-federal assem­bly in Washington, D.C., and attracted 60 attendees. Among the featured speakers were Sen. Edward M. Kennedy (D-MA) and maverick Sena­tor-elect Paul Wellstone (D-MN).
In separate interviews after the seminar, State Health Notes talked aboutthe Alliance and the prospects for enactment of a universal health care system with both Ogren and Ohio Rep. Robert F. Hagan (D), who is member of the Alliance's board of directors.

"A Dollar is A Dollar"
The immediate aim of the Alliance is to build "a coalition of legislative leaders... committed to the guaran­tee of universal health care in each of our states." Longer term, accord­ing to the mission statement drafted in April 1990, "our collective efforts must and will culminate in a national resolution, through the Congress and President" in support of universal care.
At present, neither Ogren nor Hagan sees signs that federal policymakers are close to achieving that goal or that they are committed to helping the states achieve it by eliminating some of the barriers tnat Congress has, over the years, thrown in the states'way.

"The reason for the proliferation ol organizations like the Alliance," said Hagan, the chief sponsor of the Universal Health Insurance for Ohio

(UHIO) plan, which is modeled on Canada s national health system, "Is the realization that the federal gov­ernment cannot do it." Problems -  ranging from the failure of the sav­ings and loan industry and the bur­geoning budget deficit at home to 
the threatening situation in the Per­sian Gulf -  will continue to divert Washington policymakers from the health system crisis, the Ohio law­maker said.
At the same time, Hagan said, the federal government has thrown up roadblocks -  things such as ERISA, the federal pension law that bars states from requiring companies that self-insure to comply with mandated health insurance benefits and risk- pooi laws, and a cumbersome waiver process that discourages the states from experimenting with Medicaid reforms. "I would like to see a waiver granted that would allow one state to implement a single-payer system and work it out over a period of five to ten years,"he said.
The concept underlying the UHIO plan is not a new one, after all, Hagan continued. "This is something that has been implemented in Canada. At some point, we have to admit that someone had a better idea." Like Canada, which sold its system prov­ince to province, "we have to go state to state until we convince [the federal government] of the need for 

a national plan." Until that happens, "we'll have to take responsibility for our own problems. What I've real­ized is that when fhey are viewed from that perspective, the problems are not nearly as big."
Part of the problem, Ogren says, is that liberal congressional leaders like Kennedy have been unwilling to admit



that their dream of a national health pi an is unlikely to be realized any time soon. He likens the struggle to an old religious tradition: "I'm half Jewish and at Passover, we always say, 'Next year in Jerusalem.' The problem is, we've been saying it for 
2000 years, and it's never quite next year. "At the seminar, he said that he told Kennedy, "Just in case you don't get there next year, how about loos­ening the reins on the states so that we can make modest progress at our parochial level while the grand plan is forged here in Washington?" The response? "Next year in Jerusa­lem, " he laughed.
Despite the lack of flexibility, Ogren said he is convinced that the states can, on their own, make a significant difference in solving the problems of the uninsured. "Those states that throw up their hands and say 'We can't afford it, Washington has to do it,' are dreamers. A dollar is a dollar, whether it's raised by the states or the federal government," he asserted.

Interim Steps
There are "some shon-term bene­fits coming out of the scrutiny of the insurance sector," Ogren noted. While states may not be able to regu­late companies that choose to self- insure, "they can certainly institute community rating and eliminate dis­crimination on the basis of age, sex and preexisting conditions, and re­ally take health insurance back to where it was 20 years ago, when the young and the old, men and women, the healthy and the ill, were blended into a single comprehensive pool.
7 don't know if it will go as far as full- lledged community rating," the law­maker said, "but we’re going to come closer to the roots of what insurance is presumably all about."
A problem with what most states are now doing, he continued, "is that there is little pretense of health

care reform. There is'quite a bit of in­surance reform, but as [states] pick their enemies, they're looking at only half of the equation. They're looking almost exclusively at the administra­tive cost component, and I don't think it's as simple as that."
Short of moving to a single-payer system, the states can also set for themselves the goal of coordinating various health programs. On aver­age, Ogren said, "the states admini­ster about a half dozen different health care programs, often in a half dozen different agencies, with a half dozen different reimbursement mechanisms. If they can streamline all of those programs, wrap them into a single state-administered program that in­corporates the uninsured... the pro­gram would also be a competitor in the marketplace." It would encom­pass not only the poor enrolled in Medicaid and the uninsured but also would attract people who are now buying insurance individually and would give it up gladly because of preposterous rates.'
A principal aim of the Alliance is to coordinate independent state efforts. "There are lots of mistakes that won't have to be replicated because we'll have the chance to see what works and what doesn't. Now, state legisla­tors largely work in a consummate vacuum."
A parallel aim is "to see what our collective voice can mean here in Washington.” NCSL has "a very dif­fused voice. It cannot advocate fora specific position because it must encompass all positions."

Outside Reaction
Since it was formed, the Alliance has attracted a small cadre of legis­lators who share Ogren's belief. lAIso on the board are Sens. John Kitzhaber (OR), Paula Hollinger (MD) and Stanley C. Walker (VA) and Reps. James Shon (HI), Dennis Braddock

(WA), John Timmer (SD), John McDonough (MA), Gene Davis (UT) and Gail Chatfield (MO). All but Tim­mer are Democrats.
Clearly not all legislators embrace the Alliance's mission statement. Delaware Rep. Jane Maroney (R), a self-described "states' rights per­son" -  said she believes that states can and should solve their own prob­lems, "so I have an argument con­ceptually" with the need for federal Intervention. Even so, Maroney said, "there is no reason not to debate a system such as the one in place in Canada. We need dialogue. The chemistry of good will takes time to develop."
Not even those who agree with the goal of universal care are necessar­ily convinced that the Alliance is an ideal vehicle for reaching it. Ogren and his board are "senior, credible people," but they are appealing only to a subset of legislators. They are committed to specific, fundamental change, but there is no evidence that they have swayed some of their more mainstream colleagues," an attendee at the December seminar noted. "They don't seem to feel that they have to market their position. Their audience seems to be people who are already committed to the goal and who need information to translate it into program changes."
Ogren reiterated that the Alliance - - which he termed "trulypolitical, not at all policy-oriented" -  was not created to dictate a common tool or model program for achieving univer­sal access but rather to facilitate the exchange of information among the states.
The Alliance, Hagan asserted, does have room for other viewpoints, pro­vided potential members are com­mitted to three major principles: universality of coverage; cost con­tainment; and a belief that health care is a right.

StnteSide ... Discussions with Health Policymakers is a periodic feature of State Health Notes. Published by the 
Intergovernmental Health Policy Project. The views expressed in StateSide belong to those who are interviewed.
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SENATE BILL NO. 83 
IN THE LEGISLATURE OF THE STATE OF ALASKA 

SEVENTEENTH LEGISLATURE - FIRST SESSION
BY SENATORS DUNCAN, Zharoff, Rodey
Introduced: 1/23/91
Referred: L & C , H E S  and Finance

A BILL 
FOR AN ACT ENTITLED 

"An Act relating to the Alaska State Health Resources Authority; relating to the delivery, 
quality, and financing of health care for residents of the state, and to the issuance of 
certificates of need; and providing for an effective date."

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:
* Section 1. PURPOSE. The purpose of this Act is to

(1) by July 1, 1992, create and begin implementation of a statewide health care provider 
reimbursement system and utilization standards;

(2) after July 1, 1992, provide comprehensive group health insurance for the state, 
municipalities, school districts, other employers in the state who elect to participate, and all eligible 
employees of the state, a municipality, a school district, or other employer in the state who elect to 
participate in the group insurance offered by the Alaska State Health Resources Authority;

(3) expand the pool of subscribers and maximize the opportunities for health care cost 
management and economies of scale when purchasing group health insurance;

(4) maintain an efficient provider reimbursement system to reduce the administrative cost
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1 to providers who are serving employees of participants;

2 (5) maintain a statewide health care data base and utilization standards to control

3 inappropriate or improper utilization practices and to reduce the rate of inflation in the cost of health care

4 in the state;

5 (6) create the most comprehensive, cost-effective, and efficient method of providing a

6 variety of types of health care insurance necessary to meet the coverage requirements of a participant

7 resulting from negotiated employee contracts;

8 (7) realize the potential savings that will result if approximately 135,000 active and

9 retired state, municipal, and school district employees and their dependents participate in the group health

10 insurance program offered by the authority;

11 (8) evaluate the need for mandatory participation in the group health insurance offered

12 by the authority; and

13 (9) evaluate the need for group health insurance for residents of the state who are

14 uninsured or underinsured.

