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MEMORANDUM

TO: Senator Steve Rieger, Chairman
Senate HESS Committee /3 N
. - flv >
FROM: Representative Ron Larson
DATE: April. 8, 1993
RE: Request for a heanng - HB171

I respectfully request that HB171, An Act providing coverage for hospice care
under the Medicaid program; reordering the priorities given to optional services
under the Medicaid program; and providing for an effective date, be scheduled
for a hearing in the Senate HESS Committee.

Hospice care is already a Medicaid-covere”™ service for children and is avuilable
to people who qualify for Medicare. This bill would extend that coverage of
Hospice service to Medicaid-eligible adults who do not qualify for Medicare.
Hospice care allows a terrninally-ill person to receive medical care and
psychological, social, and/or spiritual counseling through a single agency, the
hospice care provider.

| am attaching a fiscal note, Department Position Paper, and additional back-up
information for your packets.

Thank you for your consideration of this request.

MAM- A MM
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HB 171- Hospice Care

Sponsor's Statement

Hospice care is already a Medicaid-covered service for children and is
available to people who qualify for Medicare.

This bill would extend coverage of hospice service to Medicaid-eligible
adults who do not qualify for Medicare. Medicaid eligible adults are the
aged, blind, disabled, and families with dependent children, as well as
pregnant women. The "optional edibles" also included, in Alaska are
individuals under 21 who don't qualify for Aid to Families with Dependant
Children because they aren't dependent children, and institutionalized
individuals under a specified income level.

To qualify as a hospice care provider, a hospice care agency must be
Medicare-certified.

Hospice care allows a terminally-il! person to receive medical care and
psychological, social and/or spiritual counseling through a single agency,
the hospice care provider. Lacking hospice care, an individual may require
extensive hospital and/or nursing facility care or have to rely on the
sometimes fragmented or piecemeal provision of supportive services in
the community.

- In addition to meeting physical needs, Hospice care offers a wealth of
emotional, spiritual and practical supports to the patient and the family.
Quality of life is maximized through an interdisciplinary team of
physicians, nurses, physical, occupation and speech therapists, nome
health aides, social workers, chaplains, and volunteers. The patient and
family are actually a part of the team, helping to plan and prioritize care.

- It will be the role of Hospice to provide all medications, medical
equipment and supplies necessary for management of the terminal ilinc



- Bereavement care is also available to the family for a period of 13
months after the death. Hospice offers writte : resources, phone calls,
visits from volunteers, a support group and, as needed, bereavement
counseling.

- Most important are the trained Hospice volunteers who give a wide range
of services from staying with a patient while the caregiver takes a break
to nursing care, homemaking services, or a listening ear.

In addition to all the positive services that Hospice care can offer a
family, crucial facts make the Medicaid Hospice option a wise decision.
Hospice is a budget-neutral program. Hospice care is one of the few
programs existing in our present health care structure that models fiscal
responsibility and cost-effective quality care. Hospice offers the
resources to allow terminally ill persons to spend the rest of their lives,
or at least more of their lives, at home.

Quite often, the alternative to Hospice care is costly nursing
home placement or frequent hospitalization.



Position Paper
CSHS 171 (FIN)

The Department cf Health and Social Services supports CS
House Bill 17] (FIN), which vouM 1include coverage of iicsj
care under the Medicaid croc rain.

Hospice ire is already a Medicaid-covered service tor
children and is available to people vhc quaFify tor Medicare.
This bill would extend coverage of hospice service to

Medicaid-eligible adults who do not qualify for Medicare. To
qualify as a hospice care provider, a hospice care agency must
be Medicare-certified. ?hsre are currently no Medicare-

certified hospices in Alaska.

Hospice care allows a terminally-ill person to receive medical
care and psychological, social, and/or spiritual counseling
through a singl; agency, the hospice care provider. Lacking
hospice care, an individual may require extensive hospital or
nursing facility care or have to rely on the sometimes
fragmented or piecemeal provision of supportive services in
the community.

The Department supporrs this effort to expand the availabi
of a valuable alternative TFfor terminally ill people. It.
concurs with the placement of hospice services on the Modi
priority list. Under CSHB 171(FIM), 1in rhe case of a bu
shortfall, hospice care v/ould be eliminared before most o
long term care services, but. aftsr most opt: onal Modi.
services.
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Recommended by:
Kimberly B. Busch
Director
Div. of Medical _.Assistance

Date!
.Approved by:
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Commissioner

Date:
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2 An Act providin leuvcraitc for hospice care 3KU. Medical Assistance Ad;nini: tration
Component: Claims Processini'
Sannsor: Larson
n4.JeBicT! COMPONENT SERIAL NO. 00243
E:<cenditures/Revenues: (Thousands of Dollars)
OPERATING FY94 FY95 FY96 FY97 ! FY93 FYS9
PERSONAL SERVICES 0.0 0.0 0.0 0.0: 0.01 0,0
" TRAVEL 0.0 0.0 0.0 0.0i 00 m 0.0
CONTRACTUAL 10.0 0.0 1 0.01 0.0i 0.0 0.0
SUPPLIES 0.0 0.0 0.0 0.0 c.0 00
1 EQUIPMENT 0.0 0.0 0.0 0.0i 0.0 0.0
LAND3 STRUCTURES 0.0 ©o 0.0 0.0 : 0.0 0.0
j GRANTS, CLAIMS 0.0 .0 0.0 0.0! 0.0 0.0
1 MISCELLANEOUS 0.0 0.0 0.0 0.01 0.0 0.0
TOTAL OPERATING 10.0 0.0 0.0 0.0 . 0.0 0.0
CAPITAL 0.0 0.0 0.0 0.0 0.0 0.01
I REVENUE FUND SOURCE | : | |
FUNDING: (Thousands of Dollars)
I 1C02 Federal Receipts 5.0 0.0 0.0 0.01 0.01 0.0
j ’003 GF Match 5.0 0.0 0.0 0.01 0.0. 0.0-
i 1C0a GF 0.0 0.0 0.0 0.01 0.0 0.0
1C05 GF,Program Receipts 0.0 0.0 0.0 0.0 I 001 0.01
' 10CS GF/'MHTIA 0.0 0.0 0.0 0.0 1 0.0 0.0
I Other 0.0 0.0 0.0 0.01 0.0 0.0
| TOTAL 10.0 0.0 0.0 0.0 I 0.0, 0.0
POSITIONS:
| FULL-TIME 0 ol 0 0! 0: 01
PART-TIME 0 0 0 0 0, 0
TEMPORARY 0 01 0 0i ol 0
Estimate of current year (FY93) impact: 0.0

ANALYSIS: (Attach a separate page ifnecessary)
FY 94 funds are required to modify the Medicaid Management Information System to allow 'he payment of claims for

hospice care.

Studies suggest that hospice care tend to be cost neutral or produce cost savings. Hospice care is already available to
children covered by Medicaid and to Medicare-eligible adults. There are currently no Medicare-certified hcspice
providers in the state. We anticipate that only a small number of recipients will use hospice care as a result of this hill.
Therefore, no other fiscal impact is projected.

Prepared by: Kimberly Busch. Director Phone: 465-5S26
Division: Medical Assistance Date: 03/01/93
Approved by Commissioner: Theodore A. MalaJVID. MPH Date: °W/ >/ % >
Agency: Department of Health >t Social Services

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR’S LEGISLATIVE OFFICE
For further distribution information call the Governor's Legislative Office
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WHAT DOES HOSPICE MEAN?

PHYSICIAN INFORMATION SHEET

WHAT 1T MEANS TO THE PATIENT

When a patient elects the Medicare hospice benefit) they
revoke their other part A benefits for treatment of their
terminal 1illness? The hospice becomes the sole provider for
their service needs» and whatever products are necessary fTor
palliation and symptom control. This includes:

professional services)

pharmaceut icals

DME

in-patient respite

in-patient care for symptom management

The hospice becomes a managed care program for the patient.

Benefit periods: 2 70-day periods) 1 30-day per iod>
Indefinite Ath period
The TfTourth indefinite period was recently enacted. They .
do not go off the benefit if they fail to die iIn 7 months.

Revocation of benefit is possible during any benefit period)
but there are limitations regarding reelection of benefit.

Admission criteria:
= Certified by physician that terminal 1illness with 6
months or less life expectancy.
» Choose palliative care; treatment mode past

When a person has a terminal 1illness) consider Hospice as an
information resource on options— to patient & physician.

The ultimate choice regarding treatment options (including
hospice enrollment) 1is made by client.

WHAT IT MEANS 10 THE FAMILY
The family 1is included as client iIn the plan of care:
Support
Resp ite
Bereavement program
Assessmen t
Care

WHAT IT MEANS TO THE HOMECARE PROGRAM STAFF
Ph 1losophy of approach to care.
Emphasis on living fully
Self determination
Palliation — complete
Totality of care



HOSPICE AND YOUR OTHER MEDICARE BENEFITS

Hdspice under Medicare 1is designed to be more than just
a collection of existing benefits with a new name. Many
items and services are covered under hospice that are not
covered through any other type of facility or provider.

This chart shows a comparison between hospice benefits
and benefits available through hospitals and home health

agencies.

S - —_— —_—— R
MEDICARE COVERED 1IN
HOME HEALTH
SERVICE ITEM HOSPICE HOSPITAL AGENCY
Drugs for pain & symptonm
control to be used at home YES YES NO
Services covered whether or
not the patient is
homebound YES NO
Deductibles waived YES NO ,NO
Inpatient care to provide
respite for family caring
for the patient at home YES NO NO
Continuous care at home
during periods of crisis YES NO NO
Counseling services at home
for both the patient and
the family YES NO NO
Home Health Aides YES NO YES
Bereavement Counseling *YES NO NO
Volunteers must be
available YES NO NO
Care must be continued if
benefits run out YES NO NO
Inpatient unit must have
homelike decor YES NO "

homehealth.267
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A DEFINITION

A hospice program is a coordinated
program of palliative and supportive
sendees provided in both home and
inpatient settings which provides for
physical, psychological, social and
spiritual care for dying persons and
theirfamilies. Services are provided by
a medically directed interdisciplinary
team of professionals and volunteers.
Bereavement care is available to the
family following the death of the person.

HOSPICE PHILOSOPHY

Hospice provides support and care for
persons in the last phases of incurable
disease so that they may live as fully
and comfortably as possible. Hospice
recognizes dying as pan of the normal
process of living and focuses on
maintaining the quality of remaining
life. Hospice affirms life and neither
hastens nor postpones death. Hospice
exists in the hope and belief that
through appropriate care, and the
promotion of a caring community
sensitive to their needs, patients and
their families may be free to attain a
degree of mental and spiritual
preparation for death that is satisfactory
to them.

ACCOUNTABILITY

Principle: The hospice operates as an
intcg.al part of the health delivery
system at the community level and is
accountable to the community it serves
and the public at large. In order to
provide care in this system, a hospice
must meet the fundamental

requirements for operation and delivery
of health services, as regulated by
local, state and federal laws.

Standard 1:Tnc hospice program
establishes and maintains appropriate
reports, policies and procedures to
assure that the hospice is accountable
to the community for the services it
provides.

I'W 4

Standard 2: The hospice program
complies with applicable local, state
and federal laws and regulations
governing the organization and delivery
of health care to patients and families.

ACCESS TO HOSPICE CARE

Principle: Admission to the hospice
program is based on an assessment of
the patient and family needs, their
desire for services and the program’s
specific admission criteria. The level
of care received, including the
frequency and type of services
provided, is based on both initial and
subsequent assessments of the patient
and family's needs. Care may be
provided on either a part time,
intermittent basis, a regularly scheduled
basis, ora cont’nuous basis,depending
upon the needs of the patient and
family as reflected in ongoing
assessments.

Standard 3: Access to hospice
medical and nursing services is
available to identified hospice patients
on a 24 hour basis, 7 days a week.
During hours covered by on-call staff,
hospices provide for at least a
minimum of medical and nursing
coverage, with visit capability should
further assessment or treatment be
needed. Provisions are made to assure
that on-call staff are informed and
updated regarding care plans and level
of care. Reporting mechanisms are in
place to assure continuity and
coordination among members of the
hospice interdisciplinary team.

Standard 4: The hospice program has
admission criteria that reflect the
patient/family’s desire and need for
hospice care; the extent and role of
physician participation; and diagnosis
and prognosis. To the maximum extent
possible,the hospice program will admit
patients regardless of their diagnosis or
ability to pay for services.

P'\CsC"rh-

CONTINUITY OF HOSPICE CARE

0
Principle: Hospice patients and their
families may experience physical,
social, emotional and spiritual concerns
and problems. Hospice addresses these
by providing a comprehensive and
coordinated program of care which
includes an ongoing assessment of
needs and determination of the level of
care and scope of services necessary.
Continuity implies that services,
whether provided directly or contracted
for. are coordinated in both home and
inpatient settings. Services are
reflective at all times of patient/family
needs, and that the hospice is
accountable for its care and services in
both home and inpatient care settings.

Standard 5: The hospice program
organizes its services to respond to
patient/family needs whenever they
arise. Itprovides both structure and
staff to ensure continuation of the
hospice care plan in all settings.

ACCESS TO HOSPICE
INPATIENT CARE

Principle: Not all patients can be
maintained at home throughout their
terminal illness; some may require short
term inpatient care. When such a need
arises, hospice care is provided in an
inpatient hospice unit. The hospice
provides access to hospice inpatient
services which reflect the hospice
philosophy and emphasizes symptom
control and enhancement of a quality of
life acceptable to dying patients and
their families.

Standard 6: Access to hospice
inpatient care is available either
directly by the hospice or through
contract or arrangement with an
inpatient facility. This hospice inpatient
unit must comply with all applicable
local, state and federal regulations,
including fire and safety code
regulations.



Standard 7: At a minimum, the
hospice inpatient unit provides for:
medical direction and coverage for all
patients either directly or through
agreement with the patient’s personal
physician; staffing coverage by an
interdisciplinary team available to meet
the needs of the patient/family on a 24
hour basis as needed; and, specific
policies and procedures, as well as
personal comfort amenities and
courtesies that support and encourage a
non-institutional. “home-like"
environment for the patient/family. All
hospice inpatient personnel must be
appropriately trained inthe provision of
hospice interdisciplinary team care.

PATIENT/FAMILY AS THE
UNIT OF CARE

Principle: Inclusion of the family in
the hospice care program is essential.
Tire wishes and desires of the
patient/family are reflected in
assessments and plans of care
developed by the interdisciplinary
team. The family members are seen
both as primary caregivers and as
needing care and support so that their
own stresses and concerns may be
addressed. Attention is also given to
assisting with the development of a
community support network when
family and friends are not available
and a patient needs and wants that
support.

Standard 8: The patient/family is the
unit of care in hospice and support is
provided to both the patient and the
family. The hospice program
encourages patient/family participation
in the development of the inter-
disciplinary' team plan of care and in the
provision of hospice services.

Standard 9: The hospice program
acknowledges that each patient/family
has its own values and beliefs and is
respectful of them.

76sS | S

Standard 10: The hospice program
seeks to identify, teach, coordinate and
supervise those persons acting as
primary caregivers for the patient. Ifa
primary care person is not available,
the hospice program seeks to develop a
substitute network. If the hospice
program does not accept patients
without primary caregivers, then it
must provide adequate information
about community resources available to
them.

PAIN AND SYMPTOM
CONTROL

Principle: For the hospice program, the
goal of all interventions is to maximize
the quality of the remaining life
through the provision of palliative
therapies that control and symptoms
and minimize the negative side effects
ofinterventions. Hospice programs
recognize that when a patient and a
family are faced with terminal disease,
stress and concerns may anse in many
aspects of their lives. Optimum
symptom control includes addressing
these stresses and concerns, in addition
to the use of appropriate therapies.

Standard 11: The goal of hospice care
is to provide optimum relief of pain and
control of symptoms through
appropriate palliative therapies.

Standard 12: Symptom control
includes assessing and responding to
the physical, emotional, social and
spiritual needs of the patient/family.

VOLUNTEERS

Principle: An essential component of
hospice care is the direct personal
suppon for the patient/family by
volunteers. Volunteers provide
importan'. perspectives in developing
the inte'disciplinary team plan of care

and in the provision of significant
hospice services.

Standard 13: A hospice program
offers volunteer support to each
patient/family admitted to its program
of care.

Standard 14: A hospice program has
an organized tr ining program and

procedures for the selection.supervision
and continuins evaluation of volunteers.

HOSPICE
INTERDISCIPLINARY TEAM

Principle: Hospice care is provided
by an interdisciplinary team which
includes at least the following
members: patient and patient's family,
physician, nurse, social worker,
volunteer, and clergy. Ancillary staff
are added to the team when appropriate.
The team meets regularly to develop
and maintaih an appropriate plan of
care.

Standard 15: The hospice identifies
and maintains an appropriately
qualified interdisciplinary team of
health professionals and lay persons,

Standard 16: Emotional support for
staff/volunteers is provided as an
integral part of a hospice program.

Standard 17: Inservice training and
continuing education are offered on a
regular basis to both paid and volunteer
staff.

INTERDISCIPLINARY TEAM
PLAN OF CARE

Principle: Documentation of services
is necessary' for the delivery of quality
hospice care. Of critical importance is
the development of an integrated plan
of care which records assessments,
proposed interventions by all



interdisciplinary team members and
documents all services provided to the
patient/family and their outcomes.
Hospice clinical records reflect the full
range of problems identified; services
provided by level of care across both
the home and inpatient settings; and
progress notes documenting the care
given on a day-to-day basis.

Standard 1S- the hospice program
has a written, interdisciplinary team
plan of care I'or each patient/family unit
tha: includes assessments, identified
problems, proposed interventions, level
and frequency of services and their
outcomes.

Standard 19: The hospice program

maintains accurate, current, integrated
clinical records for all patient/family

units and provides assurances for the

confidentiality of these records.

Standard 20: These clinical records
must include a signed informed consent
form completed by the patient or a
designated representative. The consent
form must inform the patient/family of
the palliative nature of hospice care;
the avoidance, if at all possible, of
injections, diagnostic testing and
curative measures; and the non-use of
heroic measures to prolong the dying
process.

Standard 21: These clinical records
must include specific, signed
instructions regarding actions to be
taken when life threatening situations
occur to the patient. These instructions
should be prepared by the physician
and the interdisciplinary team,

following consultation with the patient/
family, and must be consistent with the
patient/family's wishes.

BEREAVEMENT

Principle: Death of a family member
may result in a wid”® range of physical,
emotional, social, familial, economic
and spiritual disruptions. Grief and
bereavement are normal reactions to
loss and death. Grief is the highly
personal response to loss: bereavement
is the extended period of deprivation
following the loss of a loved one.
Grieving may precede an anticipated
death or may be delayed for a
considerable period of time. Grief may
manifest itself in emotional and/or
physical distress and may affect family
members in different ways at different
times. Some persons can resolve grief
with time and their own resources;
others may require formal assistance
and support over anextended period of
time.

An important element of hospice care is
an assessment of the needs of die
bereaved family, and the development
of a care plan that meets these needs,
both prior to, and following, the death
of the patient. Hospice encourages the
expression of grief, recognizes social/
religious and ethnic variables in
bereavement and supports staff and
family participation in meaningful
funeral services and rituals.

