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CS FOR HOUSE BILL NO. 247 ( )
IN THE LEGISLATURE OF THE STATE OF ALASKA
SEVENTEENTH LEGISLATURE - FIRST SESSION

BY

Offered:
Referred:

Sponsors): REPRESENTATIVE MACKIE
A BILL

FOR AN ACT ENTITLED

1 "An Act relating to licensure of dentists; and providing for an effective date."
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BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1 AS 08.36.070(a) is amended to read:
@ The board shall

(D provide for the examination of applicants and issue licenses to those applicants
it finds qualified;

() register licensed dentists and licensed dental hygienists who are in good
standing;

(3 report annually to the governor and the department on the board’s proceedings
during the year, findings concerning the standards andavailability of dental services in the state
including the number of licensees, examination and licensing activities, other mattersrelated to
dental practice, and board receipts and expenditures;

(@) affiliate with the American Association of Dental Examiners, and pay annual
dues to the association;

1 CSHB 247( )
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) hold hearings, and order the disciplinary sanction of a person who violates this
chapter, AS 0832, or a regulation of the board;

(©) supply forms for applications, licenses, pen tits, certificates, and other papers
and records;

(7) enforce the provisions of this chapter and AS 08.32 and adopt or amend the
regulations necessary to make the provisions of this chapter and AS 08.32 effective;

(B adopt regulations ensuring that renewal of registration is contingent upon proof
of continued professional competence by a licensed dentist or licensed dental hygienist;

@ provide the department with the requirements for proof of continued
professional competence and request the department to make these requirements available to each
licensed dentist and licensed dental hygienist at least one year before the date on which the
dentist or dental hygienist must renew registration;

(10) at least annually cause to be published in a newspaper of general circulation
in each major city in the state [,] a summary of disciplinary actions the board has taken during
the preceding calendar year,

(12) issue permits or certificates to licensed dentists, licensed dental hygienists,
and dental assistants who meet standards determined by the board for specific procedures that
require specific education and training;

(12) regulate the reentry into practice of inactive dentists and dental hygienists;

(13) require, as a condition of a license or license renewal issued bv the
board, that an applicant or licensee has at the time of licensing or renewal and maintains
throuehout the period of a license current certification in cardiopulmonary resuscitation
techniques.

* Sec. 2. AS 0836.160 is amended by adding a new subsection to read:

(®) A passing score on a clinical examination given by the Western Regional Examining

Board within the five years preceding licensure application under this chapter constitutes a
passing score on a clinical examination required under this chapter. The board may accept a
passing score on a clinical examination given by the Western Regional Examining Board more
than five years preceding licensure application if the examination was taken on or after January 1,
196,

31 *Sec. 3. AS 0836234 is amended to read:
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Sec. 0836.234. LICENSURE BY CREDENTIALS. The board shaH [MAY] provide for
the licensing without examination, except as provided in (9) of this section, of a dentist who
f1) provides certification to the board that the dentist is a graduate of a dental
school [COLLEGE] accredited by the Commission on Accreditation of the American Dental
Association, or its successor agency, and holds a certificate from the American Dental
Association Joint Commission on National Dental Examinations that the dentist has passed the
written examination given by the commission;

(Qprovides certification to the board that the dentist has been licensed to
practice dentistry in another state, territory, or region of the United States with licensing
requirements at least equivalent [IN SCOPE, QUALITY AND DIFFICULTY] to those of this
state at the time of licensure;

(Qprovides certification to the board that the dentist is endorsed by the
licensing entity in the jurisdiction where the dentist is currently licensed and in all
jurisdictions in which the dentist was previously licensed: if the dentist is employed by the
federal government, the dentist must be endorsed bv the employing federal agency;

[4] has been engaged in continuous active clinical practice averaging at least 20
hours per week for each of the five years immediately preceding the application in a jurisdiction
for which the dentist was endorsed;

() provides certification to the board that the dentist [(4)] is not the subject
of an unresolved complaint, investigation, review procedure, or disciplinary proceeding
undertaken by a dental licensing jurisdiction or agency, law enforcement agency, or other
governmental agency;

(©) provides certification to the board that the dentist [(5)] has not previously
had a license to practice dentistry suspended for grounds similar to those specified under
AS 08.36.315, revoked, or voluntarily surrendered,

(7 provides certification to the board that the dentist [(6)] has not failed the
clinical examination of this state or, within the previous three years, failed the clinical
examination given by the Western Regional Examining Board;

@ submits to the board documentation that the dentist has completed at
least 42 hours of continuing education related to clinical dentistry in the three years
preceding application for a license in this state; the continuing education must have been

3 CSHB 247( )
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approved bv the American Dental Association, the Academy of General Dentistry, or the
appropriate specialty board;

(9 has passed, to the satisfaction of the board, the part of the written
examination given under AS 0836.160 that pertains to the state’s laws on the practice of
dentistry; the board may not require a higher passing score for applicants under this
section than the board requires for applicants under AS 08.36,110:

(10) [(7)] s personally interviewed by the board for purposes of verifying
credentials:

(1D) [®)] pays all required feesi

(12) provides certification to the board that the dentist is not the subject of
an adverse report from the National Practitioner Data Bank or the American Association
of Dental Examiners Clearinghouse for Disciplinary Information that relates to criminal or
fraudulent activity;

(13) provides certification to the board that the dentist is not the subject of
an adverse peer review report from a state, territory, or local dental society in any other
state or territory;

(14) provides the board with an affidavit that the dentist is not an impaired
practitioner;

(15 provides to the board an authorization for release of records in a form
prescribed bv the board.

* Sec. 4. AS 08.36.234 is amended by adding new subsections to read:

(b) A dentist applying for licensure by credentials is responsible for providing to the
board all materials required by this section or by the board to implement this section to establish
eligibility for a license without examination. A license issued based upon credentials may be
revoked by the board upon evidence of misinformation or substantial omission.

() The board shall adopt regulations necessary to implement this section including

(D the form and manner of certification of qualifications under this section; and

(Q arequirement that certification of education, licensing, law enforcement and
disciplinary proceedings, and examination be provided directly to the board by the appropriate
institution, jurisdiction, or agency.

-4-
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IN THE SUPERIOR COURT OF THE STATE OF ALASKA

FIRST JUDICIAL DISTRICT

DR. STEVE ANDREWS, DR. JAMES R.
ARNESON, DR. DAVID BACKUS, DR.
STEPHEN BOESCH, DR. THOMAS
BORNSTEIN, DR. RICHARD CRITTENDEN,
DR. DONALD DENUCCI, DR. ROBERT
FELKER, DR. ED GRAVES, DR. WILLIAM
HALL, DR. RICHARD HOPKINS, DR.
GREG KALAL, DR. TOM KOVALESKI, DR.
MIKE KULIKOWSKI, DR. CHRIS MAEDER,
DR. ROBERT S. MATTHEWS, DR.

FREDERICK NOLAN, JR. , DR. JASON
RAMPTON, DR. OLIVIA S. ROMINGER,
DR. CYNTHIA THIEL, DR. ED TRIPP,

DR. ROMMIE G. WHEELER, and
DR. BARRY WYMAN,

Plaintiffs,
V.

BOARD OF DENTAL EXAMINERS,
STATE OF ALASKA,

Defendant.
Case No. 1JU-90-974 Civil

FINAL JUDGMENT

AT JUNEAU
FIiLIvIim ™ THE TRIAL CO- |
STATfc OF ALASKA, FIRST DISi RICT
AT JU'JEAU
JAN 3t>1901

Clerk or Court

Ly slin. Deputy

DECEIVED

PeDartment of Law

an JEB13 19D
7'8isk~-2-11]S,3,4,5'6
|

This case having come on before the court for hearing on

January 28, 1991,

the court having considered both plaintiffs”

Motion for Summary Judgment and defendant®s Cross-Motion for

Summary Judgment,
having concluded that there are no

ORDERS, ADJUDGES AND DECREES that:

issues of material

the briefs and arguments of the parties, and

fact, now

1) 12 AAC 28.950 1is invalid and contrary to law;

FINAL JUDGMENT
ORDER FOR COf
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2) the terms of AS 08.36.234 and AS 08.36.240 require the
State Board of Dental Examiners to accept and consider
applications for licensing by credentials and to grant licenses
to practice dentistry in this State to all applicants who meet
the requirements of AS 08.36.234;

3) the Board is ordered to receive and consider all
applications submitted by plaintiffs for admission by
credentials on or before 60 days from January 28, 1991;

4) Plaintiffs®™ Motion for Summary Judgment is granted in
its entirety;

5) Defendant®s Cross-Motion for Summary Judgment is
denied iIn its entirety;

6) Final judgment is entered in favor of plaintiffs.

DATED at Juneau, Alaska, this if January, 1991.
Copy of proposed judgment received; CERTEF2CATZON
no objections as to form. TimnadcraireidCZl'.ZIthhatontha VAN day
. m AAJ]*. , 19 J2— fatrue copy of
f |. | ff ycc! on the following attorney

Sarah J. Fell
Assistant Attdfney General

Lfl
ORDER AWARDING COSTS

Defendant is ordered to pay costs to the Plaintiff in the

amount of $/53 \00

A :

1
"Clerk of Courts
CERTIFICATION N
The undersigned certifies thaton the 2 — day of

neljlr y W3 satnacpy of th
document was ssrvsd on the follaving attomeys:
FINAL JUDGMENT iAW M -Jfi. <cu
ORDER FOR COSTS

C






Joel B. Wieman Ph.D. 1345 W. 9th Suite 200
Licensed Psychologist Anchorage, Alaska 99501
(907) 276-7374

March 5, 1991

Senator Arliss Sturgulewski
Chair of the Senate Health,
Education and Social
Services Committee

PO BOX V STATE SENATE
Juneau, AK 99811

Dear Senator Sturgulewski:

I am writing you concerning SB 156, the Senate bill to
include psychologists and socialworkers as independent
providers 1in the Medicaid system. The Alaska Psychological
Association 1is pleased the Senate Health Education and Social
Services committee has introduced this needed legislation.

Historically psychologists or social workers wishing to
provide service to Medicaid recipients have been required to
work for a psychiatrist who holds a Medicaid group billing
number. There are several effects of this practice. First,
the choice of who the client may receive services from 1is
dictated by who received group billing number when they were
issued years ago, not by who is best qualified to provide the
service, or who the client prefers to see.

Secondly, the cost of medicaid services 1is increased due to
the necessity of requiring psychiatric supervision. In the
private sector, to my knowledge, there are no insurance
companies that require that a psychologist be supervised by a
psychiatrist in order to provide services. Though a few
companies require that social workers be supervised by either
a psychologist of a psychiatrist, this is changing and social
workers are generally treated as a valuable and independent
group that are directly reimbursed by many insurance
companies. Psychologists are included as independent
providers under the federal Medicare regulations as well, and
on a state level are now covered as independent providers of
children services under the Early Prevention, Diagnostic, and
Treatment (EPSDT) program as mandated by federal Medicaid
regulations. To require that a psychologist of social worker



be supervised by a psychiatrist in order to provide Medicaid
services not only waists state dollars, but the time of the
professionals involved as well.

The 1issue of cost is one that has become increasingly more
important as the economy changes 1in Alaska. With the federal
mandate that psychologists and social workers be included in
the EPSDT children®s services, the additional costs of
including provider status of adult services should be
minimal. Many of the adult recipients of mental health
services funded by Medicaid are the chronically mentally ill.
These people are most often treated in either hospitals, day
treatment facilities or other programs associated with
community mental health centers, and are already receiving
medicaid services from those agencies and in most cases would
not be treated by independent practitioners. After having
read the new regulations, ray understanding 1is that services
to adults that are related to family problems or that have a
direct effect on children are to a great extent covered under

the EPSDT program.

The majority of those who would be treated by independent
psychologists or social workers would include low income
individuals needing mental health services that will aid them
in rejoining the work force, those injured on the job who
need psychological evaluations to assist iIn new job
placements, and individuals with head injuries or chronic
neurological disease needing neuropsychological evaluations.
In addition, others with mental disorders that impair their
ability to function would be eligible to receive services.

The goal of most mental health work is to enable clients to
become functioning human beings. This 1includes the ability
to work, and provide for one®s self. It is my bel. ®f that

good mental health services serve to hold down the over all
cost of caring for low income individuals, and that mental

health services reduce the number of those receiving other

governmental monies.

Hopefully this has clarified the some of the questions you
may have had concerning this matter. I would be delighted to
discuss this with you in person or over the phone. I will be
out of town for the next week, but should be back in my
office by March 13.

Thank you for your

Joel B. Wieman Ph.D <k
Legislative Coordinator
Alaska Psychological Association
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March 13/ 1991

I support Senate Bill 156 which allows for medicaid
reimbursement to include psychologists and clinical social
workers.

I have researched what happens when licensed clinical social
workers are reimbursed by insurance companies for provision

of mental health services. I have found that when this occurs,
there 1is no proof of any increases in utilization or cost of
a«rvlr«R and that there 1is no decrease 1in the quality of
services provided.

The following includes some of the information I located
regarding this 1issue;

A 1982 Champus study reports a cost avoidance of $457,071.00
after allowing reimbursement to licensed clinical social
workers.

A 1986 FEHB study out of the U. S. Office of Personnel
Management reported no increase in cost or utilization

of services when Licensed clinical social workers are
reimbursed.

A 1989 survey of twenty 1insurance companies report no cost
or utilization increases when licensed clinical social workers

were reimbursed. i o i o
a Ninti sruay or r?a3»aohuo«LLo Diue oi-iicia £0* ioao,io0el

1982 ,shows no overall cost or utilization increases when
clinical social workers were reimbursed.

Data from 1982 and 1983 for Mass. Blue Shield jrhows no
increase in utilization after including clinical social
workers 1in reimbursement.

A study of Mass. Blue Shield for 1987 Showed no increase

in mental health reimbursements after including clinical
social workers as providers.

An American Airlines spokesperson in 1990 stated that there
was no increased cost when clinical social workers were
included as providers and added that utilization did not
increase either.

AT&T found no ihcreifee in cost/ when including clinical social

workers as providers.
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Some factors which seem to contribute to lacJc of increase

in cost and utilization of services when clinical social

workers are included as providers include the following:

The American Journal of Psychiatry in 1980 states a study

which shows a cost differential of $12 or 289 between psychiatrists “anx
social workers® feeB. That study indicates that the treatment

courae fTor social workers cliiflits ia shorter in term.