15 * Sec. 2. AS 18.07.035 is amended to read:

16 Sec. 18.07.035. APPLICATION AND FEES. Application for a certificate of need shall

17 be made to the department upon a form provided by the department and must contain the

18 information the department requires to reach a decision under AS 18.07.041 - 18.07.111. Each

19 application for a certificate of need must be accompanied by an application fee established by

20 the department by regulation. A copy of each application for a certificate of need, except an
21 application for a temporary or emergency certificate issued under AS 18.07.071, shall be
22 provided to the Alaska State Health Resources Authority.
23 * Sec. 3. AS 18.07.041 is amended to read:

24 Sec. 18.07.041. STANDARD OF REVIEW FOR APPLICATIONS FOR CERTIFICATES

25 OF NEED. The office shall grant a sponsor a certificate of need or modify a certificate of need

26 if the availability and quality of existing health care resources or the accessibility to those

27 resources is less than the current or projected requirement for health services required to maintain

28 the good health of Alaska citizens. A certificate of need may not be issued, except for a
29 temporary or emergency certificate under AS 18.07.071, unless the office has received a
30 determination from the Alaska State Health Resources Authority regarding the effect of the
31 certificate of need on the cost of group health insurance.
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1 * Sec. 4. AS 21 is amended by adding a new chapter to read:

2 CHAPTER 77. STATE INSURANCE.

3 Sec. 21.77.010. AUTHORITY CREATED; REQUIRED REIMBURSEMENT SYSTEM

4 AND UTILIZATION STANDARDS, (a) There is established within the Department of

5 Administration a nonprofit incorporated legal entity known as the Alaska State Health Resources

6 Authority.

7 (b) The authority shall, by July 1, 1992, establish and begin implementation of a health

8 care provider reimbursement system and utilization standards. The state, a municipality, or a

9 school district shall use the health care provider reimbursement system and utilization standards

10 established by the authority for eligible employees of the state, a municipality, or a school

11 district. With the approval of the authority, other employers in the state may use the health care

12 provider reimbursement system and utilization standards established by the authority.

13 (c) The authority shall, no earlier than July 1, 1992, establish a group health insurance

14 pool or pools of eligible employees of the state, a municipality, or a school district if the

15 employer has elected to pardcipate in the group health insurance obtained by the authority and

16 may provide group health insurance to employees of other groups that elect to participate in the

17 group health insurance pool provided by the authority. Employees of other groups that elect to

18 participate shall use the reimbursement system and utilization standards established by the

19 authority.

20 (d) Upon application by an eligible state program, the authority may, beginning July 1,

21 1992, allow the eligible state program to participate in the group health insurance pool provided

22 by the authority.

23 Sec. 21.77.015. REQUIRED COOPERATION BY STATE AGENCIES. An agency of

24 the state that provides health care or that provides funds to purchase health care shall, to the

25 maximum extent possible, cooperate in the development of the use of the health care provider

26 reimbursement system and utilization standards established by the authority, including sharing

27 relevant information.

28 Sec. 21.77.020. BOARD OF DIRECTORS; ORGANIZATION, (a) The authority shall

29 be managed by a board of directors composed of nine members appointed by the governor. The

30 governor shall appoint at least one but not more than two members as representatives from each

31 of the following:
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1 (1) the executive branch;

2 (2) labor organizations;

3 (3) school districts;

4 (4) municipalities;

5 (5) private sector employers;

6 (6) health care providers.

7 (b) Members of the buard serve staggered terms of four years. The board shall elect

8 from its membership a president, vice-president, and secretary. Members of the board serve

9 without compensation but are entitled to receive per diem and travel expenses authorized for

10 boards and commissions under AS 39.20.180. Members of the board are subject to AS 39.50.

11 Sec. 21.77.030. GENERAL POWERS. The authority may

12 (1) beginning July 1, 1992, exercise the powers granted to insurers under the laws

13 of the state; if the authority acts as an insurer, the authority shall comply with the requirements

14 applicable to insurers under this title;

15 (2) sue or be sued;

16 (3) enter into contracts or agreements;

17 (4) establish administrative or accounting procedures;

18 (5) collect, invest, and disburse funds;

19 (6) charge fees for providing administrative services;

20 (7) establish appropriate levels of reserves to cover the expenses of the authority;

21 (8) adopt necessary regulations and procedures for implementation of this chapter.

22 Sec. 21.77.040. DUTIES OF BOARD; ANNUAL REPORT. The board shall

23 (1) in providing group health insurance required under this chapter, provide

24 comprehensive coverage at the lowest possible cost per eligible employee;

25 (2) provide to the governor and to the legislature an annual report covering the

26 previous fiscal year’s activities of the authority;

27 (3) review each application for a certificate of need under AS 18.07.041 and

28 within 60 days after receiving a copy of the application detemiine the effect of issuing the

29 certificate on the cost of the group health insurance required under this chapter; a copy of the

30 determination shall be provided to the office of planning and research in the Department of

31 Health and Social Services;
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1 (4) every third fiscal year, include in the annual report a cost and benefit analysis

2 of the activities of the authority.

3 Sec. 21.77.050. STAFF AND PROFESSIONAL SERVICES CONTRACTS. The

4 authority shall employ an executive director who serves at the pleasure of the authority as its

5 chief administrative officer. The executive director may, with the approval of the authority,

6 select and employ additional staff as necessary. Employees of the authority are in the exempt

7 service under AS 39.25.110. In addition to its staff of regular employees, the authority may

8 contract for the services of consultants and professional, technical, and financial advisors the

9 authority considers necessary for the purpose of developing information, conducting hearings,

10 studies, investigations, or other proceedings, or otherwise exercising its powers.

11 Sec. 21.77.060. PROCUREMENT OF INSURANCE, (a) The authority shall, after

12 July 1, 1992, obtain a policy or policies of group health insurance covering eligible employees

13 of an employer that has elected to participate, from an insurer authorized to transact business in

14 the state under AS 21.09, or act as a self-insurer if the authority determines that self-insurance

15 can provide the desired insurance coverage and benefits at a lower cost per eligible employee.

16 (b) Except when acting as a self-insurer, the authority shall obtain group health insurance

17 in compliance with the provisions of AS 36.30 and shall make available bid specifications for

18 desired group health insurance benefits to all insurance carriers licensed in the state and qualified

19 to provide the desired benefits. The specifications shall be made available at least once every five

20 years.

21 Sec. 21.77.070. ALASKA STATE HEALTH RESOURCES FUND. The Alaska state

22 health resources fund is created in the general fund. The fund consists of money appropriated

23 by the legislature. The fund shall be managed and invested by the board. The board may expend

24 money from the fund to carry out the provisions of this chapter.

25 Sec. 21.77.080. INSURANCE PREMIUMS. The authority shall provide that sufficient

26 funds are collected to provide authorized benefits, reserves, and to pay the expenses of the

27 authority. Reserves remaining at the termination of an insurance contract shall be invested by

28 the authority in the same manner as retirement funds are invested under AS 14.25.180.

