ALASKA LEGISLATURE LUMMITIEE FILES 2 UU. -, UU. »L o
10529 SENATE HEALTH EDUCATION & SOCIAL SERVICES



I/46/0t

v3~rvv/ci-tri &EIV\

Cue < ™auaajz- u}Vvu3d taouc cOcnKjuA JKtrme, Jk~tJL bk. CaAjL_
a. Ilw\maaW aV ujijKAAr- vJL wuofr-uXcL wvJIXvcec. it>
o-pr-jatniMsvufaj ~fo \}d ycriA.

cCvvjD <ceut* o )  CrMA QjrrusMMsnxJti®  '"kije fviju-ixu”~cl {jQCcuA>tA

y~Artrpfustn Ujj” dL'Cfcj ~ruix h x? Ke*<v- A~ u s Vv '~ |
°KD &/ny 4 rmu”® (L CJurP N Ji-4 jwv "Ma\&iA CTrx*OVY~
JW Lp 4r) uAMriax"a JLv. "J"~NUA MAirm_C_
*4- 4t> OA/cnd <y\JLjXHudt erA_ *+ JArrhy~fchuily *-4JJw)cEN.
I0fuaKa ~A ~pic-m a_M&-wxi cc caomaajL- ualc”ca
CikxAA., -fO ~r~rrCutcfl™ cji (Jlui~rch™ *yv~ArJuA~rch ox UuAJL mr™ xA jl

JLjsjjAjdz* t (~crY\iLidycj~ &r\("jrvru”® (dtukjLCjs-J1 C*-<A£AAIm&vdc 4-0
CtckA Jljc4& Aujchrnia>  kjltJLh K~ hjij*ru. -Hjuj w&Csrmi. _4.Mm>eA~_ 4 -
-40 ccA-jdu-ar* CU-fcrcvud 4© cULajla-A- Cjtrm~ M jMrvo” ~MliLAMNCA-CjGA
AMHXt/AcAAJL  -4-yu ™ IcMaa “ArrndiiAAujci LolJU~AVjyk™ cxtH a -H*4a u -
cJvurnulLy Qm Ajl1 c/_ 4ypc_ CoaXa .

10 rH\ cruAa OJMU N Ajxtrjajutdcd”™e”™ *4- 3J3cc0O < A cld~rrrcC O
0jOAJL- iyVUIArUAAJLE- ~ v\ O-IAA (I"NTT*wvvAC~ccfey 'xHuU «wJ\OxL

cCwAmVVVsViJA 0+~ dXxOyVAQ' <ASWC\Was*\ «t-Vk -ACUA. ,_"A.ff}nE

>Jis\NAH/\ArrY~AM~ *4- Qjrnrh ru”rJL a ¢ sj*=AI>(buE"~b"J-& (Lzbo”i"-4

Cvda CmMmA, (UnwvujsncQlj. sJE cO<malcl ccjx-jMAlltiAci-C
(wy ~u-"~jcunt®" ycnk «_Avucy -lo Crrrhnuldi us) ""k. Keiju<i
vjai*fujaWwlLj. (» baaAa |,

VAWV jtjiA siy”?

cC t (jCtduJj 3tf~7 H ShaAirr\ fcj

<>sy\cn-fk Pole, A-*C HHIIS



October 25, 2001

Dear Senator Lyda Green,

1am writing to express my concern regarding the issue of state medicaid
funding. | understand that you and the legislature are considering reducing
medicaid services for the residents of our state. | am particularly concerned
with the idea being put forth to reduce funding and services for Denali Kid
Care and Breast Cancer.

Denali Kid Care provides insurance coverage for children and teens, our most
vulnerable residents. Providing good health care up front, prevention of
disease, early discovery and treatment can save us all money in the long run.
Children who grow up healthy can then become productive members of our
society. This would seem to me to be a good thing.

I cannot believe | live in a state where our elected officials can be so
shortsighted not to see how providing mammograms and funding for the
early treatment of breast cancer can benefit us all. Spending $100.00 for
early detection is a small amount to pay when compared with the costs of
treating breast cancer after it has spread. Plus, the social and emotional
costs can be just as high or higher.

As a woman and a mother these two issues greatly concern me. As adults it
is our responsibility to protect the children. They will be the ones to make
decisions about issues in the future. As a woman | cannot stand by and do
nothing about issues at the state level that concern women’s health. Trying
to save a little money now on Denali Kid Care and Breast Cancer can and
will cost us big money in the future.

Sincerely,

Corlis Taylor

Cc John Coghill



John Cannon
3101 Whispering Woods Dr.

Wasilla, AK 99654
(907) 376-6063

November 7, 200]

Senator Lyda Green
600 East Railroad Avenue
Wasilla, AK 99654

Re: HESS Subcommittee on Health Care and Welfare

Dear Senator Green:

1 am writing you regarding the Subcommittee meeting that will be held at the Mat-Su Legislative
Information Office on November 8-9. Unfortunately, due to a schedule conflict I will not be able to
attend the meeting in person. Please accept this correspondence as public testimony. Over the last
twenty years it has been my privilege to work with Alaskans with developmental disabilities. During
this lime period our great State has demonstrated exemplary commitment to citizens with developmental
disabilities. This commitment has truly made a difference in the successful community living of
thousands of Alaskans. On November 15, 1997 Harborview Developmental Center in Valdez closed
after 36 years of operation as Alaska’s institution for people with developmental disabilities. Gone are
the days when Alaskans with developmental disabilities have no choice but to live in institutions. Gone
are the days when Alaskans with developmental disabilities have to move away from their community,
their friends and families to obtain needed support. Gone are the days when young Alaskan children
experiencing complex medical conditions have to grow up in hospitals or nursing homes.

Much of the success experienced by Alaskans with developmental disabilities and children with
complex medical conditions is a direct result of funding available through Medicaid, Home and
Community Based Waivers. Presently in Alaska Medicaid Waivers are providing the funding needed to
make community living possible for 143 children with complex medical needs and 779 individuals with
developmental disabilities. Yes, costs to the State of Alaska for these services have increased in recent
years. However, each member of Senate HESS must remember that the sendee costs for these Alaskan
citizens would be much higher if institutional care still existed.

Another important issue for the committee to consider is the fact that Medicaid is almost always the
only means by which Alaskans with disabilities can access health care. The ability to live successfully in
the community, even survival often depends on needed health care services. Regrettably, for Alaskans
with disabilities full coverage for many needed health care services (e.g. durable medical, assistive
technology and personal assistance services) is seldom available.

On behalfof Alaskans with developmental disabilities | urge you to “stay the course” in terms of your
commitment to Alaskans with developmental disabilities. Please continue to be mindful of the critically
important role Medicaid funding plays in successful community living for these citizens.

Should you or any committee members have any questions or require further information do not
hesitate to contact me. Thank you for considering my testimony.

John Cannon



November 7 2000

Senator L& a Green
ast road Avenue
Wasilla, A aska

Re: CHOICE Services
Dear Senator Green:

name is Anthony Ward, |am a 6byear oIdrtrred and disabled professional, who
’e\y erienced 9surgeries. durin the(?sas 24mon ths most o? %rch ere perP rmed by

ex eIIent staff and associates at Providence Hospital here in Anchorage.

Living in Alaska for the past 19years, | have been a patient at Providence f
staysg |ncluging a%rlatergl ampuy t?on diabetes Type IO|I congestive heart?ar

palSy.

Post Su &rrcally | re rred an extensrve eriod of rehabilitation before bernﬂ able to return home

an required a [r ero ser Ices Int commu gto prev nt nursrn ome admission.
foLe ern%vﬂ owed éo ere eased, was vrsrte a rrceo are re Coordinator, J
an Inshipwho Introduced me tot

0
VY] er program.” hre program provrded n¥e

all the seivices needed so that | coy dsta rnm ome and remain sare ant somewhat
Independent with CHOICE community based servrces

WOértstandrn Care Coordrnator] Jr():y caIIs and Visits requent checkrn on me and
coorginating tfle many services the CHOI g /am has set-up. (?vrc s Include in-home
nursing, notisekeeping, hospital and medrcal care/appointments medical equipment and

supplies.

These often critical CHOICE services have greatly reduced my need for emergency admittance
to Providence due to stressful cardiac incidents.

| cannot commend the CHOICE program and the services the pr g) gfram provrdese ough, 1am
most grateful and feel truly blessed oenjrﬁ/ and contrnnouslx engfit from CHOICE s Vices Via
coordination of Circle of Care which has alfowed me to live in my home of 19years safely and

Independently.

Please support the continyation of these services for the growing population of seniors and
adults with physical disabilities,

Sincerely,

?r several extended
ure and radial

Anthony Ward



November 7, 2001

To: The Senate Health, Education and Social Services Committee

Reference: Subcommittee on Health Care and Welfare

My name is Lila Berry, and | am a social worker and the manager of Circle of Care at
Providence. Circle of Care began 12 years ago in response to a terrible tragedy to a
senior. An elderly woman living alone in Anchorage with many health problems was
utilizing several health care providers, but no provider realized how isolated the senior
was. She died alone in her home, and was not found for several days. Several providers
in Anchorage and statewide came together to problem solve how to better care for our
frail seniors, and that was the birth Circle of Care and care coordination in the state of
Alaska. Geriatric care coordinators can be found in all parts of the United States and in
many parts of the world. Care coordinators assist seniors and adults with physical
disabilities and their family members in a variety of ways. We provide consultation,
screenings, and assessments to help clients find their way through the maze of eligibility
criteria, and become eligible for programs such as the Choice Waiver program. We help
them problem solve and obtain sendees to have the best possible health and safety. We
assist seniors and those with physical disabilities access services, and monitor to ensure
that their needs are being met. We work with frail seniors, some who are close to death,
some who have dementia, some who have given up hope, and assist them to meet their
physical, emotional, social and spiritual needs, when their world and their options may be
decreasing. We help them transition so that their care and safety needs are met. This may
mean assisting the senior who cannot afford their current housing, food, medication and
other expenses, due to the loss of a spouse. Or assisting a senior whom is being
financially exploited. The care coordinator may assist the senior or adult with physical
disabilities find housing, such as an assisted living facility. It may mean going to the
doctor’s office with the senior to help them understand their medical plan and to help
facilitate communication so that the physician understands the day to day concerns the
senior is facing. Care coordinators might need to explain the meaning of a new diagnosis
to the senior, and help them set up a living will and comfort one. The role of the care

coordinator is quite complex.

Waiver services include care coordination, assisted living, environmental modifications,
(such as a ramp, so that the disabled person enter and leave their home), assistance with
food and eating, bathing, chore services and respite. There is an array of services
available and the senior, disabled adult or family member may only need some of the
above sendees, or all of them. Hundreds of seniors and disabled adults really benefit
from the Choice Waiver program. Our population of seniors is rapidly growing and is
predicted to continue to grow. We need to enhance and improve our menu of services for
the senior population and those adults with physical disabilities.



There are many gaps in services for those with chronic illnesses. Our state safety net for
the chronically ill is not adequate to meet the needs of the residents. Circle of Care
provides assistance to hundreds of clients with chronic illnesses who are not eligible for
Medicaid. They might be $10 dollars over income for Medicaid, or have a chronic illness
that is not covered by CAMA, (respiratory illnesses, heart disease without high blood
pressure) or have not worked long enough in a given period to be eligible for disability.
Other states,( Oregon being just one example), ha\ . developed innovative plans to care
for those with chronic illnesses that are not covered by traditional Medicaid. 1 am
requesting that the subcommittee consider the health care and social service needs for
those whom are not currently eligible for Medicaid, and consider expanding CAMA
coverage to include those who are chronically ill. 1would like to focus first on those with
respiratory illnesses that are not currently eligible for CAMA Medicaid.

Sincerely, Lila Berry 261-4849
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Testimony of Patricio Hong, RN
Chair, Medical Carc Advisory Committee
November 8,2001 ~

Senate Health, Education and Social Services Subcommittee on Health Care and Welfare
November 8-9,2001

Senators Green, Davis, Taylor, and Ward; Reps Dyson, Cissna and Coghill - good
morning.

Thank you for the opportunity to speak on behalf of Lip Medical Care Advisory
Committee (MCAC). As you know, the MCAC was established in 1974, and its members
arc well informed about the Medicaid Program. WWe meet four times per year, and receive
detailed briefings on the Medicaid program and relatcu issues. Wc work closely with the
Director of the Division of Medical Assistance and staff, and arc privileged to meet with
the Commissioner of Health and Social Services on an annual basis.

The MCAC is currently composed of 15 members who bring expertise as providers and
consumers of care associated with the Medicaid Program. The MCAC works hard to
obtain public input during each of the four meetings. Wc have heard from both
consumers of services covered by the program as well os providers of those services. We
have also heard from a variety of interested parties who have concerns about the
Medicaid Program. Overall, the MCAC has heard over and over again how valuable the
Medicaid Program is in enabling needy Alaskans to access necessary health carc.

h
This past summer, the MCAC drafted budget recommendations. More than 600
individuals were contacted by postal or electronic meail and their comments were
solicited. The draft budget recommendations were available on the DMA website, and
were downloaded 118 times during the comment pc::bd. The following Budget
Recommendations for the Medicaid Program were adopted and transmitted to the
Commissioner, Health and Social Services. i(
/I Priority
The existing Medicaid Program and the FY 2002 bu  '? should be the base for the FY
2003 Medicaid program budget. This should be interpreted to mean that there should be
no reductions in covered services or eligible groups, and that the Administration should
not be forced to finance new services, new eligible groups, cost increases, or program

changes oy reducing the existing program.

We know that, in some states, those who do not have insurance coverage arc twice as
likely to be hospitalized for avoidable disease complications as those who have
insurance. Maintaining a strong Medicaid program that covers treatment for chronic
disorders, such as diabetes and hypertension, will actually decrease the cost of health

‘rare. $
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Testimony of Pairicia Hong, RN
Chair, Medico! Care Advisory Committee
November 8,2001

#2 Priority

The Department of Health and Social Services improve-geographic parity of
reimbursement by developing a regional reimbursement adjustment factor or a payment
adjuster for remote areas and include the cost of implementing the regional
reimbu.semcnt adjustment factor in their FY 2003 budget. The MCAC believes that
consideration of local cost variables will improve access to care for Medicaid recipients
who live in remote areas.