Mutual of Omaha confirmed that clinical social workers®™ fees

are lower than those of psychiatrists.
In Maryland/ where clinical social workers have been, included

as providers for over ten years, the fees of clinical social
workers remain 339 sw?£&1"than those of psychiatrists.

The American Psychological- Association reports...that clinical
social workers consistently charge less than psychiatrists.

In.general, mental health coverage is seen to lead to cost
avoidance 1in overall medical care.

The CAlifornia Psycholdgical Health Plan reports 20-2496
roduction 1in utilization of gnrg-1r*1, hospital and medical
treatment when mental health services are provided.

Group Health reports that users of mental health services reduce
non-mental health benefits by 30.796 and lab/Xray services

by 29.896.

In Oregon, a study after a state mandate requiring provision.,
of mental health services showed a savings in cost for the
pfublic,

A 1983 study in the Journal of Psychiatry indicated significant
reduction in use of medical services, primarily inpatient,

when individuals over "65 were provided mental health services.
According to IBM, one-half of the patients 3een "iIn their
medical department had complaints that were emotional or
psychiatric 1in nature.

Twelve studies 1in 1987 showed that mental health services
treatment cut medical C09ts 26-6996 and reduced sick days

by 38-4296.

%
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I will now address the quality of care issue when non-medical
personnel are included as providers.

A 1985 survey of 7 treatment outcome studies.reports
therapeutic behavior and outcome of therapy equivalent among
the three major mental health providers/ clinical social
workers, ps.ychologists and psychiatrist.

(These studies 1include ones in Illinois/ Canada and at the
Veterans Administration.)

Studies indicate that there are more similarities than
differences between services provided by: the three disciplines
and this needs to be considered when considering consumer
choice.

Champus states that no quality of care problems arose when
including clinical social workers as providers.

In Maryland/ the Attorney General upheld the right of clinical
social ~workers to diagnosed A .study out of NIMH indicated
that the three main provider groups are equivalent as
diagnosticians.)

This concludes my statement regarding ray support of
Senate Bill 156.

Y~Anne Micheli, LCSW #172
6526 Rodgers Pass STG
Ketchikan, Alaska 99901
(0021225-2558
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T9: Representative Georglanna Lincoln
FROM:  Sherry Byers, Child Therapist

DATE: April 22, 1991

esThis letter is 1n support of the passage of House Bill 248 which

would allow for medicaid payment for psychological services and
clinical social work services.

Since the start of the "90-"91 school year we have had a waiting

list of children seeking therapy services. Because of program financial
limitations we are able to see only a limited number of individuals.
Attempts have been repeatedly made to refer children to other agencies
1n the community, yet they always have a waiting list. Approximately
50ft of those on the waiting list are medicaid recipients. I licensed
private practitioners 1n the community were eligible to provide these
services many doors would open for these children. All waiting lists

would be shortened and some children In need of services would be able
to receive psychotherapy.

I believe It"s important to :.note that $he majority of licensed agency
staff currently serving children 1n our community are. clinical social
workers. Certainly the Medicaid Assistance Program should Include services
provided by both clinical social workers and psychologists.

I view the passage of this bill as a wonderful opportunity to serve

the children 1n this community and state. Please remember that our <
children are our future!

- BANSMIJITA L MEMDO
“Ma' feethaS|nCo Al ]MWA
DEPTS F/-\Xt hS'*

RsVA PS PN
ool ve-c.n. A ‘2./\/3

RTTTFTETUfRUHEﬂUﬂmemo?&l

*t

e uivw

717 NINTH AVENUE = FAIRBANI— ASCPPO™N-6 - -3 - PHONE (907) 452-2293



Fairbanks Counseling and Adoption

L 753 Gaffney Road
J P.0. Box 71544
Fairbanks, Alaska 99707

r (907) 456-4729 April 23, 1991

Dear Health, Education and Social Services Committee Members,

The <clinical staff at Fairbanks Counseling and Adoption
supports HB 248 which would increase the options and services for
children. We believe this bill will help to improve the quality

of life and allow for healthier functioning which all of society
will Dbenefit from.

sincerely

Family Treatment Coordinator

A United Way Memoer Agency



ALASKA STATE LEGISLATURE

Representative QeorgianrtalLincoln
HESS Committee, Co-Chair P.O. Box V
Resources Committee, Vice-Chair Juneau, Alaska 99811
Budget Subcommittees f)
Health and Social Services Phone: (907) 465-3732

Revenue

Alatna
Allakaket
Aniak

Anvik

Arctic Village
Beaver

Betties

Birch Creek
Chalkyitsik
Chuathbaluk
Crooked Creek
Evansville

Fort Yukon
Galena
Grayling

Holy Cross
Hughes

Huslia

Kalskag

Kaltag
Koyukuk

Lake Minchumina
Lime Village
Lower Kalskag
Manlc-y Hot Springs
Marshall
McGrath
Minto
Mountain Village
Nikolai

Nulato

Pilot Station
Pitka- Point
Rampart

Red Devil
Rr.by

Russian Mission
Shageluk
Sleetmule

St. Mary's
Stevens Village
Stony River
Takotna
Tanana

Telida
Tuluksak
Tyonek
Venetie
Wiseman

District 24

FAX.  (907) 465-2652

MEMORANDUM

TO: House Health Education and Social Services Committee
FROM: Representative Georgianna Lincoln

DATE: April 24, 1991

RE HB 248 - Medicaid Payment for Psychologists/Others

This bill will add psychologists and clinical social workers as approved medicaid
providers. Adding these providers will expand access to mental health services,
especially in rural Alaska where there are virtually no private psychiatric clinics
and the community mental health programs all have long waiting lists. Many
community mental health centers cannot see any children or new adult clients
unless there is an emergency like a suicide attempt. Outpatient mental health
services offered by licensed psychologists and clinical social workers have been
demonstrated to be of similar quality to those supervised by physicians and to
cost no more. Expanded outpatient services often help prevent far more
expensive psychiatric hospitalizations.

Many private and public insurance programs , including medicare, CHAMPUS,
and the federal employees insurance, cover these providers as independent
providers. They have determined in studies that there was no cost increase
when these providers were added and that the quality of services remained at
least as good.

Permitting psychologists and clinical social workers to provide services directly
under medicaid will also permit the Department of Health and Social Services to

regulate their services and the cost.

The proposed CS HB 248 (HES) makes one change to the bill, on page 2, at
line 17. The original bill places clinical social workers as number (10) and
psychologists as number (11) in priority order changes the placement of these
services . The CS moves them to (10) and (11) respectively, below clinic
services which includes community mental health clinics. Advocates for this bhill
support this change.

lcuH



Alaska Native Health Board
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The Honorable Arliss Sturgulewski, Chair
Committee on Health, Education, & Social Services
The Alaska Senate

P.0.Box V

Juneau, AK 99811

RE: Senate Bill 1567

Dear Senator Sturgulewski:

At 1its March 5-7, 1991 meeting, the Alaska Native Health
Board (ANHB) passed a motion in support of SB 156. ANIIB is made
up of the twelve regional Native health providers. The members
are constantly faced with the impacts of mental health problems
that demand professional services. SB 156 will add [licensed
clinical social workers and licensed psychologists as approved
medicaid providers. This change will gradually improve access to
community based mental health services and, as importantly, allow
clients to choose a mental health provider who can best meet
their needs.

Since the bill does not expand mental health coverage, its

fiscal impact will be minimal. OQutpatient mental health services
are a critical component of preventing expensive Crisis
situations and decreasing avoidable hospitalizations. In

addition, cost management opportunities are improved by direct
enrollment of these providers since the Division of Medical
Assistance can regulate utilization and payment levels.

In rural Alaska we are almost exclusively vreliant on
licensed psychologists and licensed clinical social workers. It
is very hard to recruit and retain psychiatrists who command very
high salaries.

We hope this bill will receive <early and favorable
consideration by the Senate HESS committee and the full body.

Sincerely,

Anne M. Walker
Executive Director

AIEUTIAN/PRI8ILOF ISLANDS ASSOCIATION, INC. MANIILAQ ASSOCIATION SOUTHCENTRAL FOUNDATION
8RISTOL BAY AREA HEALTH CORPORATION THE NORTH PACIFIC RIM SOUTHEAST ALASKA REGIONAL HEALTH CORPORATION
COPPER RIVER NATIVE ASSOCIATION NORTH SLOPE BOROUGH HEALTH DEPARTMENT TANANA CHIEFS CONFERENCE

KODIAK AREA NATIVE ASSOCIATION NORTON SOUND HEALTH CORPORATION YUKON KUSKOKWIM HEALTH CORPORATION
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PSYCHOLOGICAL
ASSOCIATION 3211 Providonco Drive, Anchorage . Alaska 99500 (907) 786-1711

POSITION PAPER

Issue: Alaskan Psychologists, although licensed by the State of
Alaska, are omitted from the statutes which determine the type of

care allowed by and covered under the Medicaid program.

Position: The Alaska Psychological Association is proposing
changes 1in the current statutes to allow Medicaid patients to
receive psychological services with consumer choice regarding the

licensed provider of the service.

Current statutes create a situation which:

1) Discriminates againstthe needy and those 1in remote locations;
2) Is more costly to the Medicaid systenm;

3) Limits the quality of care available to allAlaskans;

4) Results in a restraint of trade.

The proposed changes would correct this situation and allow
psychologists to receive compensation for services provided to
Medicaid patients. Currently, a number of psychologists provide
needed care to Medicaid patients without compensation, or they are
forced to resort to the courts in legal action against agencies of
the State of Alaska to receive compensation. It is currently the
practice of the Alaska Attorney General®s office to settle-such
suits oJt of court when possible. Many psychologists feel that

reasonable changes in the statutes by the legislature are the only

A pfi Pos/ponPaper



recourse left to them, short of joining the growing number of
costly and time-consuming suits. They have elected to pursue these

changes through their professional Association.

The Federal Medicaid program allows the various states to determine

eligibility and types of care covered by the program.

A variety of other professional health services are provided for
under Alaska statutes pertaining to Medicaid. These include
optometrists, physical therapists, nurse midwives, physicians and

others.

A growing number of states, currently about half, provide for

Medicaid recipients to receive independent psychological services.

People covered by private insurance and even employees of the State
of Alaska covered by Alaska®s employee health care plans are able

to receive the services of an independent psychologist.

However, Alaskans who are Medicaid recipients may not choose freely
between equally qualified providers. They are also denied equal

access to treatment by care providers offering non-drug approaches.

The Alaska Psych * 1ical Association hereby requests your support
of Senate Bill %£f, which allows Medicaid recipients access to

psychological services.

%



POSITION PAPERy”cpartment o Health & Social Services

POSITION PAPER

House Bill 248

"An Act requiring the Medical Assistance program to cover
psychologists®™ services and clinical social workers®™ services; and
reordering the priorities granted to services covered under the
Medical Assistance program."

This Act would amend AS 47.07.030 (b) to add psychologists® and
clinical social workers®™ services to the services available for
needy persons who are eligible for Medicaid, and it would amend
AS 47.07.035 to place the new coverages in the priority listing of
all optional Medicaid services authorized by the Legislature for
Alaska.

. Psychologists and Psychological Associates

Currently, there are about 115 licensed psychologists 1in Alaska,
all of whom would be eligible to enroll as Medicaid providers were
HB 248 to pass. A substantial number of these psychologists are
already providing services to Medicaid recipients, and indirectly
receiving Medicaid payments in community mental health clinics, or
in physicians®™ mental health clinics where they are supervised by
a physician or psychiatrist who is enrolled.

The Division of Medical Assistance has 1long believed that this
situation is far from ideal, for these reasons:

1. The Division has no evidence that thesupervision
requirement generally results in more effective, higher-
quality care. However, there 1is a strong conviction,
here and 1in other states® Medicaid agencies, that

supervision increases the cost of care and can make it
harder for clients to obtain care.

Many states, including Alaska, have specified exactly how
much and what types of supervision are required, but
there 1is considerable disagreement over whether such
rules do in fact result in any measurable improvement in
the care provided. Federal Medicaid rules allow for any
type of M.D. to be.a supervisor, so it is frequently the
case that a general practitioner, who may or may not have
any formal training 1in psychology, 1is being paid to
consult with andguide a certified mental health
professional. This may be helpful in cases 1inwhich a
person®s mental problems are caused by or accompanied by
physical problems, but in many cases, this arrangement
only results in an unnecessary cost to the taxpayer.



2. Not only does the Division pay physicians for supervisory
duties that may or may not enhance the quality of care, the
"screening”™ effect in clinical settings which result from the
supervision requirement means that Medicaid pays for services
that are actually provided by any Jlicensed person the
supervisor deems appropriate. This means that Medicaid pays
the rate appropriate for a psychiatrist/M.D., but the patient
often gets services from someone whose credentials would
justify a lower rate.

The Federal Omnibus Reconciliation Act of 1989 (OBRA "89) mandated
that states offer Medicaid-eligible children®(under 21 years of
age) any Medicaid-approvable service that they are found to need,
even if a state has not previously chosen to offer that service.
Since AS 47.07.030 requires us to offer all federally-mandated
services, it is our present intent to add psychologists®™ services
for children under 21 by regulations that will soon be published,
on the grounds that children will not have sufficient access to
mandatory mental health services without their addition, and
sufficient access is a federal mandate.

HB 248 would therefore have the effect of adding psychologists”
services just for adults.

From the provider®s point of view, adding psychologists®™ services
for adults to Alaska"™s Medicaid program would create equity between
psychologists who practice independently and those who practice
under the supervision of a physician or in a community mental
health clinic, and between those who serve children and those who
serve adults.

From the Medicaid recipients®™ point of view, adding psychologists"®
services would make it easier to obtain care, because it would
increase the number of enrolled Alaska providers offering these
services. It would also make it easier for them to directly access
the person who gives them care, as they would no longer have to
pass through a physician®s examination process in order to receive
therapy.

Unfortunately, HB 248, by adding new providers to Medicaid, and by
therefore making it easier for recipients to obtain the services
psychologists are licensed to provide, is very likely to result in
more recipients using mental health services, which will 1in turn
increase program costs.