29 Sec. 21.77.090. PARTICIPATION; WAIVER, (a) The state, a municipality, a district,

30 or other employer in the state may participate in the gr. ip insurance coverage provided by the

31 authority. If the state, municipality, district, or other employer elects to participate, the state,
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1 municipality, district, or other employer shall continue to participate unless a waiver is granted
2 by the board.
3 (b) In determining whether a waiver should be granted, the board shall establish
4 minimum benefit and financial standards for the desired group health insurance coverage. The
5 minimum benefit and financial standards and the proposed time schedule for responsive offers
6 shall be sent to all participants at the time the request for proposal for the desired group health
7 insurance coverage is issued. A participant seeking a waiver of coverage shall match the
8 minimum benefit and financial standards set out in the request for proposal for the desired group
9 health insurance coverage. Participants shall submit documentation of their insurance coverage

10 matching the board’s minimum benefit and financial requirements before the deadline established
11 by the board. The board may approve or disapprove a waiver of participation based on the
12 documentation submitted by the participant regarding the benefit and financial standards
13 established by the board.
14 (c) A participant may separately provide for health insurance coverage additional to that
15 offered by the authority.
16 Sec. 21.77.100. DEFINITIONS. In this chapter,
17 (1) "authority" means the Alaska Stale Health Resources Authority;
18 (2) "board" means the board of directors of the Alaska State Health Resources
19 Authority;
20 (3) "district" has the meaning given in AS 14.17.250;
21 (4) "eligible employee" means an employee of a participant who qualifies for
22 group health benefits as determined by the participant;
23 (5) "eligible state program" means a program in which an agency of the state
24 provides health care or provides funds to purchase health care for persons who are not employees
25 of the state;
26 (6) "employer" means the state, a municipality, a district, a collective bargaining
27 u ’t, the board of a public corporation of the state created within a principal executive
28 department, a self-employed person, or a person employing one or more persons in a business
29 or industry;
30 (7) "fund" means the Alaska state health resources fund;
31 (8) "group health insurance" means coverage that may include life insurance,
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accidental death and dismemberment, medical care and treatment, dental care, eye care, and other 
group health coverage as determined by the authority;

(9) "municipality" includes a public corporation established by a municipality;
(10) "participant" means the state, a municipality, a district, or other employer in

the state;

(11) "reimbursement system" means a system or method that streamlines or results 
in cost efficient payments to health carc providers, and includes schedules of maximum allowable 
reimbursement for health care related services based on geographic regions, actual provider costs, 
and availability of services;

(12) "state" means the executive, legislative, and judicial branches of state 
government, and includes the University of Alaska and a public corporation of the state created 
within a principal executive department;

(13) "utilization standards" means a system to monitor, track, and verify patterns 
of treatment by health care providers that assures that cost efficient and cost effective care is 
provided within accepted medical standards without reducing the quality of care.

* Sec. 5. AS 37.07.030 is amended to read:
Sec. 37.07.030. RESPONSIBILITIES OF THE LEGISLATURE. The legislature shall

(1) provide for a budget review function;
(2) analyze the comprehensive operating and capital improvements programs and 

financial plans recommended by the governor,
(3) adopt legislation to authorize implementation of the governor’s comprehensive 

operating and capital improvements programs and financial plans or appropriate alternatives to 
those plans;

(4) provide for a post-audit function to cover financial transactions, program 
accomplishment, and compliance with legislative intent;

(5) adopt or revise the estimate of receipts required to balance the succeeding 
fiscal year’s budget in order that proposed expenditures do not exceed estimated receipts for that 
fiscal year;

(6) adopt, revise, or initiate revenue measures in order to balance the succeeding 
fiscai year’s budget and the capital improvements section of the budget for the succeeding six 
yeursj
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1 (7) appropriate funds for the operation of the Alaska State Health Resources

2 Authority.
3 * See. 6. AS 39.25.110 is amended by adding a new paragraph to read:

4 (30) employees of the Alaska State Health Resources Authority.

5 * Sec. 7. AS 39.50.200(b) is amended by adding a new paragraph to read:

6 (52) Alaska State Health Resources Authority (AS 21.77).

7 * Sec. 8. REPORT. The Alaska State Health Resources Authority shall report to the Alaska State

8 Legislature by March 1, 1992, on the progress made by the authority in establishing a health care

9 provider reimbursement system and utilization standards.

10 * Sec. 9. This Act takes effect immediately under AS 01.10.070(c).
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SENATE BILL NO. 84 

IN THE LEGISLATURE OF THE STATE OF ALASKA 

SEVENTEENTH LEGISLATURE - FIRST SESSION

BY S E N A T O R  D U N C A N

In tro d u c e d : 1/23/91
R e fe rre d : H E S S  a n d  F in a n c e

A BILL 

FOR AN ACT ENTITLED 

"An Act relating to state coordination of health planning and development; abolishing the 

Statewide Health Coordinating Council; and providing for an effective date."

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 18.07 is amended by adding a new section to read:

Sec. 18.07.005. LEGISLATIVE PURPOSE. It is the purpose of this chapter to create 

a rational framework for the planning and development of all health care services in the state to 

ensure promotion and protection of public health, provide equitable access to health services, and 

avoid unnecessary increases in health care costs.

* Sec. 2. AS 18.07.021 is amended to read:

Sec. 18.07.021. STATE HEALTH PLANNING AND DEVELOPMENT [AGENCY]. 

The [OFFICE OF PLANNING AND RESEARCH IN THE] department is responsible for [THE] 

state health planning and development! [AGENCY DESIGNATED UNDER 42 U.S.C. 

300m(b)(3). THE OFFICE] shall [PERFORM THE FUNCTIONS ENUMERATED UNDER 42 

U.S.C. 300m-2,] administer the certificate of need program outlined in AS 18.07.031 - 18.07.111
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1 [AS 18.07.041 - 18.07.111], and shall perform other functions prescribed in this chapter.

2 * Sec. 3. AS 18.07.031 is repealed and reenacted to read:

3 Sec. 18.07.031. CERTIFICATE OF NEED REQUIRED, (a) Unless authorized under

4 the terms of a certificate of need issued by the department, a person may not

5 (1) make a capital expenditure of $1,000,000 or more for construction of a health

6 care facility;

7 (2) convert a building, in whole or in part, for use as a health care facility if the

8 fair market value of the converted part of the building is greater than $500,000 and the sum of

9 the fair market value plus additional capital expenditures made to facilitate the conversion equals

10 or exceeds $1,000,000;

11 (3) alter or redistribute the bed capacity of a health care facility by more than 10

12 beds or 10 percent of the number of beds in the facility, wh; .hever is fewer;

13 (4) add or eliminate a category of health services to or from those provided by

14 the health care facility; or

15 (5) acquire a health care facility at a cost of $1,000,000 or more.

16 (b) The dollar thresholds in (a) of this section apply to total anticipated costs. Costs of

17 constructing or acquiring a health care facility may not be artificially divided, fragmented, or

18 structured to circumvent the requirements of this section.

19 * Sec. 4. AS 18.07.035 is amended to read:

20 Sec. 18.07.035. APPLICATION AND FEES. Application for a certificate of need shall

21 be made to the department upon a form provided by the department and must contain the

22 information the department requires to reach a decision under AS 18.07.031 - 18.07.111

23 [AS 18.07.041 - 18.07.111]. Each application for a certificate of need must be accompanied by

24 an application fee established by the department by regulation.

25 * Sec. 5. AS 18.07.051 is amended by adding a new subsection to read:

26 (b) A certificate of need is valid only for the defined scope, physical location, and person

27 stated in the certificate.