Standard 22: The hospice program

provides bereavement services to the
surviving family members for at least
one year after the death of the patient.

Standard 23: The hospice program
maintains a process of risk assessment
for surviving family members that
identifies those individuals at risk of
pathological grief. For those individuals
at high risk, appropriate referrals are
made to mental health professionals in
the community.

QUALITY ASSURANCE AND
UTILIZATION REVIEW

Principle: Hospice is committed to
developing methods to measure and
assure the quality of patient/family care
and the appropriate utilization of
hospice resources.

Standard 24: The hospice program
has quality assurance and utilization
review programs that include the
following: statement of goals and
objectives and established policies for
conducting an ongoing assessment
program that reflects the
interdisciplinary nature of hospice
services; designation of person(s)
responsible for implementing policies
and procedures; provisions for
addressing specific problems identified
in the quality assurance and
utilization review processes.

Standard 25: Ata minimum, the
hospicr program conducts on a regular
basis the following activities:
evaluation of services provided by both
professionals and volunteers, audit of
patient charts for outcomes of
interventions, organizational review of
hospice program, interdisciplinary team
care plan review, evaluations provided
by patient/families of care received,
anreview of appropriate/inappropriate
use of services, facilities and personnel.



This glossary was prepared using a
variety of source materials to provide
definitions. These include: NHO
Standards of Care (1983), Joint
Commission on Accreditation of
Healthcare Organizations (manuals,
1985), Introduction to Health
Education (Bates. Wvnder. 1984) and
Webster's New Collegiate Dictionary
(1986).

Ability to pay: A phrase used to
describe a patient’s capability to pay
for health services received. Some
health providers limit their services to
patients who can pay for their services.

Access: An individual's or group’s
ability to obtain health care.'Access has
geographical, financial, social, ethic
and psychological elements. Many
health programs have as thei.r goal
improving access to care for specific
groups or equity of access for thewhole
population.

Accountability: To provide for an
organization substantial reasons or
convincing explanations for actions; to
be accountable means to furnish a
justification or detailed explanation of
financial activities or responsibilities.
Accountability entails an obligation to
periodically disclose, in adequate,
detailed and consistent form the
purposes, principles, procedures,
relationships, results, incomes, and
expenditures involved in any activity,
enterprise, or assignment, so that they
can be evaluated by interested parties.

Accreditation: A voluntary process,
generally developed and implemented
by a non-govemmental body composed
of professionals within the field, with
input from providers, and based on
optimal standards of quality care.

/A J'V f

Administration: The fiscal and
general management of a hospice
program, as distinct from the general
policies and procedures of the hospice
program.

Adrnissionc: Numbers of patients/

families that enter a hospice program
and agree to accept the services pro-
vided by a hospice program.

Admission criteria: Guidelines or
policies of a hospice program that
specify the conditions under which a
patient/family will be admitted. The
purpose of the criteria is to control
entry/admission to services, e.g.. most
hospices require a diagnosis of terminal
illness by a physician as a prerequisite
lor admission.

Ancillary staff: Health professionals
who provide additional services to
support or supplement hospice inter-
disciplinary team services, including
physical therapy, occupational therapy,
speech therapy, nutritional counseling,
respiratory therapy, and other services.

Appropriate: Descriptive of an action
or policy that is suitable or compatible
with a hospice program's objectives
and philosophy.

Approved: Acceptable to the appro-
priate authority.

Assessment: Procedures by which
strengths, weaknesses, problems, and
needs are identified and addressed.

Audit, financial: An independent
review of a hospice program's financial
records that accurately reflects its
financial status.

Bereavement: An important element
of hospice care is an assessment of the
needs of the bereaved family, and the
development of a care plan that meets
these needs, both prior to, and
following the death of a patient.
Hospice encourages the expression of
grief, recognizes social/religious and
ethnic variables in bereavement and
supports staff and family participation
in meaningful funeral services and
rituals.

Bereavement services: The hospice
program makes available bereavement
services to the surviving family
members for a period of at least one
year after the death of the patient. They
may include: cards to families; home
visits; phone calls; group counseling;
individual counseling; newsletters: and
social activities.

Bylaws: The rules, regulations, or
laws adopted by a hospice program for
the regulation of its internal affairs and
its dealings with other persons and the
community at large.

Certification: Avoluntary mechanism
used to qualify organizations to receive
public funds. If a provider chooses to
participate in Medicare, for example, it
tust comply with a set of conditions of
participation ba,,edon laws and

regulations.

Chemotherapy: Provision of drugs
(i.e., chemicals) taken orally, injected,
inserted, topically applied, or otherwise
administered to control pain and
symptoms in hospice patients.

Clergy: A person who has met the
requirements of a religious



| organization or system to serve the
constituency of that religious
organization or system.

Clergy services: See spiritual
services.

Clinical privileges: Authorization
by the governing body to provide
specific patient/family care and
treatment services in the organization,
within well-defined limits, based on the
individual's license, education, training,
experience, competence, and judgment.

Community: The individuals, ‘'oups,
agencies, facilities, or institutions
within the locality served by the

hospice program.

Confidentiality: The relationship
between the hospice staff patients/
families in which information is shared
and exchanged with the understanding
that this information is used
appropriately and with respect to the
patient/families' wishes and rights to
privacy.

Continuing education: Education
beyond initial professional preparation
that is relevant to the type of patient/
family care delivered in the
organization, that provides current
knowledge relevant to the individual's
fields of practice, and that is related to
findings from quality assurance
activities.

Continuity of care: Services that are
organized, coordinated and provided ip
a way that is reflective at all times of
patient/family needs, and which are
structured to assure that the hospice is
accountable for its care and services
regardless of home or in-patient setting.

Continuous basis: Hospice care is
provided in the home setting on a 24

hour basis until care is no longer
needed. Usually this occurs when the
patient/family goes into a medical
crisis, but does not need or wish to
return to an inpatient setting.

Contracted services: Services
provided through a formal agreement
with any organization, agency or
individual The agreement, which is
approved by the.governing body,
specifies the services, personnel, and/or
space to be provided ic or on behalf of
the hosp’ce program and ihe consid-
eration to be expended in exchange.

Counseling: A relationship in which a
person endeavors to help another
understand and cope with problems.

Curative: Medical interventions used
to ameliorate the cause of a disease.

Dietetic services: Services that meet
the nutritional needs of patients, with
emphasis on patients who have special
dietary needs.

Dietitian: A person who is registered
by the Commission on Dietetic
Registration of the American Dietetic
Association or who has the documented
equivalent in education, training and/or
experience.

Discharge: The point at which the
patient’s active involvement with the
hospice program is ended and the
program no longer maintains active
responsibility for the care of the patient.

The actual point of discharge is
determined by the hospice program in
accordance with the continuum of
home care and inpatieri: services
provided.

Documentation of services: The
process of writing, recor.iing and
maintaining appropriate records of
services that are provided by a hospice
interdisciplinary team. This process is
very important to assure continuity of
services, high quality of care and to
justify those services that have already
been provided.

Dying: The progressive failure of body
systems to retain normal functioning,
thereby limiting the remaining life
span.

Emotional: The feeling aspect of
consciousness which is subjectively
experienced and expressed by
physiological reactions.

Emotional support: The provision of
psycho-social services that assist and
support the patient/family during that
period of rime when they cope with
their feelings and responses to the loss,
grief and change in their family
structure which occurs when the patient
dies.

Employees: Individuals who agree to
work and provide their sendees under
the administrative direction of the
hospice program. Employees may
receive wages and other compensation
in exchange for their work, or they may
provit.e their services without payment,
as an m-kind contribution to the
hospice program.

Facility: The building(s), equipment
and supplies necessary for the



implementation of inpatient services
for hospice patients/families.

Family: The relatives and/or other
significantly important persons who
provide psychological, emotional and
spiritual support of the patient. The
“family" need not be blood relatives to
be an integral part of the hospice care
plan.

Fiscal management: The policies
and procedures used to plan and control
a hospice program's overall financial
operations.

Goal: An expected result or condition
that takes time to achieve and is
specified in a statement of felatively
broad scope that provides guidance in
establishing intermediate objectives
directed toward a’tainmeni of that goal.

Governing body The indmdual(s).
group or agency tha has ultimate
authority and responsibility for the
overall operation of the organization.

Grief: The highly personal response to
loss. Grieving may precede an
anticipated death or may be delayed for
a considerable period of rime. Grief
may manifest itself in emotional and/or
physical distress and may affect family
members in different ways at different
times. Some persons can resolve grief
with time and their own resources:
others may require formal assistance
and support over an extended period of
time.

Home: The patient's place of
residence. Home is the place where
most terminally ill patients choose to
spend their remaining days.

Home care services: Formally
organized services designed to provide
ard coordinate hospice

in: disciplinary team services to

| patients/families in the home.

Home health agency: An
organization that provides services to
individuals in their place of residence.
Many home health agencies receive
compensation for their services
provided to Medicare beneficiaries.
Some home health agencies operate a
hospice program as a separate division
of their total program.

Home health aide services:
Personal care services provided in the
home. Services may include assistance
in the activities of daily living (e.g.,
helping the patient bathe, care for his or
her hair or teeth, exercise and retain
necessary self-help skills'. Services
may also include specific household
tasks to maintain a safe environment in
areas of the home used by the patient
(e.g., changing the bed and doing
laundry essential to the cleanliness of
the patient).

Homemaker services: Services that
arc provided to assist patients to remain
in their homes. Services may include
assistance in personal care (e.g..
assisting the patient to the oathroom or
in and out of bed); maintenance of a
safe and healthy environment (e.g.,
cleaning the patient’s bedroom, bath
and kitchen, doing personal laundry and
preparing meals); and other services, as
appropriate to the homemaker's
responsibilities.

Hospice care: Care provided by a
hospice program that is designed to
meet the physical, social, emotional
and spiritual needs of dying patients
and their families.

Hospice program: A hospice
program is a coordinated program of
palliative and supportive services
provided in both home and in-patient

settings which provides for physical,
psychological, soc aland spiritual care
for dying patients and their families.
Services are provided by a medically-
directed interdisciplinary team of
professionals and volunteers.
Bereavement care is available to the
family following the death of the
patient. Hospice provides support and
care for persons in the last phases of
incurable disease so that they may live
as fully as comfortably as possible.

Hospice philosophy: Hospice
recognizes dying as pan of the normal
process of living and focuses on
maintaining the quality of life. Hospice
affinns life and neither hastens nor
postpones death. Hospice exists in the
hope and belief that through
appropriate care and the promotion of a
caring community sensitive to their
needs, patients and their families may
be free to attain a degree of mental and
spiritual preparation for death that is
satisfactory to them.

Hospice program director: The
chief administrative officer of the
hospice program who provides overall
policy direction, is responsible for the
fiscal operations, and implements work
plans and procedures.

Incident report: Documentation of
an event of action that is likely to lead
to adverse effects and/or that varies
from established policies and
procedures pertaining to patient/family
care.

Infection control program:
Organized, on-going activities within a
hospice program to control and monitor
the spread of infectious diseases within
the hospice, including both home and
in-patient settings. Pan of this program
involves establishing and maintaining
specific policies and procedures proper



procedures for proper disposal
of human discharges and surveillance

of staff and patients for infections
acquired during their contact with a
hospice program.

Informed consent: A full
understanding by a competent body of
the risks and benefits of particular
medical procedure or set of pro Jures.
Prior to admission to hospice, the
patient/family must sign an agreement
that states they understand the nature
and scope of hospice care, including the
fact that hospice care is palliative and
not curative, and that they agree to
cooperate in the provision of care.

Inpatient services: Forpally
organized services designed to provide
and coordinate hospice interdisciplinary
team services to patients/families in an
inpatient setting.

Inpatient settings: Services provided
in a setting where the needs of acutely
ill patien's/families can be met. This
care is provided on a 24 hour basis and
involves the full hospice interdisciplinary
team. During the last months of life, a
dying patient may have episodes of
acute illness that require the intensive
services capability of an in-patient
settina.

In-service education: Organized
education designed to enhance the
skills of interdisciplinary team
members or teach them new skills
relevant to their responsibilities and
disciplines.

Interdisciplinary team: Hospice
care is provided by an interdisciplinary
team which includes at least the
following members: patient and
patient's family, physician, nurse,
social worker, volunteer, and clergy.
The team is coordinated by a qualified
health care professional and is

.medically supervised. The team meets
regularly to develop and maintain an
appropriate plan of care. (See
Interdisciplinary team services.)

Interdisciplinary team
conference: A meeting during which
interdisciplinary team members review
one or more interdisciplinary team care
plans to update patient/family physical
and/or psychological status ana initiate
any changes in the care plan.

Interdisciplinary team plan of
care: Documentation of services is
necessary for the delivery of quality
hospice care. Of critical importance is
the development of an integrated plan
of care which records assessments,
proposed interventions by all
interdisciplinary team members and
documents all services provided to the
patient/family and their outcomes.
Hospice clinical records reflect the full
range of problems identified, services
provided by level of care across both
the home and inpatient settings, and
progress notes documenting the care
given on a day-to-day basis.

Interdisciplinary team services:
A group composed of individuals from
various professions and disciplines who
interact on a regular basis and have a
working knowledge of the assessment
and care of the patient/family by each
member of the team. The team services
arc characterized by the ability by all
members and disciplines to allow their
roles to overlap while simultaneously
providing emo'ional support to each
other and maintaining a respect for
each other’s skills, training and
interventions.

Intermittent basis: Provision of
hospice services at intervals as they are
needed by the patient/family. During
the final six months of life, the patient/
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family may go through a number of
crises that require a higher level of
intensity of hospice services than at
other times.

Interventions: Specific actions
designed to interfere, stop or ameliorate
the natural course of an illness or
human disease. In hospice,
interventions are limited to those that
are palliative and not curative. These
interventions may, however, address a
range of patient/family needs,

includ ag physical, spiritual, social and
emotional concerns.

License: Authorization to practice in
the professional discipline oy an
individual may be mandated by state
law. The stale grants permission to a
provider organization to operate or
individual to practice. It is a matter of
specific state law and violation imposes
a penalty.

Licensure: Licensure standards are
the minimum standards which must be
met to provide service as a hospice. In
contrast to accreditation and
certification, licensure is mandatory if
specified by state law. The state grants
permission to a provider organization
to operate or individual to practice. It is
a matter of specific state law, and
violation imposes a penally.

Medical director: A fully licensed
physician who is charged with the
responsibility of acting as consultant to
the interdisciplinary team and. as
requested, to attending physicians with
regard to pain and symptom
management, as well as acting as
liaison with physicians in the
community.

Medical records: Specific records
maintained by a hospice that document
all services provided by the



interdisciplinary team to a patient/
family.

Medical staff: A single organized
body that is accountable to the
governing body and has the overall
responsibility for the quality of
professional services provided by
individuals with clinical privileges.

Medication: Any substance, whether
prescription or over-the-counter drug,
that is taken orally, injected, inserted,
topically applied, or otherwise
administered to the patient.

Nursing services: Patient/family
care services pertaining to the
palliative, curative, rehabilitative and
preventive aspects of nursing,
performed and/or supervised by a
registered nurse pursuant to
interdisciplinary team care plans.

Objective: An expected result or
condition that takes less time to achieve
than a goal, is stated in measurable
terms, has a specified time for
achievement and is related to the
attainment of that goal.

. Outcomes: The final results or

consequences from specific
interventions taken. In hospice, the
death of the pa tent is anticipated and is
not defined as ar. outcome. Appropriate
hospice outcomes focus on control of
pain and symptoms and quality of the
remaining days that the patient/family
spends together.

Pain'and symptom control: For the
hospice program, the goal of all
interventions is to maximize the quality
of the remaining life through the
provision of palliative therapies that
control pain and symptoms and
minimize the negative side effects of
interventions. Hospice programs

recognize that when a patient and a
family are faced with terminal disease,
stress and concerns may arise in many
aspects of their lives. Optimum
symptom control includes addressing
those stresses and concerns, in addition
to the use of appropriate therapies.
Symptom control includes assessing
and responding to the physical,
emotional, social and spiritual needs of
the patient/family.

Palliative care: Intervention that
focuses primarily on reduction or
abatement of the physical and
psychosocial symptoms of terminal
illness.

Patient/family as unit of care:
The specific unit for whose needs
hospice is organized. In hospice, this
unit is the patient/family. Services are
structured (e.g., record/keeping) and
then delivered (e.g., visits at home with
family members). In contrast, most
health providers have, as their unit of
care, the individual patient.

Personal care: Assistance rendered to
the patient in bathing, dressing,
mobility, or any other activities of daily
living and personal hygiene.

Pharmacist: A person who has a
degree in pharmacology and is licensed
and registered to prepare, preserve,
compound and dispense drugs and
chemicals in the state in which he or she
practices.

Physical: Relating to the body, its

structure, characteristics and functions.

Physician: A doctor of medicine or
doctor of osteopathy who is fully
licensed to practice medicine in
conformity with applicable law.

Physician, attending: The primary
physician selected by the patient to be

responsible for his or her medical care.

Physician, hospice: Any licensed
medical practitioner on the hospice
staff (compensated or not) who is
knowledgeable about hospice principles
and active in the development and
implementation of interdisciplinary
team plans of care for patients and
families.

Primary caregivers: The person
designated by the patient to give
emotional support and/or physical care
to the patient. This person may be an
individual who has personal
significance to the patient but no blood
or legal relationship (e.g., significant
other), such as a neighbor, friend or
other person. If the patient has no
designated primary careperson, the
hospice may, according to individual
program policy, make an effort to
designate a primary careperson.

Prognosis: The prospect of recovery,
or a forecast of the natural history of a
disease or illness. In hospice, usually
prior to admission, a patient must have
been given a prognosis by a physician
of less than six months to live.

Program director: The person who
has the authority and responsibiiity, as
delegated by the governing body, to
accomplish program-specific goals and
objectives, implement program policy
and manage personnel and resources.

Psychological/social work
services: Counseling and/or therapy,
as appropriate, that assists the patient/
family in minimizing stresses and
problems that arise from social,
economic or psychological situations
and assists the patient/family in
maximizing positive aspects and
opportunities for growth. Services ar.
provided, as appropriate to the skil’s



required, by the persons who have
education, training and/or experience
in the care of hospice patients/families
and demonstrated ability in
counselling and casework.

Psychosocial assessment: The
evaluation of a patient’s/family's
environment, religious background,
financial status, and other pertinent
psychosocial information that may
contribute to the development of an
interdisciplinary team care plan.

Qualified: Having the experience,
education and demonstrated
competence deemed appropriate by the
hospice program to meet the
requirements and fulfill thfe responsi-
bilities of a specific function or duty.

Quality assurance: Ongoing
assessment program that measures the
quality of the interdisciplinary hospice
services provided; It includes
provisions for addressing specific
problems identified and followup to
determine the effectiveness of
corrective actions.

Registered nurse: A nurse who is a
graduate of an approved school of
nursing and who is licensed to practice
as a registered nurse.

Risk assessment: The hospice
program maintains a process of risk
assessment for surviving family
members that identifies those
individuals at risk of pathological
grief. For those individuals at high
risk, appropriate referrals are made to
mental health professionals in the
community.

Service: A functional division of a
program or an interdisciplinary team.
Also, the delivery of care.

Social: The interactions of persons
with their families and communities.

Social services: See (Psychological/
social work services.)