'Hie MCAC has heard testimony from providers in remote areas who are genuinely
concerned about residents in those communities, but cannot afford to care for a high
percentage of Medicaid recipients when reimbursement isn’t enough to meet their costs,
Ilie MCAC believes that adopting a regional reimbursement adjustment factor would
encourage providers to continue to give care to Medicaid recipients.

1/3 Priority

The Department of Health and Social Services consiuJ. *>gys to simplify the
authorization and billing systems for medical transportation and include the cost of
implementing the changes in the medical transportation system in their FY 2003 budget.
The MCAC recognizes that a simplified payment and authorization for transportation
process would improve access to carc for Medicaid eligibles.

The MCAC has heard testimony from providers who experience frustration when patients
miss appointments, often because of unreliable transportation. Simplifying the
authorization and payment process would reduce this barrier to care.

tlA Priority A

The Department of Health and Social Sendees update dental coverage for adults to
include preventive and treatment services commonly ihcluded in mainstream dental
insurance. The MCAC believes that these services would improve the employability of
Medicaid beneficiaries and reduce the need for oral health related emergency medical
carc.

The MCAC has hca'd testimony from dental providers who are frustrated with the
current allowable treatment options because they know that tooth extraction is not the
best way to improve oral health. The dental providers want to establish an appropriate
treatment plan for Medicaid recipients, but arc unob'fi”* do so becauso of current
constraints. Dcnthts know that prevention is the key to good oral health, and the MCAC
believes including preventive dental services will result in improved health for needy
Alaskans.

Thank you once again for the opportunity to address the members of the subcommittee.

(-



Robert and Bambi Gilpin
1001 Elsinore Way

Apt 3-C
Wasilla, Alaska 99654
(907) 357-9880 home/fax

alexmacks@pci.net

November 07,2001

To Whom It May Concern:

This letter is in regards to the continuation of Denali Kid Care and the importance of it in our
lives.

In May of 2000, our daughter Alexandra was diagnosed with Leukemia. When we arrived back
in the state after the initial treatment in Utah, we signed up for Denali Kid Care. Because our
income was not over the limit, all three of our children qualified. 1fwe did not have Denali Kid
Care, we would be in serious financial debt, even though we have another insurance. Cancer can
be very expensive and we appreciate and look forward to the added security of Denali Kid Care
for the portions of expenses that are not covered.

1am asking that you keep Denali Kid Care around for as long as possible. Thank You for your
time.

Sincerely,

Robert Gilpin
Bambi Gilpin
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1 Testimony

Alaska Senate Health, Education and Social Services Committee
Subcommittee on Health Care and Welfare
November 8 -9, 2001

Introduction:

Thanks for die opportunity to speak with you today as you meet to discuss issues of relevance lo
die Committee. | understand that your focus during dicsc meetings is to gather information to
prepare you for die coming legislative session.

I i
My name isJohn llilcy-1 am die Board President of the Alaska Primary Care Association. 1run
also a pracdcing primary carc clinician, and die Medical Director of Alaska’s oldest community
hcaldi center. What!l wantto cducatqyou abouttodayis die importance o fdie federallyfunded
communityhcaldi center-or CHC-program to Alaska. This program is growing hero. In 1995,
Alaska had asingle CHC in Anchorage. In the last six years, CHC's have blossomed into a
network of eight noii-trihal and tribal organizations wilh 28 sites statewide. All see people who
would not otherwise have access to basic primary health carc.

President Bush recognizes the importance of hcaldi centers in providing access lo health care for
those in need. He has shown his commitment to the program widi a plan lo double die number of
hcaldi centers in America, and lo donnie die number of people dicy serve. Senators Steveswand
Murkowski have also recognized die importance of hcaldi centers, and have worked wilh those of

us here to streugdicn the program in our state.

CliICsarcand willcontinueto be amajorsafelynetprovider here. Itisextremelyimportantdial
thelegislature be awaicandsupportive ofAlaska's CHC 5, andthatdie Legislaturereduce hiuiicrs
to die abilityo fAlaskas CIJC5toprovide dioscin need ivith necessarybasic.primaryhcaldi guv.

Brief statistic* about CIIC’s in Alaskla;

The most recent year for which we have statistics is 19.99. In that year, Alaska had five CHC
organizations widi clinics located in “communities. Those centers:

¢ served nearly 20,000 patients
¢ provided nearly 61,000 medical patients visits
¢ provided asigii'r .antamount of dental and mental hciddi services as well.

In diosc centers, on nveragc:

¢ 37% ofthese patients were uninsured, (Some had a level exceeding 50%)
¢ 34% were insured by Medicaid, Denali KidCarc or Medicare
¢ 29% had private insurance |
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Since 1999, the ClI1Cprogram has doubledin size in our state. CHC's sil.es now provide care in
28 communities. Itis too early lo knovv numbers ol'patients served, number o f visits provided, ole.,
butitis clearthatAlaskas CHC'shavc.become amajorsourceoiqualityprimaryeve lomedically
undcrservvd Alaskans.

H)is is very important in a state such as ours, where die most expensive cost-of-living category is
medical service (which costs G0O% more then it docs nationally) and where the cost of medical care
has risen nearly 200% in the last 20 yeafs. The financial harriers lo obtaining health care are
considerable- even irone has insurance” but especially ifone doesn't

Alaska’s Health Centers save the system money;

I lealtil centers result in cost savings. tlic impacts health centers have on Lire health of their

patients include:

lower hospital admission rates;

shorter lengths o f stay ;

less inappropriate use of emergency room services
significantly lower infant mortality rales

reduced incideitee of low bit tli'weight

higher immunization rates, antjl
better use of preventive lie,-... I.,, ices that resultin lower rates of preventable illness.

* & & ¢ o o o

Studies over the last decade have found dial nationally, Medicaid patients who regularly use health
centers receive care of equal or greatcrquahly and cost significantly less tlian those who use private
primary care providers, such as hospilil outpatient units or piivsitc physicians. These lindings are
consistent with thosefrom dozens o fpreviousstudies on the cost-dl'ccdvcncss and tjualily o fcate
provided duough the health centermodel andinpaiticvlardocumentingtheirsubstantialsavings
to state Medicaidprograms. The rcoord is dear that, health centers save die system iiioih,»

Kvcu as they ore providing important scivic.es and .saving rr.smirccs, Alaska’s C.11C’s arc under
threat:

¢ die numbers of uninsured, wlilc temporarily dented by Denali KidCurc, are again
escalating. Tin's places additional burden ou hc.-JUi center resources.

¢ die costs of providing health care are escalating rapidly,
die reasonable reimbursement system for Medicaid patients previously used is changing lo
a system that actually cost health centers to see these patients.

Over die coming year, this Committee will be hearing more about die good hcaldi centers do, and
(lie problems they face. Requests will be made for support for (his system llial provides so much
good to Alaskans and assists die stale in providing a hcaldi care home for Medicaid and uninsured
patients. W e look to die Committee, and to die Legislature to respond appropriately.

Thank you.

John Riley, I’A-C il
Alaska PCA Board Chair
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Additional Racktn~oimd Information on Community I-lc.a](h Centers;

Health

¢

¢

>
centers have: i

1¢* i around nationally for 3| years and represent federal, stale, and local
ommunity investment in primary cawe iiifrastmcturc for medically imdcrscrved

people and communities.
Been present in Alaska sincc'1974.

Statutorily, health centers mush

¢

Health

¢

Be located in, and serve, a community that is designated as “medically
undcrservced,” thus ensuringihc proper targeting of federal resources on areas of
greatest need;

M;ikc services available to fJ residents of the community, without regard Lo ability
lo pay, and make those services affordable by offering a sliding scale fee;

Provide comprehensive primary health carc services, including preventive care
(such as regular check-ups and pap smears) and care for iliness and injury, as well
as services which improve the accessibility of care (such as transportation and
translation services) and the effectiveness ol rare (such as health / nutrition
education);

Be governed by a Board of Directors a majority of whose members arc active,
registered patients of the hcillh center, ihus ensuring that ihc center is responsive to
the needs of the community’'it serves. Boards also include local community leaders
and others who are committed to provide access lo primary health care that meets
the needs of their community

centers: |

Provide access to quality preventive and primary health care for (lie medically
imdcrscrved - including those without health insurance, low-ineomc working
families and rural residents.1

Serve as a prototype for cllecUve public-private partnerships, demonstrating their
ability to meet pressing local health needs while being held accountable for meeting
national performance suu;*»Ldl.

Arc community owned and operated businesses- professional health carc
organizations providing a comprehensive range of liigh quality preventive and
primary health carc services under one roof, in a "one-stop caring’lsystem Health
centers offer 24 hour carc, both for prevention and for ttca'uienl of illness or
injury, and in addition provide diagnostic laboratory and x-ray services as well as
prescribed medications in many eases.

Arc individual and unique, reflecting local decision-making on how best lo meet the
healtJi carc needs of that hcaldi center’s patient load.

Arc subject lo ongoing federal monitoring of dicir cos - effectiveness, quality ol
carc, and management at adcvcl that is more stringent (hen diat applied to any

oilier provider. ?
|
?
[
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¢

|
Arc one of the best health care and taxpayer bargains anywhere. Comprehensive
services are provided at a national average ofless then a dollar per day lor eai h
person served. Considering the fact that health center patients arc generally poor
and snlfcr greater health disparities, this is an astonishingly low cost.

.[
Additional Background Information o1: the Uninsured In Alaska:

Did you know these facts?

Alaskans without health insurance J* .

¢

* o

* o

Pcoplt we all know-16%ofall people in Alaska, or nearly two in ten of your
friends and family arc uninsured.

Young- between 18-14years old.

Employed: 71%arc employed, often in small, family-owned businesses. Most
small employers can't alTord to cover the high costs of insurance premiums.

Male: 57% ]

Low - income: 66% (in Aixihoragc) make less then $3.5,000 annually.

Iligh - income: Even high-mcome people arc often not able to all'ord health
insurance, Insurance premiums for a standard 80/20 medical and dental plan with
a $500 deductible cost between $450/ month for a single person and $1300/
month for afamily. Most of us, even those aJ us who arc highly paid, would have
trouble affording die $15, 600 per year it costs lo insure a family.

Sick- Among die uninsured in Anchorage, 40% have the silent killer ofliigh blood
pressure, and 22% have elevated cholesterol levels.

Do you know dial lack of access lojhcalth insurance, and thus lack of access to health care,
costs society a lot of money?

¢

¢

43% of people without. ncmL insurance have not seen a doctor in the past year,
when they needed to, due to cost.  Less preventive carc me.uis people wait until
dicy have a crisis on their hands before presenting for carc, A problem easily
resolved early on festers into a crisis situation dial is much more costly to handle in
die later stages. This cost is passed along to the hospitals that end up providing this
emergency carc, and ultimately gels passed along to diosc who pay the premiums,
23% of uninsured people have not had a routine checkup in the last five years.
Again, aproblem easily resolved in the early stages festers and dicn escalates,
resulting in higher costs forlresolulion. This means more costs passed along to the
payors and consumers.

30% of die uninsured camipl fill prescriptions flue to cost. A treatment plan that is
not carried out because didpcrson couldn’t get die drugs they needed Ubheal is
substandard, and again, results in escalation of a problem and more costly

resolution. A
25% of bankruptcies are caused by costs of illness or injury.
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Alaska’s Feder-1I' T7°-"'*®l Community Hcaldi Center Family

Anchorage Neighborhood Heallli Geniier. Rinded 1974
¢+ Faitview

¢ M View i

Interior Neighborhood Hcaldi Cenicr. Funded 19A
¢ Fairbanks

¢ Hcaly |

Fastem Aleutian Tribes. Funded 1998
¢  Adak |
¢ Akulan
¢ Cold Day i
¢+ False Pass
¢ King Cove
¢ Nelson Lagoon
¢ Sand Point

Sunshine Community Heallli Center. Funded 1999
¢ Tnlkeclna
¢ TrapperCreek 1
4 Willow !

Sondicast Alaskan Regional Healtli Consortium. Funded 1999
¢ Angoou .

Haines

Kake

Klukwan

Pelican ;
Prince of Wales Island- llydaburg, Kasaan, Klawock, Thome Hay

* & ¢ o o o

T'enakee Springs i

Yukon Ku.skokwiin Healdi Cnrmorafton. Funded 2001

¢ F.mmonak
¢ St. Mary’s |

Hediel Family Clinir. Funded 200:
+ DdJied |

Central Peninsula Heallh Cenler. Funded 2001
4 Kenai
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Committee members,

My name is Kris Moore. | have four children ages 4, 7, 9, and 11, two ofwhich
we adopted two years ago. The adoption was not planned for or expected. They were
my husband’s niece and nephew and if we did not receive them into our home, they
would have been adopted outside of the home. With an issue such as this we couldn’t
factor in being able to afford health coverage into the decision. We had to do it because

it was the right thing to do.

Like many other families, we would like to be in a position where my spouse or
myself held ajob that offered affordable, comprehensive health coverage for our family.
However, at our current time that is not a reality. My husband’s job, that he has been at
for 10 years, does not offer health coverage, and 1am going through a transition due to an
unexpected lay off. Unfortunately we do not see our resources changing in the real near
future. Many families experience unexpected transitions such as we are facing, and ifa
medical emergency, or even a necessary basic care came during these times, we could be
financially set back for years. Programs like Denali KidCare provide us the assurance
that health care will be met and not compromised, which can lead to additional cost. |am
open to evaluation of the programs offered in our state in order to insure effectiveness.
We must however keep in mind that families need to be able to access health services
when needed without risking neglected care for fear of financial downfall.