28 * Sec. 6. AS 18.07.061 is amended to read:

29 Sec. 18.07.061. MODIFICATION AND TERMINATION OF ACTIVITIES. The

30 certificate holder shall apply to the department [OFFICE] for a modification of the certificate

31 | BEFORE TERMINATING PART OF THE ACTIVITIES AUTHORIZED BY THE TERMS OF
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1 ISSUANCE, BUT THE CERTIFICATE HOLDER IS NOT REQUIRED TO OBTAIN THE2 ACQUIESCENCE OF THE OFFICE] before transferrinti the certificate or modifying or3 terminating all or part of the activities authorized by the certificate. If a certificate holder4 intends to terminate (TERMINATES] all of the activities authorized by a certificate, the5 certificate holder is required to apply to (NOTIFY] the department |OFFICE( 60 days before6 termination and to surrender the certificate to the department (OFFICE] within 30 days after7 |OF| termination.8 * Sec. 7. AS 18.07.061 is amended by adding new subsections to read:9 (b) An application for transfer of a certificate shall be made on forms provided by the10 department and must contain11 (1) evidence, of the type the department may require by regulation, that the12 transferee is able to assume ownership or operation of the health care facility and to provide the13 appropriate health services;14 (2) evidence that the transferee is acquiring the health care facility at no more15 than its current fair market value; and16 (3) other information that the department may require.17 (c) Transfer of a certificate is subject to conditions the department considers necessary.18 * Sec. 8. AS 18.07.071 is repealed and reenacted to read:19 Sec. 18.07.071. EMERGENCY CERTIFICATES, (a) The department shall expedite20 review of an application for a certificate of need under AS 18.07.031(a)(1) that is required to21 (1) eliminate or prevent imminent safety hazards as defined by a federal, state,22 or local fire, building, or life safety code or regulation;23 (2) comply with state licensure standards; or24 (3) comply with accreditation standards, compliance with which is required to25 receive federal reimbursement.26 (b) An application approved under (a) of this section may be approved only to the extent27 that the capital expenditure is required to eliminate or prevent the hazards or to comply with *he28 standards described in (a) of this section.29 * Sec. 9. AS 18.07 is amended by adding a new section to read:30 Sec. 18.07.079. FINAL DECISION, (a) Within 150 days after it determines that it has31 received a complete application, the department shall take one or more of the following actions:
SO 008 4A -3-
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(1) approve part or all of the application and issue a certificate of need that includes conditions that the department considers appropriate; the conditions must be directly related to the activities for which the application was made;(2) deny a certificate of need;(3) recommend modifications to the application; if the applicant agrees to modify the application, the department may defer a final decision on the application for 30 days after receiving the modified application and all additional information to support the modifications; deferral for more than 30 days under this paragraph may be made by the department only after written findings that there is good cause for deferring the decision and that deferral is in the public interest.(b) The department shall send the final written findings and decision to the applicant and to other persons who request a copy of the findings and decision. If the final decision is to approve an application, the department shall issue a certificate of need to the applicant.* Sec. 10. AS 18.07.081(a) is amended to read:(a) The department [OFFICE], a member of the public who is substantially affected by activities authorized by the certificate, [OR] another applicant for a certificate of need, or a health care facility that either provides services similar to the proposed activity or has indicated to the department in writing within the year preceding the decision to grant the certificate an intention to provide similar services to a health service population that includes all or part of the health service population served under the certificate of need may request [INITIATE] a hearing to obtain modification, suspension or revocation of an existing certificate of need by filing an accusation with the department [COMMISSIONER! as prescribed under AS 44.62.360. A revocation, modification, or suspension of an outstanding certificate may not be undertaken unless it is in accordance with AS 44.62.330 - 44.62.630.* Sec. 11. AS 18.07.081(c) is amended to read:(c) A certificate of need shall be suspended if an accusation is filed before the commencement of activities authorized under AS 18.07.079 [AS 18.07.041] that charges that factors upon which the certificate of need was issued have changed [,J or new factors have been discovered that significantly alter the need for the activity authorized. [A SUSPENSION OF A CERTIFICATE MAY NOT EXCEED 60 DAYS. AT THE END OF THIS PERIOD OR SOONER, THE OFFICE SHALL REVOKE OR REINSTATE THE CERTIFICATE].
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1 * Sec. 12. AS 18.07.0X1 (cl) is amended to read:2 (d) A certificate of need may be revoked if3 (1) the certificate holder I SPONSOR I has not shown continuing progress toward4 commencement of the activities authorised under AS 18.07.079 within one year after5 |AS 18.07.041 AFTER SIX MONTHS OF| issuance;6 (2) the certificate holder (APPLICANT] fails, without good cause, to complete7 activities authorized by the certificate;8 (3) the certificate holder [SPONSOR] fails to comply with the provisions of this9 chapter or regulations adopted under this chapter;10 (4) the certificate holder [SPONSOR] knowingly misrepresents a material factII in obtaining the certificate;12 (5) the facts charged in an accusation filed under (c) cf this section are13 established; or14 (6) the certificate holder [SPONSOR] fails to provide services authorized by the15 terms of the certificate.16 * Sec. 13. AS 18.07.081(e) is amended to read:17 (e) A person who files [MAY NOT FILE] an accusation seeking suspension or18 revocation of a certificate of need under this section, knowing that the charges stated in the19 accusation are untrue or that the charges do not constitute grounds for revocation or suspension20 under this chapter, is guilty of a class B misdemeanor.21 * Sec. 14. AS 18.07.091 is repealed and reenacted to read:22 Sec. 18.07.091. REPORTING REQUIREMENTS, PENALTIES, AND INJUNCTION.23 (a) The department shall require all health care facilities operating ir. the state to periodically24 file reports required by the department by regulation.25 (b) The department shall require a certificate holder to file with the department,26 periodically during the development stage and annually after that until completion of the activity27 authorized under AS 18.07.031, a report demonstrating that the activity is in compliance with all28 provisions of the certificate of need.29 (c) If the department finds that a person has substantially failed or refused to comply30 with AS 18.07.031 - 18.07.111 or a regulation adopted under those sections, the department may31 take one or more of the following actions:
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1 (1) issue an order directing the person to stop the questioned activity;2 (2) deny, suspend, revoke, or modify a construction license required under3 AS 18.20.020 as related to the questioned activity;4 (3) suspend a payment to be made by the department to the person for capital and5 operating expenses relating to the questioned activity;6 (4) deny, suspend, revoke, or modify a certificate of need; or7 (5) issue an order against a person who violates a provision of AS 18.07.031 -8 18.07. Ill or a regulation adopted under those sections imposing a civil penalty of not more than9 $20,000.10 (d) Before imposing a sanction listed in (c) of this section, the department shall give11 reasonable notice of and an opportunity for a hearing.12 (e) Notwithstanding AS 44.62.330 - 44.62.630, if the department finds that there will be13 a significant and adverse effect upon the public interest caused by substantial failure or refusal14 of a person to comply with AS 18.07.031 - 18.07.111 or a regulation adopted under those15 sections, the department may issue an order that does one or more of the following:16 (1) directs the person to stop the questioned activity;17 (2) suspends a construction license required under AS 18.20.020 as related to the18 questioned activity; or19 (3) suspends a payment to be made by the department to the person for capital20 and operating expenses relating to the questioned activity.21 (f) Notwithstanding AS 44.62.330 - 44.62.630, an order under (e) of this section takes22 effect immediately upon service by the department and remains in effect pending the decision23 after any hearing that may have been requested unless the person served can demonstrate to the24 department’s satisfaction that the questioned activity is not subject to the application and review25 requirements of AS 18.07.031 - 18.07.111, or that the person would likely prevail on the merits26 and that allowing the activity to continue is in the public interest.27 (g) Injunctive relief against a violation of AS 18.07.031 - 18.07.111 or a regulation28 adopted under those sections may be obtained from a court of competent jurisdiction by the29 department, a certificate holder who is adversely affected by the violation, or a member of the30 public substantially and adversely affected by the violation.31 * Sec. 15. AS 18.07.101 is amended to read:
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Sec. 18.07.101. REGULATIONS. The department {COMMISSIONER! shall adopt, in accordance with the Administrative Procedure Act (AS 44.62), regulations that establish procedures under which a person [SPONSORS] may apply [MAKE APPLICATION] for a certificate [CERTIFICATES] of need required by this chapter, establish the amount of variation that may occur in an activity authorized by a certificate of need without requirint* a modification of the certificate, [AND THAT| govern the review of those applications by the department [OFFICE], establish requirements for a uniform statewide system of reporting financial and other operating data, establish reasonable fees for applications and other services, and otherwise carry out the purposes of this chapter.* Sec. 16. AS 18.07.111 is repealed and reenacted to read:Sec. 18.07.111. DEFINITIONS. In this chapter(1) "category of health services" means a service that is recognized as a distinct service for the purposes of health care facility licensure and certification under regulations adopted under AS 18.20.010- 18.20.130, except that "service" does not include the lawful practice of a profession or vocation conducted independently of a health care facility and in accordance with applicable licensing laws of the state;(2) "certificate" means a certificate of need;(3) "certificate of need" means a written order of the department that sets out the affirmative findings that a proposed activity sufficiently satisfies the plans and criteria prescribed for such an activity by this chapter and by department regulations and that permits the certificate holder to proceed with the activity;(4) "commencement of activities" means, with the intent to continue until it iscompleted, (A) the visible commencement of actual operations, on the ground, which is readily recognizable as such, for the construction of a building, the alteration of the bed capacity of a health care facility, or the provision for or deletion of an existing category of health services to consumers; or(B) a significant step toward acquisition of a health care facility;(5) "complete activities" means the substantial performance of the work required to comply with the terms of issuance of the certificate of need that all parties participating in those activities have obligated themselves to perform;
SB0084A -7-
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(6) "construction" means excavation, erection, alteration, modification, reconstruction, modernization, improvement, extension, or other development by or on behalf of a health care facility and includes the lease or purchase of equipment;(7) "department" means the Department of Health and Social Services;(8) "health care facility" means an institutional health service provider licensed in whole or in part by the state under AS 18.20.010 - 18.20.130, whether public or private, whether a partnership or corporation, whether organized for profit or not, and includes a hospital, psychiatric hospital, substance abuse hospital, tuberculosis hospital, skilled nursing facility, kidney disease treatment center (including freestanding hemodialysis units), intermediate care facility, ambulatory surgical facility, freestanding emergency care facility, osteopathic facility, independent diagnostic laboratory, and central service facility; "health care facility" does not include (A) an Alaska Pioneers’ Home administered by the Department of Administration under AS 44.21.020(10) and AS 47.55;(B) the offices of private physicians or dentists, whether in individual or group practice, occupied on a regular basis to perform the range of diagnostic and treatment services usually performed by physicians and dentists on an outpatient basis;(C) office buildings built or leased by or on behalf of a health care facility for the exclusive use of physicians, dentists, and other practitioners of the healing arts, or other investments made by or on behalf of a health care facility, unless capital expenditures or operating expenses will be charged or reimbursed in the future as costs for providing patient services offered by the health care facility; and(9) "person" means an individual, corporation, company, partnership, firm, association, organization, business trust, estate, or government entity, and includes a health care facility.* Sec. 17. AS 18.20.050 is amended to read:Sec. 18.20.050. DENIAL, SUSPENSION, OR REVOCATION OF LICENSE. The department may deny, suspend, or revoke a license in a case in which it finds that there has been a substantial failure to comply with the requirements established under AS 08.64.336a AS 18.07.031 - 18.07.111, or AS 18.20.060 - 18.20.080. The license of a nursing facility, as defined in AS 18.20.390, also may be suspended or revoked by the department under
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AS 18.20.310(a)(5).* See. 18. AS 44.29.100 is amended to read:See. 44.29.100. ADVISORY BOARD ON ALCOHOLISM AND DRUG ABUSE. There is established in the Department of Health and Social Services an advisory board on alcoholism and drug abuse. |THE BOARD SHALL FUNCTION AS A STANDING COMMITTEE OF THE STATEWIDE HEALTH COORDINATING COUNCIL ESTABLISHED UNDER AS 18.07.01 l.J* Sec. 19. AS 47.30.475(b) is amended to read:(b) Money available under this section shall be awarded by the department to applicants on the basis of community need, bu; only if the award is consistent with the annual implementation plan developed under 42 U.S.C. 3f Jl-2(b)(2) (National Health Resources Planning and Development Act of 1974) by the health systems agency for the health system area in which the applicant is located [AND THE STATE HEALTH PLAN DEVELOPED BY THE STATEWIDE HEALTH COORDINATING COUNCIL UNDER 42 U.S.C. 300m-3(c)(2)(A)J and only after consideration of comment and advice of the Advisory Board on Alcoholism and Drug Abuse. In awarding grants, the department shall further consider the amount of money that is available for all applications and whether an application would contribute to the wise development of a comprehensive program of alcoholic and drug abuse rehabilitation and prevention.* Sec. 20. AS 18.07.011, 18.07.041, 18.07.081(b); AS 18.08.020(2), 18.08.090(11); and AS 18.26.030(a)(4)(B) are repealed.* Sec. 21. This Act takes effect immediately under AS 01.10.070(c).
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SENATE CONCURRENT RESOLUTION NO. 10 
IN THE LEGISLATURE OF THE STATE OF ALASKA 
SEVENTEENTH LEGISLATURE - FIRST SESSION 