Spiritual service: Spiritual support
provided by a member of the
interdisciplinary team, community
clergy, or a person identilied by the
patient/familv as supportive with
regard to spiritual or religious matters.

Staff: Paid or volunteer
interdisciplinary team members who
provide hospice services.

Staff support: Organized activities
designed to provide psychological/
social support to hospice employees as
they respond personally to the loss,
griefand change experienced by
patients and their families.

Supervision: The direction of the
provision of services and the
individuals who provide the services,
and the review of the services
provided, in accordance with written
program policies, procedures and job
descriptions.

Terminal disease: An illness for
which treatment directed toward cure
or control of the disease process isno m
longer possible or effective.

Terminally ill: Individuals suffering
from a disease with a prognosis of six
months or less to live.

Transfer: Movement of the patient/
family from one service or location to
another (e.g., the patient and family or
designated primary careperson).

Unit: A functional division of a
facility or institution. Also, a person or
group regarded as a whole (e.g., the
patient and family or designated
primary careperson.)

Utilization review: The process of
using predefined criteria to evaluate
whether the hospice's services and
resources are necessary, cost efficient
and effectively utilized.

Volunteer: An individual who agrees
to provide sei vices toa hospice program
without monetary compensation. More
specifically, a patient care volunteer is
an individual who agrees to serve on an
interdisciplinary team as a companion
of the patient/family and provide
psycho-social support to the patient/
family during the remaining days of the
patient's life. A bereavement care
volunteer agrees to piovide psycho-
social support to the surviving family
following the patient's death.

Volunteer support: Activities
designed to assist and support
volunteers as they work in their roles as
patient care and bereavement
volunteers.

Written agreement: A formal
agreement with any organization, .
agency, or individual specifying the
services, personnel and/or space to be
provided to or on behalf of the hospice
program, as well as the monies to be
expended, if any, in the exchange. The
agreement is approved by the governing
body, in accordance with hospice
program policy.
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performance criteria defined by the hospice.
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NATIONAL HOSPICE ORGANIZATION

ABOUT HOSPICE

Hospice is a philosophy and concept of care for the terminally ill that is now one of the most
frequently used terms in discussions of innovative approaches to health care. In 1990, the
American College of Physicians presented to the National Hospice Organization the Richard
& Hinda Rosenthal Foundation Award in recognition of the "recent original approach in the
delivery of health care or in the design of facilities for its delivery [which] will increase its
clinical and/or economic effectiveness." However, most people are unaware that the
significant recent growth of hospice in the United States and internationally is nurtured by
ancient roots.1

The modem hospice can trace its roots to the Irish Sisters of Charity who established St.
Joseph’s Hospice at London in 1905. The hospice most often recognized as the model of
contemporary hospice philosophy and care is St. Christopher’s in London. Started by Dame
Cicely Saunders, M.D. in 1968, St. Christopher’s laid the basis for a philosophy that
emphasizes palliative care, *e., pain and symptom control rather than curative care for the
terminally ill.

A community based service, hospice care is provided by an interdisciplinary team of health
care professionals and volunteers including physicians, nurses, counselors, therapists and
aides. Using a comprehensive case management approach, hospice care is guided by a plan
of care which is developed by the interdisciplinary team in conjunction with the patient and
family. The goal of the plan is to care for the patient and family as the "unit of care," to
provide an alert, pain-free life and to manage other symptoms so that individuals can "live
until they die" with personal dignity and quality of life at home or in a home-like setting.

Responding to the directives of the Medicare Hospice Benefit Conditions of Participation2,
as well as the National Hospice Organization and JCAHO standards, most hospices offer the

1 The first references to "hospice care” can be found in the ancient writings of
Constantine in A.D. 335, and later with die sixth century Benedictine monks and in the ninth
century under the emperor, Charlemagne.

2 Congress first added the hospice benefit to Medicare in TEFRA 1982. In 1986.
Congress made the Medicare benefit permanent and established hospice as an optional
Medicaid benefit.
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following services to terminally ill patients with a prognosis of six months cr less: Physician
and nursing services on an intermittent basis; social work services, physical, occupational
and speech-language therapy; home health aides; volunteers; drugs and medical supplies;
spiritual, dietary and other counseling; short-term inpatient care; continuous home nursing
care during periods of medical crisis; and bereavement care for surviving family members.
Most services are available, as needed, 24 hours per day, seven days per week.

HOSPICE REIMBURSEMENT AND SAVINGS

As noted, hospice care is a covered Part A benefit under Medicare. Additionally, hospice
care is a covered Medicaid Benefit in thirty-three states. Medicare and Medicaid directly pay
hospices an all-inclusive, prospective daily rate based on a particular level of care delivered
on that day. The four levels of care are: Routine Heine Care, Continuous Home Care,
Inpatient Respite Care and General Inpatient Care. No more than 20 percent of a hospice’s
aggregate days may be furnished at the inpatient level of care, and there is an annual
aggregate expenditure cap per hospice, calculated on a per patient basis, of $11,551 (1992).
For 1992, the Congressional Budget Office projected a $600 million Medicare outlay for
hospice care. Approximately 60 percent of ail hoopice patients are Medicare beneficiaries.

Estimated expenditures for hospice care are not available from private payers; however,
according to the Health Insurance Association of America, more than 80 percent of
employees in medium and large companies have hospice care as a covered benefit. In 1984,
only 11 percent of such employees had coverage for hospice care.

Health Care Financing Administration (HCFA) research suggests that approximately 28
percent of annual Medicare expenditures are associated with services, many of which are
inappropriate and unwanted, provided to Medicare beneficiaries in their last year of life.
Medicare beneficiaries electing hospice services waive their right to standard Medicare
benefits for treatment of the terminal illness although their attending physician continues to

bill Medicare Part B directly.

A 1988 HCFA commissioned report by ABT Associates suggested a savings of $1,248 per
patient in the last year of life, when hospice care is elected. Kaiser Permanente, an Oakland,
California-based HMO, conducted a hospice cost-effectiveness study in the late 1980°s
focusing on non-Medicare and non-Medicaid terminally ill patients who entered hospice care.
The study showed an average cost savings per hospice patient of about $1,430 to the HMO.



A STATISTICAL PROFILE OF HOSPICE CARE
First Hospice in the United States, New Haven, CT. 1974

Current number of U.S. hospices, 1830 including planned and non-comprehensive
programs. NHO estimates 1700 comprehensive programs, as described above.

Approximately two/thirds of the comprehensive hospices are Medicare certified.

Over 90 percent of hospices are non-profit or government affiliated programs. Four
percent are for-profit entities.

Hospices served approximately 210,000 patients in 1990.

The average daily census of the typical hospice program is 25 patients per day. The
average length of stay is 59 days. Approximately 90 percent of all patient days were
provided in the patient’s home.

Approximately two out of three patients served are over the age of 65. One percent
are under the age of 18, representing 71 percent of pediatric cancer deaths.

Eighty-four percent of hospice patients have cancer, accounting for approximately 33
percent of all cancer deaths as reported by the American Cancer Society. People
living with AIDS and those with cardiovascular disease constitute the bulk of

remaining hospice patient census.

Over 20,000 people are employed nationwide in hospices and include physicians,
nurses, social workers, administrators, home health aides, clergy, therapists and

bereavement specialists.

Approximately 68,000 people volunteer in hospice programs, contributing more than
5 million hours of service annually. Two out every three hours are direct patient
care hours. The Medicare Hospice Benefit Conditions-of Participation require that a
minimum of five percent of patient service hours be provided by volunteers.



1. S.tu.dl.e.s--Showing mSavings, and Benefits of Hospice
$319L

Through the national hospice demonstration projects conducted
by the federal government, it was learned that not only was
hospice care a more humane alternative of care but it resulted
in cost savings as well. As a result of its cost effectiveness,
the Medicare hospice benefit was created by the Tax Equity and
Fiscal Responsibility Act of 1982 as a more humane

alternative to the hi-technology care traditionally provided to
the terminally ill. In 1986, hospice was made an option under
Medicaid and the number of states offering the hospice benefit
rose to 34 states by 1992.

* Savings can be realized by substituting the high
cost of conventional care with the home-oriented approach of
hospice care. A study by Abt Associates (Medicare Hospice
Benefit Program Evaluation, Final Summary Report, July 21,
1989) stated that comparisons of hospice benefit and
conventional care expenditures in the last month of life
showed that conventional care was 30% higher in FY85 and 43%
higher in FY86. The hospice savings were even more
significant for non-cancer beneficiaries who cost $3,135 for
hospice care in the last month of life compared to $4,730 for
conventional care.

* Major savings in the cost of providing care to the
terminally ill are directly related to the percentage of time
patients are at home during the final months of life. Based on
1986 mortality data from the National Center for Health
Statistics, an article in the Health Care Financing Review/Fall
1990, stated that there was an increase of 10% in the shift in
place of death for cancer patients from hospitals to patients
homes, and because about 94% of all hospice patients have
cancer, the data suggests a possible impact of hospice use,

A survey of hospital based hospices conducted by
the American Hospital Association in 1986 identified a major
reduction in the number of inpatient days for those patients
cared for under the Medicare hospice benefit: the average



paticm on the Medicare hospice benefit spent 68 days at home
and 7.7 days in the hospital; the traditional Medicare patient
spent an average of 58.1 days in home care and 21.3 days in the
hospital; and the non-Medicare patient spent an average of 53.4
days at home and 13.8 days in the hospital.

. According to the most recent statistics gather.d
from Medicare certified hospice programs by the Health Care
Financing Administration, the average length of stay was
48.38 days in a hospice program In 1990, and 96% of all
patient days were spent in the home rather than in
conventional health care settings. Additionally, the number of
Medicare certified hospices in the country increased to 1,072
by April of 1992.

. Employee benefit packages surveyed by the Bureau
of Labor Statistics showed 23% carrying hospice coverage in
1985 and 31% in 1986.

General Motors Corporation covers hospice care on
a per diem basis for all of its employees (Blue Cross is the
intermediary for this reimbursement) and Metropolitan Life
Insurance Company also uses a per diem system for all of its
subscribers.

. Sixty-nine percent of Health Maintenance
Organizations (HMOs) offer hospice care as surveyed by the
Group Health Association of America in 1988.

. A survey conducted by Foster Higgins & Company, a
benefits consulting firm, showed that 80% of major employers
nationwide included hospice as an employee benefit in 1989.
The survey represented over 12.5 million employees of 1,943
public and private-sector employers.
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SENATE CS FOR HOUSE BILL NO. 178(HES)
IN THE LEGISL.ATURE OF THE STATE OF ALASKA

EIGHTEENTH LEGISLATURE - FIRST SESSION

BY THE SENATE HEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

Offered:
Referred:

Sponsor(s): HOUSE LABOR AND COMMERCE COMMITTEE

A BILL
FOR AN ACT ENTITLED
"An Act adding children under the age of 21 who are eligible for adoption
assistance because of special needs to the optional Medicaid coverage list and
revising the order of priority in which groups eligible for optional Medicaid

coverage are eliminated; and providing for an effective date."

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

* Section 1. AS 47.07.020(b) is amended to read:
(b) In addition to the persons specified in (a) of this section, the following
optional groups of persons for whom the state may claim federal financial participation
are eligible for medical assistance:
(1) persons eligible for but not receiving assistance under any plan of
the state approved under 42 U.S.C. 601 - 615 (Title IV-A, Social Security Act, Aid to
Families with Dependent Children) or 42 U.S.C. 1381 - 1383c (Title XVI, Social
Security Act, Supplemental Security Income);

(2) persons in a general hospital, skilled nursing facilityiOr intermediate

-1- SCS HB 178(HES)
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care facility, who, if they left the facility, would be eligible for assistance under one
of the federal programs specified in (1) of this subsection;

(3) persons under age 21 who are under supervision of the department,
for whom maintenance is being paid in whole or in part from public funds, and who
are in foster homes or private child-care institutions;

(4) aged, blind, or disabled persons, who, because they do not meet
income and resources requirements, do not receive supplemental security income under
42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act), and who do not receive a
mandatory state supplement, but who are eligible, or would be eligible if they were nc*
in a skilled nursing facility or intermediate care facility to receive an optional state
supplementary payment;

(5) persons under age 21 who are in an institution designated as an
intermediate care facility for the mentally retarded and who are financially eligible as
determined by the standards of the federal aid to families with dependent children
program;

(6) persons in a medical or intermediate care facility whose income
while in the facility does not exceed 300 percent of the supplemental security income
benefit rate under 42 U.S.C. 1381 - 1383c (Title XVI, Social Security Act) but who
would not be eligible for an optional state supplementary payment if they left the
hospital or other facility;

(7) persons under age 21 who are receiving active treatment in a
psychiatric hospital and who are financially eligible as determined by the standards of
42 U.S.C. 601 - 615 (Title IV-A, Social Security Act, Aid to Families wtih Dependent
Children);

(8) persons under age 21 and not covered under (a) of this section, who
would be eligible for benefits under the federal aid to families with dependent children
program, except that they have the care and support of both their natural and adoptive
parents;

(9) pregnant women not covered under (a) of this section and who meet
the income and resource requirements of the federal aid to families with dependent

children program;

SCS HB 178(HES) -2-
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(10) persons under age 21 not covered under (a) of this section wh

the department has determined cannot be placed for adoption without medical
assistance because of a special need "or medical or rehabilitative care and who the
department has determined are harc-to-place children eligible for subsidy under
AS 25.23.190 - 25.23.220:
(11) persons who can he considered under 42 U.S.C. 1396a(e)(3)
(Title XIX, Social Security Act, Medical Assistance) to be individuals with respect
to whom asupplemental security income is being paid under 42 U.S.C. 1381 -
1383c (Title XVI, Social Security Act) because they meet all of the following
criteria:
(A) they are 18 vears of age or younger and qualify as
disabled individuals under 42 U.S.C. 1382c(a) (Title XVI, Social Security
Act):
(B) the department has determined that
(i) thev require a level of care provided in a hospital,
nursing facility, or intermediate care facility for the mentally
retarded:
(ii) it is appropriate to provide their care outside of
a> , dution: and
(iii) the estimated amount that would be spent for
medical assistance for their individual care outside an institution is
not greater than the estimated amount that would otherwise be
expended individually for medical assistance within an appropriate
institution:
(C) if thev were in a medical institution, thev would be
eligible for medical assistance under other provisions of this chapter: and
(D: home and communitv-based services under a waiver
approved bv the Federal government are either not available to them under
this chapter or would be inappropriate for them [REPEALED].
* Sec. 2. AS 47.07.030 is amended by adding a new subsection to read:

(¢) Notwithstanding (b) of this section, the department may offer a service for

3 SCS HB 178(HES)
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which the depanment has received a waiver from the federal government if the
department was authorized, directed, or requested to apply for the waiver by law or by
a concurrent or joint resolution of the legislature. The department shall annually
submit to the legislature its recommendations about where a service offered under this
subsection should 1?2 placed on the priority list in AS 47.07.035.

* Sec. 3. AS 47.07.035 is amended to read:

Sec. 47.07.035. PRIORITY OF MEDICAL ASSISTANCE. If the department
finds that the cost of medial 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:

(1) clinical social workers’ services;

(2) psychologists’ services;

(3) chiropractic services;

(4) advanced nurse practitioner services;

(5) adult dental services;

(6) emergency hospital services;

(7) treatment of speech, hearing, and language disorders;

(8) optometrists’ services and eyeglasses;

(9) occupational therapy;

(10) mammography screening;

(11) prosthetic devices;

(12) medical supplies and equipment;

(13) targeted case management servic. s;

(14) rehabilitative services for substance abusers ai d emotionally
disturbed or chronically mentally ill adults;

(15) clinic services;

(16) physical therapy;

(17) personal care services in a recipient’s home;

(18) prescribed drugs;

(19) long-term care noninstitutional services;

SCS HB 178(HES) 4-
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(20) inpatient psychiatric facility services;

(21) intermediate care facility services for the mentally retarded;

(22) intermediate care facility services;

(23) individuals described in AS 47.07.020(b)(l 1);

(24) 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;

(25) [(24)] skilled nursing facility services for persons under age 21;

(26) [(25)] 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;

(27) [(26)] 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 Title XV of the Social
Security Act, but who, because of income, are not eligible for ihe optional state
supplementary payment;

(28) [(27)] 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 piivate child-care institutions”

(29) individuals under age 21 who the department has determined
cannot be placed for adoption without medical assistance because of a special
need for medical or rehabilitative care and who the department has determined
are hard-to-place children eligible for subsidy under AS 25.23.190 - 25.23.220.

* Sec. 4. (@) AS 47.07.020(b)(Il), added by sec. 1 of this Act, and AS 47.07.035(23),
amended by sec. 3 of this Act, take effect on the 180th day after the effective date of
Medicaid plan amendments approved by the federal government under which the state would
implement a waiver for home and community-based services under 42 U.S.C. 1396n for
persons who are Medicaid eligible and who would otherwise require a level of care provided

in a hospital, nursing facility, or intermediate care facility for the mentally retarded in the

-5- SCS HB 178(HES)
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1 absence of home and community-based services.

(b) The Department of Health and Social Services shall notify the revisor of statutes

2

3 as to the effective date of the plan amendments referred to in (a) of this section.

4 * Sec. 5. Section 2 of this Act takes effect immediately under AS 01.10.070(c).

5 * Sec. 6. Except as provided in secs. 4 and 5 of diis Act, this Act takes effect July 1, 1993.
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WALTER J. HICKEL, GOVERNOR

DEPARTMENT OF HEALTH AND

DIVISION OF PUBLIC ASSISTANCE

SOCIAL SERVICES

P.O. BOX 110040
JUNEAU. ALASKA 99811-0640
PHONE: (907)465-33*17

Chairman

and

April 13, 1993

Honorable Steve Rieger,

Senace Health, Education
Social Services Committee

Alaska State
State Capitol
Juneau, AK

Legislature
99801-1182
Senator

Dear Rieger:

House Bill 178,

relating toMedicaidcoverage

foradopted children,

is currently in the Senate Health, Education and Social Services
Committee. This bill was introduced by the House Labor and
Commerce Committee and contains material previously included in HB
65 and SB 99, bills relating to the financial administration of
state government introduced at the request of the Governor. The
provisions of HB 178 were removed from the original Governor®s bill
due to concerns by the House Labor and Commerce Committee that HB
65, as introduced, violated the single subject rule.

At this time

Senate Health, Education

the Department
and Social

respectfully requests a hearing in the

Services Committee on

HB 178. Attached are two fiscal notes and a position paper which
were previously submitted to the House.

Your favorable consideration of this request will be appreciated.
If you have any questions regarding HB 178, please contact my
legislative liaison, Mr. Lindstrom, at 465-3030.

Theodore A. Mala, MD, MPH

Commissioner



Position Paper
HB 178

"An Act adding children under the age of 21 who are eligible
for adoption assistance because of special needs to the
optional Medicaid coverage Ilist and revising the order of
priority in which groups eligible for optional Medicaid
coverage are eliminated; and providing for an effective date."

This bill will add a new group to the list in AS 47.07.020 of
persons eligible for coverage under Medicaid in Alaska. This
new group consists of children under the age of 21 who have
special medical needs, who are therefore difficult to place
for adoption, and for whom there is in effect a state
adoption assistance agreement. The bill would make this new
group the last to be eliminated from Medicaid coverage under
AS 47.07.035 if there are insufficient appropriations to cover
all optional services and groups.