Last night | had to rush my four-year-old daughter to the Urgent Care Clinic
because she split her head open while playing. 1was able to meet her needs without a
second thought. Without having our Denali KidCare coverage 1would have been more
willing to compromise her health by debating the seriousness of the injury and worrying
about how we were going to pay for it—instead of putting my focus and attention where
it should be—on comforting my child.

Please consider the needs of families and their children while evaluating and
shaping their health insurance needs. Not all families want or plan to be dependent on
these services, but the value of their lives would be tramadic if they couldn’t access it

when in need.



My name is Ruth Titler I am a 61-year-old female. I have been an
insulin dependent for 52 years. | also have the other major
complications, which relate to diabetes. 1 wish to tell you what the
Choice Waiver and Circle of Care program do for me. In January of
L /9, before ] was released from the hospital my doctor requested that
Circle of Care evaluate me at home. It was determined that I needed
help with everyday chores and transpo. tation. In mid-June, 1999 upon
approval by the Choice Waiver my life drastically improved. | now
receive Meals-on-Wheels, weekly help with chores and sf ipping. | also
have Lifeline and that is a blessing. | also recede door-to-door
transportation and if I had to use People Mover, I w 1 have a real
problem.

As for Circle of Care, they are a blessing in disguised and a great
support system. Besides helping with the yearly Choice Wavier
Program my Care Coordinator and | have contact a minimum of twice
a month and this includes one face-to-face visit. She monitors the service
I receive and acts as a advocate for my needs. If she has concerns about
how 1 am feeling she contact my physician immediately. When 1 was in
the hospital last year Circle of Care was there for me and very
supportive. This is very important to me since my children lives in the
State of Washington and South Dakota’s Air Force Base.

About 22 years ago, | was a State employee. During that time the
State Union opted out of Social Security. Therefore, 1 received SSI and
APA only. I do not qualify for Medicare and receive Medicaid. When |
have a doctors visit it would cost me between $100 to $ 150 dollars for
the visit and lab work. I have been told that if z had to pay for all my

medical supplies, it would run T~My total monthly income is
less than $900.00. If I had to pay for my medical bills, pay rent, buy
food, telephone bill, and transportation 1 believe | would be in

bankruptcy court in fewer than two months. Without the help of
Medicaid and Choice Waiver paying for my basic and necessary' needs,
I could not afford them and 1 would die in less than two weeks.

If it were not for the Choice Waiver, Circle of Care, and the
Medicaid Programs | believe 1 would not be able to live independently.
It would be necessary for me to reside in a skilled care facility and this |
do not want, plus it w'ould cost you more money! 1 pray to God that you
would never have to walk in my shoes, but if you had to, consider what
your life would be like. Life with dignity is a precious thing. Because of
your support of health care programs in prior years, this is possible.
Please, p'ease continue to show your support by ensuring that Medicaid
monies is available to those in need. Thank You!

Ruth Titler
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Message to Lyda Green
Wasilla, AK 11/8/01

Subject: Denali Kid Care Income Guideline
My name is Dawn Harris. | am married and have 3 children ages 4,18 months and
3 months. My husband works seasonal construction jobs and makes a modest
income.
I am not employed; 1work at home taking care of my family. Because of my
husbands type of employment he has never been covered under a health insurance
plan through his employers. We have been married 10 years and have never had
health insurance. | checked into buying a policy several times over the years and
found all of them to be very expensive and for us unaffordable. The bare minimum
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average was around $50073 month and that only included emergency care. Not for
checkups, immunizations, dental care, pregnancy coverage, prescriptions or in cases
where my child has an ear infection and needs to see a doctor and get antibiotics.
After rent, food, bills and household expenses we don’t have that much left over.
Two of my children have respiratory disorders (asthma and spasmodic croup) and
my newest child was born premature and needed. Hospitalization. Since the advent
of the Denali Kid Care System, my pregnancies have been covered and | have been

able to sleep at night, knowing if my children need medical attention 1can take them

in without debating whether or not we can afford it.

healthy home for our children. It’s just that we simply canoot afford health
insurance. It is expensive to live in Alaska, but we love it here and it is our home.
We are not asking for large handouts, only to /eel secure that our children can go to

the doctor when they need to.



Bartlett Regional mHospital

3260 Hospital Drive » Juneau < Alaska 99801 « 907-586-2611

November 2, 2001

Senator Lyda Green
SuHe Capitol, Room 125
Junea.” AK 99801-1182

Dear Senator Green:

| understand you are chairing a committee to pursue reducmq Medicaid
expenditures in our State. While Ia%ree with the concept of looking for
efficiencies in the administraihn of the Medicaid program, I do not Support the
reduction of services covered under Medicaid.

| know of numerous low-income families and individuals in my community who
would not otherwise have access to healthcare services if it were not for
Medicaid. Healthcare is not a luxury: itis not an option; itis a necessity that all
members of our communities should have access to.

Eannsmn of Medicaid coveraﬁe in recent years to include Breast Cancer
Detection and Children's health care to families who otherwise wouldn't qualify
for Medicaid will reduce Medicaid costs in the long run. I applaud the State for
these efforts. Furthermore, the current Medicaid reimbursement system is
modeled to ensure that the State always pays less for health care services than
insurance companies or individuals who pay privately. | believe the State
already pays the least amount for the most healthcare that it possibly can.

Please consider, very carefully, the long-term effects of any actions you may
take in your efforts to reduce Medicaid expenditures.

Sincerely yours,



JANE WALSH

October 30, 2001

SenatorLyda Green,

By cuttingfunding to Medicaidprograms, such asDenali Kid Care, you will be
negatively affecting many, manypeople. Many ofthesepeople, through the

voting process, haveputyou in the officeyou currently hold.

Notagood career move.

Please reevaluateyourposition on this issue. Thankyouforyour time.

Jane Walsh
Cc: John Coghill

119 N. Cushman #211
Fairbanks, A K 99701

vos7 VICKI v e NORTH POLE, AK 5505
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ROBERT GOULD

4820 Drake St.

Fairbanks, AK 99709
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October 29, 2000

Senator Lyda Green

State Capitol
Juneau, AK 99801-1182

Dear Senator Green:

It has come to my attention that you are seriously looking to reduce Medicaid spending.
| could not disagree more! You should be looking at ways to increase spending and
ways to make the current system more efficient.

At this point, Medicaid fails to pay their share of the cost of care. As a result, providers
are forced fo shift the cost to individuals who have insurance. Talk to am{, piovider,
physician or insurance. company and they will tell you that the insured population has to
cover for the shortcomings of the Medicaid program.

Let me offer the following suggestions. Please look for Wa¥s to increase spending on
Preventanve care Sbreas cancer detection, low birth weight, mental health, programs
hat help people reduce their drinking or help them to stop Smoking.)

Please take the time to listen tq the stories of the people who have been helped hy
Denali Kid Care. The vast majority is trying to become self-reliant, but life has gotten in

the way.

Visit with a family who has a loved une in a long-term_care facility. There is no way the
family could ,orowde the level of care that is required. There is al30 no possible way that
a family could pay for the care of someone who lives in a facility for'a long period of

time.

Please pick up any article that focuses on the shortage of nurses and read about what is
going to gceur in"“healthcare in the years ahead. Make every effort to find a way to
incréase the programs for educating nurses.

Please look at all of the money being spent pushing paper. Look for ways to
computerize and automate.

}Ned,don‘t need you to cut spending; we need you to look at where we need more
unding.

Sincerely,

cc: Rep. John Coghill



JANA WALTERS
P.O. BOX 81293
FAIRBANKS, ALASKA 99708

October 31,2001

Senator Lyda Green
State Capitol
Juneau, AK 99801-1182

Dear Senator Green,

Having worked for over 30 years in the healthcare industry 1have witnessed the
impact of providing Medicaid funds to people in need.

The most profound effect, | believe, is in providing these funds to women and
children. As an example, a young teen finds herself giving birth to her own child without
the resources, emotionally or financially, to adequately care for herself or her unborn
child. Without Medicaid funding she most likely will forego pre-natal care, putting

herselfand her child at risk for costly medical complications.
These complications often result in life-long medical expenses which ultimately

are reimbursed by State funds. Adequate pre-natal care can and does decrease this risk.
To eliminate the Medicaid funds at this level results in more costly expenditures

throughout the lives of mother and child.
Maintaining the funds to provide care to this population is essential in allowing

these individuals to lead productive and health lives.

Sincerely,

Jana Walters

cc. Representative John Coghill
119N. Cushman St. Suite 211
Fairbanks, AK 99701



Jennifer' Herubiz-
1951 Cjilmot'eTratL
fatt'baAxky, AK 99712

October' 30, 2001

Sqaxaten' Lyda/ (Treevv
State/Capitol
JuneaAA/, AK 99802-1182

VeaA'Senatcn' Green,

| urxdei-ytcuxd/you aA'e chcuA'Lng- a/ 00m m ittee ter put'bixe reducing'Medicatd
experxditiu'ey in our' State-. HJixilel ugr'ee with tixe corxcept ef-looking- fen'
effLcierxcLeb- in- the-adminLbti'atiorx erfthe- M edicaid progp'OAix, I do notyupport
the-reduction/erfbernicey covet'ed/under Medicaid.

1 krxow of mxmet'ouy leno-income fdmdiey cuxcL Lrxdividualb- in my community
wixo-wendd/ not otherwise/ hoA-e ucceyy to- healthcot'e serx/Lcey if-it wer'e not fen'
Medicaid. HecdthcaA'e-lbnot a/ 1uju-uy; it iy not cuxoption/, it Lb-a/ necebbtty
tixat a It merrxber'y erfout’ cormvuuxCtuey bhould/have acceyyto.

PypaAxyioix er-M edicaid ccn-eA'axye lax recentyeury to Lnclude Breast CaAxcer'
"Detection OAxd/Childt'eny health coreto fdtnilieb- who otlxerxuL'-ewouldn
qualify fen'Medlcatd willreduce M edicaid coyty in tixe lon#-ran. | applaud
tixe State for these effovty. fiutlxer'mor'e, the cut'retxt M edicaid reiAnlrur'’bement
byitem/bmodeledto enyurethatthe State alwayypayy lebyfor'health core
betx/Lceh-tixan 1AXbu'OAXce conxpOAxLeb-en' iIAxdividualy who pay privately. J
believe tixe State au'eady payy the leayt OAixourxtfen' tixe merytixealthcoi'e tixat

itpoys-My coax.

Please coixbldeA', very cat'efally, the lomg-tcr'nv effecty erf cax™>actlorxyyou may
take inyour'effortyto reduce Medicaid eypenditureb.

SiAxceA'elyyoury,

ssf-0 An/
Jennifer' Hoube

COJohnCoghM



Bartlett Regional "Hospital

3260 Hospital Drive ¢« .Juneau « Alaska 99801 « 907-586-2611

November 2, 2001

Senator Lyda Green
State Capitol, Room 125
Juneau, AK 99801-1182

Dear Senator Green,

It has come to my attention that you are seriously looking to reduce Medicaid spending. 1
could not disagree more! You should be looking at ways to increase spending and ways to

make the current system more efficient.

At this point, Medicaid fails to pay their share of the cost of care. As a result, providers
are forced to shift the cost to individuals who have insurance. Talk to any provider,
physician or insurance company and they will tell you that the insured population has to
cover for the shortcomings of the Medicaid program.

Let me offer the following suggestions. Please look for ways to increase spending on
preventative care (breast cancer detection, low birth weight, mental health, programs that
help people reduce their drinking or help them to stop smoking.)

Please take the time to listen to the stories of the people who have been helped by Denali
Kid Care. The vast majority is trying to become self-reliant, but life has gotten in the

way.

Visit with a family who has a loved one in a long-term care facility. There is no way the
family could provide the level of care that is required. There is also no possible way that
a family could pay for the care of someone who lives in a facility for a long period of

time.

Please pick up any article that focuses on the shortage of nurses and read about what is
going to occur in healthcare in the years ahead. Make every effort to find a way to

increase the programs for educating nurses.

Please look at all of the money being spent pushing paper. Look for ways to computerize
and automate.

We don’t need you to cut spending; we need you to look at where we need more funding.

Sincerely,
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Senator Lyda Green
600 Ease Railroad Avenue
Wasilla, AK

Dear Senator Green:

Consider the worki,n? noor. Medicaid, Food Stamp ; and Denali Kid Care are
going to be essential pieces of the safety net for working families who reach the

end of ATAP eligibility.

In order to help these strug%ling families maintain pride in being members ofthe
work force, a solid safety nét néeds to be in place. Welfare reformand a healthy
economy have comhined to allow for a 50% reduction in cash benefit caseloads.

Currently we are facing the first wave of families who are at the end of their five
years of eligibility and we are In a recession.

Now seems to be the approRnate time to assure Medicaid and Denali Kid Care .
continue to he available at the current level of services. Thi6 wiil go a long way in
helping families break the dependency cycle and give their childrén fte best
chance to grow healthy and independent. This decision will be pivotal to the

continued success of welfare reform.

O'Neill, President and CEO

R84



Dear Honorable Committee Members/ 11-5-2001

My name is Randal Esslinger. | have numerous urgent medica
needs that | am unable to meet. | have contacted DHSS and | have
been seen by several doctors and | qualify in all respects. | am
however being denied Medicaid. | am being told that unless | am

getting either SSI or SSD | can't have Medicaid benefits. This
is contradictory to Alaska Statue 7.08.010&47.07.020. Some of
the injuries that | am seeking care for and corrective surgery
happened while | was incarcerated for DUI. The state violated
facility safety regulations by allowing an inmate to flood his
cell repeatedly and | fell in the water seriously injuring myself
This was 3-17-2000 so | have been suffering since that time. |
am at home now yet unable to work due in part to this injury. It
is my belief that medicaid is illegally being withheld as re-
taliation for filing lawsuits against the state for damages. |
request that this committee look into this matter for me.