I lY  SENATORS DUNCAN, Ker t tu la , Pourchot, Menard

In troduced: 2/13/91
Referred: HESS and Finance

A RESOLUTION 
Establishing a Health Resources and Access Task Force.
BE IT RESOLVED BY THE LEGISLATURE OF THE STATE OF ALASKA:

WHEREAS estimated annual expenditures for health care in Alaska have risen by 300 percent in the last 10 years from $480 million to over $1.5 billion; andWHEREAS over 90,000 residents of the state cannot afford to pay their medical bills, are not covered by a group health insurance plan, do not qualify for public assistance programs, and cannot afford to pay individual health insurance premiums; andWHEREAS, if current trends continue, it is estimated that expenditures for health care in the state will increase to at least $10 billion by the year 2000 and over 25 percent of the state’s residents will be uninsured; andWHEREAS the legislature, aided by the Health Care Cost Containment Task Force, has achieved savings in the costs of health care in the state totaling over $20 million in fiscal years 1990 and 1991; and WHEREAS every resident should have access to a basic level of health care regardless of income and should not become financially destitute before obtaining health care; andWHEREAS the legislature recognizes that there is a continuing need to develop and evaluate
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1 ways to manage health care expenditures in the state;2 BE IT RESOLVED by the Alaska State Legislature that the Health Resources and Access Task3 Force is established with the following primary purposes:4 (1) to design a cost-efficient program that allows access to a basic level of health care5 services for all state residents;6 (2) to continue the work of the Health Care Cost Containment Task Force in seeking7 ways to achieve savings in the cost of health care in the state; and8 (3) to define a strategy for implementing a health care program covering all Alaskans and
9 a strategy for continuing to contain the costs of health care in the state; and be it10 FURTHER RESOLVED that the task force shall11 (1) solicit advice and information from the medically indigent, health care consumer12 groups, the insurance industry, health care providers, labor organizations, emergency services personnel,13 large and small businesses, the Medical Care Advisory Committee, the Alaska Native Health Service,14 actuaries, the public, and others;15 (2) investigate and gather data relating to health care quality, access, delivery, payment16 systems, and financing in the state, especially in rural areas;17 (3) ascertain and review successful health care protection methods in other states,18 territories, and countries and other health care alternatives, including ways of providing health care for19 persons without insurance or with limited health care protection;20 (4) continue to update an accurate estimate of the number of people who are unable to21 receive necessary health care services in the state, which patients are generating unpaid medical bills,22 which slate residents are uninsured or lack adequate insurance, which health care providers are providing23 uncompensated care, who is paying for the cost of uncompensated care, and the total cost of24 uncompensated care in the state;25 (5) identify those health care services necessary to achieve an acceptable minimum level26 of health care for all state residents and to examine those health care services that provide the most care27 for the most people at the least cost, including prevention services;28 (6) monitor and evaluate experience under the state employee and retiree health plans;29 (7) evaluate the potential benefits of health education, wellness plans, and prevention30 plans for all residents;31 (8) develop strategies to support health care professions training and the retention of32 health care professionals in the state;
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1 (9) recommend ways to coordinate services among nonprofit health care providers, profit2 making health care providers, the state division of public health, the United States Department of3 Veterans Affairs, the United States Department of Defense, and the Alaska Native Health Service in4 order to achieve a more efficient and effective health care delivery system;5 (10) review ways to maximize the use of federal funds for health care programs in the6 state;7 (11) investigate ways to reduce costs associated with malpractice insurance coverage,8 including its effect on the cost of health care in the state;9 (12) consider the feasibility of redistributing funds currently spent by the state on health10 care in order to provide residents with affordable and equitable care;11 (13) provide advice and assistance to other public agencies involved in health care12 programs; and13 (14) pursue other sources of funding for the expenses of the task force; and be it14 FURTHER RESOLVED that the task force shall consist of 14 members and two alternates as15 follows:16 (1) three members of the Senate appointed by the President of the Senate, one of whom17 shall be designated as an alternate;18 (2) three members of the House of Representatives appointed by the Speaker of theS 9 House, one of whom shall be designated as an alternate;20 (3) two persons representing the executive branch, appointed by the Governor;21 (4) eight members chosen by the members appointed under paragraphs (1) - (3) as22 follows: one individual representing the medically indigent, two individuals representing private23 employers who are not health care providers, two individuals representing health care providers, one24 individual representing nonprofit organizations, one consumer of health services who is not an employer25 or health care provider, and one individual representing labor organizations; and be it26 FURTHER RESOLVED that the members of the task force shall elect from among themselves27 a chair and a vice-chair and that the conduct of the task force meetings shall be in sessions open to the28 public where all interested parties may provide information: and be it29 FURTHER RESOLVED that, within funds made available for the purpose, the task force may30 hire staff and contract for services to perform its duties; and be it31 FURTHER RESOLVED that the task force shall report its findings and recommendations to32 the Governor and the legislature by February 1, 1992, and February 1, 1993; and be it
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HOUSE BILL NO. 69 
IN THE LEGISLATURE OF THE STATE OF ALASKA 
SEVENTEENTH LEGISLATURE - FIRST SESSION 