There 1is both data and informed opinion that indicates that adding
a comparatively lower-cost provider group can actually save money,
both by providing the same service at a lower cost and by easing
access to a type of care which can prevent an 1illness fronm
worsening to the point of requiring institutionalization, producing
family dissolution, etc. However, this is hard to quantify and may
be so much a direct function of a locale"s or a state"s total
health care matrix as to not apply to a different location. We are
convinced that Alaska, as many other states®™ past experiences have



indicated, will add costs by adding new providers.

There are only 26 psychological associates in Alaska, nearly all
of whom practice 1in clinic situations. It is doubtful that
Medicaid enrollment and reimbursement would be sufficiently
appealing to entice any significant number of them into becoming
independent providers. We do not anticipate that their inclusion
will significantly 1improve access to services or substantially
increase program costs. However, given the scope of their
licensure in comparison to the scope of licensure of psychologists
and of Jlicensed <clinical social workers, we believe it is
reasonable and equitable to include them in HB 248.

1. Licensed Clinical Social Workers

There are approximately 155 licensed clinical social workers in
Alaska, with about 78 practicing independently. Most of what we
have noted about psychologists applies as well to licensed clinical
social workers. However, this provider group , like psychological
associates, was not included in the FY91 budget increment for the
OBRA "89 expansion of services for children.

The department is currently examining whether their inclusion as
a children®s services provider group 1is necessary under federal
law. It may well be that community mental health centers (all of
which are Medicaid providers®™) Medicaid-enrolled psychiatrists, and
the coming inclusion of psychologists as children®s providers in
Medicaid together offer sufficient access to basic non-
institutional mental health services so that the access
requirements of federal law are met without adding other provider
groups.

Apart from the obvious fact that the department has no statutory
authority under AS 47.07.030 to add provider groups or services
which are not federally-mandated, the department does not believe
the purpose of the Medicaid program 1is to provide access of
provider groups to Medicaid reimbursement. Rather, the purpose of
the Medicaid program is to provide needy Alaskans reasonable access
to necessary medical care.

Unlike many other medical services, where an excess of available
services can exist without producing negative fiscal effects,
mental health outpatient services, if they expand too rapidly, can
pose a fiscal risk to the state. Community mental health clinics,
which the state is committed to support with state funds, depend
in significant measure on Medicaid (50% federal) funding. A rapid
shift of Medicaid patients toward other sources of treatment could
result in the clinics losing revenue, which id most likely have
to be compensated for by an increase 1in -e-only funding.

For this reason, we favor a slower, incremental approach to any
expansion of Medicaid mental health services. Also, because the
state is committed to funding community mental health clinics, we



believe the bill expresses good fiscal sense by placing the new
services proposed by HB 248 above "clinic services"™ in the priority
list of AS 47.07.035. (The department would support even higher
placement on the list, such as second and third.)

Position;

Given the rapid growth of Medicaid, we believe it is essential to
be sure that each new service Alaska adds is clearly necessary to
comply with federal law or to remedy an identified coverage gap
which poses a real threat to the health of Medicaid recipients.
We also believe that the discussion of adding any service which
does not pass either of these tests must include consideration of
the comparative importance of other optional services we do not
provide.

The department does not oppose the addition to Medicaid of
psychologists®™ services for adults, nor does it oppose the addition
of psychological associates®™ services for both children and adults.
We do not oppose the addition, at some future time, of licensed
clinical social workers" services, provided that the need for this
service is clear after we have some exposure to the effects of
OBRA "89 changes and the addition of psychologists proposed by HB
248.

Recommended by:
Kimberly *B. Busch
Acting Director
Div. of Medical Assistance

Date:

Approved by:
TheodordT A. Malay MD™ MPH
Commissioner

Date:
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HB 248 Analysis

Contractual Costs
a. The Alaska Medrcal Paglments System will re urre modr ication tk
cho

0
R gvcho odrsts ical assocrates censed social WOF rps as a
ew service contr ctual costs Inclu e suc ltems as the ﬂwrn
grovr er manua% t]rarnrng a new ctarms orm t bes Included |n

stem for psyc orsts seryices for aduts an |cen]sed sQcla wforkers

ivrces com uter p(o rammrno comou er reports, t hron 0
collocation go es, ang a computer s stem test. Since Ps olo ts'
servrce? rcensed Cllnrcal Social Wo hers servrces have alre & had
most of this e ort com eted as garto t roIJecto pan |ng
services or rldren th e on¥ |trona work nee e to o(yr e fora ut
services will be 6 new edits rps(yc ologists, an Its for social
workers, at $1080 ﬂer edrt é$648 each,”$12, 9&3 t hoo ical
Assoclates are an enfirely new provider type an wr re urre 39 4
contractual costs.

Total one-time FY92 cost = 36.9 (18.5 Fed, 18.4 SGFM)

. The Division of M edrcal Assjstance must gay the claims processi

contractor $6.23 for each claim processe Estrma(sed claims voP e for
92 1s 8,000, assumi g a Januarar 1992 start date. FY92 processing
costs = 49.8." (36.2 Fed, M)

II. New Grants/Claims Costs

a. There IS N

%accurate method for determining the numbers of Medicaid
elrgr es wno will us&et IS new coverage, the numbers of Rrovrders wno will
hoose to enroll, and the initial costs rt¥8e of service that they will

provide. Cost estimates are based on'the Tollowing assumptions:

(1) 50 psychologists will enroll as providers in the first year.

A@dt@é&hﬁé‘?ﬂ e, Supenissd b “”d? st Br°i4'ds'Pc9an o

ostéc {atrrs bout one- halt of %e are |II|% Med] car at a rate
ower than the rate charged sychjatr sts Payments to the
2 now hillin I|8g at the higher rate WI e reduced $14,400 %
re uctron rrent average pstﬁzhratrrs S edrcard b||| S Hoer
ear, X sgc olo/qrst? C%| savrn]%s
e assumet the caseload |s children, who coul recerve
sByc oogﬁts servrcest rough Medicaid upder EPSDT re?ardless of
erefore, the neft avings retate to this legislation is
9,100 (514,400 X 63%) for 12 mont

(3) Logic su ests that hrllrng from physicians and gsychratrr

o VIS Josycho ts now provi qu services’to Med ?

les woul decrease If these psycho r%rrsts we e t0 enrol |rect|y
Ho ever experrence n other sta es that Rave ad sychologists

services has arre S0.much on lb\ point that we ca not safe

assume any ecrease in current ngs
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©)

(10)

ARSI uPS o e'?;tsre”t ik t%rdt“ctrawstg B dologica
ssocra ion dat cates th es | w p oviders will see an avera ot
0 atrents erwee ora ota ours per.week, an that

er hour for rrv te sessr ns. acar ns, rda S, an
cont urng e

ucation reduce their work time to weeks ryear

We assume thatg (fholoh%rsés will notg iffer from other medrcal
ofessionals enr I Icald providers, rn that Medicaid
atrents w vera e not exceed 15% elr totaI atrent load.

e also assume 1% of t err Med cai br rngs will e for
c |Idren who WO e covere by Me |ca|d und
ra e%s theref ore 63% ott e cost of the new caseload would be
ut e to HB 248. Cqst for the new psychologists’ services wil
urs per week X 46 weeks X $90 per hour X 15% X 63% X
26 psyc ologists = $305,200.

The cumulative margin of error ip all these ass t
SVChol fé’ s Such th te

g oo Ists' servr es IS suc at We 0 nof ecess
e aratey cost c oogrca associates’ ser}/rc W evet
one, two, oré) Si new Iorovr ers will r ||y I an
net costs of S0 providers can be covered by the” fun rng

requested for psychologrsts

39 ||censed clinical sqcial Workers will e}nro}ll as Brovrders in the first
Year he actua number i to be \ ecause many
censed clinical focra wor erf 0 not gractrce ull time, we have
assumed 39 "full-time equivalents"” to simplify calculations.)

Approximately 19 of these new providers are currently providin
é’d ﬁes Indir ]]g super rse Pf d(; @{1 Htrou n’%physrcqan or
Bs chiatrist. b ut one- hese are Me car at’a rate
OA) lower than the rate charged HBS yC ratrrsts a ments to_the
0 now brIIrnér at the higher rate wifl be reduced ?X 8 %20%
re uctron current averaqe psyc ratrrs$ edrcar brlr per
yeas, X eqfed clinical social workers = (car
savrnPs or a tull year). We assume no coverage o Ircense Inical
social’workers through EPSDT.

We have assumed that brllrnq from physicians and psu hiatrists, who
supervdse the lic nsed crnrca social womers no ﬁ)rov g services
to "Medicaid eligioles will not decrease It licensed clinical social
workers were o enroll directly.

/\tlm)roxrmately 20 Ircensed clinical soc (al warkers in ﬁ)rrvate practice
0 are pot currently servrno Medical recrﬁrents Will enroII We
assume tha t these new providers will see avera e of 21 patients
Ber week. Indust sources rndrcate thatt ey wil rI on a erage

ours ger week. We assumet at they char %ﬁ er hourfor
private seSsions, and that they will work 46 weeks per year.
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We assu e trat I*censed chmca\ sqcial workers will n td| fer Hom
of ical pro eslﬂonals enro Ie as Medlcam rovide s in t
Me |ca| g tients will, on average, not excee 15% o their tota
atient Cost ort e new Ticensed clinical soua worke]r
ervices will be 2 ?urs ﬁ)er week X 46 weeks X $85 per hour X
15% X 20 ||censed clinical social workers = $258, 00

%8?”2'%9(1-” b COSE)S ég)ossy Czhooeoqf'St@z%%dll'CE”Sego%'ﬂfﬁgh ol s
S5 %0 %2 NeLLosts £ §538.200 g

563300 510 or a full year. The tim Er uired for da
gstem changes, r%ul ata[on o}regulanoq S, ggrowger enrollffl nt

activities n cessw t a s artmg ate no_eay e than January 1, 1992
FV92 bene its will therefore be 50% of a full year:

134.5 SGFM

134.6 FED

269.1 Total

enefits costs for FY93 ttPrough Y97 are gom uted Jrom the[ FY91

ase es |mgtes adjusted for a full year, and increase anHua K

? % for price Increases, 7.0% for increases in the number
e||g|be recipients, and 11.8% for utilization increases).

%Ia|ms processin costs are blled d;$6 23 LHer claim. For FY93
rou hEY9T. F ZcoF use for af %ar aje mcreased by

8% annually (7.0% for inc eases In the nu er of eligible
reC|p|ents and 11.8% for utilization increases).
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Date Referred: April 2 191 FURTHER REFERRALS: Finance
Date of Committee Action: _

The HEALTH, EDUCATION AND SOCIAL SERVICES Committee considered: HB 248
HOUSE BILL NO. 248 MEDICAID PAYMENT FOR PSYCHOLOGISTS/OTHERS

"An Act requiring the medical assistance program to cover psychologists’ services and clinical social workers’
services; and reordering the priorities granted to services covered under the medical assistance program.”

RECOMMENDATIONS: A N AT] the same title
be replaced with Q3 HB 3.48 C Y 1 ] anew title
[ ] have attached amendments(s)

[ ] do pass

[ ]do not pass
[ ] no recommendations
[>3 individual recommendations

[ ] additional referral to the Committee
ADOPTS: letter of Intent
ATTACHES NEW FISCAL NOTE(S):  pepy APPROVES PREVIOUS: (DeplDale)

EX] fiscal impact ipstpit A A v vim hi [ ] fiscal note(s)
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CS FOR HOUSE BILL NO. 248 (HES)
IN THE LEGISLATURE OF THE STATE OF ALASKA
SEVENTEENTH LEGISLATURE - FIRST SESSION

BY THE HOUSE HEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

Offered:
Referred:

Sponsor(s): REPRESENTATIVES LINCOLN, Gruenberg

A BILL
FOR AN ACT ENTITLED

WORK DRAFT

7-L.51026SD
Lauterbach
4124191

1 "An Act requiring the medical assistance program to cover psychologists’ services and

2 clinical social workers’ services; and reordering the priorities granted to services covered

3

under the medical assistance program.”

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

*5
6

7
8
9
10
1
12
13

=

* Section 1 AS 47.07.030(b) is amended to read:

(b) In addition to the mandatory services specified in () of this section, the department
may offer only the following optional services: case management and nutrition services for
pregnant women; personal care services in a recipient’s home; emergency hospital services;
long-term care noninstitutional services; medical supplies and equipment; clinic services; inpatient
psychiatric facility services for individuals age 65 or older and individuals under age 21
psychologists’ services: clinical social workers’ services; prescribed drugs; physical therapy;
occupational therapy; chiropractic services; treatment of speech, hearing, and language disorders;
adult dental services; prosthetic devices and eyeglasses; optometrists’ services; intermediate care
facility services, including intermediate care facility services for the mentally retarded; skilled

-
New Texr. Underlined (DELETED TEXT BRACKETED!1

CSHB 248(HES)



WORK DRAFT WORK DRAFT WORK DRAFT

nursing facility services for individuals under age 21; and reasonable transportation to and from
the point of medical care.
« Sec. 2 AS 4707035 is amended to read:

Sec. 47.07.035. PRIORITY OF MEDICAL ASSISTANCE. If the department finds that
the cost of medical assistance for all persons eligible under this chapter will exceed the amount
allocated in the state budget for that assistance for the fiscal year, the department shall eliminate
coverage for optional medical services and optionally eligible groups of individuals in the
following order:

(D) chiropractic services;

(9 adult dental services;

(3 emergency hospital services;

@ treatment of speech, hearing, and language disorders;

(® optometrists’ services and eyeglasses;

) occupational therapy;

(/) prosthetic devices;

(@ medical supplies and equipment;

@ clinical social workers’ services;

(10) psychologists’ services;

(12) clinic services;

(12) [(10)] physical therapy;

(13) [(1D)] personal care services in a recipient’s home;

(14 [(12)] prescribed drugs;

(15 [(23)] long-term care noninstitutional services;

(16) [(14)] inpatient psychiatric facility services;

(1) [(15)] intermediate care facility services for the mentally retarded:;

(18) [(16)] intermediate care facility services;

02) [(17) REPEALED

(18)] individuals under age 21 who are not eligible for benefits under the federal
aid to families with dependent children program because they are not deprived of one or more
of their natural or adoptive parents;

() [(29)] skilled nursing facility services for persons under age 21,

FEEREBowowwo o~ we~ -
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(2D [(20)V aged, blind, and disabled individuals who, because they do not meet
the income requirements, do not receive supplemental security income under Title XVI
of the Social Security Act, but who are eligible, or would be eligible if they were not in
a skilled nursing facility or intermediate care facility, to receive an optional state
supplementary payment;

(Q)[(2D)] individuals in a hospital, skilled nursing facility, or intermediate care
facility whose income while in the facility does not exceed 300 percent of the supplemental
security income benefit rate under Tide XVI of the Social Security Act, but who, because of
income, are not eligible for the optional state supplementary payment;

(D)[(2)] individuals under age 21 under supervision of the department, for
whom maintenance is being paid in whole or in part from public money and who are in foster
homes or private child-care institutions.