ANALYSIS

At present, adoptive parents of these children are subsidized
by the state under AS 25.23.190 -- AS 25.23.210. State money
often pays for some or all of the <costs c¢cf medical care
Drovided to these children.

The bill would authorize Alaska to add the Medicaid option n
provide medical coverage Lor state-subsidized adoptive
children who are not otherwise eligible for Me 1 ca
.Medicaid would then p«y for these children®s nodical net!::
eliminating the need for the DFYS payments to cover those
medical costs in their subsidies, and accessing federal
Medicaid funding available to the state at a 50 percent match
-ate.

Future subsidy agreements for hard-to-pl rise chi.)i.rm will
allow Lor the Medicaid coverage available under the bill.
Subsidy agreements already 1in force*, however, do not provide
for an offset for the cost of medical care that may be paid
under the bill. For this reason r.ije Department only considers
federal participation to be .available tor the medical <care
cost for future adoptions.

If adoptive parents with an existing adoption subsidy

agreement want to replace that acre .rent to access Medic«i A
coverage, the Department will evaluate the chi ld"s medical

costs and other eligibility criteria pertinent to the option.

IT the child meets tila Medicaid requirements for the option,

a new subsidy agreement will be written considering the
availability of Medicaid :undine.

It is our estimate; that this t:il will rave the state 517.7
the first: year; an amount cX;.:.a¥ to the federal matching funds
received for new adoptions tec childZn with special medical
needs. This amount wi I! trtv <v<r = :m: win j yearn as a Ww
cjhilrir-.M artl plno. d o>r.: cr- in.: in:;..id"/ _irjreu-mOnts are
replacv J.
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HB 173

POSITION

The Department supports the passage of this bill. Given
Alaska“"s short and long-ternm revenue picture, it .is
important that we take advantage of every legitimate

opportunity we have to reduce state expenditures by claiming
new federal matching funds for the necessary medical services
we TFfurnish to needy Alaskans.

Recommended by: -
Kimberly-~B . Busch
Director
Div. of Medical Assistance

Date: 3f 3
Recommended by: d-/ » A3 A A
J,. Deborah R. Wing" 0]

\ — Director
Div. of Family and Youth Services

Date: 573 h z

Approved by : ) f/r
Tbheop'ore ~f.. Mala, MD, MFH
Commils onor

Date: * 5.A /m|?:7?
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FISCAL NOTE

.STATE OF ALASKA. BILL NO. HB179
1993 LEGI1ISLATIVE SESSION

n j.v.ort Date: Dept. Affected: Health and Social Servicv
‘An Act adding children under the age of BRU: Purchased Sc*rvicea
:lvino are eligible for adoption....to the optional ModicaidComporten;: roater Care

Foonsor: HOUSE LABOR & COMMERCE
Requester: COMPONENT SERIAL NO. 02132

Expenditures/Revenues: (Thousands of Dollars)
| OPERATIN G FY94 FY95 FY96 FY97 FY9B FY99
PERSONAL SERVICES
travel
CONTRACTUAL
SUPPLIES
EQUIPMENT
LIND & STRUCTURES
GRANTS, CLAIMS -35.4
I MISCELLANEOUS I
: TOTAL OPERATING (35.4) i 0.0 0.01 0.0 0.0 0.0

0.0 0.0 00 00 00

[EEN
[EEN

—

'capital
REVr-NUL FUND SOURCE

FUNDING: (Thousands of Dollars)

I 1002 Federal Receipts | I
1 1

i 1003 GF Match i
' 1004 GF (35.4} 0.0 001 0.0 0.0! 0.01

1005 GF,-Program Receipts |

10Cu GF/'MHTIA

Other |
TOTAL (35.4) 1 0.0 0.0 0.0 0.01 0.0:

POSITIONS:
HfULL-TIME
! PART-TIME
i TEMPORARY

Estimate of current year (FYS3) impact: $0.0

ANALYSIS: (Attach a separate page if necessary)

This fiscal note represents a one-time transfer of funding responsibility from DFYS
component #0252 to DMA component #0229. See attached analysis for more.

Phone: 465-3191

Prepared by: / Deborah R. Wing, Director
Date: 03/03/93

Division: 7S A"Family & Youth Servicog

Approved by Commissioner: Theodore A. Mala, MD, MPH Date:: ?/yl £L
Agency: Popartmont of Hoalth and Social Servfi

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR S LEGISLATIVE OFFICE
For further distributian information cll the Govermor™s Legislative Office
HV IV BRSO OR FILE:93FI1SNOT\SUBZ-ADP PAe 1 of 2
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Fiscal Mote Analysis continuation
HB *173

".An Act adding children under the ag- of 21 who are eligible for
adoption assistance because of special needs co tha optional Medicaid
coverage list and revising the order cf priority in which groups
eligible for optional Medicaid coverage are eliminated; and providing
for an effective date."”

The Division of Family and Youth Services currently pays a direct
monthly subsidy to adoptive parents of hard-to-place children. A hard-
to-piace child is a child who 1is not likely to be adopted or to obtain
a guardian by reason of physical or mental disability, emotional
disturbance, recognised high risk of physical or mental disease, ace,
membership in a sibling group, racial or ethnic factors, or any
combination of these.

The monthly subsidy is considered a reimbursement for costs of

supporting hard-to-place children. AS 25.23.190 provides for
continuation of the subsidy if- necessary to assure placement of a hard-
to-place child. The subsidy. ecovers many ongoing maintenance costs

including, food, shelter®)clothing, school supplies, recreation and
transportation costs, Counseling or other types of therapy, as well as
medical costs.

The bill would authorize Alaska to add the Medicaid option to provide
medical <coverage for state-subsidized adoptive <children who are not

otherwise eligible for Medicaid. Medicaid would then pay for these
children®s medical "needs eliminating the need for the DFYS payments to
cover those medical <costs in their subsidies, and accessing federal

Medicaid funding available to the state at a 50 percent match rate.

Future subsidy agreements for hard-to-place children will allow for the

Medicaid coverage available under the bill. Subsidy agreements already
in force, however, do not provide for an offset for the cost of medical
care that may be paid under the bill. For this reason the fiscal note

only considers the coverage available for future adoptions of hard-to-
place children with special medical needs.

The experience under the program shows that the number of new subsidy

agreements have begun to lessen. For FY91 new agreements for children
with special medical needs totaled 46. After FY92 there have been 14
placements that have special medical needs. The projected number of

special needs placements and the associated medical cost is anticipated
to show only slight growth in future years.

A December 1992 review of DFYS files established a FY 93 base year

average medical cost per child of $2,400. The current medical inflation
rate of 5.5% is assumed to continue. Medical <costs for FY94 are
calculated to be 35.4 (14 placements X $2,400 X 1.055 medical inflation
rate = $35, 448). There will be a one time transfer of funding for

medical costs associated with subsidized adoptions.

H:\WPM\POUCY\HSSPLANS\LEGI3\HUIT8 FN Page 2 of 2



STATII OF ALASKA

1993 LEGISLATIVE SESSION
Roviaoa Data: Dept.Affected:
Tirl*- An Act adding children under the age of BRU: Medial Assistance
21 who are eligible for adoption ....to the optional McdicaidComponont: Medicaid Non Facility
Suoncor: House Labor & Commerce
H-.quesloi: COMPONENT SERIAL NO.
Expenditures/Revenues: (Thousands of Dollars)
OPERATING FY94 1 FY95 FY96 FY97 1
1 PERSONAL SERVICES 00 1 0.0 0.01 0.0i
TRAVEL 00 1 0.0 0.01 0.0 1
CONTRACTUAL oo « 0.0 001
1 SUPPLIES 0.0 00 0.01 0.01
EQUIPMENT 0.0 1 0.0 0.0; 0.0
| LAND A STRUCTURES 00 1 0.0 0.01 001
i GRANTS, CLAIMS 354 1 40.2 43.01 48.2 1
MISCELLANEOUS 0.0 1 00 001 0.0 :
TOTAL OPERATING 35.4 | 40.2 43.01 48.2 1
CAPITAL
REVENUE FUND SOURCE ! 1 1 j
FUNDING: ‘Thousand.? of Dollars)
i 1C02 Federal Receipts 17.7 1 20.1 1 215: 24.1
i 1003 GF Match 17.7 ** 2011 2151 24.1
1 1004 GF 1 !
1005 GF/Prcgram Receipts |
1006 GF/MHTIA
Other 1 i
TOTAL 354 1 40.2 1 43.0 1 48 2
POSITIONS:
FULL-TIME
PART-TIME
TEMPORARY
Estimate of current year (FY93) impact: $0.0
ANALYSIS: (Attach a separate page if necessary)
See attached for more.
Prepared by; Dave W. Williams
Division: Medical Assistance
Thcodorc A. Mala. MD. MPH 1 0 Date:

Approved by Commissioner:
Department of Health and Social Services

Agency: /ljo?

FI1SCAL

iN O TE

Bit-L NO.

mb

0229

17X

llea th and Social Services

FY98

ool
0.0 1
001
00
0.0
0.0,
53.2'
0.0
53.21

26.6 |
26 6|

53.21

Phone: 907-463-5S26
Date: 372/93

N

FY99

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICE

For further distribution information call the Governor's Legislative Office
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Fiscal Note Analysis continuation
HB 178

"An Act adding children under the age of 7.1 who are eligible for
adoption assistance because of special needs to the optional Medicaid
coverage list and revising the order of priority 1in which groups
eligible fox" optional Medicaid coverage are eliminated; and providing
for an effective date."

The Division of Family and Youth Services currently pays a direct
monthly subsidy to adoptive parents of hard-to-place children. A hard-
to-place child 1is a child who 1is not likely to be adopted or to obtain
a guardian by reason of physical or mental disability, emotional
disturbance, recognized high risk of physical or mental disease, age,
membership in a sibling group, racial or ethnic factors, or any
combination of these.

The monthly subsidy is considered a reimbursement for costs of

supporting hard-to-place children. AS 25.23.190 provides for
continuation of the subsidy if necessary to assure placement of a hard-
to-place <child. The -subsidy”covers many ongoing maintenance costs

including, food, shelter,” clothing, school supplies, recreation and
transportation costs, counseling or crner types of therapy, as well as
medical costs.

The bill would authorize Alaska to add the Medicaid option to provide
medical <coverage for state-subsidized adoptive <children who are nor
otherwise eligible for Medicaid. Medicaid would then pay for These
children®"s medical needs eliminating the need for the DFYS payments to
cover those medical <costs in their subsidies, and accessing federal
Medicaid funding available to the state at a 50 percent match rate.

Future subsidy agreements for hard-to-place children will allow for the

Medicaid coverage available under the bill. Subsidy agreements already
in fcrce, however, do not provide for an offset for che cost of medical
care that may be paid under the bill. For this reason the fiscal note

only considers the coverage available for future adoptions of hard-to-
place children with special medical needs.

The experience under the program shows that the number of new subsidy

agreements have begun to lessen. For FY91 new agreements for children
with special medical needs totaled 46. After FY92 +there have been 14
placements that have special medical needs. The projected number of

special needs placements and the associated medical cost 1is anticipated
to show only slight growth 1in future years.

A December 1992 review of DFYS files established a FY 93 base year

average medical"cost per child of $2,400. The current medical inflation
rate of 5.5% 1is assumed to continue. Medical <costs for FY94 are
calculated to be 35.4 (14 placements X $2,400 X 1.055 medical inflation
rate = $35,448) . There will be a one time transfer of funding for

medical costs associated with subsidized adoptions.

HWPINPOLICYHESPLANBLEGAAHH7S N Page 2 of 2



Position Paper
SCS HB 178 (HES)

"An Act adding children under the age of 21 who are eligible
for adoption ... to the optional Medicaid coverage list...."

Subsidized Adoption

This bill will add a new group to the list in AS 47.07.020 of
persons eligible for coverage under Medicaid in Alaska. This
nev; group consists of children under the age of 21 who have
special medical needs, who are therefore difficult to place
for adoption, and for whom there is in effect a state
adoption assistance agreement. The bill would make this new
group the last to be eliminated from Medicaid coverage under
AS 47.07.035 if there are insufficient appropriations to cover
all optional services and groups.

At present, adoptive parents of these children are subsidized

by the state under AS 25.23.190 - AS 25.23.210. State money
often pays for some or all of the <costs of medical care
provided to these children. The bill would authorize Alaska

to add the Medicaid option to provide medical coverage for
state-subsidized adoptive <children who are not otherwise
eligible for Medicaid. Medicaid would then pay for these
children®s medical needs eliminating the need for the DFYS
payments to cover those medical costs in their subsidies, and
accessing federal Medicaid funding available to the state at
a 50 percent match race. This shift in funding source will be
accomplished with a one-time transfer of fiscal responsibility
from DFYS to DMA.

It is our estimate that this bill will save the state $17.7
the first year; an amount equal to the federal matching funds
received for new adoptions for children with special medical
needs. This amount will grow over the following years as new
children are placed and existing subsidy agreements are
replaced.

Eligibility for Children Who Need Long Term Care

The department supports the delivery of health care to
children in need of long term care in the environment of the
the family®"s choice. Currently in Alaska, if a child is
receiving long term care in an institution, only that child"s
income is used to determine whether he or she qualifies for
Medicaid. However, if that same <child 1lives at home, the
income of the child"s parents is also considered. As a result,
some children who need long term care can qualify for Medicaid
in institutions, but not if they live at home.

This bill would amend AS 47.07.020(b) so that children age 18
end younger who would qualify for Medicaid 1in 1institutions
qgualify at home. To qualify, <children must: 1) require a
level of 1long term care provided by an institution; 2) be
served appropriately outside of the 1institution; 3) cost no
more to serve outside the institution; 4) be eligible for



Medicaid were they 1in institutions; and 5) not qualify for
Medicaid home and community-based services under a federally
approved waiver.

The department recently received federal approval to offer
home and community-based services under waivers, effective
July 1, 1993. The waivers allow the state to pay for home and
community-based services for Medicaid eligible people who need
an institutional level of care and allow people who qualify
for Medicaid in an 1institution to qualify for Medicaid on a
waiver, living in the community. While the federal government
limits the number of people that a state can serve under
waivers, the department anticipates being able to serve all
children qualify for the optional coverage added by this bill
by the third year of waiver operation.

The Department supports the passage of this bill. Given
Alaska“s short and long-ternm revenue picture, it is
important that we take advantage of every legitimate
opportunity we have to reduce state expenditures by claiming
new federal matching funds for the necessary medical services
we Tfurnish to needy Alaskans through subsidized adoptions.
The department also supports the addition of the children's
long term care <coverage option to the state®"s Medicaid
program. While the department will use home and community-
based waivers to provide Medicaid coverage to children who
would qualify for this option, the option extends basic
Medicaid <coverage to all <children who qualify while the
waivers are being fully implemented. Once waivers are
implemented, the option ensures that eligible children have
basic Medicaid coverage regardless of federally-imposed limits
on the number of waiver recipients. It will allow some
families to obtain Medicaid <coverage for their <children
without requesting any waiver services.

Kimberly B. Busch
Director
Div. of Medical Assistance

Recommended by
Deborah R. Wing
Director
Div. of Family and Youth Services

Theddord A. Mala
Commissioner



FISCAL NOTE
STATE OF ALASKA BELL NO. SCS HB 17S (LIES")

1993 LEGISLATIVE SESSION

Revision Date: _Dept. Alfected: Health and Social Services
Tille: Aa Act addinc cfaildrcu under the at;c of _BRU: Public Assistance Administration
21 who are eligible for adoption _Componont:  Eligibility Determination

Sponsor: House Labor & Commerce

Requestor: Senate I-IES COMPONENT SERIAL NO. 270
Expenditures/Revenues (Thousands of Dollars)
OPERATING FY94 FY95 FY96 | FY97 FY98 FY99
PERSONAL SERVICES 46.8 48.2 49.7 1 51.1 52.7 54.3
TRAVEL 0.0 0.0 0.01 0.0 0.0 0.0
CONTRACTUAL 5.0 5.0 5.01 5.0 5.0 5.0
SUPPLIES 0.5 0.5 051 0.5 0.5 0.5
EQUIPMENT 3.5 0.0 0.01 0.0 0.0 0.0
LAND & STRUCTURES 0.0 0.0 0.01 0.0 0.0 0.0
GRANTS, CLAIMS 0.0 0.0 0.01 0.0 0.0 0.0
MISCELLANEOUS 0.0 0.0 0.01 0.0 0.0 0.0
TOTAL OPERATING 55.8 53.7 55.2 1 56.6 53.2 59.8
CAPITAL | 0.0 0.0 0.0 0.0 0.0 0.0
REVENUE FUND SOURCE 0 0 0 0 0 0
FUNDING: (Thousands of Dollars)
1002 Federal Receipts 27.9 26.8 27.6 28.3 29.1 29.9
1003 GF Match 27.9 26.9 27.6 28.3 29.1 29.9
1004 GF 0.0 0.0 0.0 0.0 0.0 0.0
1005 GF/Program Receipts 0.0 0.0 0.0 0.0 0.0 0.0
1006 GF/MHTIA 0.0 0.0 0.0 0.0 0.0 0.0
Other 0.0 0.0 0.0 0.0 0.0 0.0
TOTAL 55.8 53.7 55.2 56.6 58.2 59.8
POSITIONS:
FULL-TIME 1 1 ] _L] 1 1
PART-TIME 0 0 0 0 0 0
TEMPORARY 0 0 0 0 0 0
Estimate of current year (FY93) impact: NONE

ANALYSIS: (Attach a separate page if necessary)

SCS HB 178 (HES) expands Medicaid eligibility to cover severely disabled children in home and community —based
care. The Division of Medical Assistance estimates that 139 disabled children who do not currently receive Medicaid
would become eligible in FY94 under SCS HB 178(HES) and the Governor's amended budget. This caseload would
grow to 148 in FY95 and 163 in FY96.

Additional public assistance field eligibility staff would be required to process applications and maintain Medicaid cases
for these additional clients. One additional Eligibility Technician I/l would be necessary to cover the increased caseload.

*

Prepared by: Jan L. Hansen, Director Phone: 465-26S0
Division: Division of PubTic Assistance / Date: / | m
Approved by Commissioner: hcrAlore /Cwta |utfoTD, MPH Date: Y-/6 -7?2
Agency: Department of I/lcalth & Social Services

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICE
For further distribution information call the Governor’s Legislative Office
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Position Title No. of Positions  Range/Step Bargaining Unit
_ Eligibility Technician | 1 148 GGU
Time Status StaffMonths Location Election District
PFT 12.0 .. Anchorage House 15
Justification
Salary 32.8
Benefits 140 SCS HB 178 (HES) expands Medicaid eligibility to cover severly disabled children
Premium Pay inhome and community-based care. The Division of Medical Assislance estimates

Other

Travel

Total Personal Services

Contractual
Commodities
Equipment

Other

1002
1003
1004
1005
1006
1007
1061
Other

Total Cost

FUNDING SOURCE for TOTAL COST

Federal Receipts
GFMalch

General Fund
GF/Program Receipts
GF/Mental Health Trust
I/A Receipts

CIP Recelpts

that 139 disabled children who do not currently receive Medicaid would become
eligible in FY94 under SCS HB 178 (HES) and the Governor's amended budget.
This caseload would grow to 148 in FY95 and 163 in FY96.