B Y  R E P R E S E N T A T I V E S  B O Y E R ,  N a v a r r e  

I n t r o d u c e d : 1/23/91
R e f e r r e d : H e a lt h , E d u c a t io n  a n d  S o c ia l S e rv ic e s , J u d ic ia r y , F in a n c e

A BILL 
FOR AN ACT ENTITLED

1 "An Act relating to state coordination of health planning and development; abolishing the
2 Statewide Health Coordinating Council; and providing for an effective date."

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:
4 * Section 1. AS 18.07 is amended by adding a new section to read:
5 Sec. 18.07.005. LEGISLATIVE PURPOSE. It is the purpose of this chapter to create
6 a rational framework for the planning and development of all health care services in the state to
7 ensure promotion and protection of public health, provide equitable access to health services, and
8 avoid unnecessary increases in health care costs.
9 * Sec. 2. AS 18.07.021 is amended to read:

10 Sec. 18.07.021. STATE HEALTH PLANNING AND DEVELOPMENT [AGENCY].
11 The [OFFICE OF PLANNING AND RESEARCH IN THE] department is responsible for [THE]
12 state health planning and development [AGENCY DESIGNATED UNDER 42 U.S.C.
13 300m(b)(3). THE OFFICE] shall [PERFORM THE FUNCTIONS ENUMERATED UNDER 42
14 U.S.C. 300m-2,] administer the certificate of need program outlined in AS 18.07.031 -18.07.111
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1 [AS 18.07.041 - 18.07.111], and shall perform other functions prescribed in this chapter.
2 * Sec. 3. AS 18.07.031 is repealed and reenacted to read:
3 Sec. 18.07.031. CERTIFICATE OF NEED REQUIRED, (a) Unless authorized under
4 the terms of a certificate of need issued by the department, a person may not
5 (1) make a capital expenditure of $1,000,000 or more for construction of a health
6 care facility;
7 (2) convert a building, in whole or in part, for use as a health care facility if the
8 fair market value of the converted part of the building is greater than $500,000 and the sum of
9 die fair market value plus additional capital expenditures made to facilitate the conversion equals

10 or exceeds $1,000,000;
11 (3) alter or redistribute the bed capacity of a health carc facility by more than 10
12 beds or 10 percent of the number of beds in the facility, whichever is fewer,
13 (4) add or eliminate a category of health services to or from those provided by
14 the health care facility; or
15 (5) acquire a health care facility at a cost of $1,000,000 or more.
16 (b) The dollar thresholds in (a) of this section apply to total anticipated costs. Costs of
17 constructing or acquiring a health care facility may not be artificially divided, fragmented, or
18 structured to circumvent the requirements of this section.
19 * Sec. 4. AS 18.07.035 is amended to read:
20 Sec. 18.07.035. APPLICATION AND FEES. Application for a certificate of need shall
21 be made to the department upon a form provided by the department and must contain the
22 information the department requires to reach a decision under AS 18 07.031 - 18.07.111
23 [AS 18.07.041 - 18.07.111]. Each application for a certificate of need must be accompanied by
24 an application fee established by the department by regulation.
25 * Sec. 5. AS 18.07.051 is amended by adding a new subsection to read:
26 (b) A certificate of need is valid only for the defined scope, physical location, and person
27 stated in the certificate.
28 * Sec. 6. AS 18.07.061 is amended to read:
29 Sec. 18.07.061. MODIFICATION AND TERMINATION OF ACTIVITIES. The
30 certificate holder shall apply to the department [OFFICE] for a modification of the certificate
31 [BEFORE TERMINATING PART OF THE ACTIVITIES AUTHORIZED BY THE TERMS OF
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1 ISSUANCE, BUT THE CERTIFICATE HOLDER IS NOT REQUIRED TO OBTAIN THE
2 ACQUIESCENCE OF THE OFFICE] before transferring the certificate or modifying or
3 terminating all or part olf the activities authorized by the certificate. If a certificate holder

i 4 intends to terminate [TERMINATES] ail of the activities authorized by a certificate, the
I 5 certificate holder is required to apply to [NOTIFY] the department [OFFICE] 60 days before

6 termination and to surrender the certificate to the department [OFFICE] within 30 days after
7 [OF] termination.

Ii 8 * Sec. 7. AS 18.07.061 is amended by adding new subsections to read:
9 (b) An application for transfer of a certificate shall be made on forms provided by the

10 department and must contain
11 (1) evidence, of the type the department may require by regulation, that the
12 transferee is able to assume ownership or operation of the health care facility and to provide the
13 appropriate health services;

j 14 (2) evidence that the transferee is acquiring the health care facility at no more
; 15 than its current fair market value; and
16 (3) other information that the department may require.

j 17 (c) Transfer of a certificate is subject to conditions the department considers necessary.
I
; 18 * Sec. 8. AS 18.07.071 is repealed and reenacted to read:
19 Sec. 18.07.071. EMERGENCY CERTIFICATES, (a) The department shall expedite

I 20 review of an application for a certificate of need under AS 18.07.031(a)(1) that is required to
21 (1) eliminate or prevent imminent safety hazards as defined by a federal, state,
22 or local fire, building, or life safety code or regulation;
23 (2) comply with state licensure standards; or
24 (3) comply with accreditation standards, compliance with which is required, to
25 receive federal reimbursement.
26 (b) A n  a p p lic a t io n  approved unde r (a) o f  th is  se c tio n  m ay  be  app ro ved  o n ly  to  the e x ten t