*Sec. 3. AS 47.07.900 is amended by adding new paragraphs to read:

(12) "clinical social workers’ services” means clinical social work services
provided by a person licensed as a clinical social worker under AS 08.95;

(12) "psychologists’ services" means services within the practice of psychology

17 provided by a person licensed as a psychologist or psychological associate under AS 08.86.
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Fo}/ Other CSP €,
Support for the contention that psy-
chotherapy leads to lower costs for
other medical services was bolstered
recently with the completion of a ma-
jor study at the University of Colora-
do Health Sciences Center.

Researchers Emily Mumford, Her-
bert J. Schlesinger, Gene V. CGlass,
Cathleen Patrick @l Ph.D.”), and
Timothy Cuerdon analyzed 58 cost-
offsst studies completed since 1978
and the 1974-78 claims files of the
Blue Cross and Blue Shield Federal
Employees Program (FEP), which
contains insurance information on 6.7
million persons. They found that out-
patient mental health treatment (in-
cluding psychotherapy and less mten-
sive interventions) led to significant
reductions in utilization of medical
services, particularly inpatient serv-
ices.

Their analyses also indicated a larg-
er cost-offset effect among older peo-
ple who had received mental health
treatment than among young or mid-
dle-aged psychotherapy patients.
Their findings will be publighed in the
?ﬁObﬁﬁ iﬁ of the ATENIGAN JOUr—

The two sets of data the researchers
analyzed produced similar results.

Data from the 58 cost-offset studies
indicated that in 85 percent of the
studies there was a decrease In medi-
cal care utilization after psychothera-
py- The researchers analyzed only the
77? studies that could not be biased by
self-selection as iIn the naturalistic,
time-scries ones that compared the
individual’s medical care use before

Redgces Costs

Stuay Shows

and after psychotherapy. They found
that after mental health treatment, In-
patient hospitalizations were approxi-
mately 1.5 days shorter than those of
the control group®s average of 8.7
days.

Most of the experimental (treat-
ment) group received only modest
psychotherapeutic intervention, while
the control group received just a stan-
dard medical regimen.

In five of the controlled experimen-
@l studies, Mumford and her col-
leagues were able to analyze data on
both inpatient and outpatient medical
utilization. The average change after
psychotherapy was -73.4 percent for
inpatient and -22.6 percent for outpa-
tient care.

HEeRe

The researchers also compared the
FEP data with inflation rates for the
five-year study period. They found
that while™medical charges for all
groups increased during this period,
the total care charges for the psycho-
therapy treatment group— allofwhom
had at least seven outpatient and no
inpatient visits- increased more slow-
ly than the average inflation rate of
13.6 percent. Similar charges for the
comparison group increased faster
than did the inflation rate.

After the initdal year, the psycho-
therapy group had significantly lower

Psychiatric News /September 21,1984

At/sc.

inpatient medical care costs in each of
the other tour years analyzed. In each
year the treatment group oulspcnl the
comparison group for outpatient care,
and the differences remained constant
throughout the period. The cost re-
ductions were thus attributable pri-
marily to lower inpatient costs.

Ae

Age turned out to be a significant
factor in the degree of cost-offset fol-
lowing mental health treatment.

Twenty-three of the 58 studies re-
ported the mean age of the subjects,
including 15 studies of inpatients, four
of outpatients, and four of alcoholic
outpatients. In all three settings older
people had greater reductions inmedi-
cal care use after mental health treat-
ment.

Comparable results were evident
when they analyzed the FEP data for
age differences. Patients 55 years of
age or older showed the greatest de-
crease in hospital charges after psy-
chotherapeutic intervention. Their av-
erage inpatient medical charges in
1974, the first year of the study peri-
od, were more than S160 higher than
those of the comparison group. By
1978 the treatment group was spend-
ing $70 less than the comparison
group. Differences in outpatient ex-
penses were not significant.

Using research showing that elderly
persons suffer more emotional dis-
tress than younger ones— due largely
t chronic illnesses, loss of friends,
loved ones, or income, and forced
relocation yet receive proportional-
ly less psychiatric care, Mumford and
colleagues suggest that "‘underutiliza-
tion of mental health services by the
elderly may result in needless suffer-
ing among the elderly and needless
cost to society."

Physicians spend less lime with
their older patients, the researcher:
point out, and thus offer litde cmo
tional support to the group that eouk
benefit most from a sympathetic car
Nonpsychiatric physicians arc oftci
unaware of how important it is to
them to boost the determination o
older patients to continue taking mcd
ication as prescribed and to follov
other medical advice.

The problem is compounded an
the cost of medical care increascc
they suggest, by the frequent reluc
tance of older patients to confide emi
tional problems to younger phys
cians, who may K tum neg>*. toas
about emotional and ps> flogic;
problems that may be affec:,.ig the
elderly patients.



Mental care
seen reducin
medical cost

The provision of ne,cessar}/, mental
treatment lor many medical patients can
lead lu a (lodine in subsequent medical
costs, according lo a study described in
the October'isSue of the American Jour-
nal of Psychiatry. . L

The savings are P_artlcularly significant
among_ the hospitalized and "the elderly,
according to the report.

The two-part study analyzed data -from
58 published and unpublished research
reports com arm? hospitalized patients’
medical costs before and after they re-
ceived mental health services. "Eighty-five
oercent of all these studies reported a de-
crease in medical utilization lollowinR
Bs%chotherapKl," wrote Emiiy Murnford s

hD, of the New York State Psychiatric
Institute. 1

She and her collea?ues concluded that
the "clearest cost-offset effect appears
largelyTn the reduction ol inpatient rather
than outpatient costs. ... Older patients
show larger cost-offset effects than
younger ones." _ _

Twenty-two of the 58 studies dealt with
medical-surgical ﬁamen_ts who received
emotional, psycnological, and educa-
tional support during hospitalization.
These studies generally found that these
patients recuperated faster than those who
did not receive such support, with an av-
era%e reduction in inpatient length of stay
ol 15 days.

AMERICAN MEDICAL NEWS

. ocToBeR 12. 198<

ANQTHER 26 studies comPared medi-
cal utilization before and-after psycho-
therapy. Twenty of the studies showed an
average decline of 33% in the use~of
medical services. Hve other studies com-
paring the~use ot inpatient and out?aUe_nt
costs after ?sychotherapy showed that iw
patient costs dropped more dramatically.

Dr. Mumlord pointed out that psycho-
logical support had a greater effect on
people older than 55. A study of elderly
patients hospitalized for leg fractures
showed that those who received psychi-
atric consultation left the hospital an av-
erage of 12 days earlier than those who
did not, and "twice as mang of the pa-
tients who had been provided [with] con-
sultation returned home rather thanbeing
discharged to a nursm? home or other in-
stitution," the report slated.

The second part of the study was based
oh a review of data from thefiles of the
Blue Cross/Blue Shield Federal Employes
Plan, which covers 6.7 million people.

Dr. Mumford and her associates, com-
paring claims from individuals who had
received Psychotherapy with those who
had not, found that medical charges for
all patients increased during the study. The
authors reported, however, that "follow-
ing mental health treatment, the medicaf
care charges ot the treatment group in-
creased more slowly than the average in-
flation rate of 13.6% per year.... Incon-
trast, the charges of the cqua_rlson ?roup
increased (aster than the inllation rae.
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MENTAL HEALTH BENEFITS: NEED AND COST EFFECTIVENESS

NEED

¥$ - NIMH estimates that 23 million American adults have a serious

m mental disorder other than substance abuse. These mental illnesses cost
society an estimated jl13-bill ion annually, about half of which is

my attributable to lost productivity in the workplace (NIMH, 1989).

- NIMH further estimates that in any one-month period almostJL-
million people experience depresslon.,at an estimated annual cost of $16.
N billion. $10 billion of which isjattributable to absenteeism from the work-
m place (NIMH, 1989).

qu - A recent Gallup survey reveals that stress causes American worker

"™ to miss an average of 16 days on the job each year, and nearly three-fourth

J of the corporate medical directors and human resources managers surveyed

"l called it "very pervasive¥ or “fairly pervasive.”™ The managers reported

A that 131 of their employees suffer from symptoms cf depression, including
difficulty in concentrating (361), sleep problems (351), loss of energy
(271), and loss of interest in work (181) . (American Medical News, Nov. 10

A 1989)

- Researchers at the Rand Corporation concluded that mental illness
including depression, can be as functionally disabling as a serious heart
condition and more disabling than other chronic physical illnesses such as
lung or gastrointestinal problems, angina, hypertension, and even diabetes
(Journal of American Medical Association, 1989).

- Investigations have found that 601 of all health caca”visits are
by people with no physical problem. This figure rises to 801-901 when
stress-related illnesses (e.g., peptic ulcer, ulcerative colitis, . .. . 1
hypertension, etc.) are also included (Cummings & VandenBos, 1981).

MSI-QEESELANP-COST.EFFECTIVENESS

" The cost of including mental health benefits in health insurance plans
Imust be evaluated iIn light of the substantial savings that accrue from
making qualified mental health services available. A growing body of
(empirical research demonstrates that even brief, limited mental health
intervention can substantially reduce the utilization and cost of more
expensive medical care: > -

’ : - Fooe | wed

- Numerous studies show a decrease from 5 to 80 percent in medical
(service use fT-_llowing mental health treatment. Of 22 studies examining the
impact of alcohol and mental health treatments, 21 presented medical
utilization decreases, with average reductions of 461 after alcohol
treatment and 26* after treatment for mental illness (Jones & Vischi, 1979)

-over-



- An examination of the medical care records of 400 patients for a
five-year period show that patients receiving ambulatory mental health care
J have Ilower utilization of medical services than patients not receiving
1 mental health treatment. By the second post-treatment year, the untreated
group used 1.53 as much non-psychiatric medical care as the treated group,
and averaged more than $94 per year iIn increased non-psychiatric medical
costs compared to the treated group (Borus, et al., 1985)

-— A comprehensive analysis of a collection of 58 controlled studies
and claims files for the Blue Cross/Blue Shield Federal Employees Plan from
1974 to 1978 concluded that, following mental health treatment, the average
8.7-day inpatient hospitalization was reduced by 1.5 days (Mumford, et al.,
1984).

.f' Other Blue Cross and Blue Shield data show that following
outpatient mental health care, the monthly cost per patient for medical
services dropped from $16.47 to $7.06. Inpatient and outpatient medical
visits decreased by more than 544 (Blue Cross of Western Pennsylvania,

* 1976).

- A comparison was made of three groups of persons, all diagnosed as
having one of four chronic illnesses, covered by the Blue Cross/Blue Shield
Federal Employees Program from 1974 to 1978. One group received 7 to 20
mental health visits within three years, the second was seen for more than
21 visits and the third group had no mental health treatment. By the third
year, the 7 to 20-visit group had annual medical charges $309 lower, and

| those with more than 21 visits had medical expenses $284 lower than the no-
I mental-health-treatment group (Schlesinger, et al., 1983).

e— " Corporations are increasingly finding that employee assistance
programs that include psychological care can decrease employee medical
costs. For example, General Motors had 11,813 referrals to its EAP in 1986.
During the same period, sickness payments were reduced by 404 (The New York

:;Times, 8/30/87). .. — T T"HT L. mWr
. AN
V 7 e- Studies of subscribers to the Kaiser-Permanente health insurance

plan show that medical bills of heavy users of health services decreases |,
“ anywhere from 374 to 754 after short-term psychotherapy. (The New York "”\/
VnTimes, 8/30/8/1. AL >
. "\ e
- Mental health services combined with treatment for physical <V e
" disorders results in decreased hospital costs at least equal to the cost of
the mental health services. A recent study of several chronic diseases .
showed that the use of mental health services "improves the quality and
appropriateness of care and also lowers costs of providing it" (Schlesinger,
et al., 1983). --V...

7 e Demand for mental health services would not rise dramatically with
needed, responsible increases in insurance coverage. A recent study showed

(only_21ipf those with generous mental health coverage sought treatment.

- V[WelTIT’t al., 1982)



Trainingand Expertise
AsHealth Care Providers

1No other mental health ‘orofessmn requires as high adegree ofeducation and training in
mental health as psychology7 Accredited doctoral programs in clinval psycholo%,
Inclu ding practicums and Internships at clinics and hospitals, take an averagze 0f51/2
years to complete. Over two-thirds of these clinical internships are in hospital settings.

[JAIl S0 states and the District of Columbia have enacted lav/s requlating the practice of
psychology. Licensure is required for independent practice. Most state laws require, as
aminimum, a doctoral degree from an accredited institution and at least two years
of supervised experience Dy a senior psychologist. To further ensure quality, an ethical
code has heen adopted as part ofall state licensing laws.

[JAccredited clinical psychology Programs emphasize abasic core thatincludes biological,
cognitive, emotional, and social bases for human behavior, diagnostic evaluation and
assessment, res_ear_ch, as well as intervention and treatment techniques. Among these
techniques are individual, child, family and group therapies.

[1Since the mid-1980s, psychologists have provided more outpatient psychotherapy and
psychological diagnostic evaluations than any other doctorallfy—tramed mental health
professional. In fact, psychology has been in the forefront ofthe leading psychological
and b|oI0?|caI research on the mind/body interface, including the diagnosis and treat-
r_r|1|ent of stress disorders, neurological impairments, brain disease and psychosomatic
ilIness.

CIDiagnostic tests Perform.ed by psychologists and neuropsycholo?ists are state-of-the-art
tools. Increasing ty physicians and other health care professionals turn to psychologists
for their diagnostic capabilities.

[increasing numbers of psychologists are providing education and training in diagnosis
and treatment for residents, interns and students in the field ofinternal medicine, family
practice, neurology, obstetrics, oncology, pediatrics, physical medicine and rehabilita-
tion, as well as trainees in other fields.