Thank you

andal L. Esslinger

P019551

Thorne Bay/Alaska 99919

(907) 828-8880
DHSS Case No0.05383414



lONE WRIGHT

October 25, 2001

Senator Lyda Green
State Capitol
Juneau, AK 99801-1182

Dear Senator Lyda Green:

It has come to my attention that certain funding reductions are being considered
for Medicaid patients. | have been in nursing for 20 years, and have witnessed the
significant impact of persons Ipatients who fall through the cracks when it comes to

medical care.

We have ongoing Fetal Alcohol Syndrome and drug addicted infants that require
extensive and ongoing medical care, placement, and support throughout their lives.

We have many psychiatric patients and substance abuse patients thatrequire many
repeated hospitalizations with the result of no empioyment or income to support their
families and children. This is especially critical in single parent homes - the children

suffer the most.

I would emphasize also the many elders in the community who, following an
admission for a fractured hip or severe pneumonia, cannot return home to live alone
again. They often have no one from their family in our state that they can turn to.
Taking them from familiar surroundings into assisted living and | or long-term care is
traumatic enough without forcing them to relocate to another state. The high cost of
medications is another issue that causes severe strain to our senior citizens.

I realize these are very tough issues to address for the state of Alaska and would
like to encourage you to not cut funding, but rather seek ways of increasing support
for these hurting areas of our communities. | believe the “return to work” programs
are very good and would like to see that continued.

| feel children are our most important assets in this state and should be afforded
every opportunity for health wellness, education, and support, as they will someday

become Alaska's leaders.

I believe strongly in wellness programs for all In the community because this helps
to keep medical costslhospltallzatlon down for the entire state and keep ourpopulation
healthy. | would ask that you please make every attempt to be supportive of the
medicaid system and funding required maintaining these programs. Thank you.

Sincerely,

lone Wright
Cc: John Coghill

P.0. BOX 82929, FAIRBANKS AK 99708



October 31, 2001

Senator Lyda Green
Alaska State Legislature
State Capitol

Juneau, Alaska 99801

Dear Senator Green,

I am writing as a concerned citizen to urge your not to pursue a decrease in the Medicaid
budget. Funding for these services is crucial in the Fairbanks community. As a health
care provider, | see numerous instances in which this funding has prevented disastrous

consequences.

1recall a young mother of two suffering from breast cancer, which became well
advanced. Their Christmas two years ago consisted of concern over heating their one
bedroom apartment, having enough food for her small children and adequate clothing to
endure a Fairbanks winter. This is exactly the type of instance which | would desire my
tax dollars, state dollars and general concern be focused towards.

Granted, there are times that 1am frustrated with people who abuse the system intended
to do good; however, I do not believe the approach of cutting dollars is the best. | would
suggest instead a focus towards efficiency, accountability of dollars spent, and
demonstrated value of programs be the priority.

Thank you for your consideration.

Karl Sanford
384 Snowy Owl Ln.
Fairbanks, Alaska 99712

cc: Rep. John Coghill



October 25,2001

Senator Lyda Green
State Capitol
Juneau, AK 99801-1182

Dear Senator Lyda Green,

| have recently been advised ofyour position on Medicaid funding, and to be quite honest 1am
disappointed in our state government and in your decision making process. 1have been a registered nurse
for 16 years. For the past 13 years, | have been working with the Mentally 111 and Substance Abuse

populations.

These populations are becoming more and more recognized and require greater types of services.
Unfortunately these populations arc affecting many children and adolescents.

lhave had to serve as a nurse to many teenagers whose parents either had/have major Mental Health Iliness
and/or Alcohol or Substance abuse issues. These children are victims. Dysfunctional parents who are
unable to be good role models or educate their children are raising these children.

Many of these children become severely depressed and turn to substance abuse themselves. Many develop
major mental illness themselves. On the Mental Health unit we have used the Denali Kid Care services to
help get some of these children into early treatment. Out of the many children we have sent to treatment, 1
have had the pleasure of seeing two return to our community and they are able to contribute to other
teenagers in need. These adolescents could not have been so productive if they had not gone to treatment.
They could not have had treatment without the aide of Denali Kid Care.

Another request 1 have in supporting the continued funding of Alaska’s Medicaid Program is the
importance of the pharmaceuticals to individuals who cannot afford it. Many of our Mental Health patients
are not on Medicaid as they choose to be employed, yet their income could never cover the cost of the
medications required to keep them productive, functioning individuals. Without the help of Medicaid
funding these patients could not afford medications, and soon would not be able to be productive, and
surely would cost the public more in the long run.

Senator Green, | implore you to reconsider your stand and continue supporting these inpatient programs.
Thank you for understanding the general public’s position.

Sincerely,

Lauri Ellis
cc: John Coghill

P.O. BOX 55521
NORTH POLE, AK 99705



Pat Connelly
4525 Woodriver Drive
Fairbanks, AK 99709

October 25, 2001

Senator Lyda Green
State Capitol
Juneau, AK 99801-1182

Dear Senator Green:

Please reconsider your position on Medicaid funding, especially for
iDenali Kid Care and Breast Cancer detection.

manager of the surgical orthopedic unit at Fairbanks Memorial
Hospital.,We frequently see patients who have been healthy for their
adult life and then they fall and break a hip. This can be a very expensive
and life threatening injury in an elderly patient. They frequently run out
of funds and need Medicaid funds for long-term care, home care, and

home medical equipment.

The children, elderly, and poor people of Alaska need this program.
Please reconsider your position.

Sincerely,

cc: John Coghill



Carol Barnett
1696 Dredgeview Dr.
Fairbanks, AK 99712

October 26, 2001

Alaska State Senator Lyda Green
State Capitol
Juneau, Alaska 99801-1182

Dear Senator Green;

| am writing  this letter today to implore that you not cut Alaska Medicaid funding. In my
personal opinion, | am most concerned abodt what budget reductions will do to emstmg
;FrquFEams that support our children. Particularly programs such as Denali Kid Care an

EFRA benefit so many children who otherwise wouldn't get the care they need. As a
mother of three_ children, it 1s one of my strongest desirés that each ard every child
receive the medical attention and preventative care they need.

Furthermore, special needs babies relinquished by parents are helpless victims who
deserve g safe and nurturing home. Without this financial assistance, finding adoptive
homes will become much more difficult; leaving these children to %row up in 4 less than
optimal environment as Wards of the State. Children who are not raised in a Safe and
nurturing. environment eventuyally end u? costing tne public system more dollars in the
end, i.."lllness, accidents, crime, alcoholism, drug abuse.

Please continue supporting and funding these very important programs that protect our
children and future adult pdpulation. Itis a wise investment into Alaska’s future.

Sincerely,

Carol Barnett

cc: Rep. John Coghill
119N, Cushman

Suite 211
Fairbanks, AK 99701



Carol Meyer

Senator Lyda Green
State Capitol
JUNEAU, AK 99801-1 182

dear senator,

As A CONCERNED CITI2EN OF ALASKA, AND A NURSE IN THE EMERGENCY DEPARTMENT,
| FEEL COMPELLED TO WRITE TO YOU REGARDING YOUR PROPOSED CUTS TO THE MEDICAID

PROGRAM IN ALASKA.

Many of the patients | have seen in the emergency department are Medicaid
BENEFICIARIES. WHILE CERTAINLY THERE ARE SOME THAT ARE ABUSIVE OF THIS PROGRAM,
MANY MORE WOULD BE DESTITUTE WITHOUT IT, PRIMARILY THOSE WITH CHILDREN. HOW YOU
COULD EVEN FATHOM CUTTING THE MEDICAID BUDGET TO THE DETRIMENT OF ALASKA’S
CHILDREN AND THEIR HEALTH CARE NEEDS IS BEYOND ME. | FEEL THAT THE REPERCUSSIONS
OF THIS ACTION WOULD HAVE VERY NEGATIVE CONSEQUENCES TO THE HEALTH AND WELFARE
OF KIDS ACROSS THE STATE, PERHAPS WHICH WOULD EVENTUALLY COST THE STATE MORE THAN

WHAT YOUR PROPOSED CUTS WOULD SAVE.

I URGE YOU TO RECONSIDER THIS PROPOSED ACTION AS | FEEL IT WOULD HAVE A
MONUMENTAL NEGATIVE IMPACT STATEWIDE.

SINCERELY,

CAROL MEYER

cc: John coghill
119 N. CUSHMAN #21 1
Fairbanks, AK 99701

4250 ASPENWOOD DRIVE
Fairbanks, AK 997009



715 John Cole Road
Fairbanks, AK 99712

October 25,2001

Senator Lyda Green
State Capitol
Juneau, AK 99801-1182

Dear Senator Lyda Green:

As an administrator in early childhood programs in Fairbanks for the past 17 years, |
am mplormg/‘yo.u to strengthen Medicaid undml?.. Ihave personally seen the impact
of Alaska’s Medicaid program on Fairbanks families.

An employee of mine, who is a single parent, adopted three FAS/FAE children
(siblings). ~ She has provided them a loving, stable home and they have made
tremendous progress over the past few years. She could never have done this
without the continuation of the children’s Medicaid after the adoption process was

completed.

| have seen many families utilize Denali Kid care insurance for their children. What a
wonderful program, and what a great way to invest in our future - by ensuring a
health population by providing preventative care and early treatment for our children

and teens.
Again, lencourage you to support continued funding of Alaska’s Medicaid program.

Sincerely,

Patty Rich
cc: John Coghill
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SENATOR LYDA GREEN
SENATE DISTRICT N

PressReleasefor theHealth Careand Welfare Subcommittee

Sepiember 19, 2001

For Immediate Release — Lyda Green (R-Mat-Su), Chair of the Senate Health, Education and
Social Services Committee announced the formation of a legislative subcommittee to explore
the future of health carc costs and welfare reform in Alaska.

After education, health care is Alaska’s most expensive sendee, and it is continuing to grow
every year. At the current rate of growth, approximately 10% annually, Medicaid costs could
overtake education costs within five years and the state’s total budget for Medicaid services
will double in seven years. Alaska’s Medicaid expenditures increased by approximately $75
million in the last budget cycle and are anticipated to exceed that in the next cycle unless cost
containment measures arc implemented. In addition to the rising costs of the total program,
reductions by the new leaders in Congress of Alaska’s Federal Match Percentage (FMAP),
which go into effect October 1, 2001, will create an immediate shortfall of $10 million in the
coming year. Cost containment measures must begin now to address that shortfall.

State provided welfare is anodicr program that will be revisited during die coming legislative
session, since the mandatory 60-month limit occurs for some recipients in 2002.
Additionally, the federal government is reducing their funding of the state’s welfare program
by $7 million in the upcoming year. Consequcndy, it will be necessary for the Legislature to
address the continuation of and changes to die welfare program.

In response to these issues, Senator Green has formed a legislative subcommittee to
progressively address these important social and policy issues. “It has been years since the
legislature has taken a comprehensive look at our state’s growing liealdi care costs. It is
important that, as these costs increase, the legislature consider these programs and their
costs and whether they are appropriate and reasonable,” said Senator Green. “Furthermore,
access to quality health care is a major concern to residents of both rural and urban areas of
Alaska. | want to be sure that Alaskans who really need health care coverage arc receiving it,
and we need to explore how greater access to liealdi care insurance can be provided for the
people of Alaska,” continued Green.

Senator Green will be joined by Senators Bettye Davis, Robin Taylor and Jerry Ward, as well
as Representatives Fred Dyson (Chair of the House Health, Education and Social Services
Committee), Sharon Cissna and John Coghill.



The subcommittee will hold a series of public meetings at the Mat-Su Legislative
Information Office this fall. The meetings will focus on:

Access to health insurance for Alaskans;

Welfare reform and reauthorization and its effects on health care costs and access;

The Certificate of Need Program for expanding health care facilities or building new
health carc facilities and its effects on health carc costs;

Review of Medicaid programs, including die Child Health Insurance Program (CHIP),
costs associated with Medicaid, cost containment and proposed solutions; and

Rural Hcaldi Carc and the role of die state, the federal government, the Denali
Commission and native non-profit health corporations.

The subcommittee will be invidng expert testimony from state and federal agencies and
interested groups as well as public testimony. At the conclusion of the hearings, the
subcommittee will submit a written report to the Legislature and may propose legislation to
be introduced by the Senate or House Health Education and Social Sendees Committees.

The public is encouraged to contact Senator Green to provide the subcommittee with
questions to explore widi experts and written testimony concerning health carc costs and
access. Questions or comments can be submitted to Senator Green in writing at 600 East
Railroad Avenue, Wasilla, AK 99654, by email at Scnator_Lyda Green@legis.statc.ak.us, or
by telephone at (907)376-3370 or (888)465-6601.
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Note to Legislators and Stuff: Please contact Krag Johnsen, Alaska State Legislature’s Staff
Representative at the Denali Commission for further information. (907) 271-14)3, Kiohnsen@ denali.gov.

Energy

Energy projects comprise nearly $65 million of Denali Commission funding. This is leveraging an
additional $22 million from other funding sources. The two primary agents used to complete projects are
Alaska Industrial Development and Export Authority/Alaska Energy Authority (AIDEA/AEA) wilh
$43.8 million, and Alaska Village Electric Cooperative (AVEC) with $21.3 million presently funded.

All Federal FYOI financial awards incorporated sustainability criteria for their projects. This requires that
a business plan be developed demonstrating how the community will operate and maintain the utility in a
business-like manner, attain the full expected economic life of the utility, and build some equity for future
replacement. Construction funds are not authorized for these projects until the business plan has been

approved, and a potential backup operator is named for the event that a community is unable to adhere to
the business plan. Funding for business plan development is currently available for 54 communities. Most
Denali Commission Energy projects need a two-year cycle to complete planning design and construction.
As the cycle has developed, questions continue to arise on how to fund projects equitably, and how to

plan for future work. In September, the Denali Commission issued three draft policies regarding capacity,

fuel pipelines and dispensers, and energy project prioritization.

BULK FUEL UPGRADES
Bulk Fuel Upgrades are the largest part of the Energy program at $39.3 million. By the end of 2001, new
bulk fuel projects will be substantially complete and operational in nine communities: Kotlik, Chignik

Lagoon, Old Harbor, Noorvik, Port Graham, Manokotak, Kiana, Allaknkct, and Napaskiak. Three

projects were put into operation last year.