27 that the capital expenditure is required to eliminate or prevent the hazards or to comply with the
28 standards described in (a) of this section.
29 * Sec. 9. AS 18.07 is amended by adding a new section to read:
30 Sec. 18.07.079. FINAL DECISION, (a) Within 150 days after it determines that it has
31 received a complete application, the department shall take one or more of the following actions:
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1 (1) approve part or all of the application and issue a certificate of need that2 includes conditions that the department considers appropriate; the conditions must be directly3 related to the activities for which the application was made;4 (2) deny a certificate of need;5 (3) recommend modifications to the application; if the applicant agrees to modify6 the application, the department may defer a final decision on the application for 30 days after7 receiving the modified application and all additional information to support the modifications;8 deferral for more than 30 days under this paragraph may be made by the department only after9 written findings that there is good cause for deferring the decision and that deferral is in the10 public interest.11 (b) The department shall send the final written findings and decision to the applicant and12 to other persons who request a copy of the findings and decision. If the final decision is to13 approve an application, the department shall issue a certificate of need to the applicant.14 * Sec. 10. AS 18.07.081(a) is amended to read:15 (a) The department [OFFICE], a member of the public who is substantially affected by
16 activities authorized by the certificate, [OR] another applicant for a certificate of need, or a17 health care facility that either provides services similar to the proposed activity or has18 indicated to the department in writing within the year preceding the decision to grant the19 certificate an intention to provide similar services to a health service population that20 includes all or part of the health service population served under the certificate of need may
21 request [INITIATE] a hearing to obtain modification, suspension or revocation of an existing22 certificate of need by filing an accusation with the department [COMMISSIONER] as prescribed23 under AS 44.62.360. A revocation, modification, or suspension of an outstanding certificate may24 not be undertaken unless it is in accordance with AS 44.62.330 - 44.62.630.25 * Sec. 11. AS 18.07.081(c) is amended to read:26 (c) A certificate of need shall be suspended if an accusation is filed before the27 commencement of activities authorized under AS 18.07.079 [AS 18.07.041] that charges that28 factors upon which the certificate of ,teed was issued have changed [,] or new factors have been29 discovered that significantly alter the need for the activity authorized. [A SUSPENSION OF A
30 CERTIFICATE MAY NOT EXCEED 60 DAYS. AT THE F.ND OF THIS PERIOD OR
31 SOONER, THE OFFICE SHALL REVOKE OR REINSTATE THE CERTIFICATE].
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1 * Sec. 12. AS 18.07.081(d) is amended to read:2 (d) A certificate of need may be revoked if3 (1) the certificate holder [SPONSOR] has not shown continuing progress toward
4 commencement of the activities authorized under AS 18.07.079 within one year after5 [AS 18.07.041 AFTER SIX MONTHS OF] issuance;6 (2) the certificate holder [APPLICANT] fails, without good cause, to complete7 activities authorized by the certificate;8 (3) the certificate holder [SPONSOR] fails to comply with the provisions of this9 chapter or regulations adopted under this chapter,10 (4) the certificate holder [SPONSOR] knowingly misrepresents a material fact11 in obtaining the certificate;12 (5) the facts charged in an accusation filed under (c) of this section are13 established; or14 (6) the certificate holder [SPONSOR] fails to provide services authorized by the15 terms of the certificate.16 * Sec. 13. AS 18.07.081(e) is amended to read:17 (e) A person who files [MAY NOT FILE] an accusation seeking suspension or18 revocation of a certificate of need under this section, knowing that the charges stated in the19 accusation are untrue or that the charges do not constitute grounds for revocation or suspension20 under this chapter, is guilty of a class B misdemeanor.21 * Sec. 14. AS 18.07.091 is repealed and reenacted to read:22 Sec. 18.07.091. REPORTING REQUIREMENTS, PENALTIES, AND INJUNCTION.23 (a) The department shall require all health care facilities operating in the state to periodically;24 file reports required by the department by regulation.25 (b) The department shall require a certificate holder to file with the department,26 periodically during the development stage and annually after that until completion of the activity27 authorized under AS 18.07.031, a report demonstrating that the activity is in compliance with all28 provisions of the certificate of need.29 (c) If the department finds that a person has substantially failed or refused to comply30 with AS 18.07.031 - 18.07.111 or a regulation adopted under those sections, the department may31 take one or more of the following actions:
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(1) issue an order directing the person to stop the questioned activity;(2) deny, suspend, revoke, or modify a construction license required under AS 18.20.020 as related to the questioned activity;(3) suspend a payment to be made by the department to the person for capital and operating expenses relating to the questioned activity;(4) deny, suspend, revoke, or modify a certificate of need; or(5) issue an order against a person who violates a provision of AS 18.07.031 -18.07.111 or a regulation adopted under those sections imposing a civil penalty of not more than 
$20,000.(d) Before imposing a sanction listed in (c) of this section, the department shall give reasonable notice of and an opportunity for a hearing.(e) Notwithstanding AS 44.62.330 - 44.62.630, if the department finds that there will be a significant and adverse effect upon the public interest caused by substantial failure or refusal of a person to comply with AS 18.07.031 - 18.07.111 or a regulation adopted under thosesections, the department may issue an order that does one or more of the following:(1) directs the person to stop the questioned activity;(2) suspends a construction license required unuer AS 18.20.020 as related to thequestioned activity; or(3) suspends a payment to be made by the department to the person for capital and operating expenses relating to the questioned activity.(f) Notwithstanding AS 44.62.330 - 44.62.630, an order under (e) of this section takes effect immediately upon service by the department and remains in effect pending the decision after any hearing that may have been requested unless the person served can demonstrate to the department’s satisfaction that the questioned activity is not subject to the application and review requirements of AS 18.07.031 •• 18.07.111, or that the person would likely prevail on the merits and that allowing the activity to continue is in the public interest(g) Injunctive relief against a violation of AS 18.07.031 - 18.07.111 or a regulation adopted under those sections may be obtained from a court of competent jurisdiction by thedepartment, a certificate holder who is adversely affected by the violation, or a member of thepublic substantially and adversely affected by the violation.* Sec. 15. AS 18.07.101 is amended to read:
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1 Sec. 18.07.101. REGULATIONS. The department [COMMISSIONER! shall adopt, in2 accordance with the Administrative Procedure Act (AS 44.62), regulations that establish3 procedures under which a person [SPONSORS) may apply [MAKE APPLICATION] for a4 certificate [CERTIFICATES) of need required by this chapter, establish the amount of
5 variation that may occur in an activity authorized by a certificate of need without requiring
6 a modification of the certificate, [AND THAT) govern the review of those applications by the7 department [OFFICE], establish requirements for a uniform statewide system of reporting8 financial and other operating data, establish reasonable fees for applications and other9 services, and otherwise carTy out the purposes of this chapter.10 * Sec. 16. AS 18.07.111 is repealed and reenacted to read:11 Sec. 18.07.111. DEFINITIONS. In this chapter12 (1) "category of health services" means a service that is recognize:’ as a distinct13 service for the purposes of health care facility licensure and certification under regulations14 adopted under AS 18.20.010- 18.20.130, except that "service" does not include the lawful15 practice of a profession or vocation conducted independently of a health care facility and in16 accordance with applicable licensing laws of the state;17 (2) "certificate" means a certificate of need;18 (3) "ceruficate of need" means a written order of the department that sets out the19 affirmative findings that a proposed activity sufficiently satisfies the plans and criteria prescribed20 for such an activity by this chapter and by department regulations and that permits the certificate21 holder to proceed with the activity;22 (4) "commencement of activities" means, with the intent to continue until it is23 completed,24 (A) the visible commencement of actual operations, on the ground, which25 is readily recognizable as such, for the construction of a building, the alteration of the bed26 capacity of a health care facility, or the provision for or deletion of an existing category27 of health services to consumers; or28 (B) a significant step toward acquisition of a health care facility;29 (5) "complete activities" means the substantial performance of the work required30 to comply with the terms of issuance of the certificate of need that all parties participating in31 those activities have obligated themselves to perform;

H B 00 6 9 a -7-
K'eu T e x t  U n d e r l i n e d  (DELETED TEXT BRACKETED]