In TheHealth Care System

O There are approximately 50,000 doctorally-trained psychologists
licensed to independently diagnose and treat mental and nervous
disorders.

O Forty-one states have enacted freedom of choice laws requiring that
iInsurance companies reimburse psychologists for their services if
those services are covered by the insurance contract and are within
the scope of psychologists’ licenses.

O The recognition of psychologists as independent providers increases
competition to reduce and control costs. Costs for both psycholo-
gists and psychiatrists are significantly lower in all states that have
freedom of choice.

O Psychologists are currently recognized in federal programs
including the Civilian Health and Medical Program of the
Uniformed Services (CHAMPUS), the Veterans Administration, the
Federal Employees Health Benefit Plan (FEHBP), HMOs, commu-
nity mental health centers, comprehensive outpatient rehabilitation
facilities (CORFS), and the Medicaid plans in over half of the states.
In addition, psychologists are now recognized as independent
providers in rendering services to Medicare/HMO enrollees, and to
Medicare patients in community mental health centers and in rural
health clinics.



Spendrng to Cut Mental-Health Costs

Employer Finds
%gualrty Care
he Best Buy

By Ron Winslow
Staff Rrportrr 0/Th® WallSt s r tJouiwai,
When It comes to surgery for em-
ees, companies can save millions of
ars with a few pomted uestions: I
alternative avarIabIe an It be an
atrent groce dure? Can a hosprta stay

bes ortened by a day or two?

But when ag Ired t0 gsychratrrc care or
treatment for drug and alcohol abuse, such
narrow cost-cutting efforts can costa com-
Ea y millions of d%llars InFtead em-

doIY

ers can shrink their bill tor mental-
edlth care by talcing the long view, even
If that means spending more ‘I the'early
stages of treatment.
bafs the conclusion of a four-year
study of mental-health treatment at
McDonnell Douglas Corp. Bar assessing in-
dividual cases carefully and emphasizing',
quality care from the outset, the St Louis-
aerospace and defense company expects o
save more than 15 million over t e next
three years-Just for people who began
care last year.

Prime ardet

Treatmen for such aftlrctrons as de-
pression, marital or Job-related stress and
drug and alcohol abuse can account for up
to 207« of employer health casts, Last year
alone, according to_ benefits consuftant
Foster Higgins,” such_ expenses Jumped
21%, makrngthem agrrme target for cost-
cutters. Meanwhile, a new study at West-
Inghouse Electric Corp. suggests that de-
ression Is much more prévalent among
hite-collar workers than previous studie
Indrcated with worrisome Tmplications for
productivity.

"Many companies are wrestling" with
mental-fiealth care, says Veronica Vac-
caro, manager of mental-health promotion
for the Washington, D.C., Business Group
on Health, "It's a very squishy area. Bene-
fits managers_don't know mtch about It.
There's véry little agreement on how long
treatments should last."

Shrinking the Costs of Mental Iliness

Employee Aiautance Program (EAP) vs.

Excms Famiy M ade* CU m ,
Em ploy— with Psychiatric CondHlon*
ladolltn

3,000

2,000

mEAP
Alternative Treatment Q Non-EAP|

Ear—a Taonlnatksi Rata, Employ—
w ttti Dru* or AleoAot Dapandancy*
CunmLitrra in ptnsntag*

CO*

Do
30%

20% corie— T
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Without a consensus, specialists say,

Patrent maﬁl receive, sa[y 2 days of are

athic hospital ‘ecase that'
what an msurance oolrcy covers Instead of
what a diagnosis ca Is for Wrthsuch hospr-
tall costs runnmgh }/
ployers want to shorten hosprtal stays or
move cases tq outpatient care.

"The prevarlrn?hwrnds these days are to
cut Smental healthi benefits," says Dr.
John . Mahoney mana% gdrrectoratAI
exander si AIexander 0 suItrn Groy
who conducted the McDonnell Dou Ias

study. "But we found the comp an){ gets the
bestmileage by Provrdm the best possible
service onthe ron en

Different Resu s

The study compared employees who
sought mental-health care on their own
with those whq chose to use the companys
em loyee assistance ep %ram or E

t% coverage was essentiall the same
In eifher case, the study found the E
which screens trouble patrents confrden
tially and refers then\ for appropriate
trea ment much more cost-effecave,

Th estun%/ designed to adjust for differ-
ences In emplo ees see rnP the two kinds
of care. Is base on medical claims and ab-
sentee records for more than 20000 of
McDonnell Douglas's 15000employess. It

Is gartrcula rd/ unusual In its comparison of
Ion% term effecdveness of different ap-
proac sto treating mental [llness.
Already, EAPs are used by 70%of For
tyne S(Dcomoames accordinig to the Em-
pIo ge Assistance Prog%ram Association,
about one-third of U.S. employees
have access to the programs. Marketers of
APs are likely to use the study as evi-
dence that they are effective,” but re-
searchers cautron that the Programs vary
wid e% In design and quality
“This program_saved money because It
was run Ina Certain fashion, not because it
was an out-of-the-hox EAPBro ram," says
Dr. Mahoney. Adds Ms. Vaccaro: "Com a
nies are beginning to use their EAPs as
cost-managément programs, but for that to
be effective, Ithas tobe a comprehensive
approach.”

i, At McDonnell Douglas, In-house su er
visors oversee the program while
staff members from outSide the comp an%/
actually meet on a confidential basis wit
employees-or ~ their  dependenis-and
"make_an Initial assessment of the patient.
.says Daniel C, Smith, director of employee
iassistance and human resource risk man-
(agement services.

“Our approach Is to provide whatevar
level of treatment is warranted by that as-
sessment Mr. Smith says, a er than.,
0cus on ‘short-term cost=contalnment ob-
Jectives.” But the company selects only
providers with established track records of
cost] effective carg And it closely monitors

-gach case, both qurin %treatment and for
(Ptootrwo years after the employee returns
W

i A crucial component of the company's

Nﬁ Js Insrstrn that the whole fam,Z
Included In tr atment That result
hr?her first-year COSts In many cases.
T'seems to e a very Imp ortantasEec
Iond ~term recovery and [ong-term
cost management" Mr. Smith says.

Family Impact

Indeed, the study offers dramatic t
dence of the broad Impact of psychiat
g roblems or sub stanc abyse: Families
mployees, treated (or_chemical dep
dency outside of the EAP consumed an.
erage of 5400 more In medical servu
over four¥ears than families with no nmp
tal-health reatmentForﬁ)sychratrrotre
ment the excess medical Costs avera
JIl.ooo. Under the EAP. these added
[ly costs were reduced by more

Among the study's other highlights:

-QOver four years, e Iog/edes who us
the EAP for ¢ emrrt; dependency tre;
ment missed +4% fewer work as
81% lower attrition and filed $7.300 less
health care claims than those who dldt
use t . Savrngs Were somewn
smaI er Inall categories for psydilatr

-Forty Eercent of employees treatt
outside the EAP lor drug or alcohol abut
[eft the compan}r wrthrn four years, con
ared with Just 7.5% of those who used th
AP. The study didn' tfactor in costs ofn

pplacing an experienced employe

during attrrtr n Is a cor ora goal t»
cause of a decline In the availaBility ¢
qualified new workers. Mr. Smith say:
Retaining valued employees has a ol
new significance today."

-Employees who sought mental-healt
care throug their health mamtenance ot
trlan liation$ were four to five times mor

IKely to quit or be fired within_four vear,
than"those who used the EAP, That ' star
tling difference In outcomes," Mr. Smith,
says, Indicates that ' somethrn Is wron?
ad dramatically wrong,” with the quality
of mental-health’and substance-abuse care
that prepaid health plans provide.

McDonnell Douglas sa){< s It doesn't plar
to req/urre empl ees seeking care to ust
the EAP, but It hopes the program's effec
tiveness will att act peo Ie The com-
pany’s estimated %1 million In saving;
over the nei' three P/ears Is based on 1
clients who oegan reatment through the

P In 1988 comparing- their costs with
what they would pay had they gone outsrde
the EAP. Of The to al, the rep ort sar‘
million will come_from, red uce employee
medical claims, $23million from r duced
dependent medical claims, and  S800.000
from reduceﬂ %senteersm Savings  (or

employees who egan treatment In other
years woud be cumulative.

m
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COST-SAVINGS AS A RESULT OF PSYCHOTHERAPY

A number of studies have discussed the -fact that overall
medical <costs are dramatically reduced one year after a patient has
been iIn psychotherapy. The following are a few of those studies.
Specific references will be provided upon request:

1. Nicholas Cummings, Ph.D., with Kaiser-Permanente mental
health pr-ograms stated 1iIn the October 15, 1982 Psychiatric Ne<
that " .. _Dispite two decades of research... showing that brief

psychotherapy dramatically reduces utilization of other medical
resources, policym.akers continue to ighore these findings when
~"designing health care systems...." He found in his study that
resolving financial problems of HMD®"s was done "...by relying c
brief psychotherapy to reduce the high 1incidence of unnecessary
medical care..._medical utilizati o/ declined sign ificanll> anc
stayed ‘down for the >ﬁﬁvelyears stud 1ed ...[ and] ... amoun®g pat-ient
who completed bri.ef psychotherapy, medical utilization dropped
75 percent." This was seen as important when, as he indicated,
"...60 percent of all patient care could not be attributed to
"organic 1illness but was”™Mue, instead, to psychological
problems." Patients many times reported not 1liking their
therapists, and that therapy did not help them, but they did
dramatically change their overall medical overutilization and n

longer had symptoms. There have been over 28 replications of
these studies. "

2. In 1977 S"ten and Young 1in completing a Masters degree
(M_.S.W_.)” thesis at Portland State. University found that clinic;
Social work psychotherapy of patients at Kaiser Permanen te in
Portland, helped to significantly reduce patient
over-utilization of other medical services. There was a |
"_...47. 17 decrease in physician office visits; a 48.67. decreas>
in the number of physicians seen for office visits; a 31.27
decrease in telephone contacts; a 43.67 decrease 1in the number
e(of prescr iptions written; a 45.37 decrease 1iIn emergency room

|
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visi ;a 66-7/ decrease in frequency of hospitalizations and a
-f/. decrease in the average length of stay in the

hospital .. .intervention appeared to be positively assocated with

an over-all change rate of some 53 percent "

3. Jones and Vi schi (1?7??7), in reviewing twenty-five (25)
research projects, showed that after an individual was in
psychothera reductions 1in medical/surgical expenditures
averaged Eﬁayin one study to in out-patint medical visits
and 68X in 1iIn-patient care.

*
4. A Kaiser-Permanente study of 152 patients showed that over
five year period there was a reduction 1iIn out-patient visits of
and for in-patients. The most important aspect of this

study 1is that the matched non-treatment controls, also a
psychologicall distressed group, showed no change in their
health care utilization over the same five year period.

5. A West German study utilizing a five year Tfollow-up period
after mental health treatment Tfourilt* an reduction 1in
in-pat ient utilizatji Q1. ’

6- Other studies 1indicated that waiting list, non-treated,
groups demonstrated the highest Ilevels of medical care
over-utilization, with even 1increases seen 1iIn their request for
more doctors appointments and hospitalizations. Other findings
revealed that even one psychotherapy session was effective in
reducing medical care utilization. However, greater reductions
in medical utilization rates were noted with 1increasing
frequency of psychotherpy contacts. Weekly therapy sessions,
particularly on a short-term basis of _12 sessions, lead to"the
greatest psych6therapeu tic benef its. "

7. Research conducted by Blue Cross/Blue Shield, reported in
the New York Times and by the Psychotherapy 1iIn Private
Practice Journal , with joint sponsorship by the National
tfnst i tu tes of Men tal Health, found that " .. _psychotherapy can

Cost Savings Studies - Page 2



significantly reduce hospital <costs for physical ailments among
people, with heart disease—- 1ischemic and hypertensive, air-flow
limitations disease and diabetes.™ the findings indicated
"_...that people who had at least 7 visits of out-patient
psychotherapy after the diagnosis of one of these 4 diseases
incurred costs for medical services that were - lower than the
costs for those who did not have psychotherapy....They found
,that psychotherapy was most effective when it 1involved moderate
amounts of out-patient visits ranging from 7 to 20."

>8. A University of Colorado study reported 1in the September 21,
1984 Psych 1atr ic News reviewed claims for Blue Cross/Blue
Shield patients. "The Ffindings 1iIndicated that psychotherapy
significantly reduced med ical ..services, and part icularly

inpatient services. "_...after mental health treatment,
inpatient hospitalizations were approximate ly 1.5 days shorter
than those of the control group/s average of S.7 days The
average change after psychotherapy was -73.4 percent for
inpatient and -22.6 percent for outpatient care After the

initial year, the psychotherapy group had significantly lower
inpatient medical care costs 1iIn each of t.he other four years
analyzed.’

9. EmiMy Mumford, iPhi.D." in the October, 1984 issue of the =
American Journal .of Psyhiatry presented her Tfindings of
reviewing over 58 research projects on pschotherapy. The
results demonstrated that patient costs dropped dramatically

“ after involvement 1in psTohotherapy. Again there were
significant reductions 1in in-patient stays.for medical problems
for those patients who received psychotherapy. “_..following

mental health treatment, the medical care charges of the
treatment group 1increased more slowly than the average inflation
rate of 13 - per year....In contrast, the charges of the
comparison dgroup 1increased faster than the 1inflation rate."

10. <A study reported 1in Psychotherapy Finances in 1983
reported in findings by the U. S. S*eel Company that there was
a savings of $5.00 for every $1.00 spent on mental health

serv ices. Polaroid and several other Jlarge companies have:
reported similar results at the same time.

Cost Savings Studies - Page 3



11. Federal Employees health insurance programs, which, have
generous mental health benefits, showed that only 5 - YL of
total heal.th care costs are for emotional disorders.

the

*

12. Studies at the local HMD, SelectCare, in studying 31 Ph.D.
and M.S.W. providers, in computer analysis of records
demonstrated that the average number of visits over a 3 year
period was only 5.4 visits for all providers. A year later it
was 4.3 visits. The analysis also indicated that mental health
benefits are a very small part of their benefit package, i.e.
7/10th of IX of their entire budget.

1

13. In 1977 there were 11S,767 patient contacts with 45
physicians at The Eugene Hospital and Clinic. Of these
out-patients only 2,900, or 2.44X were diagnosed as having
mental or emotiona.l disorders by the physicians.