RURAL POWER SYSTEMS UPGRADES
Rural Power Systems Upgrades represent $16.9 million of the Energy program. Twelve other energy

projects (including power plant upgrades, electrical distribution upgrades, and fuel-line replacements)
should be complete in Kasigluk. Kiana, Huslia, Kivalina, Ambler, Quinhagak, Pilot Station,
Shishniaref, Savoonga, Toksook Bay, Tuntutuliak and Kotlik.

ENERGY COST REDUCTION RFP
Energy Cost Reduction RFP, with $4 million in Denali Commission funds, was issued by AEA on May

18, 2001. Preference in evaluation will be given to economically distressed rural communities, or those
with extremely high-eneijy costs. It is anticipated this money will be allocated to projects in the January

2002 Quarterly meeting.

Contact Inforotation:

AIDEA/AEA Contact Mib Harper, (907)269-3000

4 VEC Contact Meera tiller, (907)561-)818

Denali Commission  ogram Manager Katlty Prentki, (907) 271-14/4


mailto:Kiohnsen@denali.gov

H ealth

To dale the Commission has obligated $22 Million for health care facilities leveraging an additional $20
Million in contributor funding. A total of 24 clinic construction projects have been funded and an

additional 28 planning/design projects have been funded.

There is no one State or Federal agency tasked with provision of health care facilities throughout all of
Alaska. Many agencies and health care organizations have overlapping interests, but there is no one
agency to turn to. Accordingly, the Commission established a Health Care Steering Committee of
agencies and organizations with interests in health care. The Steering Committee is chaired by the
Director, State of Alaska Division of Public Health and has members from the following organizations:
Indian Health Service, Alaska Native Tribal Health Consortium (ANTHC), University of Alaska,
Alaska Primary Care Association, Alaska Native Health Board, and the Alaska Mental Health

Trust Authority.

For carrying out its Health Care Program for the "Small Clinic" program (typically a clinic that serves one
community with a year-round population less than 750) and the "Clinic Repair/Renovation” program, the
Commission has turned to the State of Alaska as our "pre-award" partner and ANTHC as our "post-
award" partner. The State manages the Commission's request for proposals process in conjunction with
the Commission. Once projects have been identified, then ANTHC will manage the projects on our

behalf. Communities have a choice of 6 management options through ANTHC:

Community-managed force account
Community-managed competitive contract with strong local hire component

Regional Health Corporation - managed force account

Regional Health Corporation - managed contracts with strong local hire requirement
ANTHC-managed competitive contract with strong local hire requirement

ANTHC Department of Environmental Health and Engineering - managed force account

For our "Large Clinic" program (typically a clinic that serves multiple communities or a community with
a year-round population greater than 750) the State of Alaska is our "pre-award" partner. To date, all
project applicants are our "post-award" partners and provide project management. However, in time the
Commission may have to revisit this approach as the volume of "Large" clinic grantees grows beyond
Commission staffing ability to respond to our Large Clinic partners needs.

Contact Information:

Denali Commission

JoelNeimever, Health Care Program Manager: (907) 271-1459
Al Ewing, ChiefofStaff: (907) 271-1426

ANTHC
Rick Boyce, Facilities Program Manager: (907) 729-5601
Sellt Yerrington, Clinic Construction Program Manager: (907) 729-5747, (907) 729-5600

State of Alaska
Karen Pearson, Director, Division of Public health & Chair ofthe Steering Committee: (907) 465-5090

Pat Carr, Program Manager, Primary Care and Health Promotions: (907) 465-86H5



Training

DENALI TRAINING FUND

The Denali Training Fund was established by the Denali Commission specifically to ensure that local
residents have the skills to become employed on the construction, operation, and maintenance of Denali
Commission and other state and federally funded public infrastructure projects. To date over three
hundred people from rural Alaska communities have been trained for numerous construction, operations,

and maintenance careers.

The Department of Labor and Workforce Development operates, selects, oversees, and administers
the Denali Training Fund. On a quarterly basis applications of up to $25,000 for training are solicited
from non-profit and for-profit organizations and governments.

Contact Information: Gerry McDonagh, (907) 269-4551

ALASKA NATIVE COALITION ON EMPLOYMENT AND TRAINING (ANCET)

ANCET consists of the twelve regional Native Nonprofit Corporations and Metlakatia as a unified
organization to further employment and training issues statewide and nationally. The focus of ANCET for
the Denali Commission has been to implement a Regional Coordination Initiative that handles much of
the recruitment for various training courses that are funded by the Denali Training Fund.

Contact Information: Bonnie Jo Savlatul, (907) 644-8312

ASSOCIATED GENERAL CONTRACTORS OF ALASKA
With Denali Commission funds the Associated General Contractors administer the Construction

Career Pathways Initiative, placing construction curriculum in rural schools through Build Up! for
elementary grades. To date Build Up! has been introduced to 27 different schools in 13 rural school
districts. AGC is looking for more for more rural schools to offer the curriculum.

Contact Information: Vicki Scimeibel, (907) 561-5334

ALASKA WORKS PARTNERSHIP

Alaska Works Partnership (AWP) and the Denali Commission have partnered to deliver apprenticeship
outreach services in rural Alaska. AWP provides information to students and adults about jobs in the
construction industry and opportunities to learn construction skills through registered apprenticeship. To
date thirty rural residents successfully entered specific craft apprenticeship programs, and over sixty are
registered as Building Maintenance Repair (BMR) apprentices with Alaska Works.

Contact Information: Tom Brice, (907) 457-2597

ALASKA VOCATIONAL TECHNICAL CENTER
AVTEC has implemented two programs that provide advanced skills certification. The first is the

Building Maintenance Repairer Apprenticeship (BMR), which includes comprehensive training in the
basics of carpentry, plumbing, heating, and electric. The second initiative developed the curriculum for
the Bulk Fuel Tank Farm Operator course, which trains the individual in the statutes, regulations, and
requirements of the operation and maintenance of bulk fuel storage facilities in Alaska.

Contact: Dick Harrell, (907) 224-4162

Contact Information:
Denali Commission
Krag Johnsen, Program Manager, (907) 271-1414



O ther Infrastructure

MINI-GRANT PROGRAM
The Division of Community and Business Development (DCBD) administers the program, under the

Alaska Department of Community and Economic Development. The program has one grant cycle,
which began August 8, and will conclude with final awards on January 15. The Denali Commission
contributed $500,000 and the USDA Forest Service contributed $144,755, for a total Mini-grant program
of $644,755. Contact Information: Ndda Warkcntin, (907) 269-4568

COMMUNITY PRIORITIES PROGRAM
The Denali Commission invested $4,500,000 in this program, which is administered by the Division of

Community and Business Development (DCBD), under the Alaska Department of Community and
Economic Development. The program has quarterly grant cycles. The second grant cycle is under way.
Pre-applications for the third and fourth grant cycles are due November 2, 2001, and February 18, 2002
respectively. Contact Information: Nclda Warkcntin, (907) 269-4568

ALASKA GROWTH CAPITAL PROGRAM
The Denali Commission has invested $2,340,000 with Alaska Growth Capital to support viable

businesses in rural Alaska, with emphasis on Alaska-owned businesses in economically distressed
communities. The program does not have a funding cycle, but responds to requests for assistance on a
year round basis. Alaska Growth Capital (AGC) has made $1,625,000 in loans this year to Alaska-
owned businesses in economically distressed communities. An additional $600,000 in loans is in the
closing process. The businesses that received loans have an annual payroll of $350,000. In addition, AGC
has made 15 consulting engagements with clients or potential clients. Contact Information: David

Hoffman at (907) 349-4904

Contact Information:
Denali Commission
Paul Mcintosh, Program Manager, (907) 271-1640

First Alaskans Foundation

In late 2000, the Commission granted $1.2 million to the First Alaskans Foundation. The
foundation, a non-profit organization affiliated with the Alaska Federation of Natives, is working
to develop capacities of Alaska Native people and communities "to meet social, educational and
economic challenges of the future.” This capacity building program will be phased over a two-
year period and will work on the development of local decision-making, and enhancement of
management and governance skills necessary to plan and implement sustainable community
development efforts. Funding has been made available through five separate RFP processes:
community development, community economic development, statewide visioning, regional/sub-
regional infrastructure planning, and community infrastructure construction.

Contact: Jason Mctrokin, Director of Programs, (907) 263-9890



Denali Com mission brings G rantStation.com to Rural Alaska

The Denali Commission, Alaska State Libraries, USDA Rural Development, and
GrantStation.com Inc. recently announced ajointly funded project to bring state of the art grant
seeking services to organizations and residents in rural Alaska.

GrantStation.com is an Alaskan owned and operated company provides an on-line
comprehensive, fully interactive and searchable database of funding sources for organizations at
www.arantstation.com. Members of GrantStation have access to worldwide funding sources
(soon to include all stale and federal sources) with the most up-to-date contact information, an
accurate understanding of a funder’s philosophies and rules, and valuable information on the
most effective way to work with a particular funder.

Under the terms of the contract GrantStation.com membership will be provided to the following

organizations for two years:

» All State Libraries (approximately 75 Rural Locations will have grantstation.com access for
the public)

» All Tribal offices

» All City offices

» All Health Corporations

» All Regional Native Non-Profits

» All Rural School Districts

» All Rural Borough offices

Jeff Staser, Federal Co-Chair of the Denali Commission said, “The Denali Commission has
already been successful in securing private foundation dollars with previous projects, we believe
that GrantStation.com services will help expand on this success and bring more funding to rural
Alaska and ultimately stretch the federal and state’s investment into rural communities


http://www.arantstation.com

A las k a
Rural Prim ary Care Facility

H eeds Assessment

V olum e S . O verview

Hu



ALASKA RURAL PRIMARY CARE FACILITY NEEDS ASSESSMENT

kIt 0
o

-t

October 20, 2000

Dear Commissioners:

The Steering Committee for the Alaska Rural Primary Care Facility Needs Assessment Project has published the
enclosed Final Report summarizing its work to:

» Build a statewide database of detailed information on rural primary care facilities and program services.

» Develop a set of goals and guidelines that can be used as a benchmark for estimating the statewide-unmet
need related to primary care facilities.

» Establish a resource distribution methodology lor rural primary care facility projects funded through the
Commission.

This Final Report is the culmination of ten months of collaborative effort incorporating information from a
community questionnaire, testimony received during statewide public meetings, and written comments submitted

to the Steering Committee.

We appreciate the significant contribution made by the 218 communities that completed the questionnaire and
the over 200 individuals who attended meetings and/or submitted written comments. While this project has
launched a process that will improve Alaska’s rural clinic infrastructure, the work has just begun. e encourage
the on-going, active participation of those who are committed to strengthening and continually improving the
recommendations and procedures outlined in this report. Our intent and hope is that this first effort will evolve
Into an on-going process that meets the primary care infrastructure needs of all Alaskans.

Sincerely,

Steering Committee Members

Joel Neimeyer, PE Rick Boyce, PE

Project Manager Director, Division of Health Facilities

Denali Comr ission Alaska Native Tribal Health Consortium
/> v

Torie Heart, MS, RN Patricia A Carr, MPH

Director, CHAP/Rural Health Unit Manager, Primary Care and Health

Indian Health Service Promotion Unit

Division of Public Health, State of Alaska

3925 Tudor Centre Drive, Anchorage, Alaska 99508
Phone: (907) 729-3606 Facsimile: (907) 271-4735
Web: http://ruralhealthcare.geonorth.com
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PREFACE

The Denali Commission Act of 1998 (Division C, Title 11l, P.L. 105-277) created the Denali
Commission (Commission). The Commission is an innovative federal-state partnership
established by Congress to provide critical utilities, infrastructure, and economic support
throughout Alaska. Its mission is to lower the cost of living — and raise the standard of
living — throughout rural Alaska in the most cost effective manner possible. The
Commission receives an annual appropriation from Congress and then, through its
Commissioners, allocates these funds for specific projects. Criteria for funding and an
annual work plan are developed with public participation.  Priority is given to
comprehensive, community based and regionally supported, sustainable projects. The
original enabling legislation identified three areas of focus for the Commission including job

training, economic development, and infrastructure development.

The Commission has seven members who are listed below.

Fran Ulmer Lt. Governor, State of Alaska and State Co-Chair
Jeffrey Staser  Federal Co-Chair

Mark Hamilton President, University of Alaska

Julie Kitka President, Alaska Federation of Natives

Mano Frey Executive President, Alaska State AFL-CIO

Kevin Ritchie  Executive Director, Alaska Municipal League

Henry Springer Executive Director (Retired), Associated General Contractors of
Alaska

In general, the Commission is based upon a format similar to the Appalachian Regional
Commission (ARC), which was created in 1965 to fulfill a similar mission for 13 eastern
seaboard states. Of interest to the Denali Commission and Alaskans is that one of ARC’s
primary goals was to insure that: “Appalachian residents will have access to affordable,
quality health care.” As further evidence that Congress intended for the Denali Commission
to address health care issues, amendments to P.L. 105-277 were enacted at the end of 1999
authorizing demonstration projects between the Commission and the U.S. Department of
Health and Human Services (DHHS) — that can extend beyond primary care facilities, e.g.,

into hospitals, mental health facilities, elder care and child care facilities (see Appendix | for
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full text of referenced amendment). Accordingly, the Denali Commissioners adopted
Resolution 00-01 on January 28, 2000 identifying rural health care facilities and services as
the second area of focus or theme for infrastructure related projects funded and suuported by

the Commission. Their first infrastructure focus was rural energy projects.

The following report provides background on the goals and objectives of the Alaska Rural
Primary Care Facility Needs Assessment (ARPCFNA) Project — one of the first health care
related initiatives undertaken by the Commission. It includes an initial estimate of the unmet
need with respect to primary care facilities in rural Alaska, and describes the Alaska Primary
Care Data System (APCDS) and Resource Distribution Methodology (RDM) developed as
part of the project.