H B  69



(6) "construction" means excavation, erection, alteration, modification, reconstruction, modernization, improvement, extension, or other development by or on behalf of a health carc facility and includes the lease or purchase of equipment;(7) "department" means the Department of Health and Social Services;(8) "health care facility" means an institutional health service provider licensed in whole or in part by the state under AS 18.20.010 - 18.20.130, whether public or private, whether a partnership or corporation, whether organized for profit or not, and includes a hospital, psychiatric hospital, substance abuse hospital, tuberculosis hospital, skilled nursing facility, kidney disease treatment center (including freestanding hemodialysis units), intermediate care facility, ambulatory surgical facility, freestanding emergency care facility, osteopathic facility, independent diagnostic laboratory, and central service facility; "health care facility" does not include (A) an Alaska Pioneers’ Home administered by the Department of Administration under AS 44.21.020(10) and AS 47.55;(B) the offices of private physicians or dentists, whether in individual or group practice, occupied on a regular basis to perform the range of diagnostic and treatment services usually performed by physicians and dentists on an outpatient basis:(C) office buildings built or leased by or on behalf of a health care facility for the exclusive use of physicians, dentists, and other practitioners of the healing arts, or other investments made by or on behalf of a health care facility, unless capital expenditures or operating expenses will be charged or reimbursed in the future as costs for providing patient services offered by the health care facility; and(9) "person" means an individual, corporation, company, partnership, firm, association, organization, business trust, estate, or government entity, and includes a health care facility.Sec. 17. AS 18.20.050 is amended to read:Sec. 18.20.050. DENIAL, SUSPENSION, OR REVOCATION OF LICENSE. The department may deny, suspend, or revoke a license in a case in which it finds that there has been a substantial failure to comply with the requirements established under AS 08.64.336̂ AS 18.07.03il - 18.07.111. or AS 18.20.060 - 18.20.080. The license of a nursing facility, as defined in AS 18.20.390, also may be suspended or revoked by the department under
69 -8*
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1 AS 18.20.310(a)(5).2 * Sec. 18. AS 44.29. luO is amended to read:3 Sec. 44.29.100. ADVISORY BOARD ON ALCOHOLISM AND DRUG ABUSE. There4 is established in the Department of Health and Social Services an advisory board on alcoholism5 and drug abuse. (THE Bn \RD SHALL FUNCTION AS A STANDING COMMITTEE OF THE6 STATEWIDE HEALTH COORDINATING COUNCIL ESTABLISHED UNDER AS 18.07.011.]7 * Sec. 19. AS 47.30.475(b) is amended to read:8 (b) Money available under this section shall be awarded by the department to applicants9 on the basis of community need, but only if the award is consistent with the annual10 implementation plan developed under 42 U.S.C. 3001-2(b)(2) (National Health Resources11 Planning and Development Act of 1974) by the health systems agency for the health system area12 in which the applicant is located [AND THE STATE HEALTH PLAN DEVELOPED BY THE13 STATEWIDE HEALTH COORDINATING COUNCIL UNDER 42 U.S.C. 300m-3(c)(2)(A),] and14 only after consideration of comment and advice of the Advisory Board on Alcoholism and Drug15 Abuse. In awarding grants, the department shall further consider the amount of money that is
16 available for all applications and whether an application would contribute to the wise17 development of a comprehensive program of alcoholic and drug abuse rehabilitation and18 prevention.19 * Sec. 20. AS 18.07.011, 18.07.041, 18.07.081(b); AS 18.08.020(2), 18.08.090(11); and20 AS 18.26.030(a)(4)(B) are repealed.21 * Sec. 21. This Act takes effect immediately under AS 01.10.070(c).
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HOUSE BILL NO. 71
IN THE LEGISLATURE OF THE STATE OF ALASKA 
SEVENTEENTH LEGISLATURE - FIRST SESSION 

B Y  R E P R E S E N T A T IV E S  B O Y E R , N avarre  

In troduced : 1/24/91
R efe rred : L a b o r  and  C om m erce , H ea lth , Education  and Socia l 'St. .ice s , F inance

A BILL 
FOR AN ACT ENTITLED

1 "An Ait relating to the Alaska State Health Resources Authority; relating to the delivery,
2 quality, and financing of health care for residents of the state, and to the issuance of
3 certificates of need; and providing for an effective date."

4 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:
5 * Section 1. PURPOSE. The purpose of this Act is to6 (1) by July 1, 1992, create and begin implementation of a statewide health care provider7 reimbursement system and utilization standards;8 (2) after July 1, 1992, provide comprehensive group health insurance for the state,9 municipalities, school districts, other employers in the state who elect to participate, and all eligible10 employees of the state, a municipality, a school district, or other employer in the state who elect to11 participate in the group insurance offered by the Alaska State Health Resources Authority;12 (3) expand the pool of subscribers and maximize the opportunities for health care cost13 management and economies of scale when purchasing group health insurance;14 (4) maintain an efficient provider reimbursement system to reduce the administrative cost
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1 to providers who are serving employees of participants;2 (5) maintain a statewide health care data base and utilization standards to control3 inappropriate or improper utilization practices and to reduce the rate of inflation in the cost of health carc4 in the state;5 (6) create the most comprehensive, cost-effective, and efficient method of providing a6 variety of types of health care insurance necessary to meet the coverage requirements of a participant7 resulting from negotiated employee contracts;8 (7) realize the potential savings that will result if approximately 135,000 active and9 retired state, municipal, and school district employees and their dependents participate in the group health10 insurance program offered by the authority;11 (8) evaluate the need for mandatory participation in the group health insurance offered12 by the authority; and13 (9) evaluate the need for group health insurance for residents of the state who are14 uninsured or underinsured.15 * Sec. 2. AS 18.07.035 is amended to read:16 Sec. 18.07.035. APPLICATION AND FEES. Application for a certificate of need shall17 be made to the department upon a form provided by the department and must contain the18 information the department requires to reach a decision under AS 18.07.041 - 18.07.111. Each19 application for a certificate of need must be accompanied by an application fee established by20 the department by regulation. A copy of each application for a certificate of need, except an21 application for a temporary or emergency certificate issued under AS 18.07.071. shall be22 provided to the Alaska State Health Resources Authority.23 * Sec. 3. AS 18.07.041 is amended to read:24 Sec. 18.07.041. STANDARD OF REVIEW FOR APPLICATIONS FOR CERTIFICATES25 OF NEED. The office shall grant a sponsor a certificate of need or modify a certificate of need26 if the availability and quality of existing health care resources or the accessibility to those27 resources is less than the current or projected requirement for health services required to maintain28 die good health of Alaska citizens, A certificate of need may not be issued, except for a29 temporary or emergency certificate under AS 18.07.071, unless the office has received a30 determination from the Alaska State Health Resources Authority regarding the effect of the31 certificate of need on the cost of group health insurance.
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1 * Sec. 4. AS 21 is amended by adding a new chapter to read:2 CHAPTER 77. STATE INSURANCE.3 Sec. 21.77.010. AUTHORITY CREATED; REQUIRED REIMBURSEMENT SYSTEM4 AND UTILIZATION STANDARDS, (a) There is established within the Department of5 Administration a nonprofit incorporated legal entity known as the Alaska State Health Resources6 Authority.7 (b) The authority shall, by July 1, 1992, establish and begin implementation of a health8 care provider reimbursement system and utilization standards. The state, a municipality, or a9 school district shall use the health care provider reimbursement system and utilization standards10 established by the authority for eligible employees of the state, a municipality, or a school
111 district. With the approval of the authority, other employers in the state may use the health carei 12 provider reimbursement system and utilization standards established by the authority.13 (c) The authority shall, no earlier than July 1, 1992, establish a group health insurance14 pool or pools of eligible employees of the state, a municipality, or a school district if the115 employer has elected to participate in the group health insurance obtained by the authority and16 may provide group health insurance to employees of other groups that elect to participate in the17 group health insurance pool provided by the authority. Employees of other groups that elect to18 participate shall use the reimbursement system and utilization standards established by the19 authority.20 (d) Upon application by an eligible state program, the authority may, beginning July 1,21 1992, allow the eligible state program to participate in the group health insurance pool provided22 by the authority.23 Sec. 21.77.015. REQUIRED COOPERATION BY STATE AGENCIES. An agency of24 the state that provides health care or that provides funds to purchase health care shall, to the25 maximum extent possible, cooperate in the development of the use of the health care provider26 reimbursement system and utilization standards established by the authority, including sharing27 relevant information.28 Sec. 21.77.020. BOARD OF DIRECTORS; ORGANIZATION, (a) The authority shall29 be managed by a board of directors composed of nine members appointed by the governor. The30 governor shall appoint at least one but not more than two members as representatives from each31 of the following:
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