» }

14. The Group health Association of Washington, D.C., showed a

reduction in usage of general med/c'al care by as much as 30.7X
and a 2?9.8X drop ini Uab and X-ray use the year after *
psychotherapy services were received.

15, Kaiser Plan of California saved 250.00/yr, in the following
year, for each patient who received psychotherapy services.

20. BKie Cross of Western Pennsylvania noted a SOX decline in
monthly costs per patient in the wuse of medical-surgical
procedures/services for those patients who had received
psychotherapy services.

21. Studies of coverage of clinical social work psychotherpy
services in private health ‘insurance programs in new York State
$>nly costs $0.00 - $0.15 per month/premium (NASW in Washington

Cost Savings Studies - Page 4



D.C. stud/).

22. A 1972 study in West Germany of Insurance coverage for
1,004 patients, also in a five year follow-up study, who had
averaged 100 hours of psychotherapy found that 81/ felt strongly

they were helped by treatment. Further, their hospital rage
usage was reduced to 0.78 hospital days/year. Pre-tr eatrrient
usage averaged 5.3 days/year, with the general population
average being 2.5 days/year. This included hospitalization for

any illness.

23. Otto Jones, M.S.W., a clinical social worker, developed a
mental health program for employees at Kennecott Copper in Utah
Before the program employees averaged 5.3 working days/month
absence, weekly indemnity costs averaged $70.67/person/month,
and hospital/medical/surgical costs averaged
$109.04/person/month. One year after psychotherapy significant
reductions were noted: Absenteeism decreased to a 2.93 average
working days/month, weekly indemnity costs averaged
25.33/person/month, and hospital/med/surg. costs averaged

'$56.91/person/month. THIS 1S A 49.5/ REDUCTION IN ABSENTEEISM.
A 64.27. REDUCTION IN WEEKLY INDEMNITY. AND A 48.9/ REDUCTION *IM
HOSP.-MED.-SURGERY COSTS!! Those- 'employees not invoved in
psychotherapy tended. ,to get worse and showed increases of: . 2.9/.
increase 'in absenteeism, a 28.5/ increase in weekly indemnity
costs, and a 7.7/ ‘increase in hospital, medical and surgical
costs.

24. A'"1980 Iletter from Blue Cross of California indicated that
psychotherapy coverage for clinical social workers is "...a
small part of their total health care package...Cand]... have
little impact on the total rates for health coverage."

25. A 1979 study reported in Psyc-h iatr ic News states that
"...mental health claims are not a substantial portion of total

claims dollars.™ Again the findings were that only between 5°to
7/ of the claims dollars were paid out for mental heath care of
all types including inpatient services. In general "...costs of

mental health care...have lagged behind the increases in other
tyealth services,"
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26. A 1984 NIMH study < AMA News, November 9, 1984 ); which s
the largest and most comprehensive survey to date of mental
disorders indicates that 20/ of al 1l adult Americans suffers frorr

at least one mental disorder. Such disorders were equally
divided between males and females. However, only 1/5th of those
so identified ever saw a mental health professional for
treatment. The rest were seen by their family physician ortly

and never referred for servces.

27. A 1980 article in American Medical News <T0/10/34) statec
that "...A prepaid mental health care program... appears able to
cut healh expences...." As a result of this intervention and
cost-savings, "...for the first time in three years. Stationers
Corp. did not have an increase in its health ‘insurance
premiurns.”

'23. MeDonne 11 Douglas <and several other companies like Xeros,
Hallmark Cards, Pitney Bowes, and IBM) in providing in-house
mental health services for employe-es "calculates that it saved
$4 mi 1lllion over 10 |y,e,ars'...and other companies also report
lowered costs forjmedical and disability insurance,. fewer
accidents and reduced absenteeism...."

29. A 1980 article in the American Journal of Psychiatry
indicates that only 7.3/ of insured patients had servi.ces for
mental health disorders. Of these, over half the claims for
such services were submitted by general physicians and not
mental health professionals.

30. A 1931 study reported in Amer-ican Medical News (9/4/81)
found that treatment for alcoholism resulted in a savings of
$1.5 million, with "alcoholism rehabilitation programs Chav;ing]
an 35/ success rate." A Stress management and health back
programs also saved further money. "...the $2.7 million"'
estimated savings are "conservative figures..."™ for New York'

~Telephone employees.
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31. A 19S3 study in the Journal of Pain found- that-
utilization o-f EMG Biofeedback treatment in patients with
tchronic rheumatic back pain resulted in significant positive

changes. "...At the end of the treatment phase and at the 4
month followup the patients in the biofeedback group showed
significant improvements in the duration, intensity, and quali
of their back pain as well as their EMG levels, negative

self-statements, and utilization of the. health care system."
Non-treated, control groups, and traditionally medically treat
groups showed no improvements in their conditions at’all."

Page 7



tel 907-27&-Q7Q5 Mar 20.31 11:12 Mo.001 P.O

R

Advancing psychology as a science, a prolession, and as a means of promoting human welfare

MENTAL HEALTH BENEFITS: NEED AND COST EFFECTIVENESS

urn

0 28 mil Hon American adults have a serious mental disorder oth
abuse. These mental illnesses cost society an estimated $129.3
atbout| hallgg%g which is attributable to lost productivity in the
et al., .

0 In any one-month period almost 8 million people experience dePre_ssion at an
estimated annual cost of $16 billion, $10 billion of which is attributable to
absenteeism from the workplace (Regler et al., 1988; NIMH, D/ART Office, 1990).

0 Stress causes American workers to miss an average of 16 days on the job each year,
and nearly three-fourths of the corporate medical directors and human resources
managers surve¥ed call stress "very pervasive" or "fairly pervasive." Managers
surveyed reported that 13% of their employees suffer from symptoms of depreSsion.
Including difficulty in concentrating §36$), sleep problems F 5$), loss of ener
(27$), and loss of “interest in work (18%). " (American Medical News, Nov. 10, 1989).

0 Mental Illness, Includin deP_ression, can be as functionally disabling as a serious
heart condition and more disabling than other chronic physical Ilinesses such as lung
or gastrointestinal problems, angina, hypertension, and éven diabetes (Wells et

al.

er than substance
billion annually,
W

orkplace (Rlce

0 60$ of all health care visits are b){ people with no physical problem. This figure
rises to 808-90$ when stress-related 1linesses (e.g., peptic ulcer, ulcerative
colitis, hypertension, etc.) are also Included (Cummings & VandenBos, 1981).

EASL-QEFSET AND Q05T BFFECTIVENESS

The cost of including mental health benefits In health insurance plans must be
evaluated in light of the substantial savings that accrue from making qualified
mental health services available. A growing body of emF|r|caI research demonstrates
that mental health care can substant|all¥ reduce the utilization and cost of more
expensive medical care. This economic effect is known as "cost offset".

0. Three hundred veterans who received abbreviated mental health treatment following a
history of excessive medical health utilization were able to reduce outpatient
medical visits by 368. Control groups, who received no psychotherapy, actually
increased outpatient medical utilization. (Massad et al., 1990),

0 A comprehensive analysis of 58 controlled studies and claims files for the Blue
Cross/Blue Shield Federal Employees Plan from 1974 to 1978 concluded that, foIIowng
mental health treatment, the average 8.7-da8 inpatient hospitalization was reduced b %
1.5 days. The same study summarized over 60 investigations of psychotherapy effects
on medical utilization and_found that 85% demonstrated medical utilization decreases
following psychotherapy, The average decrease for mganent utilization was 73.48,
and for outpatient services 22.69. gZI\/Iumford et al., 1984).

1200 Seventeenth Street, N W.



0 400 i)atlen_ts who received ambulatory mental health care had lower utilization of
medical services than patients not receiving mental health treatment, over afive
year period. By the second post-treatment year, th® untreated group used 1.53 as
much medical care as the treated ?roup, and” averaged more than 394 per year in

increased medical costs compared fo those who received mental health tréatment.

(Borus at al., 1985).

0 Medicaid patients hospitalized for physical ailments and provided mental health
interventions realized average cumulative savings of $1,500 over a subsequent 2 1/2
Year |oer|od. The cost of the mental health intervention was entirely paid for (l.e.,
otally offset) by these savings. Patients hospitalized without physical ailments
who received mental health treatment realized savings, ranging from "$296 to $392
depending on severity of diagnosis. (Fiedler et al., 1989%

¢ 0 A three %ear study of over 10,000 Aetna beneficiaries showed that after initiation |
\ of mental health treatment, client medical costs dropped continuously over 36 months."
The health costs of one mental health treatment group fell from $242" the year Pnor
to treatment to $162 two years Post-treatment. ther subject groups demonstrated
similarly dramatic offset effects, leading the researchers to conclude that a
decrease in total health care costs can be expected following mental healt;
interventions even when the cost of the intervention is included. (Holder & Blose,

1987).

0 Research on 20,000 enrollees at the Columbia Medical Plan showed that untreated
mentally 111 persons increased their medical utilization by 611 during a one year
Pen_od. In contrast, the mentally 111 who received psychological treatment increased
heir medical expenditures bg only 111 during the same period. A mentally healthy
comparison group averaged a 91 increase. (Hankin, 1983).

#
0 Numerous studies show a decrease from 5 to 80 percent in medical service use
following mental health treatment. Of 22 studies examining t.he Impact of alcohol and
mental health treatments, 21 presentod medical utilization "decreases, with average
reductions of 461 after alcohol treatment and 261 after treatment for mental illness

(Jones & Vischi, 1979).

0 Other Blue Cross and Blue Shield data show that following outpatient mental health
care, the monthly cost per patient for medical services droRped from $16.47 to $7.06.
Inpatient and outpatient medical visits decreased by more than 541. (Blue Cross of
Western Pennsylvania, 1976

0 A comparison was made of three groups of persons, all diaqnosed as having one of
four chronic illnesses, covered by the Blue Cross/Blue Shield Federal Employees
Program from 1974 to 1978. One group received 7 to 20 mental health visits within
three years, the second was seen for more than 21 visits and the third group had no
mental health treatment. By the third year, the 7 to 20-visit ﬁroup had annual
medical charges $309 lower, and those with more than 21 visits had medical expenses
$284 lower than the no-mental-health-treatment group. (Schlesinger, et al., 1983),
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STATE OF ALASKA
DISTRIBUTION OF

iIICENSED CLINICAL SOCIAL WORKERS &

LICENSED PSYCHOLOGISTS

TOTALS
STATE OF ALASKA

110 Licensed Psychologists
162 Licensed Clinical Social Uorkers

OTHER STATES

30 Out-of-State Licensed Psychologists
A. 1 nl1.2..1 i-

Healy (8-1)

P e Licensed PsychologiBts
S * Licensed Clinical Social Worker:

Fort Uatnwrlght (!
Fairbanks (P-20, S-19)

jries (S-1)

Juneau/0Oouglas

gtersburg
P42

Ketchlkar”P

Information compiled from
State of Alaska
Department of Commerce and Economic Development
Division of Occupational Licensing
Directories of Licensees

Licensed Clinical Social Workers: January, 1991
Licensed Psychologists: October 1990
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Emerging Recognition

In recent years, there has been an increasing and over—
due recognition that social workers are fully qualified mental
health professionals. Social work encompasses the value
base, body of knowledge, supervised practice experience and
demonstrable skills that are the hal Imark of a profession.

Because of deeply ingrained cultural stereotypes based
on the profession®s early history, the public has been slow
to let go of its image of the social worker as a non—
professional volunteer for charitable causes or an agency
worker with a caseload of the poor and underprivileged.
Social workers today do provide valuable income support
services, but they are also found wherever people have any
kind or psychosocial problems; for example, in hospitals,
mental health clinics, schools, alcohol and drug dependency
fecilities and the workplace, and in private, independent
practice as well. Social work practice requires skilled prac—
titioners with knowledge of human behavior and develop—
ment, family interaction, community resources, relevant
legislation and more.

The profession of social work isnow officially recog—
nized in 50 statesand jurisdictions, which provide for legal
regulation of professional social workers. Twenty five of
these have also enacted vendorship (or consumer choice)
laws that provide for the reimbursement of clinical social
work services under insurance policies that cover their
beneficiaries for mental health services.



As early as 1972, social workers alone represented 44
percent of the professional staff (excluding nurses and non—
psychiatric physicians) in mental health fecilities in the
United States.INow providing the bulk of mental health ser—
vices in the United States, social workers are finally and
deservedly being recognized as fully qualified mental health
providers.

As aNew York Times article noted, A quiet revolu—
tion Is going on in psychotherapy. . . .Three major
groups offering psychotherapy are psychiatrists, psy—
chologists and social workers. . . . But the new shift is
most pronounced iIn the comparison between psychiatrists
and social workers. . . . Although social workers provide
the bulk of therapy in institutions, growing numbers are
treatingmore affluent, private clients, thus moving into the
traditional preserve of the elite psychiatrists and clinical
psychologists, as well."2

Social workers are also being recognized as expert
witnesses In an increasing number of court cases. The
American Bar Association®s standards identify clinical social
workers as qualified mental health professionals who should
be recognized as expert witnesses.3Justice Benjamin Altman
of theNew York County Supreme Court recentlywrote that
"even though they are not physicians, certified social
workers who demonstrate appropriate training and super—
vised clinical experience In the diagnostic assessment of men —
tal disorders may, within the scope of their license, make
diagnostic assessments of a person®s mental condition and
may qualify as experts in the diagnosis of mental health
disorders."4

Justice Stephen G. Crane of the New York Supreme
Court decided in 1985 that "a properly qualified certified
social worker may be appointed to act as “psychiatric
examiner®. . . . Clinical social workers, who provide the



majority of the psychotherapeutic services rendered in the
United States . . . are particularly suited to be of assistance
to the courts in resolving clinical-legal issues and in
facilitating the effective administration of. individualized
Justice in cases where issues relating to psychosocial dysfunc—
tion and mental disorders are involved."5

There have been many other decisionswhich recognize
social work as a legitimate member of the learned profes—
sions. In 1976, theMontgomery County (Maryland) Board
of Appeals, for instance, ruled that "an accredited social
worker who has earned a Master"s degree, practices ina field
licensed and regulated by state statute and isa bona fide
member of a professional group having powers to adopt a
code of ethics and to discipline members for unethical con—
duct meets all the standards established by the County
Attorney®s Opinions, and therefore should be considered a
member of a "recognized profession®."6



Research on, the Cost-Effectiveness of
Clinical Social Work

In the competition for market share among mental
health professionals, cost efficiency of services takes on
decisive importance. The Civilian Health and Medical Pro—
gram of the Uniformed Services (CHAMPUS), which pro—
vides medical care for military dependents, military retirees
and members of the Commissioned Corps of theU.S. Public
Health Service, conducted a study on the cost-effectiveness
of using clinical social workers as reimbursable providers
of mental health services to its beneficiaries. Following
an 18-month study of such services from 1981 to 1982,
CHAMPUS decided to include social workers as indepen—
dent reimbursable mental health providers.7

The Senate Report on the Department of Defense Ap —
propriation Bill of 1983 stated that, ""Based on the successful
pilot program the Committee has included hill language to
permit direct reimbursement of clinical social workers who
provide mental health services. . . .No quality of care
problems have arisen, and reimbursement of clinical social
workers costs less than the traditional physician gate keeper
approach."8

Many companies who provide insurance for federal em —
ployees under the Federal Employees Health Benefits Act
(FEHBA) have for many years voluntarily included social
workers as reimbursable providers of mental health services.