The following websites contain more specific information about the Denali Commission

itselfand the Rural Primary Care Facility Needs Assessment Project.

m  www.denali.gov

® www.apcds.org
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A EXECUTIVE SUMMARY

In October *999, the Denali Commission approved funding for a project with the Alaska
Native Tribal Health Consortium (ANTHC) to develop an assessment of rural primary care
facilities related needs throughout Alaska. The Commission and ANTHC subsequently

formed a partnership with the State of Alaska Department of Health and Social Services

(DHSS) and the Indian Health Service (IHS) to:

1 Build a statewide database of detailed information on rural primary care facilities and

program services.

2. Develop a set of goals and guidelines that can be used as a benchmark for estimating

the statewide unmet need related to primary care facilities.

3. Establish a resource distribution methodology for rural primary care facility projects

funded through the Commission.

The purpose of this final report is to document the results of the Alaska Rural Primary Care
Facility Needs Assessment (ARPCFNA) Project. The report includes an initial estimate of

the unmet facility related needs.

A relational database has been developed that includes detailed information on primary care
facilities and program services for 288 communities throughout rural Alaska (all locations
with year-round populations greater than 20 and no existing in-patient facility). The final
database and associated applications are being referred to as the Alaska Primary Care Data

System (APCDS) which has the following capabilities.

m  Web Enabled
m  Ad Hoc Queries
" Graphical Analysis via a Geographic Information System (GIS) Component

A set of primary care program goals and space guidelines have been established for rural
Alaska. These goals and guidelines (reference Tables 8 and 9 on pages 24 and 25) were used

as a benchmark for establishing unmet, rural primary care needs for the state. Table 1
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summarizes the new statewide space requirements derived from these goals and guidelines.
Also included in the table is an allowance for 12 - 14 new multi-community clinics around
the state where it may be more appropriate to construct a single but somewhat larger facility
to serve several small communities within a common service area. This multi-community or
“sub-regional” concept is a proven model and is being successfully implemented by entities
such as the Yukon-Kuskokwim Health Corporation (YKHC). The last entry in the table is an
estimate of the funding required to correct the backlog of needed renovations and repairs at

existing rural primary care clinics.

Table 1: Unmet Need Data

Unmet Need Category (Bégié) I(A\mni]lTil:)r:]ts)l
New Space at Individual Locations 305,000 S99

New Multi-Community Clinics 130,000  s52
Backlog of Repairs 330,000 $102

Total $253

. Interms of May 2000 dollars

The dollar estimates summarized above include design, construction, and equipment. They

do not include unmet program needs (staffing and other operational costs).

A resource distribution methodology has been developed for prioritizing funds made
available through the Denali Commission for primary care design and construction projects.
Significant public and stakeholder input was solicited during the development of this

management tool. The three-part process is outlined below.

Partl: Community Prioritization

Comparison of all eligible communities based on data in the APCD and a prioritization

formula that includes seven factors.

1 Facility Related Deficiencies
2. Overall Regional Health Status
3. Isolation

4. Dependency Ratio (Ratio of Young and Old to Working Age Residents)
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5. Economic Status
6. Local Incidence Rates of Trauma Related Hospitalizations

7. Seasonal Population Increases
Part Il: Proposal Review and Capability Measurement
Based on available funding, a short-list of communities from the top of the Part I

prioritization list will be invited to submit detailed project proposals. Proposals will be

evaluated by a multi-disciplinary review panel (MRP) with respect to the following criteria.

=

Local Support for Project

Site Availability and Control

Utility Extension Plan

Cost Sharing

Service Delivery Plan

Business Plan

Facility Related Deficiencies

Consistency With Overall Community Development Plan
. Multi-use Components of Project

10. Project Management Plan

©O®NDOUTA®WN

If proposals are determined to be inadequate with respect to any of these factors and/or
specific data needs to be verified, the proposal will be referred back to the community for
amendment. In these instances, recommendations may be provided on where to secure

technical assistance to develop the appropriate amendments. Based on the Part Il results, an

annual approved project list will be published.

Part I1l: Funding

Funding agreements and transfers will be initiated once the Denali Commission’s Program
Manager has determined that all appropriate planning, design, permit and construction

related documents are in place.

The recommended methodology is intended to be an equitable system for the distribution of
federal funding to those communities with the greatest need, recognizing that the successful
delivery of health services includes the ability of a community to operate and maintain the
facility over the long term. More detail on the distribution methodology can be found

beginning on page 31. Appendix XII contains the FY0L1, Part | Community Prioritization.
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In September 2000, the Denali Commission selected ANTHC as the Program Manager for
the APCDS and most of the rural primary care facilities related projects funded through the
Commission. ANTHC is providing a database administrator who will maintain the APCDS.
The four primary partners in the project will have full access to all data in the system. For
data confidentiality reasons, other organizations and/or the general public will only have

access to aggregate data summarized on a regional or service area basis.
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B. BACKGROUND

In most parts of the country, the highest cost of delivering health care service is found in
urban areas. This does not hold tiue in Alaska where rural residents generally face higher
costs than those found in the state’s major population centers. Rural residents are isolated

from the regional hospitals and health centers by immense distances, climatic extremes, and

geographic barriers.

Initial access to either the native or private health care system for most rural residents in
Alaska is through a small, village-built clinic facility. Most are locally staffed with a
Community Health Aide / Practitioner, funded in part by IHS. Sendees are generally limited
to basic primary care and emergency medical treatment. Most clinics do not provide
behavioral or dental health services. The IHS provides minimal lease funds (typically
$20,000 annually to a community) for some 168 such facilities to cover basic utility and
janitorial costs. IHS has no recurring capital improvement program for these facilities. A
large number of these facilities are in need of repair, renovation or replacement. Many are
not even connected to a water and wastewater system. Small, non-native communities
scattered around the state have similar facility and program issues. In 1994, DHSS compiled
basic information on most village health clinics in the state (reference DHSS Village Health
Clinic Survey). Ofthe 174 facilities that were subjectively “rated” with respect to physical
condition, approximately 33 percent were categorized as needing replacement or major
renovation. Seventy-nine facilities (40 percent) were still using a honey bucket and/or pit
privy system for sewage disposal. Currently no one federal or state agency is tasked with

oversight or prioritization of improvements for these facilities. There are unmet needs both

with respect to program and facility funding.

There has never been a comprehensive one time or recurring funding source to build or
renovate primary care clinics for rural Alaska. Nor can small rural communities participate
in the normal (and bar iOgged) IHS health facilities priority system, which is solely for
building and replacing regional and referral facilities. The limited capital funding made
available for rural clinic projects to date has come largely from the U.S. Department of

Housing and Urban Development (HUD) - Community Development Block Grant (CDBG)

Volume |
Page 7



Alaska Rural Primary Care Facility Final Report
Needs Assessment Project October 2000

Program, Department of Agriculture (USDA) - Rural Development Loan Program, special
state appropriations, and/or commercial loans. At best, communities are usually forced to
patch a project together from several sources. More often, projects are either put on hold due

to a lack of funding or significant compromises made with respect to space and/or

construction standards.
C. NEEDS ASSESSMENT PROJECT

C.1.0 Authorization and Funding

In October 1999, the Commissioners approved funding for a project with ANTHC to produce
an assessment of niral primary care facility related needs throughout the state. ANTHC
offered to provide project management and a portion of their own funds for the effort. In
light of its mission to provide federal services for all of Alaska, the Commission and ANTHC
sought the participation of the Alaska DHSS. After DHSS agreed to collaborate on the
project, the three parties then sought the participation of the IHS based upon their long
history and in-depth knowledge of rural primary care programs and facilities. On February

24,2000, the four partners finalized an agreement for carrying out the ARPCFNA Project.

C.2.0 Objectives and Schedule
The needs assessment project had three main goals.

1 Build a statewide database of detailed information on rural primary care facilities and

program services.

2. Develop a set of goals and guidelines that can be used as a benchmark for estimating

the statewide unmet need related to primary care facilities.

3. Establish aresource distribution methodology for rural primary care facility projects.
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An overall schedule for the project appears below.

Table 2: Project Milestones
(Calendar Year 2000)

Task Start Finish
Scoping and Project Start-Up January February
Establish Criteria January May
Data Collection March August
Design and Develop Database April July
Interim Report July
Develop Methodologies May September
Design and Develop Computer Applications March September
Final Report October

Information from the needs assessment project will be used by the partners to seek funding
for both improvements and/or new facilities and primary care service enhancements. In the
event Congress looks favorably on the results of the assessment, the distribution

methodology should guide federal, state, municipal, and tribal managers on which projects to

fund and in what order.

C.3.0 Project Team

A project Steering Committee was formed that included representatives from the Denali

Commission, ANTHC, IHS, and DHSS. A project organizational chart and primary contact

list appears below.

Table 3: Primary Contacts

Name Organization Position Phone e-mail
Joel Neimeyer, PE Cor??r?i%gion sC (907) 271-1414  jneimeyer@denali.gov
: pat_carr@health.
Pat Carr, MPH DHSS SC (907) 465-8618 State.ak.Us
Tone Heart, MS, RN IHS scC (907) 729-3642 vheart@anmc.org
Rick Boyce, PE ANTHC scC (907) 729-3601 rboyce@anthc.org
Gary Kuhn, PE ANTHC ,\ﬁg?]jaeggr (907) 729-3604  gkuhn@anthc.org

SC = Steering Committee Member
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Figure 1. Alaska Rural Primary Care Facility Needs Assessment Project
Organizational Chart

ANTHC was tasked with the overall responsibility for developing a work plan and schedule
to meet project goals. ANTHC and the Steering Committee received assi. ;ance from two
primary consultants during the project: NANA/DOWL JV (health facility expertise) and
GEONORTH, LLC (database design). These services were obtained through an existing
indefinite delivery contract between ANTHC and NANA/DOWL. The Commission and

ANTHC agreed to use this contract in order to expedite the project and meet the key

milestone dates.

C.4.0 Basic Criteria

The project addressed needs in all native and non-native communities in the state that met the

following basic criteria:

m Year-round community population of at least 20 individuals.

m No local in-patient health care facility.

In order to provide some practical limits to the assessment, the parties agreed to study only
those communities without a local in-patient facility, i.e. a hospital. The assumption is that,
in general, primary care services are available in these communities at a significantly higher
level than most rural, “non-hospital” communities. A population threshold of 20 was used
since the IHS has a program to lease clinic space from villages with 20 year-round residents
or more. The parties accepted this existing federal program criterion as a reasonable lower
community population limit for the needs assessment.
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A list of the 288 communities meeting the above criteria appears in Appendix Il. Both an
alphabetical and ascending population sort are presented. The population figures are 1999

values as reported by the State Department of Community and Economic Development

(DCED).
C.5.0 Website

A website was developed to facilitate communications during both the Needs Assessment
Project and follow-on program implementation. The website has two levels; one for the
general public and a more detailed one for use by the project / program management team.

The current address is: http://www.apcds.org
C.6.0 Public and Stakeholder Input

The Steering Committee determined early on that developing public support through
outreach to stakeholders and other interested parties would be essential to the success of the
Needs Assessment Project. Accordingly, committee meetings were open to the public. The
project team also conducted five regional workgroups during May. The primary purpose of
these workgroups was to collect input and ideas on the factors used to develop a statewide
resource distribution methodology for facilities related projects. Open workgroup meetings
were held in Anchorage, Juneau, Fairbanks, Kotzebue, and Bethel. As well, there was a
special statewide public meeting conducted on July 11 via both a teleconference with the
twenty-two Legislative Information Office sites and a facilitated meeting at the Loussac
Library in Anchorage. The partners also had on-going communications with interested
organizations and individuals throughout the project by way of special mailings and
presentations at related meetings (e.g., State MEGA meetings, Alaska Native Health Board

[ANHB], Primary Care Partnership, and Community Health Aide Program [CHAP]

Certification).
C.7.0 Phase Il - Primary Care Program Development and Support

In September 2000, the Steering Committee presented a proposal to the Denali Commission
for a Phase 11 Primary Care Program Development and Support project to build on the

program data collected as part of the initial needs assessment described in this report ("Phase

Volume |
Page 11


http://www.apcds.org

Final Report
October 2000

Alaska Rural Primary Care Facility
Needs Assessment Project

1"). The Phase 11 scope of work focuses on working with communities to develop and
support primary care programs. Public testimony received during Phase 1 emphasized the
necessity for developing and supporting primary care programs as a complimentary

component to the construction, renovation, and repair of primary care facilities.

C.8.0 Beyond Primary Care Facilities

It is anticipated that the work of the Denali Commission and their health care partners will be
expanded to investigate other health related service delivery and infiastructure gaps in rural
Alaska. There are unmekneeds beyond those identified in this report and/or additional
communities that should be evaluated. Undertaking this additional work would be consistent

'ith the intent of federal legislation passed at the close of the 1999 Congressional calendar
authorizing demonstration projects between the Commission and U.S. DHHS — that can

extend beyond primary care facilities (e.g. hospitals, mental health facilities, elder care, and

child care facilities).
D. QUESTIONNAIRE

D.1.0 Overview

A Facility Needs Assessment Questionnaire (FNAQ) was developed and mailed to all 288
communities meeting the basic project criteria during the last week of March 2000. Copies
of the questionnaire were also made available to Regional Health Corporations and
Boroughs. All data received by September 1 was entered into the database and used to
develop both the unmet need estimate and the FY 2001 community priority list. The Steering
Committee encourages all 288 communities to submit responses; questionnaires are still
being accepted. Communities submitting after the deadline will be eligible for subsequent
fiscal year funding. Three mechanisms are available for submitting data: (1) Internet, (2)

hard copy via mail, and (3) hard copy via FAX.