Additional public assistance (ield eligibility staff would be required to process
an!IC_E_I'[IOHS and maintain Medicaid cases for these additional clients. One additional
Eligibility Technician I/l would be necessary lo cover the increased caseload.

AGENCY: Health and Social Services
BRU: Public Assistance Administration
COMPONENT: Eligibility Determination (270)

REQUEST for
NEW POSITION



FISCAL NOTE
STATE OF ALASKA BILL NO. SCS HB 178 (RES’)

1993 LEGISLATIVE SESSION

Revision Date: 04/16/93 Dept. Affected: Health and Social Services

Title: An Act adding children under the aue of BRU: Medical Assistance
21 who are eligible for adoption...ot the optional Medicaid Component: Medicaid Non—Facility

Sponsor: House Labor and Commerce

Requestor: Senate HESS Committee COMPONENT SERIAL NO. 229
Expenditures/Revenues: (Thousands of Dollars)
OPERATING FY94 | FY25 FY96 FY97 FY98 FY99
PERSONAL SERVICES |
TRAVEL
CONTRACTUAL
SUPPLIES I
EQUIPMENT
UNO & STRUCTURES |
GRANTS, CLAIMS 1.165.7 1 692.2 0.0 0.0 0.0 0.0 1
MISCELLANEOUS | |
TOTAL OPERATING 1,165.7 | 692.2 0.0 0.0 0.0 0.0
CAPITAL

REVENUE FUND SOURCE

FUNDING: (Thousands of Dollars)

1002 Federal Receipts 582.8 346.1 0.0 0.0 ©o ©o
1003 GF Match 582.9 346.1 0.0 0.0 0.01 0.0
1004 GF | |

1005 GF/Program Receipts | |
1006 GF/MHTIA |

Other

TOTAL 1,165.7 692.2 0.0 0.0 0.0 I 0.0
POSITIONS:

FULL-TIME 0 | 0l ] 01 01 0
PART-TIME o | 01 01 0l ol 0l
TEMPORARY 0 | 0l 0l ol 0l 0
Estimate of current year (FY93) impact: 0.0

ANALYSIS: (Attach a separate page ifnecessary)
The fiscal impact of this bill results from adding new Medicaid recipients. Cost calculations are shown on attached

page. Cost per recipient and number of new recipients are taken from home and community-based services waiver
applications and supporting documents. The Department of Health and Social Services has submitted a budget
amendment for Medicaid home and community-based service waivers. The cost of serving new eligibles who would
also be covered under a waiver is not included in this fiscal note. Some of the cost impact of this bill would be
increased ifthat amendment is not fully funded. The Department has limited experience identifying children living in the
community who need an institutional level of care. Any variance with the predicted number of those eligible will impact

costs.

The cost impacts of the subsidized adoption provisions of this bill are addressed in a separate fiscal note.

Prepared by: Jon Sherwood Phone: 465-3355

Division: Division of Medical Assistance Date: 04/16/93
XT’

Approved by Commissioner: odore A. MafcfrMD.MPH Date: S'-ZC ~2 3

Agency: Department of Health & Social Services

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR"S LEGISLATIVE OFFICE
For further distribuian infomeation all the Governor's Legislative Office
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Revision Date: ov16/33 BILL No. SCS HB 178 (HESM

ANALYSIS (cont.):
Cost Estimate (thousands of dollars)

FY 94
FY 94 Medicaid service costs per recipient _needing hospital or nursing facility level of care: 5102.2
Number of new recipients, not on waivers, in FY 94 needing hospital or NF Iével of care: 21

Percent of time in FY 94 recipients are covered inFY 94 = _ _ N 50%
Total FY 94 cost of Medicaid services for new recipients needing hospital or nursing facility level of care:
$102.2x21 x50%= $1,073.1

FY 94 Medicaid service costs per recipient _needing ICF/MR level of care: $32.9
Number of new recipients, not on waivers, in FY 94 needing ICF/MR level of care: 36
Percent of time in FY 94 recipients are covered in FY 94 _ 50%
Total FY 94 cost of Medicaid services for new recipients needing ICF/MR level of care:

$32.9 x36 x50% = $592.2
Total FY 94 cost of Medicaid services for all new recipients:

$1,073.1 + $592.2 = 51.665.3
Component Breakout:

Medicaid Non-Facility (70 percent of total costs) $1,165.7
Medicaid Facility (30 percent of total costs) $499.6
FYg oo iy . . -

FY 95 Medicaid service costs per recipient needmg hospital or nursing facility leve| of care: 31111
Number of new recipients, not on waivers, in FY 95 needing hospital or NF lével of care: 6
Percent of time in FY 95 recipients are covered in FY 95 , _ , N 100%
Total FY 95 cost of Medicaid services for new recipients needing hospital or nursing facility level of care;
$111.1x6x100%= 3666.6
FY 95 Medicaid service costs per recipient _needing ICF/MR level of care: $35.8
Number of new recipients, not on waivers, in FY 95 needing ICF/MR level of care: 9
Percent of time in FY 95 recipients are covered in FY 95 _ 100%
Total FY 95 cost of Medicaid services for new recipients needing ICF/MR level of care:

$35.8 x9x 100% = 53222
Total FY 95 cost of Medicaid services for all new recipients:

$666.6 +3322.2 = 5988.8

Component 3reakout:
Medicaid Non-Facility (70 percent of total costs) 5
Medicaid Facility (30 percent of total costs) $

FY 96 - FY 99:

I(“js astsumed that all new eligibles covered under this hill in FY 96 or after would receive coverage under waivers if this bill
id not pass.



FISCAL NOTE

STATE OF ALASKA BILL NO. SCSHB 178 (I-I5)
1993 LEGISLATIVE SESSION

Revision Date: 04/16/93 Dept. Affected: Health and Social Services

Title: An Act adding children under the age of BRU: Medial Assistance
21 who are eligible for adoption....to the optional MedicaidComponent: Medicaid Non Facility

Sponsor; House Labor & Commerce

Requestor: Senate HESS Committee COMPONENT SERIAL NO. 0229
Expenditures/Revenues: (Thousands of Dollars)
OPERATING FY94 FY95 FYO96 FYQ7 FY938
PERSONAL SERVICES 0.0 0.0 1 0.0 0.0 0.0
TRAVEL 0.0 0.0 1 0.0 0.0 0.0
CONTRACTUAL 0.0 0.01 0.0 0.0 0.0
SUPPLIES 0.0 0.01 0.0 0.0 0.0
EQUIPMENT 0.0 0.0 i 0.0 0.0 0.0
LAND & STRUCTURES 0.0 0.0 1 0.0 0.0 0.0
GRANTS, CLAIMS 35.4 40.2 | 43.0 48.2 53.2
MISCELLANEOUS 0.0 C.0j 0.0 0.0 0.0
TOTAL OPERATING 35.4 40.2 1 43.0 48.2 53.2
CAPITAL

REVENUE FUND SOURCE

1002 Federal Receipts 17.7 20.1 21.5 24.1 i 26.6
1003 GF Match 17.7 20.1 21.5 24.1 26.6
1004 GF

1005 GF/Program Receipts
1006 GF/MHTIA

Other
TOTAL 35.4 40.2 43.0 48.2 53.2

POSITIONS:

FULL-TIME | |
PART-TIME I i
TEMPORARY I |

Estimate of current year (FY93) impact; $0.0
ANALYSIS:  (Attach a separate page if necessary)

FY99
0.0 I

0.0

0.0 |

0.0 I

0.0

0.0

58.2

0.0

58.2

29.1
29.1

This fiscal note represents a one-time transfer of funding responsibility from DFYS component #0252 to DMA component

#0229. This fiscal note addresses the parts of this bill dealing with "subsidized adoptions"”. The sections of this bhill
dealing with the long term care eligibility provisions are addressed in a separate fiscal note on this component.

Prepared by: ~ Dave w. williams Phone: 907-465-5826
Division: Medical Assistance? A Date:; 04/16/93
Approved by Commissioner MPH Date: » /t - 23
Agency: Departmcn Services

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICE
For further distribution information call the Governor's Legislative Office
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Fiscal Note Analysis continuation
Sen CSHB 178 (HES) - Subsidized Adoption Provisions

"An Act adding children under the age of 21 who are eligible for
adoption assistance because of special needs to the optional Medicaid
coverage list and revising the order of priority in which groups
eligible for optional Medicaid coverage are eliminated; and providing
for an effective date."

The Division of Family and Youth Services currently pays a direct
monthly subsidy to adoptive parents of hard-to-place children. A hard-
to-place child is a child who is not likely to be adopted or to obtain
a guardian by reason of physical or menral disability, emotional
disturbance, recognized high risk of physical or mental disease, age,
membership in a sibling group, racial or ethnic factors, or any
combination of these.

The monthly subsidy is considered a reimbursement for costs of

supporting hard-to-place children. AS 25.23.190 provides for
continuation of the subsidy if necessary to assure placement of a hard-
to-place child. The subsidy covers many ongoing maintenance costs

including, food, shelter, clothing, school supplies, recreation and
transportation costs, counseling or other types of therapy, as well as
medical costs.

The bill would authorize Alaska to add the Medicaid option to provide
medical coverage for state-subsidized adoptive children who are not
otherwise eligible for Medicaid. Medicaid would then pay for these
children®s medical needs eliminating the need for the DFYS payments to
cover those medical <costs in their subsidies, and accessing federal
Medicaid funding available to the state at a 50 percent match rate.

Future subsidy agreements for hard-to-place children will allow for the

Medicaid coverage available under the bill. Subsidy agreements already
in force, however, do not provide for an offset for the cost of medical
care that may be paid under the bill. For this reason the fiscal note

only considers the coverage available for future adoptions of hard-to-
place children with special medical needs.

The experience under the program shows that the number of new subsidy

agreements have begun to lessen. For FY91 new agreements for children
with special medical needs totaled 46. After FY92 there have been 14
placements that have special medical needs. The projected number of

special needs placements and the associated medical cost is anticipated
to show only slight growth in future years.

A December 1992 review of DFYS files established a FY 93 base year

average medical cost per child of $2,400. The current medical inflation
rate of 5.5% is assumed to continue. Medical <costs for FY94 are
calculated to be 35.4 (14 placements X $2,400 X 1.055 medical inflation
rate = $35,448). There will be a one time transfer of funding for

medical costs associated with subsidized adoptions.

HAWPS\POUCY\HSSPLAN3U.EG93\HBI7SFN Page 2 of 2



Calculation of Medical Costs for New Placements under the Bill
and
Anticipated Federal Revenue to Offset General Fund Spending.

New Base Medical Total New
Place— X Year X Infla— = Annual € 2 = Federal
ments Medical tion Medical Revenue &
Cost Rate Costs GF Offset
FY 94 14 X $2,400 X 1.055 = $35,448 -r 2 — $17,724
FY 95 16 X $2,400 X 1.055 = $40,512 -r 2 = $20,256
FY 96 17 X $2,400 X 1. 055 = $43,044 2 = $21,522
FY 97 19 X $2,400 X 1.055 = $48,108 € 2 = $24,054
FY 98 21 X $2,400 X 1. 055 = $53,172 2 = $26,586
FY 99 23 X $2,400 X 1. 055 = $58,236 -r 2 = $29,118

Cross ref: Fiscal note by the Div. of Family and Youth Services



FISCAL NOTE
STATE OF ALASKA BILL NO. SCS HB 178 (HES)

1993 LEGISLATIVE SESSION

Revision Date: 04/16/93 Dept. Affected: Health and Social Services
Title: Am Act adding children under the age of J3RU: Medical Assistance
21 who are eligible for adoption...ot the optional Medicaid Component: Medicaid Facilities

Sponsor: House Labor and Commerce
Requestor: Senate HESS Committee COMPONENT SERIAL NO. 230

Expenditures/Revenues: (Thousands of Dollars)
OPERATING FY94 FY95 FY96 FY97 FY98 FY99
PERSONAL SERVICES | |

TRAVEL

CONTRACTUAL |

SUPPLIES r i

EQUIPMENT

LAND & STRUCTURES

GRANTS, CLAIMS 499.6 296.6 0.0 0.0 0.0
MISCELLANEOUS | | |
TOTAL OPERATING 499.6 296.6 0.0 0.0 0.0

CAPITAL

REVENUE FUND SOURCE

1002 Federal Receipts 249.8 148.3 0.01 0.0 oo
1003 GF Match 249.8 148.3 0.0 0.0 0.0
1004 GF

1005 GF/Program Receipts
1006 GF/MHTIA

Other

TOTAL 499.6 296.6 0.0 0.0 0.0
POSITIONS:

FULL-TIME 0 ol ol ol 0
PART-TIME 0 01 oi 0] 0
TEMPORARY 0 ol ol or 0
Estimate of current year (FY93) impact: 0.0

ANALYSIS: (Attach a separate page ifnecessary)

The fiscal impact of this bill results from adding new Medicaid recipients. Cost calculations are shown on attached
page. Cost per recipient and number of new recipients are taken from home and community-based services waiver
applications and supporting documents. The Department of Health and Social Services has submitted a budget
amendment for Medicaid home and community-based service waivers. The cost of serving new eligibles who would

0.0

0.0

oo

0.0

0.0

also be covered under a waiver is not ncluded in this fiscal note, Some of the cost impact of this bill would be increased

if that amendment is not fully funded. The Department has limited experience identifying children living in the commun
who need an institutional level of care. Any variance with the predicted number of those eligible will impact costs.

This fiscal note addresses the long term care eligibility provisions of the bill, the subsidized adoption provisions are

dddieaaed h a sepdidie fiscal nioip. 4l a
Prepared by: Jon Sherwood Phone: 465-3355
Division: Division of Morfical Assistance Date: 04/16/93
Approved by Commissioner: alJ. MD, MPH Date: V~/C~?Z
Agency: Department  Health & Social Services

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR"S LEGISLATIVE OFFICE
For further distribution information all the Governor's Legislative Office
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Revision Date: ov16/33 BiLL No. SCS HB 178 (LIES)

ANALYSIS (cont.):
Cost Estimate (thousands of dollars)

FY 94

FY 94 Medicaid seryice costs per recipient _needing hospital ornu_rsing facility levelof care: $102.2

Number of new recipients, not on waivers, in FY 94 needing hospital or NF lével ofcare: 21

Percent of time in FY 94 recipients are covered in FY 94 _ _ N 50%

Total FY 94 cost of Medicaid services for new recipients needing hospital or nursing facility level of care:

5102.2 X21 x 50% = $1,073.1

FY 94 Medicaid service costs per recipient needing ICF/MR level of care: $32.9

Number of new recipients, not on waivers, in FY 94 needing ICF/MR level of care:; 36

Percent of time in FY 94 recipients are covered in FY94 = 50%

Total FY 94 cost of Medicaid services for new recipients needing ICF/MR level of care:

32.9 x 36 X50% = 5592.2
/ . . .

Total FY 94 cost of Medicaid services for all new recipients:

$1,073.1 + §592.2 =

Component Breakout:

Medicaid Non-Facility (70 percent of total costs) $1,165,7

Medicaid Facility (30 percent of total costs) 54996

FYos . . . -

FY 95 Medicaid service costs per recipient _needlng hospital or nuysing facth level of care; $111.1

Number of new recipients, nof on waivers, in FY 95 needing hospital or NF fevel of care:

Percent of time in FY 95 recipients are covered in FY 95 100%

Total FY 95 cost of Medicaid services for new recipients needing hospital or nursing facility level of care:
$111.1x6x100%= 5666.6

FY 95 Medicaid service costs per recipient _needing ICF/MR levelof care: $35.8
Number of new recipients, not on waivers, in FY 95 needing ICF/MRIevel of care: 9
Percent of time in FY 95 recipients are covered inFY 95 = 100%
Total FY 95 cost of Medicaid services for new recipients needing ICF/MR level of care:

535.8 x 9 x 100% = $322.2
Total FY 95 cost of Medicaid services for all new recipients:

5666.6 + 5322.2 = 5988.8

Component Breakout:
Medicaid Non-Facility (70 percent of total costs) 5
Medicaid Facility (30 percent of total costs) $

FY 96 - FY 99:

I(His ggts%gsesd that all new eligibles covered under this bill in FY 96 or after would receive coverage under waivers if this bill
| .



FISCAL NOTE

STATE OF ALASKA BILL NO. SCS HB 178 (LIES")
1993 LEGISLATIVE SESSION

Revision Dale 04/16/93 Dept. Affected: Health and Social Services

Title: An Act adding children under the at;e of BRU: Medical Assistance Administration

21 who are eligible for adoption...ot the optional Medicaid Component: Claims Processing
ponsor: House Labor and Commerce

Requestor: Senate HESS Committee COMPONENT SERIAL NO. 243
Expoenditures/ Revenues: (Thousands of DoIIarsg
OPERATING FY94 FY95 | ~FY96 FY
PERSONAL SERVICES | !
TRAVEL

I o

CONTRACTUAL 25.1 8o o5 0.0 0.0
SUPPLIES i
EQUIPMENT i

D« STRUCTURES !
GRANTS, CLAIMS i |
MISCELLANEQUS i |
TOTAL OPERATING 25.1 9.0 1 0.0 0.0 0.0

CAPITAL
REVENUE FUND SOURCE

FUNDING: (Thousands of Dollars)
1002 Federal Receipts 12.5 451 0.01 0.0 0.0
1003 GF Match 12.6 4.5 | 0.0 1 0.0 0.0
1004 GF ! |

1005 GF/Program Receipts
1006 GF/MHTIA

Other

TOTAL 25.1 9.0 | 0.0

POSITIONS:

FULL-TIME 0 ol ol 01 01
PART-TIME Ol 01 0!
TEMPORARY 0 0] ol ol ol

Estimate of current year (FY93) impact; 0.0

ANALYSIS:  (Attach a separate Page ifnecessary) _ _ _
The fiscal impact of this uill results rom an increase in claims processing charges due to increasing new

! FY98

0.0 0.0

o
o

FY99

recipients. Cost calculations are shown on the attached page. In addition, FY 94 impact include one-dme changes to

the Medicaid Management Information System to add a new category of eligibility.

The Department of Health and Social Services has submitted a budget amendment for Medicaid home and
community-based service waivers. Failure to fully fund this amendment would increase the cost of this bill

This fiscal note addresses the cost of the Iontlg term care eligibility provisions of the bill; the subsidized adoption
provisions are addressed in another fiscal note.