In February 1986, President Reagan signed into law an
amendment to FEHBA which requires that such coverage be
included in health plans provided for some 10 million federal
employees, retireesand dependents. Itfurther provides that
Insurance carriers may not require that social workers be
supervised by any other health professional. As of July 1,
1990, Congress enacted legislation to include clinical social
workers as reimbursable mental health providersunder Medi —
care Part B outpatient mental health coverage (P-L. 101-239).

Thus, clinical social workers are covered mental health
providers for all programs under the jurisdiction of the federal
government.

There salso a considerable body of research which in—
dicates that providing mental health services has the effect
of reducing other health care costs (called "'cost-offset’), par—
ticularly those related to hospitalization. Since over one half
of all health dollars (government, insurance and private) are
funneled to hospitals and physicians,9reduction of these costs
must be a major consideration inany health care cost con—
tainment effort. A recent analysis of cost-offset literature
concluded, "The widespread and persistent evidence of re—
duced rate of increase of medical expense fol lowing mental
health treatment argues for the inseparability of mind and
body in health care, and italso argues specifically for the
likelihood that mental health treatment may improve pa—
tients” ability to stay healthy enough to avoid hospital
admission for physical illness. The clearest cost-offset effect
appears largely in the reduction of inpatient rather than out—
patient costs. As . . . inpatient charges account for 75 per—
cent of total medical charges . . . substantial savingswould
have to result from reduced hospitalization."10

Research on the impact of a Massachusetts vendor-
ship law implemented in July 1982 indicated that the total
dollar amount paid out by the major insurer (Blue Shield of



Massachusetts) for mental health services jver the previous
two years stayed virtually constant, correi ting for inflation,
but there was a slight shift in payments rom psychiatrists
topsychologistsand social workers. ltmay be thatpreviously
social workers were billing through the psychiatrists for reim—
bursement, and thus this shift may not reflect any actual
dollar change. 1l

A study conducted by Actuarial Services of Blue Cross
and Blue Shield of Utah from 1980 to 1982 indicated that
following the Utah vendorship law (implemented in 1978),
the number of social workers licensed as providers of men —
tal health services increased by over 50 percent from 1978 to
1982. The data indicate that social workers had not taken
"any significantamount of business from erther psychiatrists
or psychologists but rather have drawn from a pool of pa—
tients which previously did not receive care covered by
mental health insurance benefits."12

The situation in Utah resulted inan increased number
of people receivingmental health services, very likely because
social workers are usually found ingreater numbers in rural
areas than are other mental health professionals.

Theilr services are also attractive because they usually
charge lower fees than other mental health providers and also
have fewer visits per individual case.13

The National Institute of Mental Health conducted a
survey of Blue Cross reimbursements for mental health ser—
vices intheWashington, D.C. area. At mtscompletion in1976,
they found that social workers provided about 12 percent of
the mental health services for which claims had been sub—
mitted, but received only 9 percent of the revenues. Social
work feeswere found to be about 73 percent of the average
of those charged by other mental health professionals. 4

The New York Times article noted, "Psychiatry finds
rtelf in a price war with other therapy professions.



The national median fee for psychiatrists in private prac—
tice is estimated to be $90 a session. In contrast, clinical
psychologists average $65 a session and social workers
average $50."5



Opposition to Social Work Recognition

The emergence of social work asa fully recognizedmen —
tal heal th profession has not come without resistance, as in—
dicated by the reaction of other professions to social work
vendorship legislation.

Insome cases those arguing against the passage of such
laws seem tobe motivated by the economics of shiftingpower;
that is, the rewards of the mental health "business,” once
reaped almost solely by psychiatrists under the medical
model, must now be shared with psychologists, social
workers and psychiatric/mental health nurses.

Insurance companies may also argue against attempts
topass vendorship legislation. Their concern seems tobe that
insurance costsand payments will escalate ifsocial work ser—
vices are sanctioned as reimbursable. But that position flies
in the face of the wel I-documented cost-offset phenomenon
mentioned above. Both the Massachusetts study and the
national CHAMP U S study indicate thatwhen social workers
areapproved as independent mental health providers, there
iIsno increase in total utilization of mental health berefits. A
recent study found that including clinical social workers as
reimbursable providers had no measurable effecton overall
quantity of psychotherapy demanded. Hdid, however, seem
tohave a "'substitution effect, reducing the market share of
other providers.16There is, infact, some costsaving both for
the insurance company and for the consumer, whose copay —
ment isusually lower for social workers than forothermen —
tal health providers.



Summary

Legislation which recognizes social workers as fully
qualified mental health providers is sometimes opposed.
This opposition is usually grounded in turf issues.
"Whenever a new mental health professional vies for
payments, tcuts down on the number who can get that
same therapy dollar."l7

When a profession isfully qualified by education and
training to provide a sanctioned service, and when that
service can be demonstrated to contribute to the reduction
of costs to the community, then itshould be encouraged to
take 1tsplace as a recognized and reimbursable provider of
mental health services, a step in the best interest of all
consumers. Adequate knowledge of social work qualifica—
tions and sufficient data regarding costs will be persuasive
arguments for such recognition.

All people should be free to select the most appropriate
qualified mental health providers for themselves and should
not be restricted in their choice because of lack of protec—
tive legislation.

Social work 1is an autonomous profession, and full
recognition of this will enhance Its contribution to the
delivery of cost-effective mental health services to the public.
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Program Effects of Bill

In April 1990 the state implemented the new federal Family

Support Act (FSA) program. Prior to the programs
implementation a Legislative Task Force set forth
recommendations for specific areas of concern. One of these

areas was the federal requirement that FSA participants Dbe
allowed to select the caregiver of their choice if the cargiver
was legally conducting business under state law and
regulations. Child <care providers are legally exempt from
licensing 1if caring for wunder four children within this state.
The major concern was that there would be no agency monitoring
of these caregivers and that state and federal funding would be

paying for this care on behalf of eligible parents. There was
some concern for state liability and the quality of care which
might be provided for the child. Additionally, many

non-subsidzed parents use legally exempt <care and the same
concern 1is felt for these parents by professionals within the
child care, community.

The state has an education and training grant fund which
provides training for licensed providers within the state that

are participating in the Day Care Assistance Program.
Currently the fund 1is wunable to provide training for every
eligible participant and training 1is limited. CSSB 171 revises

the statute to expand the eligible population to include child
care providers and preschools who are legally exempt within the
state from state or municipal licensing vrequirements. This
population 1is estimated to be approximately 250% greater than
our current eligible participants.

Additionally, any interested person may attend, but we believe
this group will have negligible 1impact. We strongly support
the concept of this bill and the fact that it acknowledges the
need to train all caregivers, parents and other 1interested
persons equally. Unless funding 1is adequate to provide the
additional training necessary to fund these new eligible
participants, the bill ensures that preference will be given to
licensed facilities and those 1in areas that are historically

hard to serve.
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Additionally, if we are successful in our attempts to fulfill
the provisions of AS 44_.47.305(d) 3) which mandates our
encouraging unlicensed programs to seek licensure, we will

impact the Department of Health & Social Services” already
limited licensing resources.
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MEMORANP UM

TO: Representatives Georgianna Lincoln & Pat Carney, co-chairs
House Health, Educatmp and Social Services

FROM: Rep. Johnny HflLs

RE: CSHB 253

DATE: April 25,1991

Thank you for scheduling CSHB 253. This bill nandates that all future grants given to licensed
day care centers and homes — toprovide for mandatory training of providers— must be open t©
the public. They must also have a public awareness campaign to give parents and unlicensed day
care center employees the option to participate.

LICENSED V. UNLICENSED DAY CARE

The State of Alaska now requires day care homes and centers to be licensed ifproviding services to
more than four children. Licensed day care homes and centers have benefits provided by the state,
in order to offer an incentive to day care providers to become licensed and thus provide high
quality day care. Licensed day care providers can receive grants from the state and can also receive
free child care training for their child care providers, and they must have at least one space available
for children in the Day Care Assistance program. Licensed day care centers are also subject to
health, fire and safety inspections from the Department ofHealth and Social Services. Unlicensed
day care is unregulated.

CHILD CARE GRANTS

Child care grants are administered through the Department of Community and Regional Affairs.
Licensed child care providers can receive $25-per-month-per-child, or one-half the subsidy
allowed by the Alaska statute for child care grants.

SOME UNLICENSED DAY CARE CENTERS DANGEROUS
Recently in Anchorage, an illegal unlicensed day care center was found grossly lacking in adequate
services to children. This cannot continue.

TRAINED DAY CARE PROVIDERS ARE IMPORTANT

CSHB 253 will add $205,000 to the education and training grant fund to open up training for more
day care providers. All licensed day care homes and centers— which will work through a
resource referral agency — will be mandated by this legislation to provide a public training seminar
and publicize the training so that unlicensed care givers and parents will have an opportunity to get
involved.

rj
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Adolescent Pregnancy Bills
Sectional Analysis
CSHB 253 Training for Child Care

Section 1. Amends current AS 44.47.305(d) to expand who qualifies to receive training
services from the education and training program relating to child care and the
operation of child care feciliies. This amendment will allow legally exempt
(unlicensed) child care employees, volunteers and others to participate in training.

When awarding grants, preference snall be given to areas where training opportunities
have been unavailable or limited when compared to other areas of the state.

Trainers must be qualified, as approved by the department when awarding a grant.
The grants will be given on condition of the following:

1. Allow participation in class by all interested persons, with preference for
licensed day care providers when training opportunities are limited by space available
or other factors.

2. Publicize the class in a cost-effective manner, so legally exempt child care
providers will be aware of the opportunity.

3. Encourage unlicensed day care providers to become licensed, as part of the
class.

S&cr/noncol &as



3111 C STREET, SUNE 455 ALASKA STATE HOUSE CHAR

ANCHORAGE, ALASKA 99503 RULES COMMITTEE
(907) 561-7628

JUDICIARY

WHE)L(E) INB%E)%S\I/ON
JUNEAU “ALASKA 99811 SPEClALCOT'\AR%IBTET%LEPONUR\IIgIE/IRNATloNAL

(907) 465-3704
LEGISLATIVE COUNCIL

REPRESENTATIVE JOHNNY ELLIS

MEMORANDUM

TO: Representatives Georgianna Lincoln and Pat Carney, co-chairs
House Health, Educatiorj”mdSocial Services Committee
FROM: Rep. Johnny Ellis, y
House Rules Committee
RE: Scheduling Adolescent Pare 1tand Teen Pregnancy hills
DATE: April 26, 1991

Thank you for scheduling House Bills 253, 254 and 255, as well asHouse Concurrent Resolution
24 for a hearing before your committee. lam presenting these as a package from the 1990 Alaska
Adolescent Parent and Teen Pregnancy Task Force. As Co-Chair of the Task Force, 1 studied the
complex problem of adolescent pregnancy inAlaska and looked for ways to reduce the incidence
of teen pregnancy and s social and economic effects. Representative Cheri Davis was amember
of the task force and is the sponsor of three aoditional billswhich will come to your conmittee.
The amount of teen pregnancies in Alaska is troubling:

Three teens give birth to babies every day inAlaska.
Alaska was ranked 7th in the nation for the percent of teen pregnancies per capita.

Below isa summary of the legislation.

HCR 24 A resolution requesting the University of Alaska to compi le information relating to
adolescent pregnancy and parenthood and its social and economic effects.

HB 253  Expands the education and training program toopen up the current training for
employees of licensed day care centers, to include employees of unlicensed day care
centers as well as parents.

HB 254  Requires the Dept, ofHealth & Social Services to provide for case management for
adolescent parents and pregnant adolescents who are not eligible for similar services
under Medicaid.

HB 255  Requires the Dept, of Health & Social Services to provide support to encourage
school districts and municipalities t implement peer counseling groups.

| hope you will share in my support for this legislation.
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Adolescent

Pregnancy Bills

By

Rep.Johnny Ellis

Last year, Senator Drue Pearce and Rep. Johnny Hlis
were Co-Chairs of Alaska S Adolescent Parent and
Teen Pregancy Task Force. Together they studied
the complex problem of adolescent pregnancy in
Alaska and looked forways to reduce the incidence
of teen pregnancy and its social and economic
effects. The statistics of teen pregnancy are startling.

Three teens give birth to babies every day inAlaska.

Alaskawas ranked 7th in the nation for the percent
of teen pregnancies per capita.

The members of the task force recognize that the
situation of teen pregnancy is neither new nor
unique to Alaska, and that solutions are not readily
available. We *Iso recognize that family and cultural

values are important and should be preserved to the
greatest extent possible.

When one considers that federal, state, and local
governments pay more than $51 million dollars a
year to support needy families of Alaska mothers
who had childrenwhen theywere teenagers, the cost
of implementing the legislationrecommended by the
task force seems miniscule in comparison.