The FNAQ has an introductory section that requests information on the number of
organizations/programs providing primary care services in the community and the total
number of facilities being used to support these services. The body of the questionnaire is

divided into two main sections that address current status and additional needs with respect to

Volume |
Page 12



Alaska Rural Primary Care Facility Final Report
Needs Assessment Project October 270

facilities and services / programs. The Steering Committee agreed that a review of program
needs must be a part of any facility condition and/or additional space needs evaluation A
summary of the Sections and Subsections in the main questionnaire appears below. A full

copy of the questionnaire appears in Appendix Ill.

Facilities:

m Basic Data

m  Ownership / Lease Data

m Physical Deficiencies

m  Space Related Deficiencies

" Medical Equipment Deficiencies

m Utility and Maintenance Data

Data from these sections were used to calculate the unmet need compared to the space
guidelines developed as part of this project. Data were also used to estimate the backlog of
repairs for existing space. The methodology to prioritize communities and distribute

resources utilized some of this data.

Program:

m  Services Provided and/or Needed

m Patient Transportation Data

m  Program Administration Data

m  Support Services Delivery Location and Mechanism
m Staffing Provided and/or Needed

m Clinical Caseload (Workload) Data

m Extended Patient Stay Data

m Living Quarters Information

m Telehealth Information

As discussed in Section C7.0, the program data collected via the FNAQ will become the
basis for additional research and analysis under a Phase Il assessment project. It is

envisioned that this data will be instrumental in the development of program advocacy and
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facilities and services / programs. The Steering Committee agreed that a review of program
needs must be a part of any facility condition and/or additional space needs evaluation. A
summary of the Sections and Subsections in the main questionnaire appears below. A full

copy of the questionnaire appears in Appendix 1l

Facilities:

m Basic Data

m  Ownership / Lease Data

m Physical Deficiencies

m Space Related Deficiencies

m  Medical Equipment Deficiencies

m Utility and Maintenance Data

Data from these sections were used to calculate the unmet need compared to the space
guidelines developed as part of this project. Data were also used to estimate the backlog of
repairs for existing space. The methodology to prioritize communities and distribute

resources utilized some of this data.

Program:

m  Services Provided and/or Needed

“  Patient Transportation Data

m Program Administration Data

0 Support Services Delivery Location and Mechanism
m Staffing Provided and/or Needed

m Clinical Caseload (Workload) Data

m Extended Patient Stay Data

m Living Quarters Information

m Telehealth Information

As discussed in Section C7.0, the program data collected via the FNAQ will become the
basis for additional research and analysis under a Phase Il assessment project. It is

envisioned that this data will be instrumental in the development of program advocacy and
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support strategies for numerous organizations and entities around the state involved with

primary care issues.
D.2.0 Response Rate

The following is a summary of the responses received and entered into the database as of

September 1,2000.

Table 4: FNAQ Response Summary as of September 1,20001

Communities Responding To General Section 218 1
Total Program Section Responses 194
Total Facilities Section Responses 183

This represents a total response rate on the order of 76 percent. Numerous efforts were made
(via phone, fax, and mail) to contact all locations that did not initially respond to the
questionnaire. Documentation on the results of these efforts is on file at ANTHC. It should

also be noted that some communities had multiple organizations, programs, and/or facilities.
E. ALASKA PRIMARY CARE DATA SYSTEM

The database and applications developed as part of the project are collectively referred to as
the Alaska Primary Care Data System (APCDS). This is a web-enabled system comprised of
the following core components.

m The Alaska Primary Care Database (APCD), containing all questionnaire responses
and other relevant data from multiple external resources.

m  An ad hoc query tool that facilitates data analysis and allows Primary End Users to
create a variety of reports.

m A Geographic Information System (GIS) that provides for the graphical presentation
of data.

m  Applications for calculating unmet need and prioritizing communities.

The primary software used to develop the APCDS tools and applications are summarized in

Table 5.

1As of October 7.0, the number of responses were 220, 196, and 185, respectively.
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Table 5: APCDS Software

\ Name of Software Purpose
| SQL Server Database platform

i Cold Fusion Web development language
|iQuery|\/|i||T'vI Ad hoc query tool

MapObijects Internet Mapping Server  Enables development of custom GIS applications

MapOptix™ Web-enables graphical and tabular information

E.1.0 Alaska Primary Care Database

Obtaining data from existing database resources was a key requirement for the development
of the APCD. Various state and federal sources were reviewed and selected to provide
additional data content for a variety of research and reporting needs. The following table

summarizes the major data resources utilized for the APCD.

Table 6: APCD Data Resources

PRIMARY SECONDARY % of
DATA CATEGORY SOURCE SOURCES APCD
N o+ W\

| General Community Information  State DCED

Access State EMS System  State DCED
Existing Clinic Facility ENAO IHS and 1994 State ~ 5°
Information Survey
Existing Health Program State Public Health
. FNAQ .
Information Nursing Survey
Demographics State DCED
15
Health Status Indicators State DHSS

The data content extracted from all external data resources is static, i.e. a one-time data
download from each resource. The technology to create dynamic links to a variety of
resources is available; however, this capability was not necessary since APCD updates will

only be accomplished on an annual or semiannual basis.

Volume |
Page 15



Alaska Rural Primary Care Facility Final Report
Needs Assessment Project October 2000

A web-enabled application was developed for the APCD since the end users are
geographically dispersed throughout the state. SQL Server was the underlying technology
used to build the APCD. SQL Server is highly compatible with Access, Excel, GIS software
and web applications, as well as many SQL compliant query tools. SQL Server was selected
because it is a robust system and many ofthe external data resources and systems currently in
place are already in SQL Server or Access. Also, the APCD had to be built in a manner that
would support easy to learn solutions and require minimal help from support personnel at
project turnover. Currently the APCD has 106 data tables and contains 1,447 data columns.
In addition, it contains 32 views for querying with 747 data columns, and 12 QueryMill-

specific tables with 88 data columns. The current size of the database is approximately 21.5

MB.
E.2.0 Queries and Reports

The APCDS provides both standard and ad hoc query and reporting capabilities. The various
standard reports, such as the Unmet Need Report, are static reports in read-only format with
limited access depending on the user’s security level. Raw Data Reports are another example
of standard reports. They contain all of the supporting data used to generate one of the

summary reports, such as the Unmet Need or Part | Community Prioritization.

Ad hoc queries enable the Primary End Users to create a wide variety of unique reports
depending on their specific area of interest. The query tool allows individual analyses to be
saved and recalled at a later date. It also allows Primary End Users to share query results

electronically. The pnmary categories for initiating queries are listed below.

m  Census Area
m Borough
m  Regional Health Organization

m  Community

m State Election Districts, both House and Senate

m Data Dictionary

Each major category is further subdivided to refine the query. Ultimately, any query report

can be produced in either MS Word, MS Excel or Hyper Text Markup Language (HTML)
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format as specified by the Primary End User. Since this was a statewide project, Census
Areas (sec Appendix IV) have been designated as the primary method for organizing and

summarizing data.

While analysis of the information collected during this Needs Assessment was beyond the
scope of the project (except for unmet need estimates and an initial community
prioritization). Appendix V contains a sample ad hoc query report. It is a summary by
House Election District of all Emergency Medical Service (EMS) Level I and Il communities

with clinics that are not equipped to accommodate over night patients or have no existing

clinic facility at all.
E.3.0 Geographic Information System

The APCDS includes a GIS component that provides for the graphical presentation of data

using the following geographic boundaries:

m  Census Areas

State Election Districts, both House and Senate

m Boroughs

It can also display the following information for individual locations:

m Regional Health Organization Affiliation
m Unmet Need
m Communities With Hospitals

m  Communities Without Any Primary Care Facilities

These layers are in addition to routine map elements such as major rivers and highways. The

GIS application can be easily enhanced to meet future, additional requirements.

E.4.0 Access to Data

In September 2000, the Denali Commission selected ANTHC as the Program Manager for
the APCDS and most of the rural primary care facilities related projects funded through the
Commission. Accordingly, the APCDS was recently installed on a server at ANTHC.

ANTHC is providing a database administrator who will maintain the system. The four
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primary partners in the project will have full access to all data in the APCDS. For data
confidentiality reasons, other organizations and/or the general public will only have access to

aggregate data summarized on a regional or service area basis.
F. PUBLISHED PROGRAM GUIDELINES AND REGULATIONS

As with many issues related to the delivery of health care services, Alaska is unique.
National recommendations, where they exist, do not adequately provide for the variables
encountered in Alaska with respect to remoteness, weather, and lifestyle. Therefore, most
national standards and guidelines that do exist must be adapted for use in Alaska or not used

at all. The recommended program goals in this report were developed after a review of the

following.

(1) Federal Section 330 Community Health Center Program
(2) DHSS “Community Levels-of-Care” system
(3) IHS Community Health Aide Program
(4) Alaska Assistance for Community Health Facilities Program
(5) Federal Rural Health Clinic Program
F.LO Federal Community Health Center Program

Community health centers (CHCs) are publicly funded organizations that provide primary
health and related services to residents of a defined geographic area that is medically under
served. Community health centers are authorized under Section 330 of the Public Health
Service Act (42 USC, 254b.). Section 330 was revised in 1996 by the Consolidated Health
Centers Act, which combined community health centers with migrant health centers, health
care for the homeless, and pubiic housing health care programs. The CHC program is

administered by the U.S. DITHS, Health Resources and Services Administration (HRSA),

Bureau of Primary Health Care.
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Community health centers are required by law to provide primary health services and
additional health services as necessary to the residents of the area served by the center.
Primary health services are defined as 1) health services related to family medicine, internal
medicine, pediatrics, obstetrics, or gynecology, 2) diagnostic laboratory and radiology
services, 3) preventive health services, 4) EMS, and 5) pharmaceutical services.
Additionally, primary health services include patient case management services, enabling
services such as transportation and language translation, patient education, and referrals to

providers ofsubstance abuse and mental health services

The guidelines for health center structure, population served, service area, services provided,
personnel, financial characteristics, organizational arrangements, governance, community

participation, and referral systems are specified by the Bureau of Primary Health Care.

CHCs are recognized as federally qualified health centers (FQHCs). FQHCs meet statutory
requirements for receiving federal community or migrant health center grant or health care
for the homeless program funds. Certification as a FQHC reserves a health center’s right to
cost-based reimbursement for Medicaid services in states which have not received special
waiver provisions. Health centers receiving federal Community/Migrant Health Center

(C/IMHC) funding are automatically eligible for certification as Medicaid and Medicare

FQHCs.

The information included in the Consolidated Health Center Act of 1996 and the guidelines
issued by HRSA, Bureau of Primary Health Care, were instrumental in defining the program

related questions and establishing the program goals for this Rural Primary Care Needs

Assessment Project.
F.2.0 State Emergency Medical Service Program

Alaska EMS Goals (February 1996) describes Community Levels-of-Care and makes
recommendations for EMS services. It is based on a regional approach / organization as
described in the 1984 Alaska State Health Plan. This approach identifies appropriate health

resources and services for five community levels. These are:
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Table 7. Community Levels

LEVEL DESCRIPTION POPULATION IN IMMEDIATE COMMUNITY

I Village 50-1,000

I Sub-Regional Center 500-3,000 +
i Regional Center 2,000- 10,000t
v Urban Center 10,000-100,000
\Y Metropolis 100,000 +

There is no counterpart to the EMS goals document, which makes a recommendation on the
level of primary care services that should be provided in Alaska communities. A key
discriminator in establishing EMS levels of service is how people get to and from a
community, i.e. access. The EMS Goals document identifies communities as either

“Isolated” or “Highway”. Highway refers to those major roadways in the state, including:

m Alaska mHaines
m Copper River mKlondike
* Dalton mRichardson
m Denali BSeward
m Edgerton/McCarthy Road m Steese
Elliott mSterling
m George Parks mTaylor/Klondike Loop
m Glenn *Marine

The Marine Highway is Alaska’s marine transportation system, which provides year-round
ferry service to Alaska’s coastal communities and to Washington and British Columbia. A
map showing the major roadways in relation to organized boroughs within the State appears

in Appendix VII.
F.3.0 IHS Community Health Aide Program

The IHS has the responsibility for providing health care services to Alaska Native and

American Indian beneficiaries in Alaska. The total beneficiary population is 17 percent of
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the state’s population. Historically, the Alaska Native population lived mainly in the more

isolated village communities.

The Community Health Aide Program (CHAP) was developed in the 1950s in response to a
number of health concerns including the tuberculosis epidemic, high infant mortality, and the
high rate of injuries in rural Alaska. In 1968, the CHAP received formal recognition and
congressional funding. The program was established under the authority of 25 U.S.C.
816161. The long history of cooperation and coordination between federal and state
governments and the Native regional health corporations has facilitated improved health
status in rural Alaska. The CHAP is considered a model for delivering primary health care
services in a remote area. In addition to strong training and supervision components, there is
an established referral relationship that includes mid-level providers, physicians, regional
hospitals, and the Alaska Native Medical Center (ANMC). One hundred forty (140) villages
with less than 500 population have a clinic facility staffed by Community Health Aides /
Practitioners (CHA/P) providing primary care and emergency medical services. Another 38
communities with a population greater than 500 have a Community Health Aide (CHA)
clinic. In the non-Native health care delivery system, there is no model. Communities vary
in their level of organization, resource base, and ability to partner with other agencies to

provide primary care and emergency services at the local level.
F.4.0 Alaska Assistance for Community Health Facilities Program

The Assistance for Community Health Facilities Program is outlined in Alaska Statute (AS

18.23.100 and 18.25.010 - 18.25.120) and Alaska Administrative Code (7 AAC 13.010 -

13.140 and 13.845 - 13.900).