_ y
Prepared by:  Jon Sherwood Phone: 465-3355
Division: Division oL-Mcdical Assistance Date: 04/16/93
Approved by Commissioner!, z ™ Ttt"traoreT Vffiila, MD, MPH Date: UN/¢C -0 7
Agency: Department iu Health A Social Services

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR S I.EGISLATIVE OFFICE
For further distribution information cll the Governor s Lagislative Office
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FISCAL NOTE

STATE OF ALASKA BILL NO. SEN CS HB 178 (HES)
1993 LEGISLATIVE SESSION

Revision Date: April 16, 1993 _Dept. Affected: Health and Social Service;

Title: urchase ervices

ZI who are eligible for adoption ...to the optional MedicaidComponent: Eostgr CdareS

Sponsor: HOUSE LABOR & COMMERCE

Requestor: SENATE HES COMMITTEE COMPONENT SERIAL NO. 0252
Exppenditures/Revenues: (Thousands of Dollars)
OPERATING FY94 FY9%5 | FY% FY97" | FY98 FY99
PERSONAL SERVICES I
TRAVEL | !
CONTRACTUAL I I I
SUPPLIES I i
EQUIPMENT I I
LAND & STRUCTURES I I I I
GRANTS, CLAIMS -35.4 =S oo a- oo 0.0
MISCELLANEOUS I ! |
TOTAL OPERATING (35.4) 001 0.0 00 0.0 0.0
CAPITAL

| REVENUE FUND SOURCE
FUNDING: (Thousands of Dollars)

1002 Federal Receipts I I |

1003 GF Match i | |

1004 GF (35.4) 0.0 Oo oo oo 0.0
1005 GF/Program Receipts | |
1006 GF/MHTIA |
Other |
TOTAL (35.4) 0.0 0.0 1

POSITIONS:

FULL-TIME | | | |
PART-TIME i
TEMPORARY | 1 1

Estimate of current year (FY93) impact; $0.0

0.0 0.0

(SN

ANALYSIS:  (Attach a separate page if necessary)

This fiscal note represents a one-time transfer of funding responsibility from DFYS
component 20252 to DMA component 20229. This fiscal note addresses the "subsidized
adoption” provisions of this bill and the long term care provisions are addressed in a
iin a separate fiscal note. See attached pages for additional analysis.

P[eparedby: Deborah R. Wing, Directoiyh/d-nz*" Phone: 465-3191
Division: Family vYbuth Services Date. 04/16/93
Approved by Commissioner: Mala, MD, MPH Date:

Agency: Department 0f Health and Social Services

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR"S LEGISLATIVE OFFICE
For further distribution infomation cll the Covermor™s Legislative Office
G/Y2BEGIAIR FILE:93FiSNOT\SUBZ-ADP Page 1 of 2



Fiscal Note Analysis continuation
Sen CSHB 178 (HES) - Subsidized Adoption Provisions

"An Act adding children under the age of 21 who are eligible for
adoption assistance because of special needs to the optional Medicaid
cove: age list and revising the order of priority in which groups
eligible for optional Medicaid coverage are eliminated; and providing
for an effective date.™

The Division of Family and Youth Services <currently pays a direct
monthly subsidy to adoptive parents of hard-to-place children. A hard-
to-place child is a child who 1is not likely to be adopted or to obtain
a guardian by reason of physical or mental disability, emotional
disturbance, recognized high risk of physical or mental disease, age,
membership in a sibling group, racial or ethnic factors, or any
combination of these.

The monthly subsidy is considered a reimbursement for costs of

supporting hard-to-place children. AS 25.23.190 provides for
continuation of the subsidy if necessary to assure placement of a hard-
to-place <child. The subsidy covers many ongoing maintenance costs

including, food, shelter, clothing, school supplies, recreation and
transportation costs, counseling or other types of therapy, as well as
medical costs.

The bill would authorize Alaska to add the Medicaid option to provide
medical <coverage for state-subsidized adoptive children who are net
otherwise eligible for Medicaid. Medicaid would then pay for these
children"s medical needs eliminating the need for the DFYS payments to
cover those medical <costs 1in their subsidies, and accessing federal
Medicaid funding available to the state at a 50 oercent match rate.

Future subsidy agreements for hard-to-place children will allow for the

Medicaid coverage available under the Dbill. Subsidy agreements already
in force, however, do not provide for an offset for the cost of medical
care that may be paid under the bill. For this reason the fiscal note

only considers the coverage available for future adoptions of hard-to-
place children with special medical needs.

The experience under the program shows that the number of new subsidy

agreements have begun to lessen. For FY91 new agreements for cnildren
with special medical needs totaled 46. After FY92 there have been 14
placements that have special medical needs. The projected number of

special needs placements and the associated medical cost is anticipated
to show only slight growth 1in future years.

A December 1992 review of DFYS files established a FY 93 base year

average medical cost per child of $2,400. The current medical inflation
rate of 5.5% 1is assumed to continue. Medical <costs for FY94 are
calculated to be 35.4 (14 placements X $2,400 X 1.055 medical inflation
rate = $35,448). There will be a one time transfer of funding for

medical costs associated with subsidized adoptions.

HAWPS5I\POLICY\HSSPLN3\LEGI3\HB173.FN Page 2 of 2



Calculation of Medical

Anticipated Federal Revenue
New Base
Place— X Year X
ments Medical
Cost
FY 94 14 X $2,400 X
FY 95 16 X $2,400 X
FY 96 17 X $2,400 X
FY 97 19 X $2,400 X
FY 98 21 X $2,400 X
FY 99 23 X $2,400 X
Cross ref: Fiscal note by the Div.

and

Medical
Infla—

tion
Rate

L

. 055
. 055

055

.055

055
055

Costs for New Placements

to Offset General

Total

Annual
Medical

Costs

$35,443
$40,512
$43,044
$48,108
$53,172
$53,236

under

N NN NN

the Bill

Fund Spending.

New
Federal
Revenue &
GF Offset

$17,724
$20, 256
$21,522
$14,054
$26,536
$29,113

of Family and Youth Services






OMMITTEE REPCAT

FURTHER: JUDICIARY
FINANCE

DATE TURNED INTO OFFICE:

HESS Committee considered CS FOR HOUSE BILL NO. 195(FIN)

"An Act authorizing youth courts to provide for peer adjudication of minors who have allegedly
committed violations of state or municipal laws, and renaming the community legal assistance grant
fund and amending the puiposes for which grants may be made from that fund in order to provide
financial assistance for organization and initial operation of youth courts.”

and recommends:
( ] same title

[ ] replace with [ 1 new title
: ] ] technical
or [ ] adopt previous___ tite change

[ ] attaches amendment(s) (HB only)

[ ]adopts Letter of Intent

[ ] further referral to the

[ ]do pass
[ ]1do not pass
[ ] no recommendation

[ ]individual recommendations

NEW FISCAL NOTES PREVIOUS FISCAL NOTES
Department Fiscal Department Date Fiscal

c e »ft

(| Appropnation No Fiscal Note

DO PASS: OTHER RECOMMENDATIONS:

Y/A

Ctry*,
and Recommendation



Alaska State Legislature

While in Junau

White in Fai/Oanta
139 N. Coahman SL ¥aC -C. iti."1 Stale Cjdiicl
- Suite 203 [jvEw-v. | si Juneau. VK 99601-11;
rairoanka, AK 99701 907-165-2327
907.155-3161 907-165-1713

Representative Joe Sitton

Sponsor Statement
House Bill 195 - relating to the establishment of youth courts

Representative Joe Sitton

House Bill 195 establishes the authority for the establishment of a
youth program as a juvenile diversion program under the Department of
Health and Social Services. Under the provisions of this legislation, youths
under the age of 18 who have allegedly committed an offense may choose to
go through a youth court proceeding instead of through, the regular court
system, provided they have the approval of the juvenile intake authorities
and the consent of their parents.

While other states have youth (or teen) courts, in Alaska, only
Anchorage has developed such a program; it has been in existence since 1989.
It has enjoyed atremendous success and is highly supported by the
community. Out of a total of 69 cases, only four juveniles were arrested for a

second offense.

Perhaps one of the greatest reasons for its success is the close working
relationship between the different agencies involved; the Department of
Health and Social Services, the Alaska Court System, the Alaska Bar
Association, the Anchorage Bar Association, the school district, and law
enforcement agencies.

In the Anchorage program, cases are referred by juvenile probation
officers. Referrals may also be made by other entities, such as astore alleging

shoplifting.

Defendants and their parents must agree to allow the Youth Court to
hear the case and the Ycuth Court must accept jurisdiction. Court
proceedings insure them the right to be represented by alawyer, the right to
trial by jury, the right to cross-examine witnesses, the right against self-
incrimination, and the right to appealL

The court is composed of students under 18 years of age who volunteer
as judges, jurors, bailiffs, clerks, prosecutors and defense attorneys. To be
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eligible to sit on the court, students must attend an 8-10 week class and pass a
vouth court bar examination* Legal advisors are available to assist student

prosecutors and defense lawyers ir. preparing their cases for trial

House Bill 195 would provide a similar mechanism for other
communities in Alaska, both rural and urban. Each community would be
able to .tailor the.vputh court svstem to its own unique needs and resources.

A great deal of effort has gone into crafting legislation which would provide a
structure for a vouth court program while at the same time providing
maximum flexibility for communities to create a program which would work

best for them.

This legislation provides for the establishment of ayouth court
program under the aegis of the Department of Health’and Social Services; it
is this department’s juvenile intake officers who have jurisdiction over

juvenile offenders.

In addition, the legislation amends AS 44*47.200, the community legal
assistance grant fund to provide for "juvenile justice™ grants to communities
and to non-profit corporations to establish and organize a youth court
program in a community. The grant amount may not exceed $5,000 and the
grant must be matched by cash or inland contributions. The burden of
success thus lies with a community's commitment



STATE OF ALASKA

1994 LEGISLATIVE SESSION 0.
3ill VQrsrn' ecshb 195 (PIN).
F1SCAL N OTE (H) Publish Date:_ii2izZii—

REQUEST:
Revision Date: Dept.Affected CR&A
Title: An Act Authorizing Youth Courts

BRU: Administration & Support
Sponsor: Sitton, Ulmer Components: Administrative Services
Requestor: House Finance Committee #684

EXPENDITURES/REVENUES: (THOUSANDS OF DOLLARS)
OPERATING FY 95 FY 96 Fy 97 Fy 98 FY 99 FY 00
0.

o

Personal Services 0.
Travel
Contractual
Supplies
Equipment

Land 1 Structures
Grants, Claims
Miscellaneous

TOTAL OPERATING

©O ©O o oo oo o

©O ©O O oo oo o o
©O 0o oo oo o o

©O ©o ©o 0o o 0o o o o
©O ©O 0O 0o o oo o o
© © 0o oo oo oo
© ©o oo oo o o

©O © O o oo o o o
© ©O 0O oo oo o o
© © 0o oo oo o g
©O ©O ©O ©o o oo o o
©O 0O 0o oo g5 0 o o

CAPITAL EXPENDITURES

CHANGE IN REVENUES

FUNDING: (THOUSANDS OF DOLLARS)
10PFeara Redipts

1038 G- Mach

104G

106G mogram Receipts
1008FAHNA

Ctrer

TOTAL

%

% o o
-

oo oo O

0O 0Oo 0 OO O
O 0O0© o000 O
O 0O OO O O O
0O 0O O0OOOTOTO O
ooo0o0o000
0O 0O 0O OO 0O
0O 0O0OO0O O OO
O 00O O OO
O 00O OOO OO0

0 o0oO
3, o3

ESTIMATECF At CLRRENT YEAR (YM) COST t none

POSITIONS:

Full-Time 0 0 m) 0 0
Part-Time 0 0
Temporary 0 0 0 0

o O

ANALYSIS:  (Attach a separate page if necessary)

'"Ts0J) S
Larson, Co-dhair 465-3878
Phone: 465-4833

Division: House &ﬁin“nV@eACommittee Date: 4/25/93

Approved By:

Agency: Date:

COMMil 7¢fm COPY page 1 OF 1

O O 0O O OO O



STATS OF ALASKA

1994 LEGISLATIVE SESSION

Revision Gate: 01/14/94

Tide: An Act authorizing youth coarts lor peer
Sconsor Representatives Sitton. Ulmer
Recuestor:

Expenditures/Revenues:
OPERATING

j PERSONAL SERVICES
j TRAVEL

" CONTRACTUAL

, SUPPLIES
EQUIPMENT

LAND & STRUCTURES
i GRANTS, CLAIMS
MISCELLANEOUS
TOTAL OPERATING

- [l

CAPITAL EXPENDITURES

1 CHANGES IN REVENUES

FUND SOURCE
j IC02Feoerai Receipts
1C03 GF Matcn
1C04GF
1CC5 GF/Prcgrsm receipts
1C06 Gr/IMHTIA
Cther
TOTAL

POSmMONS:

FULL-TIME |
PART-TIME |
TEVPCRAEY |

Estimate of current year (FY94) impact:

j ANALYSIS: (Attacrt a separate pace if necessary)

NoA"3
Bill Version: CSH
(H) Publish Date:

311

Health and Social Services

3RU; Famirv A Youth Services

B 195 (FO I
ij21 '94

Southeastern. Southcc-itrai. A Northern

COMPONENT SERIAL NO. 0258,0254,0255

(Thcuatncia of Dcllara)

(Thousands cf Oollare)

There would be no fiscal impact to the department if this bill were to become law.

Prepared by:
Division: Division of Famiiv < Youth Services
us: /(.

Approved by Commissioner
Agency: Department of Health & Social Services

MargarcrtR. Lowe. M.Ed.. Hd.S.

Phene:

Oate: 01/14/94

chenxX -

01/14/94

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICE
For further ai3tnbution information call the Governor's Legislative Office

,p« -a03i!>»a«ioji«/CBP

Pace 1cf 1l

COMMITTEE COPY

FYOO



Alaska State Legislature

Winlc In Juneau
While ir, Fairbanks

@ Stale Capitol
119 N. (_Eus.lman St. Juneau, AK 99801-1182
Suite 203 907-465-2327

Faiibanks. AK 99701
907-450-8161

907-465-4713

Representative Joe Sitton

SECTIONAL ANALYSIS
CS HOUSE BILL 195 (Fin) - Youth Courts

This analysis outlines the principal features of CS House Bill 195 (Fin), a
measure authorizing youth courts in order to provide for peer adjudication of
minors charged with violations of state laws or municipal ordinances. The
bill also proposes to broaden (and rename) the use of the community legal
assistance grant fund as a source of financial support for new youth courts.

The major difference between the House Finance CS and the original bill
consists in the elimination of references to the court system. It is the juvenile
intake unit of tire Department of Health and Social Services, rather than the
court system, which provides for waivers to diversion programs and it was at
the request of the court system that the references to the court system have
essentially been deleted.

Section 1 and 2. Sets out the purpose and background of this legislation.

Section 3. This bill section, the measure's principal operative provision, adds
a new section to codified law. AS 18.05.100 is added as a part of tire title
concerned generally with health and safety matters. The section authorizes
establishment of youth courts. Specifies that only one youth court may be
established within the boundaries of a municipality. Subsection (c)
establishes nonprofit corporations as entities which may serve as youth
courts.

Bill Sections 4-8 rename and revise the objectives of the existing Community
Legal Assistant Grant Fund.

Section 4. AS 44.47.200 [COMMUNITY] LEGAL ASSISTANCE AND
JUVENILE TUSTICE GRANT FUND.

The amendments proposed to AS 44.47.200 by this bill section change the
name of the fund and authorize use of money in the fund to help nonprofit
corporations start operations as youth courts.

Section 6. The addition of AS 44.47.210(b) proposed by this bill section permits
nonprofit corporations planning to operate youth courts to apply for a grant



from the fund, direct that the grant be matched, but permit waiver of the
match requirement under the circumstances noted.

Section 8. The addition of AS 44.47.220 (b) proposed by this bill section sets
limits on the amount that may be awarded as a grant from the fund to a
nonprofit corporation planning to operate a youth court, and limits on the
proper use by the grantee of the money received by the grant.

Sections 5 and 7. The changes made by these two bill sections are technical
changes to existing law made in light of the proposed additions set out in bill
sections 4, 6, and 8
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QUESTIONS THAT ARE COMMONLY ASKED ABOUT YOUTH COURT LEGISLATION

QUESTION: What is the difference between a youth court progranm
and other diversion programs?:

Juvenile intake refers youths to diversion programs and the youth
court program 1is simply one other diversion program, similar to a
"shoplifting class,"” for example. However, one unique
characteristic which sets the youth court program apart from other
diversion programs 1is that when a youth participates 1in a youth
court proceeding, he/she 1is getting a taste of what adult court
would be 1like; it is truly a mirror image of the adult court,
except for the fact that the participants are peers.

QUESTION: Who decides whether or not a youth is referred to
the youth court?

Under the Anchorage Youth Court Program, the youth and the parents
must both agree to a youth court referral. In addition, the
juvenile intake officer must also decide that this is an
appropriate action.

QUESTION: What offenses are eligible for youth court
proceedings?

Under current law, the juvenile intake officer, within the
Department of Health and Social Services, Division of Family and
Youth Services, 1is the sole referring agency. The juvenile intake

officer decides on the disposition of all cases.When the Anchorage
Youth Court Program was first established, only first-time
misdemeanors were vreferred to the youth court; now, however,
because the program has been so effective, the youth court does
hear certain felonies - such as concealed weapons.

QUESTION: Could a youth court program hear a murder case?

Under the current provisions of lav;, it is technically possible but
realistically, the juvenile intake officer would not refer such a
case to the youth court, even if the youth and the parents
requested this.

QUESTION: What 1is the role of the Court System 1in a youth
court program?

In Anchorage, the Court System provides the space for the youth
court to hold its proceedings. Otherwise, the Court system is not



directly involved in juvenile offenses; it is totally within the
purview of the Division of Family and Youth Services

QUESTION. What groups need to be involved in order to truly
effect community support?

The Department of Health and Social Services, the Alaska Court
System, the Alaska Bar Association, the local bar association (if
there is one), law enforcement agencies, the school district,
parent organizations.

QUESTION: How old are the youths that are referred to a youth
court program and how old are the youth court attorneys, jurors,
judges, etc.?

Any youth under the age of 18 is eligible for referral to the
program and youths under the age of 18 may volunteer to sit on the
youth court. In this way, it is really peer adjudication.

QUESTION: Don"t the youth courts tend to "go easy" on
offenders because they are peers?

While that might seem to be a reasonable assumption, 1in reality,
the youth court generally tends to be extremely "tough on crime"
and has a reputation for being extremely strict in its sentencing.

QUESTION: What is the youth court recidivism rate and how does
this compare to other proceedings?:

Out of a total of 69 cases before the Anchorage youth court, only
four juveniles were arrested for a second offense. This compares
with an approximately 50% recidivism rate for minor offenders.

QUESTION: Why does the 1legislation only specify "nonprofit
corporations" as recipients of the $5,000 grant?

House Bill 195 was modelled after the Anchorage Youth Court Program
which was administered as a non-profit corporation. This was done
to ensure the protection of the corporate veil, among other things.
There is no reason that the legislation could not be expanded to

include other entities.

QUESTION: Would House Bill 195 conflict or undermine
legislation which requires minors to be treated as adults for

certain offenses?

No, the vyouth court program only applies tc minors 1in jJuvenile
court and if legislation is enacted requiring a minor to be tried
in adult court, he/she would no longer be within the purview of

juvenile intake.



QUESTION: How will youth court programs work for the rural as

or small Alaskan communities?

House Bill 195 has been developed specifically in an attempt to
make it possible for rural communities to establish youth court
programs. Of course, each program may well be different. Under
this legislation, it would be possible for one small community to
have 1its own youth court program or for several villages to "link
together™ and form a vyouth court program to serve several

communities.

QUESTIONS: Under the grant program established wunder the
Department of Community and Regional Affairs, how will one
community be selected over another, assuming there is a limited
amount of money?