House & Senate Companion Legislation

169
170

171 -

172
173
174
175

1B 25/by Ellfis *

1B 255 By Ellis «

Case- Management services
HB 243 By C. Davis = Teen Pregnancy Prevention
I1B 25,-i by Ellis **Training for Child.Care Workers

Peer Counseling Program/igen I.leallit

- HB 241 by C. Davis < Grants to schools for day care

e (no companion) State Aid for School Health Clinics

- HB 242 by C. Davis = Teen Health Care Services

176 - HB 7 by Boyer « Public School Health & Safety Education
SCR 15 = HCk 2 i By Ellis’* Research Reports on Teen Pregnancy
SCR 16 (no companion) e Teen focus by children/youth commission

House Bills sponsored by Reps. Ellis, Boyer, C. Davis

All Senate Bills sponsored by Sen. Pearce
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FISCAL NOTE

STATE OF ALASKA BILL NO. CS KB 253
1991 LEGISLATIVE SESSION

Revision Date; Department Affected:  connunity & Regional Affairs
Title: Act relating to training for gRU; Child Assistance

chile dare. L Componen’[: child care
SpOnsOr: Rreps Ellis, C.Davis, etc

Requestor. COMPONENT SERIAL NO.

Expenditures/Revenues: (Thousands of Dollars)

OPERATING FY 92 FY 93 FY 94 FY 95 FY % FY 97
PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS. CLAIMS 205. 225. 248. 248. 248. 248.
MISCELLANEQUS
TOTAL OPERATING 205. 225. 243. 248. 248. 248.

CAPITAL | | 1 1 | T

REVENUE | | | I | I

FUNDING: (Thousands of Dollars)

GENERAL FUND 205. 225. 248. 248. 248. 248.
FEDERAL FUNDS
OTHER

TOTAL 205. 225. 248. 248 248 248.

POSITIONS:

FULL-TIME '
PART-TIME
TEMPORARY

Estimate of current year impact:  20s.
ANALYSIS: (Attach a separate page irnecessary.)

See attached

Prepared Ry~- 8 w”A*wK& hdeison, PlrethrA Phone: 465-4708
Division- Sdministrative Services 4/19/91

Approved by Commissioner;
gency Community & Regional Affairs Date: 109191

Distribution (by preparer): Legislative Finance, Legislative Sponsor, Requestor, OMB, & Impacted Agency(ies).

Rev 10/90 Page. of



Fiscal Note Analysis Attachment
CS for House Bill 253
Page 2 of 2

We estimate there are at least 800 legally exempt day care
homes statewide and that approximately 50 percent would elect
to participate in the program. There are currently 280
Department of Education certified preschools whose staff would
be eligible and we estimate approximately 75 percent would

elect to participate. This equates to approximately 1,243
staff who should receive, at a minimum, 10 hours of training
per year. Cost of training is approximately $16.50 per hour
per person. Future increases are estimated based on 1increased

demand (current program status).
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CS FOR HOUSE BILL NO. 253 ()
INTHE LEGISLATURE OF THE STATE OF ALASKA

SEVENTEENTH LEGISLATURE -FIRST SESSION

Referred:

Sponsor(s): REPRESENTATIVES ELLIS, C.Davis, Gruenberg, Koponen, Ulmer

A BILL

FOR AN ACT ENTITLED

1 "An Act relating to training for child care; and providing for an effective date."

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

3
4
5
6
7
8
9

to
11
12
13
14

* Section 1. AS 44.47.305(d) is amended to read:

(@ In addition to the grants provided in (@) of this section, the department may, subject
1o appropriations for that purpose, provide by grant or contract for [ THE] education and training
relating to child care and the operation of child care fecilities for [OF] child care employees*
volunteers, [OR] administrators, and other interested persons. When awarding grants or
contracts under this subsection, the department shall give consideration to grantees or
contractors who plan to offer at least one training program that will serve an area where
training opportunities funded under this subsection have not been available or have been
limited when compared to training opportunities in other areas. To receive a grant or
contract [UNDER THIS SUBSECTION OR TO PARTICIPATE INA TRAINING PROGRAM]
under this subsection, the child care fecility must meet all the requirements of (b) of this section

and provide evidence satisfactory to the department that each person who will be providing

_ -1- CSHB 253()
New Text Underlined [DELETED TEXT BRACKETED]
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the proposed instruction is qualified by education or experience to provide the instruction.
A grant agreement or contract under this subsection must provide that the child care
Tecility will

(D allow participation in the class bv all interested persons, including persons
who operate or work in an unlicensed child care program; however, when training
opportunities are limited by space available or other factors, the grantee or contractor may
reserve 90 percent of the spaces in the program for persons who work in or operate a
licensed child care facility when accepting participants into a training program;

(@ publicize the class In a cost-effective manner designed to make mts
availability known to interested persons, including persons who operate or work in an
unlicensed child care program:

(3) as part of the class, encourage persons who operate unlicensed child care

programs to seek licensure of their programs.

*Sec. 2. This Act takes effect July 1, 1991.

2
New Text Underlined fDELETED TEXT BRACKETED]
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Dear Alaska State Leader,

“1JUST WANT TO DIE””
“1°"M PREGNANT?*?
“1DON T HAVE ANYONE ELSE TO TALK TO?*?

“PLEASE HELP ME~~
These are quotes from real people, real youth, In Alaska, this month,

really.

When students have problems they often go to talk to their friends

first!! A peer needs to know how to listen, who their resources are,
and what to do in helping out a friend. This is what Natural Helpers,
a peer counseling program, Is all about.

I was a Natural Helper in high school and I know that from my
Involvement alone 1 have had countless Interventions and
preventions. Peer helping programs are important to Inspire the
students and provide them with the capabilities and concepts
necessary to (not only) contribute to their community, but lead their
peers (and adults alike) to a safe and healthy tomorrow. 1 wish
everyone could be a Natural Helper!

Natural Helpers has positively changed my Iife. When | entered my
first training 1 was not drug free and 1 looked favorably to many
unhealthy lifestyles and role models. Today Instead of thinking of
suicide or drinking I think of future adventures, goals and

aspirations. Thanks to Natural Helpers. Not only has itchanged my
Iife but that of my friends and the people I talk with along the way.
In Natural Helpers 1| have learned how to get my friends help.

Natural Helpers did not turn me Into ,a professional counselor or mini
psychologist. Natural Helpers gave me the knowledge to become a
better informed friend with Improved listening and coping skills.
Also Natural Helpers taught me about me. Many dynamics come from
the Natural Helper program and from beinga Natural Helper.

To overcome the drug problems and Issues (for example; teen
suicide, teen pregnancy, low self esteem, family problems,etc.)
that concern young people in this state today we, as students, must
be empowered to become part of the solution. The Peer counseling
programs do empower us to bring about a positive change)
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Il am a student who 9ees this program working. So often ! hear "you
are the future leaders of tomorrow”; but we can and do lead today,
we Just need training from professional Natural Helper trainers at
the Alaska Council on Prevention on Alcohol and Drug Abuse.

Please support Peer helper programs and youth programs. There are
many very good youth programs, for example: A STAND, Teen
Trainers, Governor Student Health and Safety Conferences, Debate,
Alaska Teen Institute, Anchorage Youth Court and Student Leadership
Organizations (for example: student government and DECA), of which
I have been Involved In high school. 1know these programs work
because lwas part of them. They are all Impc.tantlll Peer helping
programs are different because they really teach you how to
communicate and help a friend who needs you.

It Is so totally necessary to keep the Natural Helpers program and
expanding the program by passing the HB 255 would be a most
excellent move.

As My friend Andy once said, "As individuals we can make choices,
but IFwe stand together we can make a change.”” Thank you for
helping us make a change and thank you for your time.

Sincerely

Victoria Sh

520 W 87 Th Ave.
Anchorage, AK 99515
(907) 522-3215
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4. PARENT SUPPORT AND TRAINING

G aood parenting isboth art and science. This
skill can be improved through training and
mutual support. Programs need to be available
to assist parents with day-to-day support and
nurturing of their children. Though one of the
most important adult functions, parenting is
rarely learned except through trial and error.
Frequently parents raise their children the way
they were raised.

Community agencies, churches, employers,
programs and schools can assist parents to do
their job ifparents, teachers and the people

Parent Support:

Child care inAlaska, at home and away, will
be considerably improved ifadditional parent—
ing classes are made more widely available.
Teen parents need the support and assistance
parenting courses offer. Grade school children
can more effectively deal with their young
siblings and peers ifthey understand early
child development. Young parents with little
previous experience with infants and children
can expand their abilities to cope with stress
and leam how to help their children develop in
healthy and productive ways.

Infants with special needs are most at risk
from inadequate or non-existent care. Early
help and support for the parents of infants with
special needs will save the state significant
money in the future as demonstrated by the
success of the home-based Infant Learning
Program, which identifies infants between birth
and age 3 with special needs and infants at
risk and provides services in the home.

(Continued on Page 63)
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who work with children understand and coop—
erate in their roles. The effectiveness ofcom —
munity programs can be enhanced through
cooperation in parenting. All parents are
under stress at times. Parents can learn to
deal more effectivelywith their emotions and
children and thus provide healthier care and
avoid abuse and neglect. Parents and child
care personnel can help each other care for
children ifthey understand each other and
leam towork together. Prevention can avoid
costly treatment later.

50

Alaska should adopt and fund a comprehen—
sive parent support and training program.
High-risk families should be especially encour —
aged to attend training programs through
financial incentives. Many community organi—
zations such as churches, hospitals, public and
private employers and volunteer organizations
should be encouraged to offer parenting
classes. Model programs and curricula should
be available at a low cost.



Help and ideas are offered through group
discussions, home visits, parent-child activi—
ties, quality early childhood services, lending
libraries of books, toys and other learning
materials, events for the entire family and
special programs for parents of infants, work —
ing parents and multiple stress families.

The most successful programs during the
period from birth to age 5 have certain basic
characteristics, David Hamburg, president of
the Carnegie Corporation, told Congress. He
testified that they start early, involve parents
substantially in the effort for the long term,
strengthen natural social support networks,
provide educational activities for young chil—
dren that have a moderately stimulating qual —
ity and sustain contact with mothers and
children over relatively long periods.

Parent support and education are an impor —
tant part ofa quality child care system in
Alaska and are an effective way to strengthen
our families. States such as Minnesota, Mis—
souri. Connecticut and Maryland offer such
programs.

In Minnesota, for example, the program3
primary goals are to support parents in their
efforts to raise children, offer child develop—
ment information and alternative parenting
techniques, help create effective communica—
tion between parents and children, supplement
children®s discovery and learning experiences
and promote positive parental attitudes
throughout a child & school years. This suc—
cessful program is available to all Minnesotans
and shows how such community-based parent
training in Alaska can be an important part of
strengthening families.

As part of education reform, a number of
states have established parenting education
and support programs to prevent school fail—
ure. The National Governors Association®s
recent report, The First Sixty Months," also
focuses on the need for early preventive inter—
vention and highlights programs underway in

19 states, many ofwhich include substantial
family involvement. Several states have pro—
vided financial inventives for families most in
need of support and least able to afford it

The primacy of the family"s role in child
development is indisputably one of the most
important American values. We inAlaska must
support and nurture our families in order to
nurture our children. (See Recommendation 1,
page 15))

Our Greatest Natural Resource



1. Quality: Regulations

B~regulation of early childhood programs isa
state responsibility, a necessary consumer
protection for parents and children. Regulation
helps assure children 3 rights to an acceptable
level of care. Regulations help ensure that
children are not at risk and are in a safe,
healthy environment while their parents work.

In Alaska, general confusion and misunder —
standing exist about regulations and which
state agency does what. This confusion con—
tributes to incoherent public policy, which has
resulted in gaps and overlaps in the regulations
and inagency responsibilities.

The Department of Health and Social Serv—
ices, for example, regulates and licenses child
care centers and family child care homes with
one set of regulations.

The Municipality ofAnchorage uses that set
along with itsrequirements to regulate pro—
grams there.

The Department of Education regulates and
certifies pre-elementary schools for 3- to 5-
year-old children when the programs receive
direct state or federal aid and their primary
purpose is educational.

The Department ofCommunity and Regional
Affairs monitors the Day Care Assistance
Program. Head Start. Child Care Grant Pro—
gram, Education and Training Grant Progranm,
Dependent Care Grant Program, and Kawerak
Early Childhood Programs.

The Department of Environmental Conserva—
tion conducts sanitation inspections.

The Department of Public Safety conducts
fire inspections.

44 Qur Greatest Natural Resource

Other regulations also cover child abuse
reporting and investigation, and the food
services program. In all, six state agencies and
the federal government are involved.

No one minimum standard of care exists for
all children in Alaska as itdoes in most other
states. The Department ofHealth and Social
Services” regulations, which now apply to out-
of-home care but not preschools, could be
modified to include children of all ages in
various settings. These regulations are the
best guarantee of children 3 general health and
safety so the current pre-elementaiy school
regulations could be repealed, reducing gaps
and overlaps in the state system.

Regulation helps assure children's
rights to an acceptable levelofcare.
Regulations help ensure thatchildren
are notatrisk and are in a safe, healthy
environmentwhile theirparents work.



To have affordable, quality child care, Alaska
mustrecognize thatsociety as a whole, and
notjustparents, is responsiblefor the care of
ourfuture generation.

In Alaska, the Municipality ofAnchorage Anchorage 3 Providence Hospital and Ketchikan
offers a choice of benefits to non-union employ— General Hospital have been among the few
ees and parents can pick child care at pre— employers to offer employees on-site child care.
taxed dollars. ARCO-Alaska 3 Dependent Care A partnership of public and private employ —
Task Force has developed a range of options for ers, parents and the community must work
that company. Many small professional corpo—  together to support quality child care in Alaska.

rations offer a full range of child care benefits.

Operating Costs for Quality Child Care

Expense Cost/Month/Child Description of Allocation

Teachers $300 Full-time teachers @ $2000/month ($11.50/hour) and
Part-time teachers @ $1000/month

Food 120 2 meals @ $2.25 each and 1snack @$1/day

Rent and Property Tax 54 $1 per square foot @ 35 sg. ft./child, 65% usable

Staff Benefits 80 7.5% Social Security, $75/month health insurance, 2

weeks vacation and 12 days sick leave and
reduced child care cost for one-half of one child

Administrators 60 Average of$2160/month @1 .6 per program

Supplies and 50 Office, kitchen, classes and equipment
Educational Materials

Support Personnel 40 Cook $1500/month, bus driver $1500/month, part-
time janitor $1000/month
Utilities 20 2.47% ofbudget
Maintenance 20 2.47% ofbudget
Miscel laneous 1Q 1.23% ofbudget
Total $754 per child per month

50 Our Greatest Natural Resource