The scope of authority is subject to legislative appropriation and the provisions of AS
18.25.070-18.25.110. The Alaska DHSS awards grants to assist in the operation of
community health facilities when there are operational deficits. Statutes outline the
requirements of facilities that are receiving monies such as the application procedure, an
overview of service areas to be considered, government and advisory boards, collection of
fees for services, self-sufficiency issues, coordination and non-duplication issues, capital
expenditures, other monetary issues, and personnel.
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The Assistance for Community Health Facilities Program through the Alaska DHSS
currently supports grants to 12-15 communities to partially support primary clinics. Most of
the funds are used to help cover salaries of mid-level practitioners. Primary care clinics

follow state statutes, regulations, and program guidelines in the areas of administration and

program reporting.
F.5.0 Federal Rural Health Clinic Program

In 1977, Public Law 95-210 was enacted by Congress and authorized Medicare and Medicaid
reimbursement to non-physician primary care practitioners in rural health clinics. This
program was created because many isolated rural communities are not able to attract or retain
physicians. Congress recognized that many clinics were staffed by non-physician providers
who were not covered by Medicare unless they were unc.er the immediate supervision of a
physician. There was concern was that these clinics would never become self-sufficient; they

would continue to have financial difficulties and may be fcrced to close.

The Rural Health Clinic (RHC) Program is one of the few federal programs that is able to
address under-service in small communities that do not have a traditional health care system

in place. The RHC program is administered nationally by the Health Care Financing

Administration.

In Alaska, the RHC certification process is administered by the DHSS, Division of Medical

Assistance, Health Facilities Licensing and Certification.

Guidelines for the RHC Program and the Rural Health Clinic Survey Reports were

considered in the development of the ARPCFNA program goals described in this needs

assessment final report.

G. PUBLISHED SPACE STANDARDS AND GUIDELINES

Specific space planning information was collected from recent projects and existing
institutional / organizational standards (e.g. prototype designs produced by the Yukon-
Kuskokwim Health Corporation (YKHC), Maniilag Association, North Slope Borough,

DHSS Public Health Nursing Center Design Standards, etc.). That data is summarized in
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Appendix VIII. It includes summary information for a full range of clinic sizes, from small

up to and including multi-community (sub-regional) facilities.
H. ALASKA RURAL PRIMARY CARE GOALS

Based on a review of the existing program and space guidelines, standards, and regulations
summarized above, the Steering Committee developed the general Rural Primary Care
Program Goals and Space Guidelines outlined in Tables 8 and 9. These criteria are presented
as a minimum benchmark. The detail provided should not be interpreted as a prescriptive
design standard. These are general guidelines only. They were used for estimating unmet

needs and establishing criteria for the funding of project dirough the Denali Commission.

It should be noted that permanent staff quarters are not included in the recommendations
based on the assumption that these facilities are more appropriately provided by private

individuals and/or businesses in the community.
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Table 8: Minimum Program Goals
POPULATION
EMS CATEGORY 20-100 101-500 >500'
Access Space Guideline
AUIlTTTIUIIL> 9l - 155GF
Level Medum- 100G
— . Late- 240G
Designation Description
Limited air / water access and / or )
Isolated Road access > 60 miles: Daily air/water access 1& 11 Small Medium Lal‘ge
Considered a subregional center and .
Highway <60 minutes travel time to next care level 1 Medium Large
Designated
Highway <60 minutes travel time to next care level | EMS On |y Itinerant Space” Medium

1 Some communities in thispopulation range may be candidatesfor multi-community or sub-regional centers. While services, staffing &
squarefootage will be uniquefor each individual subregional center, a generalguideline 0£10.000 G SF is recommended.
2. 500 GSF ofdesignated space in community building, school, etc.

Dedicated .
STAFFING Itinerant Small Medium Large
Clinic Clinic Clinic
Space
EMT
. . EMT EMT

Resident Providers EMT CHA/P CHA/P CH/L\{)P

PHN Itinerant Itinerant Itinerant Itinerant

Dental Itinerant Itinerant Itinerant Itinerant

Dedicated .
. Small Medium Large
PROGRAMS AND SERVICES3 Itinerant Clinic Clinic Clinic
Space

Basic EMS X X X X
P -eventive Health Screenings X X X X
Other Preventive Health Services X X X
Basic Primary Care X X X
Limited Laboratory & Pharmacy X X X
Patient Case Management X X
Outreach, Transportation & Interpreter X X
Community Health X X
Advanced EMS X X
Limited Radiological X
X

On-site Administration & Support
s See Pages 14-17and 20 ofFNAQ (Appendix HI)for more detail
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Purpose 1Activity
Arctic lintries
W ailing /Reception /Closet
T'rmnna /Telemedicine /lixam
Office /lixain
Admin./Rccords
Pharmacy /Lob
Poitable X-my
Specially Clinic /L1Icalllr lidncation /Conference
Patient Holding /Itinerant Sleeping Room
Storage
[1C Toilet
Janitor’s Closet

Circulation & Net to Cross Conv. Factor (IT\<15%
Subtotal (CiSF)
Mechanical Space \eJ8%

Total Heated Space
Morgue (unhealed enclosed space)
Hxlcrior Ramps, Stairs, Loading Area

Table 9: Space Guidelines

j

Designated Itinerant

Space j

Net Area
i size I (S) 1 Size
0 50
150 1 150 100
200 1 200 200
0 150

0
0 80

R of
0 150
0! 80
n 150 1 150i 80
L Access To fit)
i1 Access To 30

Subtotal ii. 500 F

n/a
500

0 30

ti 11C Accessible it

Volume 1

Page 25

Small Clinic

Net Area
I (s)

[y
w
o

e e
o)
o

30i

980!
<4
1421

1141

1,535;
1 30;i

Medium Clinic

Size
50
150

200
150
110
80

150
80
100
60
30

30

1

Net Area
(SI)
100!
150
2001
150
110!
ST
0:1
150
80
100
120!
30
1,270
572
1,842
147!
£
1,989
1 -1

PRl e DN

s T

As Required [ As Kctinircd

Final Report

October 2000

Large Clinic

Net Area t.J:
Size I (Sl-)

50 2 100
170 1 170Y)
200 1 200 j
150 2 3J0,
no 1 110
8 1 S0
40 1 407,
150 1 150
150 1 150;.
120 1 120
60 2 1201:
30 1 30

1570
707 m
T-v 2277]
182:°
2459:1
30 1 304
As Required
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l. UNMET NEED
1.1.0 Additional Space for Individual Locations

The unmet space need for individual locations was derived by subtracting the existing square

footage at that location from the appropriate space standard in Table 9. The cost of this new

space was calculated using the following algorithm.

C=S xB xZ x LI

Where:
C =Cost of Additional Space
S = Additional Space Need = Space Standard - E
E = Existing Square Footage

B = Unit Construction Cost of new clinic space in Anchorage (construction only)
= $183.20 per gross square foot (May 2000 dollars)

Z = Other Project Cost Factor (accounts for design, movable equipment and furniture,
construction inspection and contingencies), expressed as a decimal percentage of B

1.45
Location Index (adjusts Anchorage base costs to specific locations)

LI

The unit construction cost and location factors were developed by Estimations, Inc., a
professional cost estimating firm with extensive rural Alaska experience. As a check on the
base unit cost and the location indices, an algorithm estimate was compared to the actual bid
costs for the new 2,430 gross square feet (GSF) clinic in Noo;-vik. This project is now
complete and occupied. The May 1999 bid price reduces to $320 93 per GSF when adjusted
to the spring of 2000 at an annual inflation rate of 2.5 percent. This compares very well with

the algorithm estirr ue of $320.60 per GSF (construction only).

The total, statewide unmet need based on the algorithm is 305,000 GSF, which extends to

$99M. These costs include and/or assume the f}llowing:

m  Site Work
m Design Fees
m Permits

m  Construction Inspection
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m  Construction Contingency

m  Communications System

m  Movable Medical Equipment and Furnishings
m  Competitive Pricing on Construction

m Prevailing State Construction Wage Rates
They do not account for:

m Land Acquisition
m  Offsite Utility or Road Extensions
m  Special Purpose Equipment (e.g. radiography, dental)

m Special Local Taxes

1.2.0 Multi - Community and/or Larger Facilities

A preliminary analysis indicates that there are probably 12-14 locations around the state
where it may be more approp'mte to construct a single but somewhat larger clinic, which in
most cases would serve several small communities within the same service area (above and
beyond these types of facilities that are already in place or currently under construction).
This multi-community or “sub-regional” concept is a proven model and is being successfully
implemented by entities such as the YKHC. Assuming a 10,000 GSF new facility and

applying an average location factor of 1.5 yields a total multi-community facility unmet need

of $52M.
1.3.0 Backlog of Repairs

The total cost to correct deficiencies (other than new space) at existing facilities was
estimated based on the deficiency data for each facility in the APCD. The FNAQ had

requested data on each ofthe following eight categories and an overall condition rating.

Structural
Mechanical
Electrical

Energy Management
Handicap Access
Site / Environmental
» Fire/ Life Safety

n Floor Plan
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The 1994 State Clinic Survey also contained an overall “status” rating for most rural clinics
in the state. Each facility was evaluated against the following three algorithms in the process
of assigning an estimated backlog repair cost to it. If a facility did not fall into one of these

categories or if insufficient data was available to run the algorithm, then it was assigned a

backlog cost of zero.

1. If data in the APCD indicated that a facility needed “replacement” or was in “poor”

condition, then the new space algorithm was applied to the existing space, i.e.
BRC=ExBxZxLI

2. If data in the APCD indicated that a facility had “deficiencies needing correction”,

needed ‘major renovation” or was in “fair condition”, then the following algorithm was

applied to the existing space.

BRC=Ex KxZxLI

3. [Ifactual cost estimate data was submitted in response to the FNAQ, and it exceeded

either ofthe above, then BRC was set equal to that selfreported value.

In these algorithms:
BRC = Backlog Repair Cost
K = Base Renovation Cost = $119.08 per gross square foot

The base renovation cost of $119.08 is 65 percent of the Anchorage based unit cost for new
construction, i.e., 0.65 x (B). The IHS Health Facility Budget Estimating System uses this
factor for renovations that involve the replacement of interior walls and finishes. This is the
“middle” factor in the IHS system; they use 25 percent for projects that only involve the

upgrade of finishes, but 85 percent where facilities are completely gutted on the interior and

then rebuilt.

The total estimated cost to correct existing deficiencies based on this methodology is S102M

for 330,000 square feet of evaluated space. This figure includes design, construction,

equipment and contingencies.
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As more accurate and site specific code and condition data is collected by ANTHC in support
of the Denali Commission’s primary care facilities program, it will be entered into the

APCD. Through this process, the statewide unmet need estimate will be continuously

refined and updated.
140 Routine Maintenance and Improvement

The IHS methodology for identifying the annual maintenance and improvement (M&l)
funding requirement for health care facilities is based on the “Oklahoma Formula”. This is a
methodology developed at the University of Oklahoma specifically for health care facilities.
It estimates the recurring annual cost for benchstock supplies and materials, service contracts,
in-house repairs and minor renovations, routine replacement of fixed equipment, and

maintenance training. It does not include wages for maintenance staff or the cost of utilities.

The methodology is summarized below.

M&I=S x B, x CC x Ul x LI

Where:

M&I = Annual Maintenance & Improvement Funding

S = Additional Space Need = Space Standard - E
E = Square Footage of Facility
Bj = Unit Cost ofnew clinic space in Anchorage (design and construction)

= $262.32 per gross square foot (March 2000 dollars)
CC = Construction Classification

Ul = Use Intensity
LI = Location Index (adjusts Anchorage base costs to specific locations)

Applying this methodology to the total existing and to*al new space requirements using a
construction classification factor of 0.0175 (wood frame), a use intensity of 1.00 (moderate),

and an average location index of 1.5 results in a total annual M&I requirement of

approximately $5M.
Apart from the work of the Denali Commission, there should be an evaluation of the IHS

Village Built Clinic appropriation currently being used tc lease clinics in support ofthe CHA
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Program and its relationship to the M&I unmet needs reported here. There is some question
about whether or not the lease funds being provided are sufficient to warrant these
arrangements being classified as true full service leases. In communities without an IHS.
leased clinic, there is in all likelihood, even less chance that an adequate routine M&I
funding stream is available. In the long term, this issue could represent a significant unmet

need for all program providers and/or communities in rural Alaska.

150 Summary

Appendix IX contains an unmet need summary by census area. A statewide summary

appears below.

Table 10: Unmet Need Data

Basis Amount

Unmet Need Category (GSF)  (millions) Tvpe 1
| New Space at Individual Locations 305,000 S99 Capital |
New Multi-Community Clinics 130,000 S52 Capital
| Backlog ofRepairs 330,000 S102 Capital
Subtotal S253 Capital
Routine Maintenance and Improvement 765,000 S5 Recurring
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J. RESOURCE DISTRIBUTION METHODOLOGY

The Steering Committee has developed a three part process for funding “small”, individual
community primary care facilities projects through the Denali Commissionl Figure 2 is a
simplified flowchart of the process. A preliminary multiple year schedule appears in
Appendix X. Facilities constructed using Denali Commission funds must be operated by not-
for-profit entities, and everyone in the service area must have access to the primary care
services provided in the facility. Projects funded through this methodology may include the

following, but are limited to a total of one million dollars.

m  Planning and Pre-Design

m  Design

m  Repair of Existing Structures

m  Renovation and/or Expansion of Existing Structures
* Construction of New Facilities

m Non-expendable Medical Equipment

This methodology will be reviewed annually by the Steering Committee and amended as

appropriate.

1The Steering Committee has recommended that an additional funding methodolo[gy be developed for
communities with populations greater than 800 (needing larger facilities) and/or those locations that may be
logical candidates for a subregional or multi-community type facility. The committee will continue to work on
an RFP type process for such communities. It is anticipated that this second methodology will follow a format
similar to the resource distribution methodologg described in this report for sir3ll individual communities. In
addition, it is noted here that on 14 September 2000, the Commission approved design funding for two
replacement health centers in St. Paul and Metlakatla. Extensive projectjustification documents have already
been prepared for both projects and they have been on the IHS National Priority List since 1995. These are the
only two outpatient facilities in Alaska currently on the national IHS list. Denali Commission funding for St.
Paul and Metlakatla is for design only; it is assumed that IHS will construct and staff the facilities once the
designs are comf)lete. Accordingly, these two locations were excluded from the final FY 2001 Part |

Prioritization analysis described in this report.
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