First of all, under House Bill 195, an applicant will only be able
to receive a one-time only grant for setting up a youth court
program. The Department will establish criteria by regulation.
One of the criteria will have to be for the applicant to show a 50%

in-kind or monetary match.
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MEMORANDUM

TO: Senator Jay Kerttula
s

FROM: Maureen Weeks

Legislative Analyst

RE: Teen Courts 1n Alaska and Other States
Research Request 90.364

You asked for information about teen courts (courts 1in which young defendants
charged with minor offenses appear before juries of their contemporaries). This
memorandum begins with 1information about teen courts 1in general and continues
with brief descriptions of teen courts in Anchorage, Alaska; Hillsborough County,
Florida; Denver, Colorado; Odessa, Texas; and Pasco County, Florida. For
comparison, selected characteristics of the five model courts are presented in
the attached table.

Background

Most youthful, first-time offenders who commit misdemeanors do not go to court,
do not appear before a jury and are not sentenced by a judge. Instead, they
receive a letter warning them not to offend again and they*may be ordered to
attend several hours of class for shoplifters or substance abusers. Teen courts
are an effort to change this. They replace the "slap on the wrist" of a letter
with the intimidating formality of a court appearance. Furthermore, they ask
young people to appear before juries composed of other young people--tribunals
which jJuvenile justice experts say tend to be harder on young offenders than

adult jurors would be. By giving young, first-time offenders a glimpse of "real
life" before judge and jury, these courts function as juvenile diversion, early
intervention programs. Their purpose is to stop the progress from misdemeanor

to felony by asking young offenders to take responsibility for their acts and
accept sanctions determined by their peers.

Teen courts are composed of student volunteers who act as jurors and sometimes

lawyers, clerks and bailiffs. Most are conducted by volunteer adult judges.
Cases are generally screened. Defendants may be referred by the police, school
officials, judges and, sometimes, private businesses. Most cases 1involve petty
crimes. Teen courts are not recognized as courts of original or appellate

juri sdiction.
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Although the five courts we have chosen as models for discussion in this
memorandum differ 1in many ways, all offer teen-age defendants the right to trial

by their peers--defined 1n these courts as trial by one"s contemporaries. Three
carry this principle further by also using young people as prosecutors, defense
lawyers, clerks and bailiffs. One (the Anchorage Youth Court) expand® the

concept to its fullest by allowing students to preside as judges.

All five teen courts hold their proceedings in local courtrooms to iImpress upon
defendants that the session is "real.” How court is conducted varies, however.
For example, while the East Pasco Juvenile Court stresses the authenticity of
the hearing by seating teens as jurors in regular juvenile court proceedings
(presided over by a sitting judge and argued by actual prosecutors and public
defenders), the Anchorage Youth Court asks teen-age defendants to accept verdicts
and fulfill sentences determined solely by what many young people consider the
most Tformidable of forums--other teen-agers.

The role of the jury also varies with the court. Three of the.five courts we
studied accept only defendants who are willing to admit guilt. In these courts,
the teen-age jury hears arguments before determining an appropriate sentence.
Two teen courts, however, allow not-guilty pleas. In one (East Pasco County
Juvenile Court), young jurors recommend a verdict and, where appropriate, a
sentence to the sitting juvenile court judge. In another (Anchorage Youth
Court), young people are allowed much more authority. Here, after listening to

arguments by youthful prosecutors and defense lawyers, teen juries determine a
verdict and teen judges pronounce-sentence.

Teen courts differ from each other in other ways. The Odessa Teen Court, begun
in 1983 and the oldest of the courts we studied, emphasizes family responsibility
by requiring parents of teen-age defendants to attend parent training workshops.
The Denver Teen Court, which opens next month, 1is designed to replace school
suspension and expulsion (which many students perceive as rewards) with community
service and restitution. The Hillsborough County Teen Court stresses a variety
of sentencing options by allowino student jurors to impose modified house arrest
and restrict a defendant®s driving privileges.

The advantages of teen courts are several. First, they place young, first-time
misdemeanants before a court, a forum they take seriously. Second, they allow
young people to be tried and sentenced by juries of their peers. Third, they
allow defendants to pay their debts to society without incurring criminal
records. Fourth, sentences by youth courts encourage a sense of responsibility
by stressing redress to the community. Fifth, teen courts allow young

people--defendants and court officials--to learn court proceedings Tfirst hand.

And sixth, teen courts reduce the volume of cases brought before regular juvenile
courts.
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Teen Courts
Anchoraae Youth Court

Contact: Blythe Harston

Chair. Youth Court Advisory Committee
Bogle K cates

907-275-4557 or

Sharon Leon, Coordinator
Anchorage Youth Court
274-5986 (between 1 p.m. and 5 p.m.)

The court is composed of middle school and high school students (ages 12 to 18)
who volunteer as judges, jurors, bailiffs, clerks, prosecutors and defense
attorneys. To be eligible to sit on the court, students must attend an eight-
to-ten week class and pass a Youth Court Bar Examination. About 100 students
are members o” the bar, with another 200 1in preparation classes where they are
taught constitutional law, criminal law and procedure, ethics and advocacy.
Legal advisors prepare student prosecutors and defense lawyers before their cases
go to trial.

Judges are elected by members of the Youth 8ar Association. They must have
argued twice as prosecutors and twice as defense attorneys. The chief judge and

assistant chief judge must have se ved at least once as associate judge.

Defendants, who are also between the ages of 12 and 18, are wusually first

offenders <charged with petty crimes. They have been referred through the
juvenile probation department, but they may be referred by other organizations,
such as a store alleging shoplifting. Defendants and their parents must agree
to allow the Youth Court to hear the case. Court proceedings insure them"the

right to be represented by a lawyer, the right to trial by jury, the right to

cross-examine witnesses, the right ag inst self-incrimination and the right to
appeal

At arraignment, defendants may plead guilty or not guilty, Student jurors and
judges hear arguments before they determine the verdict and set the sentence.

Offenses include petty crimes, but the Youth Court has also heard felonies and
civil suits.

Sentences include community service and restitution, A defendant who wishes to
appeal a verdict or sentence must submit the appeal within three days of the
sentence. Once a sentence is served satisfactorily, the record is expunged.

Miscellaneous: This court is the most developed of teen courts we studied. It
is the only court 1in which students serve as judges, the only court 1in which
student lawyers argue cases Tfor defendants who have pleaded not guilty, and the
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only court which requires students to pass a bar examination before qualifying
to sit on the court.

The court has heard between 30 and 40 cases In the three years it has existed.
(Juvenile probation officers have begun to refer cases increasingly frequently,
according to Ms. Marston.) Trials are conducted at the Anchorage Courthouse 1in
the evening.

The court is administered by two groups. A 16-member administrative board of
lawyers, judges, police officers and students meets quarterly to oversee fundina.
This board 1is composed equally of adults and students. In addition, the
Anchorage Youth Court Bar Association, composed of students who have passed the
bar examination, meets weekly. The court was originally funded solely by the
Anchorage Bar Association. Recently, funds have* been appropriated from the
Interest On Lawyers®™ Trust Association (I0LTA) funds. Private individuals also

contribute to the court.

We will send under seperate cover an Anchorage Youth Court video tape of the case
of State v. Pat O'Shea, in which the defendant is accused of "minor assault" the
night of March 23, 1939, after an evening of dancing at the Flaming Turban. The
tape shows a three-judge panel presiding with youthful lawyers arguing before
an attentive jury in procedures modeled after state court proceedings.”’

Hillsborough County, Florida

Contact: Bob Sleczkowski,

Director, Juvenile Services,
Thirteenth Judicial Circuit, Florida
313-272-5110

The court 1is composed of students from area high schools who volunteer to serve
as prosecutors and defense attorneys, as well as bailiffs, court clerks and
jurors. They must complete a three-hour orientation and training before they
are allowed to participate on the court.

The judge is a volunteer from the Young Lawyers Association.

Defendants, who are between 13 and 17 years old, participate voluntarily in teen
court. No defendant appears before court officials from his or her own hian
school. Defendants are referred by the police through the state®s attorney.
First-time misdemeanants who do not qualify for teen court hearinos may go to
juvenile arbitration.

Defendants are required by statute to plead guilty. Jurors hear arouments and
decide the sentence.

Offenses heard 1in teen court include school offenses (e.g. battery, trespassing)
and alcohol offenses.
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Sentences last for five weeks. The 1include community service, modified house
arrest, driver®s license restriction, attendance at Alcoholics Anonymous
meetings, written apologies, essays and jury duty. Sentences must be served
exactly as determined by the teen court. After five weeks, the director of
juvenile services rehears the case and, if the sentence is completed

satisfactorily, the record 1is expunged.

Miscellaneous: The Hillsborough County teen court was established 1in March
1990. It meets Tuesday and Thursday nights in a county courtroom. Four cases
are heard each night. Nineteen area high schools participate 1in teen court on
a rotating basis (each school sends a teen court once every six weeks). Adult
staff includes the teen court coordinator, counselor, a secretary and director
of juvenile services for the Thirteenth Judicial Circuit.

Denver, Colorado

Contact: Jan Church

Chair, Teen Court Advisory Board
1700 Lincoln, Suita 4100

Oenver, Colorado 80203
303-861-7000

The ~court is composed of students who volunteer to serve as jurors and
prosecutors and defense attorneys.

The judge 1is a volunteer retired judge.

Defendants are students in trouble in middle school and high school who have
committed acts for which they would be suspended or expelled from school (but
not serious enough to warrant a criminal charge). They participate 1in teen
court voluntarily, although court organizers ask school principals to "strongly
encourage”™ young people to choose teen court over traditional punishments which
keep them out of school.

To appear 1in court, a teen must sign a contract admitting guilt. Jurors hear
arguments and set the sentence.

Offenses heard by teen court include stealing, fighting, trespassing and
possessing alcohol on campus.

Sentences include community service, apology to the victim and restitution.
Those who do not comply with the teen court sanction are referred to the school
or the police department.

Miscellaneous: The purpose of this program 1is to replace traditional negative
school punishment, such as suspension and expulsion, with sanctions which keeo
the student in school and encourage him or her to serve the community. It is

an attempt to intervene before students commit more serious offenses for which
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they will be charged. Teen court, sponsored by the Oenver 3ar Association,
holds Us first hearing In November 1990. This court replaces a teen court begun
in the 1970s and disbanded 1in the mid-1980s.

Odessa, Texas

Contact: Natalie Rothstein
201 N. Grant

Odessa, Texas 79751
415-333-3641

The court 1is composed of teen-agers who volunteer to act as jurors, bailiffs,
clerks, prosecutors and defense lawyers. A master jury trained in interview and
assessment skills hears traffi® cases; other juries hear miscellaneous cases.
Stuaent court officials are trained during pre-trial and post-trial meetings with
the judge and the teen court director.

The judge is a volunteer retired district court judge.
Defendants arereferred by police, local courts, the justice of the peace courts
and the schools. They participate 1in teen court voluntarily. No defendant may

go through theteen court twice.

To qualify forteen court, defendants must plead guilty. Jurors hear arguments
before determining the sentence.

Offenses heard in teen court include traffic offenses and Class C and 8
misdemeanors, including some drug possession cases.

Sentences include community service and jury duty. Alcohol or jrug -“nders
must take a chemical abuse workshop. The parents of all offenders must take a
parenting workshop. If the sentence is satisfactorily completed, the record is

labeled "dismissed through Teen Court."

Miscellaneous: The Odessa Teen Court was established in November 1983. It meets
every Tuesday night 1in the county courthouse, with seven jJuries hearing 21
trials. One "master jury" hears 15 traffic cases each night, while six other
juries hear other cases. Parent participation is mandatory. Parents must be
present at the 1initial interview with the teen court director, as well as at the
trial. In addition, parents must attend three-hour parenting workshops, taught

by the court director and by her husband, a professor at the University of Texas.
The director says this parent training 1is vital to the program®s success,. The
program is sponsored by the Junior League of Odessa. Two-thirds of the program®s
funding is from the city council and one-third 1is from the schools.
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Pasco County, Florida

Contact: Judge Lynn Tepper
East Pasco Juvenile Court
813-996-7341

The court Is composed of students from the local high school (Zephrynills High
School). Jurors, selected from the school®s law studies class, sit as the jury
in actual cases heard by the East Pasco Juvenile Court. Jurors are trained by
the law studies teacher, who discusses jury 1instructions in class, and by the
sitting judge, who appears before the class once each semester to. discuss the
state®"s juvenile justice systen. The judge also asks the state's attorney, the
public defender and a pre-trial case worker to speak to the class. Ouring court,
jurors sit in the jury box. The trial proceeds as with a non-jury trial, except
that all objections by lawyers must be made and argued on the floor where the
jurors can hear <e.hem. Bench conferences, voir dire and objection to particular
jurors are not allowed.

The judge 1is Circuit Court Judge Lynn Tepper (replacing Judge Maynard F. Swanson,
Jr., who began the program).

Defendants are juveniles whose cases are on the regular docket; cases are not
screened.

Defendants may plead guilty or not guilty. Jurors recommend the verdict by
majority vote and, if the verdict is guilty, jurors also recommend sentencing.
(Judge Swanson says his verdict differed from the jury"s only once; he attributes
that anomaly to his mistake 1in not properly instructing the jury.)

Offenses include any offense on the juvenile court docket.

Miscellaneous: This 1is the only court we studied 1in which jJjurors serve under
a sitting judge. It has received national publicity on both the N "oday Show
and NBC Nightly News.

We attach an article describing the Pasco County Teen Court ("Pasco Juvenile
Justice Program Wins National Fame," Florida Qar News, wmay 15, 1990); a
description of the Hillsborough County Teen Court ("Teen Court,"™ provided by
Bob Sleczkowski, director of juvenile services in Tampa, Florida); and an article
describing the Odessa Teen Court (Robert Rothstein, "Teen Court: A Way to Combat
Teen-age Crime and Chemical Abuse,” Juvenile s FanHIy Court Journal, 1987, p.
1-4). In addition, we attach several documents from the Anchorage Youth Court.
The documents include step-by-step instructions in how to set up similar courts
in other areas ("Anchorage t"outh Court: Trial by Peers"™) and the Anchorage Youth
Court Constitution.

I hope this information 1is useful . |If you have any questions, or want acditional
information, please contact this agency.
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Anchorage'
Court has won the 1993
American Bar Association/
Informaticm America Pub-
lieEducationProjectaward
for workingin partnership
with the j ostice system to
produce a program involv-
ing teen awyers, judges
and defenilants.

Donna ~Tillard, local at-
torney and ABA board gov-

lehl"Youth Court Chief Justice:

Anchorag

Youth "B ar
'mSome 188 teens,rangingfrom

Mina Kumar, Y
e Maraton and Jon Ealy.

accept :
For’tfis~7aiirnal "of Com- ~ the award on-Behalf of the '

teenwinners Feb.5in Boston
atthe National Conference of
Presidents lunciieon.

7th to 12th graders are re-
cipients of the award, which
camewith a $5,000 cash grant
as well as the Outstanding
Partnership Award

After finishing a 10-week
law class, the students
worked in actual courtroom
settings with juvenile first-
offenders arrested for misde-

"crimes. ---Li-
" -Youth clients'were'-rep-

Youth Court Mediator, Bryan Clark; Youth Bar

ourt ™"
B/ ’Qawa ra

ryr\-r . e

resentedand prosecuted by
teenage lawyers - and sen-

"tenced by teenago-judges.

No adults are allowed to
speak, in the court, though
teen attorneys can consult
adultcounselpresentin the
courtroom. Teen jurors
were called in to deride
some cases.

Sharon Leon, executive
director of the four-year-
old Youth Court, says the
Anchorage program was
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This theory was used in many of our
eastern states.

the mortgagor may have built up a
substantialinvestmentin the pay-off
ofthe loan. The law changedin order
to protect those who had paid a size-

gjgg b. Lien Theory: Under the ‘lien”
theory, the owner/mortgagor keeps able amount of the installment debt
doth legal title and possession, and before the default occurred, usually
I ® onlygivesthemortgageealien onche bygivingthemortgagor eithera*right
OW & S h Ko o land which can be foreclosed upon in  to cure” the default, or a *“right to
arroc pjpj the event ofadefaultunder the loan, redeem’ the property.
-CORPOR AT|ON lp The lien theory is used in most west-  Copyright <91993 by Frank Noselt,

states, aﬁlls edtodayinAlas

Court effective deterrent

enders

r II’St tlme 0

« Continued from T

nounce that

the offenders are ordered to write an

. judged as uniquein that itisthe only essay asparcoftheirsentence reflect-

mone which gives teens “suchatremen-

dous responsibility.?-

.Ing on what they had done,” Leon

said. |
‘AIIofthemsaldtbeyneverwantto

m: *li%s also the most complete pro-

hite & McAuliffe,
mof the firm.
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ANCHORAGE YOUTH COURT:
TRIAL 3Y PEERS

i. PsgiB-TQYSCRIP-nCN

, Tha Anchorage Youth Court f AYC") is a court in which tha rales or artomeys, judges, bailiffs, clerks and
jurors are filled by young people hetween tha ages of twelve and eighteen. Defendant’youths are afforded a chanca
via trial by their peers t0 resoive legal problems without receiving a criminal record. Simultaneously, the community
benefits Dy receiving valuable work servica as partial redress for the wrongs committed. Attornéys also have the
opportunity to ﬁrowde a servica to their community. Mast importantly, however, young people and aduits work

together through youth court to resoive conflict,
. PUNNING

A Needs Assessment

ftan the juvenile H,ustlca system does notwork for first time offenders. Two problems arise. Rest. dua ty
the lack of resources, first time offenders are rarely punished. Juveniles become aware that the {ustl,ca system wiil
not follow through if an offense is committed. Tne result is a high recidivism rate. By the time tha justica system
takas action, many youthful offenders have established a lawbraaking behavior partem.

Second, many juvenile defendants who maintain they are innocent cannot afford to hire legal counsel. Tnsy
thus feel compelled to admit quilt to crimes they have net committed. They pay restitution as a cheaper alternative to

hiring a lawyer.

.. Ayouth court can provide a solution to both problems. ,Atto,rneys, parents, school officials and students
can join tcgetherto implement a court that wall promptly respond to juvenile fegal problems.

3. Determining Scecfic Chiectrves and Program Design

1. Decisions to be Made
a.  Options - Objectives

Tne objectives of a youth court ata fourfold. Rrot, a youth court provides a municipal wide alternative court
where teena?ers can be represented, prosecuted, and trie b?/ a jury of their peers without mcurrln? a record.
Second, >outh gain an awareness and respect for their legal responsibilities to sreiety and are afforded the
opportunity to play a positive role intha administration of justice. Third, a youth court reducas the volume of casas
burdening"a judical system. Finally, attorneys are able to provide a servicé to the public by instructing youth about

substantiVe and procedural criminal’law.
b. Options - Program Oesign

The AYC allows youn? peaple complete judical authority. Young people are attorneys, judges, bailiffs,
clerks, and jurors. Trials take place in the stale courthouse. Defendants are referred by a referring authority, which
fcr AYC Is Alaska's Juvenile Intake Office. Once a defendant is referred to AYC, tha defendant IS arral(%ne,. If he
pleads qufrty, he is tried by a jury or panel of judges. AYC confirms with the community ser\_/lca_?lacemen office that
each defendant who is séntenced serves his sentence. If the defendant refuses to compiy with the AYC procass
AYC can return the case to Juvenile Intake fardlsés)osnlon. At completion of the case, the’AYC doses the file and -
returns itto the referring authority. A criminal record is not accrued uccn a finding of quilL ;

- 2, Decision Making Procass
AYC began with an ad hcc group of concerned attorneys, students, teachers, juvenile authorities and



parents who believe in and are committed to establishing a youth court. This group contacted the Anchorage 3sr
Association, Young Lawyers Section for halo with funding and for accass to its resources in the community. Tnav

Yeung lawyers have been involved ever sinca.
A group should use the fallowing analysis to determine whethar a youth court is appropriate far its

community:

o a. ' Make a rough needs assessment. Determine how many offenders enter the
juveniia Justica system each year and how each'1s handled. Datennina whether diversion programs ate currently in
operation. If so, determine what kind.of diversion programs exist. If not, determine whether the court system needs

a youth court diversion as an alternative.

b Identlf% cna cr more persons who are interested in helgln% start a¥outh court
There maY be people involved in the [ccs] rassoilatlon, |ccai law related education projects, tha schagl system, or
the Juvenile Justica system. Encourage such people to enlist support far the program'and o attend Initial meetln(t;s.
Cften jud%es, attorrieys, local bar association members, probation personnel, poiica officers, teachers, students,
and parents are interested in supporting a youth court.

_ C. IdentifY ffie target ?roup of defendants based on the needs of the juvenf
system, i.e. age, type of cffense and usual dispasition of case.

o . 19am the procedures that are followed with a juvenile from arrest until final
disposition of the case. Is 'mere a diversion mechanism already in piaca? What happens. to first offenders? This
Information is necassary in order to formulate workable procedures far selecting appropriate cases for the youth

court.

_ -} Meet with the chief judge of the trial court, tha proposed referrin% authorities, the
director of ~ scciai services andcommunity work service, and prosecutln,? and public defense attorneys. Such
meetings s.hcufd be designed to fester support for the program and to compile suggestions far implementation.

3. Considerations in Project Planning
a. Personnel Available

.. Four types of personnel are required for a youth court: (1) volunteer students willing to become bar
association members and attorneys; (2) volunteer attorneys willing to be instntcors and advisors;. (3) community
gp]e %rsé Vlllélcr)] t&a??pport the youth court including Judges, police officers, school officials, and juveniia officers;

The ASA affiliate group should provide access, to potential volunteer attorneys. Tne AYC contacted schools
and other community leaders directiy to solicit student involvement, community support, and staff help.

Tha advisorg{ staff of the AYC consists of a Coordinator and Leglal Advisor. Both (jeobs are time consuming.
Tne Coordinator's position is a paid one and IS currently part tima, but could become full time.

Tne Coordinator is responsible for review and approval of referrals to the AYC. S/he also establishes,
oversees, and directs the procedures and duties required to ensure the smooth and proper operation of the youth
court. Further, the Coordinator must maintain accurate_youth court records of costs and expenses andact asa
liaison between the AYC Gar Association, Administrative Board, and Ala_xa Court system at large.

Tne Legal Advisor should be an attormey volunteer. His duties and responsibilities are to review and
approve, togetherwith, advise and direct AYC staff and members as requested, required or needed.

AYC has considered employing a law student intem to assist both the Coordinator andlegai advisor.
Because no law schools are located n Alaska,. such 2. program is difficult in Alaska. Nonetheless, a aw studenf

Intern could assist the Coordinator and legai aavisor in his orher activities,



8. 7APpijg Aygilgbiiity
The first squrca far information about funding should be the local bar association. Tnere are saverai funds
sac up fcr the specific purccsa a: ssring and operating law related education programs.

Tne second sourca of inicrmatian is the local library. Most libraries have a resource section which provides

information about private foundations that donate money to legal programs. Some cities also have foundation
canters. Thesa canters aro clearing houses fer information about corporate and private foundations.

Another farm of funding is self-generating. Fund, raisers, seminars, and requests for conations can
generate funds. An especiaiiy cccd private sourca of funds is private law firms. It is possible to run a youth court
entirely an donations. The only items needed for a youth court are time, offica spaca and operating”expenses.
These can all be donated. Private law firms in Anchorade have donated hundreds of hours of time to AYC. ma¥ have
also donated offlca spaca and copying. . Further, The Alaska State Court S¥stem has donated the use of their
courtrooms for AYC hearings ana trials.“Similarly, the local Ibrary has donated tha use of its theater for meetings.

. Even though personnel and funding are tha usual stumbling blc ts associated with establishinﬁ and
operating a youth court, tha essential element is dedicated individuals who are committed to a youth court Although
a great eal of funding Is not necessary for starting a program, individuals who are dedicated to starting a youth court

are essantial.

C. Evaluation Design

. ltis important to evrluaie the %louth court periodically. Regular evaluations allow for the youth court to be
revised as needod. A timetab . should be sat up fcr evaluation. Items to be evaluated indude: the Status of pending

cases, available personnel and available resourcas.

Statistics shauid also be kept throughout the tenure of the court. Same statistics that should be kept are:
number of inquiries about the yruth court, nlimber of students who reglster to taka the youth court training course,
number of students who pass the youth court bar examination, number of cases referred to tha youth court, the
number of cases returned to the referring authority, the number of cases in which defendants have been found not

quilty or guiity, and the santencas served” by deferidants found quilty.

_ Finally, tha year's goals should be reviewed and compared with the status of the program. If any disparity
exists, the youth court goals and methods should be re-examined for possible change.

Il. INPLEVENTATION

A. Timetable

To establish a youth court, a timetable of at least six months is advisable before_trials commence. Six
months allows sufficient time to organize volunteers and arrange for courtrooms, community sui)po,rt, community
work service, and cooperation of schools, court sys.em, attornays, and polica officers. The following provides a

loose outline of the chronology of events:

. 1. Formalize the proposed youth court by preparing a youth court constitution. This
constitution should outline the responsibilities at each organlzatlon and tha precaduro and roles of student members.

Tne constitution should be reviewed and adopted by students.

o 2. Formalize the proposed youth court by preparing a youth court constitution. This
constitution should outline the responsibilities of each organlzatlon and'the procedure and roles of student members.

Tne constitution should be reviewed and adopted by students.
3. Establish a curriculum and bar exam for new members of the youth court bar association.
4, Begin to enroll students in the bar review course. "] o,
5 When at least ten to twenty students have enrolled, sat the data classes are to begin.



5. Sian the eigitto tenwgek bar raviav course.

7. . Set the bar examination and swear in ail students passing thebar as  membersor the
youth court bar association.

, 3. Begin the youth court har association monthly business meetings and continuinglegai
education program.

9. Ask the referring authority to refer its first casa to youth court

B. Bind-Sasina

Look for all avenues of funding. Funding can come from grams, donations, and fundraisers. Even t_houg{h
grants 3re the best kind of funding available, it must be noted that gram applications take a great deai of time T
prepare. Secondly, foundations that award grants may make disbursements only cnca or twica & yaar.

AYC a Broached_th_e Young Lawyers division of the American Bar Association for an initial grant AYC was
awarded $1,700.00 to begin iis projéct

.. Subsequently, AYC a&g)roac_hed the _A,nchoragie car Association, it funded tha first year of AYC by
providing a gram of $11,000.00 . Private individuals, Taw firms and corporations have donatéd orfica spaca.

equipment and time. Inkind conations have been essential to AYC's first year.

C. Recrmitrant and. 7rinma

AYC's organization consists of cooperation between local_high schools, juvenile_intaka, the court systam,
and volunteer attorneys and paralegals. The AYC has thrae arms. Tné first arm istha AYC_non-profit corporation, It
Is directed by an Administrative Board. Tne second amm s the AYC Bar Association which is directed by student bar
memb?r . Tha third arm isthe AYC court system which is directed by tha AYC Coordinator. Volunteers are needed to

staff all three arms.

Tha AYC Constitution establishes that the Administrative Board consists of residents of the Municipality of
Anchorage. An equal number of members represents the youth community and the adult community. Each member
serves for a term of one year, Student representatives are selected from each school which has a student
Partlmpatmg INAYC. Aduit nominees are selected from and represent the faIIowm%: the judiciary, juvenile probation,
aw enforcement. education, the Anchorage Bar Asscdatian, the adult community at large arid parents of youths
overwhrmthe AYC has jurisdiction.

The duties of tha Administrative Board indude, but are not limited to, fiscal matters, appointing. sraff
members, malntalnmgi liaison between the AYC and lav/ enforcement agendes of the State of Alaska, the Municipali
of Anchorage, as well.as general supervision of AYC. Members of the Administrative E card receive no training, bu
usually come to the Board with an expertise or interestwhich is important to the functioning of AYC,

. The \vc Bar Asscdation consists of members of the AYC who are enrolled in grades seven through twelve
and in a public or private school inthe Municipality of Anchorage. Tne students must successfully complete an eight
to ten week training course and pass an AYC bar"examination. In order to hold any elected or appointed position, a
member must have active standing. In order to qualify as an active member must have attended a majority of AYC
Bar Association meetings held witfiin thq last thrae months and attend continuing legal education dasses.

The AYC Bar Assadation has a president, vice president, secretary, judges, and dark, ail of wham are
alacted. Further, bailiffs, attoneys and jurats are appointed on a case by case basis..

. Asignificant amount ai time must be spent by volunteer attorneys to educate Students acout substantive
and criminal prccadures, evidence, constitutional law and trial advocacy.” Much of tha training is done during the
|- 0.0 \ [

eight to ten week training course.

D. Publicity



. Tne AYG uses Mo typesc. pubhmtX one is intended to gain the participation or AYC students arc tha ether
is intended to gain community supccrt tor AYC. AYC has waged a successful public relau'ons campaign an betn
frents. Stories have E}\pBoeared In the "Anchorage Cailly News', the "Anchorage Times', Alaska oar Association
publications, and the "ABA/YLD Affiliate”. Tne AYC Coordinator has appeared before numerous public ana crivate
organizations, corporations and school.-. . Tne Anchorage communltg IS extremely suRpo_rtlve ang interested in the
rognram. S eakmg opportunities are aasily available, A youth court snculd enstire that its coordinator is willing to
ubmit press releases and speak puclicty as opportunities arise.

Tne_student members should aiso participate in the campaign. Fach fail AYC students ensure that other
students in tfi9 Anchorage community are aware of the AYC program By writing newspaper anicies. notifying students
cf the AYC bar review registration. Students deliver similar noticas to deal radio stations, T.V. stations and schccis.

E. Day To Day Operations

... Tne AYC organization operates as fallows; After a preliminary investigation, a referring authority, usuajh{
juvenile intake, refers the case (0AYC. The referring authority meets with the defendant and his cr hercustodid
parent cr quardian to explain the purposes cf AYC, and rts procadures including sentencing. After the opportunity o
confer with counsel, the defendant is plven the choica of proceeding to AYC or belnH handlled through regular juveniia
intake channels which may indude a formal court hearing and a criminal record. If the defendant and his‘or her parant
or Puardlan agrees to proceed with AYC, they wiil sign & voluntary agreement with tha understanding that their case
will"be held open for 90 days to complete the youthcourt precass. This voluntary agreement stales that failure to
com?Iy with AYC and other established conditions, once agreed to, may rssuit in hdving the casa handled in a fcrma

court precaading.

. Tne AYC Coordinator recatves a copy of the defendant's signed voluntary aq;eement to panicpate inAYC,
available arrest reports and ather related documents. If the case in gt acoapted by AYC, the case is returned to the
referrln? authority together with all documents relating to the case. If tha case is dcoapted, proceedings inAYC are
conducted in substantial conformity with the rules and statutes governing normal aduit criminal procéedings. Tne
rales and statutes are applied and”modified as necessary to promote thé promPt and just resolution of casas and

legal education. At all times, AYC prceaedings are conducted to ensure confidentiality.

Tne chief Judge or his appointee preskies over all courtroom prceaedln%s cf the AYC ‘with tire assistance cf
two associate judges. If the defendant pleads quilty or is found quilty at trial, the ud%es determine an appropriate
sentenca al a Santenchg hearing to be held witfin five days of thé verdict or plea. Sentencing is in accordance with
the informal sentencing quidelings established by the refefring authority.

If the defendant chooses to exercise his right to appeal, he must submit a written statement includin?
reasons for appeal to the chief I#_dg[e within three days following the sen_tencm% hearing.. If the defendant does no
submit a written appeal within this time frame, his right to appéal is waived. Jaon receipt of the ap{aeaf, the chief
judge appoints a three member appeals panel if the appeals panel finds fcr the defendant on any point of appeal the
case is remanded accordingly. Tne Coordinator oversees the defendant’s compliance with AY% sentencing orders

and provides status reports't0 the referring authority as required.

Cnca a year, the AYC recruits now members. Inorderto become a.member cf AYC, young people complete
a legal t_ralnln? course whereby they leam basic legal principals and practicas. The course covers such topics as
constitutional faw, criminal law, criminal procedure, &vidence, trial advocacy, and ethics, After having completed tha
coursg, students take a bar examination. Cnca students pass the bar examination, they become AYC_Ear
Association members. Tney are then qualified to serve on the court as bailiffs, darks, attorneys, and judges, They
will also be able to Bartlcpae INAYC car Association meetings through which theY_ continue thelr legal education. At
the meetings memners particpale in activities designed to give broader perspective of tha justica’system, such as
workshoPs, meek trials, speakers, and movies about the judical system. The initial and ongoing training require

regular attention by the Coordinator.
IV PVaH.IfITCN

. As_a result of AYC, Anchorage youth have gained an awareness and respect fer their legal responsibilities
to society. Tney are afforded the oppartunity to p.ay a positive role inadministration of justice. Tné volume cf cases



burdening the [J;lu_dical systam has haan iichtanac and Ancnoraga lawyers have heen abia to provide a sarvica tc the
public Ly educating students ahcut sucstantive an prccadurai tdmina) law. Meanwnile, [he community has racaivec

valuable sarvica and radrass ior the wrongs committad.

. AYC students, however, provide Erobably the best evaluation of AYC. A question an their first bar
examination was, 'What is Anchorage Youth Court?*“Their responses were as fellows:

A Tenth Grader's response:

Tne Anchorage Youth Court provides the benefits of citizenship to the youth of Ancnorage by providing an
alternative systam of judgement and santandng. Itwill allow these who commit misdemeanars, aariy in life,
a chanca to pay fer their damage without incurring a cdminaJ record, ftshall also aitampt to be fair iri the
procee_dlnlgé bfy providing thesé defendants with  jury, Jud%e, and lawyers ccmcasad of thoir peers. 2y
frgﬂjﬁellrllgw aif altar the Teal court system, Anchoragé Youth Court wiil attempt to foster a spirit cf raspect

A Tweifth Grader's respensa:

The Anchorage Youth Court is an opportunity foryouth to constructively exerdse their resPon3|b|I|ty_to
themselves and scdety in securing and promotln%]a_just legal system. 't provides youth offenders with an
alternate method to pay for the consequences of thair actichs - by having a trial by their peers, but net
incurring any criminal record, and by paying bade thelrcommun[tK with restitution and community sarvica
hours, nchora?e Youth Court also-providas active members with hands-on experience in the Iegal fieid and
partidpatian that could not be gained by any other scurca. Tne community as a whole benefits by the
sarvica Anchorage Youth Court provides.

An Seventh Grader's response:

Anchorage Youth Court is essentially an opportunity. Itis an opportunity fcr students cf all kinds to come
togethern a heatihy environment to’leam about tha laws that govern thém. It is an opportunity forycuth af
Anchorage to help better their community. But mostly, itis an opportunity fcr kids who have made mistakes
to have another shet, net so much to go Unpunished, but to have another chanca to reconsider the
consequencas of their actions withouthaving a ctiminal record follow them through life.

AYC is. essentially an opportunity, an opportunity for young people and adults to work together to resoive
problems Inhelrcommuny. b, &n opportunity for young peop g

Contact Persons:

Sharon Lean, Exec Director Blythe Warston, President Jonathan Ealy _
Anchorage Youth Court Anchorage Youth Court, Inc Anchorage Bar Asscdation
0. Box 102735 2441 Tumagin Parkwa 550 W. 7th Ave., Suite 1900
Ancnorage Alaska 99510 Anchorage Alaska 99515 Anchorage, Alaska 99501
907) 2145386 (907) 248-7729 (SOT) 277-1900

o (0" 272-0431



Anchorage Youth Court
P.O. Box 102735
Anchorage, Alaska 99510
Phone: (907) 274-5986 « Fax: (907) 272-0491

REGISTRATION MATERIALS PAID FOR THROUGH A GRANT FROM
J.C. PENNEY CO. INC

AYC CLASS SCHEDULE

Sat. 9/12 2-4 P.M. Open House, registration AYC Office
Thu. 9/17 7 - 8:30 Class registration West High Cafeteria
Mon 9/1 4 5 - 7:00 Vol. teacher preparation meeting Hughes Thorsness

CLASSES:

(Classes will meet once a week on the same day, in the same location for two hours)

09/21 - 09/26 Wk 1 Courts and Jurisdiction

09/28 - 10/02 Wk 2 Substantive Criminal Law

10/05 - 10/10 Wk 3 Criminal Procedure and Constitutional law

10/12 - 10/17 Wk 4 Evidence

10/19 - 10/23 Wk 5 Real and Demonstrative Evidence

10/26 - 10/30 Wk 6 Trial Advocacy (Mock Trial Preparation)

11/02 - 11/07 Wk 7 Trial Advocacy (Mock Trial Preparation)

11/09 - 11/14 Wk 8 Mock Trial

11/16 - 11/21 Wk 9 Bar Review

11/23 - 11/27 Wk 10 No Class — Thanksgiving week

AYC Bar Exam:

AM. 12/05 Bar Exam West High Cafeteria

P.M. 12/06 Make-up Bar Exam - By arrangement only
12/07 - 12/12 Review corrected exam in regular classroom with students
12/1 4 Exams returned to AYC office

AM. 01/09 Review/exam retake -- By arrangement only

PM. 01/24 Swearing in/reception -- attendance mandatory to become

an AYC attorney



Anchorage Youth Court
P.O. Box 102735

Anchorage, Alaska 99510
Phone: /9Q71 274-5986 : Fax: /9Q71 272-0491

AYC LAW CLASS
STUDENT REGISTRATION FORM

Please complete this form, then present it to the AYC student registrar.

Wait until the registrar nas transferred this information to the master sheet.

The registrar will give you the Class Information Letter and Assent Form.

If your parent/guardian is here, have her/him sign the Assent Form and present it to the

registrar.
If your parent/guardian is not here, be sure to bring the signed Assent Form to your

FIRST CLASS.

STUDENT NAME:

BIRTH DATE (MONTH/DAY/YEAR):

ADDRESS: @IP)
MAILING ADDRESS, IF DIFFERENT: (ZIP)
PHONE:

SCHOOL: GRADE:

PARENT/GUARDIAN NAME:
PLACE OF EMPLOYMENT:
WORK TELEPHONE: __

PARENT/GUARDIAN NAME: __
PLACE OF EMPLOYMENT:

WORK TELEPHONE:

PLACE AN "X" IN THE SPACE OF YOUR CHOICE BELOW:

Please do ( ) do not ( ) include my name, address and phone number on the AYC membership
list that is available to all members.



